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ABSTRACT 

Social phobia is a common and potentially disabling disorder, with effects 

that impact a range of domains of functioning. With treatment, people with 

social phobia are usudy able to achieve improved functional status and 

increased satisfaction with their lives. Thus, the investigation of interventions to 

assist those with social phobia is a legitimate and important pursuit This study 

investigated the contribution of imagery to treatment outcome. Participants 

were randomly assigned to a cognitive-behaviod group treatment (CB), a 

cognitive-behaviod group treatment plus the addition of training in imagery 

(CBI), or a wait-list control condition (WLC). Treatment effect in this repeated 

measures investigation was defined as change in scores on the Social Phobia and 

Anxiety Inventory (SPAI), Brief Social Phobia Scale (BSPS), Social Coping Scale 

(SCS), Beck Depression Inventory (BDI), Social Interaction Self-statement Test 

(SISST), and a behavioural measure of social skill (SSI). Participants from both 

the CB and CBI groups improved sigruhcantly on measures of social phobia 

symptomatology (SPAI), expert- and self-assessed social skills (SSI), and 

cognitive self-statements (SIST). The CBI group evidenced M e r  

improvement on measures of fear and avoidance (BSPS), and depression (BDI). 

It was concluded that imagery was associated with an enhanced treatment effect, 

and thus may be a promising treatment component for people with social 

phobia. 
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CHAFTER 1: INTRODUCTION 

Social phobia is a common and debilitating condition characterized by the 

persistent fear of being negatively judged in social or performance situations. 

Exposure to these situations nearly always provokes an anxiety response, which 

may take the form of a panic attack. People with social phobia generally avoid 

social or performance situations, or alternatively, endure them with dread. The 

diagnostic criteria for social phobia requires that the individual experience 

sigruficant interference with his or her daily routine, occupational/academic 

functioning, or social life, or else be markedly distressed about the phobia 

(American Psychiatric Association, 1994). Since interacting with others is an 

integral part of the human experience, a persistent fear of social and performance 

situations can result in significant disability. Social phobia is a problem that 

warrants concern. 

The impact of social phobia can be widespread and of consequence. For 

example, social phobia can have the effect of compromising educational and 

vocational attainment. This is illustrated by the finding that over half of those 

with social phobia never complete high school. Further, one-fifth are unable to 

work, thus collecting social assistance (Judd, 1994). More than 90% of those with 

social phobia interviewed in a 1986 study (Turner, Beidel, Dancu, Q Keyes, 1986) 

stated that this condition had interfered with their career functioning; 85% stated 

that, due to social phobia, they had been unable to achieve their educational 

goals. Since two-thirds of those with social phobia are unmarried (Judd, 1994), it 



might be surmised that this condition interferes with the ability to develop 

intimate relationships. Thus, the effects of social phobia are many and varied. 

In addition to the direct effects of social phobia, one of the central clinical 

characteristics is its high rate of comorbidity with other disorders such as 

depression, generalized anxiety, panic disorder, agoraphobia, and drug and 

alcohol abuse (Heckelman & Schneier, 1995). A review of empirical research 

shows that approximately 50% of those with social phobia also experience 

another difficulty of this sort (Rapee, 1995). The importance of this high rate of 

comorbidity is amplified by the finding that, among those with comorbid social 

phobia, approximately 16 % attempt suicide. Further, when social phobia is 

comorbid with depression or substance abuse, its onset most often precedes the 

onset of the other disorder (Rapee, 1995). Social phobia appears to be associated 

with impairment in most areas of functioning (Schneier et al., 1994), and people 

often begin to notice symptoms at a very early age. The early onset of this 

condition combined with its wide-ranging impact can, in the absence of 

treatment, result in many years of disability (Clark & Wells, 1995; Judd, 1994; 

Ross, 1993). 

As well as being potentially disabling, social phobia is relatively common. 

The pioneering National Comorbidity Study reported that the lifetime 

prevalence of social phobia was 13.3%, with 7.9% of the population eligible for 

this diagnosis in any given 12-month period (Heimberg, 1993). These statistics 

parallel a recent Canadian estimate that found a prevalence rate of 7% (Stein, 



Walker, & Ford, 1994). These rates of prevalence rank social phobia as the third 

most common psychological condition, following only depression and alcohol 

dependence (Judd, 1994). 

The Rationale 

The prevalence of social phobia as well as the amount of di stress it can 

cause make this disorder a legitimate area for investigation. With treatment, 

those who experience social phobia are generally able to improve their personal 

and professional functioning such that they return to productive and satisfying 

lives (Marks, 1995; Ross, 1993). Thus, the identification of effective interventions 

is crucial. 

A range of treatments for social phobia has been investigated. The most 

common treatment components include graduated exposure (Emmelkamp, 

Mersch, Vissia, & van der Helm, 1985; Mattick & Peters, 1988; Mattick, Peters & 

Clark, 1989; Mersch, 1995; Newman, Hoffman, Trabert, Roth, & Taylor, 1994; 

Wlazlo, Schroeder-Hartwig, Hand, Kaiser, & Munchau, 1990), a variety of 

cognitive restructuring procedures (Butler, et al., 1984; Jerremalm, Johansson, & 

Ost, 1986; Mersch, 1995; Mersch, Emmelkamp, Bogels, & van der Sleen, 1989; 

Stravynski, Marks, & Yule, 1982), and social skills training (Mersch Emmelkamp, 

& Lips, 1991; Shaw, 1979; Stravynski, Marks, & Yule, 1982; Trower, Yardley, 

Bryant, & Shaw, 1978; Wlazlo et al., 1990). Despite empirical support for a 

number of treatments for social phobia, investigations to date have not yet 



produced a clear indication of the superiority of one method over any other 

(Mersch, 1995; Ost, Jerremalm, & Johansson, 1981). 

One of the few points of consensus is that graduated exposure is an 

effective treatment component For example, Heimberg & Juster (1995) note that 

each study of exposure included in their literature review reported sigruficant 

effects. In contrast, findings on the effects of cognitive restructuring and social 

skills h-g have been less consistent. Much of the research on social skills 

training has been criticized on methodological grounds, lacking either random 

assignment or a control condition. The only study utilizing random assignment 

and a control group (Marzillier, Lambert, & Kellet, 1976) found few differences 

between social skills training and a wait-list control condition. While the e£ficacy 

of social skiUs training for social phobia has been investigated, the quality and 

quantiw of available research does not permit unequivocal statements of 

efficacy. The investigation of cognitive restructuring in the treatment of social 

phobia has largely involved assessment of its contribution to treatment success 

beyond that accounted for by exposure. While some studies report enhanced 

treatment effects from adding cognitive reshvcturing to exposure (Mattick & 

Peters, 1988; Mattick, Peters, & Clark, 1989) other research indicates no 

additional benefit (Biran, Augusto, & Wilson, 1981; iMersch, 1995; Scholing & 

Emrnelkamp, 1993a,b). Again, no firm conclusions may be made. Discovery of 

techniques that add to the efficacy of exposure is still pending. 



While exposure is an effective treatment for social phobia, its application 

to this disorder is not straightforward. Some authors, for example Butler (1985), 

have outlined difficulties inherent in applying the principles of successful 

exposure to the tasks that those with social phobia find anxiety-provoking. 

While exposure is most effectively conducted by gradually and repeatedly 

practicing increasingly difficult tasks, those with social phobia often have a "list" 

of equally anxiety- provoking challenges that are not repeatable. Naturally 

occurring social situations do not always lend themselves to the imposed control 

that is necessary when attempting to hierarchically, incrementally, and 

repeatedly practice tasks. In addition, effective exposure generally requires an 

individual to remain in the target situation until anxiety begins to fall. This is not 

a l w a ~ s  possible in social situations (Butler, 1985). Further, those with extremely 

high anxiety may have difficulty knowing where to begin with exposure, finding 

even the smallest in-vivo step to be daunting. Heirnberg et al. (1987) recommend 

the development of remedial interventions to aid those suffering from extreme 

anxiety. W e  exposure interventions have demonstrated effectiveness for social 

phobia, some instructive difficulties in applying this treatment indicate that 

supplementary interventions may also be useful. 

One difficulty with some of the social phobia literature is that variables, 

apart from the particular form of treatment under investigation, that may 

function as competing factors have been left unexamined. For example, a review 

of the literature yielded few examples of studies that mentioned use of 



medication as a factor influencing treatment outcome. Moreover, there are many 

other factors that could potentially affect treatment outcome, including social 

support, age, gender, and cornorbid conditions. Research studies have not 

sufficiently attended to the extent to which such factors might operate 

differentially to affect treatment outcome. 

An additional area of investigation in the treatment of social phobia is the 

relative efficacy of group versus individual treatment. Although research to date 

has been limited, group treatment for social phobia has been found to be at least 

as effective as individual heatment (Scholing & Emmelkamp, 1993b) while also 

offering opportunities for exploring the commonalities of peoples' experience 

and providing continuous exposure to a group. It appears that group treatment 

for social phobia maintains the efficacy of individual treatment, while saving 

therapists' time and clients' costs. 

Researchers continue to search for economical methods of treatment that 

will improve upon the efficacy of exposure alone, as well as to address the 

difficulties of applying the principles of exposure to social phobia. As Heirnberg 

(1993, p. 36) stated, "the need for the development of multiple and diverse 

alternatives for the treatment of social phobia is apparent." The current study 

attempts to address that need. 

The Current Study 

In the search for effective treatments for social phobia, it is necessary to 

consider many factors including efficacy, palatability of treatment to the client, 



potential side effects, and efficient use of time and money. In the context of these 

factors, the primary purpose of the current study is to investigate the 

contribution that imagery may make to the efficacy of cognitive-behavioural 

(exposure plus cognitive restructuring) treatment done. 

Imagery is defined as the mental rehearsal of a successful social 

experience. It is hypothesized that such mental rehearsal may be an effective 

supplement to more traditional methods of therapy, such that tasks can be 

"practiced" repeatedly, hierarchically, incrementally, and for appropriate lengths 

of time. Further, the use of imagery as a less intimidating first step may assist 

those with very high levels of anxiety to begin intervention. Delivery of 

treatment in a group modality contributes to the efficient use of resources. This 

study is expected to provide data on the efficacy of imagery as a safe, non- 

invasive, palatable, and economical supplement to cognitive-behavioural therapv 

that addresses some of the difficulties with the application of graduated 

exposure. 

In addition to investigating the efficacy of the ireatments of interest, this 

study also aims to examine the influence that a number of variables including 

initial level of anxiety, depression, gender, age, and use of relevant medication 

may exert on treatment outcome. In this way, some of the variables that may 

confound the relationship between the specifics of treatment and its outcome are 

subject to scrutiny. 



Because social phobia is associated with a range of symptomatology and 

functional impairment, no single domain of assessment is able to present a clear 

picture of the disorder (Turner, Beidel, Long, Turner, & Towwley, 1993). 

Efficacy of treatment in the present study wiU be assessed from a number of 

vantage points including impact of treatment on self-reported ratings of general 

sociai anxiety, fear, avoidance, physical symptoms, cognitive change, coping 

behaviours, depression, and self- and expert-rated social performance. In this 

way, the success of the treatment will be evaluated on the basis of multiple 

measures. 

Overview 

Chapter 1 of this dissertation has provided a context for the study. 

Chapter 2 contains a review of the literature on social phobia, including a 

description of a cognitive model of this disorder, a review of the most common 

treatments for social phobia in the context of this cognitive model, and a 

discussion of imagery and how it may be a useful adjunct to treatment. The 

second chapter concludes with the research questions that guided the study 

described in this dissertation. Chapter 3 describes the sample, the dependent 

measures, and the methodology of the study. The results of the study are 

presented in Chapter 4. A discussion of those results follows in Chapter 5, along 

with a critique of the study and a vision for future research in this area. 



CHAPTER 2: LITERATURE W E W  

Social Phobia: An Inter-Related Constellation of Symptoms 

The hallmark of social phobia is the multi-system involvement of 

cognitive, behavioural, and somatic aspects of experience (Ost & Jansson, 1987). 

Cognitive symptoms tend to revolve around the tendency to assume that one is 

not able to live up to the expectations of self and others, and that the 

consequence of this will be rejection or ridicule (Beck, Emery, & Greenberg, 1985; 

Clark & Wells, 1995). The most sigdicant behavioural symptoms are avoidance 

of anxietv-provoking situations and a deterioration of social performance (Greist, 

1995), although various idiosyncratic anxiety-related behaviours are often 

present (Heirnberg, Dodge, & Becker, 1987). The most common somatic 

symptoms are trembling or shaking, heart palpitations, blushing, perspiring, 

and shortness of breath (Rapee, 1995). Research investigating social phobia has 

shown that this disorder is characterized by the dynamic interaction between 

cognitive, behavioural, and somatic systems. Many authors agree, however, that 

investigation of the cognitive characteristics of social phobia has special 

sigmficance for understanding the development and maintenance of this 

disorder (Amkoff & Glass, 1989; Barlow, 1988; Butler, 1985; Clark & Wells, 1995; 

Stopa & Clark, 1993; Turner, Beidel, & Townsley, 1990), thus having important 

implications for treatment. 



What follows is an outline of Clark and Wells' (1995) cognitive model of 

social phobia, including the ways in which cognition interacts with, facilitates, 

and maintains behavioural and somatic/ affective factors. Next, commonly used 

methods of treatment for social phobia are discussed using the cognitive model 

as a guide. Chapter 2 concludes with the research questions that this dissertation 

seeks to answer. 

A Cognitive Model of Social Phobia 

The cognitive model developed by Beck and colleagues holds that all 

psychological disorders evidence systematic information processing biases which 

ultimately foster the maintenance of those disorders (Beck, Rush, Shaw, & 

Emery, 1979). These authors state that faulty information processing is 

attributable to the existence of enduring cognitive structures that produce a bias 

toward negative thoughts. They further state that the production of negative 

thoughts can have important behavioural and emotional consequences. 

Clark & Wells (1995) tailored the cognitive model of Beck, Rush, Shaw, 

and Emery (1979) more specifically to social phobia. Borrowing the notion that 

cognitive biases interact with and exacerbate the further production of cognitive, 

behavioural, and emotional consequences, these authors assert that socially 

phobic people develop enduring assumptions about themselves and their social 

worlds as a result of the interaction between previous experience and their own 

proneness to do so. Further, they hold that these assumptions about self and 

social situations have a "danger" theme. Those with social phobia believe that 



they are in danger of behaving in a way unacceptable to themselves and to 

others, and also that rejection will be the consequence of such behaviour (Clark & 

Wells, 1995; Stopa & Clark, 1993). When activated or made prominent by the 

presence of a social or performance situation, these danger assumptions in turn 

activate what Clark and Wells (1995) refer to as "the anxiety program". As 

described below, the anxiety program corresponds to the cognitive, behavioural 

and emotional consequences of negative and enduring cognitive structures 

described by Beck et al. (1979). 

The anxiety program is an assortment of cognitive, behavioural, somatic, 

and affective responses (Clark & Wells, 1995) that are activated in social or 

performance situations. Cognitive responses may, for example, include 

monitoring one's own behaviour, planning one's next act, and being vigilant for 

signs of danger. Behavioural manifestations include reserved social behaviour 

(e.g., avoiding eye contact, remaining silent), performance interference, and 

phvsically avoiding or withdrawing from the situation. Somatic responses 

include heart palpitations, blushing, a dry mouth, and diaphoresis, while the 

subjective experience of negative affect approximating fear may be considered 

the affective aspect of the anxiety program. Under conditions of threat, the 

emotion of fear is thought to function as a force that mobilizes humans both 

physically (behaviourally, somatically) and cognitively to respond to the 

challenge (Barlow, 1988; Foa & McNally, 1996). 



When the perceived danger is more an artifact of assumption rather than 

reflective of an actual threat in the external environment, the anxiety program 

does not serve a useful function. On the contrary, this response, along with the 

danger-related cognitiow that helped initiate it in the first place, forms a vicious 

circle in which the danger cognitions exacerbate the cognitive, behavioural, 

somatic, and affective aspects of the anxiety program, and vice-versa (Clark & 

Wells, 1995; Rosenbaum, Biederman, Potlock, & Hirshfeld, 1994). In this model, 

cognitive activity has a distinct impact on subsequent cognitive, behavioural, 

somatic, and affective activity as further described below. 

The Interaction Among Cognitive Factors 

The cognitive model of social phobia proposes that being present in a 

social situation stimulates danger cognitions, which in turn lead to other 

cognitive consequences. One cognitive consequence that has assumed salience in 

the literature is the act of turning attention toward the self. While social 

interaction involves a balanced awareness of both self and other, that balance is 

disrupted in socially anxious individuals by excessively self-referent thinking 

(Hope, Gander, & Heimberg, 1989) known as self-focused attention. Subsumed 

under the category of self-focused attention are other cognitive consequences, 

including a negatively distorted perception of self, and a tendency toward 

negative cognitive biases including the way in which one evaluates one's own 

behaviour and abilities. 



Self-Focused Attention 

Self-focused attention is associated with cognitive activities such as 

making judgments about one's own social characteristics, monitoring 

behavioural transgressions or omissions (Woody, 1996), attending to and 

interpreting somatic symptoms (Clark & Wells, 1995), planning one's next 

verbalization (Melchior & Cheek, 1990), assessing the consequences of being 

judged (Clark & Wells, 1995), and wondering what sort of impression one is 

making (Melchior & Cheek, 1990). Self-focused attention is a key component of 

Clark and Wells' cognitive model of social phobia. 

Focusing attention on the self serves an evaluative function. For those 

with social phobia, the outcome of that evaluation is generally negative. This 

cognitive model asserts that those with social phobia tend to construct 

perceptions of themselves primarily on the basis of subjective information rather 

than allowing externally available information (e-g., how they are received by 

others) to inform self-perception. Further, the subjective information used to 

construct a perception of self is influenced by negative cognitive biases held by 

those with social phobia. Empirical evidence illustrates a difference between 

how those with social phobia evaluate their own performance versus how they 

are evaluated by others. These bodies of literature are reviewed below. 

Perceptions of self. Duval and Wicklund (1972) proposed that the act of 

shifting attention toward the self leads to an over-emphasis on self-evaluation. 

Because attention is focused internally, self-evaluation is based on internal 



perceptions. Whereas non-socially anxious people turn to the external 

environment to search for evidence as to how they are being perceived by others 

in a social situation, the self-focused individual by definition is not attending to 

the external situation (Clark & Wells, 1995). Reliance on internal information 

results in the perception that feeling out of control means being out of control, 

that feeling incompetent means appearing incompetent, that feeling stupid 

means being stupid, and that feeling anxious means looking noticeably anxious. 

Impressions based on feelings seem self-evidently true to the self-focused person 

(Clark & Wells, 1995). 

Some available evidence indicates that those with social phobia have more 

negative self-evaluative thoughts than do non-anxious controls or people with 

other tvpes of anxiety disorders. Stopa & Clark (1993) found that socially phobic 

participants had more negative thoughts about themselves than did control 

participants, but did not have more negative thoughts about eonlzintion by nnoflzer 

in the social interaction. That is, the negative thoughts reported by socially 

phobic participants in this investigation were predominantly concerned with self- 

ezmlunfion (e.g., "I'm being boring") rather than speculating on what the other 

person was thinking (e.g., "That person thinks I am boring"). This finding is 

consistent with the type of judgments one might expect to be generated by self- 

focused attention as opposed to those formulated on the basis of external 

feedback. Reliance on internally generated information in forming an opinion of 

one's performance in a social situation appears to contribute to negative self- 



evaluation. By virtue of being generated primarily on the basis of self- 

perception, these impressions are often distorted or biased. 

Cod t ive  - biases in those with social phobia. Negative thoughts about the 

self, hypothesized to result from an attentional shift inward, tend to be 

exacerbated by the tendency of those with social phobia to exhibit negative 

cognitive biases (i-e. applying a negative interpretation to ambiguous stimuli, or 

applying overly harsh self-judgments). As in other anxiety disorders, cognitive 

biases are thought to be important underlying mechanisms of social phobia. 

Empirical evidence supports the hypothesis that those with social phobia tend to 

exhibit biased judgments with regard to social situations (Foa, Franklin, Perry, & 

Herbert, 1996). Biases exist in the form of enduring cognitive structures that 

result in negatively distorted cognitive products. Negative cognitive biases in 

those with social phobia contribute to the distorted perceptions of self discussed 

above. 

One group of researchers (Pozo, Carver, Wellens, & Scheier, 1991) 

reported the tendency of those who are socially anxious to believe that they are 

being evaluated negatively. Despite the fact that socially phobic participants 

received feedback identical to non-anxious controls, only the socially phobic 

subjects believed that others had taken an unfavourable view of them. These 

results were interpreted to indicate that the negative expectancies that socially 

phobic participants had for receiving approval biased the way in which they 

perceived the social interaction. This finding is consistent with a hypothesis 



reported by Kemy & DePaulo (1993) who asserted, on the basis of a review of 

the literature, that people make judgments not on the basis of feedback horn 

others but from their own self-perceptions. in the case of those with social 

phobia, there is evidence that these self-perceptions are often biased. This type 

of cognitive distortion has been implicated in the observation that those with 

social phobia tend to rate their own social performances sigruficantly lower than 

do observers. 

Differences between self-ratin~s - and observer-ratings. People with social 

phobia tend to evaluate themselves in an overly negative manner. For example, 

several recent studies confirmed the tendency of those with social phobia to 

underestimate their own social performance. In one study (Stopa & Clark, 1993), 

observers rated those with social phobia as demonstrating poorer social skills 

than other anxious patients and non-anxious controls. However, those with 

social phobia magrufied this deficiency in the ratings they gave themselves. 

Socially phobic participants gave their own social behaviour sigdicantly higher 

negative ratings and sigruhcantly lower positive ratings than did the observer. 

This pattern differed from other anxious patients whose own ratings of positive 

behaviour did not differ from that of the observer, but whose own negative 

ratings were lower than the observer. Corroborating these findings in a similar 

study, Woody (1996) found that socially phobic participants rated themselves 

lower than did judges. A third study (Rapee & Lim, 1992) found that while both 

socially phobic participants and non-clinical control participants rated themselves 



sigruhcantly lower than did observers, this trend was sigruhcantly exaggerated 

in those with social phobia. Further, the differences between groups, both in 

rating of own performance and discrepancy between self and observer ratings of 

performance, were found only on ratings of "general performance". That is to 

say, the effects emerged only when participants were asked to rate global 

features of their performance rather than specific aspects of the performance. 

These results are consistent with what might be expected if judgments of self 

were based on self-perceptions without allowing particular aspects of the social 

situation to inform the evaluation. Even when social performances of those with 

social phobia are objectively less polished than those of others, self-ratings 

exaggerate the deficiencies. Negative biases in self-evaluation are clearly 

exemplified by the discrepancy between self- and other-ratings of social 

performance. 

The Interaction Between Codt ive  and Behavioural Factors 

Social phobia is associated with a number of behavioural variables, most 

notably avoidance and deficient social performance. Both of these behavioural 

variables have cognitive precursors as well as cognitive consequences. 

Avoidance Behaviour 

Cognitive-behavioural theories of anxiety hold that avoidance behaviour 

maintains itself because it is highly reinforcing: initial avoidance of, or escape 

from, an anxiety-provoking situation generally results in prevention of, or an 

immediate drop in, anxiety. Avoidance behaviour may be straightforward and 



easily recognizable, or it may be more subtle. Examples of subtle avoidance 

include cutting a situation short by making excuses (Butler, 1989), only drinking 

out of half-full glasses to lessen the likelihood of spillage in the event of 

uncontrollable shaking (Clark & Wells, 1995), or being a passive rather than an 

active participant in a social situation (Wells et al., 1995). These more subtle 

forms of avoidance are commonly referred to as "safety behaviours" (Clark & 

Wells, 1995; Dobson, 1996; Wells et al., 1995). Avoidance behaviour, whether 

blatant or more subtle, generally has the effect of relieving anxiety. 

One effect of avoidance behaviour is that it prevents disconfirmation of 

distorted cognitions. For example, an individual with social phobia may hold 

the assumption that a social situation holds the danger of negative evaluation 

and certain rejection. If that individual either physically avoids the social 

situation, or alternatively enters the situation but engages in safety behaviours as 

a more subtle means of avoidance, there will be no opportunity to disconfirm the 

danger cognitions. In order to disconfirm danger cognitions, the socially phobic 

individual must engage in the feared situation in order to access information that 

is incompatible with distorted cognitions (Foa & McNdly, 1996). 

Danger cognitions are a precursor to the motivation to engage in 

avoidance behaviour. The cognitive result of avoidance is that danger cognitions 

are left unchallenged. In this way, avoidance behaviour has both a cognitive 

precursor and a cognitive consequence. Avoidance behaviour allows distorted 

cognitions to endure. 



Deficient Social Performance 

Research has shown that those with social phobia demonstrate inferior 

performance in social situations (Daly, Vangelisti, & Lawrence, 1989; Stopa & 

Clark, 1993). Some authors suggest that socially phobic individuals simply have 

inferior social skills. A1 ternatively, others suggest that anxious self- 

preoccupation or self-focused attention as described above interferes with the 

ability to perform the behaviours necessary for a successful social interaction 

(Clark & Wells, 1995). This latter position holds that self-focused attention is 

responsible for the apparent lack of social skills sometimes observed in socially 

phobic people. 

Preoccupation with negative self-evaluation and monitoring of somatic 

symptom is thought to result in a decreased ability to attend to cues in the social 

situation (Stopa & Clark, 1993). The consequence of such inattention to social 

cues results in a compromised ability to "perform" socially. For example, when 

an individual becomes preoccupied with his or her arousal, with assessing 

personal performance, or anticipating the consequences of being evaluated, that 

individual can not adequately attend to another's verbalizations and other 

nuances of communication. This, in turn, reduces the ability to generate relevant 

comments and communications in return (Woody, 1996). Some authors hold 

that this process is responsible for the deterioration in social performance that is 

evident in some people with social phobia. In this way, self-focused attention is 

a precursor to deficient social performance. 



An objective decrease in the quality of social behaviour can have an 

impact on the social interaction itself. Because the socially phobic individual 

may inadequately attend to social cues, the result may be that his or her actions 

elicit less friendly behaviour from others (Stopa & Clark, 1993). Social phobia is 

therefore said to be different from some other types of anxiety, since the 

behavioural responses associated with this type of anxiety have the potential to 

alter the situation in which the individual feels anxious. In contrast, an 

individual experiencing a claustrophobic reaction in an elevator does not change 

the elevator by virtue of being anxious. The fears of the socially phobic 

individual too often develop into a s e l f - W i n g  prophecy (Barlow, 1988). 

This point is illustrated by a study that examined how believing that one 

was either liked or disliked impacted a social situation (Curtis & Miller, 1986). 

Research participants who were led to believe that they were liked by another 

used more self-disclosure, had a more pleasant tone of voice, and used less 

distancing behaviours such as disagreeing with the other than did those who 

believed that they were disliked. Essentially, leading participants to believe that 

they were disliked led to the production of social behaviours that actually 

resrclfed in being disliked. If those with social phobia tend to assume that they 

will be negatively evaluated, this tendency could lead to a self-fulfilling 

prophecy. The expectation of being disliked leads to less effective social 

behaviour while exhibiting less effective social behaviour can elicit less friendly 

behaviour from others. One might extrapolate that the consequence of such a 



sequence of events would be exacerbation of "danger" cognitions and negative 

self-evaluation. As such, ineffective social behaviour appears to have cognitive 

consequences. 

There is some research to support the hypothesis that self-focused 

attention is associated with performance deficits. One study (Burgio, Merluzzi, 

& Pryor, 1986) used self-focused attention and participants' expectations for 

success in the social interaction as independent variables. These researchers 

found that participants with low expectations for social success exhibited a 

marked reduction in their demonstrated social skills under high self-focus 

conditions. This finding appears to have special relevance for those with social 

phobia, who, by definition, have low expectations for success in social situations 

(Hope, Gander, & Heimberg, 1989). 

Clark and Wells' (1995) cognitive model of social phobia accounts for 

performance deficits by suggesting that they are the result of anxious self- 

preoccupation. Further, the performance deficits of socially phobic people are 

likely to inspire a less than warm and friendly response from others in social 

situations. The result may be increased self-focus and negative self-evaluation. 

In this way, performance deficits might be said to have both cognitive precursors 

and cognitive consequences. 

The Interaction Between Coanitive and Somatic/ Affective Factors 

According to the cognitive account of social phobia outlined above, 

danger cognitions lead to a shift in attention toward the self, such that, among 



other things, a process of self-monitoring begins. One of the aspects of subjective 

experience to which those with social phobia pay particular attention is somatic 

sensations (Clark & Wells, 1995). Preoccupation with somatic responses serves 

to fuel danger cognitions, which likewise tend to exacerbate somatic responses. 

For example, when one perceives that one's heart is pounding, this can be taken 

as subjective evidence that one is losing control. The presence of a somatic 

sensation in combination with the cognitive tendencies to be preoccupied with 

self-monitoring and to distort information results in affective distress, 

exacerbated somatic symptoms, and increasingly elevated danger cognitions 

(Butler, 1989; Stopa & Clark, 1993). Establishing a directional relationship 

between cognitive and somatic/affective variables is difficult, however, an 

interactive relationship between these variables is an important component of 

this cognitive model of social phobia. It may be that danger cognitions are a 

cognitive precursor to somatic/affective symptoms, and that the cognitive 

consequence of somatic/affective symptoms is that the danger cognitions 

assume a more powerful charge. 

lmplica tions for Treating Social Phobia 

Social phobia is generally presumed to be begighly treatable, even for clients 

who have experienced a chronic course of this disorder (Marks, 1995). Although 

social phobia as defined in the DSM-IV (American Psychiatric Association, 1995) 

is a distinct and definable disorder, the variety of reactions that social phobics 

exhibit in response to the presence of the phobic stimulus (Mersch, Emmelkamp, 



Bogels, & van der Sleen, 1989) dictates a need for multiple and diverse 

alternatives for treatment (Heimberg, 19%). 

Adoption of a cognitive model of social phobia has implications for 

treatment, with the provision that both cognitive and behavioural interventions 

are necessary in order to address important aspects of this disorder. Cognitive 

restructuring has clear theore tical relevance for the treatment of social phobia as 

defined by the cognitive model, while the behavioural interventions of exposure 

and social skills training also have relevance. In addition, since social phobia is a 

multi-faceted disorder with cognitive, behavioural, somatic, and affective 

components, interventions that address each of these domains are of interest. 

Imagery may be one such intervention, as it appears to allow for simultaneous 

attention to each domain of social phobia symptomatology, and thus may be a 

useful component of treatment. A rationale for the use of each of these treatment 

components is provided below. 

The Role of Codt ive  - Restructuring 

Cognitive restructuring aims to target the biased thinking and perception 

of those with social phobia (Melchior & Cheek, 1990). Some authors have 

asserted that cognitive factors are even more central to the development and 

maintenance of social phobia than is the case for other forms of anxiety 

(Heimberg & Juster, 1995). The premise of this assertion involves the prominent 

role of fear of negative evaluation that helps define social phobia (Marshall, 

1994). This fear is thought to be a problem of perception, and as such, is 



appropriately targetted through cognitive restructuring. In addition, cognitive 

techniques may be a useful method to assist those with social phobia in 

correcting biases such as overperception of the self as the focus of others' 

attention, excessive internal attributions of failure (Hope, Gander, & Heimberg, 

1989), the tendency to evaluate the self overly negatively (Stopa & Clark, 1990), 

excessively high standards for social performance, and conditional beliefs 

concerning social evaluation (Clark & Wells, 1995). By modifying biased 

perceptions of the self and the social situation, the cognitive consequences of an 

attentional shift inward (self-focused attention) as outlined in the cognitive 

model may not be as anxiety-provoking. The cognitive biases of those with social 

phobia are responsive to cognitive restructuring techniques (Foa et d., 1996). 

While a number of well-controlled studies attest to the efficacy of 

cognitive-behavioural treatment for social phobia (Juster & Heimberg, 1995), few 

studies have successfully eliminated the behavioural component such that the 

effects of the cognitive component could be isolated and evaluated (Marks, 1995). 

Some available evidence indicates an effect for cognitive restructuring techniques 

over and above that accounted for by behavioural therapy (Mattick & Peters, 

1988; Mattick, Peters, & Clark, 1989), while other studies have found no such 

support (Scholing & Emmekamp, 1993a; Scholing & Emmelkarnp, 1993b). It 

appears that cognitive restmcturing techniques may play an important part in 

the successful treatment of social phobia, however, further support for these 



commonly utilized techniques will be necessary in order to justify equivocal 

statements of efficacy. 

The Role of Exposure 

Exposure to a feared situation is thought to achieve its effects through 

providing information that is disconfirmatory to negative assumptions (Foa & 

Kozak, 1986; Foa & McNally, 1996). In this way, a behavioural intervention is 

utilized to achieve cognitive change. While avoidance of feared situations may 

allow distorted cognitions (for example, the "danger assumptions" that initiate 

the anxiew program as described above) to persist unchallenged by 

disconfirmatory information provided by the external environment, exposure 

allows for the collection of data that may be useful in amending cognitions. 

Clark and Wells' (1995) cognitive model of social phobia elevates cognitive 

processes to the status of interacting with and facilitating further cognitive, 

behavioural, and emotional symptomatology. Interventions that foster cognitive 

change, according to this model, may have adaptive consequences for the entire 

constellation of social phobia symptoms across all domains of symtomatology. 

Foa and McNally (1996) propose that phobic anxiety is encoded in a type 

of "fear structure" that involves faulty stimulus-stimulus and stimulus-response 

associations, as well as cognitive distortions in the form of evaluative errors. In 

the context of social phobia, a faulty stimulus-stimulus association may be the 

association between social interaction and rejection. A faulty stimulus-response 

association is exemplified by that between social interaction and fear. These 



associations are faulty because a social interaction need not necessarily imply 

rejection, nor is it an innately dangerous stimulus that warrants a fear response. 

Effects of faulty associations are compounded by the tendency to commit 

evaluative errors. Common evaluative errors outlined by these authors (Foa & 

McNaily, 1996) include the belief that anxiety will persist until one can escape the 

feared situation, that there is a high probability that the feared stimuli wi l l  cause 

certain harm, and that the harm caused by the stimuli will have an especially 

high negative valence. Together, the faulty associations and evaluative errors 

committed by those struggling with phobic anxiety form the cognitive "fear 

structure". 

In this model, treatment of phobic anxiety involves a direct modification 

of the cognitive fear structure (Foa & Kozak, 1986). In order to achieve 

modification, two conditions must be met. The first is the nctiz~ntion of the 

cognitive fear structure. The act of being present in a feared situation activates 

the cognitive fear structure. For those with social phobia, exposure to the feared 

social situation provides stimuli that matches those encoded in the cognitive fear 

structure. That is, the presence of the feared stimuli will activate the stimulus- 

stimulus and stimulus-response associations that underlie the phobic anxiety. 

The second condition that is necessary in order to mod@ the cognitive fear 

structure is the provision of information that is incompatible with the faulty 

associations. To follow the example of a faulty association presented above, the 

presence of a socially phobic individual in a social situation is a necessary 



prerequisite for dissolving the faulty association between social situations and 

certain rejection. Once in a social situation, information to disconfirm the faulty 

information may be available. As long as the social situation continues to be 

avoided, the faulty association will be allowed to exist unchallenged. According 

to this account of the mechanism of exposure treatment, the cognitive fear 

structure must first be activated. It then must be subjected to contrary and 

disconfirming evidence. As such, the behaviourd intervention of exposure has 

an important cognitive function in that it is a necessary condition for the 

amendment of the cognitive fear structure. 

A second important contribution of exposure according to the cognitive 

model is the way in which it allows for interaction between somatic and 

cognitive aspects of social phobia. Foa and McNally (1996) refer to the process of 

physiological habituation that can be promoted by successful exposure. 

Exposure that successfully activates the fear structure and is of sufficient length 

to allow for physiological habituation also provides information that may be 

contrary to the cognitive fear structure. More specifically, the experience of 

~ h y  siological habituation in an anxiety-provoking situation disconfirms two 

assumptions commonly encoded in the fear structure: first, that the experience of 

anxiety will continue to grow if escape is prevented, and second that the 

consequences of the anxiety experience will be disastrous (Foa & McNally, 1996). 

Successful exposure allows for physiological habituation which demonstrates 

that anxiety declines over time rather than spiralling upward, and that 



catastrophic consequences of feeling anxious rarely materialize. As such, the 

behavioural intervention of exposure allows for a somatic process that leads to a 

change in the cognitive fear structure. 

Even though exposure is one of the most effective treatments for phobic 

anxiety (Emrnelkamp, Mersch, Vissia, & van der Helm, 1985; Hope, Heimberg, & 

Bruch, 1995; Mersch, 1995; Newman, Hoffman, Trabert, Roth, & Taylor, 1991; 

Scholing & Emmelkamp, 1993a. 1993b, 19%), some clients do not show a positive 

response (Wells et d., 1995). It is hypothesized that the cognitive construct of 

excessive self-focused attention outlined above plays a role in preventing 

individuals from achieving full benefit of exposure treatment. Exposure to a 

feared situation is thought, according to the cognitive model, to achieve its 

effects through providing information that is disconfirmatory to negative 

assumptions (Foa & Kozak, 1986; Foa & McNaUy, 1996). Attending to the self 

rather than to external factors may maintain anxiety while also preventing full 

exposure to disconfirmatory evidence present in the external environment 

(Butler, 1985). Exposure must be conducted such that more subtle f o m  of 

avoidance such as engaging in safety behaviours or focusing attention solely on 

the self do not interfere with modification of the cognitive fear structure. 

Empirical research on the effect of exposure generally provides strong 

support for the use of this technique in treating social phobia (Helmberg & 

Barlow, 1991). In addition, there is evidence that cognition changes as a result of 

behavioural exposure treatment alone. For example, one group of researchers 



investigated the hypothesis that exposure treatment in the absence of any form of 

cognitive intervention would have an effect on anxiety-related cognitions of 

those with social phobia (Newrnan, Hoffman, Trabert, Roth, & Taylor, 1994). 

This study found that fear of negative evaluation, the cognitive measure 

commonly regarded as the greatest predictor of treatment outcome (Mattick & 

Peters, 1988; Mattick, Peters, & Clarke, 1989), was signihcantly modified through 

exposure treatment only. Although support for the cognitive impact of exposure 

treatment is preliminary, it is possible that purely behavioural treatments, such 

as exposure, may exert an influence partly through fostering cognitive change. 

The Role of Social Skills Training 

Techniques that shift attention to the external situation serve both 

behavioural and cognitive functions. One such technique is social skills training. 

Although skill enhancement is a benefit of social skills training, the cognitive 

benefit is of primary interest in the context of a cognitive model. Full exposure 

to, and engagement with, the feared situation is necessary in order to disconfirm 

the cognitive fear structure central to social phobia. Some authors theorize that 

training in social skills such as attending to nonverbal communication, active 

listening, and empathic responding may help socially anxious individuals shift 

their attention away from the self and toward the demands of skillful interaction 

(Butler, 1985; Melchior & Cheek, 1990). Attending to and practicing social skills 

provides individuals with a strategy for maintaining an external focus, while also 

providing the impetus for active rather than passive participation in social 



situations. Thus, additional elements of external engagement are available 

(Butler, 1985). 

Theoretically, the role of social skills training in social phobia treatment 

programs is of interest. AIthough the accumulating body of literature on effective 

treatments for social phobia does not appear to include much research on the 

role of particular interventions specifically within the context of the cognitive 

model, the general efficacy of social skills training has been investigated (Argyle, 

Brvan, & Trower, 1974; Marzillier, Larnbert, & Kellet, 1976; Mersch et al., 1989; 

Shaw, 1979; Trower, Yardley, Bryant, & Shaw, 1978; Wlazlo, Schroeder-Hartwig, 

Hand, Kaiser, & Munchau, 1990) with mixed results. Theoretically, the inclusion 

of social skills training in an integrated treatment program for social phobia 

appears to be justified. Empirically, social skills training continues to require 

supportive data. Of interest also is the impact on cognition that social skills 

training may have, which has yet to be demonstrated. 

The Role of Imanerv - - 

While empirical outcome literature is generally supportive of traditional 

cognitive-behavioural treatments for social phobia, it is appropriate to consider 

other interventions that also may be beneficial. There continues to be a need for 

new developments in the treatment of this common presenting problem. 

Although there are few experimental studies investigating the efficacy of 

imagery, it is hypothesized that this may be a useful technique to augment the 

effects of cognitive-behavioura1 therapy for social phobia. Imagery has been 



lauded as "the most underutilized health resource in the modem world" (Nucho, 

1995, p. v), and further research is necessary to determine precisely how this 

inexpensive, readily available, and nontoxic intervention may most optimally be 

employed by mental health professionals. 

Richardson (1983, p. 15) defines imagery as "all those quasi-sensory or 

quasi-perceptual experiences of which we are self-consciously aware and which 

exist for us in the absence of those stimulus conditions that are known to 

produce their genuine sensory or perceptual counterparts." Ahsen (1977, p. 6) 

provides another, more expansive definition: imagery "is a normal subjective 

visual image which is experienced with pronounced vividness, although not 

necessarily evoked at the time of the experience by an external object, and not 

necessarily dependent on a previous experience of an actual situation . . . it is 

'seen' inside the mind or outside in the Literal sense of the word, and this 'seeing' 

is accompanied by certain somatic events as well as a feeling of meaning." 

Points of import in these definitions are that the image is produced voluntarily, 

that it need not be an image of something previously experienced, that images 

can involve multiple sensory systems, and that images can produce somatic and 

cognitive consequences. 

The key points in the aforementioned definitions of imagery may have 

relevance to the treatment of social phobia. Although it is possible that those 

with social phobia lack experience with success in social situations, they may 

voluntarily produce images in which they are socially successful. Just as social 



phobia involves a constellation of symptoms including those that are cognitive, 

behavioural, emotional, and somatic, so too can imagery at once address these 

aspects of human experience. The possibility exists that imagery may be used by 

those with social phobia as a form of mental rehearsal of a positive social 

experience, incorporating appropriate cognitions and behavioun as well as 

adaptive emotions and equilibrated somatic sensations. Because the disorder in 

question is multi-dimensional, a multi-dimensional intervention may be 

uniquely suitable. One image can be sufficiently powerful to evoke many 

sensations, thoughts, and emotions simultaneously (Shames, 1996). 

Applications and Effects of Imagew 

Empirical research supports the contention that the use of imagery can 

result in behavioural, physiological (somatic), cognitive, and affective 

consequences. This body of research includes utilization of imagery to alter 

aspects of human experience relevant to a variety of diverse personal and health- 

related problems (Vissing & Burke, 1984) including test anxiety (Sapp, 1994), 

communication anxiety (Ayres & Hopf, 1987), and lack of assertiveness (Jordan, 

Davis, Kahn, & Sinnott, 1980). In addition, imagery has been used by athletes to 

enhance performance (Liggett & Hamada, 1993). Imagery has been considered 

an effective intervention in the pursuit of goals related to symptom removal, 

development of self-esteem, enriched problem-solving abilities, facilitation of 

learning, strengthened performance skills, phobia reduction (Sapp, 1994), and 

genera tion of possible a1 tematives for problem-solving (Nucho, 1995). Taken 



together, this body of literature describes instances of behavioural, somatic, 

cognitive, and affective change resulting from imagery-based interventions. 

Ima~erv, - - behaviour, and phvsioioey. Imagined practice of behaviours is 

sometimes called covert rehearsal (Bohart & Todd, 1988), and involves imagining 

the self competently producing desired behaviours. Bandura (1986, p. 61) 

discusses the benefit of such activity, stating that "having people visualize 

themselves executing activities skilhlly raises their perceived efficacy such that 

they will be able to perform better.. . such boosts of self-efficacy are likely to 

improve performance by reducing self-doubts." This assertion was supported by 

Liggett & Hamada (1993), who utilized imagery with nationally-ranked Stanford 

gymnasts to enhance performance. They found that these athletes were able to 

eliminate timing errors in their routines as well as to increase flexibility. Similar 

results are reported by Ayres and Hopf (1987) who successfully applied the use 

of imagery to public speaking. Imagerv is helpful in preparing for tasks 

involving a behavioural or "performance" component, and performance in social 

situations is of clear concern to those with social phobia. 

Evidence of physiological change as a result of imagery is mounting. One 

of the first studies (conducted by White and reported by Richardson, 1983) that 

demonstrated the somatic/ physiological effects of imagery showed that those 

subjects who engaged in personally relevant imagery were able to alter the 

production of saliva on command through use of that image. A second study 

illustrating the same phenomenon found that both vivid and moderate imagers 



salivated proportionally to their reported degree of preference for a List of food 

items during several imagery trials @chardson, 1983). 

The physiological consequences of imagery have been demonstrated both 

electromyographically and electroencephdographically, and changes in both of 

these phenomena may have relevance to the preparation for performing a 

behaviour. It  appears possible to use imagery to effect muscular and electrical 

changes that may be important precursors to effective behavioural performance. 

While this body of literature is often cited in the context of treating 

psychosomatic complaints, it may also have value in treating complaints with a 

large somatic factor, of which social phobia is one. 

Bandura (1986, p. 61) describes a connection between imagery and 

muscular activity: "When people visualize themselves performing an activity, 

they exhibit muscle electromyographic changes in the same muscle groups that 

would have been activated had they actually performed the responses." A group 

of British researchers (Smith, 1998) found that physically exercising a muscle 

with in-vivo movement resulted in a 30% increase in strength. In contrast, 

"exercising" the same muscle with imngined movement resulted in a 16% increase 

in strength. Although less effective than real movement, this research clearly 

demonstrates a physiological consequence of imagery which in turn may 

enhance possibilities for behavioural change through a unique form of 

preparation. 



Cortical activity is also a physiological correlate of imagery. Much of this 

research involves comparing cortical activity associated with real movement or 

behaviour to that associated with imagined movement or behaviour. Such 

information has relevance to any discipline involving motor performance, such 

as athletics, the arts (Decety & Ingvar, 1990), and motor rehabilitation (Decety, 

1995). I t  has been hypothesized that the effectiveness of mental practice of motor 

activities may stem from activation of the same neural structures as in actual 

motor performance. This hypothesis has been partially supported, in that both 

similarities and dissimilarities between real and imagined movement have been 

described. While there is evidence that imagination of movement affects neurons 

in the printnnj sensorimotor area (Bursteiner, Hollinger, Lindinger, Lang, & 

Berthoz, 1995; Pfurtscheller, Neuper, Fiotzinger, & Pregenzer, 1997), other 

evidence indicates that imagined movements correlate most sigruficantly with 

activity in the szipplernentnnj motor area (Green, Bialy, Sora, & Thatcher, 1997; 

Rao et al., 1993). In addition, while actual movement is associated with "local" 

cortical rhythms, or evidence of activity in a specific cortical area, a larger cortical 

area is active during imagined movements. The implication of this is explained 

bv the hypothesis that imagination-related cortical activity is somewhat 

"unspecific" in that it can not tell us if an individual is imagining movement in 

one finger, all fingers, the wrist, etc. (Pfurtscheller, Neuper, Fiotzinger, & 

Pregenzer, 1997). Utilizing imagery appears to result in generalized stimulation 



in motor-related areas of the cortex, which may be an important preparatory step 

for later executing behaviours. 

Since many, if  not most, people with social phobia spend a remarkable 

amount of time engaging in "negative preparation" prior to a social interaction 

(rumination, catastrophizing, etc.), provision of a strategy that encourages 

positive preparation for effective behaviou may be useful. To some degree, it is 

possible that the mental rehearsal of a successful social performance may "fool" 

the brain and body into believing that this event has occurred. Although the 

correlation between cortical and electromyographic activity of real and imagined 

movement is not perfect, similarities are sufficient to be of interest. 

Imagery, coenition, and emotion. Imagery has been used to target 

distressing cognition and affect most notably by Albert Ellis and other 

proponents of Rational-Emotive Behaviouz Therapy. Ellis (1996) describes the 

use of rational-emotive imagery as a process of cognitive change toward the end 

of affective change. He reports asking clients to vividly imagine the occurrence 

of a disturbing event that is likely to result in a negative emotion. The next step 

is to instruct clients to maintain the image while changing the affect to a negative 

but healthier and less disturbing emotion, for example changing from anxiety, 

panic, depression, or self-loathing to feeling sorry, disappointed, regretful, or 

frustrated. Ellis states that clients are often able, in preparation for being in the 

actual disturbing situation, to change their emotional reaction to the event 

through the inclusion of a rational coping statement in the imagined experience. 



Empirically, Sapp (1994) demonstrated the cognitive and affective 

consequences of imagery in a study on the treatment of test anxiety. Test anxiety 

is described as having a "worry" (defined as a cognitive concern over 

performance) component as well as an "emotionality" component. Intervention 

involved the use of guided imagery with particular attention paid to changing 

internal dialogues (cognitive content) and improving subjects' feelings about 

themselves (affective content). Both the worry and emotionality components of 

test anxiety were signihcantly reduced through this imagery-based intervention. 

Interest in the ways in which the mind and body interact is rising, and this 

development may be partially responsible for an increased interest in the benefits 

of imagery (Nucho, 1995; Vissing & Burke, 1984). In addition, the availability of 

cost-effective and short-term treatment procedures becomes imperative in the 

current climate of restricted resources, as does the provision of preventative 

interventions as opposed to remedial treatment. In a variety of settings, imagery 

has been used in addition to traditional medical care to both prevent and treat 

illnesses of various kinds (Nucho, 1995). Rossman (1995) predicts that so too will 

mental health professionals continue to expand their roles as providers of 

interventions such as imagery that have direct effects on mental and physical 

healing. 

Summary 

Social phobia is comprised of a constellation of interactive symptoms 

across cognitive, behavioural, and somatic/affective domains of experience. A 



model that emphasizes the role of cognition in facilitating and fostering the 

maintenance of this disorder has been presented, including the cognitive 

precursors and consequences of symptomatology across cognitive, behavioural, 

and somatic/affective domains. This model provides a useful theoretical 

backdrop for a description of three of the most widely utilized treatments for 

social phobia including cognitive restructuring (for the purpose of altering the 

systematic cognitive biases characteristic of social phobia), exposure (for the 

purpose of introducing information that is disconfirmatory to negative 

assumptions associated with social situations), and social skills training (for the 

purpose of providing a focus for attention outside one's self rather than engaging 

in excessively self-focused attention). In addition to these more widely 

investigated interventions for social phobia, the intervention of imagery is 

described above as a potentially useful experimental intervention with a logical 

theoretical basis. Imagery may assist with some of the practical difficulties in the 

application of exposure to social phobia, and may also be useful in allowing 

those with social phobia to at once address the multi-faceted constellation of 

symptoms associated with the disorder. 

Research Questions 

Based upon the above findings from the literature, and toward the end of 

adding to the empirical findings that currently guide the treatment of social 

phobia, the following research questions were generated. 



1. What is the differential effectiveness of a cognitive-behavioura1 

intervention (including cognitive restructuring, exposure, and social skills 

training) and a cognitive-behaviod intervention with the addition of 

imagery in the treatment of social phobia? 

2. To what extent do factors including initial level of anxiety, depression, 

gender, age, use of relevant medication, achievement of in-session 

objectives, and homework completion influence treatment outcome? 

3. What is the relationship between self-ratings and other-ratings of social 

performance? 



CHAPTER THREE: METHODOLOGY 

This chapter describes the methodology used in this study. It begins by 

briefly outlining a pilot study that took place prior to the study described in this 

dissertation. Following that, the design of the study is reviewed, the sample is 

described, and the materials utilized in screening the sample are outlined. The 

chapter goes on to describe the dependent measures, the interventions under 

investigation, the procedure, the data collection schedule, and the methods of 

data analysis. 

Pilot Study 

In order to evaluate the practical aspects of a group treatment protocol for 

social phobia, a pilot offering of one of the treatment protocols (the CBI protocol, 

outlined below) took place in the Fall of 1997. Of interest in this offering was the 

amount of time required for specific activities, efficacy of data collection 

procedures, usefulness of materials, participant reaction to components of the 

protocol, and suitability of available facilities. Minor modifications were made to 

the protocol as a result of the pilot offering, including amendments to the 

amount of time allotted for some activities and changes to some of the handouts 

to make them more easily understandable. 

Design 

The study was conducted according to a randomized repeated measures 

factorial design including two treatment groups and a wait-list control group. 

Three cohorts of the study were completed. For the fist cohort, participants 



were assigned randomly to one of the three experimental conditions. For the 

second and third cohorts, interested participants in the wait-list control condition 

were assigned to one of the two treatment conditions. New participants entering 

the study were assigned randomly to the three experimental conditions. Upon 

completion of the study, participants in the final control condition were offered 

treatment. Thus, some participants completed both the control and a treatment 

condition. A description of the participants follows. 

Sample 

The sample was recruited through short advertisements and a feature 

article in a community news supplement of a locd newspaper, announcements 

in the regional health authority newsletter, human interest stories about social 

phobia on the evening and morning television news, announcements distributed 

widely to local community agencies, and referrals from within the treatment 

setting and from other colleagues. Participants were randomly assigned to one 

of thee experimental conditions: cognitive-behaviod plus imagery group 

(CBI), cognitive-behaviod group (CB), or a wait-list control W C ) .  There 

were three cohorts for each group. 

Cohort 1 (Spring, 1998) originally had a sample size of 8 CBI, 7 CB, and 5 

WLC members. One member of the CBI group, although finishing treatment and 

providing a complete set of data, was excluded from analysis because she 

discontinued anti-anxiety medication during treatment. Four members of the CB 

group did not complete treatment. In two cases, the participants cited 



unmanageable anxiety. The other two participants did not attend the first 

session, citing a lack of interest. Therefore, 7 CBI, 3 CB, and 5 WLC participants 

in Cohort 1 were included in the final sample. 

Cohort 2 (Summer, 1998) originally consisted of 6 CBI, 7 (33, and 6 WLC 

members. One participant in the CBI group discontinued treatment, stating that 

he did not feel that it was relevant to his concerns. Two participants 

discontinued CB treatment due to unmanageable anxiety. One participant 

discontinued CB treatment due to a change in his work schedule. One WLC 

participant did not return any assessment materials and was thus excluded from 

the study. Therefore, 5 CBI, 4 CB, and 5 WLC participants in Cohort 2 were 

included in the h a 1  sample. 

The final cohort (Fall, 1998) originally included 6 CBI, 8 CB, and 6 WLC 

participants. One participant in the CBI group did not attend the first session, 

nor did she respond to attempts to contact her. Three participants in the CB 

group discontinued treatment. The reasons given by these participants included 

unmanageable anxiety in the first case, and a work-schedule change in the 

second case. In the third case, the participant was asked to discontinue due to 

having missed more than two sessions. Two WLC members did not return any 

materials, and thus were excluded from the sample. Therefore, 5 CBI, 5 CB, and 

4 WLC participants were included in the final sample. 

The details regarding composition of the final sample and characteristics 

of treatment non-completers are found in Tables 1 and 2 respectively. In all, the 



final sample consisted of 37 people, six of whom completed both the control 

condition and a treatment condition. Therefore, the data analysis is based on 43 

cases. Twenty subjects were randomly assigned to the CBI group, 22 to the CB 

group, and 17 to the WLC group. Due to attrition, the final sample included 17 

cases in the CBI group, 12 in the CB group, and 14 in the WLC group (see Table 

1). The sample included 23 women and 20 men, 23 of whom were under the age 

of 31 and 18 of whom were aged 35 and older. The majority of participants were 

single (n=27), 11 were married, and five were either separated or divorced. Most 

participants were employed (n=35) and almost half (n=20) used anti-depressant 

or anti-anxiety medication. The demographics of the 43 cases are listed by 

group in Table 1. 

Table 1 

Demomaphics of the Find Sample bv Group 

Variable CBI(n=17) CB(n=12) W L c ( ~ 1 4 )  Total 
Gender Female 

Male 

Age 18-34 
35 + 

Marital Status Single 
Married 
Separated 
Divorced 

Employment Employed 
Unemployed 

Use of Anti- Yes 
AnxietyiAnti- No 
Depressant 



Details of those who did not complete treatment are presented in Table 2. 

Because the attendance of participants who did not complete treatment was often 

sporadic prior to their withdrawal, both point of attrition and number of sessions 

attended are reported. 

Table 2 

Demomaphics of Treatment Non-Completers ln=9) 

Demographic Variable Group 
CBI CB Total 

Gender Female 0 5 5 
Male 1 3 4 

Age 18-34 1 0 I 
35 + 0 5 5 

Marital Status Single 1 5 6 
Manied 0 0 0 
Separated 0 I 1 
Divorced 0 2 2 

Employment Employed 1 6 7 
Unemployed 0 2 2 

Use of Anti- Yes 1 6 7 
Anuiety/Anti- No 0 2 2 
Depressant 
Medication 
Point of Attrition Session 1 0 2 2 
(Last session at which Session 2 1 1 2 
participant was Session 3 0 1 1 
present) Session 4 0 3 3 

Session 5 0 1 1 
Total Number of 1 0 2 2 
Sessions Attended 2 1 4 5 

3 0 1 1 
4 0 0 0 
5 0 1 1 

Multivariate analysis indicated that non-completers were sigruficantly 

different ( ~ = . 0 8 )  from those who completed treatment, E (6,45)=2.05. Follow-up 

univariate analysis showed that the sigmhcant difference between treatment 



completers and noniompleters was the result of only one signhcant difference, 

that being on a measure of depression (BDI, (1)=7.52, gc.01). This result 

indicates a tendency for those who are more depressed to drop out of treatment. 

This tendency did not hold for those participants who were more anxious, as the 

univariate analysis did not indicate sigruhcant differences between completers 

and non-completers on measures of anxiew. Further, there were no sigruhcant 

differences between completers and non-compieters on gender (+.01, p=.60), 

age (p.53, ~=.40),  or medication status (p2.91, ~=.09). 

Sample Screening 

The sample was screened through a clinical interview combining 

unstructured and structured techniques. Participants were first queried about 

the stabilitv of their present life circumstances, use of medication, and psychiatric 

history. Then, the Anxiety Disorders Interview Schedule (ADIS; Brown, 

DiNardo, & Barlow, 1994) was utilized as the structured component of the 

interview. This instrument was administered to ensure consistency in the 

diagnostic process. Those participants who satisfied the DSM-IV criteria for 

Social Phobia (300.23) were considered for admission to the study, subject to not 

having contraindications pertaining to other psychiatric difficulties (i.e. psychotic 

symptoms) or instability in life circumstances or medication dosages. The Fear 

Questionnaire (FQ; Marks & Mathews, 1979) was also administered during the 

screening process to provide further confirmation of the appropriateness of each 

participant for the study. 



Anxietv Disorders Interview Schedule (ADIS) 

The ADIS (Brown, DiNardo, & Barlow, 1994) is a comprehensive 

structured interview schedule designed to assess current symptoms of anxiety in 

sufficient depth to permit differential diagnoses. The authors of the interview 

schedule note its appropriateness for research directly related to the anxiety 

disorders due to its specific focus on these disorders. Ratings of the diagnostic 

reliabiliw of the ADIS are mixed, ranging from 1=.57 to ~ = . 8 2  (Di Nardo, Moras, 

Barlow, Rapee, & Brown, 1993). Clinical experience remains important for 

accurate diagnoses. 

Fear Questionnaire WQ) 

The Fear Questionnaire (Marks & Mathews, 1979) assesses avoidance of 15 

common phobic situations divided into three subscales: agoraphobia, social 

phobia, and blood and injury fears. Developed in order to assess treatment 

outcome for phobic patients, this questionnaire is general enough to be 

applicabie to any phobia but also allows for specificity with the main target 

phobia rating (Fisher & Corcoran, 1994). It has been widely used to assess the 

effects of clinical treatments in outcome studies as well as to screen potential 

participants for research (Mersch, 1995; Scholing & Emmelkarnp, 1993; Turner, 

Beidel, Cooley, Woody & Messer, 1994; Mersch, Emmelkamp, Bogels, & van der 

Sleen, 1989). 

Of particular interest in the present study is the social phobia subscale. 

This subscale consists of 5 items rated on an eight-point scale in terms of 



avoidance of the situation (O=would not avoid it, 8=always avoid it). Marks and 

Mathews (1979) report test-retest reliabilities ranging from -79 to -93 on various 

subscales. Validity of the scale is reported by the same authors in terms of its 

sensitivity to treatment effects. Use of this scale as a dependent measure 

revealed sigruhcant improvement as a result of treatment (d 2 <.01), suggesting 

that this scale is a valid measure of phobic avoidance. 

Sumrnarv 

Participants were randomly assigned to one of the CBI, CB, or WLC 

groups, and interested WLC group members were subsequently randomly 

assigned to one of the treatment groups. Participant eligibility was determined 

through clinical interview, the ADIS, and the FQ. Nine participants dropped out 

of treatment, and multivariate analysis of variance indicated that these 

participants tended to be more depressed (g=.O8) than were those who 

completed treatment. Data analysis was based upon the remaining 43 cases. 

Dependent Measures 

A number of instruments were used as dependent measures in the present 

investigation, including the Social Phobia and Anxiety Inventory (SPAI; Turner, 

Beidel, Dancu, & Stanley, 1989); the Brief Social Phobia Scale (BSPS; Davidson et 

al., 1991); the Beck Depression Inventory (Beck, Ward, Mendelson, Mock, & 

Erbaugh, 1961); the Social Coping Scale (Dobson, 1996); the Social Interaction 

Self-statement Test (Glass, Merluzzi, Biever, & Larsen, 1982); and two informal 

measures - Self-Identified Situations and the Social Skills Inventory - Self- and 



Expert-Assessments. What follows is a description of each of these instruments 

as well as psychometric properties, where available. 

Social Phobia and Anxietv Inventow (SPAI) 

The Social Phobia and Anxiety Inventory is a 45-item instrument (Turner, 

Beidel, Dancu, & Stanley, 1989) consisting of a subscale for social phobia as well 

as for agoraphobia. The social phobia subscale is comprehensive in its scope, 

assessing behavioural, physiological, and cognitive symptoms (Beidel, Turner, 

Stanley, & Dancu, 1989). Participants rate items on a 7-point scale (l=never, 

7=alruays). The maximum scores are 192 and 78 on the social phobia and 

agoraphobia subscales respectively (Turner, Beidel, & Dancu, 1996). It is 

reported that the psychometric properties of the SPAI have been studied more 

extensively than those of any other social phobia assessment tool. Turner, Beidei, 

and Dancu (1996) report test-retest reliabilities over a 2-week re-test interval as 

follows: total score g=-86 (p<.0001); social phobia subscale g=.85 (p<.0001); 

agoraphobia subscale ~=.71@<.001). Cronbach's alpha = -96 for the social 

phobia subscale and -85 for the agoraphobia subscale, thus showing a high 

degree of internal consistency. Beidel et al. (1989) showed that the SPA1 

produced a classification accuracy level of 67.9. %, indicating that the instrument 

has adequate discriminant validity. Adequate external validity is indicated by a 

correlation of -63 @ < -0001) between a SPAI completed by the subject and the 

same rating completed by a signhcant other. Herbert, Bellack, and Hope (1991) 

showed that the SPAI has adequate measures of concurrent validity, correlating 



with the Social Avoidance and Distress Scale Cz.73, ~<.0001); the Fear 

Questionnaire Social Phobia Subscale C~.65, p<.001); and the Fear of Negative 

Evaluation Scale &.60, ~ e . 0 1 ) .  Finally, Davidson et al. (1991) showed that the 

SPAI is sensitive to treatment effects with effect sizes exceeding most other 

measures for patients receiving pharmacological treatment. 

The authors report that the most pure measure of social phobia consists of 

the difference between the social phobia subscale score and the agoraphobia 

subscale score. Thus, it is the "difference" score that was utilized in the present 

study. For the sake of convenience, this score is simply referred to as the SPAI. 

Brief Social Phobia Scale (BSPS] 

The Brief Social Phobia Scale @avidson et al., 1991) aims to assess the 

severity of social phobia symptoms. It consists of 11 items, divided into two 

groups. The first seven items are descriptions of typical social situations, which 

participants rate on a 5-point scale in terms of their fear @=none, 4=extreme) and 

avoidance (O=never, 4=always) of the situations. The remaining four items 

address physical symptoms of anxiety, rated on a 5-point scale (O=none, 

4=extreme). Scores range from 0 to 72 for the total BSPS, from 0 to 28 for each of 

the Fear and Avoidance scales, and from 0 to 16 for the Physical Symptoms scale. 

In the current study, the Fear, Avoidance, and Physical Symptoms scales were 

used as dependent measures. All psychometric properties reported here were 

originally reported by Davidson et al. (1991). Interrater reliability is reported as 

r= .99, and test-retest reliability 99. Cronbach's alpha is reported as .86, - 



indicating adequate internal consistency. Item subtotal correlations ranged from 

-29 to -62 with a mean overall Cronbach's alpha of -78 for the fear scale; from -52 

to .78 with an overall Cronbach's alpha of -86 for the avoidance scale; and horn - 

-08 to + .48 with a mean Cronbach's alpha of -34 for the physical scale. The BSPS 

possesses good concurrent validity, correlating with the Fear Questionnaire 

Social Phobia Subscale @=.83, ~ < . 0 0 l )  and the Social Phobia and Anxiety 

Inventory Social Phobia Subscale &=.86, g<.001). The BSPS also showed 

adequate sensitivity to treatment effects, with sigruhcant differences ( ~ c . 0 5 )  

between pretreatment and posttreatment scores reported for both a 

pharmacotherapy and placebo group. 

Beck Depression Inventorv (BDI) 

The Beck Depression Inventory (Beck, Ward, Mendelson, Mock, & 

Erbaugh, 1961) consists of 21 items that assess the severity of depressive 

symptoms on a Cpoint scale. Beck, Steer, and Garbin (1988) conducted a meta- 

analysis of studies addressing the psychometric properties of the BDi. They 

reported high internal consistency with the mean coefficient alpha = .86 for 

psychiatric patients and -81 for nonpsychiatric patients. Test-retest reliability 

ranges is reported to range from g=.48 to ~=.86 ,  depending on the length of the 

interval between administrations (Beck, Steer, & Garbin, 1988). The BDI was also 

reported to have high concurrent validity, with the mean correlations of the BDI 

with clinical ratings and with the Hamilton Psychiatric Rating Scale for 



Depression reported for psychiatric patients as ~=.72 and ~773 respectively. For 

non-psychiatric patients, the correlations were r=.60 and -~ .74 ,  respectively. 

Social Copinn Scale ECS) 

The Social Coping Scale (Dobson, 1996) is a 30-item inventory aimed at 

assessing the use of safety behaviours in social situations. Safety behaviours are 

defined as those behaviours that are thought to prevent a feared outcome in a 

social situation and play a key role in the cognitive model of social phobia as 

described in Chapter 2. While preliminary investigation into the properties of 

the SCS have been conducted (Hertzsprumg, 1998), the results of which are 

reported here, development of this scale is continuing. Participants are asked to 

rate 30 behavioural items on a 5-point scale in tenns of frequency of occurrence 

(l=rarely occurs, 5=occurs almost all of the time) for a minimum score of 30 and 

a maximum score of 150. The mean inter-item correlation is reported at ~z.27. 

Analysis of convergent validity showed significant correlations with the Social 

Anxiety and Distress Scale (~=.55 ,  ~c.001) and the Brief Social Phobia Scale 

(g=.72, ~<.001) . 

Social Interaction Self-statement Test (SISST) 

The Social Interaction Self-statement Test (Glass, Merluzzi, Biever, & 

hrsen, 1982) consists of 15 positive and 15 negative self-statements typically 

experienced in social situations. The items are rated on a 5-point scale indicating 

frequency of occurrence (l=hardly ever had the thought, 5=very often had the 

thought) immediately following a roleplayed interaction. Glass et al. (1982) 



report that the item-to-total scale correlations range from -58 to -77 @<.01) for 

negative self-sta tements and from -45 to .75 @<.01) for positive self-statements. 

The split-half reliability coefficients are -86 @<.01) and .73 @<.01) for the 

negative and positive self-statements respectively (Glass et al., 1982). Correlation 

between the positive and negative subscales is reported at  r=-.67 (p < .01; Dodge, 

Hope, Heimberg, & Becker, 1988). Discriminant validity was demonstrated in 

that individuals high on social anxiety scored sigruficantly higher on negative 

self-statements, E (1,70)=6.85, ~<.01), and sigphcantly lower on positive self- 

statements, IJ1,70)=10.22, g<.01 (Glass et al., 1982). The SISST also possesses 

adequate convergent validity: the positive and negative subscales correlate 

respectively 1=.6O @< .01) and g=-.58 (pc.01) with the Social Avoidance and 

Dishess Scale. The positive and negative scales are also sigruficantly correlated 

(e<.Ol) with the Fear of Negative Evaluation Scale (g=-57 and -62 respectively; 

Dodge, Hope, Heimberg, & Becker, 1988). This inventory was used with 

reference to participantsr experience during a videotaped social role play. 

Self-Identified Situations 

As a supplementary dependent measure, participants were asked in 

Session 2 to identify the top five most anxiety-provoking situations to which they 

would like to apply the treatment program. Participants provided anxiety and 

avoidance ratings for each situation, and ranhordered them from least to most 

anxiety-provoking. The list of situations served two purposes. First, it provided 

a context for the application of the principles and techniques taught in the 



treatment programs. Participants were encouraged to place themselves first in 

the least anxiety-provoking situation and then continue to progress to the more 

anxiety-provoking situations as their skills increased and their anxiety decreased. 

Second, it served as a personally relevant dependent measure. Current ratings 

for anxiety and avoidance were taken every 2 weeks during the program 

(Sessions 2,4,6,8, and 10) in order to monitor treatment progress. However, due 

to the amount of incomplete data, oniy the ratings provided in Sessions 2 and 10 

were included in data analysis. 

Because treatment is designed to change participants' understanding or 

awareness of the target construct, assessing the difference solely between ratings 

taken in Session 2 and those taken in Session 10 may provide an invalid 

indication of treatment efficacy. The reason for this is the fact that pre-test 

ratings are made in the absence of knowledge acquired during treatment, while 

post-test ratings are made in the context of that knowledge (Hiebert, 1997). It has 

been reported that individuals tend to overestimate their functional status prior 

to an intervention, due to inadequate information (Howard, Ralph, et al., 1979). 

Thus, this type of response-shift may function to conceal any real change that 

may be attributed to treatment (Bray, Maxwell, & Howard, 1984). 

It has been recommended that retrospective pretests be used in addition to 

traditional pretests (Hoogstraten, 1982; Howard, Ralph, et al., 1979; Levinson, 

Gordon, & Skeff, 1990; Pohl, 1982; Robinson & Doueck, 1994). Reflecting this 

body of Literature, two forms of anxiety and avoidance ratings were recorded in 



Session 10. The first was a rating reflecting current levels of anxiety and 

avoidance, while the second required participants to provide retrospective pre- 

test ratings for their anxiety and avoidance levels. 

Social Skills Inventorv (SSI) 

The Social Skills Inventory is a 22-item questio~aire assessing social skills 

in the following domains: non-verbal skills, self-disclosure, showing interest in 

other people, and using a variety of skills in varying order. There is a subscaie 

score for each of the aforementioned domains, as well as a Total Skill score, 

which is a sum of the subscale scores. In addition, there are single-number 

ratings for general impression of social performance, and anxious appearance. 

The general impression rating was included on the basis of a previous finding 

that those with social phobia tend to form judgments of their own performance 

based upon something other than data that came from observation of the 

effectiveness of their own behaviour (Stopa & Clark, 1993). 

One version was designed as a self-assessment, while the other was 

designed to be completed by an independent expert observer. The Self- 

Assessment version was completed by participants in a pre-test, retrospective 

pre-test (the definition of which is outlined above in the Self-Identified Situations 

section), and post-test format as described below in the section of the chapter that 

outlines the procedure of the study. The Expert-Assessment was designed to be 

completed by an independent expert observer, blind to both the treatment group 

(CBI or CB) and the time of assessment (pre- or post-treatment). These 



inventories were used to rate participant performance in a videotaped roleplayed 

social interaction. 

Summary 

Treatment effects were assessed through use of the difference between the 

Social Phobia and Agoraphobia subscales of the Social Phobia and Anxiety 

Inventory; the Fear, Avoidance, and Physical Symptom subscales of the Brief 

Social Phobia Scale; the Social Coping Scale; and the Beck Depression Inventory. 

Further differences between the two treatment groups were measured through 

use of the Positive and Negative subscales of the Social Interaction Self-statement 

Test; anxiety and avoidance ratings for five Self-Identified Situations; and the 

Social Skills Inventory, Self- and Expert-Assessments. All instruments were 

administered in a pre-post format, and retrospective pre-tests were recorded for 

the Self-Identified Situations and the Social Skills Inventory. A description of the 

way in which data were analyzed is presented at the end of the chapter. 

Interventions 

Treatment was delivered by two facilitators in groups of 3 to 8 

participants (mean n= 5) in 10 weekly 2.5 hour sessions. Both the CBI and C B  

treatment groups were conducted according to a manual which specifically 

outlined the content of each session. Figure 1 outlines the order in which 

sessions were presented to the CBI and CB groups, and the protocols for each 

session are attached as Appendix A. Each of the treatment groups (3 offerings 

each of the CBI and C B  groups) was co-facilitated by the investigator, who was 



experienced in the treatment of social phobia. Three other co-facilitators were 

involved in the project: two M.S.W. therapists each with more than 10 years of 

experience as therapists, and one MSc. student. Each co-therapist delivered 

treatment under the direction of the investigator in accordance with the 

treatment manual. 

The first session involved delivery of information about social phobia and 

about the treatment program being offered. Pre-test assessment instruments also 

were completed during the first session. In the second session, participants set 

goals for progress, and chose the social situations to which they would apply the 

program (i-e., the five personal target situations incorporated as a dependent 

measure). The remainder of the sessions involved discussion, instruction, and 

practice on use of imagery (for the CBI group); conducting effective exposure 

exercises; becoming aware of the effect that cognition has on anxiety and making 

cognitive changes; a taxonomy of skills that can help people be more successful 

in social situations; assertive communication as an "advanced" social skill; and 

using the group setting as an opportunity for exposure practice. The final 

session provided a forum for participants to deliver positive feedback to each 

other; post-test assessment procedures were also conducted during this session. 

Session structure involved a weekly "check-in", during which participants 

shared news of the week and volunteered information about their current state 

of mind. Following check-in was an opportunity for each participant to discuss 

homework issues, report successes, and ask questions about implementing the 



treatment program. Next, the co-facilitators outlined the objectives for the 

session, and proceeded with the agenda. Each session involved a particular 

theme as outlined above, and session activities usually included delivery of 

information, a group discussion or activity, and planning homework for the 

week. Participants were then invited to complete a "Self-Assessment" form - a 

set of questions in a Likert response format inquiring about the degree to which 

the participants believed that they had achieved the objectives outlined 

at the beginning of the session. All sessions ended with a "check-out," at which 

time participants commented on the material from the session. 

The protocols for the two treatment groups differed from each other in a 

number of ways as illustrated in Figure 1. Differences between the two protocols 

were as follows: 

(1) the CBI protocol included two sessions on the use of imagery; 

(2) the CB protocol included two sessions on cognitive issues while the CBI 

protocol included one; 

(3) the CB protocol included two sessions allowing for in-session exposure 

activities while the CBI protocol included one; and 

(1) the CB protocol presented the first cognitive session in the third week while 

the CBI protocol presented the cognitive session in the fifth week. 



Session I : Orientation and 
Pre-testing 

Session 2: Anxiety Hierarchy 

Session 4: Exposure Instruction 

f 

Session 3 CBI: Imagery Instruction 

Session 6 CBI: Symbolic Imagery 
Distortions 

Session 3 CB: Cognitive Aspects 
of Social Anxiety 

Session 5 CBI: Cognitive Aspects 
of Social Anxiety 

Session 7: Social Skills 
Instruction 

Session 5 CB: In-Session 
Exposure 

Session 8: Assertiveness: An I Advanced Social Skill 

Session 9: In-Session Exposure s 
Session 10: Termination and 

Post-testing 

Figure 1. Comparative structure of CBI and CB protocols. 



Procedure 

Appointments for a sueening assessment were scheduled during initial 

telephone contact with aU interested participants. Following the initial telephone 

contact, potential participants were randomly assigned to one of the CB 

treatment group, the CBI treatment group, or the wait-list control. On the basis 

of a random draw, assignment took place prior to the assessment interview to 

ensure that the battery of assessment instruments that were completed by the 

treatment groups during the firsttreatment session could be administered to the 

control group during the initial interview. 

The first part of the screening assessment involved a conversational 

interview on varied topics induding the provision of information on the 

treatment, past experience with therapy, and "readiness" to embark on group 

treatment. 

Following the interview, the Anxiety Disorders Interview Schedule for 

DSM-IV (ADIS-N; Brown, DiNardo, & Barlow, 1994) was administered in order 

to establish a diagnosis of social phobia as well as to screen for comorbid anxiety 

disorders. Use of this structured interview ensured direct replicability of the 

diagnostic and screening procedure. After administration of the ADIS, all 

participants completed the FQ (see Appendix 8). Those participants who had 

been assigned to the control group also completed the SPAI, BSPS, SCS, BDI, and 

background questionnaire. All potential participants were provided with a 

handout listing the facilitators and dates and times of treatment as well as a brief 
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- 
outline of the treatment plan. In addition, participants were provided with a 

cover letter regarding the research and two copies of the consent form. Those 

assigned to the treatment groups were given the background questionnaire to 

take home. Participants were thanked for attending this initial interview, 

instructed to read the consent form and consider whether or not they wished to 

participate, and were advised that the researcher would call them the next day to 

discuss further participation. Potential participants were deemed eligible to 

continue in the project if they met the DSM-IV criteria for social phobia, did not 

display or report any history of psychotic behaviour, had reasonabiy stable life 

circumstances, reported a strong likelihood that their medications would remain 

at a constant level, and scored 20 or more on the social phobia subscale of the FQ. 

Eligible participants were invited to attend the first session of the group, 

and, to further encourage attendance, a follow-up phone call was made by the 

researcher to each participant the evening prior to the session. At the first 

session, each participant was provided with a binder in which to keep weekly 

handouts. The majority of data collection took place in the first and tenth 

sessions, however, some data were collected on an ongoing basis as illustrated in 

Figure 2. 

As described in the treatment manual, the videotaped roleplayed social 

interaction was produced by willing participants in Sessions 2 and 10 as part of 

the treatment. It was on the basis of these two social interactions that the SISST 

and the SSI Self- and Expert-Assessments were completed. The SSI Self- 



Assessment was completed on two occasions. First, participants completed the 

questionnaire while viewing the videotaped roleplay in which they participated 

in Session 2. These ratings were provided following Session 3, after participants 

viewed the roleplay for the first time, when the videotapes were returned to 

participants. Second, participants completed the Self-Assessment at home 

following receipt by mail of their videotaped roleplays from Sessions 2 and 10. 

Participants were asked to first watch the roleplay from Session 2 in order to 

provide ratings, and then to do the same for the Session 10 roleplay. Thus, 

similar to the Self-Identified Situations, a retrospective pre-test was provided for 

the SSI Self-Assessment. Participants then mailed the Self-Assessment to the 

investigator. The Expert-Assessment version of the Social Skills Inventory was 

completed bv two independent raters, who provided these data over the course 

of a single day. Both raters were second-year Masters-level students in 

counselling, and both had graduate-level training in use of the skills under 

observation. Videotaped roleplays were presented to the raters in random order, 

and both were blind to the design and purpose of the study. The final ratings as 

reported in Chapter Four represent a single expert rating derived horn the mean 

of the two raters. 

Data Analysis 

The types of data analyses used to address each research question are 

outlined in Figure 3. Analysis for Part I of the first research question used the 

entire sample of 43 cases. Part I1 of the first question utilized only 22 participants 



from the CBI and CB groups. Although a total of 29 participants completed the 

treatment groups, only 22 participated in the videotaped roleplayed interaction 

that was the source of the Social Interaction Self-Statement Test and the Social 

Skills Inventory data. Since cases were deleted from the analysis on the basis of 

missing data in any cell, 22 participants remained available for the analysis. 

Due to the numerous dependent variables in this investigation, as well as 

unequal sample sizes among the groups, there existed a potential for distortion 

of alpha levels. In order to minimize the effects of such distortion, Pillai's trace 

was chosen as the test statistic for the multivariate analysis of variance. Pillai's 

trace is among the robust test statistics that are recommended when the design of 

an investigation is less than ideal (Tabachnick & Fiddell, 1996). 

In addition to tests of statistical sigruficance, supplementary data analysis 

to determine the clinical sigruficance of observed change was conducted. 

Treatment outcome for a particular participant was defined as clinically 

sigruficant if the post-test score fell more than two standard deviations in the 

direction of functionality from the mean of the sample at pre-test (Jacobson, 

Follette, & Revenstorf, 1984; Jacobson & Revenstorf, 1988; Jacobson & Truax, 

1991). This criteria was used to evaluate each subject in the sample. The result is 

a descriptive statistic which reflects the proportion of subjects whose post-test 

score on the dependent variable of interest indicates clinically s i m c a n t  

treatment effects. Post-test scores on the SPA1 were used to evaluate the clinical 

sigruficance of change. 



Session 
1 

2 

3 

1 

5 

6 

7 

8 

9 

10 

F i a r e  2. Data collection schedule by session. 
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Domain Assessed 
Social Anxietv (CodBehIPhvs) 
Fear 
Phvsical Svmptoms _ Avoidance 
De~ression 

- Internal Avoidance 
, Learning 
, Fear (Self-Identified Situations) 
Avoidance (Self-Identified Situations) 
Positive Cognition 

, Negative Coernition 
- -  Anxietv (Social Performance) 

Measure 
SPA1 (Difference Value) 
BSPS (Fear Subscale) 
BSPS (Phvsical Svmvtoms Subscale) 
BSPS (Avoidance Subscale) 
BDI 
SCS 
Self-Assessment Worksheet 
Anxietv Hierarchy 
Anxietv Hierarc hv 
SISST (Positive Subscale) 
SISST (Negative Subscale) 
SL'DS 

Learning 
Social Performance (PrelPost) 

- 
Self-Assessment Worksheet 
Social Skills Inventorv - Self and Expert 

Learning 
Social Performance 

. Learning 

. Fear (Self-Identified Situations) 
Avoidance (Self-Identified Situations) 
Homework Completion 
Learning 
Homework Comvletion 

. Learning 
, Fear (Self-Identified Situations) 
, Avoidance (Self-Identified Situations) 

Homework Completion 
Learning 
Homework Completion 

, Learning 
- Fear (Self-Identified Situations) 
, Avoidance (Self-Identified Situations) 
Homework Completiori 
Learning 
Homework Completion 
Social Anxietv (CodBehPhvs) 
Fear 

- Fear (Self-identified Situations) 
Avoidance 
Avoidance (Se f f-Identi fied Situations) 
Physical Svmptoms 

. De~ression 
Internal Avoidance 
Positive Cognition 

. Negative Cognition 
, Anxiety (Social Performance) 
Social Performance (PrelPost) 
Homework Completion 

Sel f-Assessmen t Worksheet 
Social Skills Inventorv (Self-Assessment) 
Self-Assessment Worksheet 
Anxietv Hierarchy 
Anxietv Hierarchy 
Homework SheetdWeeklv Estimate 
Self-Assessment Worksheet 
Homework SheeWeeklv Estimate 
Self-Assessment Worksheet 
Anxietv Hierarchy 
Anxietv Hierarchy 
Homework SheeWeeklv Estimate 
Self-Assessment Worksheet 
Homework SheetdWeeklv Estimate 
SeI f-Assessment Worksheet 
Anxietv Hierarchy 
Anxietv Hierarchy 
Homework SheeWeeklv Estimate 
Self-Assessment Worksheet 
Homework SheetdWeeklv Estimate 
SPA1 (Difference Value) 
BSPS (Fear Subscale) 
Anxietv Hierarchv 
BSPS (Avoid Su bscale) 
Anxietv Hierarchy 
BSPS (Phvsical Svm~toms Subscale) 
BDI 
SCS 
SISST (Positive Subscale) 
SISST menative Subscale) 
SUDS 
Social SkiIls Inventory (Self-Assessment) 
Homework SheetdWeekly Estimate 



Research Question 

I .  What is the differential 
effectiveness of a cognitive- 
behavioural intervention and a 
cognitive-behavioural 
intervention with the addition of 
imagery in the treatment of socia 
phobia? 

2. To what extent do factors 
including initial level of anxiety, 
depression, gender, age, use of 
relevant medication, achievement 
of in-session objectives, and 
homework completion influence 
treatment outcome? 

3. What is the relationship 
between self-ratings and other- 
ratings of social performance? 

Participants 

PART I 
n=43 Cases 

CBI Group 
CB Group 
WLC Group 

PART 11 
n=22 Particip- 

ants 
CBI Group 
CB Group 

n=22 Particip- 
ants 
CBI Group 
CB Group 

n=22 Particip- 
ants 

CBI Group 
CB Group 

Analysis 

- -  

Peanon's r 

Variables 
independent 

Time of Assessment 
(Pretest / Posttest) 

Group 
(CBI, CB, WLC) 

Time of Assessment 
(Pretest vs. Posttest) 

Group 
(CBI. CB) 

PART I 
-Anxiety 
(Median Split, SPAI) 

PART I1 
-Depression 
(None to Mild / 
Likely Depressed) 

PART 111 
-Gender 

PART IV 
-Medication for Anxiety 
or Depression 
(Yes / No) 

PART V 
-In-Session Objectives 
(Median Split) 

PART VI 
-Homework Complete 
(Median Split) 

SSI Self-Assessment 
-Non-verbal 
-Self-Disclosure 
-Showing Interest 
-Skill Variety 
-General Rating 
-Anxious Appearance 

Dependent 
SPAI 
BSPS Fear 
BSPS Avoidance 
BSPS Physical 
SCS 
BDI 

SISST Positive 
SISST Negative 
SSI Self- 

Assessment 
SSI Espert- 

Assessment 

SPAI (excluded in 
PART I) 

BSPS Fear 
BSPS Avoidance 
BSPS Physical 
SCS 
BDI (excluded in 

PART 11) 
SISST Positive 
SISST Negative 
SSI Self- 

Assessment 
-Total Skill 
-Anxious 

Appearance 
SSI Expert- 

Assessment 
-Total Skill 
-Anxious 
Appearance 

SSI Expen- 
Assessment 

-Non-verbal 
-Self-Disclosure 
-Showing Interest 
-Skill Variety 
-General Rating 
-Anxious 

Appearance 

Fieure 3.  Data analysis methods. 



CWWIER 4: RESULTS 

This chapter presents the results of a systematic data analysis to ascertain 

equivalence of treatment conditions, descriptive analyses of scores on the 

dependent measures, foollowed by inferential analyses to address the research 

questions. The chapter begins by presenting the results of chi-square and 

multivariate analyses to test for equivalence of the three groups (CBI, CB, and 

WLC) at time of pre-test. This is followed by the results of the analysis of the 

core dependent variables (those administered to each of the three groups). The 

next section presents descriptive, correlational, and multivariate data on 

behavioural measures of social skills and a cognitive measure of self-statements 

collected from the two treatment groups. Following that, multivariate tests of 

the influence of specific variables on treatment outcome are described. Finally, 

results of supplementary analyses are presented. 

Pre-Test Group Equivalence 

Chi-square analysis confirmed that the CBI, CB, and WLC groups did not 

differ sigtuficantly from each other in terms of gender, 2 (2)=2.89, p=.24; age, 2 

(2)=1.69, p=.43; or use of anti-anxiety/anti-depressant medication, (2)=1.19, 

~ 7 5 5 .  It was not possible to conduct a chi-square analysis on the "employment" 

variable, as most of the sample (81.4% total sample; 82.4% CBI Group; 83.3% CB 

Group, and 78.6% W C  Group) was employed, thus not allowing for sufficient 

numbers in each cell. 



Further, at pre-test, the CBI, CB, and WLC groups did not differ 

signihcantly from each other on level of symptoms as measured by the SPAI, 

BSPS Fear, BSPS Avoidance, BSPS Physical, SCS, or BDI: 1 (12,72)=1.29, g=0.25. 

Thus, it was determined that the three groups were equivalent in terms of 

gender, age, medication use, and level of symptoms. 

Core Dependent Measures 

The core dependent measures were those administered to the entire 

sample, including the SPAI, BSPS (Fear), BSPS (Avoidance), BSPS (Physical), 

SCS, and BDI. 

Table 3 

Means and Standard Deviations of Core Dependent Variables by - Group and 

Time (n=43) 

Instrument 

SPAI 

BSPS 
(Fear) 

BSPS 
(Avoid) 

BSPS 
(Physical) 

SCS 

BDI 

- 
Time 1 Time 2 - - Total 

104.12 
(4.96) 

17.65 
(0.93) 

18.00 
(0.92) 

5 -09 
(0.56) 

89.32 
(3.10) 

1 1 .56 

Time I 

I 12.08 
(6.60) 

20.00 
(1.21) 

19.42 
(1 -30) 

6.58 
(0.80) 

94.75 
(4.14) 

16-83 

- 

Time 2 

84.92 
(6.54) 

16-08 
( 1 -20) 

16.17 
(1.41) 

4.83 
(0.66) 

84.08 
(4.53) 

13.00 

Total 

98.50 
(5 .go) 

18.04 
(1.1 1) 

17.79 
( 1 -09) 

5.7 1 
(0.66) 

89.42 
(3.70) 

14-92 

- 

Time 1 Time 2 Total --- 

Group Total 

Time I Time - - 



To test for differential treatment effects, a 3 (Group) by 2 (Time) 

multivariate analysis of variance for repeated measures was performed. This 

analysis revealed a sigmficant effect for Time, (6,35)=11.81, g c -01; and for the 

Time by Group interaction, F (12,72)=2.06, g=.03. The main effect for Group was 

not sigruficant, F (12,72)=1.41, ~=.18.  These results indicate that scores on the 

dependent measures differed signihcantly from pre- to post-test, and further, 

that the effect over time differed among the three treatment conditions. 

Subsequent univariate analysis indicated that there were sigruhcant 

differences across Time on all core dependent variables: SPAI, F(1)=49.73, ~<.01; 

BSPS (Fear), E(l)=52.62, g<.01; BSPS (Avoidance), E(1)=14.95, p<.01; BSPS 

(Physical), F(l)=97.40, g< -01; SCS, E(l)=20.33, pc.01; and BDI, E(l)=12.40, p< -01. 

Univariate tests further indicated that the Time by Group interaction effect was 

significant for SPAI, l32)=11.56, gc.01; BSPS (Fear), I?(2)=9.23, ~c .01 ;  BSPS 

(Avoidance), '(2)=3.25, g=.05; B S E  (Physical), E(2)=7.88, g<-01; and SCS, 

F(2)=5.90, pc.01. Thus, these measures indicated change over time that was not - 

similar among all groups. These results are illustrated in Figure 4. 

Tukey HSD post-hoc tests indicated a number of sigruficant differences 

between groups at time of post-test. On the SPAI, both the CBI @=.01) and C B  

@=.02) groups reported sigruficantly Lower scores than the WLC group. On the 

BSPS (Fear), the BSPS (Avoidance), and the BDI, only the CBI group (p=.01, 

p=.07, and ~ c . 0 1  respectively) reported sigruhcantly lower scores than the WLC 
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F i w r e  4. Mean scores on core dependent variables at pre- and post-test. 



Summarv 

Multivariate analysis on the dependent measures administered to the 

entire sample yielded the information that the effects of Time and the Time by 

Group Interaction were sigruhcant. All dependent measures indicated 

sigruficant change over Time, and the level of change over Time was sigruficantly 

different between groups on all measures with the exception of the BDI. Post- 

hoc tests indicated that the two treatment groups reported scores significantly 

lower than the WLC group at time of post-test on the SPAI. Further, the CBI 

group reported sigruficantly lower scores than the WLC at time of post-test on 

the BSPS (Fear), BSPS (Avoidance), and the BDI. 

Treatment Groups-Only Dependent Measures 

Some measures of treatment effectiveness were administered only to the 

treatment groups. The Social Skills Inventory (Self- and Expert Assessment) and 

the Social Interaction Self-statement Test were completed based on video role- 

plays conducted in the CB and CBI groups during treatment. A total of 22 

participants provided a video role-play, 17 of whom provided complete sets of 

data on their experience. 

Social Skills lnventorv 

Data presented here are based upon varying sample sizes, as some 

participants either declined to participate in the role-played interaction or did 

not complete the self-assessment data that pertained to the role-played 



interaction. Expert-assessments were completed for d available video role- 

plays. 

The SSI includes subscales for Non-Verbal Skill, Self-Disclosure, Showing 

Interest in Others, and Skill Variety. A total score is created from the sum of the 

four subscales, and is referred to as "Total Skill." Further, the SSI includes a 

"General Impression" rating and an "Anxious Appearance" rating, each 

consisting of a single number. 

Creation of the Mean Expert Rating 

Data provided by the two independent experts were combined to form a 

mean score for each videotaped role-played interaction. Correlations between 

Expert 1 and Expert 2 are presented in Table 4, and range from ~ = . 6 6  on the Post- 

Test Self-Disclosure subscale to 1=.97 on the Pre-Test General Impression rating. 

All correlations were sigruhcant at p<.01. 

Table 4 

Correlations Between Expert - 1 and Expert 2 on the Social Skills Inventory (n=23) 

Skill Pearson Correlation Significance 

Non-Verbal Pre 0.75 pC.0 I 
Post 0.73 pc.0 I 

Self-Disclosure Pre 0.89 pC.0 I 
Post 0.66 pc.0 1 

Show Interest Pre 0.82 gC.0 1 
Post 0.86 pc.0 1 

Skill Variety Pre 0.90 p . 0  1 
Post 0.8 1 eC.0 1 

Total Skill Pre 0.89 p<.O I 
Post 0.89 p<.O 1 

General Impress. Pre 0.97 pC.0 1 
Post 0.90 pc.0 1 

Anxious App. Pre 0.88 pC.0 1 
Post 0.83 pc.0 1 



Thus, the relationship between expert ratings was adequate. 

Self- and Expert-Assessment Correlation 

Seventeen participants returned the self-assessment questionnaire by mail 

following treatment, thus, available data for correlational analysis between Self- 

and Expert-assessments included only 17 participants. These data are outlined in 

Table 5. 

The correlation coefficients ranged from 1=.05 on Post-Test Total Skill to 

r=.80 on Pre-Tes t Anxious Appearance. Sigruficant correlations were found only - 

for pre-test variables, and included Skill Variety, General Impression, and 

Anxious Appearance. Thus, only three correlations were sigruhcant, each of 

which pertained to ratings at time of pre-test. 

Table 5 

Correlations Between Mean Expert- and Self-Ratings on the Social Skills 

Inventorv (n=l7) 

Skill Expert Self Significance 

Non-Verbal Pre 36.37 26.65 0.37 p=. 14 
Post 38.91 31.29 0.12 p=.64 

Self-Disclosure Pre 6.59 4.76 0.28 p=.29 
Post 7.13 5.53 0.09 p=.73 

Show Interest Pre 12.59 1 1.82 0.47 p=.06 
Post 13.74 13.29 0.11 e=.67 

Skill Variety Pre 4.72 4.24 0.64 pC.0 l 
Post 4.96 5.18 0.15 p=S8 

Total Skill Pre 60.39 48.06 0.33 p=.20 
Post 64.80 52.59 0.05 p=.84 

General Imp. Pre 5.6 1 4.41 0.75 p<.O 1 
Post 6.89 6.29 0.21 p=.54 

Anxious App. Pre 5.28 6.65 0.80 pC.0 1 
Post 3.61 4.06 0.16 ~ = . 5 4  



Social Interaction Self-statement Test ISISST) 

The SISST is a measure of cognitive content completed by participants 

with reference to the videotaped role-played social interactions conducted in 

Sessions 2 and 10. Positive statements tended to increase from pre- to post-test, 

while negative self-statements tended to decrease for both treatment groups. 

Descriptive statistics and multivariate analysis for the SISST are presented in 

Table 6 in the following section. 

Descriptive Statistics and Multivariate Analvsis of Variance 

As a further indication of differential treatment effect, multivariate 

analysis of variance was conducted on the Social Interaction Self-statement Test 

and the Social Skills Inventory. Table 6 contains descriptive statistics for the 

SISST and for Total Skill, General Impression, and Anxious Appearance from 

both versions of the SSI (Self and Expert). The SISST and SSI Expert Assessment 

data is based on 22 participants, and the SSI Self-Assessment data is based on 17 

participants. 

Multivariate analysis for the SlSST and the SSI Expert- and Self- 

Assessments (including the Total Skill, General Impression, and Anxious 

Appearance scores) revealed a sigruficant main effect for Time, E (8,8)=10.27, p < 

.01. The Group effect was not sigruficant, nor was the Time by Group 

interaction effect, indicating that changes in scores from pre-test to post-test were 

similar between Groups. 



Subsequent univariate analysis indicated that there were sigruficant 

differences across Time on seven variables: SIST Positive, F(l)=11 .O8, g<.01; 

SISST Negative, E(l)=28.21, ~<.01;  Total Skill (Expert), E(l)=4.38, ~105;  General 

Impression (Expert), F(1)=6.77, g=.02; Anxious Appearance (Expert), E(l)=17.13, 

e<.Ol; General Impression (Self), E(l)=17.56, p<.01; and Anxious Appearance 

(Self), - F(1)=16.36, p<.01. Thus, significant change occurred between time of pre- 

and post-test in participants' positive cognitions (increased), negative cognitions 

(decreased), expert-assessed total skill (increased), general impression of 

performance (increased), and anxious appearance (decreased). 

Table 6 

Descriptive Statistics for Treatment Groups-Onlv Dependent Measures 

Means (Standard Deviations) 

CBI CB Total 

Instrument Time 1 Time 2 Total Time 1 Time 2 Total Time 1 Time 2 
SISST 28.00 40.82 34.41 35.00 37.50 36.25 30.47 39.65 
(Positive) (9.33) (8.74) (2.48) (11.08) (8.98) (3.36) (10.23) (8.70) 
SISST 52.18 31.45 41.82 49.83 35.50 42.67 51.35 32.88 
(Negative) (3.78) (10.38) (2.65) (12.67) (8.41) (3.58) (1 1.64) (9.66) 
Total Skill 55.59 63.00 59.30 64.58 67.92 66.25 58.76 64.74 
(Expen) (12.86) (1 1.16) (2.84) (9.61) (3.37) (3.84) (12.33) (9.34) 
General Imp. 4.77 7.05 5.9 1 6.50 7.33 6.92 5.38 7-15 
(Expert) (2.79) (2.26) (0.65) (2.86) (1 -33) (0.87) (2.85) (1.94) 
Anxious App. 6.55 3 -64 5.09 4.33 2.75 3.54 5.76 3 -32 
(Expert) (2.57) (2.24) (0.65) (2.99) (1 -44) (0.87) (2.85) (1 -99) 
Total Skill 47.36 53.18 50.27 49.33 51.50 50.42 48.06 52.59 
(Self) ( 1  1.86) (19.18) (3.99) (14.58) (14.31) (5.40) (12.46) (17.16) 
General Imp. 4.00 6.18 5 -09 5.17 6.50 5.83 4.41 6.29 
(Self) (I .6l)  (1 -47) (0.50) (2.32) (2.35) (0.67) (1 -91) (1 -76) 
Anxious App. 6.82 3.55 5.18 6.33 5.00 5.67 6.65 4.06 
(Self) (1 -89) (1.37) (0.43) (I -97) (2.28) (0.59) (1.87) (1 -82) 



Supplementary multivariate analyses of variance were conducted on the 

subscale xores of the SSI Self- and Expert-Assessments. Included in these 

analyses were subscale xores of Non-Verbal Skill, Self-Disclosure, Showing 

Interest in Others, and Skill Variety. Descriptive statistics are presented in Table 

7. 

This analysis yielded no sigruhcant effects for Time, Group, or Time by 

Group. Thus, when specific categories of skills are examined, neither the Expert- 

nor the Self-Assessment data indicated sigruhcant change between time of pre- 

and post-test. 

Summaw 

The SLSST and SSI Self- and Expert-Assessments were administered to the 

CB and CBI groups only. Expert-Assessments were completed by two raters, 

and these data were combined to form a mean Expert rating. AU correlations 

between Expert- ratings were sigruficant @<.01), however, only 3 of 14 

correlations between Self- and Expert-Ratings were sigruhcant. Multivariate 

analysis on the SISST and SSI revealed a sigruhcant main effect of Time, while 

subsequent univariate analysis indicated sigruficant differences aaoss Time for 

all variables except a Self-Rating for Total Skill. Further multivariate analysis 

indicated that, when subscale scores for different categories of skills were 

examined, no sigruhcant changes between time of pre- and post-test were 

reported in either the Expert- or Self-Assessments. 



Table 7 

Desmp tive Statistics for SSI Subscales 

Means (Standard Deviations) 

CBI CB Total 

Measure - Time 1 - T i m  2 Total Time I Time 2 Total Time 1 -Time 2 
Non-Verbal 34.27 37.59 35.93 37.33 40.75 39.04 35.35 38.71 
(Expert) (4.77) (5.25) (1.10) (3.60) (1.86) (1 -49) (4.53) (4.56) 
Sel f-Disclose 5.86 7.05 6.46 7.42 7.50 7.46 6.41 7.2 1 
(Expert) (2.98) (0.96) (0.44) (0.80) (0.77) (0.59) (2.51) (0.90) 
Show Interest 11.41 13.77 12-59 14.25 1425 1425 12.41 13.94 
(Expert) (4.38) (4.16) (1.05) (3.95) (1.17) (1.42) (4.33) (3.36) 
Skill Variety 4.05 5.05 4.55 5.58 5.42 5.50 4.59 5.18 
(Expert) (2.61) (1.96) (0.55) (2.38) (0.58) (0.75) (2.57) (1.59) 
Non-Verbal 26.36 32.73 29.55 27.17 28.67 27.92 26.65 31.29 
(Self) (6.95) (5.88) (2.04) (8.45) (10.03) (2.76) (7.25) (7.56) 
Self-Disclose 4.9 1 5.73 5.32 4.50 5.17 4.83 4.76 5.53 
(Self) (1 -70) (1.68) (0.57) (2.17) (2.7 1) (0.77) (1.82) (2.03) 
Show Interest 11-45 13.64 12.55 12.50 12.67 12.58 11-82 13.29 
(Self) (4.68) (4.06) (1 -06) (1 -87) ( I  27) (1 44) (3.88) (3.33) 
Skill Variety 4.18 5.27 4.73 4.33 5.00 4.67 4.24 5.18 
(Self) (1 .3)  (1.10) (0.30) (1.37) (1.10) (0.40) (1.30) (1.07) 

Influence of Demographic Factors on Treatment Outcome 

In order to provide more specific information on the wav in which 

demographic variables may have interacted with and influenced treatment 

outcome, several analyses were conducted using various demographic factors as 

independent measures. Presented below are the results of the analyses on the 

influence of gender, age, level of depression and anxiety at time of pre-test, use 

of anti-depressant or anti-anxiety medication, achievement of in-session 

objectives, and homework completion on treatment outcome. 

Two-way multivariate analysis of variance yielded no sighcant 

interactions between demographic factors and Group, thus, for the purpose of 

this analysis, the treatment groups (CBI and CB) were combined. Dependent 



variables for these analyses included SPAI, BSPS (Fear), BSPS (Avoidance), BSPS 

(Physical), SCS, BDI, SISST (Positive), SISST (Negative), S I  Total Skill (Expert), 

SSI General Impression (Expert), and SSI Anxious Appearance (Expert). Because 

the dependent variables in these analyses induded those derived from the 

videotaped role-played social interaction (SISST, SSI), the sample includes only 

those participants with complete sets of data (n=22). Increasing the available 

number of participants (n=29) by excluding the role-play related data, in some 

cases, changed the sigruhcance of results. In those instances, the results of both 

analyses are reported. Descriptive statistics for these data are presented in Table 

8. 



Table 8 

Descriptive Statistics for Demomaphic - - Factors bv Time 

Mean (Standard Deviation) n=22 

Gender Age Group Depression 

BSPS 

(Fear) 

BSPS 

(Avoid) 

BSPS 

( Physical) 

SCS 

BDI 

SISST 

Positi\x 

SISST 

Negative 

Total Skill 

( Espcn) 

Gcn.lmprcssion 

(Espert) 

hsious App. 

( Espcn) 

Female 

Time 1 Time2 - - 
1 23.00 90.67 

(13.13) (16.35) 

21.17 15.67 

(2.2 1 ) (4.08) 

21.67 16.25 

(2.46) (5.22) 

7.33 4.17 

(2.35) ( 1.53) 

101.42 83.92 

( 12.68) ( 14.44) 

17.67 10.17 

( I 1.45) (7.20) 

29.75 39.25 

(9.17) (7.48) 

49.42 3 1.92 

(1 2.88) ( 10.26) 

59.92 66.46 

(9.56) (4.36) 

5.2 1 7.17 

(2.63) ( 1.66) 

5.96 3.08 

(2.57) (1.16) 

Male 

Time 1 Time 2 - - 
109.80 80.00 

(23.92) (24.58) 

19.40 14-50 

(3.10) (2.80) 

18.70 11.10 

(3.80) (3.96) 

6.90 4.30 

(2.23) (2.16) 

92.50 73.30 

( 18-70) ( 1 6.48) 

16.30 10.10 

(9.36) (9.4 1 ) 

33.80 31.40 

f 12-36} f 10.45) 

49.30 34.70 

(I 4-56) ( 12.92) 

60.95 62.80 

( 13.99) ( 12-34) 

6.30 6.75 

(2.87) (2.45) 

4.45 3.95 

(2.85) (2.64) 

18-34 

Time 1 Time 2 

123.50 88.92 

(19-93) (19.17) 

20.58 15.50 

(3.00) (3.63) 

t9.50 15.67 

(4.03) (3.36) 

7.50 4.58 

(2.61) (1.44) 

92.42 77.67 

( 14.07) ( 15.88) 

14.83 9.75 

(6.37) (5.17) 

32.75 41.25 

(13.09) (10.31) 

36.67 34.25 

( 1 1-29) ( 10.87) 

58.03 65.58 

( 12-08) (8.17) 

5.46 7.250 

(2.66) ( 1.95) 

5.92 3.17 

(2.77) (1.86) 

Not Depressed 

Time 1 Time 2 - - 
1 14.36 88.79 

(20. f 6) ( 18-40) 

19.71 15.11 

(2.73) (3.82) 

18.86 14.79 

(3.03) (4.71) 

6.57 3.86 

( 1 -95) ( 1.99) 

93.64 80.57 

(15.73) (13.41) 

NIA N/A 

N/A N/A 

32.50 40.93 

( 10.93) (8. LO) 

47.57 3 1 .a 

(11.72) (10.77) 

59.46 64.33 

(1 1.86) ( 10.83) 

5.82 7.07 

(2.76) (2.34) 

5.14 3.32 

(2-76) (2.09) 

Depressed 

Time1 Time 2 - - 
121.63 80.63 

(23.22) (24.88) 

21.50 105.13 

(2.51) (3.18) 

22.87 16.13 

(2.47) (4.9 I ) 

8.13 4.88 

(2.53) ( 1-25) 

103.88 76.50 

( 15.12) ( 20.45) 

N!A N/A 

N/A N/A 

3 1.25 39.00 

(11.59) (10.36) 

52.50 35.88 

(16.14) (12.55) 

62.00 65.43 

( 1 1.39) (4.17) 

5.50 6.81 

(2.85) ( 1.4 1 ) 

5.50 3.75 

(2.90) ( 1.83) 

-- - - - .  . . 

(table continues) 
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Below Median Above Median Yes Below Median Above Median 

BSPS 

(Fear) 

BSPS 

(Avoid) 

BSPS 

(Ph>.sical) 

SCS 

BDI 

SISST 

Positive 

SISST 

Negitive 

Total Skill 

(Espcrt) 

Gen. Irnprcssion 

( Espen) 

~ ' L ~ s ~ o u s  App. 
(Expcrt) 

Time 1 

N/A 

N/A 

19.73 

(2.53) 

18.64 

(2.73) 

6.27 

( 1.85) 

89.73 

( I 1 S2) 

13.27 

(6.59) 

33.64 

(10.91) 

48.64 

( 12.78) 

59.50 

( 13.47) 

5.4 1 

(2.92) 

3.27 

(2.89) 

Time 2 

N/ A 

N/A 

14.36 

(3.78) 

14-18 

(3.46) 

4.00 

(2.24) 

8 1.73 

(9.64) 

8.73 

(6.83) 

38.18 

(9.67) 

3 1.55 

(8.55) 

62.14 

( 10.87) 

6.36 

(2.20) 

3.95 

(2.20) 

Time I - 
N/A 

N/A 

2 1.00 

(2.90) 

22.00 

(3.29) 

8.00 

(2.37) 

105.00 

( 16-55) 

20.82 

( 12.22) 

30.45 

(I 1.20) 

50.09 

( 14.45) 

6 1-27 

(9.69) 

6.00 

(2.64) 

5.27 

(2.73) 

Time 2 - 
N/A 

N/A 

15.91 

(3 -24) 

16-36 

(5.66) 

4.45 

( 1 -29) 

76.15 

(20.66) 

I 1.55 

(9.26) 

42.27 

(7.72) 

31.82 

(13.83) 

67.45 

(5.62) 

7.59 

( 1.69) 

3.00 

( 1 -69) 

Time I 

1 18.25 

(23.80) 

20.50 

(2.88) 

20.88 

(2- 1 7) 

7.50 

( 1.77) 

102.00 

(1 6.38) 

15.75 

( 12-95) 

30.50 

(9.89) 

19.13 

(15.15) 

59.94 

( 1 1 -02) 

5.38 

(2.99) 

5.44 

(2.77) 

Time Z 

90.3 8 

(20.95) 

15.88 

(4.73) 

14.50 

(5.76) 

3.87 

(2.03) 

82.75 

(18.1 I )  

9.13 

(8.71) 

39.63 

(5.90) 

30.63 

( 1  1.71) 

63 .OO 

( 10.97) 

6.8 1 

(2.36) 

3.56 

( 1.90) 

- - 

Time I 

1 16.29 

(20.27) 

2029 

(2.76) 

20.00 

(4 .W 

6.93 

(2.53) 

94.7: 

( 15-69) 

17.79 

(8.97) 

32.93 

(1  1-72) 

49.50 

( 12-79) 

60.64 

(12.15) 

5 -89 

(2.67) 

5. I8 

(2.83 ) 

Time 2 

83 -2 1 

(21.01) 

14.71 

(2.73) 

15.7 1 

(4- 18) 

4.43 

( 1.70) 

77.00 

( 14.90) 

10.7 1 

(7.96) 

40.57 

( 10.29) 

33.64 

( I  1.30) 

65.82 

(7.69) 

7.07 

( 1.88) 

3.43 

(2.08) 

Time I 

1 17.00 

(23.65) 

20.18 

(3.49) 

20.55 

(3.78) 

6.82 

( 1 -94) 

97.82 

( 18.05) 

14.9 1 

(9-99) 

30.82 

(9.80) 

50.73 

(13.99) 

59.32 

( 1 2-79} 

5.59 

(2.58) 

5-05 

(2.76) 

- 

Time 2 

87.73 

(19.1 1)  

14.73 

(2.83) 

15.27 

(5.3 1 ) 

1.27 

(1.71) 

78.55 

(14.52) 

9.73 

(9.48) 

39.82 

(8.22) 

32.36 

(13.73) 

64.63 

(7.83) 

6.68 

(2.12) 

3.59 

(1  39) 

Time 1 

1 17.00 

(19.31) 

20.55 

( 1 36)  

20.09 

(3.18) 

7.45 

(2.58) 

96.9 1 

( 14.44) 

19.18 

( 10.68) 

33.27 

( 12.28) 

38.00 

(13.18) 

6 1.45 

( iO.54) 

5.82 

(3.oc') 

5.50 

(2.85) 

Time Z 

83.91 

(23.1 1)  

15.55 

(4.20) 

15.27 

(4.29) 

4. I8 

( 1.94) 

79.64 

( 1 7.99) 

10.56 

(6.82) 

40.64 

(9.72) 

34.00 

(8.96) 

64.95 

(10.19) 

7.27 

( 1.95) 

3.36 

(2.04) 



Instrument 

BSPS 

(Fear) 

BSPS 

(Avoid ) 

BSPS 

(Physical) 

SCS 

BDI 

SlSST 

Positive 

SISST 

Negati\.c 

Total Skill 

( E s p c n )  

Ger..Impression 

( E s p e n )  

:lnsious App. 

( E s p e n )  

Homework Completion 

Below Median Above Median 

Time I Time 2 Time I Time 2 ---- 
I 17.00 87.73 1 17.00 83.91 

(23.65) (19.1 1) (19.3 1 )  (23.1 1) 

20.18 11.73 20.55 15.55 

(3 -49) (2.83) ( 1 -86) (4.20) 

20.55 1527 20.09 15.27 

(3.78) (5.3 1 ) (3.18) (4.29) 

6.82 4.27 7.45 4.18 

( 1.93) ( 1.74) (2.58) ( 1.94) 

97.82 78.55 96.91 79.64 

(1 8.05) (14.52) (14.34) (17.99) 

14-91 9.73 19.18 10.55 

(9-99) (9.48) (10.68) (6.82) 

30.82 39.82 33.27 40.64 

(9.80) (8.22) ( 12.28) (9.72) 

50.73 32.36 48.00 34.00 

(13.99) (33.73) (13.18) (8.96) 

59.32 64-64 61 -45 64.95 

(12.79) (7.83) (10.54) (10.19) 

5.59 6.68 5.82 7.27 

(2.58) (2.12) (3.00) (1.95) 

5.05 3.59 5.50 3.36 

(2.76) (1.99) (2.85) (2.04) 

Effect of Gender on Treatment Outcome 

The effect of Gender on treatment outcome was not signihcant, while the 

effect of time was sigrufrcant, E (11,10)=6.69, ~< .01 .  The Time by Gender 



interaction was not significant, indicating that participants improved between 

pre- and post-test with no sigruficant difference in treatment effect between men 

and women. 

Effect of Age on Treatment Outcome 

In order to allow for sufficient cell sizes for analysis, age was divided into 

two groups on the basis of a median-split: those aged 34 and younger, and those 

aged 35 and older. With a sample size of 21 (one participant refused to report 

her age), the effect of Age was not sigruficant. The effect of Time was sigruhcant, 

F(11,9)=7.97, g<.Ol. The Time by Age interaction was not s imcan t ,  indicating - 

that change over time was similar between younger and older participants. 

When the role-play related variables were excluded and the sample size 

increased to 28, the effect of Age was signihcant, E(6,21)=6.75, g<.01, as was the 

effect of Time, FJ6,21), ~<.01. The Time by Age interaction was not sigruficant, 

indicating that younger and older participants tended to improve similarly over 

time. Univariate analysis indicated that older participants (age 35 and older) 

experienced a signihcantly greater decrease on the measure of physical 

symptoms (BSPS Physical, E=21.42, ~ = . 0 3 )  than younger participants. 

Effect of Initial Level of Anxiety on Treatment Outcome 

In order to divide the sample into higher and lower-anxiety participants. a 

median-split variable was created on the basis of pre-test scores on the SPAI. 

This variable was used to examine the effect of initial level of anxiety (<=116, 

117+) on treatment outcome. For the purpose of this analysis, the SPAI was 



excluded as a dependent variable. The effect of initial level of anxiety on 

treatment outcome was not sigruficant, while the effect of Time was sipficant, 

F(lO,ll)=%69, ~ < . 0 1 .  The interaction between Time and initial level of anxiety - 

was not significant, indicating that change in scores did not differ depending 

upon degree of anxiety at time of pre-test. 

When dependent variables were limited and the sample size increased to 

29, the effect of anxiety level at pre-test still was not sigruficant, while the effect 

of Time was significant, E(5,23)=ll.90, ~<.01.  The interaction between Time and 

level of anxiety was also significant, E(5,23)=2.93, g=.04, indicating that the 

treatment effect was different for people with lower versus higher levels of 

anxiety at pre-test. 

Univariate analysis indicated that those with higher Levels of anxiety at 

pre-test experienced a sigmficantly greater decrease on measures of safety 

behaviours (SCS, =10.00, ge.01) and depression (BDI, E=5.17, g=.O3). Results of 

the univariate analysis are presented in Figure 5. 
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Fimre 5. Anxiety level and change in safety behaviours and depression. 



Effect of Initial Level of Depression on Treatment Outcome 

A variable was created that grouped participants according to their initial score on 

the Beck Depression Inventory. It has been reported (Kendall, Hollon, Beck, Hammen, 

& Ingram, 1987) that those scoring 17 and below on the BDI are considered at most 

mildly depressed, while a score of 18 and above is likely indicative of clinical depression. 

This categorization was used to examine the effect of initial level of depression on 

beahnent outcome. The effect of initial level of depression on txeatrnent outcome was 

not sigruhcant, while the effect of Time was sigruhcant, E(10,l l)=7.93, ~<.01. The 

interaction between Time and initial level of depression was not signihcant, indicating 

that change in scores between pre- and post-test was not dependent upon initial level of 

depression. 

Effect of Medication on Treatment Outcome 

Participants were grouped according to whether or not they were currently taking 

anti-anxiety or anti-depressant medication. The effect of medication use on treatment 

outcome was not sigruficant, while the effect of time was sigruhcant, E(l1,10)=7.91, ~<.01. 

The results of the test for an interaction between Time and Medication Status were as 

follows: E (10,11)=2.62, ~ = - 0 7  Univariate tests failed to reveal sigruficance on any of the 

dependent measures. Therefore, the Time by Medication Status can be viewed as not 

sigruficant, indicating that change across time tended to be the same regardless of 

medication use. 



Effect of Achievement of In-Session Obiectives on Treatment Outcome 

A median-split variable was created, dividing subjects into two groups according 

to the degree to which they reported achieving in-session objectives. This variable was 

used to examine the effect of achievement of in-session objectives on treatment outcome. 

The effect of the degree to which treatment objectives were achieved was not sigruficant, 

while the effect of time was sigruhcant, E(l1,10)=6.97, pc.01. The interaction between 

time and degree of achievement of in-session objectives was not signihcant, indicating 

that change in scores between pre- and post-test did not differ between those who 

achieved a relatively greater versus a relatively lesser ratio of session objectives. It should 

be noted that no participant reported an in-session objectives ratio of less than .68. 

Effect of Homework Completion on Treatment Outcome 

A median-split variable was created to divide participants in half according to the 

amount of homework they reported completing. This variable was used to examine the 

effect of homework completion on treatment outcome. The effect of degree of homework 

completion was not sigruficant, while the effect of Time was sigruhcant, ~(11.10)=6.90, 

p<.01. The interaction between Time and homework completion was not sigruhcant, 

indicating that there was no significant difference in treatment effect between 

participants who reported completing relatively more or less homework. Homework 

completion ratios ranged from -21 to 1.00. 

Summarv 

The influence of a number of demographic factors on treatment outcome was 

investigated, and it was found that change in scores from pre- to post-test did not vary 



according to gender, age, initial level of depression, use of anti-anxiety or anti-depressant 

medication, achievement of in-session objectives, or level of homework completion. One 

demographic variable, initial level of anxiety, interacted signihcantly with change over 

time when dependent variables were limited and sample size was maximized. 

Univariate analyses indicated that more highly anxious participants experienced greater 

decreases in depression and use of safety behaviours. 

Supplementary Analysis: Self -Identified Situations 

In order to provide an individually relevant dependent measure, participants 

were asked to rate anxiety and avoidance on a self-determined list of their five most 

anxiety-provoking situations. An initial list was formulated in Session 2 (List #I) along 

with current ratings for anxiety and avoidance. In Session 10, current ratings for anxiety 

and avoidance were again provided for the situations on List #I. Further, participants 

were asked to think back to Session 2, and, without having access to the ratings that they 

actually provided at that time, to record retrospective anxiety and avoidance ratings for 

the situations on List #l. Also during Session 10, participants were asked to formulate a 

second list (List #2) of situations that included their current five most anxiety-provoking 

situations. Current ratings for anxiety and avoidance were taken, as well as ratings that 

resulted from having participants retrospectively consider how much anxiety and 

avoidance they exhibited in Session 2 on the situations included on List #2. Thus, the 

self-identified situation data is based upon two lists of situations: those that were current 

in Session 2 (List #I), and those that were current in Session 10 (List #2). Further, ratings 



given in Session 10 for both List # l  and List #2 were provided both in the moment as 

well as retrospectively. As such, a number of sets of data were available for comparison: 

For List #1, a comparison between current ratings from Sessions 2 and 10 

For List #1, a comparison between current and retrospective ratings from 

Session 10 

For List #1, a comparison between ratings provided in Session 2 and 

retrospective ratings provided in Session 10 

For List #2, a comparison between current and retrospective ratings provided 

in Session 10. 

Multivariate analysis of variance was conducted according to the aforementioned 

comparisons, with data set (Session 2iSession 10 and current /retrospective) as the 

independent variable and anxiety and avoidance ratings on each self-identified situation 

as the dependent variables. Situations were ordinally ranked, from the least (Situation 1) 

to the most anxiety-provoking situation (Situation 5). 

List #I 

List #I consisted of the top five anxiety-provoking situations identified by 

participants in Session 2. 

5ession 2 Versus Session 10 

This analysis compared current ratings of anxiety and avoidance recorded in 

Session 2 with current ratings recorded in Session 10. The Group effect was not 

sigmficant, and the effect of Time was as follows: E(l0,8)=2.78, ~ = . 0 8  The interaction 



between Time and Group was E(l0,8)=3.19, ~ = . 0 6 ,  indicating that the degree of change 

from pre- to post-test tended to differ between the CB and CBI groups. 

Examination of univariate results showed that, when the effect of Time was 

considered, the signihcance of change tended to increase from Situation 1 to Situation 5. 

The effect of Time was sigruhcant for Situation 1 (Avoidance), E=5.5, e=.03; Situation 3 

(Anxiem), J - F=3.92, ~=.06; Situation 3 (Avoidance), E=10.16, ~ e . 0 1 ;  Situation 4 (Anxiety), 

F=8.82, ec.01; Situation 4 (Avoidance), E=10.47, pC.01; and Situation 5 (Anxiety), F=11.87, - - 

pc.01. Univariate analysis of the Time by Group interaction yielded one sigruficant 

effect, Situation 4 (Avoidance), E=4.35, ~ = . 0 5 .  This result indicated that the CBI group 

ratings of Avoidance for Situation 4 tended to decrease more than did the ratings of the 

C B  group. 

Thus, participants' ratings of anxiety and avoidance on self-identified situations 

decreased significantly from time of pre-test to time of post-test for those situations that 

were relatively more anxiety-provoking. The degree to which this occurred differently 

between the CB and CBI groups was minimal. 

Session 10 Current Versus Retrospective 

This analysis compared two sets of ratings, both recorded in Session 10. The first 

set was current ratings of anxiety and avoidance, and the second set required 

participants to make ratings retrospectively to Session 2. ?he Group effect was not 

sigruficant, while the effect of Time was sigruhcant E(l0,10)=3.23, g=.04. The interaction 

between Time and Group was not signhcant, indicating that the degree of change from 

pre- to post-test did not differ between the C B  and CBI groups. 



Univariate analysis of the effect of Time indicated that each comparison of anxietv 

and avoidance for Situations 1 to 5 was signihcant as follows: Situation 1 (Anxiety), 

F41.43, ee.01; Situation 1 (Avoidance), E=14.78, ~c.01; Situation 2 (Anxiety), F=23.91, - - 

e< -01; Situation 2 (Avoidance), Ez6.03, ~ s . 0 2 ;  Situation 3 (Anxiety), E=6.32, ~=.02; 

Situation 3 (Avoidance), E45.92, pe.01; Situation 4 (Anxiety), E=32.22, pc.01; Situation 4 

(Avoidance), E=26.82, pc.01; Situation 5 (Anxiety), F=18.87, ~<.01; and Situation 5 

(Avoidance), F40.90, ~c.01.  

Thus, at time of post-test, participants assessed themselves to have had significant 

decreases in anxiety and avoidance on their self-identified situations when they 

retroactively considered the levels of anxiety and avoidance that they were experiencing 

at time of pre-test. Further, participants in the CB and CBI groups reported similar 

decreases in levels of anxiety and avoidance. 

Session 2 Current Versus Retrospective 

This analysis compared the difference between ratings of anxiety and avoidance 

recorded by participants in Session 2 with ratings retrospective to Session 2 that were 

recorded in Session 10. The Group effect was not sigruhcant, while the effect of Time was 

sigruficant, E(l0,6)=5.01, p=.03. The interaction between Time and Group was not 

sigruficant, indicating that the degree of difference between these two sets of ratings did 

not differ between the CB and CBI groups. Univariate analysis indicated that the two 

sets of ratings differed as follows: Situation 1 (Anxiety), F=5.84, g=.03; Situation 2 

(Anxiety), F=16.31, p<.01; and Situation 5 (Avoidance), - F=9.61; ~ < . 0 1 .  



Participants reported significantly higher retrospective anxiety levels for the two 

least anxiety-provoking situations on their self-identified lists, in comparison with 

anxiety levels that were recorded in Session 2. In contrast, participants provided 

retrospective ratings for avoidance of Situation 5 that were sigruhcantly lower than the 

ones recorded in Session 2. 

List #2 

List #2 consisted of the top five anxiety-provoking situations identified by 

participants in Session 10. 

Session 10 Current Versus Retrospective 

This analysis compared the difference between ratings of anxiety and avoidance 

recorded by participants in Session 10, with one rating reflecting current anxiety and 

avoidance and the other retrospectively rating their experience in Session 2. The Group 

effect was not sigruficant, while the effect of Time was sigruficant E(10,10)=3.83, p=.02. 

The interaction between Time and Group was not sigruficant, indicating that the degree 

of difference between these two sets of ratings did not differ between the C B  and CBI 

groups. Univariate analysis indicated that all of the comparisons resulted in sigxuficant 

differences between current and retrospective ratings with E values ranging from 12.62to 

40.36, e<.Ol- Thus, participants reported sigruhcantly higher retrospective anxiety and 

avoidance levels in comparison to ratings of their current experience. 

s m  

Analysis of ratings for the two lists of individually-determined anxiety-provoking 

situations revealed a number of sigruficant effects. Comparing pre- and post-test ratings 



on the list of situations generated in Session 2, it was found that the effects of Time and 

Time by Group were significant, and that the general trend was for the sigruhcance of 

change to increase with levels of anxiety and avoidance. Only one univariate comparison 

indicated a significant difference between the CB and CBI groups, with one Avoidance 

rating for the CBI group being lower than the CB group. Comparison of ratings of the 

situations on this list taken in Session 10, both current and retrospective to Session 2, also 

yielded a sigruhcant effect of Time. Univariate analysis showed significant differences 

between these ratings for all dependent variables. A third analysis examined differences 

between ratings recorded in Session 2, and ratings for Session 2 that were made 

retrospectively. This analysis showed a signihcant effect of Time. Univariate analysis 

indicated sigruficant differences between 3 comparisons, two of which indicated higher 

retrospective ratings, and one of which indicated lower rehospective ratings. Higher 

retrospective ratings were provided on lesser anxiety-provoking situations, while a lower 

retrospective rating of avoidance was provided for the most anxiety-provoking situation. 

An analysis was also conducted on the list of individually-determined anxiety-provoking 

situations provided in Session 10, yielding a sigruhcant effect of Time. Univariate 

analysis showed that alI comparisons between ratings provided for Session 10 versus 

those made retrospectively to Session 2 were sigruficantly different. Thus, while some 

significant results were found on the pre- and post-test comparisons, the most signihcant 

contrasts for ratings of self-identified anxiety-provoking situations involved current 

versus retrospective ratings. 



Supplementary Analysis: Clinical Sigruhcance 

A test of clinical signihcance was conducted on the SPAI. At time of pre-test, the 

mean score for the sample was 115.52, with a standard deviation of 3.52. At time of post- 

test, the proportion of subjects with scores that fell more than two standard deviations 

from the mean, in the direction of functionality, was -94 for the CBI group, and 1-00 for 

the CB group. These proportions represent 16 of 17 participants in the CBI group, and 12 

of 12 participants in the CB group. 

s-ary 

Both the C B  and CBI treatments resulted in a reduction in social phobia as 

assessed by the SPAI while the WLC condition did not. Further, the CBI treatment 

resulted in change over time on symptoms of Fear, Avoidance, and Depression. Analysis 

of treatment-groups only data showed minimal correlations between Expert- and Self- 

Ratings of social skill, with Self-Ratings tending to be lower. Both treatment groups 

showed adaptive cognitive changes, increased social skill, and appeared less anxious. 

Changes between pre- and post-test were not found to be influenced by gender, age, 

depression, medication, achievement of in-session objectives, or homework completion, 

however, those participants who were initially more highly anxious experienced more 

significant change on some measures. Examination of ratings of anxiety and avoidance 

on self-identified anxiety-provoking situations showed significant change from pre-to 

post-test, especially when current ratings taken at post-test were compared with ratings 

retrospective to time of pre-test. As assessed by post-test scores on the SPAI, almost all 

of the subjects in both treatment groups evidenced clinically sigruhcant change. 



CHAFTER 5: DISCUSSION 

This chapter first discusses the results of the study toward providing 

information on the research questions. Next, the study is critically reviewed. 

Finally, directions for future research are proposed. 

Effectiveness of Treatment 

The first research question pertained to the differential effectiveness of a 

cognitive-behaviod intervention and a cognitive-behaviouraI intervention 

with the addition of imagery in the treatment of social phobia. The results of this 

study imply that imagery may be a useful adjunct to the empirically supported 

treatment techniques of exposure and cognitive restructuring. Both treatments, 

compared to a no-treatment waiting period, were associated with sigruficant 

decreases in social phobia symptomatology as measured by the SPAI. Both 

treatment groups were also associated with sigruficant increases in positive self- 

statements, sigruficant decreases in negative self-statements, sigruhcantly 

improved expert-assessed ratings of social skill, a sigruhcantly more favourable 

general impression of social performance as rated by self and expert observers, 

and a sigruficant decrease in anxious appearance as rated by self and expert 

observers. Further, the CBI group was associated with sigtuhcant improvement 

beyond the WLC and CB groups on measures of fear, avoidance, and depression. 

Thus, both treatment groups demonstrated efficacy in alleviating symptoms of 

social phobia, while the CBI group demonstrated change on some additional 

measures. 



While the CBI group demonstrated efficacy that was superior to the CB 

group on some outcome measures, another variable emerged as potentially 

important in determining differentia3 treatment efficacy. That variable was 

participant attrition. Almost all of the participants that discontinued treatment 

were members of the CB group. Continued participation in a given treatment is 

a clear prerequisite for garnering its potentially beneficial effects. 

Participant Attrition 

The two treatment groups differed in frequency of participant attrition. A 

total of 9 people dropped out of treatment during the course of the study, 8 of 

them from the CB group. Five of the participants who dropped out of the CB 

group cited unmanageable anxiety as the reason for discontinuing treatment. In 

light of the finding that the treatment groups experienced an equivalent level of 

anxiety at time of pre-test, as well as the finding that those in the CBI group were 

no more likely to use anti-anxiety or anti-depressant medication, the differing 

level of attrition becomes notable. 

One potentially explanatory variable that emerged was depression. People 

who dropped out of treatment tended to be more depressed at time of pre-test 

than were those who completed treatment. Thus, for those who are highly 

depressed, group treatment may not be indicated. Rather, participants may 

derive more benefit from this form of treatment if  depression is managed first. 

A caveat on this finding is that the two groups were not sigruhcantly different at 

time of pre-test on depression, yet more participants dropped out of the CB 



group. While the two groups were equivalent on demographics and 

symptomatology at time of pre-test, a subset of the most depressed participants 

dropped out of the CB group. While depression was the only variable that 

distinguished between treatment completers and non-completers, care should be 

taken when inferring reasons for non-completion. It is possible that other, 

unexarnined factors may have played a role. For example, it may be that non- 

completers had a pattern of cornorbid conditions or contextual factors at play 

outside of their treatment experiences. 

Palatabilitv of Treatment 

It is possible that, for individuals who were increasingly depressed, the CB 

treatment appeared daunting. The cornerstone of the CB treatment model is 

exposure, and it was presented to participants that engagement in this often 

anxiety-provoking intervention was necessary in order to make progress. 

Conversely, the CBI group had imagery as a less anxiety-provoking alternative 

toward the end of making progress. The two treatment models diverged in the 

first session, when imagery was described as a promising but experimental 

intervention. While both protocols required the facilitator to assure participants 

that they would be engaging in the most effective psychological treatment 

available for social phobia, those in the imagery group were provided with 

irdormation about an additional intervention that they may find useful. It is 

possible that participants' anxiety was eased by the knowledge that progress 



could be made through use of an intervention that may be less intimidating than 

exposure, thus enabling them to continue with the treatment program. 

Overcominp: diffidties associated with exposure. One aspect of imagery 

as an intervention that may have made it a more palatable treatment option is its 

application to some of the challenges of engaging in effective exposure. The 

difficulty in applying the principles of effective exposure to social phobia was 

mentioned in Chapter 1. First, those with extreme anxiety can find it difficult to 

determine a manageable "first step" for exposure. Second, it is often difficult for 

those with social phobia to formulate a hierarchical list of anxiety-provoking 

situations, since many situations tend to be equally anxiety-provoking. Third, 

effective exposure requires an individual to repeatedly engage in the anxiety- 

provoking task, which is not always practically possible. Thus, the principles of 

effective exposure are not easily translated into an in-vivo program for social 

phobia. It was proposed in Chapter 1 that imagery may be an effective adjunct 

to cognitive-behaviod treatment because it may address some of these 

difficulties. It is hypothesized that imagery may have assisted participants in 

remaining engaged in the treatment process because it helped address the 

aforementioned challenges. 

In many instances, participants reported that imagery was useful when 

they had difficulty formulating steps for graduated exposure. These participants 

described rigid and mutually exclusive categories of situations in their lives 

whereby moving from one situation to the next involved a large incremental leap 



in anxiety. For example, some participants described experiencing two distinct 

forms of social interaction in their lives: those that were extremely and equally 

anxiety-provoking, and those that were not anxiety-provoking. Specifying 

graduated exposure tasks to approach the extremely anxiety-provoking 

situations was perceived by participants as impossible, however, those in the CBI 

group were able to use imagery to bridge the gap between tasks that were and 

were not unmanageably anxiety-provoking. 

Participants were instructed in how to manipulate variables within their 

imagery experiences to make the image more or less anxiety-provoking. For 

example, for a public-speaking situation, a participant may manipulate the size 

of the audience, the topic of the speech, the length of the speech, and the 

response of the audience. While participants were also instructed to perform the 

same manipulations with their exposure experiences, there are necessarily 

constraints on in-vivo manipulations. Imagined situations may be manipulated 

in a multitude of ways. Thus, participants utilized imagery as a manageable 

starting-point for intervention, and to assist in formulating graduated steps 

through manipulation of variables to make imagined situations more or less 

anxie ty-provoking. 

Further, the practice of imagery provided a means for repeatedly practicing 

tasks that are not easily repeatable in-vivo. For example, tasks such as giving a 

presentation to co-workers, asking for a raise, or assertively confronting another 

person are situations that do not present themselves regularly. While both 



programs encouraged participants to idenhfy the anxiety-provoking 

"ingredient" (i.e. being scrutinized while performing a task, speaking to 

authority figures, dealing with conflict, etc.) of each of the graduated tasks, and 

to seek out or create similar in-vivo situations for the purpose of getting more 

exposure, the imagery group offered another means of practicing. 

S u m m a r v  

Between time of pre- and post-test, the CBI and CB treatments were 

associated with a sigruhcant reduction in the symptoms of social phobia, 

including changes in self-s tatements and social skill. Further, the CBI protocol 

was associated with sigruhcant improvements on fear, avoidance, and 

depression. Participant attrition was problematic in the CB group, and those 

who dropped out of treatment tended to be experiencing higher levels of 

depression. It is hypothesized that the CBI group may have been more palatable 

to participants, perhaps partially because it offered a less anxiety-provoking 

option for practice, and because it assisted participants in overcoming some of 

the challenges of applying the principles of effective exposure to social phobia. 

Factors Influencing Treatment Outcome 

The second research question involved the extent to which demographic 

and treatment engagement/compliance factors including gender, age, initial 

level of anxiety, initial level of depression, use of relevant medication, 

achievement of in-session objectives, and homework completion influenced 

treatment outcome. First, it was found that none of these variables interacted 



sigruficantly with Group. Thus, treatment groups were considered together in 

further analyses. Second, it was found that degree of pre-treatment anxiety was 

the only demographic factor that varied with treatment outcome. This 

phenomenon may have been influenced by regression toward the mean. 

Further, at all times within both treatment groups, participants were encouraged 

to challenge themselves within the limits of their anxiety. Those who were more 

anxious may have been in the position of having the opportunity to make change 

of greater magnitude. With the exception of pre-treatment anxiety, participants 

tended to improve regardless of demographic or treatment compliance/ 

engagement related variables. 

Self-Ratings and Other-Ratings 

The third research question involved the relationship between self-ratings 

and expert-ratings of social performance. The three correlation coefficients (skill 

variety, general ratings of performance, and ratings of anxious appearance) that 

described sigruficant relationships between self- and expert-ratings all referred to 

pre-test scores. It is possible that, while participants tended to be overly critical 

of their own performances, their harsh judgments corresponded more closely to 

their actual performances prior to treatment. W e  blind expert-raters observed 

a more skilled performance at time of post-test, participants themselves 

maintained an overly critical view of their skills despite more objective evidence 

of improvement. This finding is consistent with what may be expected from 

individuals who exhibit negative cognitive biases, such as the tendency to 



undervalue one's own ability. Only on three variables at time of pre-test did the 

negative judgment of participants reflect how others rated them. 

Critical Review of the Study 

What follows is a critique of the study, including the lack of detailed 

information on homework completion, difterences between the treatment 

protocols, the potential for confounds in the wait-list control group, and 

individuality of treatment response. 

Homework Completion 

Available data regarding the degree to which participants engaged in 

exposure and imagery tasks outside of the group sessions was inadequate to 

assess the effect that this variable may have had on treatment outcome. While 

participants provided a general indication of homework completion, recorded on 

a three-point rating scale, more specific information such as time spent on 

exposure and time spent on imagery was not collected. The intention was to 

utilize completed homework worksheets (that included a number of pieces of 

data including the duration of each task) as an indication of homework 

completion, however, the majority of participants either did not complete the 

worksheets, or did not return them to the experimenter. While the present 

results indicate that there was no relationship between degree of homework 

completion and treatment outcome, the means by which this variable was 

assessed do not allow for any conclusion to be drawn. 



Differences Between Treatment Protocots 

In designing the two treatment protocols with consideration to 

comparability, it was necessary to make concessions. Strictly speaking, the CBI 

group is not reflective simply of the CB group with the addition of imagery. To 

construct the CBI treatment protocol in a manner that would have adhered 

strictly to the premise that it was equivalent to the C B  group with the addition of 

imagery would have required an additional two sessions for training in imagery, 

and thus  would have left the design open to the criticism that the more 

favourable outcome from the CBI treatments was due to the provision of more 

sessions rather than the addition of imagery. Thus, a decision was made to 

equate treatment with respect to number of sessions. This decision meant that 

the CB group contained more exposure and cognitive instruction than the CBI, 

which is consistent with the manner in which the CB treatment would typically 

be administered. On balance, while this decision may be viewed as problematic, 

it appears to address more difficulties than it creates. 

Adequacy of the Control Group 

For those participants in the treatment groups, other therapeutic activities 

were monitored. That is, participants were asked to provide information on 

individual therapeutic activities as well as any changes in type or dosage of 

medication. One CBI participant was eliminated from the analysis because of a 

medication change. However, participants in the wait-list control group may 

have been involved in other forms of therapeutic activity such as individual 



counselling. Although WLC participants were asked to inform the experimenter 

of any medication changes, requirements for ethical treatment of research 

participants dictate that those on a wait-list for group treatment could not be 

asked to withdraw from individual counselling. Thus, the WLC group data may 

not actually reflect a "no treatment" condition. Future investigation will 

necessarily involve the collection of data of this type hom control group 

participants. 

Individual Treatment Response 

One aspect of traditionally-conducted outcome research that is at once a 

strength and a weakness is the practice of random assignment of participants to 

treatment conditions (McDougall, 1998). While experimenters utilize this 

method of assignment to protect against threats to external validity, it does not 

take into account the commonly accepted clinical practice of ensuring 

compatibility between interventiow and client characteristics. In clinical 

practice, it is generally assumed that therapists wil! consider relevant patient 

characteristics and responses in order to inform clinical process (Goldfried & 

Wolfe, 1996; McDougall, 1998). Not all interventions will be equally successful 

with a particular client. 

A shortcoming of outcome studies conducted according to randomized 

clinical trial methodology is the typical method of data analysis. Common tests 

of statistical sigruhcance, such as analysis of variance, group participants 

together, evaluating variance between groups in search of differences that occur 



more reliably than chance alone would suggest. One concern with this method 

of analysis is that it obscures differential responses of participants to treatments. 

Analyses of statistical sigruficance report on group means to the exclusion of 

within-group variability. When data on the effects of therapy for individual 

participants are not presented, much information is lost (Hollon & Flick, 1988; 

Jacobson, Follette, & Revewtorf, 1984). The nature of an average distorts 

individual performance into an overall summary of treatment effects, leaving the 

reader uninformed about variable responses among treatment participants 

(McDougall, 1998). In an attempt to address this shortcoming, an analysis of 

clinical sigruhcance was undertaken. This form of analysis enhances available 

information on treatment outcome by providing some indication of the level of 

progress made in each treatment group. A test of clinical sigruhcance was 

applied to one of the dependent measures. 

In a further attempt to address individual responses to treatment, this 

study included a large number of dependent variables. Of interest were 

participant characteristics that may have played a role in treatment outcome. It 

is important for researchers to begin to systematically address variables that may 

function as competing hypotheses in explanation of results. 

This outcome study was conducted in accordance with some of the 

principles of a randomized dinical trial, which represented both strengths and 

limitations of the study. As described above, some attempt was made in this 

study to address these methodological limitations. 



Summarv  - 

The findings of this study are limited by a number of variables, while at 

the same time, its methodology included some innovations that enhanced the 

quality of the results. Information on the degree to which participants adhered 

to the treatment programs through homework completion was lacking, and 

compromises were made in attending to the differences between the two 

treatment protocols. Also, adequacy of the control group was not established. It 

is possible that participants in this group were engaged in some form of 

therapeutic activity, thus resulting in an underestimate of treatment effect in 

comparison to a no-treatment waiting period. Finally, methodological and 

analytical procedures functioned to obscure the variability of individual 

treatment response. The conclusions of this study must be interpreted with these 

limitations in mind. In the study's favour, it utilized random assignment to 

attempt to equalize participant characteristics, provided for further investigation 

into potentially competing hypotheses by presenting data on participant 

characteristics, and also provided an indication of clinical sigmficance. 

Directions for Future Research 

Similar to most outcome studies, one of the goals of the present study was 

to provide information on the empirical status of the interventions under 

scrutiny. The results of this study are consistent with other studies that have 

found cognitive-behavioural group treatments to be effective for social phobia, 

and also provided an additional contribution to the literature with the finding 



that imagery may be useful in alleviating symptoms of social phobia. It was 

noted that, from time of pre- to post-test, participants trained in the use of 

imagery exhibited change over and above that exhibited by participants who 

underwent strictly cognitive-behavioura1 therapy. Because this intervention 

shows promise, a number of directions for future research are implied. 

One important goal of future research will be the replication of this 

finding in other settings, with other populations (for example, adolescents), and 

using other therapeutic modalities (i.e. individual therapy, short-term workshop 

formats). A second important goal of future research wiu be to provide 

information on the process of change. Since this study focused on the evaluation 

of treatment outcome, process-related variables that are associated with the 

efficacy of imagery are of particular interest in future research. A discussion of 

process-related variables of interest follows. 

The Process of Chanee Throuah I m a m  

In contrast with outcome research, process research attempts to describe 

and understand the mechanisms of change (Shapiro, 1995; Whiston & Sexton, 

1993). Toward elucidating the existence of variables that may account for the 

occurrence of change, it may be instructive to examine the effect of imagery on 

other variables of interest. For example, it is of note that the CBI group was 

associated with a change in depression, while depressed participants were more 

likely to drop out of the CB treatment group. The implication appears to be that, 

if the symptomatology of more highly depressed participants can be effectively 



managed such that continued participation in treatment is possible, depressive 

symptoms can be effectively addressed. Beyond indicating a need for specific 

attention to depressive symptomatology in potential candidates for group 

treatment, this finding may also have flagged an important process variable. 

Perhaps imagery assists participants in changing a mediating variable, such as 

self-esteem, that in turn impacts depressive symptomatology. That is, it is 

possible that the repeated imagined rehearsal of a successtul social experience 

(imagery) is helpful in amending the way in which participants view themselves, 

thus resulting in a more positive outlook that is incompatible with depression. 

Another process variable that may be of interest is the way in which client 

characteristics interact with various aspects of the treatment protocols. With the 

exception of higher initial levels of anxiety being associated with a more 

favourable outcome in both treatment groups, the present study found no 

reIationship between client-related variables and differential progress associated 

with either treatment protocol. However, the data used to support that 

conclusion was limited, and a more detailed examination may be warranted. Of 

particular interest are client characteristics that may affect the affinity they feel 

for a particular intervention. It appears likely that participants would devote the 

most attention to those interventions with which they are most comfortable. 

Although treatment was offered according to the specifics of the protocols, the 

way in which each individual applied these "homework-based" programs was 

not amenable to strict control. Some participants in the CBI group may have 



found that the use of imagery did not come easily, and therefore did not devote a 

great deal of time or attention to its use. In this way, participant characteristics, 

such as comfort with and ability to use imagery, may have been important in 

determining the degree to which they put the techniques into practice, as well as 

how helpful they found those techniques. Client characteristics may have 

interacted with process-related variables in ways that were not evident from the 

limited data set presented in this outcome study. 

A third process variable of interest in examining imagery as an 

intervention involves comparing its mechanisms of change with those of 

exposure. While imagery is similar to in-vitro exposure in that the individual is 

engaging in an imagined experience, other aspects of imagery are dissimilar to 

this intervention. The protocol examined in this study instructed participants to 

engage in mental rehearsal of a successful social experience, and to manage their 

anxiety during that experience using idiosyncratically determined symbolic 

representations of anxiety. While one of the mechanisms of exposure is thought 

to be activation of the cognitive fear structure (Foa L Kozak, 1986) such that the 

faulty associations of that structure may be modified through the provision of 

incompatible information, the arousal of the fear structure does not appear to be 

necessary during an imagery experience. One of the most unpleasant aspects of 

treatment for those undergoing exposure is the necessity of seeking out and 

experiencing anxiety, and then remaining in the anxiety-provoking situation 

until the anxiety subsides. It is possible that, through use of other techniques 



such as imagery, individuals may experience an alleviation in anxiety symptoms 

without the necessity of engaging in highly uncomfortable interventions. While 

there exists a body of literature on the principles of effective exposure that 

describes the way in which it functions to treat anxiety, data on the principles 

and mechanisms of imagery have yet to be thoroughly investigated. 

A fourth process variable of interest is the way in which imagery 

treatment is perceived by participants. This chapter hypothesizes that the 

cognitive-behavioural/ imagery protocol may have been more palatable to 

participants, thus maintaining their engagement in treatment. At this time, such 

discussion is speculative. Further research may investigate the validity of this 

hypothesis. 

Summary 

Additional investigation with a variety of populations and in other 

treatment modalities will function to fin-ther the validity of imagery as a useful 

treatment for people with social phobia. To compliment conclus io~ drawn on 

the basis of outcome research, process research may address the question of the 

mechanisms responsible for change as a result of imagery. Process research may 

also elucidate the existence of any mediating variables that account for change, 

client characteristics associated with the successful use of this technique, and the 

principles of effectively conducted imagery treatment. This study implies the 

need for both further outcome research and process research. 



Conclusion 

Social phobia is a potentially disabling disorder that can affect virtuailv 

every aspect of functioning, thus compromising a person's ability to enjoy a 

healthy and satisfying lifestyle. The personal and social costs of this disorder are 

high, and the identification of effective, palatable, and economical treatments is a 

priority. A number of interventions for social phobia have been investigated, 

with exposure techniques most clearly earning the distinction of empirical 

validity. Some difficulties in applying the principles of effective exposure 

prevent those with social phobia from M y  benefiting horn this effective 

technique. Therefore, the need to develop supplementary interventions that may 

contribute to treatment efficacy remains. The primary purpose of the study 

described in this dissertation was to investigate the contribution that imagery, as 

a supplementary intervention, may make to the efficacy of cognitive-behavioural 

treatment. 

The results of this study indicated that the use of Imagery in addition to 

cognitive-behaviourd therapy was associated with an enhanced treatment effect. 

Both treatment groups exhibited sigruficant improvement on measures of social 

phobia symptomatology, and expert- and self-assessed social skill, and self- 

statements. However, only the group trained in imagery exhibited a decrease 

signihcantly greater than the wait-list control group on measures of fear, 

avoidance, and depression. Of note also is the observation that 8 of 9 cases of 

participant attrition occurred in the cognitive-behavioural group. Of further note 



is the finding that those participants who dropped out of treatment were among 

the most severely depressed, while the two treatment groups did not differ on 

depression severity at time of pre-test. In all, these data imply that the cognitive- 

behavioural/imagery protocol was associated with a greater treatment effect, 

and may also have been more palatable to participants, especially for those who 

struggled with greater levels of depression. The use of imagery appears to be a 

promising treatment component for people with social phobia. 
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APPENDIX A 

Treatment Protocol 



c 
sEslQwl 

(COGNITIVE-BEHAVIOURAL IMAGERY 1 COGNITIVE-BEHAVIOURAL GROUP) 

Theme: Orientation, preparation for treatment, and 
collection of pretreatment data. 

purposes: To prepare participants for treatment and collect 
pretreatment self-report data. 

Target for C m :  Knowledge and Comfort Level. 

ives: By the end of Session I, 

1. Participants will have an increased comfort level in the 
group situation. 

2. Participants will have some knowledge about the state 
of research in social anxiety as it pertains to issues of 
universality / normalization and the rationale for the 
treatment plan. 

Agenda item: "Presentation of 
Information on Social Anxiety". 

3. Participants will have some expectations for the 
structure of the coming sessions. 

Agenda items: "Session Format" and 
"Review of the Treatment Plan". 

4. Participants will have an initial understanding of what 
is expected in terms of homework completion and 
adherence to ground rules. 

Agenda items: "Ground Rules" and 
"Expectations for Homework". 

+ Welcome 
Welcome participants and hand out nametags. 



+ Business Items 
-set fees for those who haven't yet determined a fee. 
-hand out binders. 
-point out location of washrooms. 
-smoking only outside the building. 

+ Overview of This Session 
EANDOUT: SELF-ASSESSMENT 

1. Introductions. 
2. Ground rules. 
3. Information about social anxiety. 
4. Review of the treatment plan. 
5. Completing some questionnaires about your experience of 

anxiety. 

+ Session Format 
Outline format of sessions for the next nine weeks. 

I. welcome. 
2. Discussion of the previous week's homework assignments and 

photocopying of completed worksheets. 
3. Introduction to the evening's topic and outline of objectives. 
4. Session activity. 
5. Break. 
6. Continuation of session activity. 
7. Formulation of homework for the coming week. 
8. Objectives worksheet. 

+ Options for Participation 
Explain the following to the group: 
For the next nine weeks, the way that we will usually function is to "go 
around" the circle, giving each person an opportunity to speak if they 
choose. If you don't choose to speak, you have the option to pass. You 
will always have a CHOICE. If it is your turn and you don't want to  speak, 
simply say, "Pass". If you change your mind later and wish to say 
something, just raise your hand. 

+ lntroductions 
Ask members to introduce themselves to the group by saying their first 
names and what they are looking forward to  about the group. Write a 
cue for this on the flipchart. Facilitators model this activity by going 
first. Remind participants of the option to pass. 



4 Ground Rules 
HANDOUT: "SOCIAL ANXIETY GROUP GROUND RULES" 
Explain t o  participants that we have a set of ground rules to  ensure that 
everyone feels as safe and comfortable as possible. Hand out the 
prepared list of ground rules and go over them. Then, ask participants 
for additions to  be written on the flip chart and added to  the page for 
the next meeting. 

Confidentralltv, . - Although you may want to  discuss your own participation 
in the group with family, friends, or your therapist, it is essential that all 
group members keep information about others in the strictest confidence. 

Self-Responsr b~l l ty 
- - -  

: You are the best expert on your own needs: Because 
this is true, we expect that you will take action to ensure that you feel as 
safe and comfortable in the group as possible. Although it is sometimes 
necessary t o  endure discomfort for the sake of making progress in therapy 
Ke. remaining in a situation despite feeling anxious), we ask tha t  you 
participate in group activities in a way that feels appropriate to  you. 

Commitment: Please be on time for group meetings, and let one of the 
facilitators know if you are unable to attend any of the sessions. You can 
leave messages for us a t  233-2370. 8ecause a great deal of material is 
covered each session, any group member that misses more than two 
sessions will have a lot of difficulty catching up. 

Resgect for Qthers: This involves allowing other group members to 
participate in group activities to whatever extent feels comfortable to  
them, being a good listener, considering the impact your actions may have 
on others, and suspending judgment. 

+ Presentation of information on Social Anxiety 
HANDOUT: MABOUT SOCIAL ANXIETY" 

. lam of the Term 
Janet first coined the term social phobia in 1903 to describe people who 
had a fear of being observed while speaking, playing the piano, or 
writing. The physician Hippocrates of ancient Greece reported on a 
case that he described like this: "through bashfulness, suspicions, and 
timorousness, he will not be seen abroad; ... He dare not come into 
company, for fear he should be misused, disgraced, overshoot himself 
in gestures or speeches ... He thinks every man observes him" 
(Heckelman & Schneier, 1995). 



. - -  I~ IW 
In a general sense, people with social anxiety fear being embarrassed or 
judged negatively in social or performance situations. That fear varies 
widely between people, with some being concerned that others will 
notice a symptom like blushing, perspiring, or hands that shake. Some 
people are especially concerned that they will say something that 
sounds "stupid". Another common theme is simply the experience of 
anxious feelings and self-consciousness in a social situation (Heckelman & 
Sch neier, 1995). 

Symptoms like blushing or avoiding eye contact are specific to social 
anxiety, yet people with social anxiety also experience symptoms that 
are common to  all kinds of anxiety: perspiring, pounding heart, or fear 
of vomiting or having to use the bathroom are included in this l ist of 
symptoms (Heckelman & Schneier, 1995). 

The effect of  Symptoms such as these is that people either AVOD 
situations in which they feel anxiety, or else they grit their teeth and 
endure them somehow (American Psychiatric Association, 1994). 

- .  l c w t m e t y  
The experience of "anticipatory anxiety" is very common among those 
with social anxiety. Anticipatory anxiety means the kind o f  anxiety that 
people feel before having to  do something they fear. For example, if 
you know that an event that usually makes you anxious is coming up, 
you may feel more and more anxious as the event approaches. In 

* - antrcrr>ation of the event, you begin to feel anxious. The effect of 
anticipatory anxiety is t h a t  you spend a great deal more time being 
anxious than the amount of time you are required t o  spend in the 
feared situation (Heckelman & Schneier, 1995). Before actually going 
into the anxiety-provoking situation, people tend to  think about what 
might happen. This makes them feel anxious, sometimes leading their 
thoughts in the direction of times in the past when they have 
experienced failure. Often, the next step is making disastrous 
predictions about the upcoming situation. Some people actually 
imagine the worst possible consequences (Clark & Wells, 19951. 

Social Anxiety and Q C h . h  
Many other difficulties go hand in hand with social anxiety, and there is 
a high rate of  overlap with depression, generalized anxiety, panic 
attacks, agoraphobia, and using alcohol or drugs to  lessen the anxiety 
(Heckelman & Schneier, 1995). About half of  the people who struggle 
with social anxiety also experience another difficulty of this sort (Rapee, 
1995). 



ho Social Anxiety? 
Social anxiety is relatively common, affecting about 6 million people in 
the United States. Research has been conducted all over the world, so 
we know that social anxiety is least common in East Asia and most 
common in New Zealand. A study that was done very Close to home, in 
Winnipeg, told us that about 7% of people experience social anxiety 
(Stein, Walker, & Ford, 1994). Social anxiety is a little more common 
among women than among men in most places, except in Italy and New 
Zealand where men are more likely to experience social anxiety than are 
women from these countries. A good average is that for every three 
women who experience social anxiety, there will be two men who have 
the same experience. Often, more than one person in a family will 
struggle with social anxiety. We know from looking at  studies of twins 
that social anxiety comes partly from family genes and partly from life 
experience (Chapman, Mannuzza, & Fyer, 1995). One researcher 
estimates that about 30% of the cause of social phobia can be 
accounted for by genetics (Kendler, male, & Kessler, 1992; cited in Judd, 
1994). 

The lm~ac t  of Social Anxiety 
Whatever the symptoms that someone with social anxiety experiences, 
the common bottom line is that it affects life in a number of negative 
ways. Some people have built their lives around the limitations 
imposed on them by social anxiety: choosing a less satisfying job 
because it doesn't demand as much Contact with other people; 
remaining in a relationship that is no longer working because the 
thought of having to meet someone new is too frightening; having 
career dreams that remain unfulfilled because of the demands of the 
required training or interpersonal aspects of the occupation; living in 
poverty because of an inability to face entering the workforce; 
incorrectly being labeled a "snob" because of a fear of  being able to 
accept invitations to socialize; being unable to fully enjoy being a 
parenUbrother/sister/spouse in the way that one would like; and the l is t  
goes on. 

Here are some research findings that illustrate the impact of social 
anxiety. 

Social anxiety is associated with impairment in most areas of 
functioning (Schneier, Heckelman, Carfinkel, Campeas, Fallon, Gitow, 
Street, Del Bene, & Liebowitz, 1994). 

Over 90% of those with social anxiety said that it interfered with their 
career functioning (Turner, Beidel, DanCU, & Keyes, 1986; cited in Rapee, 
1995). 



Over 85% of the people in the same study said that social anxiety 
interfered with achieving their educational goals (Turner, Beidel, Dancu, 
& KeyeS, 1986; cited in Rapee, 3995). 

About 20°h of people with social anxiety are unable to work and thus 
collect disability or social assistance Uudd, 1994). 

More than 50% of those with social anxiety never complete high school 
Uudd, 1994). 

About 65% of people with social anxiety are single Uudd, 1994). 

About 20% of people with social anxiety are addicted to alcohol, and 
13% to drugs. In all, about 30% abuse alcohol or drugs Uudd, 1994). 

About 60% of people with social anxiety also have another problem like 
depression, panic disorder, or agoraphobia Uudd, 1994). Among people 
with social anxiety as well as another type of problem, about 16% 
attempt suicide a t  some point. This is striking when compared to a 
suicide rate of 0.9% in the general population Uudd, 1994). 

The research also tells us that most often, people experience social 
anxiety before they experience whatever other problem arises, for 
example, depression. This means that we may be able to point the 
finger a t  social anxiety, guessing that it had something to  do with the 
current experience of depression, or substance abuse, or whatever the 
case may be. Not only does the experience of social anxiety limit 
people's lives, i ts  impact reaches even further when it leaves the door 
open for other problems (Rapee, 1995). 

Often, people begin to notice socially based fears a t  a very early age. 
This early onset combined with unremitting symptoms that seldom 
disappear without treatment can result in many years of disability 
Uudd, 1994). 

Treatment for Social Anxiety 
Without treatment, social anxiety can be expected to persist for years 
or even decades (Clark &Wells, 1995). With treatment, those with social 
anxiety are generally able to return to productive personal and 
professional lives (Ross, 1993). 



We don't subscribe to a "sink or swim" philosophy. We Want to conduct 
a group that will best ensure that you will succeed, and throwing you 
into the "deep endn to see if you will swim is not the way to do that. 
That is not to say that treatment will be a breeze: anytime you are 
willing and ready to  engage in self-improvement, there will be 
challenges. This group is certainly no exception. You can liken it to 
beginning an exercise program: if you don't ever test the limits of what 
your muscles can do by venturing into your discomfort zone and lifting 
heavier weights, your muscles won't become stronger. On the other 
hand, if you decide to try and lift a weight that is too heavy before you 
are ready, you will injure yourself and suffer a setback. The bottom line 
is that to improve and grow you need to move outside your comfort 
zone. A t  the same time, moving too far outside your Comfort zone too 
quickly is as counterproductive as not moving at all. 

In general, there are three different types of treatments for social 
anxiety. 

-drugs (called pharmacotherapy) 
-treatment focussing on behaviour (called behavioural therapy) 
-treatment focussing on thoughts (called cognitive therapy) 

For the purposes of this discussion, we'll be looking at the last two: 
behavioural treatments and cognitive treatments. There is a high 
degree of overlap between these two treatments, and they 
compliment each other very nicely. 

a) Exposure. You'll be hearing the word "exposure" a lot during the 
course of this treatment, and exposure is the core of behavioural 
therapy for anxiety. Essentially, exposure means confronting real 
life situations that provoke anxiety. That might sound intimidating 
at first, but all exposure conducted in this group will be gradual and 
tailored to your own anxiety level. 

The reason you'll be hearing so much about exposure is that it has 
long been acknowledged as the single best treatment for anxiety 
(Heimberg & JUSter, 1995). 

Exposure generally involves two things: 
First, generating a list of situations in which you feel anxious and 
ordering them according to  difficulty. 
Second, beginning to gently place yourself in those situations within 
the limits of your anxiety (Heimberg & Juster, 1995). Again, all 
activities will be within the limits of your anxiety. That doe s NOT 



mean that you won't enter situations in which you feel anxious; 
rather, it means that you will not do things that terrify you. 

A n  example of how exposure treatment might work is to consider 
somebody who is anxious about eating in the lunchroom at work 
with coworkers. That person would design a program for herself 
that is gradual and specific t o  her level of anxiety. If her anxiety 
about the situation is 10/10, she would begin with a more modest 
goal such as looking a t  the lunch room door. If her anxiety about 
this situation is 5/10, she may begin with a more ambitious goal such 
as entering the lunchroom to  make a cup of tea. Either way, the 
ultimate goal is for her to stop avoiding the situation, and work step 
by step toward being able to  eat in the lunchroom with little or at 
least manageable anxiety. 

Research has shown us that exposure is effective a t  treating the 
symptom of avoidance of feared situations, of anticipatory anxiety 
occurring before entering the difficult situation, and of anxiety 
while in the situation. It also tells us that these benefits last longer 
than do the benefits of other types of treatment (Heirnberg & 
Juster, 1995). There are very few if any experts who disagree with 
the value of exposure treatment. The conclusion about exposure 
treatment is that we use it because it works. 

b) Social skills reminders 
When social anxiety was first recognized and professionals were 
looking for effective treatments, there was a great deal of emphasis 
placed on social skills training. The assumption behind this emphasis 
was that people were anxious about social situations because they 
didn't have the skills that would enable them to be successful 
(Heirnberg & Juster, 1995). That theory does not enjoy very much 
support at present, because most research done with people who 
have social anxiety shows us that while they do possess adequate 
social skills, they are simply too anxious to use them (Butler, 1985). 
Based on that, we have decided that the best route to go with the 
social skills question is to assume that people do have social skills, 
and that we need to relieve some of the anxiety that is preventing 
people from using their skills. Instead of doing formal social skills 
training, we'll be providing reminders of what you already know by 
discussing the components of a healthy and effective social 
interaction (Butler, 1985). 



Caan~t~ve T m  
. * 

Undoubtedly, thoughts play a very strong role in keeping social anxiety 
alive. Some authors even go as far as to say that social anxiety CAN'T be 
successfully treated without targeting thoughts (Butler, 1985). 

Some prominent researchers in the area of social anxiety have 
proposed that cognitions (which include thoughts, beliefs, and 
assumptions) contribute to a vicious circle that worsens the anxiety, 
which in turn bumps up the frequency and intensity of the negative 
cognitions. 

Examples of typical thoughts that function to feed the anxiety and 
make it worse are: 

"They can see how nervous I am" 
"Everyone is looking a t  me" 
"live got nothing to contribute" 

It is thoughts like these that cognitive therapy seeks to change. 

* *CBI Croup Only*" 
Imaclen, 

One of the most exciting aspects of this treatment is the addition of 
imagery. In order to  enhance some of the aspects of treatment t ha t  we 
know have worked for other people, imagery is being added to the 
treatment protocol. Using imagery as an intervention means that you 
will be mentaliy rehearsing a successful experience in an anxiety- 
provoking situation rather than predicting the worst. You're essentially 
going to learn how to direct a movie in your head. You'll be starring in 
this movie, and the best part is the plot: as the star, YOU are confident, 
competent, and successful in the target situations. In this way, you will 
mentally rehearse what it is like to be successful in situations in which 
you usually feel anxious. 

The reasons that imagery was chosen to Supplement the more 
established intewentions for social anxiety are fourfold: 
-First, social anxiety is made up of thoughts, behaviours, emotions, and 
physical feelings (Ost & Jansson, 19871, all of which may a t  once be 
targetted by imagew (Shames, 1996). 
-Second, those with social anxiety often mentally "rehearse" failure 
experiences before entering a social situation, all too often setting 
themselves up for failure (Clark & Wells, 1995). Imagery could help to 
combat this tendency. 
-Third, imagery has been shown to be effective with other problems 
that  are related to social anxiety: test anxiem (Sapp, 19941, 
communication anxiety (Ayres & Hopf, 19871, assertiveness training 



Uordan, David, Kahn, & Sinnott, 49801, and other performance activities 
like athletics (Liggett & Hamada, 1993). 
-Fourth, imagery is an inexpensive, noninvasive, easily learned, and 
nontoxic intervention (Nucho, 1995) that shows promise but hasn't yet 
been widely investigated. 

Review of the Treatment Plan 
So, why do you need to know all of this? 
First, because we wanted you t o  be informed about the state of 
research on something that is very meaningful t o  you, and second 
because you have the right to know that the treatment you will be 
receiving has been very well planned and researched. In our opinion, 
~ o u  are getting the very best treatment possible based on everything 
we know about social anxiety. 

***CBI Group Only*** 

We'll be working with an integrated combination of cognitive and 
behavioural techniques. Some of the techniques that we'll be using, like 
exposure, are very traditional, tried, and true. Other techniques, like 
the use of imagery, are more experimental but based on well-supported 
findings in the research literature nonetheless. 

We are using cognitive-behavioural treatment because it works. 

We are using imagery because we have many good reasons to 
believe it will work. 

+ Expectations for Homework 
HANDOUT: uHOHEWORK!n 
The success o f  your treatment relies very strongly on how much time 
you are willing to spend on homework. A recent study by Dr. David 
Burns at  Stanford University showed two things: 

First, that usually only 1/2 of  people complete assigned homework in 
therapy. 

Second, people that do complete homework assignments will 
improve MUCH more than people who simply attend therapy sessions. 

The more homework you do, the more quickly you will notice 
improvements. 

Each weel< we will make recommendations on how much homework 
you will ideally complete, but  the ultimate decision regarding how 



much effort you put in is yours. You get to choose how much you will 
improve over the next nine weeks by choosing how much homework to 
do. We will be keeping an ongoing record of your homework by 
photocopying your homework sheets every week. This is for the 
purposes of the research project. 

Self-report Assessment (lime 1 ) 
HANDOUTS: SOCIAL GNKIaTY QUESTIONNAIRES 
Remind participants that they are filling in a collection of 
questionnaires about their experience of social anxiety now, and then 
the same collection again a t  the conclusion of treatment so that we can 
make some statements about the efficacy of the treatment. Ask 
participants to complete their questionnaires in the group room, using 
the binder on their laps as a writing surface. Collect the completed 
questionnaires when participants are through. The following 
questionnaires will be completed: 

Social Phobia and Anxiety Inventory (Turner, Beidel, Dancu, & Stanley, 
1989). 

Brief Social Phobia Scale (Davidson, Potts, Richichi, Ford, Krishnan, 
Smith, & Wilson, 1991). 

Beck Depression Inventory (Beck, 1961). 
Social Coping Scale (Dobson, 1997). 

+ Homework 
For next session, participants are asked to bring an object from home 
tha t  has some meaning for them. This activity should be explained as 
fo Ilows: 

Everyone in the group has the experience of social anxiety in 
common, but there are many more aspects to all of you that 
make you unique. We would like you to bring an object that is 
meaningful to you in some way, and to re-introduce yourself to 
the group by telling us about the object and its significance. As 
always, you have the choice whether or not to participate in this 
activity. 

Bring a blank videotape for next session. 



sEsslQu 
(COGNITIVEBEHAVIOURAL IMAGERY / COGNITIVE-BEHAVIOURAL CROUP) 

Theme: Anxiety hierarchy and behavioural 
assessment. 

urposes: Facilitating group cohesion, laying the foundation for 
exposure and imagery treatment, and conducting the behavioural 
assessment. 

Tar-ts far C-: Comfort in the group, self-knowledge. 

-By the end of Session 2, 

Participants will feel more connected to each other 
and to the group setting. 

Agenda item: "Object 
Introduction." 

Participants will understand the idea of Subjective 
Units of Distress" and have personalized it by 
anchoring points on the scale to  their own 
experience. 

Agenda item: "Subjective Units of 
Distress." 

Participants will have a more detailed understanding 
of their own experience of anxiety having identified, 
rated, and elaborated upon the target situations 
which will form the basis for exposure and imagery 
experiences. 

Agenda item: "Anxiety Hierarchy." 
Participants will have established short and long-term 
treatment goals. 

Agenda item: "Goal Setting." 

+ Welcome and Check41 
As this is the first regular session, facilitators should explain that a 
weekly check-in will occur at the beginning of each remaining session. 
The check-in involves briefly sharing with the group how your week has 



gone, as well as how you are feeling in the moment. Group facilitators 
should model the check-in by going first. 

Overview of Session Agenda and Objectives 
HANDOUT: "SELF-ASSESSMENT" 

Object lntmduction 
~nvite all participants who are willing to show the group the object 
they've brought and explain why this object is 
significant/irnportant/special to  them, or what it can tell us about them. 

Sub~ective Units of Distress wolpe & Lazarus, 1966) 
HANDOUTS: "ANCHOR POINTS FOR MY SUBJECTIVE UNITS OF 
IBISTRESS", AND "CHARTING YOUR ANXIETY" 
Explain the following to participants: 
Subjective Units of Distress is a measure commonly referred to as SUDS, 
and reflects a rating of your anxiety at any given time. This will be an 
important concept when you are doing your exposure homework. We'll 
be using a scale of 0 - 100, and it's a good idea t o  anchor some of the 
points of the scale in your own past experience to  help you rate your 
anxiety. For example: (write this example on the flipchart) 

0 - Just waking up on a Saturday morning on which I have no 
commitments and have had a long, restful sleep. This is a state 
of absolute calm. 

50 - Attending an aerobics class for the f i rst  time. 
75 - Going for a job interview with an intimidating potential 

employer. 
100 - The worst anxiety I have ever experienced or could imagine 

experiencing - I am completely incapacitated. 

Ask participants to anchor their own SUDS scale on the worksheet 
provided. 

Regarding the upcoming behavioural assessment, have participants 
record their own "anticipatory anxiety level in terms of SUDS on the 
"Charting Your Anxiety" worksheet provided. 

Behavioural Assessment (lime 1 ) 
HANDOUT: "SOCIAL INTERACTION SELP-STATEIWENT TEST* (TO 
BE PROVIDED FOWWING THE ROLE PLAY) 
Staggered breaks can occur during the behavioural assessment, as th is  
activity is done individually. As soon as each participant has completed 
the behavioural assessment. thev will be aiven a c o ~ v  of the Social 



Interaction Self-statement Test (SISST; Glass, Merfuni, Biever, & Larkin, 
1982) to  fill out, The instructions on the SISST ask participants to rate 
the frequency of thoughts before, during, and after the heterosocial 
roleplay. 

Present the behavioural assessment task to the group as the first time 
they will be doing in-session exposure. Reaffirm participants' choice 
for participation. Options for participation are: 

-declining t o  Participate. 
-agreeing to  participate with the knowledge that they may 

terminate the activity at any time. 
-agreeing to  participate and seeing the activity through to its 

conclusion. 

The role play scenario is based on a heterosocial interaction, the format 
of  which has been used by other researchers (Beidel, Turner, & Dancu, 
1984; Turner, Beidel, Cooley, Woody, & Messer, 1994; Ost, Jerrelalm, & 
Johansson, 1981). 

Present the following instructions for the "in-session exposure": 
Pretend that you are on a "first date" with someone you don't know 
well. We want you t o  act as if the situation is really occurring. You are 
seated in a restaurant, have just ordered your meals, and are waiting for 
the food to  arrive (Beidel, Turner, & Dancu, 1985). It is up to  you to  
initiate the conversation, and keep it going. You may talk about 
whatever seems appropriate, as long it isn't the "task" you are 
performing. You are to continue this conversation for five minutes, or 
until you indicate to  the facilitator that you would like to  terminate the 
task. When your time is up, the facilitator will hold up a card that says 
I'stop". 

Facilitators need t o  do the following: 
-Instruct the confederate to  remain friendly but  neutral during the 
conversation, responding to the participants' efforts, but allowing 
the burden of the conversation to  rest on the participant (Beidel, 
Turner, & DanCU, 1985). 
-Monitor the confederate, and provide formative feedback between 
roleplays if necessary (Beidel, Turner, & Dancu, 1985). 
-Ask participants t o  rate their current SUDS immediately prior to  the 
interaction. Following the interaction, ask participants to rate 
current SUDS as well as to provide a retrospective rating of what 
their SUDS was halfway through the interaction. Record the ratings 
on the sheet on which the participants recorded their anticipatory 
anxiety at the beginning of the session. 
-Videotape the interaction. 



-Time the interaction for five minutes, and then hold up an index 
card that says, "stop". 
-Provide participants with a copy of the "Social Interaction Self- 
Statement Test" (Glass, Merluzzi, Biever, & Larsen, 1982). This is a self- 
report questionnaire designed to assess cognitions associated with 
social anxiety. 

+ Anxiety Hienrchy 
HANIBOUT: UANXIETY HIERARCHYn 
Explain the following to  participants: 
Creating an anxiety hierarchy involves listing the "top five" situations in 
which you experience social anxiety. The anxiety hierarchy will guide 
the homework you will do throughout group treatment. You will use 
the l ist  of situations on the hierarchy to  help you decide where to begin 
in your {imagery and) exposure homework. 

Although you may experience many types of anxiety, ensure that the 
situations on your hierarchy are specific to SOCW sit-. By social 
situations, we mean any situations with other people. This could be a t  
home, a t  the mall with strangers, a t  work, a t  a party with friends, or 
anflhing t h a t  involves being around other people. 

S t e ~  I: Listing the Top Five Anxiety-Provoking Situations 
We want you to order the situations on your hierarchy from least to 
most anxiety-provoking. This may be a difficult task, as many situations 
could be equally anxiety-provoking. Despite that, do your best to put 
the situations in order. The situation that is lowest, or least anxiety 
provoking, on your hierarchy will be the situation that you will f i r s t  
target in your homework assignments. By definition, the situation listed 
first on your hierarchy will likely have the lowest ratings for anxiety and 
avoidance. 

Allow the group approximately 10 minutes to work on th is  task. 

S t e ~  2: Breaking the Top Five Into Steps 
By breaking each situation on your hierarchy into steps, you will be 
better able to ensure that you are entering your discomfort zone in a 
safe and controlled way. Consider the example on your worksheet: this 
person doesn't plan to  march into the lunchroom, break out her 
sandwich, and engage her co-workers in conversation. This would 
surely send her SUDS up to IW!  Instead, she plans to approach her goal 
of eating in the lunchroom with co-workers in smaller, more 
manageable steps. When she can complete one step while ensuring her 
SUDS is not shooting into the nineties, she can add the next step to her 



routine. If she finds, while doing her exposure homework, that one of 
the steps is too big, she needs to cut it into even smaller steps. 

Allow the group approximately 10 minutes to work on th is  task, 

Step 3: Determining Themes 
Some tasks are difficult to practice repeatedly (8utler, 19851, for 
example, getting a haircut. You can only enter this situation so many 
times! To ensure that you are still able to complete some homework 
that is relevant to each task, it is helpful to consider the theme of the 
task. Let's review the example on your worksheet (review example 
provided). Let participants know that they are expected to complete 
this third step a t  home for homework. 

Ensure that there is time for participants to ask questions about this 
process. Participants will likely not complete all three steps for all of 
their top five situations. Encourage them to get the main idea, get 
their questions answered, complete as much of the task as they can in 
session, and then complete the rest a t  home. In the interests of time, it 
is recommended participants spend time in session working on Steps 1 
and 2, and that Step 3 be completed a t  home following in-session 
explanation, questions, and answers. 

0 Goal Setting 
IIANIDOUT: "GOAL SElTINGW 
Write on the flipchart: 'What task or activity could I do that would 
demonstrate to me that 1 was making significant progress in 
overcoming social anxiety?" 

Present the following guidelines for goal setting: 
'focus on the behaviour rather than the feelings. Eg. " I would like 
to initiate a conversation with a co-worker in the staff room" rather 
than " I would like to initiate a conversation with a co-worker 
without feeling any anxiety". 
*set a short-term goal (five weeks) and a longer term goal (ten 
weeks). The shorter term goal may be a step towards the longer 
term goal, or something completely different but less anxiety- 
provoking. 
*an effective short-term goal is one that is currently out of reach but 
imaginable. 
'an effective longer-term goal is one t h a t  currently feels as though 
reaching it would be a miracle. 



Allow participants five minutes to work on their goals, and then invite 
them to briefly share their five-week goal with the group if they are 
willing. 

4 Homework: 
Finish constructing the anxiety hierarchy, working through all 
three Steps. 

+ Seff-Assessment/Objectives 
Self-Assessment of the session and degree to which objectives were 
met. Refer participants to their "Self-Assessment worksheet, ask them 
to fill it in, and inform them that they will be completing a sheet like 
this one a t  the end of each session. 

+ Check-out 
Participants are instructed as follows: 
We will be doing a "check-out" a t  the end of each session. For check- 
out, you have the option of saying a few words about how you feel 
following the session, or how you are feeling in the moment. 
Facilitators should go first to  model the check-out. 



c 
SESSmm 

(COGNITIVE-BEHAVIOURAL IMAGERY GROUP) 

Theme: Imagery and i ts  use as an integrative 
intervention for social anxiety. 

-To define imagery and outline its relevance for social 
anxiety, and t o  provide instruction for its use. 

c: Thoughts, Behaviours, Affect, Physical 
Sensations. 

Obiectives: By the end of  Session 3, 

1. Participants will understand that most people are able 
t o  use imagery, that imagery is a powerful mental 
tool, and how imagery will be used in group 
treatment t o  address behaviours, thoughts, and 
feelings. 

Agenda items: "What is imagery?", 
"Expectations for Learning t o  Use 
Imagery", and "Imagery and Social 
Anxiew". 

2. Participants will be able to  attend to each of the 
sensory modalities when using imagery. 

Agenda item: "Imagery Practice 
Exer Cises". 

3. Participants will be prepared t o  conduct their own 
imagery experiences. 

Agenda items: "Guided Relaxation and 
Imagery", and "How to Formulate a 
Personal Imagery scenario Based on 
Your Anxiety Hierarchy". 

+ Welcome and Check-in 
From this session fonrvard, check-in and check-out will include a current 
SUDS rating. Ask participants to record their SUDS ratings now on the 
worksheet provided ("Charting Your Anxiety" - Provided in Week 2). 



Overview of Session Agenda and Objectives 
BANROUT: uSELF-ASSESSMENTn 

Review of Homework and Questions 
-Photocopy homework. 

What is imagery? 
Review the following information with participants, pausing for 
questions and comments as they arise. 

Imagery is a mind-related strategy for creativity, discovery, and 
problem solving (Rieber, 1995). E S S ~  tially, imagery involves creation by 
the mind of things that are not really present (Sapp, 1994). 

ho can do it? 
Everyone experiences imagery as a matter of course, and it comes 
naturally to all people. Most people experience imagery without 
thinking about it, so the trick is to learn to use it consciously and 
deliberately (Gawain, 1978). People experience imagery very 
prominently in dreams: sometimes it is difficult t o  believe that you 
actually created the scenes that you routinely observe in your dreams! 

The experience o f  creating imagery in a waking state is similar to the 
experience of dreaming, except you will be exerting conscious control 
and choice over the content of the images. You are the director! 

Everyone experiences imagery unconsciously, and the feat of learning 
to  produce it consciously is also learnable by evewone (Vissing & Burke, 
1984). A survey of  500 adults revealed that 97% could use imagery 
successfully (Matlin, 1989; as cited in Sapp, 1994). 

wer of rrnaaery 
There are many examples of imagery being utilized by some of the 
great minds of our time toward the end of making brilliant discoveries. 

Einstein used imagery to  work out problems in a nonverbal way, leading 
him to unde~tand  such things as the nature of the speed of light and 
other important concepts underlying his theory o f  relativity (Rieber, 
1995). 

James Watson was the scientist who contributed the conception of the 
double helix structure of  DNA, our genetic material. The use of imagery 
helped him formulate that idea (Rieber, 1995). 



The list o f  scientific discoveries that can be partially credited t o  imagery 
is a long one, but  the most striking thing that all o f  these discoveries 
have in common is how each of these great thinkers were able t o  grasp 
the solutions as a WHOLE (Rieber, 1995). The use of  images rather than 
words allowed these leaps f o w a r d  in understanding and creativity. As 
the saying goes, "A picture is worth a thousand words." What do you 
suppose this means? 

We are going t o  experiment with the power of this technique t o  treat, 
as a whole, the behaviours, thoughts, and feelings that go along with 
and help maintain social anxiety. 

Through use of  imagery, you can be as successful as you, the  director of 
the image, choose to be in any social situation. You can construct an 
image that will help you put together the thoughts, emotions, physical 
feelings, and behavioun that together make up a positive social 
experience. What makes this technique unique is that it allows you to 
focus on all of these aspects o f  an experience at once. Think of it as a 
sort of  mental rehearsal of a successful experience! 

Just as Olympic athletes have used imagery to  prepare them for 
executing complex gymnastic or ski jumping routines, you can use it to 
work towards executing a successful social experience. 

The benefits of  using imagery are many. 
You can control all of  the aspects of the situation you are imaging, 
which is not an option that is available t o  you in real life. 
You can repeat an imaginary experience as many times as you like, 
getting good practice each time, which is not always possible in real 
life te.g. entering a crowded room; saying hello to  someone who 
intimidates you). 
You can use imagery anywhere, not having to actually go t o  the site 
where the image takes place. 
Best of all, once you get better at using imagery, you'll be able to 
fool your mind and body into thinking that the experience you are 
imaging is actually occurring. This means that you get most o f  the 
benefit o f  actually having a S U C C ~ S S ~ U ~  social experience. 

How we will learn to use i m a m  
This evening, we are going t o  d o  a series of  practice exercises t o  help 
you become familiar with how to put all of your senses to work in order 
to make your mind and body feel that the image is as "realn as possible. 
Following the practice exercises, you'll be guided through a longer 



imagery experience to give you an idea of how you may use imagery a t  
home for homework. 

ons for learn 
A t  first, it will probably feel awkward and artificial to use imagery. With 
practice, you will likely proceed to where it almost feels as though you 
are directing an inner movie with your mind (Vissing & Burke, 1984). In 
fact, it is helpful for some people to pretend that they are projecting 
their imagery creation onto a blank white movie screen behind their 
closed eyelids. 

As you continue to practice using imagery, you will find that you are 
better able to fool both your body and your mind into believing that 
the things you imagine are actually occurring. That ability is the 
benchmark of effective imagery: both your body and your mind react 
in the same way they would if the imagined experience was really 
happening. 

+ Image y Practice Lrrercises 
Begin with some brief practice exercises to help participants become 
familiar with the experience of imagery. 

Explain the process to participants: 
First we'll use one imaginary sense at a time, beginning with sight and 
moving through the senses to sound, touch, and then an integrative 
experience using more than one sense at a time. 

The following three imagery practice exercises were taken from 
Fanning (1994) with minor revisions. 

1. Vision 
Imagine a black circle on a white background. Make the circle perfectly 
round, perfectly black. Make the background a pure, brilliant white. Let 
your interior eye move around the boundary between black and white, 
outlining the perfectly circular shape. 

Now change the cofour of the circle to red. Make it a bright, primary 
red. Keep the background a brilliant white. 

Let the circle fade out until it's barely a pink stain. Now let it fade out 
entirely. Replace it with a green triangle. Make the sides of equal 
length, with one side on the bottom and a point at the top. It can be 
any shade of green you want. Experiment until you get a colour of 
green you like: grass green, lime green, forest green, pine green, or 
whatever. 



Next, erase the green triangle and make an orange rectangle. Keep the 
sides straight and the angles a perfect 90 degrees. Make the rectangle 
narrower and longer. Keep thinning it out until you have a long, thin, 
orange line. Change the colour to black. Make it like a very thick black 
thread, stretched tight. Let the thread break in the middle and fly 
apart. 

2. Sound 
Make the shapes and colours go away. See a formless expanse of grey 
fog, or darkness, or whatever seems easiest to sustain. In this fog or 
darkness, you can see nothing. You can only hear. First, imagine you 
hear your phone ringing. Concentrate on hearing the exact tone, the 
exact duration of the ring, and the exact interval of silence between 
rings. Let it ring ten times, then stop. Hear a dog barking in the 
distance, with the sound travelling through the air of a lazy summer 
day. The dog quiets, and you hear one single note on a piano. Hear it 
struck loudly and sustained until it gradually fades away. Now hear the 
scale: do, re, mi, fa, so, la, ti, do. Run the notes up and down the scale. 
Now hear a simple melody - "Oh Canada". Next, hear someone you have 
a good and trusting relationship with say your name in a loving tone. 

3. Touch 
You cannot see or hear. You are in a visual and auditory fog, cutting off 
and deadening all sight and sound. You can only feel, and this is safe 
and comfortable for you. Imagine that you are sitting in a wooden 
chair. Feel the firm support and the hardness of the chair back. It 's 
smooth and slightly cool against your buttocks, legs, and back. 

Reach out with your imaginary hands and feel a smooth wooden 
tabletop in front of you. On it, find a small marble and pick it up. Roll it 
around in your fingers and feel how hard and perfectly spherical it is. 
Notice that it 's cool when you first pick it up, and then it warms in your 
hands. 

Put the marble down and find a piece of sandpaper on the table. 
Notice that it's thin and flexible. Rub your finger over the sandpaper 
surface and feel how gritty and rough it is. 

Put the sandpaper in your right hand and with your left hand pick up a 
small piece of thick velvet, about six inches square. Really feel the 
contrast between the sandpaper and the velvet. Rub them gently 
against your cheeks and study the textural differences. 



Now put the sandpaper and the velvet down and pick up a rubber 
band. Stretch it and feel the resistance. Wrap it around your fingers. 
Flip it off into space. 

Suddenly you have switched locations, and you are sitting on a park 
bench. Feel the sun on your face and arms. Notice that  the wind is 
blowing and the air feels just a little chilly. Reach out and feel the slats 
of the bench. Feel the painted wood, smooth with wear and warmed 
by the sun. 

It's getting colder. It's starting to rain. Feel the first few drops on your 
face, cold and wet. Reach out and grab your umbrella. Open it, 
concentrating on the feel of where you put your hands and how the 
mechanism feels as you work it. 

Turn off the rain, the sun, the park bench, and return to this room 
when you're ready. 

4. SerlSe lnteqration 
Imagine walking through a citrus grove. You feel the warm sun on your 
face, and are enjoying the peaceful quiet of your walk, the quiet which 
is only occasionally interrupted by a soft bird call in the distance, and 
the sound of the wind whispering through the leaves on the trees. The 
sun is radiant just now, and although you are enjoying its warmth you 
find yourself wishing you had remembered to bring your sunglasses to 
dim the glare. 

You notice one tree ahead of you that is particularly heavy with fruit, 
and you can't resist plucking one of the large, heavy lemons from the 
branch to help relieve the tree of its burden. You feel the dimples on 
the lemon, notice the weight of it in your hand, and feel that it is 
slightly warmed by the sun which only enhances the fresh smell 
emanating from it. 

You take out your pocket knife and slice the lemon in two. The scent of 
lemon immediately floods your nostrils, and your mouth begins to 
water a t  the fresh tart scent. Because the fruit is  so ripe and plump, 
some of the juice drips onto your fingers, and you feel the wetness. 

Knowing the juice will be tart, but wanting to taste it anyway, you put 
the lemon to your lips and squeeze some of the juice from the pulp 
onto your tongue. Your taste buds respond as you knew they would, 
and you salivate as the juice runs across your tongue. You wipe your 
chin while sti l l  tasting and smelling the lemon juice. 



Briefly discuss the imagery practice exercises with the participants. 
What was the experience like? Were participants able to create vivid 
images? Did participants find that imagery involving one sense or 
another was more vivid? Did they find that their bodies responded by 
salivating at the thought of the lemon juice? Is the ability of  imagery 
to fool both mind and body clearer t o  participants after this 
experience? 

+ Guided Relaxation and Imagery 
The purpose of this initial guided imagery experience is fourfold: 
-To provide an approximation o f  how homework imagery may be 
conducted, by creating an imaginal "scene". 
-To illustrate how imagery may include thoughts, behaviours, physical 
sensations, and emotions. 
-To provide material for discussion of the essential components of 
imagery. 
-To briefly and indirectly address the self-esteem of participants. Self- 
esteem is an appropriate focus t o  be used as an example as it is more 
broadly applicable than a specific phobic situation. 

The author describes this imagery experience as one that allows an 
individual t o  create a scene in which one's behaviour shows that "you 
are worthy instead of unworthy, confident instead of doubtful, secure 
instead of anxious, cheerful instead of depressed, self-loving instead of 
self-hating, outgoing instead o f  shy, attractive instead of ugly, capable 
instead of helpless, good instead of bad, proud instead of guilty, and 
self-accepting instead of self-critical" (p. 167). 

When guiding participants through the imagery, be mindful o f  
comfortable timing, allowing pauses for participants to  fully imagine 
what you are suggesting. 
Lead participants through a relaxation procedure, followed by Fanning's 
(1994) "Self-Image Visualization" with revisions as follows: 

Imagine that you've just awakened from a peaceful and restful night's 
sleep, and you are taking a shower. Feel the warm, wet water gently 
massaging your back and running down your body. Hear the sound of 
the running water. Smell your favourite soap and shampoo as the 
water removes anything that you would like t o  see run down the drain. 
You are left feeling invigorated, warm, and loose, and you luxuriate in 
those pleasurable feelings. You tell yourself, "I deserve to enjoy this." 
Enjoy the sensation of feeling clean all over, feeling new and refreshed. 



Now you're out of the shower and dried off. You're getting dressed in 
your favourite clothes. See the colours of the clothes, and smell the 
freshness of the fabric softener. Feel the textures as you slowly draw 
on each article of clothing. Tell yourself, "I deserve nice things. I 
deserve to feel good." 

Go to the mirror. Admire your clothes. See how nice you look in them, 
Stand up straight. Notice with pleasant surprise that any usual aches 
and pains are gone a t  this moment, Tell yourself, "I look fine." Smile a t  
yourself in the mirror. Actually feel the muscles in your face form the 
smile. Gaze at yourself smiling and notice how much more open and 
relaxed you look when you smile. When you see parts of your 
appearance that you don't usually like, notice that they seem less 
dominant, less important. If a self-critical thought comes to mind, 
shrug your shoulders and let it pass. Tell yourself, "I'm actually okay just 
as I am." 

You go into the kitchen to prepare a simple dish for yourself, 
something delicious and good for you. It could be a salad, some soup, 
or a sandwich. Take your time and enjoy the process of getting out the 
ingredients, slicing bread or vegetables, warming up the soup, 
arranging things on the plate. Tell yourself, "I deserve to eat well." See 
the colours, feel the temperatures and textures, smell the enticing 
aromas. Admire the dish you have made for yourself. Tell yourself, "I 
am good a t  this." 

Ea t  the food, sitting quietly a t  the table and taking your time. Linger 
over each bite, really tasting and savouring the delicious food you have 
made for yourself. When you're finished, experience how full and 
comfortable you feel, how nourished and a t  peace with life. Let a 
feeling of contentment and well-being steal over you. Tell yourself, "I 
love myself, I take care of myself." 

Clean up after yourself. As you are cleaning, you accidentally drop a cup 
or a plate and break it. Tell yourself, "Oh well, it's no big deal." If 
derogatory labels pop into your mind like "stupid" or "Clumsy" or "bad", 
cut them off and shrug your shoulders. Tell yourself, "I always do the 
best I can." 

NOW, get ready to leave your home. You are going for a leisurely walk. 
Go outside and stroll down the street. It's a sunny day, warm and 
pleasant. Enjoy the feel of your muscles moving, your lungs breathing 
the fresh, pure air, the warmth of the sun on your shoulders. Notice 
how bright and crisp and clean everything looks. Hear the Sounds of 



birds, a dog barking in the distance, cars going by, music playing on a 
radio somewhere. Tell yourself, "I can enjoy the simple things in life." 

See someone walking toward you, a stranger or someone you vaguely 
recognize but don't actually know. The stranger catches your eye and 
smiles at you. You nod and flick your gaze downward, breaking eye 
contact. Feel the little flutter in your chest, the little sinking feeling or 
chilling jolt of adrenaline that you usually feel and call shyness or social 
anxiety. 

Now see another stranger approach. Again the stranger meets your eye 
and smiles. This time, maintain eye contact and give a small smile in 
return. Tell VOUEelf, "I am willing t o  take risks." 

Once more, see another stranger approach and smile at you. This time, 
maintain eye contact, smile widely, and say loudly and clearly, "Hi, how 
are you?" Notice that the stranger looks pleased that you have 
acknowledged him or her. Continue walking down the sidewalk, smiling 
slightly t o  yourself. Tell yourself, "I am outgoing and confident." 

Now, remember where you are and what this room looks like. When 
you are ready to  return to  this room, open your eyes. 

Allow participants a few moments to  quietly become present again, and 
then invite them to briefly reflect on this experience with the group. 

+ How to Formulate a Personal lmagery Scenario Based on Your 
Anxiety Hierarchy 
BANDOUTS: UCREATING YOUR OWN IMAGERY EXPERIENCEw, 
AN]) &IMAGERY EXPERIENCESn 

For this discussion, review the essential components of the 
corresponding handout on formulating an imagery scenario. Review 
also how t o  complete an imagery experiences worksheet. 

+ Homework: 
HANDOUTS: "IMAGERY VIVIDNESS SCALEn AND "SOCIAL S K l W  
INVENTORY" 

daily imagery practice based upon the anxiety hierarchy, utilizing 
imagery worksheets to  record the experience 
complete the Imagery Vividness Scale 
view your videotape from Session 2 and rate yourself on the 
"Social Skills Inventory" worksheet 



+ SeIf-Assessment/Objectives 
Self-Assessment of the session and degree to which objectives were 
met. 

Check-out (SUDS rating). 



B 
SEssWu 

(COGNITIVE-BEHAVIOURAL GROUP) 

P 
S E s S m u  

(COGN ITIVE-BEHAVIOURAL IMAGERY GROUP) 

Theme: Cognitive aspects of social anxiety. 

Purnose: To provide a cognitive model of social anxiety, forming the 
basis for the introduction and assignment of cognitive interventions. 

a: Tho~ghhtS to Behaviours, Affect, Physical 
Sensations. 

ves: By the end of Session 3 (51, 

1. Participants will understand the extent to which 
cognition influences and maintains social anxiety. 

Agenda item: "Introduction to the 
Importance of Cognitions in Social Anxiety". 

2. Participants will understand the connection between 
maladaptive cognitions and their behavioural, 
affective, and physiological consequences. 

Agenda items: "The AnxieN Program", 
"Cognitions in Action: Feeding the Anxiety 
Program", and "Group Discussion: What Did 
YOU Notice About LUCY'S Story?" 

3. Participants will have personalized the connection 
between cognitions and social anxiety by identifying 
how their own cognitions may be contributing to 
social anxiety. 

Agenda items: "What Can We Learn From 
Lucy?", and "How About You?" 

4. Participants will be prepared to replace maladaptive 
cognitions with facilitative ones. 

Agenda item: 'Choking the Anxiety Program". 



Welcome and Check-ln 
From th is  session forward, check-in and check-out will include a current 
SUDS rating. Ask participants to record their SUDS ratings now on the 
worksheet provided ("Charting Your Anxietyn - Provided in Week 2). 

Session Agenda and Objectives. 
HANDBOUT: "SELF ASSESSMENT" 

Review of Homework and Questions. 
-photocopy homework 

Introduction to the importance of Cognlons in SociaJ Anxiety 
Review the following information with participants. 

Cognitions appear to play a very important role in social anxiety. 
Cognitions are thoughts, assumptions, beliefs, and interpretations 
(Write the definition of cognitions on the flip chart). 

Most people with social anxiety want to  make a good impression on 
others, but doubt their ability to do so. What that boils down to is that 
social anxiety is based on two very important cognitions: 
1. That  I am a t  risk of doing something foolish or unacceptable. 
2. That this behaviour will cause other People to think badly of or 

reject me. 

Once these beliefs are "switched on" by an anxiety-provoking situation, 
they in turn set off the "anxiety program". 

The Anxiety Program 
BANDOUT: 'THE ANXIETY PROGRAM" 
Review the following information with participants. 

The "anxiety program" is a collection of emotions, physical feelings, and 
behaviours that were, once upon a time, very useful in helping us 
survive. This program is the same one that helps us deal with life- 
threatening emergencies, and has been called our "fight or flight 
instinct (outlined in Barlow. 1988. D. 3). 



We feel afraid, we release adrenaline to put our bodies on alert, and our 
hearts pump more blood away from our extremities and into our 
muscles, we breathe rapidly to provide oxygen to our quickly 
circulating blood, our mouths are dry because energy is being directed 
away from digestive processes and toward where it is needed most, our 
pupils dilate so that we may have a better view of what is going on. 

All of these processes combine to help us either run from or fight the 
source of the danger. In our distant past, th is  instinct was a great deal 
more useful than it is now. The "fight or flightn instinct served us well in 
combatting the sabre tooth tiger we may have discovered sleeping in a 
cave, but in the present day lives of humans, the threats we face are 
seldom as immediate and dangerous as a grumpy tiger with a good 
appetite. As such, the anxiety program which is left over from our 
distant past isn't often appropriate. Instead of helping us, the anxiety 
program most often interferes with our ability to function. 

Experiencing the emotions, physical feelings, and behaviours of the 
anxiety program often leads people into negative cognitions as they 
interpret what their bodies are doing. When they feel the arousal from 
the adrenaline, notice the pounding heart, and feel their mouths 
getting dry, they often take it as an indication that they are really losing 
it, that they are in the thick of the anxiety and it will Only get worse, 
and that everyone can see how anxious they are. 

The anxiety program is set off by cognitions in the first place, and it 
helps to generate more cognitions which in turn continue to feed it 
and make it increasingly powerful. 

Refer to the following circular diagram included in the handout: 

Social Situation--, Bsic 8elW -+ Anxietv P r o w  + Open Door for 
I will do Emotions More Ne- 
Something Physical feelings 
Foolish and Behavioun 
Be Rejected 

+ Cogniaions in Action: Feeding the Anxiety Program 
HANDOUT: uLUCY'S STORY" 
Review the following information with participants. 



Lucv's Stow 
Here is an example of how cognitions feed the anxiety program, and 
the anxiety program feeds the cognitions. (Have participants, if willing, 
read a "chapter" of Lucy's story aloud.) 

Lucy's story is an example of a woman going to a party, and it shows 
how cognitions can feed the anxiety program to result in negative 
consequences (example written bv the researcher, based on cognitive 
contributions to social phobia outlined by Clark &Wells, 1995). 

Lucy's new neighbour invited her to a party at his home. While She 
dressed and got ready, she recalled other parties a t  which she had 
become very anxious, so anxious that She had to leave. As these images 
passed through her mind, she began also to imagine herself at the party 
which she was about to attend. In her mind, she saw the wine spilling 
from her glass because her hands had been shaking too much. She 
imagined the guests whispering t o  each other, wondering where the 
neighbour had dug up this woman named Lucy and what business she 
had even being there. She envisioned the host asking her to pour 
herself some more red wine, and then spilling the whole bottle on the 
white rug as she tried to do so. Lucy pictured the looks of contempt on 
everyone's faces as she left the party, feeling humiliated and rejected. 

Facilitators: Notice the following aspects of Chapter I 
-Anticipatory anxiety 
-Negative images (picturing failure, looks of contempt 

on other's faces 
-Recalling past failures 
-Negative preparation rather than positive (devoting 

energy to past and anticipated failure) 

Chapter 2: "Lucy Arrives: Her Perspective 
Because I rarely avoid the situations that make me so anxious, but 

get through them even though they feel like torture, I decided to go to 
the patty. I guess I had begun "sabotaging" my evening well in advance, 
because I was already feeling very anxious when I got to my neighbour's 
home. As my new neighbour introduced me to other guests a t  the 
party, I could feel the blush creeping over my cheeks. This convinced 
me that my wont fears would come true, and I remember telling 
myself, "I am making a fool of myself, and everyone can see how 
anxious I am." I also knew tha t  this was Only the beginning of the 
disastrous evening, and just as I predicted, my heart began to race. I 
interpreted this to  mean that I was really losing control at that point. I 
felt I had to appear smart, witty, and charming or else I would be a 



complete failure. When people see how anxious I get, I believe they just 
think I'm weird and can't wait to get as far away from me as possible. I 
thought to myself, "I am the centre of attention right now", and found 
myself wishing the floor would open and swallow me up. 

Facilitators: Notice the following aspects of Chapter 2 
-Focussing on the symptoms of the anxiety program 

(blushing, racing heaft, perspiring) 
-Choosing a negative interpretation of physical feelings 

tracing heart means I'm losing control) 
-Having Overly high expectations of self and thinking in 

extremes (1 need t o  be smart, w im,  and charming 
or else I'm a failure) 

-"Mindreadingw - interpreting what others might think 
-Mistakenly assuming she is the centre of attention 

Chapter 3= 7he Neip/r&o#dr's Pe#pectfvee" 
I had been looking forward to meeting Lucy, the pleasant looking 

woman from across the Street, as she is the only person in the 
neighbourhood I hadn't really talked with yet. I invited her and some 
others from our street over for a Friday night get-together. Lucy 
arrived, and I was glad she had been able to  make it. She brought a 
plate of appetizers that looked great! She seems to be someone I 
would really like to get to know better, and I hope we can be friends. I 
introduced Lucy to several people before taking the appetizers to the 
kitchen to heat them up. 

Chapter 4- 7he Perspective of Another Guest" 
An attractive woman named Lucy came to  the party tonight. Our 

host introduced us, and then left us to get to know each other. 
Although I smiled and tried to initiate a conversation, she seemed very 
preoccupied, not seeming to hear what I said. This indicated to me that 
Lucy wasn't all that interested in me, as she didn't respond very warmly 
and didn't even look a t  me when I spoke. She looked almost as though 
she thought she was "too good" for us. She has lived on our street for 
almost a year, and although I have seen her around, she has never 
acknowledged that I exist. Everyone else was engrossed in 
conversation, so I turned to someone else who seemed to be more 
interested in talking with me. 

Chapter J= "l ucy Rentaims at the P a w  #'ef Pe/rpectivem 
Our host didn't want to be stuck with somebody like me the whole 

night so he introduced me to this fellow, then be was stuck with me. I 
tried to have a conversation with him, but I felt on display as though 
everyone a t  the party was looking a t  us. I st i l l  felt really shaky, and my 
heart was pounding. I'm sure the other guest wondered what was 



wrong with me, sitting there trembling like that. I felt sorry for him! I 
couldn't even look at him, because I knew he could see how anxious I 
was. He must have taken pity on me, because he seemed so bright and 
friendly, and here I was with nothing at all to add to  the conversation. 
Just as I thought, he took the first opportunity to escape my pitiful 
attempts at talking with him. After spending only a few minutes talking 
with me, he had already decided that he didn't like me. He turned away 
to speak with someone else, leaving me sitting there feeling pathetic, 
rejected, and conspicuous. My hands continued to shake, I couldn't get 
the sound of my own pounding heart out of my ears, and wont of all I 
thought I was beginning to sweat! Thankfully it was almost time for 
dinner, which momentarily took the focus off of me and the fool I was 
making of  myself. My anxiety was getting worse and worse, until I could 
think of little else. 

Facilitators: Notice the following aspects of Chapter 5 
-Negative interpretation of ambiguous situations and 

reactions (the host didn't want to be stuck with 
me; the other guest spoke to  me out of pity) 

-Negatively evaluating self (I had nothing to add to the 
conversation; I was making a fool of myself) 

-Focussing on her own symptoms rather than on the 
situation 

-Ignoring or misinterpreting the cues that other people 
gave her (not realizing that others had initially 
evaluated her favorably, smiled a t  her, 
appreciated the appetizers, etc.) 

-Assuming that all can see exactly how anxious she is 
-Overestimating how her symptoms look to others 

Chapter 6: The aPOStntHent",r =After the ?!,am - Lucy's 
PerspeCrivea 

I came home from the party and climbed into bed. Instead of going 
to sleep, I reviewed the whole evening in detail, replaying it over and 
over in my mind. Each time I replayed the events of  the evening, I felt 
even more disgusted with myself. Although I didn't feel anxious after 
leaving the party, the anxiety gave way to shame about how I had 
acted. While at the party, I was paying more attention to  my pounding 
heart, sweaty face, and shaking hands so that I didn't have time to think 
as much about how I had acted. Now a t  home in bed, I had plenty of 
time to think about how foolish I had really looked, what my 
neighbours must think of me, and how it would be difficult to run into 
them on the street after making such an idiot of myself. In hindsight, 
there was no indication at all that they were glad to  meet me, so I'm 
left to assume that I made a terrible first impression. I spent most of 
the night outlining all the reasons why I was such a failure at the party. 



Facilitators: Notice the following aspect of Chapter 6 
-Continuing to evaluate herself negatively even after the 

Pam 

Group Discussiocl: What Did You Notice About Lucy's Story? 

Draw attention particularly to aspects of each chapter which are noted 
above, negative images, mindreading, differing interpretations, high 
expectations, and assumptions of being the center of attention. 

Point out also the model of the anxiety program as it pertains to Lucy: 
*Fear of being rejected before she even arrived a t  the party fed her 
anxiety program so that she was anxious prior to getting to her 
neighbour's house. 
*The anxiety program led Lucy to make the interpretation that she 
really was "losing it" after she arrived a t  the party. 
*The interpretation that she was "losing i t  in turn fed the anxiety 
program even more. 

What Can We L w n  From Lucy? 
Review the following points with participants. 

When a socially anxious person is busy paying attention to the 
physical sensations, emotions, behavioun, and thoughts related to 
the anxiety program, she is not paying attention to the situation 
itself and the other people involved. She isn't fully paying attention 
to the words and nonverbal messages of others, the demands of the 
situation, and the expectations that others have for her 
participation in the situation. 

When the anxious person is paying attention to his own anxious 
thoughts and feelings and not noticing what is going on in the social 
situation, he is never able to prove his own fears wrong. if others 
are responding positively to him, he won't notice because he is busy 
assuming they will not like him. If others are genuinely concerned 
that he is suffering, he won't notice because he has already decided 
that they think he is weird and will Want to avoid him. This is one of 
the ways in which internal avoidance or having an internal focus 
prevents people from benefiting from exposure (Butler, 1985; Clark & 
wells, 1995). 

One of the most common behavioural symptoms of anxiety, 
avoidance, also prevents a person's worst fears from being proven 
wrong. Remember, one of the functions of exposure (the opposite 



of avoidance) is to disprove negative expectations (Foa & McNally, 
1 996). 

When the anxiety program is activated, the socially anxious person 
isn't able to  use his natural abilities such as expressing interest in 
other people, listening to what they have to say, and telling othen 
about himself. It is likely that others will interpret his behaviour to  
mean that he is not very friendly, and that will change the way in 
which they respond to him. The effect of this is that sometimes the 
socially anxious person's fear of rejection comes true. This creates 
the unfortunate situation in which the experience of anxiety actually 
alters the situation such that what may have been a rewarding 
experience turns into a negative self-fulfilling prophecy (Clark & 
Wells, 1995). 

Even when others do not become distant when interacting with the 
socially anxious person, she is not as well-equipped to determine 
how othen are responding to her. This is because socially anxious 
people avoid doing some of the things that help us learn more 
about how others view us, for example making eye contact or asking 
for a reaction to some personal information that has been shared 
(Clark & Wells, 1995). 

The interaction between all aspects of the anxiety program form a 
vicious circle: when either the physical feelings, the cognitions, the 
emotions, or the behaviours get stronger, it feeds all of the other 
aspects which in turn also become stronger. 

+ How About You? 
What are some of the typical cognitions that feed your anxiety 
program? 
Brainstorm some typical cognitions, querying their consequences. The 
following typical cognitions may be utilized to stimulate the discussion. 

Thouahts 
I'll look foolish. 
They think I'm stupid. 
I'll get my words wrong. 
They don't like me. 
Everyone is looking a t  me. 
I don't belong. 
I'm losing it. 
I'm being boring. 
I'll lose control of my hands. 
This is terrible. 



They can see how nervous I am. 
I've got nothing to contribute. 

Assumptiom 
Unless I appear calm and collected people will reject me. 
I must be witty and interesting or people won't like me. 
Everyone will stare a t  me if I don't act normally. 
I can't be happy unless everyone likes me. 
If it goes badly it's my fault. 
Nobody I like would like me. 
If i am alone I'm bound to be unhappy. 
I have to do things right in order to be acceptable. 
if others want to  know me they'll let me know. 

Beliefs 
I'm vulnerable. I'm inferior. I'm unacceptable. 
I'm weird. l'm ugly. I'm different. 
I can't change. I'm unlikable. I'm stupid. 
I'm boring. I'm inadequate. 

+ Choking the Anxiety Program 
HANDOUTS: UHELPFUL COGNITIONSn AND "EXAMPLES OF 
HELPFUL COGNITIONSn 
What are some typical cognitions that choke your anxiety program? 
Brainstorm some alternative cognitions and have participants write 
down the ones that appear useful to them. The following examples can 
be handed out and used as a catalyst for discussion. 

The following examples were created by the researcher. 
I am safe. 
I have never yet lost control because of anxiety. 
I need to focus on the other people, not my own anxiety. 
I am interested in getting to know this person, and she is probably 

interested in getting to  know me. 
My opinions are just as valuable as anyone else's. 
My anxiety is more likely to shrink if I am honest about it. 
It is a more effective strategy for me to accept my anxiety and i ts  
symptoms rather than fighting it. 
These people are absorbed in their own lives; they aren't looking a t  

me. 
There are many ways to interpret this situation. 
I need to stop mind-reading. 
Perhaps this person is having a bad day. 
I need to check out my assumptions. 
I have good social skills, and I need to remember to  use them. 



I am interested in other people, and I will try to show them that. 
I am getting good at this. 

The following examples were taken from T h e  ReSQurce Book f o ~  
(Bernard & Wolfe, 1993). 

A pounding heart may be uncomfortable, but it isn't dangerous. 
I hope to be accepted by certain people, but I don't need it. 
It would be unfortunate to get rejected and I would hardly like it, 

but it's not the worst thing that could happen in life. 
I don't need to evaluate myself according to someone else's taste. 
It's disappointing to converse poorly, but it's no measure of my 

worth as a person. 

The following examples were taken from Fanning (1994). 
Other people are just as nervous as I am. 
I can concentrate on being here, now. 
Ten years from now, what will it matter? 
Relax the jaw, lower the shoulders. 
MV body is just preparing to fight or flee. 
Wait it out. 
I am okay just the way I am. 
I always do my best, considering the circumstances. 
I allow myself to make mistakes. 
I have compassion for myself and others. 
That's just the anxiety (depression) talking. 
I can contribute to  the conversation. 
They're worried about their own images, not mine. 
I can always talk about my shyness. 

4 Homework: 
"*For Session 3 CB Croup: 

Keep track of your own cognitions and how they affect 
your anxiety program (journal style homework). 

***For Session 5 CBI Group: 
Anaverageof 15minutesdailyexposure 
Imagery practiceoncedaily 
Keep track of your own cognitions and how they may feed 
or choke the anxiety program (journal style homework) 
Incorporating cognitions that choke the anxiety program 
into exposure and imagery 

+ Selfevaluation / Objectives 

4 Check-ut (SUDS rating) 



G - 
(COGNITIVE-BEHAVIOURAL IMAGERY 1 COGN ITIVE-BEHAVIOURAL CROU PI 

Theme: Exposure instruction. 

purpose: TO inform participants about and instruct them in the use 
of exposure. 

Targets far C m :  BehaViOUn to Thoughts, Affect, Physical 
Sensations. 

ives: By the end of Session 4. 

1. Participants will understand that successful exposure 
requires that  they remain in the situation until their 
anxiety declines, without using safety behaviours. 

Agenda items: "What is Exposure" and 
WOW Does Exposure work?" 

2. Participants will understand that  avoidance can be 
behavioural or internal. 

Agenda item: "How Does Exposure 
Work? (Internal Avoidance)" 

3. Participants will understand the connection between 
exposure and the thoughts associated with social 
anxiety. 

Agenda item: "How Does Exposure 
Work? (Prove it to Yourself!)" 

4. Participants will understand that there is an optimal 
level of anxiety for effective exposure, and relate this 
idea to their "Subjective Units of Disturbance". 

Agenda item: WOW Does Exposure 
Work? (How Much Anxiety is Good 
Anxiety)". 



5. Participants will be prepared t o  construct their own 
exposure plan based on the Anxiety Hierarchy. 

Agenda item: "Conducting a 
Personalized Exposure Plan (Deciding on 
a Weekly Coal, Specifying Assignments, 
Manageable Steps, Outs and Crutches, 
HOW Much Exposure?, Exposure is Most 
Effective When.. -1". 

6. Participants will understand the distinction between 
avoidance and an "ou t .  

Agenda item: "Conducting a 
Personalized Exposure Plan (Outs and 
Crutches)". 

+ Welcome and Check-in (SUDS rating) 

+ Ovemew of Session Agenda Objectives 
IiANUOIlT: "SELF-ASSESSMENT" 

+ Review of Homework and Questions 
-collect Imagery Vividness Scale (FOR CBI GROUP) 
-collect Social Skills Inventory 
-photocopy homework 

+ Anxiety Hierarchy 
HANDMDUT: "ANXIETY HIERARCHY SESSION 4" 
Every second week throughout group treatment, participants will be 
asked to reexamine the situations listed on the anxiety hierarchy. Each 
reexamination involves having participants l ist  their CURRENT top five 
anxiety-provoking situations, rating them for anxiety and avoidance. 
The current top five may be the same as the original five situations 
listed on the anxiety hierarchy, or they may differ. After listing the 
current top five anxiety-provoking situations, participants are asked if 
there are any situations on their original anxiety hierarchy not listed on 
the current list. If so, participants can add the missing situations to 
their lists, giving them a new and current rating for anxiety and 
avoidance. This procedure will be repeated in Sessions 6 and 8, such 
that participants will first list their top five anxiety provoking situations, 
rate them for anxiety and avoidance, and then add any situations 
previously listed in a top five list giving them new ratings for anxiety 
and avoidance. It is not expected that participants will change their 



direction with regards to homework assignments midstream, but rather 
that they provide information about the current state of their phobic 
triggers. 

+ What is Exposure? 
HANDOUTS: WAFETY BEBAVIOURS AND INTERNAL 
AVOIDANCE", AND UEFFECTIVE EXPOSURE" 
Review the following information with participants. 

Exposure is a simple technique that involves placing yourself in 
situations in which you feel anxious, and if the situation allows, 
remaining there until your anxiety begins to fall (Marks, 1981). Despite 
how simple exposure is, it is widely acknowledged as the most effective 
treatment for anxiety (FOa & McNally, 1996). 

How Does Exposure Work? 
Review the following information with participants. 

Often, people make dire predictions about what might happen in an 
anxiety-provoking situation. They catastrophize, and imagine the worst 
possible outcome. They develop expectations that terrible things will 
occur in the situation, and either don't stick around long enough to 
disconfirm those expectations, or stay with the situation but use what 
we call "safety behaviours" (Butler, 1985; Clark & Wells, 1995; Foa & 
McNally, 1996). 

Safety behaviours are those behaviours that people engage in to put 
themselves more a t  ease and control their anxiety. Usually, engaging in 
these behaviours is based on the mistaken belief that it is the key 
ingredient in keeping anxiety under control. People assume that 
without the behaviour, they surely would not be able to  maintain 
control of the situation. 
Examples of safety behaviours are: 

taking an "as needed" anti-anxiety medication before going out 
avoiding eye contact 
not speaking 
taking a trusted friend along 
gripping the coffee mug very tightly to avoid shaking 
being the person who helps out with the food or the clean up to 
minimize having to talk with other people 
always having a bottle of water along so that lulls in the 
conversation can be filled with drinking 
letting the mind wander elsewhere 
pretending that you are in a different situation 



being a passive rather than an active participant 
..... and a multitude of other safety behaviours. 

ternal Avoidance 
People often tell us that they put themselves in anxiety-provoking 
situations on a daily basis, but that their anxiety never seems to  get any 
better. This is because people are reluctant to  let go of their safety 
behaviours. 

Entering an anxiety-provoking situation while continuing to use safety 
behaviours is called "internal avoidance" (Butler, 1985). Although you 
are physically present in the situation rather than avoiding it, using 
safety behaviours in the situation amounts to the same thing as 
physically avoiding it in the first place. Unless you are both physically 
and mentally "presentn in the situation, fully paying attention to all 
aspects of  it, you won't benefit from the exposure. 

True exposure requires that people let go of their Safety behaviours and 
become actively engaged in the anxiety-provoking situation. 

One other aspect of social anxiety that constitutes internal avoidance is 
the common practice of focussing on the Uternal svrqptom rather 
than the external situation. Often, people with anxiety are so attuned 
to the distressing things that their bodies are doing that they are 
unable to listen to hear what others are saying or accurately pick up on 
cues from others. 

Prove it t o  Yourself! 
Effective exposure involves remaining in the anxiety-provoking 
situation, without using safety behaviours, so that you can prove to  
yourself that your negative predictions about the situation are false. 
Here are some examples of mistaken assumptions that exposure is 
designed to  disprove: 
1. Once I begin feeling anxious, it will only get worse unless I leave the 

situation. 
2. Everyone notices my anxiety. 
3. If people notice my anxiety, they will think I'm weird and ridicule 

me. 
4. All eyes will be on me while I (sign my cheque, pour a drink, zip my 

coat, etc.). 
5. I don't have anything to say that is of interest to other people. 

How Much Anxiem is Good Anxietv? 
Too little anxiety won't be enough to put you into your discomfort 
zone such that you can disconfirm your negative expectations. Too 



much anxiety means that you can't pay attention to  what is going on in 
the situation. 

In terms of our SUDS scale, too little anxiety is anything below the 70s, 
and too much anxiety is anything in the 90s. 

85 is an important point on the scale, as it should be the point at which 
you are feeling highly anxious while still maintaining control over the 
situation. As you move out of the mid 80s further towards 100, it will be 
difficult for you t o  avoid the instinct t o  escape the situation entirely. 
For most people, the "fight or f l ight instinct has taken over by the time 
they reach the 90s, and they find it impossible to engage in rational 
thought or to implement any plan of action previously made. During 
your exposure homework, allow your anxiety to rise t o  the mid 80s. 
Once in the eighties, try to  remain in the situation until your anxiety 
begins to fall below the 50s. Po not be "heroic" by attempting to 
suddenly throw yourself into the 90s: just because "it hurts" doesn't 
necessarily mean it's good for you. 

Conducting a Personalized hposure Plan 
IIANDOIJTS: "GUIDEWNES FOR EXPOSURE PRACTICE", AND 
"EXPOSURE HOHEWORKn 
Review the following information with participants. 

Remember that you can choose how much progress t o  make in any 
given week. The more you follow the guidelines for effective exposure, 
the more rapid and noticeable your progress will be. 

on a Weeklv Goal 
The f i rst  step is t o  choose your goal for the week, writing it on the top 
of your exposure homework page (refer t o  the Exposure Homework 
sheet). Make this goal one that you would like to achieve by the end of 
the week. It might be a task from your anxiety hierarchy, or it might be 
one of the from your tasks. Make sure your goal is specific, 
concrete, and stated in terms of behaviour. 

Consider the theme of your goal. What are the assignments you could 
give yourself, related to  the goal itself or the theme of  the goal, that 
would help you achieve it? How can you order the assignments to 
ensure that you tackle the least intimidating ones first? 



Example: 
Goal - to order a meal in a certain restaurant. 
Theme - Having someone in the service industry focus attention on you 
as you make a request. 
Assignments - 

-asking someone at the mall information booth where the 
washrooms are 

-asking a question of a clerk a t  a clothing store 
-ordering a coffee at the food court 
-going to another booth a t  the food court to order a sandwich 
-going to Harvey's for lunch and specifying the toppings you want 
on your burger 
-going to the target restaurant just for coffee 
-going to the target restaurant, ordering and eating a meal 

Note that each of your assignments may be broken down into several 
steps, depending on how anxious you are about each one. For example, 
an initial step may be to  f irst go to the mall and walk around. Each time 
you complete a step, no matter how small it may seem, YOU ARE MAKING 
PROGRESS! Remember, no step is too small. If you find that one of the 
steps you've specified is not manageable, make it smaller somehow. 

Ensure that you have an "out" if you need it. An "out" is anything that 
can help you feel in control of the process, so that you feel better able 
to face the anxiety-provoking situation. The "out" helps you get into 
the situation rather than continuing to  avoid it. 

Compare an "out" to  a "crutch": "Crutches" h e l ~  vou avoid the situation 
ID vnu cret in (Ross, 1994). 

Consider the following examples: 

Crutch: Having your friend order your dinner a t  the restaurant. 
Out: Telling yourself that if you are not ready to speak when the waiter 
comes, you will simply say that you need a few more minutes to look a t  
the menu. 

Crutch: Taking the stairs up to your floor so that you won't have to 
stand in the elevator with other people. 
Out: Reminding yourself that when you are in the elevator, if you 
become very anxious you can get off at the next floor and take a break 
before getting back on. 



Crutch: Leaving a situation immediately when you begin to feel anxious. 
Out: Consciously choosing t o  briefly use internal avoidance if you need 
to disengage from the situation for a while to gain control of anxiety. 
For example, count backwards from 100 by threes (100,97,94, etc.), 
focus on calm breathing, recite a l ist of something in your head, count 
anything that happens to be handy. 

Crutches help you AVOID anxiety-provoking situations instead of 
CONFRONTING them. Having an out, or knowing that you CAN escape 
generally has the effect of lessening the NEED to escape. You may want 
to experiment with some outs to see what it feels like to use them. 

Only use your out when absofutely necessary, and never use it just to 
escape the discomfort of social anxiety. If you endure the anxiety and 
complete the task, you will be one step further along the road to your 
reward. If your anxiety is beginning to rise too high, for example into 
the 90s on your SUDS scale, go ahead and use your out. If you do need 
to use the out, make sure you place yourself back in the anxiety- 
provoking situation as soon as possible to complete the task. The 
longer you wait to return, the more difficult it will be. 

C' 
Set the minimum amount of time you will spend in exposure practice 
this week. Begin your first week with an average of fifteen minutes a 
day. Although you may not do homework one day, you may find 
yourself in the position of doing a half hour's worth the next. This 
means that you may be working on many different assignments a t  one 
time, possibly related to one task or to many different tasks. Some of 
your assignments will be relatively brief te.g. asking for directions, 
signing a cheque) while others will be more lengthy @.g. attending a 
meeting). To maximize the benefit of treatment, you can choose to do 
briefer assignments over and over again. There are plenty of strangers 
a t  the mall whom you may ask for directions. 

ure IS McsEffect ... 
It is done often (Marks, 1981). 
It is done for long periods of time (Marks, 1981). 
It is guided by a goal phrased in Concrete, behavioural words (Ross, 
1 994). 
It is done gradually, tackling easier assignments first. 
It is done in manageable steps. 
It is done in the actual anxiety-provoking situation, or the closest 

approximation possible (Foa & McNally, 1996). 
It is done in a broad variety of settings, e.g. with different people, in 



different restaurants, etc. 
It is done without the aid of safety behaviours (Clark & Wells, 19951, 

internal avoidance (Butler, 1989, or crutches (Ross, 1994). 
It is planned with an "out" to be used in an emergency (Ross, 1994). 
It causes your anxiety to  rise to a moderate level (Foa & McNally, 1996). 
It is recorded on paper to  monitor progress. 

+ Homework 
* **CBI Group'** 

A n  average o f  15 minutes daily exposure 
Imagery practice once daily 

* ""CB C r o ~ p * * *  
A n  average o f  15 minutes daily exposure 
Prepare for next session, the agenda for which includes in-session 
exposure based on participants' hierarchies. Participants need to  
plan how to  best use this session in the context o f  their goals. A 
part o f  this preparation includes filling in an exposure worksheet 
to aid in planning the use o f  this time. Remind participants to 
bring any props etc. necessary t o  carry out their in-session 
exposure exercise. Participants also need to  bring a blank video 
tape to  record themselves. Each participant will have 
approximately twelve minutes for their task. 

+ Check-out (SUDS rating). 



0 
0 

(COGN ITIVE-BEHAVIOU RAL GROU PI 

SEssmU 
(COGNITIVE-BEHAVIOURAL IMAGERY GROUP) 

Theme: a-session exposure from personal hierarchy. 

m: To allow participants to  utilize the group setting for an 
exposure experience. 

r: Behaviours to Thoughts. Affect. Physical 
Sensations. 

: By the end of  Session 5 (91, 

Participants will have a lower level of social anxiety 
after having had a corrective social experience under 
controlled conditions in which maladaptive cognitions 
were challenged. 

Agenda item: "Introduction to  ln-Session 
Exposure". 

Participants will have a lower level of social anxiety 
after having received feedback from their peers 
regarding their performance. 

Agenda item: "Introduction to In-Session 
Exposurem. 

Participants will have a lower level of social anxiety 
after being exposed to participation in situations from 
otherst anxiety hierarchies. 

Agenda item: "Introduction to In-Session 
Exposure" 

+ Welcome and CheckJn (SUDS rating) 



0 Session Agenda and Objectives 
IIANBMDUT: 'ISELF-ASSESSMENT" 

+ Review of Homework and Questions 
-~hotocopy homework. 

introduction to In-Session Exposure 
HANDOUT: "IN-SESSION EXPOSURE" 
Let participants know that they will each have approximately 12 
minutes of time, including that required for group feedback. Review 
the following information. 

nant needs to do; 
*Fill in an exposure worksheet for preparation, including the 

"out" that will help you get "in". 
'Orchestrate the situation to  be as anxiety provoking as 

necessary to  get anxiety into the mid 80's on the "SUDS". For 
example, people who are phobic about eating in front of others may 
request that others stare a t  them while they eat something; an art ist 
phobic of negative feedback about his work may request negative 
feed back; etc. 

*Try t o  remain in the situation until you feel your anxiety level 
coming down - target the 50's on your "SUDS" if that is 
possible within your time limit. 
'Use helpful cognitions or affirmations from a previous 
session. 
'Give the other group members some instructions on how to 
best help you reach a level 7. 
'Acknowledge and accept the feedback that is given to  you. 
Say, "thank you" if it feels appropriate. 

hat the auaience members need to do: 
'Help the other participants by assisting them to remain in their 

discomfort zones. Remember, being "nice" isn't always 
helpful. 

'Keep the feedback you would like to  give other participants in 
mind; write it down during the exercise if you need to. 

*Make sure your feedback is positive, specific, and brief. 
Decide on the order in which participants will do their tasks, 
and then proceed as outlined above. 



4 Homework 
* * *Session 5 CB GROUP* *' 

exposure tasks based on hierarchy tan average of 15 minutes daily 
recommended). 

*'SESSION 9 CB GROUP*'" 
exposure tasks based on hierarchy tan average of 20 
minutes daily recommended). 
think about the feedback you would like to  give other 
group members and facilitators next week. 
bring an audiotape to record your own feedback. 
bring a videotape so that your role play may be dubbed 
onto it and given to you. 
bring anything you would like to have along to help 
celebrate: food, music, etc. 

* * *SESSION 9 CBI GROUP' 
exposure tasks based on hierarchy tan average of 20 
minutes daily recommended). 
daily imagery exercises. 
complete the Imagery Vividness Scale once more. 
BANDOUT: "IMAGERY VIVIDNESS SCALEn 
think about the feedback you would like to  give other 
group members and facilitators next week. 
bring an audiotape to record your own feedback. 
bring a videotape so t h a t  your role play may be dubbed 
onto it and given to you. 
bring anything you would like to have along to help 
celebrate: food, music, etc. 

4 Self-evaluation / Objectives 

4 Check-out (SUDS rating). 



sEsslau 
(COGNITIVE-BEHAVIOURAL IMAGERY GROUP) 

Theme: Symbolic Imagery 

PurDase: To instruct participants in a method for reframing 
experiences with social anxiety toward the end of providing another 
means for phobic amelioration. 

faraets for C m :  Thoughts, Behaviours, Affect, Physical 
Sensations. 

Qhjectjves: By the end of Session 6, 

Participants will understand that the power of a 
symbol is determined by the value placed upon it by 
the individual. 

Agenda items: 5ymbols: Definition", 
"Examples of Sources of Symbols", and 
"Personal Symbols: Group Discussion". 

Participants will understand that the significance of 
symbols can be utilized to enrich and lend meaning 
and potency to an imagery experience. 

Agenda items: "What is the Point of Symbolic 
Imagery?", "Guided Relaxation and Symbolic 
lmagery Experience", and "Group Discussion: 
Symbolic Imagery Experience". 

Participants will be prepared to engage in their own 
personally meaningful symbolic imagery experience 
specific to social anxiety. 

Agenda items: "Croup Discussion: Anxiety 
Symbols", and "Creating Your Own Symbolic 
Imagery Experience". 

Note: Facilitators mav choose to bring in some "symbols" with which to 
decorate the room and stimulate thought around the nature of symbols. 
The author of this manual brings: 



-An Indonesian worry mask. 
-A Kwakiutl talking stick. 
-A Mayan "Stage of Life" mask. 
-A poster of a stormy sea. 
-A print of  a child, a woman, and a pair of hands. 

+ Welcome a d  Checkin (SUDS rating) 
Note tha t  th is  is Week 5, and ask participants to  comment on the 
progress they've made toward their five week goals. Regardless of how 
much progress has been made, encourage participants t o  give 
themselves some type of "gift" this week to celebrate. Let them know 
that they will be asked next week what they did for themselves to 
celebrate progress to date. 

+ Overview of Session Agenda and Objectives 
IIANIMBUT: "SELF-ASSESSMENT" 

+ Review of Homework and Questions 
-~hotocopy homework 

+ Anxiety Hierarchy - Reexamination 
As in Session 4, ask participants to l is t  their CURRENT top five anxiety- 
provoking situations, rating them for anxiety and avoidance. The 
current top five may be the same as the situations listed in previous 
sessions or they may differ. After listing the current top five anxiety- 
provoking situations, participants are asked if there are any situations 
on previous lists not listed on the current list. If so, participants can add 
the missing situations to  their lists, giving them a new and current 
rating for anxiety and avoidance. This procedure will be repeated in 
Session 8, such that participants will first l is t  their top five anxiety 
provoking situations, rate them for anxiety and avoidance, and then 
add any situations previously listed in a top five list giving them new 
ratings for anxiety and avoidance. It is not expected that participants 
will change their direction with regards to homework assignments 
midstream, but rather that they provide information about the current 
state of their phobic triggers. 

+ Symbols: Definition 
Review the following information with participants. 

A symbol is something that is chosen to represent something else (Funk 
and Wagnall's Standard Desk Dictionary). Any symbol, for example, a 
stone, represents not only the stone itself but all of those things that 



have become associated with stone through perception or experience 
(Chetwynd, 1972). 

As Carl JUng (1964, p. 20) said, "A word or an image is symbolic when it 
implies something more than its obvious and immediate meaning." He 
continues on to assert that  one can never hope to fully define or 
explain a symbol, because by definition, symbols capture what words 
can not. Essentially, JUng is telling us that a symbol is worth far  more 
than 1000 words. 

Although we are using symbols in a more simptistic way than JUng 
discussed them, some of the ideas included here are premised on his 
work. 
Jung's symbols necessarily incorporate two things: image and emotion. 
"When there is merely the image, then there is simply a word-picture of 
little consequence. But by being charged with emotion, the image 
gains {energy); it becomes dynamic, and consequences of some kind 
must flow from it" Uung, 1964, p. 96). 

To reiterate, a symbol is anything to which a person has one or more 
strong associations. Necessarily, one person's symbol is another 
person's meaningless object or image. For example, the image of a 
cross may carry numerous associations and a great deal of emotional 
weight for one person, while it is simply a geometric shape to another. 

For this reason, it is impossible to have a universal list of symbols and 
what they symbolize to everybody: symbols receive their power from 
the individual who finds them meaningful. 

Symbols are a form of "shorthand" that is unique to each individual. 
Through symbol, people can immediately call up and perceive all of 
their personal associations with the symbol. 

For one person we know, the symbol of black ink is a t  once able to 
conjure up the experience of depression and all of its nuances. In this 
way, the image of black ink is shorthand for what it may take her 
hundreds of words to describe verbally. 

+ Examples of Sources of Symbols 
IIANDOIJT: "EXAMPLES OF SOURCES OF SYMBOIS" 
Review the following information with participants. 

To determine if an object has power as a symbol for you, it is necessary 
first to move beyond the "word" that stands for an object and consider 
the object more directly by imagining it in all its detail. Do any of the 



following objects have power as symbols for you? What do you 
associate with them? This is a very Small sampling of the almost infinite 
number of objects/people/phenomena to which you may have powerful 
and emotional associations. 

Thinas in Nature 
Trees, forest, rocks, mountains, bodies of Water, flowers, plants, 
grass, earth, etc. 

A n i m a l z .  lnsecG, Fish 
Bear, fox, cat, cougar, wolf, snake, fish, shark, whale, monkey, tiger, 
lion, hippo, rat, mouse, ferret, dog, elephant, giraffe, seal, bird, ant, 
bee, spider, etc. 

Weather 
Sun, breeze, storm, rain, gale, rainbow, sun shower, avalanche, 
hurricane, tornado, wind, fog, hail, clouds, blue sky, drought, 
lightning, thunder, blizzard, flood, tempest, CyClOne, squall, etc. 

Elemas 
Fire, Water, wind, earth. 

The 7 0 d k  
The Lion, The Water Carrier, The Bull, The Fish, The Ram, The Crab, The 
Twins, The Scorpion, etc. 

Wear>ons 
Spear, gun, club, rock, knife, laser, magic weapons, pepper spray, fist, 
karate sticks, etc. 

Food 
Meat loaf, grilled cheese, macaroni and cheese, tomato soup, caviar, 
chocolate, ice cream, spinach, cod liver oil, hot chocolate, water, 
steak, lemons, strawberries, milk, peanuts, etc. 
s 

Relatives, teachers, employers, family friends, etc. Who has helped 
to shape you and to set standards for you~e l f?  - - rct~onal C- 
Superman, Homer Simpson, "Kramer", Frasier CTane, The Seven 
DWaWeS, Sleeping Beauty, Wiley Coyote, Roadrunner, Scrooge, Anne 
of Green Cables, The little train that could, the Cat  in the Hat, the 
Grinch, etc. 

PeoDle 
Famous, or simply people from your life. Living or dead, friends, 
teachers, relatives, villa ins. Mick Jagger, Sarah McLachlan, Roberta 
Bondar, Nelson Mandela, Princess Diana, John Wayne, Mikhail 
Baryshnakov, Kim Basinger, John Lennon, Wayne Cretzky, Wendy 
Mesky, Donovan Bailey, Catriona LeMay Doan, Elvis Presley, Clifford 
Olson, the Pope, etc. 



Music 
Using imagined "musical accompaniment" o f  your own choosing to  
help Set the right context for your experience. For many people, 
music aids in conjuring up vivid associations and images. 

m!Quts 
Blue, green, red, black, white, yellow, purple, etc. 

Seasons 
Spring, summer, fall, winter. 
- . *  rvltles 
Dancing, mountain climbing, swimming, floating, diving, planting, 
digging, washing, polishing, sleeping, bathing, running, walking, 
skating, being, etc. 

Containers 
Boxes, vaults, caskets, hope chests, jewelry boxes, wrapped presents, 
tree houses or forts, bedrooms, homes, drawers, clothing, the 
womb. 

Reliaion 
Cross, church, spire, shroud, alter, holy water, Star of David, Buddha, 
shrine, Virgin Mary, praying hands, angels, cherubs, serpents, tree of 
knowledge, etc. 

Personal Symbols: Group Discussion 

Participants are invited to  share a symbol that they find personally 
meaningful. A t  least one co-facilitator should begin the discussion by 
offering a personal example. 

Symbolic Imagery: Definition 
Review the following information with participants. 

Symbolic imagery utilizes the power of symbols t o  fill in your images, 
make them more personally meaningful, and add additional layers of 
significance that aren't provided by non-symbolic images. When using 
symbolic imagery, you are not limited by the images that you receive 
from reality through your five senses. 

The benefit of using symbolic imagery is that you are not constrained 
by the rules of reality. Just as we discussed in a previous session, 
although you can't take a sword and "slay" the "feeling" of anxiety, you 
CAN imagine taking a sword and slaying the dragon that symbolizes the 
anxiety. The feelings of power and satisfaction you experience after 
slaying the anxiety dragon remain the same in reality as they were in 
the svmbolic imaae. 



What is the Point of Symbolic imagery? 
BANDOUT: "WHAT IS TEE POINT OF SYMBOLIC lMAGERYfn 
Review the following information with participants. 

The imagery that We've already been practicing can help us mentally 
rehearse positive thoughts, behavioun, and feelings in preparation for 
an experience based in reality. Symbolic imagery expands our ability to 
do the same thing. Using symbolic imagery to impact our thoughts and 
feelings can help change the reality-based behaviour. In other words, 
symbolic imagery provides a way of thinking and feeling about a 
difficult situation that can be used when actually experiencing it. 

Example: you may use the image of a dragon to symbolize anxiety, and 
imagine yourself slaying it. In your imagery experience, this makes you 
feel powerful and confident. When beginning to feel anxious in reality, 
you tell yourself, "I can and will slay this dragon." Because you've 
rehearsed the thoughts and feelings of slaying the anxiety dragon in 
your symbolic imagery experience, you can use the same image as 
"shorthand" to  access the feelings of empowerment and confidence 
when dealing with anxiety in reality. 

Imagery: Slaying the 
Dragon of Anxiety 

Feelings: Power and 
Confidence 

Actual Anxiety- 
Provoking Situation 

Thought: I Can And Will 
Slay This Dragon 

Feelings: Power and 
Confidence 

Increased Ability to 
Behave Confidently 



+ Exercise: Symbolic ImpSey Lxperieme 
Precede the following guided imagery experience with a progressive 
relaxation procedure. 

Modified slightly from Wells (1990). 

Exzmcwl 
p. 122 
More than half of your body is composed of water. It could be said that 
you are a body of water. What body of water do you most resemble? A 
large lake? A deep lagoon? A wide river? An ocean? 

Take a moment to get a clear sense of yourself as a particular body of 
water. How large are you? How deep are you? Is your coastline 
smoothly curved or irregular? Is it edged with sand, rocky cliffs, or lush 
foliage? 

A storm has blown in and whipped your waters into frenzied whitecaps. 
Rain lashes against you. The color of the water has turned from clear 
blue to menacing black. A storm surge has caused giant swells, and 
ominous waves crash along your coastline, eroding it. Where once fish 
and dolphins frolicked, piranha and sharks now lurk. You're flooded 
with anxiety. Thunder booms and lightning flashes. 

You feel helpless to stem the tide of your tumultuous body and 
turbulent emotion. The more helpless you feel, the more the storm 
intensifies. Before you drown in the storm, ask for help. You yell for 
help into the very storm itself. 

As soon as you ask for help, help appears. A treasure chest dredged up 
by the storm from a sunken galleon washes to shore a t  your feet. 
Opening it you find an inscription on the lid: "Herein Lie the Seeds of 
Calm." The chest is brimming with sunny golden seeds. What size are 
they? What shape? 

Crab two fistfuls of the Seeds of Calm and face the stormy waters. Rain 
beats on your face. Wind whips your hair. Yet standing there you 
sudenly seem to draw strength from the elements. You pull solidity 
from the ground on which you stand. The wind clears your thoughts. 
The rain cleanses you. A lightning bolt brings illumination rather than 
fear. 

You feel charged with power, and in charge. Lifting your arms above 
your head, fists closed around the Seeds of Calm, you shout into the 
storm, commanding it to  be Calm. Then, you hurl your seeds across the 



water. A gust of wind comes from behind, helping to scatter the seeds 
far and wide. 

The storm abates. The winds die down. The driving rain turns to drizzle. 
The waves diminish. Grab more fistfuls of  Seeds of Calm and fling them 
over the water. The seeds sink deep into the water, turning it from 
black to  blue. Waves disappear, leaving a calm surface. The rain ceases 
altogether, and the biting wind becomes a gentle breeze. 

Once more you toss the Seeds of Calm high and wide across the water. 
The sun appears. It burns away the remaining clouds and dries your 
soggy clothes. It warms your soul. It brightens your day. When storms 
of anxiety strike, picture your emotional Waters becoming dark and 
choppy. Then, picture your treasure chest containing a lifetime supply 
of Seeds of Calm, so you'll never run out. Fling fistfuls of seeds across 
the waters to  restore calm and bring out the sun. 

Group Discussion: Anxiety Symbols 
Begin group discussion with the following question: 

What sorts of symbols do you associate with your anxiety? 

Allow group members to consider what symbols of anxiety may be 
relevant to them persor?ally. Examples that have been given by group 
members in the past are things such as storms, a saw blade running into 
nails, an earthquake, a volcano, a bull, darkness, fire, being frozen or 
paralyzed, and being chained. 

4 Creating Your Own Symbolic Imagery Experience 
HANDOUT: uCRFATING YOUR OWN SYMBOLIC lMAGERY 
EXPERIENCE" 
With reference to the example worksheet, present the following 
information to participants. 

You need to answer the following questions for yourself: 
-What is the experience? What is your goal in the experience? 
-What could symbolize the experience? 
-How could you enhance/combaU enjoy/undo what is represented in the 
symbol? 

4 Homework 
Exposure task based on the hierarchy tan average of 20 minutes 
daily recommended). 
Imagery: used daily, incorporating symbolic imagery. 



Celebrating progress to date. 

+ Self-Assessment / Objectives 

+ Check-out (SUDS rating) 



c 
S E s S m u  

(COGNITIVE-BEHAVIOURAL GROUP) 

Theme: Cognitive mistakes - Cognitive aspects of 
social anxiety part 11. 

p u r m :  To provide a MxOnOmV for identifying maladaptive 
cognitions so that they may be subjected t o  modification. 

Jmg-: Thoughts t o  Behaviours, Affect, Physical 
Sensations. 

: By the end of Session 6, 

1. Participants will be able to identify various NPeS of 
cognitive mistakes. 

Agenda items: "Introduction to  
Cognitive Mistakes", "Cognitive 
Mistakes", "Lucy and her Cognitive 
Mistakes", and "Group Discussion": Lucy's 
Cognitive Mistakes". 

2. Participants will be prepared t o  identify their own 
cognitive mistakes and the behavioural, affective, and 
physical consequences of them. 

Agenda items: "Group Discussion: Lucy's 
Cognitive Mistakes", and "Identifying 
Your Own Cognitive Mistakes". 

3. Participants will be prepared to modify the cognitive 
mistakes they make. 

Agenda item: "Identifying Your Own 
Cognitive Mistakes (A Pledge t o  Remedy 
Them") 

+ Check-ln (SUDS rating) 
Remind participants that this is the fifth week of their program, and 
invite them to comment on progress toward their five- week goals. 



Encourage participants to  do something for themselves this week to 
acknowledge and celebrate their progress. Let them know that they 
will be asked during check-in next week what they did to congratulate 
themselves. 

+ Session Agenda and Objectives 
BANDOUT: "SELF ASSESSMENT" 

4 Review of Homework and Quastions 

+ Anxiety Hierarchy - Reexamination 
IIANIW)UT: "ANXIETY HIERARCHY SESSION 6" 
As in Session 4, ask participants to l ist their CURRENT top five anxiety- 
provoking situations, rating them for anxiety and avoidance. The 
current top five may be the same as the situations listed in previous 
sessions or they may differ. After listing the current top five anxiety- 
provoking situations, participants are asked if there are any situations 
on previous lists not listed on the current list. If so, participants can add 
the missing situations to their lists, giving them a new and current 
rating for anxiety and avoidance. This procedure will be repeated in 
Session 7, such that participants will first l ist their top five anxiety 
provoking situations, rate them for anxiety and avoidance, and then 
add any situations previously listed in a top five list giving them new 
ratings for anxiety and avoidance. It is not expected that  participants 
will change their direction midstream with regards to homework 
assignments, but rather tha t  they will provide information about the 
current state of their phobic triggers. 

+ introduction to Cognitive Mistakes 
Briefly review previous instruction on cognitions and social anxiety as 
follows. 
In Session 3, we talked about the impact that cognitions (thoughts, 
beliefs, assumptions, and interpretations) have on social anxiety. 
We learned that: 
Cognitions have the power to feed or to choke our social anxiety. 
When we are focussing on anxious cognitions and the feelings of 
anxiety, we aren't able to pay attention to the situation we're in. 
When we are stuck in the anxiety program, we are seldom able to 
notice any positive feedback we may be getting from others. 
We are unable to demonstrate our own natural interpersonal qualities 
and skills when we are paying too much attention to feeding the 
anxiety program with anxious thoughts. 



We saw what happened to Lucy a t  her neighbour's p a w  when she got 
trapped in the vicious circle of feeding her anxiety with negative 
cognitions, which then led to more negative cognitions, which then 
raised her anxiem further, and so on. Lucy's evening was quite 
disastrous, just as she "thought" it would be. We talked about how Lucy 
contributed to the unhappy ending of  her evening through her 
cognitions, and how her experience likely would have been different if 
she had interrupted her anxiety program by changing her cognitions. 

This session, we'll be talking about some of the most common types of 
cognitive mistakes that people make, and how these mistakes can 
sabotage people's interactions with others by feeding the anxiety 
program. Again, we'll be using poor Lucy as an example. 

Cognitive Mistakes (Based on Burns, 1990) 
HANDOUT: UCOGNITIVE MISTAKESn 

All or Nothing Thinking. This means thinking in extremes: something 
must be either black or white; there are no shades of gray. For 
example, either you were a brilliant conversationalist at your wife's 
business dinner, or you were a complete failure. There is no 
possibility that your performance fell somewhere in between. 

Overgeneralizing. This means seeing a single instance of something 
as a pattern without exception. Sometimes, overgeneralizing 
involves using words like "always" or "never". For example, you may 
tell vourself, "I never know what t o  say when somebody asks me a 
question." In reality, very few things happen either always or never. 

Cloudy Classes. Wearing cloudy glasses is the opposite of wearing 
rose-coloured glasses. This means paying attention only to the 
negative aspects of an experience at the expense of the positive. 
For example, you may have been very articulate during a 
conversation with a neighbour, but at one Point stumbled over your 
words. It is this one blunder that will occupy your thoughts rather 
than the rest of the conversation which went Well. 

Mindreading. This means presuming to know what somebody else is 
thinking without any objective evidence to that effect. For example, 
you might see someone looking a t  you on the bus and decide that 
they think you look like a "loser". Perhaps they are simply admiring 
your new coat, or maybe you remind them of somebody they know. 

Making Negative Predictions. By deciding in advance that a situation 
will turn out poorly, you increase the chances of a poor outcome. 
Before a test you may tell yourself, "I'm going to  fail", and before a 
social situation you may tell yourself, "I'm going to look like a fool." 



By adopting a negative mindset, it is possible to  Set one's self up for 
failure. 

6. Magnification. This means exaggerating the importance of 
something that was less than perfect. For example, someone giving 
a public speech may believe that she screwed things up by coughing 
once in the middle of her presentation. She is magnifying a small 
blemish into a big deal. 

7. Labeling. This is another form of all or nothing thinking, and means 
applying negative labels to self or others to reflect an extreme 
interpretation. For example, when you make a mistake you may 
label yourself an idiot. When someone else does something 
annoying, you may label them an S.O.B. In reality, we are not what 
we do. One mistake does not an idiot make. 

8. Personalization. This means claiming responsibility for something 
that isn't entirely under your control. For example, you may tell 
yourself that you have ruined the dinner party by allowing a lull in 
the conversation, when in reality there are eight other people 
around the table who are also involved in making the evening a 
success. 

Lucy and her Cognitive Mistakes 
WIDOUT: "EUCY'S STORY CONTINUESn 
Have each participant, if willing, read a paragraph of Lucy's latest story 
aloud. Encourage participants to watch for examples of cognitive 
mistakes that Lucy makes. In the facilitator's manual, cognitive mistakes 
are noted in brackets throughout the story. 

Lucy's sister Katie has just had a baby. After Lucy's last experience a t  the 
home of her new neighbour, she was reluctant to accept this latest 
invitation to a baby shower for her sister a t  the home of her cousin. 
She couldn't help but remember how she felt last weekend at her 
neighbour's house, how her anxiety had continued t o  escalate, how 
everyone had noticed, and how she hadn't slept that whole night 
thinking about what an idiot she was. She knew she was just setting 
herself up for a repeat performance of showing everybody how boring 
and useless she was {making negative predictions). It happened every 
time {overgeneralizing)! Nevertheless, she decided that she Wanted to  
go and help celebrate the new baby with Katie. 

Once a t  the baby shower, Lucy felt that familiar feeling of her head 
swimming, voices echoing in her ears, and an inability to  do much apart 
from nodding and giving a feeble smile. "Here we go", she thought, "I'm 



on my way to looking like a fool" {making negative predictions, 
magnification, labelling). She managed to make it to  a chair in the 
corner where she hoped she'd be inconspicuous. She felt panicky as 
someone she had only just met sat down beside her. Obviously, Lucy 
thought, th is  poor woman felt obligated to s i t  there because she felt 
sorry for Lucy {mindreading). 

Thankfully, Katie began to open the gifts so Lucy was spared the task of 
fumbling through any more conversation with the woman next to her. 
Katie chose to  open the gift from Lucy first. Lucy had chosen a cute 
ceramic lamp for the baby's room, thinking it would be nice if Katie 
didn't have to turn on the overhead light for nighttime feedings. She 
hoped Katie would like it, because she had Chosen it to  match the decor 
in the nursery. Katie seemed very pleased with the gift. Just then, Lucy 
noticed that she had left the price tag on the bottom of the box! She 
felt her anxiety level rise. How could she possibly have made a blunder 
like that {magnification}?! Stupid, stupid, stupid {labeling)! She never 
did anything right {overgeneralizing)! 

Katie continued to open the gifts while Lucy silently put herself down. 
With each put-down, Lucy's anxiety rose higher. Despite the fact that 
people seemed to  be focussed on Katie as she opened parcels of fuzzy 
pajamas and baby blankets, Lucy felt that everybody {overgeneralizing) 
was also watching her out of the corners of their eyes. She felt her 
heart pounding, her face flushing and perspiring, and her hands 
shaking, so much so tha t  she believed people couldn't help but notice 
{magnification}, "They must be wondering what is wrong with me," 
Lucy thought {mindreading). Just when she thought things couldn't 
get much worse, she heard laughter from the other guests. 

Katie had just opened another gift exactly like the one Lucy had 
brought! Again, Lucy felt her anxiety rise. Now Katie would have to 
return one of the lamps. Lucy felt terrible that her gift to Katie was no 
longer special {cloudy glasses, magnification). She decided that she had 
screwed up royally once more {personalization), but that was really no 
surprise considering her track record {overgeneralization). Katie was 
probably not surprised that Lucy brought the same gift as someone 
else, because Lucy knew that Katie always thought of her as 
unimaginative {mindreading}. Lucy berated herself for being such a 
fool, bringing a duplicate gift that would now have to  be returned 
{labelling, magnification, personalization}. 

After the baby shower, as Lucy said her goodbyes and got ready to 
leave, she felt frustrated that yet another evening had gone so poorly 
{cloudy glasses, overgeneralization, magnification). It seemed as 



though nothing ever Went right {overgeneralization}. She supposed 
she was just doomed to be a failure her whole life {overgeneralization}. 
Anxious, frustrated, and depressed, she Went home to continue herself- 
criticism. 

+ Group Discussion: Lucy's Cognitive Mistakes 
Invite the group to discuss the mistakes they noticed Lucy making a t  
Katie's baby shower. When possible, have Participants draw a parallel 
with their own experience by asking them, "Can you think of a time 
when you made that cognitive mistake?" Help participants define the 
behavioural, affective, and physical consequences of their cognitive 
mistakes. Facilitators may draw attention to the mistakes not identified 
by the group, using the above noted mistakes as a guide. 

+ Identifying Your Own Cognitive Mistakes 
IIANIMDUT: "COGNITWE MISTAKES: WHICH DO YOU MAKE?" 
Give participants 10 minutes to work on the 'Cognitive Mistakes' 
worksheet. A t  the end of the 10 minute period, invite any willing 
participants to  share their responses with the rest of the group. Draw 
participants' attention to the pledge at the bottom of the worksheet. 

+ Homework 
Exposure task based on the hierarchy (an average of 20 minutes daily 
recommended). 
Adhering to the pledge to catch self in cognitive mistakes. 
Celebrating progress to date. 

+ Selfcvaluation / Objectives 

Checkout (SUDS rating) 
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(COGNITIVE-BEHAVIOURAL IMAGERY 1 COGNITIVE-BEHAVIOURAL GROUP) 

Theme: Social skills reminders and in-session exposure. 

Purnase: To instruct participants in and remind them of some 
aspects of effective social skill t o  provide them with additional tools 
for remaining focussed on the social situation. 

Targets for C u :  BehaviOurS to  Thoughts, Affect, Physical 
Sensations. 

veS: By the end of Session 7, 

I. Participants will understand that focussing on 
effective social skills will help them t o  remain mentally 
"present" in the situation rather than engaging in 
internal avoidance. 

Agenda items: "Mental Presence in Social 
Situations", and "Group Practice of Social 
Skills". 

2. Participants will understand that many messages may 
be communicated nonverbally. 

Agenda items: "Social Skills Reminders: 
Presentation of Skills (Nonverbal 
Communication)", and "Group Practice of 
Social Skills". 

3. Participants will understand that the amount and 
depth of self-disclosure determines how appropriate 
the disclosure is. 

Agenda items: "Social Skills Reminders: 
Presentation of Skills (Self-Disclosure)", and 
"Group Practice of Social Skills". 

4. Participants will understand that interest in another 
can be conveyed through listening and asking 



questions, and further, that listening can be 
transformed into an observable behaviour. 

Agenda items: "Social Skills Reminders: 
Presentation of Skills (Showing Interest in 
Other People)", and "Group Practice of Social 
Skills". 

Welcome and Check-in 
(SUDS rating). Ask participants to  say what they did to celebrate 
progress on their five week goals. 

Overview ot session Agenda and Objectives 
BANIDOUT: "SELF-ASSESSMENT" 

Review of Homework and Questions 
-Photocopy homework. 

Mental Presence in Social Situations 
In Session 4, we talked about why it may be that people continually 
expose themselves to social situations and yet don't seem to get any 
benefit from that exposure. We saw in Session (3) (5) how Lucy focussed 
so much on her own internal experience of physical symptoms, 
thoughts, and emotions that she was unable to focus on the dinner 
P a m .  
We have been calling this "Internal Avoidance", and have identified a 
number of ways to combat the type of avoidance people still manage 
even while being physically present in an anxiety provoking situation. 
One way to ensure that your focus is on the external situation rather 
than the internal symptoms is by attending to the social skills that  may 
help you be successful in interacting with others. The purpose of this 
session is t o  present some reminders of three important social skills: 
Nonverbal communication, self-disclosure, and showing interest in 
other people. 

Social Skills Reminders: Presentation of Skills 
HANDOUT: "SOCIAL SKICIS REHIN1)EBSn 
Information compiled from Egan (1990); and Hargie and McCartan (1986). 
Review the following with participants. 

I. Nonverbal Communication 
There are many nonverbal ways to send and to read messages. One of 
the most important aspects of nonverbal messages is the dearee to 
which they are used. For example, gesturing with your arms and hands 



can help you communicate when used moderately. However, if a 
person is wildly flailing arms and hands to an extreme degree, this 
behaviour will likely interfere in the communication process rather than 
enhancing it. 

Here are some ways that nonverbal messages are sent: 

Body Position 
Proximity (a range of 18 inches to 4 feet is usual). 
Orientation (whether you are higher than, lower than, or facing 

the person to whom you are communicating). 
Posture (anxious: s t i f f  and rigid; depressed: slouched and 

drooping). 
Open vs. Closed Position tan open position indicates willingness to  

freely interact, and that one is enjoying the company). 

Movement 
Hands and arms (finding a balance between using gestures t o  

enhance communication and distracting the receiver of  the 
message). 

Head and shoulders (nodding, tilting, head down, slumped 
shoulders, etc.). 

Legs and feet (crossing and uncrossing legs, shuffling feet, etc. 
Legs tightly crossed can indicate an unwillingness to  interact). 

Facial Expression 
Strong messages communicated especially by eyebrows and 
mouth. 

Gaze 
Avoidance of eye contact, or using the eyes for flirting, 
aggression, intimidation, to  express disinterest, adoration, or t o  
regulate taking turns in a conversation. A comfortable level o f  
eye contact is sometimes regulated by one's cultural norms. 

Paralanguage 
How something is said as opposed to what is said. Includes 
factors like tone of voice, volume, speed o f  speech, where 
emphasis is placed, etc. 

Actions speak louder than words, especially when a message sent one 
way contradicts a message sent the other way. For example, if 
someone yawns, looks at their watch, and says, "That's very interesting" 
in a disinterested tone of voice, would you be more inclined to  believe 
what they've said or their nonverbal message? 



Because we have the ability to use language, and that is what makes us 
special compared to  other creatures, we tend to focus a great deal of 
attention on use of language rather than other ways in which messages 
are sent. We're taught to watch what we say, but generally are not 
encouraged to watch our nonverbal messages very closely. 

2. Self-~isclosurc! 
Self-disclosure means telling somebody else something about 
yourself. Your personality type influences the ease with which you 
can talk about yourself. Some people are naturally outgoing, and 
have no trouble at all openly self-disclosing. Others find it less 
natural and more uncomfortable. 

Self-disclosure can be classified in a number of ways: 
Verbally or Nonverbally Uust as we discussed both verbal 
and nonverbal messages earlier) 

Intentional or Unintentional (Sometimes we communicate 
messages, especially nonverbal ones, that we don't intend 
to  reveal. This is called "social leakage") 

Facts or Feelings (Fact: I was born in Calgary. Feeling: I was 
worried about you) 

Appropriate or lnappropriate 
The most crucial aspect of self-disclosure is its 
appropriateness. The appropriateness of self-disclosure can 
be assessed in breadth and depth. Appropriate breadth 
and depth is dependent upon who is involved in the 
interaction, and the "balance" of the disclosure. If one 
person over-discloses or discloses little in comparison to 
the other person, it upsets the balance in the interaction. 
Different types and stages of relationships will call for 
different breadth, depth, and balance. Breadth means 
how much self-disclosure, or total number of Self- 
disclosures. Depth means how deeply personal the 
disclosure is. lnappropriate self-disclosure causes 
discomfort in the social interaction. 
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3. Showing Interest in Other P e o m  
a. Listening 
The most important way of showing interest in another person is 
listening. 
Research tells us that very few people are naturally good listeners. 
Being a good listener is a behaviour that is learned, and must be 
practiced. 

Although listening is generally not a behaviour you can SEE, 
demonstrating tha t  you are listening can enhance a social 
interaction by letting other people know you are interested in them. 
There are a number of ways in which you can demonstrate that you 
are listening. 

Nonverbal: 
Facing the speaker 
Open position 
Head nodding 
Responsive facial expression 
Appropriate eye contact 

Verbal: 
"Encouragers" such as "yeahn, "mmhmmn, "right", "oh", "of 

coursem, etc. 
Repeating a key word the speaker has used, for example, 

''Tvuin~!'~ 



Paraphrasing (repeating in your own words the "gist" of what 
the speaker has said. 

Listening Pitfalls: 
NOT listening: allowing yourself to be distracted by other 
people or things, or being absorbed in your own thoughts. 
This Often happens when people feel anxious; they focus 
on their own anxiety rather than on what the speaker is 
saying. 
Interrupting: not allowing the speaker to finish her or his 
point, changing the subject prematurely, prematurely 
shifting the focus to self when the speaker is the focus. 
Jumping to conclusions: making judgments about what the 
speaker is saying before he or she is finished. 
Being overly conscious of "turn taking": wanting the 
speaker to hurry up and finish talking so that you may 
speak next. 

b. Asking Questions 
Asking somebody a question can demonstrate that you are 
interested in them. There are two types of questions that usually 
result in two types of answers: 

Closed auestior~ ... 
... are questions to which the listener will usually respond with a 
brief, one-word answer. Some examples of closed questions are: 

What is your name? 
Did you enjoy the movie? 
HOW old are you? 
Did you just arrive? 

... 
... are questions which usually require the list er to provide a 
longer answer. Some examples of open questions are: 

What did you think of the movie? 
What sorts of things do you like to do? 
What is your brother like? 
Why do you think she said that? 
HOW did you do that? 

Closed questions can be useful if you are interested in specific 
pieces of information, like somebody's name or age. Open 
questions will encourage the person you are talking with to talk 
longer, and provide more information. For most people, it is 



more difficult to  think of ways to  phrase questions openly to 
encourage the speaker to keep talking. 

Prior to the group practice of the above presented social skills, go 
Over the following guidelines for giving feedback to each other. 

Guidelines for Giving Feedback (Martin & Hiebert, 1985). 
Review the following guidelines with participants. 

When providing feedback for your partner(s1, make sure it is ... 

Specific: Feedback should focus on something specific that your partner 
did rather than including generalizations like "That was good!" 

Positive: People learn better by having their accomplishments 
recognized. Limit feedback to  identifying things that your partner did 
well. 

Brief: Most o f  our time needs to be spent practicing, so ensure that 
feedback doesn't take longer than a couple of minutes. 

4 Demonstration of Social Skills 
Prior to having participants practice social skills, facilitators should do a 
brief (approximately 3 minute) role play attending to  nonverbal 
communication, self-disclosure, and showing interest in the other 
person as presented above. 

Following the role play, facilitate a brief group discussion by asking 
participants t o  point out specific aspects o f  facilitator demonstrated 
social skills. 

+ Group Practice of Social Skills 
BANDOUT: "PRACTICE EXERCISESw 

Have participants get into groups of two or  three and have a 
conversation while focussing on nonverbal behaviour, self-disclosure, 
and taking an interest in the other (including active listening and asking 
questions). Participants may discuss anything they choose. Allow five 
minutes of practice time plus two minutes for feedback per participant 
te-g. three participants per group = 15 minutes practice time plus 6 
minutes feedback time). 



The Role of  the Partl- 
- - 

Each participant may take a turn initiating a conversation with a 
partner, and taking primary responsibility for keeping the conversation 
going through use o f  the skills under discussion. 

c 
The partner is expected to be responsive t o  the conversation initiated 
by the participant whose turn it is, and to  allow the participant t o  
direct the conversation. 

Invite each group to practice in separate rooms, and ensure that each 
person has a written outline o f  the exercise. 

Remind participants o f  the following: 
The assignment is: 

to have a conversation while maintaining a balance between 
showing interest in the other person and using self-disclosure, 

to pay attention t o  nonverbal communication, 
to use active listening skills, and 
to ask questions (because most people are more proficient at asking 

closed questions as opposed to open ones, encourage 
participants to  make the majority of  their questions open) 

4 Homework 
***For CB Group*** 

Exposure task based on the hierarchy (an average of 20 minutes 
daily recommended). 

* * FOR CBI CROUP* 
Imagery: used daily, incorporating symbolic imagery. 
Exposure task based on the hierarchy tan average of 20 minutes 
daily recommended). 

+ Seff-Assessment / Objectives 

4 Check-out (SUDS rating) 



S E s S m u  
(COGNITIVE-BEHAVIOURAL IMAGERY / COGNITIVE-BEHAVIOURAL CROUP) 

Theme: Advanced Social skill - Assertive 
Communication 

Purpose: TO instruct participants in an advanced social skill to  
provide them with an additional tool for remaining focussed on the 
social situation. 

Jarwts far C m :  Behaviours to Thoughts, Affect, Physical 
Sensations. 

ves: By the end of Session 8, 

1. Participants will be able to distinguish between 
assertive, nonassertive, and aggressive 
communication. 

Agenda items: "Assertive Communication: 
Definition", and "Role Plays: Practicing an 
Assertive Response". 

2. Participants will understand that  they have a right to 
communicate assertively. 

Agenda item: "Bill of Rights". 

3. Participants will be prepared to transfer learning from 
th is  session to a t  least one situation in their lives. 

Agenda items: "Personal Strengths and 
Challenges", and "Setting Goals for 
Assertiveness". 

- .  

+ Welcome and Check-in (SUDS rating) 

+ Ovemew of Session Agenda and Objectives 
HANJMDlJT: USELFASSESSMENT* 

Review of Homework and Questio~s 



+ Anxiety Hierarchy - Reexamination 
HANDOUT: uANKIETY HIERARCEY SESSION 8" 
As in Sessions 4 and 6, ask participants to l ist  their CURRENT top five 
anxiety-provoking situations, rating them for anxiety and avoidance. 
The current top five may be the same as the situations listed in previous 
sessions or they may differ. After listing the current top five anxiety- 
provoking situations, participants are asked if there are any situations 
on previous lists not listed on the current list. If so, participants can add 
the missing situations to their lists, giving them a new and current 
rating for anxiety and avoidance. It is not expected that participants 
will change their direction with regards to homework assignments 
midstream, but rather that they provide information about the current 
state of their phobic triggers. 

+ Assertive Communication: Definition 
Review the  following information with participants. 

The ability to  communicate assertively is a very important social skill. 
Being in the position of having to communicate one's position to others 
can be a very anxiety-provoking situation for anyone, but especially so 
for people who struggle with social anxiety. As a result of that anxiety, 
some people tend to "pussyfoot" around an issue rather than 
confronting it directly. Alternatively, other people may make the 
mistake of coming down like a sledgehammer when a more gentle 
approach would have served the purpose (Burnard, 1989). The 
approach that is generally most effective when trying to communicate 
your position is assertive communication. 

Most information derived from Alberti & Emmons (1995). 

Definition: "Assertive {communication) promotes equality in human 
relationships, enabling us to act in our own best interests, to stand up 
for ourselves without undue anxiety, to express honest feelings 
comfortably, and to exercise personal rights without denying the rights 
of others" (Alberti & Emmons, 1995, p. 6). 

A common misconception about assertiveness is that it entails stomping 
on the rights of others in favour of yourself. On the contrary, one of 
the basic principles of assertiveness is the necessity of showing 
sensitivity to  the rights of ALL people. 

While you are perfectly within your rights to assert yourself, so is 
everyone else! It is essential to keep in mind the fact that your views 
may conflict with those of others, and despite that, others are sti l l  
entitled to  the same rights of assertion as you are. 



To help define what assertiveness is and is not, it is useful to look at the 
differences between assertiveness, nonassertiveness, and aggression. 
Review the following example. 

Jane and Jim Dining Out. (Based on Alberti & ErTVTIOnS, 1995, p. 59). 
Jane and Jim are at dinner in a moderately expensive restaurant. 

Jim has ordered charbroiled chicken breast. When his dinner is sewed, 
he finds it overcooked and dry. His action is: 

Nonassertive: Jim grumbles to Jane about the "burned" meat, and vows 
that he won't patronize th is  restaurant in the future. He says nothing 
to the waitress, responding to  her inquiry about how his meal was by 
averting his eyes and quietly telling her it was "fine". His dinner, his 
mood, and his evening are spoiled. He feels angry with himself for not 
taking action to  let the waitress know that his dinner wasn't 
satisfactory. Jim's feelings about himself and Jane's feelings about him 
are both deflated by this experience. 

AgareSliue: Jim angrily makes a jerking motion with his arm, 
summoning the waitress t o  his table. Loudly and unfairly, he berates 
her about the state of his meal. The waitress attempts to  explain that 
while she would see that Jim received a better meal, she was 
responsible Only for serving his meal rather than cooking it. Jim cuts off 
her explanation, making it Clear he is not interested in listening. His 
actions ridicule the waitress and embarrass Jane. Scowling a t  the 
waitress, he demands and receives another chicken breast, this one 
more t o  his liking. He feels in Control of the situation, but since his 
actions were embarrassing to  Jane there is friction between them and 
this spoils their night out. The waitress feels humiliated and angry for 
the rest of the evening. 

Assertive; Jim motions the waitress to his table. He shows her the 
overcooked meat, makes eye Contact, and asks politely but firmly that it 
be returned to  the kitchen and replaced. Jim listens and nods as the 
waitress apologizes for the error, and she returns shortly with a 
properly cooked order of chicken. Jim and Jane enjoy dinner and Jim 
feels satisfaction with himself. The waitress is pleased to  be of 
assistance, and Jim, as a satisfied customer who enjoyed his evening, 
leaves a large tip. 

The skills involved in communicating assertively are the same as those 
we discussed during the last session we had on social skills. Notice that 
in all three instances, Jim showed the importance of: 



rn tiorl; including body position, gesturing, 
facial expressions, use of eye contact, and voice tone and volume. 
elf-Disclosure: especially sharing your concerns and points of 

view. 
enina and -om: to  ensure you are correctly 

understanding the other's point of view, and to  ensure that the 
other feels respected and heard. 

Invite participants to flip back to their handouts from the previous 
social skills session to quickly review the specifics of the above three 
aspects of social skills (Session 7 Handout: Social Skills Reminders). 

Relate the above example Uane and Jim Dining Out) to the following 
"Ten Key Points About Assertive Communication" (Alberti & Emmons, 
1995, p. 57) 
HANDOUT: "TEN KEY POIIYr'S ABOUT ASSERTIVE 
COMMUNICATEON" 

Assertive Communication Is: 
1. Self-expressive; 
2. Respectful of the rights of others; 
3. Honest; 
4. Direct and firm; 
5, Equalizing, benefiting both parties in a relationship; 
6. Verbal, including the contents of the message (feelings, rights, facts, 

opinions, requests, limits); 
7. Nonverbal, including the style of the message (eye Contact, voice, 

posture, facial expression, gestures, distance, timing, fluency, 
listening); 

8. Appropriate for the person and situation, not universal; 
9. Socially responsible; 
10. Learned, not inborn. 

+ Bill of RigMs 
Review the following with participants. 

One of the biggest barriers preventing people from communicating 
assertively is the peKOnal assumption that they have no right to do so. 
In fact, every person on this planet "has the same fundamental human 
rights as every other, regardless of gender, age, ethnicity, role, or title" 
(p. 9). 

The first article in the United Nations Universal Declaration of Human 
Rights (The United Nations, 1948) reads as follows: 



"All human beings are born free and equal in dignity and rights. They 
are endowed with reason and conscience and should act towards one 
another in a spirit of brotherhood." 

Simply by virtue of being a human being, you have as much right t o  
exist, t o  take up space, to  prosper, and to be your unique self as any 
other human being does, Fundamentally, we are ALL EQUAL. 

G r o u ~  Generatim nf a Bill of R i W  
HANDOUT: *BILL OF RIGHTS" 
In order to  assist participants to  clarify their entitlement to  assertive 
communication, have them generate a "Bill of Rights". Begin the 
discussion with the following information and questions. 

The most fundamental right as it pertains to assertive communication is 
clearly outlined by Alberti and Emmons (7995): "Each of us has the right 
to be and to express ourselves, and to  feel good (not powerless or 
guilty) about doing so, as long as we don't hurt others in the process" (p. 
19). 

What else belongs in your Bill of  Rights? 
-Have group members generate some ideas regarding their rights as 
human beings. 

The following examples of rights (Smith, 1975) may be offered to 
participants during or following this discussion 

-You have the right to judge your own behavior, thoughts, and 
emotions, and to take the responsibility for their initiation and 
consequences. 

-You have the right to offer no reasons or excuses for justifying your 
behaviour. 

-You have the right to change your mind. 
-You have the right to judge whether or not you want t o  help others 

find solutions to their problems. 
-You have the right to make mistakes, and be responsible for them. 
-You have the right to say "No" without feeling guilty. 

+ Role Plays: Practicing an Assertive Response 
HANDOUT: YROLE PLAY SCENARIOS" (PROVIDE ONE SCENARIO 
PER PARTICIPANT) 
For this exercise, have participants break into groups of two. Provide a 
scenario for each person, asking them to discuss with their partners 
responses to  the situation, one each of unassertive, aggressive, and 
assertive responses. Have them prepare a brief roleplay to  illustrate 



these responses to  the rest of the group- This exercise functions as 
practice for the skill of assertiveness, as well as in-session exposure for 
both the participant who is demonstrating the responses and for the 
partner who acts as the confederate in the roleplay. 

The following scenarios are based on Alberti & Emmons, 1995, Appendix 
A. Invite participants to change the gender of the characters where 
appropriate. Deliver a reminder for people to pay attention to how 
nonverbal communication, self-disclosure, listening skills and asking 
questions vary between the three responses. 

Scenarios: 
I. Visiting Relative 
Aunt Margaret, with whom you prefer not  to spend much time, is on 
the phone. She tells you that her apartment in Edmonton is being 
renovated, and so she has decided to  take a holiday. Since you are her 
favourite niece or nephew, she plans to come to Calgary and spend 
three weeks with you while the work is being completed. 

Unassertive Resbonse: You think, "Oh, no!" but say, "We'd love to have 
you come and stay as long as you like!" OR, You tell her the children 
have just come down with bad colds, and the spare bed has a broken 
spring and you'll be going to cousin Bill's the weekend after next - none 
of which is true. 
Augressive Response: You call Aunt Margaret a crazy old bat and let her 
know she has some nerve thinking she can just sponge off you a t  a 
moment's notice. 

sertive R e s p ) :  You say, "We'll be glad to have you come for the 
weekend, but we simply Can't invite you for longer. A short visit is 
happier for everyone, and we'll want to see each other again sooner. 
We have lots of school and community activities which take up most of 
our evenings after work. 

2. Past Midnight 
Your teenage son has just returned from a school party. It is 3:00 a.m., 
and you have been frantic, concerned primarily for his well-being, since 
you had expected him home before midnight. 

Unassertive  re^^^: You hear him come home safely, so you roll over 
and try to go to sleep. 
Acraressive Response: You shout, "Where the hell have you been? Do 
you have any idea what time it is? You've kept me up all night!" 
Assertive Re-: You say, "I've been very worried about you son. You 
said you'd be home by midnight, and I've been waiting for you since 
then. That also means that I've lost several hours of sleep. I wish you 



had called. Tomorrow, we will discuss arrangements for letting me 
know that you will be later than you thought." 

3. Smoke Gets in your Lungs 
You are at a public meeting in large room. A man enters the room and 
sits down next to  you, puffing enthusiastically on a large cigar. The 
smoke is very offensive to  you. 

ertive Rewom: You suffer the offensive smoke in silence, 
deciding it is the right of the other person to  smoke if he wishes. 
Aaaressive ReSDOnSe: You get very angry, demanding that he move or 
put out the cigar, and loudly assail the evils and health hazards of the 
smoking habit. 
Assertive Resoonse: You firmly but politely ask him to refrain from 
smoking because it is offensive to you, OR, You ask him to  s i t  in another 
seat if he prefers to continue smoking since you were there first. 

4. I'm Not Interested 
You are a t  home, hoping for a restful day. The phone rings, and you 
answer to  a voice stating your full name and asking if that is you. Then 
you hear, "This is Road Magazine. We are conducting a readership 
survey. Have you heard of our magazine?" You're perturbed at the 
intrusion. 

Unassertive Response: You are polite, don't interrupt and answer all of 
the caller's questions. Soon you hear a "sales pitch" instead of a 
readership survey. The call lasts for 20 minutes. 
Aaaressive Response: YOU yell, "You people are a bunch of vultures! 
Don't you know anything about telephone privacy? Stick it in your ear!" 
You slam down the phone. 
Assertive: You state firmly, "I'm not interested." The caller 
replies, "I only want to ask you a few questions." You repeat firmly, "I'm 
not interested." You hang up the phone. 

5. Job Error 
You have made a mistake on the job. Your supervisor discovers it and is 
letting you know rather harshly that you should not have been so 
careless. 

ertive Response: Overapologizing, you say, "I'm sorry. I was stupid. 
How silly o f  me. I'll never let it happen again!" 

sive Response: YOU bristle and say, "You have no business 
criticizing my work. Since when are you perfect? Leave me alone, and 
don't bother me in the future." 



ve R-: You agree that you made the mistake, saying, "It 
was my mistake. I will be more careful next time. However, it seems to 
me you're being a bit harsh and I see no need for that." 

The following scenarios were generated by the researcher. 

6. NO secrets 
You are a t  a staff meeting, and a co-worker approaches you to  say she 
has heard you received a raise. It is true that you have received a raise, 
but you have no interest in discussing a matter o f  such a personal 
nature with a work acquaintance. 

lve I?-: You see no alternative but t o  disclose the details 
of your raise to  the curious co-worker, OR, you tell her that you actually 
didn't receive a raise. 
Aaaressivc! R~sD-  You loudly point out that she has no right to  ask 
such a personal question, and the next time you want anybody poking 
their nose into your business, you'll rattle her chain. 
Assertive Rwonse: You tell the co-worker that you too are often 
curious about what others in the office are paid, but that you feel 
uncomfortable about disclosing such personal information and would 
rather not discuss it. 

7.1 Have a Nomination ... 
A friend tells you that he hopes you don't mind, but that he signed you 
up to  chair the fundraising committee at the community centre during 
the last meeting from which you were absent. You have no interest in 
chairing the committee. 

Unassertive ResDonse: Although you don't want to, you agree that you 
could probably find time to organize the fundraising efforts at the 
centre. 

slve Resnonse: You sarcastically and loudly announce to  your 
friend that if he was so excited about making nominations, he damn 
well should have nominated himself. 
fissertive Response: You let your friend know that you weren't aware of 
leading him t o  believe that you were interested in chairing the 
committee, and in fact you are not interested. You tell him that you 
would appreciate it if he could let the group know that he was in error 
by nominating you. 

8.0pposites Don't Always Attract 
You have run into th is  particular friend of a friend many times at 
different functions, as you tend t o  travel in the same social circle. 
You've had the sense that he is interested in you, and as you predicted, 



he asks you out on a date. You don't find him attractive, nor do you 
think the two of you have much in common. 

Unassertive Rewow:  You reluctantly agree to go out with him. After 
all, it's only a movie. 
Asgressive ResDonse: You tell him quite frankly that you don't find him 
attractive and have no interest in spending any more time with him 
than you already have. 

nse: You thank him very much for the invitation, but tell 
him that you do not see him in a "romantic" way. 

Personal Strengths and Challenges 
EMIH)UT: "STRENGTHS AND CHALLENGES IN ASSERTIVE 
COMMUNICATION" 
Have participants prepare themselves for experimenting with assertive 
communication by identifying both personal strengths that will help 
them through this process and challenges for which they will need to 
be prepared. Hand out the worksheet with the following headings: 
'Situations that are difficult or easy for you. 
*Key people in your life. 
*Your attitudes, feelings, thoughts, and beliefs about expressing 

yourself. 
*The skills you possess relating to  assertive communication. 

Allow ten minutes for participants to reflect on these categories and 
record some of their thoughts on the worksheet. Encourage them to 
continue reflecting upon their ability to communicate assertively in 
various situations. 

+ Setting Goals for Assertiveness 
WJMDUT: "SETFING GOAIS FOR ASSERTIVENESS" 
Hand out the worksheet for setting goals for assertiveness so that 
participants will continue thinking of and working on assertive 
communication outside of group time. Invite participants to set one 
month goals. 

+ Homework 
***For CB Groupe** 

Exposure task based on the hierarchy (an average of 20 minutes 
daily recommended) with a focus on assertive communication 
where appropriate. 
Prepare for next session, the agenda for which includes in-session 
exposure based on participants' hierarchies. Participants need to 
plan how to best use this session in the context of their goals. A 



part of this preparation includes filling in an exposure worksheet 
to aid in planning the use of this time. Remind participants to 
bring any props etc. necessary to  carry out their in-session 
exposure exercise. Participants also need to bring a blank video 
tape to record themselves. Each participant will have 
approximately twelve minutes for their task. 

***FOR CBI GROUP*" 
Imagery (used daily) and periodically with a focus on assertive 
communication where appropriate. 
Exposure task based on the hierarchy (an average of 20 minutes 
daily recommended) with a focus on assertive communication 
where appropriate. 
Prepare for next session, the agenda for which includes in-session 
exposure based on participants' hierarchies. Participants need to 
plan how to best use this session in the context of their goals. A 
part of this preparation includes filling in an exposure worksheet 
to aid in planning the use of this time. Remind participants to 
bring any props etc. necessary to  carry out their in-session 
exposure exercise. Participants also need to bring a blank video 
tape to record themselves. Each participant will have 
approximately twelve minutes for their task. 

+ Self-Assessment / Objectives 

+ Check-out (SUDS rating). 



c 
sEssmuQ 

(COGN ITIVE-BEHAVIOURAL IMAGERY / COGN ITIVE-BEHAVIOU RAL GROU PI 

Theme: In-session exposure, final behavioural 
assessment, final self-report questionnaires, 

termination, celebration. 

purpose: TO conduct post-treatment data collection (behavioural 
assessment and self-report inventories) and Complete the 
termination process. 

TmgekfmSbnanQe: ~ f f  ect. 

ves: By the end of Session 10, 

1. Participants will feel positively about their 
participation in the group. 

Agenda item: "Provision of Feedback and 
Celebration." 

2. Participants will feel that they were valued members 
of a group. 

Agenda item: "Provision of Feedback and 
Celebration." 

+ Checkin 
(SUDS rating). How are participants feeling about the last session? 

-Remind participants that there will be another role play exercise this 
evening, and have them write down a rating of their anticipatory 
anxiety on their "Charting Your Anxiety" worksheet. 

+ Overview of Session Agenda and Objectives 
HANDOUT: SEW-ASSESSMENT 

-Photocopy homework and, for CBI Group, (for CBI Group) collect 
"Imagery Vividness Scale" 



+ Behavioural Assessment (Time 2) and Self-Report Assessment 
HANDOUTS: USOCIAL PHOBIA AND ANKIETY IHVENTORY", 
"BRIEF SOCIAL PHOBIA SCALE", 'BECK DEPRESSION 
INVENTORY", "SOCIAL COPING SCALE", AND 'ANXIETY 
EIEMRCEY SESSION 10" 
Choose the order in which participants will complete the behavioural 
assessment. While each participant is involved in the behavioural 
assessment, the rest will be completing the self-report assessment 
questionnaires in another room. Facilitators will invite each participant 
back into the group room for the behavioural assessment as their turns 
come up. Following the behavioural assessment, each participant will 
complete another copy of the Social Interaction Self-statement Test. 
HANIBOUT: "SOCIAL INTERACTION SELF-STATEMENT TEST" 

Reaffirm participants4 choice for participation. Options for 
participation are: 

declining to  participate. 
agreeing to  participate with the knowledge that they may 

terminate the activity a t  any time. 
agreeing to  participate and seeing the activity through to its 

conclusion. 

The role play scenario is based on a heterosocial interaction, the format 
of which has been used by other researchers (Beidel, Turner, & Dancu, 
1984; Turner, Beidel, COOley, Woody, & Messer, 1994; Ost, Jerrelalm, & 
Johansson, 1981). 

Present the following instructions for the "in-session exposure": 
We want you to act as if the situation is really occurring. Pretend that 
you are on a "first date" with someone you don't know well. You are 
seated in a restaurant, have just ordered your meals, and are waiting for 
the food to arrive (Beidel, Turner, & Dancu, 1985). It is up to you to 
initiate the conversation, and keep it going. You may talk about 
whatever seems appropriate, as long it isn't the "task" you are 
performing. You are to continue this conversation for five minutes, or 
until you indicate to  the facilitator that you would like to terminate the 
task. When your time is up, the facilitator will hold up a card that says 
3top". 

Facilitators need to do the following: 
Instruct the confederate to remain friendly but neutral during 
the conversation, responding to the participantsf efforts, but 
allowing the burden of the conversation to rest on the 
participant (Beidel, Turner, & Dancu, 1985). 



Monitor the confederate, and provide formative feedback 
between role plays if necessary (Beidel, Turner, & Oancu, 1985). 
Ask the participant to rate her or his current SUDS immediately 
prior t o  the interaction, Following the interaction, ask the 
participant for a current SUDS rating as well as a retrospective 
rating of what their SUDS was halfway through the interaction. 
Record the ratings on the "Charting Your Anxiety" worksheet. 
Videotape the interaction. 
Time the interaction for five minutes, and then hold up an index 
card that says, "stop". 

Final assessment videotapes will be dubbed onto VHS for each 
participant, and left at CFSB for pick-up along with a self-evaluation 
form in an agency addressed, stamped envelope. Participants will be 
instructed t o  view their videotapes and mail the completed self- 
evaluation form (Social Skills Inventory) to  the researcher for 
inclusion in the study. 

+ Provision of Feedback and Celebcation 
All group members are encouraged to  give feedback to  all other group 
members in the format of things each of us have appreciated and 
admired about the others. Following feedback to others, each group 
member can "give themselves some feedback by telling the group 
what they are most proud of as a result of participation in this group. 
Feedback from others, on the request of  each participant, will be tape 
recorded for each to take home. During this time, there will be music 
playing and snacks available. The provision of feedback will lead into 
free time for listening to music, having snacks, and celebrating 
progress. 

+ Check-out 
Have participants look at their ten week goals, assess how Close they are 
to achieving that goal, and to  share with the group what their plans are 
to continue working on that or other social anxiety-related goals. Write 
prompts for these points on the flip chart. 



APPENDIX B 

Client Materials and Handouts 



Dear Group Member: 

My name is Dana McDougall. I am a doctoral student in the Department of 
Educational Psychology at The University of Calgary, and 1 am conducting a research 
project entitled "The Group Treatment of Social Phobia Through Cognitive-Behavioural 
Therapy and Imagery" under the supervision of Dr. Bryan Hiebert. Conducted at Calgary 
Family Service Bureau, this study is expected to provide information that may enable 
professionals to more effectively treat those who have difficulty with the debilitating 
condition of social phobia. The purpose of this letter is to provide you with information 
regarding this research project so that you may make an informed decision regarding 
your participation. 

This study is being conducted to determine if certain treatment interventions for 
social anxiety arc helpful. As part of the study, you will be asked to provide information 
on your anxiety by filling out some questionnaires. You will be asked to fill out the same 
questionnaires twice: once before the group treatment, and once &er you are finished. 

The group therapy that you will receive utilizes videotaping techniques so that 
you may observe yourself and receive feedback. These videotapes may also be viewed 
by trained professionals at Calgary Family Service Bureau for the purposes of the current 
research. If your videotapes are viewed by someone other than the researcher. your name 
will not in any way be attached to the tape. Please be assured that your videotapes will 
be treated with the highest levels of respect, will be seen only by professionals who are 
bound by confidentiality, and will either be returned to you following the research project 
if you so wish, or wilI be erased at the end of the research project- 

Each group session will be audiotaped for review only by the researcher and one 
other professional within Calgary Family Service Bureau. The purpose of these 
audiotapes is NOT to evaluate you in any way; rather, they will be utilized to evaluate 
your group leadek These audiotapes will also be erased at the end of the research 
project, and your name will not be attached to your voice. 

If at any time you have questions regarding your participation, please feel free to 
contact me at 233 - 2370; the Director of Central Services at Calgary Family Service 
Bureau. Carolyn Goard at 233 - 2370; my supervisor at The University of Calgary, Bryan 
Hiebert, at 220 - 7770; the office of the Chair, Faculty of Education Joint Ethics Review 
Committee at 220 - 5626; of the Office of the Vice-president (Research) at 220 - 338 1. 
Two copies of the consent form are provided. Please return one signed copy to me and 
retain the other copy for your records. 

Thank you very much for your cooperation! 

Sincerely, 

Dana L. McDougall, M.Sc. 



21 I 
CONSENT FOR RESEARCH PARTTCIPATION 

I. the undersigned, hereby consent to participate in the research project entitled 
-'The Group Treatment of Social Phobia Through Cognitive-Behavioural Therapy and 
Imagery". Conducted at Calgary Family Service Bureau by Dana McDougall, M-Sc., this 
study is expected to provide information that may enable professionals to more 
effectively treat those who have difficulty with the debilitating condition of social phobia. 

*I understand that my consent entails participating in group treatment for social 
anxiety and providing information relevant to my anxiety. 

*I understand that my psychological treatment will not be affected in any way by 
my decision to participate or not participate in the study. I can receive treatment whether 
or not I participate in the research component of the project. 

*I understand that my participation is completely voluntary, and I am fiee to 
withdraw, without penalty, from the study at any time I choose. 

*The general plan of this study has been outlined to me in a personal interview. I 
understand that the research component of this project is not expected to involve risks of 
harm any greater than those ordinarily encountered in therapeutic practice. I also 
understand that it is not possible to identify all potential risks in any procedure, but that 
all reasonable safeguards have been taken to minimize the potential risks. 

*I understand that the researcher may wish to publish the results of this research 
project or to use it as a part of a larger project, and that in such reports I will be 
unidentifiable and unable to be associated in any way with published results. 

*I understand that a copy of either my own results and/or a copy of the study 
resuits will be made available to me should I contact the researcher and make such a 
request after the study is complete. 

*I understand that all materials received by the researcher will be kept secure and 
confidential, and that written data will be shredded and disposed of three months 
following completion of the study. In the case of data collection through video or 
audiotaping. the tapes will be securely stored and viewed/listened to only by trained 
professionals for the purposes of the present research. Following the conclusion of the 
study. all video and audio data exclusively of me wiil either be erased, or will be returned 
to me if 1 so desire. Audio data of the group as a whole will be erased. 

*I understand that if at any time I have questions regarding my participation, I can 
contact the researcher and group facilitator Dana McDougall at 233 - 2370; the Director 
of Central Services, Calgary Family Service Bureau, Carolyn Goard at 233 - 2370; the 
Office of the Chair, Faculty of Education Joint Ethics Review Committee at 220 - 5626; 
or the Ofice of the Vice-president (Research) at 220 - 338 1 .  I have been given a copy of 
this consent form for my records. 

Name (please print) Signature 

Date 
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Choose a number *om the scale below to show how much you would avoid each of the situations 
listed because of fear or other unpleasant feelings. Then, write the number you chose in the blank 
opposite each situation. 

0 1 2 3 4 5 6 7 8 
Would not Slightly avoid Definitely Markedly Always 

avoid it it avoid it avoid it avoid it 

1. Social situations. 
2. Injections or minor surgery. 
3 .  Eating or drinking with other people. 
4. Hospitals. 
5. Travelling alone by bus or train. 
6 .  Walking alone in busy streets. 
7. Being watched or stared at. 
8. Going into crowded shops. 
9. Talking to people in authority. 
10. Sight of bIood. 
1 1. Being criticized. 
12. Going alone far from home. 
1 3. Thought of injury or illness. 
14. Speaking or acting to an audience. 
1 5. Large open spaces. 
16. Going to the dentist. 
1 7. Other situations (describe). 

:Vow, choose a numberfiom the scale below to show how much you are troubled by each problem listed, 
m7d rvrire the number in the blank 

0 1 - 7 3 4 5 6 7 8 
Hardly at Slightly Definitely Markedly Very severely 

all troublesome troubIesome troublesome troublesome 

18. Feeling miserable or depressed. 
19. Feeling irritable or angry. 
20. Feeling tense or panicky. 
2 1 .  Upsetting thoughts come into your mind. 
22. Feeling you or your surroundings are strange or unreal. 
23. Other feelings (describe). 

How would you rote the present state of your phobic symptoms on the scale below? Pieuse circle one 
~lUnbt?r benveen 0 and 8. 

0 1 2 3 4 5 6 7 8 
No phobias Slightly Definitely Markedly Very severely 
present disturbing/ disturbing/ disturbing1 disturbing 

Not really Disabling Disabling Disabling 
disabling 



Self-Assessment 
Session 1: Orientation 

-the characteristics o f  social anxiety 
-who suffers from social anriety 
-how social anxiety affects peoples' lives 

1. I feel more comfortable in the group than l did at the 
beginning. 
2 1 have some knowledge about the state of research in  

social anxiety u it pertains to the following: 
Yes 1 Kind Of Z No 2 

- 
Yes Z Kind Of 1 No i 

C 

Yes Z Kind Of 3 No - 
1 

Yes C Kind Of 5 No 3 : 

, I 
I 

I -the rationale for the tnrtment I wi l l  be receiving I yes Kind 2 uo i 
- 1 3. 1 have tome expectations for the structure of the rest o f  I Yes 5 Kind Of ! No 

. I know that the more homework I do, the quicker I wi l l  1 Yes 5 Kind Of 2 No Z 

I w Ies. I 

improve. 
5. 1 know what is expected in terms of sticking to ground 

- 
Yes L Kind Of 5 No 2 i 



0 0 

cral Awietv Def med 
4 Generally, people with social anxiety fear being 

embarrassed or judged negatively in social or 
performance situations. That fear varies widely 
between people, with some being concerned tha t  
others will notice a symptom like blushing, perspiring, 
or hands tha t  shake. Some people are especially 
concerned that  they will say something that sounds 
"stupid". Another common theme is simply the 
experience of anxious feelings and self-consciousness 
in a social situation. 

4 The EFFECT of social anxiety is tha t  people either 
AVOID situations in which the feel anxiety, or else they 
grit their teeth and manage to endure them 
somehow. 

+ "Anticipatory anxiety" is very common among those 
with social anxiety. 

It is the kind of anxiem that people feel before having 
to do something they fear. For example, if you know 
that an event that usually makes you anxious is coming 
up, you may feel more and more anxious as the event . . approaches. In ant~c~mtion of the event, you let your 
thoughts wander in the direction of negative 
predictions and you begin to feel anxious. 

+ The effect of anticipatory anxiety: you spend a great 
deal more time being anxious than the amount of time 
you are required to spend in the feared situation. Some 
people even imagine the worst possible consequences. 



+ Many other difficulties go hand in hand with social 
anxiety. 

4 There is a high rate of overlap with depression, 
generalized anxiety, panic attacks, agoraphobia, and 
using alcohol or drugs to lessen the anxiety. About 
half of the people who struggle with social anxiety 
also experience another difficulty of this sort. 

Social anxiety is relatively common, affecting about 6 
million people in the United States. 

A study tha t  was done very close to home, in 
Winnipeg, told us that  about 7% of people experience 
social anxiety. 

O n  average, for every three women who experience 
social anxiety, there will be two men who have the 
same experience. 

Social anxiety comes partly from family genes and 
partly from life experience. One researcher estimates 
that about 30% of the cause of social phobia can be 
accounted for by genetics. 

4 Whatever the symptoms that  someone with social 
anxiety experiences, the common bottom line is that 
it affects life in a number of negative ways. Some 
people have built their lives around the limitations 
imposed on them by social anxiety. 



+ Here are some research findings that illustrate the 
impact of social anxiety. 

Social anxiety is associated with impairment in 
most areas of functioning. 

Over 90% of those with social anxiety said that it 
interfered with their career functioning. 

Over 85% of the people in the same study said that 
social anxiety interfered with achieving their 
educational goals. 

About 20% of people with social anxiety are unable 
to work and thus collect disability or social 
assistance. 

More than 50% of those with social anxiety never 
complete high school. 

About 65% of people with social anxiety are single. 

About 20% of people with social anxiety are 
addicted to alcohol, and 13% to drugs. In all, about 
30% abuse alcohol or drugs. 

About 60% of people with social anxiety also have 
another problem like depression, panic disorder, or 
agoraphobia. Among people with social anxiety ;l2 
well as another type of problem, about 16% 
attempt suicide a t  some point. This is striking 
when compared to a suicide rate of 0.9% in the 
general population. 



The research also tells us that  most often, people 
experience social anxiety before they experience 
whatever other problem arises, for example, 
depression. 

reatment for Social Ametv 

+ Without treatment, social anxiety can be expected to 
persist for years or even decades. With treatment, 
those with social anxiety are generally able to return 
to productive personal and professional lives. 

Our treatment philosophy 
+ We want to  conduct a group that will best ensure t h a t  

you will succeed. We believe that  to  improve and 
grow, you need to move outside your comfort zone. 
A t  the same time, moving too far outside your 
comfort zone too quickly is as counterproductive as 
not moving a t  all. 

oural therapy 
a) Exposure. This means confronting real life 

situations that provoke anxiety. That might 
sound intimidating a t  first, but all exposure 
conducted in this group will be gradual and 
tailored to your own anxiety level. 

Exposure has long been acknowledged as the 
single best treatment for anxiety. 

Exposure generally involves two things: 
First, generating a l ist of situations in which you 
feel anxious and ordering them according to 
difficulty. 
Second, beginning to gently place yourself in 
those situations within the limits of your anxiety. 



Again, all activities will be within the limits of 
your anxiety. That does NOT mean that you 
won't enter situations in which you feel anxious; 
rather, it means tha t  you will not do things tha t  
terrify you. 

Exposure is effective at treating the symptom 
of avoidance of feared situations, of 
anticipatory anxiety occurring before entering 
the difficult situation, and of anxiety while in 
the situation. In addition, these benefits last 
longer than do the benefits of other types of 
treatment. There are very few, if any, experts 
who disagree with the value of exposure 
treatment. The conclusion about exposure 
treatment is t h a t  we use it because it works. 

b) Social skills reminders 
Most research done with people who have 
social anxiety shows us that while they do 
possess adequate social skills, they are simply 
too anxious to  use them. We assume that 
people have social skills, and that we need to 
relieve some of the anxiety that is preventing 
them from using those skills. Instead of doing 
formal social skills training, we'll be providing 
reminders of what you already know by 
discussing some components of healthy and 
effective social interaction. 

ve Therapy 
Undoubtedly, thoughts play a very strong role 
in keeping social anxiety alive. Some authors 
even go as far  as to  say that social anxiety 
CAN'T be successfully treated without 
targeting thoughts. 



Examples of typical thoughts that  function to 
feed the anxiety and make it worse are: 

"They can see how nervous I am" 
"Everyone is looking a t  me" 
"I've got nothing to contribute" 
It is thoughts like these that cognitive 

therapy seeks to change. 

lmaaeN 
Using imagery as an intervention means that 
you will be mentally rehearsing a successful 
experience in an anxiety-provoking situation 
rather than predicting the worst. 

Imagery is an exciting new treatment for 
social phobia for the following reasons: 

-First, social anxiety is made up of thoughts, 
behaviours, emotions, and physical feelings, all 
of which may a t  once be targetted by imagery. 

-Second, those with social anxiety often 
mentally "rehearse" failure experiences before 
entering a social situation, all too often setting 
themselves up for failure. Imagery may be able 
to combat th i s  tendency. 

-Third, imagery has been shown to be 
effective with other problems that are related to 
social anxiety: test anxiety, communication 
anxiety, assertiveness training, and other 
performance activities like athletics. 

-Fourth, imagery is an inexpensive, 
noninvasive, easily learned, and nontoxic 
intervention that  shows promise but hasn't yet 
been widely investigated. 



No matter how much or how l i t t l e  anxiety you experience, 
the success o f  your treatment w i l l  depend largely on how 
much t i n e  you are willing to  devote to homework. This 
means that you e t  to  choose how much you w i l l  improve 
over the course o f  the next ten weeks. If you would 
prefer to  improve a great deal, you need t o  devote a great 
deal o f  attention t o  your homework. 





Social C o ~ i n g  Scale 

Name: Date: 

This questionnaire is designed to assess your reactions to social situations. Social situations are any events 
involving interactions between two or more individuals. They can occur at school, work, or in almost any 
place, involving people you know or do not know. Please rate each item on a scale from: 

1 = rarely occurs 
2 = occasionally occurs 
3 = occurs about half the time 
4 = frequently occurs 
5 = occurs almost all of the time 

1. I have a drink to calm down before going out, 

2. I take an anti-anxiety medication (e-g. Ativan, Xanax) before going out. 

3. I tense my hands and arms, or clench my hands to prevent them from shaking during socia! 

events. 

4. I dress in an inconspicuous manner to avoid being the center of attention. 

5.  1 avoid shaking people's hands because my palms are sweaty. 

6 .  1 avoid eye contact. 

7. 1 only go out with someone who is quite self-confident. 

8. I avoid going out if I am feeling anxious. 

9. I avoid sharing personal information about myself with others. 

10. I think of myself as a better listener than conversationalist. 

l I. 

12. 

13. 

14. 

I S .  

16. 

tend to steer the conversation towards the other person. 

tend to be the one that helps out with the drinks, the food, or clean-up at social functions. 

only go to those social events where I know what to expect. 

try to blend in. 

tend to be overly apologetic. 

use disclaimers if I'm stating an opinion (e.g., "I could be wrong, but ..." or "I probably don't 

know what I'm talking about, but...") 

17. I go home fairly eariy, as soon as I notice that others are beginning to leave. 

18. I tend to be agreeable. 

19. 1 tend to talk less than others. 

20. 1 am prone to daydreaming, fantasizing, or "tuning out". 

2 1. 1 only go to those social events where I know most of the people. 

22. I prefer to socialize outside my own home. 

23. 1 tend to worry about how I will manage during an upcoming social event. 

24. I tend to worry about how I came across following a social event. 

25. I tend to drink too much when I'm out socially. 

26. 1 focus upon how I feel physically when I'm out socially. 

27. I focus upon how I'm coming across to others. 

28. I worry about the impression I'm creating. 

29. I go over and over the social event once it is over and analyze what I said and did. 

30. I just do my best to "get through" a social situation with the least possible anxiety. 



Self-Assessment 
Session 2: Anxiety Hierarchy 

I 1. I feel more connected to the group setting a d  to other people I Yes C Kind Of C No 2 

3. 1 have personalized the idea of "Subjective Units of  Distress" 
by anchoring points on the sa le  to my own experience. 

4. 1 have made a good start in  constructing my anxiety hierarchy. 
-identifying my top five target situations 
-rating my anxiety in each situation 
-breaking each situation into manageable steps 
-identifyin9 the "themes" of  each situation 

in  the group. 
2. 1 understand the idea o f  "Subjective Units of  Distress". 

Yes C Kind Of 2 No C 

- 
Yes 5 Kind Of 3 No - 

Yes L Kind Of 2 No - 
Yes L Kind Of No C 
Yes Kind Of 2 No -? 
Yes n Kind Of5 No 5 
Yes C Kind Of Z No E 

1 5. 1 have set a short-term goal for myself. I Yes L Kind Of2 No Z 

1 6. 1 have set a lonq-term goal for myself. Yes 2 Kind Of 2 No 



Anchor Points for my 
Subjective Units of Distress 

(SUDS) 
To give yourself a reference point for describing your 
anxiety level, fill in examples on a few key points. 
For example, let 0 represent a state of complete 
relaxation and 100 represent the worst anxiety you 
have ever felt or could imagine feeling. Use specific 
examples to describe three or four points on the 
scale. 



CHARTING YOUR ANXIETY 
(SUDS) 

AT THE BEGINNING AND END OF EACH SESSION, YOU WILL BE 
ASKEI) TO RATE YOUR SUDS. GIVIS A RATING OF YOUR ANXIETY 
RIGHT NOW (SUDS) FROM I - 100. 

Session 

Anticipatory 

Halfway Through 

Check In 

Immediately Prior 

Immediately After 

Check Out 

Anticipatory 

Halfway Through 

Immediately Prior 

Immediately After 



The Social Interaction Self-statement Test 

People think a variety of things when they are involved in different social situations. 
Below is a list of things. which you may have thought to yourself at some time before, 
during, and after the interaction in which you just engaged. Read each item and decide 
how frequently you may have been thinking a similar thought before, during, and after 
the interaction. Utilize the following scale to indicate the nature of your thoughts: 

1 = hardly ever had the thought 
2 = rarely had the thought 
3 = sometimes had the thought 
4 = often had the thought 
5 = very often had the thought 

Please answer as honestly as  possible. 

1. When I can't think of anything to say I can feel myself getting very an~ious. 

2. 1 can usually talk to (medwomen) pretty well. 

3. I hope I don't make a fool of myself. 

4. I'm beginning to feel more at ease. 

5. I'm really afraid of what (he'lVshe'l1) think of me. 

6. No worries, no fears, no anxieties. 

7. I'm scared to death. 

8. (She/He) probably won't be interested in me. 

9. May be I can put (himher) at ease by starting things going. 

10. Instead of worrying I can figure out how best to get to know (lumber). 

1 1. I'm not too comfortable meeting (medwomen) so things are bound to go 
wrong. 

2. What the heck, the worst that can happen is that (shehe) won't go for me. 

3. (He/She) may want to talk to me as much as I want to talk to her. 

4. This will be a good opportunity. 

15. If I blow this conversation, I'll really lose my confidence. 

16. What I say will probably sound stupid. 

17. What do I have to lose? It's worth a try. 



18. This is an awkward situation but I can handle it. 

19. Wow - I don't want to do this. 

20. It would crush me if (shehe) didn't respond to me. 

2 1. I've just got to make a good impression on (her/him) or 1'11 feel temble. 

22. You're such an inhibited idiot. 

23. 1'11 probably "bomb out" anyway. 

34. I can handle anything. 

25. Even if things don't go well it's no catastrophe. 

26. I feel awkward and dumb; (he/she)'s bound to notice. 

27. We probably have a lot in common. 

28. Maybe we'll hit it off really well. 

29. I wish I could leave and avoid the whole situation. 

30. Oh well, throw caution to the wind! 
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2 
m - ive 

List five situations related to  your social anxiety which are 
currently causing you difficulty. If possible, rank these 
situations from least to most anxiety-provoking. Rate 
them for both anxiety and avoidance. By definition, the 
situations higher on your hierarchy should have higher 
numbers for anxiety and avoidance. The items on your 
anxiety hierarchy will form the basis for your homework 
assignments, and there will also be opportunities to  work 
on them in group sessions where possible. Define your 
ratings as follows: 

Anxiety: The highest SUDS you would Currently experience 
in tha t  situation (using your 0 - 100 SUDS scale). 
Avoidance: The percentage of times you would avoid tha t  
situation (rate percentage 0 - 100). 

Least anxiety provoking 

Anxiety: Avoidance: 

Anxiem: Avoidance: 

An xiem: Avoidance: 

Anxiety: Avoidance: 

Anxiety: Avoidance: 

Most anxiety-provoking 
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9 
m - 

Now, divide each task in your anxiety hierarchy into steps. Consider what 
sorts of things you could change or manipulate about the situation to 
make it more or less anxiety-provoking. Here is an example. 

Example: Eating in the lunchroom with co-workers. 
Anxiety - 85 - Avoidance - 95 - 

Steps: 
1. Going to the lunchroom in the middle of the morning to have a cup of 

coffee when there are few people around. 
2. Staying to eat a small snack when there are few people around. 
3. Going in a t  lunch time when the room is full, spending a few minutes to 

boil a kettle for tea. 
4. Staying to have a small snack a t  lunch time when the room is full, 

standing a t  the counter rather than joining the table. 
5. Having a snack while sitting down a t  the table when the room is full. 
6. Eating lunch at the table while the room is full, but not initiating any 

interaction. 
7. Eating lunch a t  the table while the room is full, and participating in the 

discussion. 

Break each of your five tasks down into steps, and record them on the next 
page- 

Next, decide what the "theme" of your task is and what other tasks might 
be related to this theme. Often, it is difficult to get enough practice a t  one 
particular task. If you can perform other tasks that are related to the 
"theme" of the tasks on your hierarchy, you will be better able to: 

-get your homework done and make progress on your hierarchy 
tasks. 
-fit homework into your day since you have more "options" for 
getting it done. 

Theme: Eating in front of other people. 

Other Tasks Related to This Theme: 
I. Attending a family dinner. 
2. Going to a restaurant for lunch. 
3. Taking a "brown bag" to the park. 
4. Walking through the mall while eating a hot dog. 

Feel free to break your theme tasks into steps if it would be helpful. 

Decide on a theme for each of your five tasks, and list some other tasks 
related to the theme. Record them on the next page. 



steps: 

Theme: 

Other Tasks Related to This Theme: 



steps: 

1. 

Other Tasks Related to  This Theme: 



Steps: 

Theme: 

Other Tasks Related to  This Theme: 



Steps: 

I. 

Theme: 

Other Tasks Related to This Theme: 

1. 



Other Tasks Related to This Theme: 

1. 



**awm%Eft TO FOCUS ON THE BEIA\(IOUR 
aRTHER THAN ON THE FEELING. 

MY TEN-WEEK 6ORL IS TO: 



Self-Assessment 
Session 3: Imagery 

1. I understand how imagery em be a powerful mental tool that 
I ern use to help me address the belarioun, thoughts, and 
feelings that go along with social anxiety. 

2. 1 understand that imagery a n  "fool" my body into believing 
that an experience war real rather than imagined. / 3. I erperirneed "imagined" sensations with each of my 

I senses. 

1 4. 1 an  ready to eonduet my own imagery experiener at  home. 

Yes C Kind Of Z No Z 

Yes C Kind Of 3 No a 
- 

Yes - Kind Of C No L 

Yes Z Kind Of Z NO 'Z 



Howl's Your A#itude? 
Having a positive attitude is of highest importance when experiencing imagery. If 
you don't believe this technique will be effkcdve for you, you will undoubtedly be 
correct. Always remember that effecdve imagery depends upon the power of your 
own mind. I f  your mindset is negative, so too will be the resulo of your imagery 
experience. Again, the emphasis is on making a conscious decision to benefit from 
the power of this technique. 

You are the Architect 
The content of your image is up to you! Decide on the setting, the people 
involved, how you will act, how they will act, your emotions, yogr thoughts, your 
physical sensations, and che outcome of the interaction. 

Handling Anx/Oty and fiDragonss" in the 

You may find that simply by imaging a certain situation, you become anxious in 
reality when unwanted images/aspeca of the situation (dragons) intrude. If this 
happens, do you best to acknowledge the "dragon" and then set It aside somehow. 
Here are some ideas you can try: 
1. When negative thoughts intrude, picture them written on a blackboard and then 

enthusiastically erase them. 
2. How might the anxiety look? Perhaps it looks like coal dust, spiky bits of broken 

glass, a spring stretched too tightly, etc. Sweep the coal dust or broken glass 
away, release one end of the spring so it relaxes, or do whatever seems right to 
relieve the anxiety. 

3. Picture an "anxiety control knob" on your arm or in the small of your back. 
Turn it down. 

4. I f  your image is taking place on a movie screen behind your eyes, shove the 
anxiety or the unwanted inbusion outside of rhe frame of the screen. 

5. Remind yourself that this is an image, and it can't hurt you. 
6. Picture your image on a canvas, and paint over the dragon. 
7. I f  a dragon appears, focus on it and make it fade out or turn off. You can even 

beam it someplace else, or use the power of your mind to magically transform it 
into something else (maybe a stuffed dragon!). 



8. If the dragon involves sonie physical sensarion you want to be rid of, picture the 
symptoms going away. Picture your hear beating slowly and regularly, your 
lungs inflating evenly and calmly, etc. 

9. Make up your own techniques for dealing with the dragons. 

The best way to become skillful a t  utilizing imagery Is to get regular practice. 
Building at  least one imagery appointment with yourself into each day becomes easy 
if you incorporate it into your regular roudne. Many people find that imaging when 
they wake up in the morning works well for them. Decide what will work for you. 

Ciose Your Eyes 
If you feel comfonable closing your eyes, do so. When your eyes are closed, it 
helps you to shut out the outside world and turn your attention inward. 

Although it is difficult to relax on command, perhaps you have some relaxation 
methods that work for you. If you've not yet discovered a way to help yourself 
into a relaxed state, try the techniques your group facilitators use in session. 
Common methods are progressive muscle relaxation (which focuses on relaxing 
your mind through relaxing your muscles), or simply fmusing on your own 
breathing. Apan from allowing a more effective imagery experience, relaxation 
itself carries its own set of health benefits that include reducing anxiety, depression, 
anger, and fear. 

Use a// of Your ~~ma~Inaw~'  Senses and 

Vision is the easiest sense for many people to use, and most imagery experiences 
rely heavily on what you ''see" in your image. You can make your imagery 
experience richer and more effdve by including smell, sound, touch, physical 
sensations, thoughts, emotions, and anything else you can think of to add realism. 

The more detail you incorporate into your image, the more vMd and realistic it will 
be. Your image may a t  first be quite plain, and you can add details as you go. For 
example, if you are imaging your kitchen, first nodce the large mucture. Then, add 
the pattern in the linoleum; the detail on the cupboards; the warmth coming from 
the oven; the smells of food, dishwashing liquid, and a hint of gas fkom the stove; 



etc. Notice what you can see out of the window, and if the window needs polishing 
or not. Are there any dishes in the sink? Are there bread crumbs on the counter 
in h-ont of the toaster? Add all of the details as you go. 

lhdiude Movement 
Move around the scene, and see it from many different angles. If there are 
"moving partsN to the scene, such as other people mingling around a t  a party, some 
form of transportation, or machinery of some type then ensure that your image 
reflects that movement. 

Include Emotion 
Although your images may first take the form of a "movie inside your head", you 
will gradually become more and more personally involved. As you begin to feel like 
a part of the image, ensure that you pay attention to fhe emotions that  you want to 
feel. Remember that you are the ttdirector" of thfs movie, and you get to decide 
how every aspect will look including the emotions you choose for yourself. See the 
above discussion on handling feelings of anxiety should they arise. 

Use Af%lrmations 
An affirmation is a strong, positive, feeling-rich statement that something is already 
so. Affirmations give you something to use in place o f  the negative self-statements 
that many people are accustomed to using. Remember the affirmations you use in 
your images, and repeat them to yourself throughout the day. The benefits of 
doing this are many, and one of the most important is that it can act as shorthand 
for your entire imagery experience. 

Keep Track 
Keeping track of your imagery experiences serves many purposes: it provides 
material for future imaging, increases your ability to use detailed images, develops 
your powers of introspection, and helps you to remember the experiences. 



lmaqery - - Experiences - 
F ~ K  in as much ofthis worksheet as you can Gejiore you image; wr i t  as a staning 

pointfor your imagery exyerience. Because images may go in unexyecteddrections, 
andbecause you need to vej&ect on your tyerience afrerwark, you wiK need to add 

- - 
more information to your worksheerfollowinq the experience. 
I Date I Time 

L 

People Involved 

Primary Sights 

I 

Other Senses 

Primary Sounds 

Physical Sensations 

Primary Smells 

Behaviours 

~houghts and Affirmations 

Conquering Dragons 

What Worked well? 

Imagery Vividness 
very Unclear o Unclear Fairly Clear o Moderately Clear o Very Clear 5 

Other Notes and Things to Remember for Next Time 



Imaeerv Vividness Scale 

How strong are your powers of imagery? Below is a list of items. If you can 
see, feel, smell, taste, or experience the image described, rate it as follows. 

4 = very clear 
3 = moderately clear 
2 = fairly clear 
1 = unclear 
0 = very unclear 

After reading each item, close your eyes, image it as clearly as you can, and 
then record your rating. 

Think about a very close relative or fiend: 
1. See himher standing in fkont of you. 
2. Imagine himher laughing. 
3. Picture hisher eyes. 
4. Picture a bowl of h i t .  
5. Imagine driving down a dry, dusty road. 
6. See yourself throwing a ball. 
7. Picture your childhood home. 
8. See a white, sandy beach. 
9. Imagine looking into a shop window. 
10.See a blank television screen. 
1 1 .Imagine the sound of a barking dog. 
12.Imagine the sound of an exploding firecracker. 
1 3 .Feel the warmth of a hot shower. 
14.Imagine feeling the texture of rough sandpaper. 
1S.Picture yourself lifting a heavy object. 
16.Imagine yourself walking up a steep stairway. 
17.lmagine the taste of lemon juice. 
1 8 .Think of eating ice cream. 
19.Imagine the smell of cooking cabbage. 
20. Imagine yourself smelling a rose. 

Now, add up your score. Total : 
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Social Skills Inventory 

Instructions: View your videotaped social interaction, and rate your 
demonstration of the listed social skills using the following rating scale: 

Inappropriate I Appropriate 

First, decide if use of the skill was "Inappropriate" or "Appropriate", and 
then make a more specific rating from 0 to 4: 

0 = Very Inappropriate 
1 = Almost Appropriate (but not quite) 
2 = Marginally Appropriate (but still okay) 
3 = In Between (more than just okay, but not optimal) 
4 = Optimally Appropriate 

Nonverbal Communication 
1 . Distance from the other person. 0n lo 2 3n 4~ 

2. Facing the other person. 0 10 2 n  3~ 4 2  

3. Having a relaxed posture. 0 0  lC! 2 Q  3 C  4 E  

4. Having an "open" body position (i.e. not having arms crossed 

or crossing legs away fiom the other person. 00 117 2 3~ 4~ 

5. Gesturing with hands and arms. 0 2 2  3 4 3  4 7  

6. Moving head (nodding, tilting, etc.) 2~ 3~ 4~ 

7. Moving feet and legs. 00 10 2~ 3 3  4~ 

8. Varying facial expressions. OD iC 2C! 3t3 4 E  

9. Eye contact. 0 0  1D 2Ci 3 C  4 2  

10. Volume of speech. 0 0  10  2 0  3 @  4 U  

1 I .  Rate of speech. OG 1 0  2 U  3 6  4 0  



Self-Disclosure 

1 2. Amount of self-disclosure. 

1 3. "Depth" of self-disclosure. 

Showing Interest 

14. Using verbal "encouragers" (e.g. yeah, oh, right). 0 0  1C 2 0  3 2  4 2  

15. Allowing the speaker to finish her or his point. On 1C; 2 2  3 2  4 2  

16. Paraphrasing what the speaker has said (i.e. repeating back what 
- - the speaker has said in your own words). O L !  1~ 2 L  3 2  41 

17. Asking closed questions (i.e. questions that require only a one- 

word answer; "Did you like that?"). 0 0  10 2 3  3 2  4 2  

18. Asking open questions (i.e. questions that require a longer 

answer; "How did you do that?", "What kinds of things do you 

like to do?"). 0 0  1D 2Z 3 5  4 1  

Overall Rating 

19. Balancing use of self-disclosure, open and closed questions, paraphrasing, and 

listening (e.g. using a variety of skills). 0 0  1G 2S 3 2  4 2  

20. Alternating in use of self-disclosure, open and closed questions, paraphrasing, 

and listening (e.g. not using one type of skill, like asking questions, too many times 

in a row). o u  in 2cl  3o 4 5  

2 1. Generally, how would you rate your performance? 

1 2 3 4 5 6 7 8 9 10 

Terrible Adequate Good Excel lent 



Self-Assessment 
Cognitive Aspects o f  Soeiol Anxiety 

1. I have completed the homework assigned from last week 

Comments: 

2 1 understand that thoughts influence and maintain social 
anxiety. 

3. 1 understand the connection between unhealthy thoughts 
and the behavioun, emotions, and physical feelings that go 
along r i t h  soeial anxiety. 

4. 1 have eontidered how my own thoughts may be contributing 
to  my social anxiety. 

5. 1 am pnptnd to begin changing some of my unhealthy 
thoughts to more helpful ones. 

Yes D Kind Of F No 

Yet D Kind Of E No G 

Yes [7 Kind Of O No G 

Yes E Kind Of 3 No ri 



The "anxiety program" is a collection of emotions, physical feelings, and 
behaviours that were, once upon a time, very useful in helping us survive. 
This program is the same one that helps us deal with life-threatening 
emergencies, and has been called our "fight or flight" instinct. - 'Release adrenaline 

'Body goes on full alert 
*Heart pumps blood away from extremities into 

muscles 
'Rapid breathing to oxygenate blood 
'Digestion ceases - dry mouth 
'Pupils dilate to  allow a better view of danger 

All of these processes combine to help us either run from or fight the source 
of the danger. In our distant past, this instinct was a great deal more useful 
than it is now. The "fight or flight" instinct served us well in combatting the 
sabre tooth tiger we may have discovered sleeping in a cave, but in the 
present day lives of humans, the threats we face are seldom as immediate and 
dangerous as a grumpy tiger with a good appetite. As such, the anxiety 
program which is left over from our distant Past isn't often appropriate, 
Instead of helping us, the anxiety program most often interferes with our 
ability to function. 

Experiencing the emotions, physical feelings, and behaviours of the anxiety 
program often leads people into negative cognitions as they interpret what 
their bodies are doing. When they feel the arousal from the adrenaline, 
notice the pounding heart, feel their mouths getting dry, they often take it as 
an indication that they are really losing it, that they are in the thick of the 
anxiety and it will only get worse, and that everyone can see how anxious they 
are. 

The anxiew program was set off by cognitions in the f i rst  place, and it helps 
to generate more cognitions which in turn continue to  feed it and make it 
increasingly powerful. 

. . 
BasicBelief --, A n x i i a m  + Open Door for 
I will do Emotions ~ o f e  Nea- 
Something Physical feelings 
Foolish and Behaviours 
Be Rejected t I 



Chapter I : UAntici~atorv Anxietv" 

=cy had been invited to a party at the home of her new 
neighbour. As she got dressed and ready to leave, she became more and 
more anxious as she recalled other parties at which her anxiety had been a 
problem, so much so that she had to leave the parties. As these images 
passed through her mind, she began also to imagine herself at the party 
which she was about to attend. In her mind, she saw the wine spilling 
from her glass because her hands had been shaking wildly. She imagined 
the other guests whispering to each other, wondering where their host had 
dug this woman up and what business she had being there. She envisioned 
the host inviting her to pour herself another glass of wine, and then 
spilling the entire bottle on the white rug as she tried to do so. Lucy 
pictured the looks of contempt on everyone's faces as she left the party, 
feeling humiliated and rejected. 

Chapter 2: "Lucv Anives: Her Perspective" 

B e c a u s e  I rarely avoid the situations that make me anxious, but 
rather get through them even though it feels like torture, I decided to go to 
the party to which I had been invited. I guess I had begun sabotaging my 
evening well in advance, because I was already feeling very anxious when 
I got to my neighbow's home. As my new neighbour introduced me to 
other guests at the party, I could feel the blush creeping over my cheeks. 
This convinced me that my worst fears would come true, and I remember 
telling myself, "I am making a fool of myself, and everyone can see how 
anxious I am." I also h e w  that this was only the beginning of the 
disastrous evening, and just as I predicted, my heart began to race. I 
interpreted this symptom to mean that I was really losing control at that 
point. i felt I had to appear smart, witty, and charming or else I would be a 
complete failure. When people see how anxious I get, I believe they just 
think I'm weird and can't wait to get as far away from me as possible. I 
thought to myself, "I am the center of attention right now", and found 
myself wishing the floor would open and swallow me up. 

Chapter 3: "The Neinhbour's Persmctive" 

y h a d  been looking forward to meeting Lucy, the pleasant looking 
woman from across the street, as she is the only person in the 
neighbowhood I hadn't really talked with yet. I invited her and some 
others fkom our street over for a Friday night get-together. Lucy amved, 
and I told her that I was glad she had been able to make it. She had 
brought a plate of appetizers that looked great! She seems to be someone I 
would really like to get to know better, and I hope we can be friends. I 
introduced Lucy to several people before taking the appetizers to the 
kitchen to heat them up. 
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Chapter 4: T h e  Perspective of Another Guest" 

d n  attractive woman named Lucy came to the party tonight. Our 
host introduced us, and then left us to get to know each other. Although I 
smiled and tried to initiate a conversation, she appeared very preoccupied 
and didn't seem to hear what I said. This indicated to me that Lucy wasn't 
all that interested in me, as she didn't respond very warmly and didn't even 
look at me when I spoke. She looked almost as though she though she was 
"too good" for us. Everyone else was engrossed in conversation, so I 
tumed to another person who seemed to be more interested in socializing. 

Chapter 5: "Lucv Remains at the Partv: Her Per~pective'~ 

@LU host didn't want to be stuck with somebody like me the whole 
night so he introduced me to another fellow, and then was stuck with 
me. I tried to have a conversation with this guest, but I felt on display as 
though everyone at the party was looking at us. I still felt really shaky, and 
my heart was pounding. I'm sure he wondered what was wrong with me, 
sitting there trembhg like that. I felt sorry for him! I couldn't even look at 
him, because I knew he could see how anxious I was. He must have taken 
pity on me, because he seemed so bright and friendly, and here I was with 
nothing at all to add to the conversation. Just as I thought, he took the first 
opportunity to escape my pitiful attempts at taking with him. After 
spending only a few minutes taiking to me, he had already decided he 
didn't like me. He turned away to speak with someone else, leaving me 
sitting there feeling pathetic, rejected, and co-ispicuous. My hands 
continued to shake, I couldn't get the sound of my own pounding heart out 
of my ears, and worst of all I thought I was beginning to sweat? Thankfully 
it was almost time for dinner, which momentarily took the focus off of me 
and the fool I was making of myself. My anxiety got worse and worse until 
I could thlnk of little else. 

Chapter 6: "The 'Postmortem'". or "After the Party - Lucv7s Perspective" 

y c a m e  home h.om the party and climbed into bed. Instead of going 
to sleep, I reviewed the whole evening in detail, replaying it over and over 
in my mind. Each time I replayed the events of the evening, I felt even 
more disgusted with myself. Although my anxiety subsided after I left the 
party, it had given way to shame about how I had acted. While at the 
party, I was busy paying attention to my pounding heart, my sweaty face, 
and my shaking hands. Without those things to worry about, I had time to 
think about how foolish I had really looked, what my neighbours must 
think of me, and how it would be difficult to run into them on the street 
after making such an idiot of myself. In hindsight, there was no indication 
at all that they were glad to meet me, so I'm left to assume that I made a 
terrible first impression. I spend most of the night outlining the reasons 
why I was such a failure at the party. 



~e&+f  Cognitions (~3mrat ions) :  
Sta wing the Anxiety Progvam 



I am safe. 
I have never yet lost control because of anxiety. 
I need to  focus on the other people, not my own anxiety. 
I am interested in getting to  know this penon, and she is probably 

interested in getting to  know me. 
My opinions are just as valuable as anyone else's. 
My anxiety is more likely to  shrink if I am honest about it. 
It is a more effective strategy for me to accept my anxiety and i ts  

symptoms rather than fighting it. 
These people are absorbed in their own lives; they aren't looking at me. 
There are many ways to  interpret this situation. 
I need to  stop mind-reading. 
Perhaps this penon is having a bad day. 
I need to  check out my assumptions. 
I have good social skills, and I need to remember to  use them. 
I am interested in other people, and I will try to show them that. 
I am getting good a t  this. 
A pounding heart may be uncomfortable, but it isn't dangerous. 
I hope to  be accepted by certain people, but I don't need it desperately. 
It would be unfortunate to get rejected and I would hardly like it, but 

i t 's  not the worst thing that could happen in life. 
I don't need to evaluate myself according to someone else's taste. 
It's disappointing to converse poorly, but it 's no measure of my worth 

as a person. 
Other people are just as nervous as I am. 
I can concentrate on being here, now. 
Ten years from now, what will it matter? 
Relax the jaw, lower the shoulders. 
My body is just preparing to fight or flee. 
Wait it out. 
I am okay just the way I am. 
I always do my best, considering the circumstances. 
I allow myself to make mistakes. 
I can get past mistakes. 
I have compassion for myself and others. 
That's just the anxiety (depression) talking. 
I am worth knowing. 
I can contribute to the conversation. 
They're worried about their own images, not mine. 
I can always talk about my shyness. 



Self-Assessment 
Exposure lnsttuet ions 

1. I have eonpleted the homework assigned from last week. 

Comments: 

- - -  - - - - -- 

2 I understad that axposure works b a t  when I stay in my - 
target situation, without using safety behaviours, until my 
anxiety declines. 

- - 

3. I understand that rvoidanee can be kth "internrl" a d  
"e~ernrl". 

4. 1 undentand how using exposure can rt trct the tbughts 
that help maintain my social anxiety. 
- - -  -- 

5. 1 undmtmdthat egposun works best when I am f i l i n g  - 
moderate anxiety rather than very high or very low 
anxiety. 

6. 1 know the difference betuem a "erutch" and an "out". 

7. 1 am ndy to pbn my own exposun based on my anxiety 
hierarchy. 

Yes c Kind Of 2 No C 

Yes U Kind Of No O 

Yes 0 Kind O f O  No Cl 

Yes C Kind Of S No C 

Yes Kind OfO No O 

Yes O Kind Of 3 No G 

Yes Kind OfU No E 



Safetv Rehaviou~ 
Safety behaviours are those behaviours that people engage in to put 
themselves more a t  ease and Control their anxiety. Usually, engaging in these 
behaviours is based on the mistaken belief that they are the key ingredient in 
keeping anxiety under control. People assume that without the behaviour, 
they surely would not be able to  maintain control of the situation. 
Examples of safety behaviours are: 
taking an "as needed" anti-anxiety medication before going out 
avoiding eye contact 
not speaking 
taking a trusted friend along 
gripping the coffee mug very tightly to avoid shaking 
being the person who helps out with the food or the clean up to minimize 
having to talk with other people 
always having a bottle of water along so that lulls in the conversation can be 
filled with drinking 
pretending that you are in a different situation 
being a passive rather than an active participant 

..... and a multitude of other safety behaviours. 

lnternal Avoidance 
People often tell us that they put themselves in anxiety-provoking situations 
on a daily basis, but that their anxiety never seems to get any better. This is 
because people are reluctant to let go of their safety behaviours. 

Entering an anxiety-provoking situation while continuing to use safety 
behaviours is called "internal avoidance". Although you are physically present 
in the situation rather than avoiding it, using safety behaviours in the 
situation amounts to the same thing as physically avoiding it in the first place. 
Unless you are both physically and mentally "present in the situation, fully 
paying attention to all aspects of it, you won't benefit from the exposure. 

True exposure requires that people let go of their safety behaviours and 
become actively engaged in the anxiety-pro voking situation. 

One other aspect of social anxiety that constitutes internal avoidance is the 
common practice of focussing on the internal symptoms rather than the 
external situation. Often, people with anxiety are so attuned to the 
distressing things that their bodies are doing that they are unable to listen to 
hear what others are saying or accurately pick up on cues from others. 



Prove it to Yomelf! 
Effective exposure involves remaining in the anxiety-provoking situation, 
without using safety behavioun, so that you can prove to yourself that your 
negative predictions about the situation are false. Here are some examples of 
mistaken assumptions that exposure is designed to disprove: 
1 Once I begin feeling anxious, it will only get worse unless I leave the 

situation. 
2. Evewone notices my anxiety. 
3. If people notice my anxiety, they will think I'm weird and ridicule me. 
4. All eyes will be on me while I {sign my cheque, pour a drink, zip my coat, 

etc.). 
5. 1 don't have anything to say that is of interest to other people. 

How Much Anxietv is Good Anxietv? 
Too little anxiety won't be enough to put you into your discomfort zone such 
that  you can disconfirm your negative expectations. Too much anxiety means 
that you can't pay attention to what is going on in the situation. 
In terms o f  our SUDS scale, too little anxiety is anything below the 70s, and too 
much anxiety is anything in the 90s. 

85 is an important point on the scale, as it should be the point a t  which you 
are feeling highly anxious while stil l maintaining control over the situation. As 
you move out of the mid 80s further towards 100, it will be difficult for you to 
avoid the instinct to escape the situation entirely. For most people, the "fight 
or flight instinct has taken over by the time they reach the 90s, and they find 
it impossible to engage in rational thought or to implement any plan of action 
previously made. During your exposure homework, allow your anxiety to rise 
to the mid 80s. Once in the 80s, t ry  to remain in the situation until your 
anxiety begins to fall below the 50s. Do not be "heroic" by attempting to 
suddenly throw yourself into the 90s: just because "it hurts" doesn't 
necessarily mean it's good for you. 

osure IS Most Effectwe When . . . 
It is done often. 
It is done for long periods of time. 
It is guided by a goal phrased in concrete, behavioural words. 
It is done gradually, tackling easier assignments first. 
It is done in managable steps. 
It is done in the actual anxiety-provoking situation, or the closest 

approximation possible . 
It is done in a broad variety of settings, e.g. with different people, in 

different restaurants, etc. 
It is done without the aid of safety behaviours, 

internal avoidance, or crutches. 
It is planned with an "out" to be used in an emergency. 
It causes your anxiety to rise to a moderate level. 



Remember that you can choose how much progress to make in any given 
week. The more you follow the guidelines for effective exposure, the more 
rapid and noticeable your progress will be. 

mu on a Weeklv Goal 
The first step is to choose your goal for the week, writing it on the top of your 
exposure homework page (refer t o  the homework record sheet). Make this 
goal one that you would like to achieve by the end of the week. It might be a 
task from your anxiety hierarchy, or it might be one of the from your 
tasks. Make sure your goal is specific, concrete, and stated in terms of 
behaviour. 

Consider the theme of your goal. What are the assignments you could give 
yourself, related to  the goal itself or the theme of the goal, that would help 
you achieve it? How can you order the assignments to ensure that you tackle 
the least intimidating ones first? 

Example: 
Goal - to  order a meal in a certain restaurant. Gi2 # 
Theme - Having someone in the sewice industry focus attention on you as 
you make a request. 
Assignments - 

-asking someone at the mall information booth where the washrooms are 
-asking a question of a clerk at a clothing store 
-ordering a coffee at the food court 
-going to  another booth a t  the food court to order a sandwich 
-going t o  Harvey's for lunch and specifying the toppings you want on your 
burger 
-going to  the target restaurant just for coffee 
-going to  the target restaurant, ordering and eating a meal 

Note that each of your assignments may be broken down into several steps, 
depending on how anxious you are about each one. For example, an initial 
step may be to  f i rst  go to the mall and walk around. Each time you complete 
a step, no matter how small it may seem, YOU ARE MAKING PROGRESS! 
Remember, no step is too small. If you find that one of the steps you've 
specified is not manageable, make it smaller somehow. 

I' d "CrutcheS 
Ensure that you have an "out" if you need it. An "outn is anything that can help 
you feel in control of the process, so that you feel better able to face the 
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anxiety-provoking situation. The "out" helps you get into the situation 
rather than continuing to avoid it. 

Compare an "out" to a "crutch": "Crmesn help vou avoid the sitwtion while 
11 n ID vou aet in. 

Consider the following examples: 

Crutch: Taking the stairs up to your floor so that you won't have to stand in 
the elevator with other people. 
Out: Reminding yourself that when you are in the elevator, if you become 
very anxious you can get off at the next floor and take a break before getting 
back on. 

Crutch: Leaving a situation immediately when you begin to feel anxious. 
Out: Consciously choosing to briefly use internal avoidance if you need to 
disengage from the situation for a while to gain control of anxiety. For 
example, count backwards from 100 by threes (1 00,97,94, etc.), focus on calm 
breathing, recite a l ist of something in your head, count anything that  
happens to be handy. 

Crutches help you AVOID anxiety-provoking situations instead of CONFRONTING 
them. Having an out, or knowing that you CAN escape generally has the effect 
of lessening the NEED to escape. You may want to experiment with some outs 
to see what it feels like to use them. 

Only use your out when absolutely necessary, and never use it just to escape 
the discomfort of social anxiety. If you endure the anxiety and complete the 
task, you will be one step further along the road to your reward. If your 
anxiety is beginning to rise too high, for example into the 90s on your SUDS 
scale, go ahead and use your out. If you do need to use the out, make sure 
you place yourself back in the anxiety-provoking situation as soon as possible 
to  complete the task. The longer you wait to return, the more difficult it will 
be. 

g? 
Set the minimum amount of time you will spend in exposure practice 
th is  week. Begin your f i rst  week with an average of fifteen minutes a 
day. Although you may not do homework one day, you may find 
yourself in the position of doing a half hour's worth the next. This 
means that  you may be working on many different assignments a t  one 
time, possibly related to one task or to many different tasks. Some of 
your assignments will be relatively brief te.g. asking for directions, 
signing a cheque) while others will be more lengthy te.g. attending a 
meeting). To maximize the benefit of treatment, you can choose to do 
briefer assignments over and over again. There are plenty of strangers 
a t  the mall whom you may ask for directions. 



Assignment k? I 

I A 
I Duration I Peal< I tmins) I SUDS 

Helpful 
Affirmations 

SUDS at 
end 

Out 
Used 

Yes 0 

No 0 

~y "out" safety 
Behaviours to 

Avoid 

Antica- 
patory 
SUDS 

Other: use of safety behaviours, helpful 
cognitions, what to remember next time, 

satisfaction, etc. 

I Duration I Peak SUDS at 

I Assignment Helpful MY "out" 
Affirmations 

1 tmins) SUDS I 
I I I I I 

Safety 
Behaviours to 

Avoid 

end 

Antica- 
patory 
SUDS 

I I 
Out Other: use of safety behaviours, helpful 
Used cognitions, what to remember next time, 

satisfaction, etc. 
Yes 



mposure glomewosk 
Date: A p d  IS 

%oal: To eat soup i~ b 1 1 0 ~ t  ob otkm 

Assignment Helpful 
Affirmations 

5 eat soup at a otr t k e  

My "Out" Safety Behaviours 

To put t i e  spoor 
I 

tabk d o ~ e  iK  peop!e cane ib my 
h ~ d  is shkivg; 

tkebuodcount~ &.(,juo~'teuek 

rot ice. 

SUDS at 
SUDS end Used 

Other: use of safety behaviours, helpful 
cognitions, what to remember next time, 

satisfaction, etc. 
It w a s  ~ m j  d i ~ i c d t  to loole up p w  tRe tabk. 

but I  ana aged to do it abut Ra!b t Re tine. I 
wQs V e q  a~i0U.S at tRe b Q i H H i ~ g ,  but tke bugen 
I stuck it out I mtized t Rat MLJ auietg WC~S 

droppi~9- N u t  ti*ce, d~u't O L ~ U  uoodk soup. 

Duration 
(mins) 

Helpful 
Affirmations 

sRe A ~ s  re0e.t 

judged we bepne; 

sRe wor't cake ib 
MM Ra~ds ska~e. 

Safety Behaviours 
to Avoid 

da0i~9 a rapkir ir 

my k a ~ d  at a!! t i w S  
to wipe up a ~ y  
dnibbh i~ case I 
slake. 

My "Out 
-- 

44a~iq soup at 
R o ~ e  wit[ MU best 

Take a bneak p a  

tle s o u p  avd p u s  
or tRe CorOaatior 

p k  a wki!e. 

Duration 
tmins) 

Peak 
SUDS 

SUDS at 
end 

Out 
Used 

Other: use of safety behaviours, helpful 
cognitions, what to remember next time, 

satisfaction, etc. 
My h r d ~  wm skakirg quite a bit because 

didi t  Rave a ~apkir jUSt ik  CCISe. w a s  
Yes 

No 
~ e n y  m a n e  tkat thy wene sia~iltg, b u t  Loni 

didu't eoew sew to ~otice. 1 b e p ~  to bee! 

w o k  at m e ,  a ~ d  tRe abkihtatioks ke@i. 



Self-Assessment 

-- - p. 1 was able to raise my anxiety into the 80s on my SUDS I Yes 2 Kiad Of Z No 1 

In-Session Exposure 

scale. 

1. I have eog le t rd  the homework assignrd from last week. Y o  Kind Of E No 3 

1 3. 1 nna in rd  in my target situation until my anxiefy began to 
I fall. 

o Kind Of ;7 No 2 

4. My thoughts about being i n  my target situation were 
challenged by this experience. 

5. 1 believe that my social anxiety is lower in some way($) 
than it was prior to this egperience. 

Yes O Kind Of No G , 
I , 
I 

Yes 2 Kind Of No C 
I 
I 



In-Session Emosure 

1. Fill in an exposure worksheet to help prepare your 
exercise. Don't forget the "out" that will help you get 
in! 

2. Make sure the situation you orchestrate will allow you 
to enter your "discomfort zone" at a SUDS in the 80's. 

3. Give your audience some instructions before you begin 
that will ensure the experience will put you far enough 
into your discomfort zone. For example, if you are 
anxious about eating in front of others but need help to 
raise your anxiety level, ask them to stare at you while 
you eat. 

4. Stay in the situation as long as you can, until your 
anxiety level drops to a SUDS in the SOs, or until your 
time runs out. 

5. Use helpfut cognitions (affirmations). 

6. As an audience member, give feedback to the 
participant that is brief, positive and specific. 

7. As a participant, accept the positive feedback 
and acknowledge it by saying, "thank you". 



Self-Assessment 

1. I hare completed the bomewod assignrd ftom last week 

Comments: 

-- - - I 2. I understand that the p o w  of a symbol cones ftom the 

I value I plm on it. 
1 
3 I u n d m t r d  how symbols ern make my imagery experienets 

more mraningful and pwrrful. 

1 4. 1 f e d  prepared to b y i n  using s y n b o h  imagery. 

Yes rj Kind Of rl: No O I 

Yes 5 Kind Of 2 No L 1 
i 
I 

I 
Yes o Kind Of L Ho 3 I 



A symbol is something that is chosen to represent something 
else. Any symbol, for example, a stone, represents not only the 
stone itself but all of those things that have become associated 
with stone through perception or experience. 

Although we are using symbols in a more simplistic way than 
Jung discussed them, some of the ideas included here are 
premised on his work. 

"A word or an image is symbolic when it implies something 
more than its obvious and immediate meaning." 

One can never hope to fully define or explain a symbol, 
because by definition, symbols capture what words can not. 

Jung is telling us that a symbol is worth far more than 1000 
words. 

Jung's symbols necessarily incorporated two things: image 
and emotion. "When there is merely the image, then there is 
simply a word-picture of little consequence. But by being 
charged with emotion, the image gains {energy}; it becomes 
dynamic, and consequences of some kind must flow from it." 

It is impossible to have a universal list of symbols and what 
they symbolize to everyone: symbols receive their power from 
the individual who finds them meaningful. Symbols are a form 
of "shorthand" that is unique to each individual. Through 
symbol, people can immediately call up and perceive the 
spectrum of associations implied by the symbol. 



TO determine if an object has power as a symbol for you, it is necessary first 
to move beyond the "wordm that stands for an object and consider the object 
more directly by imagining i t  in all its detail. Do any of the following objects have 
power as symbols for you? What do you associate with them? Can you use them 
as symbols in your imagery experience? This is a very small sampling of the almost 
infinite number of objects/peop!e/phenomena to which you may have powerful 
associations. 

-Trees, forest, rocks, mountains, bodies of water, flowers, plants, grass, earth, etc. 

A n l m a l s . B e a r ,  fax. cat, cougar, wolf, snake. fish, shark, whale, monkey, tiger, lion, 
hippo, rat, mouse, ferret. dog, elephant, giraffe. seal, bird, ant, bee, spider, etc. 

weatner: sun. breeze, storm. rain, gale, rainbow, sun shower, avalanche, hurricane, tornado. wind, fog, 
ilail, clouds, blue sky, drought, ligntning, thunder, blizzard, flood, tempest, cyclone, squall, etc. 

EkllXnE: Fire, water, wind, earth. 

Jhe Zodiacfhe Lion, The Water Carrier, The Bull. The Fish, The Ram, m e  Crab, The Twins, The Scorpion, 
etc. 

WeaDonz- spear. gun, club, rock, knife, laser, magic weapons, pepper spray, fist, karate sticks, etc. 

Food: Meat loaf, grilled cheese, macaroni and cheese, tomato soup, caviar, chocolate, ice cream, 
spinach, cod liver oil, hot chocolate, water, steak, lemons, strawberries, milk, peanuts, etc. 

Menton and Role Models:Relatives, teachers, employes, family friends, etc. Who has helped to  shape 
you and to set standards for yourself? 

. . F l c t l o n a l s u p e r r n a n ,  Batman. the Joker, Homer simpson, wamer ,  F m e r  crane, The Seven 
Dwarves, Sleeping Beauty, Wiley Coyote, Roadrunner, Scrooge, Anne of Green Cables, The little train 
that could, the Cat in the Hat, the Crinch, etc. 

PeoDle: Famous, or simply people from your life. Living or dead, friends, teachers, relatives, villains. 
Mick Jagger, Nelson Mandela, Robert3 Bondar, Princess Diana, John Wayne. Mikhail Baryshnakov, Kim 
Hasinger, John Lennon, Wayne Gretzky, Donovan Bailey, Catriona LeMay Doan, Wendy Mesley, Elvis 
Preslev. Clifford Olson, tne Pope, etc. 

Music;Using imagined 'musical accompaniment= of your own choosing to help set the right context for 
your experience. For many people, music aids In conjuring up vivid associations and images. 

EoIoun- Blue, green, red, black, white, vellow, Purple, etc. 

Seasons: Spring, summer, fall, winter. 

=Dancing, mountain climbing, swimming, floating, diving, planting, digging, washing, 
polishing, sleeping, bathing, running, walking, skating, being, playing video games, etc. 

containen:eoxes, vaults, caskets, hope chests, jewelry boxes, wrapped presents, tree houses or forts, 
bedrooms, homes, drawers, clothing, the womb. 

- .  Rellnlon:Cross, Church, spire, shroud, alter, holy water, Star of David. Buddha, shrine, virgin Mary, 
praying hands, angels, cherubs, serpents, tree of knowledge, etc. 



The imagery that  we've already been practicing can help 
us mentally rehearse positive thoughts, behavioun. and 
feelings in preparation for an experience based in 
reality. Symbolic imagery expands our ability to do the 
same thing, more directly in the areas of thoughts and 
feelings, tha t  may help change the reality-based 
behaviour. In other words, symbolic imagery provides a 
way of thinking about a difficult situation that can be 
used when actually experiencing the situation. For 
example, when beginning to feel anxious, you may find 
it empowering to tell yourself, "I can and will slay th is  
dragon." 

Feeling anxious in a situation- 
Image of self slaying the dragon --+ 

Thought: "I can and will slay this "anxiety dragonN- 
Feeling: Power and confidence - 

Increased ability to behave confidently 

The benefit of using symbolic imagery is that you are 
not constrained by the rules of reality. Just as we 
discussed in a previous session, although you can't take a 
sword and "slay" the "feeling" of anxiety, you W take a 
sword and slay the dragon that symbolizes the anxiety. 
The feelings of power and satisfaction you experience 
after slaying the anxiety dragon remain the same in reality 
as they were in the symbolic image. 



CRERTIN6 YOUR 0- S~MBOLIC IMAGERY EXPEfUENCE 
Use the following questions as a guide when creating your symbolic imagery 
experiences- 

Example: 
I. What is the experience? 

2. What is your goal in the experience? 

3. What could symbolize this experience? 

4. HOW could YOU enhance1combaU enjoylundo what is represented in the 
symbol? 



Self- Assessment 
Coanitive Mistakes 

- 

1. I have eonpbted the homework assigned 

Comments: 

from last week. 

2. 1 can identify different types of cognitive mistakes. 

-- 

2. 1 see how my own cognitive mistakes result in anxious 
behaviours, feelings, and/or physial feelings. 

4. 1 feel prepared to begin working on my cognitive mistakes. 

Yes 0 K i d  Of E No 

Yes C Kind Of Z Wo L 

Yes Li Kind Of C No Z 

Yes E Kind Of Z No G 



c 
All or Nothing Thinking. This means thinking in extremes: something must 
be either black or white; there are no shades of gray. For example, either 
you were a brilliant conversationalist at your wife's business dinner, or you 
were a complete failure. There is no possibility that your performance fell 
somewhere in between. 

Overgeneralizing. This means seeing a single instance of something as a 
pattern without exception. Sometimes, overgeneralizing involves using 
words like "always" or "never". For example, you may tell yourself, "I never 
know what to say when somebody asks me a question." In reality, very few 
things happen either always or never. 

Cloudy Glasses. Wearing cloudy glasses is the opposite of wearing rose 
coloured glasses. This means paying attention only to the negative aspects 
of an experience at the expense of the positive. For example, you may 
have been ven/ articulate during a conversation with a neighbour, but at 
one point stumbled over your words. It is this one blunder that will 
occupy your thoughts rather than the rest of the conversation. 

Mindreading. This means presuming to know what somebody else is 
thinking without any objective evidence to that effect. For example, you 
might see someone looking at you on the bus and decide that they think 
you look like a "loser". Perhaps they are simply admiring your new coat, or 
maybe you remind them of somebody they know. 

Making Negative Predictions. By deciding in advance that a situation will 
turn out poorly, you increase the chances of a poor outcome. Before a 
test you may tell yourself, "I'm going to fail", and before a social situation 
you may tell yourself, "I'm going to look like a fool." By adopting a negative 
mindset, it is possible to set one's self up for failure. 

Magnification. This means exaggerating the importance of something that 
was less than perfect. For example, someone giving a public speech may 
believe that she screwed things up by coughing once in the middle of her 
presentation. She is magnifying a small blemish into a big deal. 

labeling. This is another form of all or nothing thinking, and means 
applying negative labels to self or others to reflect an extreme 
interpretation. For example, when you make a mistake you may label 
yourself an idiot. When someone else does something annoying, you may 
label them an S.O.B. In reality, we are not what we do. One mistake does 
not an idiot make. 

Personalization. This means claiming responsibility for something that isn't 
entirely under your control. For example, you may tell yourself that you 
have ruined the dinner party by allowing a lull in the conversation, when in 
reality there are eight other people around the table who are also involved 
in making the evening a success. 



y u c y 7 s  sister Katie has just had a baby. After Lucy's last experience at 
the home of her new neighbour, she was reluctant to accept this latest 
invitation to a baby shower for her sister at the home of her cousin. She 
couldn't help but remember how she felt last weekend at her 
neighbour's house, how her anxiety had continued to escalate, how 
everyone had noticed, and how she hadn't slept that whole night 
thinking about what an idiot she was. She knew she was just setting 
herself up for a repeat performance of showing everybody how boring 
and useless she was. It happened every time! Nevertheless, she decided 
that she wanted to go and help celebrate the new baby with Katie. 

@me at the baby shower, Lucy felt that familiar feeling of her head 
swimming, voices echoing in her ears, and an inability to do much 
apart from nodding and giving a feeble smile. "Here we go", she 
thought, "I'm on my wajr to looking like a fool." She managed to make 
it to a chair in the corner where she hoped she'd be inconspicuous. She 
felt panicky as someone she had only just met sat down beside her. 
Obviously, Lucy thought, this poor woman felt obligated to sit there 
because she felt sorry for Lucy. 

u- 
JhankfuUy, Katie began to open the @is so Lucy was spared the task 
of fumbling through any more conversation with the woman next to 
her. Katie chose to open the gft from Lucy first. Lucy had chosen a 
cute ceramic lamp for the baby's room, thinking it would be nice if 
Katie didn't have to hun on the overhead light for nighttime feedings. 
She hoped Katie would like it, because she had chosen it to match the 
decor in the nursery. Katie seemed very pleased with the gift. Just then, 
Lucy noticed that she had left the price tag on the bottom of the box! 
She felt her anxiety level rise. How could she possibly have made a 
blunder like that?! Stupid, stupid, stupid! She never did anything right! 

x a t i e  continued to open the gifts while Lucy silently put herself down. 
With each put-down, Lucy's anxiety rose higher. Despite the fact that 
people seemed to be focussed on Katie as she opened parcels of fuzzy 
pajamas and baby blankets, Lucy felt that everybody was also watching 
her out of the comers of their eyes. She felt her heart pounding, her 
face flushing and perspiring, and her hands shaking, so much so that 
people couldn't help but notice. "They must be wondering what is 
wrong with me," Lucy thought. Just when she thought things couldn't 
get much worse, she heard laughter from the other guests. 



z a t i e  had just opened another gift exactly like the one Lucy had 
brought! Again, Lucy felt her anxiety rise. Now Katie would have to 
return one of the lamps. Lucy felt terrible that her gdt to Katie was no 
longer special. She decided that she had screwed up royally once more, 
but that was really no surprise considering her track record. Katie was 
probably not surprised that Lucy brought the same g f t  as someone else, 
because Lucy knew that Katie always thought of her as unimaginative. 
Lucy berated herself for being such a fool, bringing a duplicate @? that 
would now have to be returned. 

d f i e r  the baby shower, as Lucy said her goodbyes and got ready to 
leave, she felt frustrated that yet another evening had gone so poorly. It 
seemed as though nothing ever went right. She supposed she was just 
doomed to be a failure her whole life. Anxious, frustrated, and 
depressed, she went home to continue her self-criticism. 



?9?Ys a 
1. Al l  or Nothing Thinking 

2. Overgeneralizing 

3. Cloudy Glasses 

5. Making Ne@alive Predictions 

6. Magnification 

7. labeling 

8. Personalltalion 

I to catch 119#U rnaMo# co@Mvt mbtrlres and to do my W to temedy tbtm. 



Self-Assessment 
Social Skills Reminders 

1. I have completed the homework assigned from last week. 

Comments: 

Vas L Kind Of 2 No E 

2. 1 understand how foeusing on effective social r U l l s  e n  1 help me n n r i a  nore e y q d  rib r roc id  situdiw. I 
1 Yes 1 Kiad M 5 i s  Z 1 

I 4. I understand how to show intenst  i n  another parson by 

3. I understand that appropriate self-disclosure depends on / the depth and +ha anounf o f  it. 
( Yes c Kind Of iI No C I 

Yes D Kind Of P No 5 



?. Nonverbal Cornmunlcatlon - - 

There are many nonverbal ways to  send and to read messages. One of the most 
important aspects of nonverbal messages is the m e e  to  which they are used. 
For example, gesturing with your arms and hands can help you communicate 
when used moderately. However, if a person is wildly flailing arms and hands to 
an extreme degree, this behaviour will likely interfere in the communication 
process rather than enhancing it. Here are some ways that nonverbal messages 
are sent: 

. . 
O ~ V  POSI~~QQ 

Proximity (a range of 18 inches to 4 feet is usual). 
Orientation (whether you are higher than, lower than, or facing 

the person to whom you are communicating). 
Open vs. Closed Position tan open position indicates willingness to 

freely interact, and that one is enjoying the company). 

MOvernent 
Hands and arms (finding a balance between using gestures to 

enhance communication and distracting the receiver of the message). 
Head and shoulders (nodding, tilting, head down, slumped 

shoulders, etc.). 
Legs and feet (crossing and uncrossing legs, shuffling feet, etc. 

Legs tightly crossed can indicate an unwillingness to interact). 
Facial expression (strong messages communicated especially by 

eyebrows and mouth). 

G a z e  
Avoidance of eye contact, or using the eyes for flirting, aggression, 
intimidation, to  express disinterest, adoration, or  to regulate taking turns in 
a conversation. A comfortable level of eye contact is sometimes regulated 
by one's cultural norms. 

Paralanaclaae 
How something is said as opposed to what is said. Includes factors like tone 
of voice, volume, speed of  speech, where emphasis is placed, etc. 

Actions speak louder than words, especially when a message sent one way 
contradicts a message sent the other way. For example, if someone yawns, looks 
a t  their watch, and says, "That's very interestingn in a disinterested tone of voice, 
would you be more inclined to believe what they've said or their nonverbal 
message? 



27 1 
Because we have the ability to use language, and that is what makes us special 
compared to other creatures, we tend to focus a great deal of attention on use of 
language rather than other ways in which messages are sent. We're taught to 
watch what we say, but generally are not encouraged to watch our nonverbal 
messages very closely. 

I .  Self-Discl- 
Self-disclosure means telling somebody else something about yourself. Your 
personality type influences the ease with which you can talk about yourself, 
Some people are naturally outgoing, and have no trouble at all openly self- 
disclosing. Others find it less natural and more uncomfortable. Self-disclosure 
can be classified in a number of ways: 

Verbally or Nonverbally (Messages can be Sent both verbally and nonverbally). 

Intentional or Unintentional (Sometimes we communicate messages, especially 
nonverbally, that we don't intend t o  reveal. This is "social leakage"). 

Facts or Feelings (Fact: I was born in Calgary. Feeling: I was worried about you). 

Appropriate or lnappropriate 
The most crucial aspect of self-disclosure is its appropriateness. The 
appropriateness of self-disclosure can be assessed in breadth and depth. 
Appropriate breadth and depth is dependent upon who is involved in the 
interaction, the situation, and the "balance" of the disclosure. If one person over- 
discloses or discloses little in comparison to the other person, it upsets the 
balance in the interaction. Different types and stages of relationships will call for 
different breadth, depth, and balance. Breadth means how much self-disclosure, 
or total number of self-disclosures. Depth means how deeply personal the 
disclosure is. Inappropriate self-disclosure causes discomfort in the social 
interaction. 

low Shal 
I 

very Little I 
~mpersonal I 
 isc closure I 

I 

A Great Deal of 
Impersonal Disclosure 

ID 
Narrow-Breadth ---Broad 

IP 
I t  

very Littie Ih A Great Deal of 
Highly Personal I very Personal 
Disclosure I Disclosure 

I 
I 

Deep 
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2. show in^ Interest in Omer Peonle 

a. Listening 
The most important way of showing interest in another person is listening. 
Research tells us t h a t  very few people are naturally good listeners. Being a 
good listener is a behaviour that is learned, and must be practiced. Although 
listening is generally not a behaviour you can SEE, there are a number of ways 
in which you can demonstrate that you are listening. 
Nonverbal: 
Facing the speaker Head nodding Appropriate eye contact 
Open position Responsive facial expression 

Verbal: 
"Encouragers" such as "yeah", "mmhmm", "right", "oh", "of course" 
Repeating a key word the speaker has used, for example, "Twins!" 
Paraphrasing (repeating in your own words what the speaker said. 

Listening Pitfalls: 
NOT listening: allowing yourself to be distracted by other people or things, or 
being absorbed in your own thoughts. This often happens when people feel 
anxious; they focus on their own anxiety rather than on what the speaker is 
saying. 
Interrupting: not allowing the speaker to finish her or his point, changing the 
subject prematurely, prematurely shifting the focus to self when the speaker is 
the focus. 
Jumping to conclusions: making premature judgments about what the speaker is 
saying. 
Being overly conscious of "turn taking": wanting the speaker to hurry up and 
finish talking so that you may speak next. 

b. Asking Questions 
Asking people questions can demonstrate that you are interested in them. 
There are two types of questions that usually result in two types of answers: 

ed w s t m ~  -.. 
... are questions to which the listener will usually respond with a brief, one- 
word answer. Some examples of closed questions are: 

What is your name? How old are you? 
Did you enjoy the movie? Did you just arrive? 

nen ~uest~ons ... 
... are questions which usually require the listener to provide a longer 
answer. Some examples of open questions are: 

What did you think of the movie? 
What sorts of things do you like to do? 
Why do you think she said that? 

Closed questions can be useful if you are interested in specific pieces of information, 
like somebody's name or age. Open questions will encourage the person you are 
talking with to talk longer, and provide more information. For most people, it is 
more challenging to think of ways to phrase questions openly to encourage the 
speaker to keep talking. 



THE ASSIGNMENT IS: 
... HAVE A CONVERSATION WITH YOUR 

PARTNER. 

... MAINTAIN A BALANCE BETWEEN SHOWING 
INTEREST IN THE OTHER PERSON AND 
USING SELF-DISCLOSURE 

... PAY AlTENTION TO NONVERBAL 
COMMUNICATION 

... USE ACTIVE LISTENING SKILLS 

... ASK QUESTIONS, USING MORE OPEN 
QUESTIONS THAN CLOSED 

PARTNER 1 CAN SPEND FIVE MINUTES 
TAKING RESPONSIBILITY FOR THE 
CONVERSATlON WITH PARTNER 2, AND 
FOCUSSING ON HIS/HER SOCIAL SKILLS. 
AFTER THE FIVE MINUTE CONVERSATION, 
PARTNER 2 CAN SPEND TWO MINUTES 
GIVING PARTNER 1 FEEDBACK. THEN, 
REVERSE ROLES SO THAT PARTNER 2 TAKES 
RESPONSIBILITY FOR THE CONVERSATION 
FOR FIVE MINUTES. IF THERE ARE THREE 
MEMBERS IN YOUR GROUP, MAKE SURE 
EACH PERSON GETS A TURN. 



Self-Assessment 
Assertive Cornmunieation 

1. I have completed the kmework assigned from last week. 

Comments: 

2. 1 know the difference between assertive, nonusertive, and 

3. 1 believe I have a riaht to ernnun ic rh  usettivelv. 
4. 1 feel prepared to  eommuniate assertively in  at  letst  one 

mote area of my life. 

Yes G Kind Of D No E 

Yes C Kind Of0 No C 

Yes O Kind Of L No 'C 
Yes P Kind Of D No C 



(Taken from Your Perfect @gig by Alberti & Emmons, 1995, p. 57) 

Assertive Communication IS: 

Self-expressive; 
Respectful of the rights of others; 
Honest; 
Direct and firm; 
Equalizing, benefiting both parties in 
a relationship; 
Verbal, including the contents of the 
message (feelings, rights, facts, 
opinions, requests, limits); 
Nonverbal, including the style of the 
message (eye contact, voice, posture, 
facial expression, gestures, distance, 
timing, fluency, listening); 
Appropriate for the person and 
situation, not universal; 
Socially responsible; 

10. Learned, not inborn. 



BILL OF BIGHTS 

Every person on this planet has the same fundamental human rights as every 
other, regardless of gender, age, ethnicity, role, or title. 

The first article in the United Nations Universal Declaration of Human Rights (The 
United Nations, 1948) reads as follows: 
"All human beings are born free and equal in dignity and rights. They are 
endowed with reason and conscience and should act towards one another in a 
spirit of brotherhood." 

Simpl~ by virtue of being a human being, you have as much right to exist, to 
prosper, and to  be your unique self as any other human being does. 
Fundamentally, we are ALL EQUAL. 

1. Each of US h a s  t h e  rig h t  t o  be and t o  express  o ~ v s e l u e s ,  aud  t o  feel g o o d  
(wt P O W ~ Y ~ S  o r  guilty) a b o ~ t  d o i q  SO, as b q  a s  we don't h ~ r t  
others  i ~ .  t h e  process. 

2. 



le Plav scenarios. . P r m  

With your partner, discuss unassertive, aggressive, and assertive responses to the 
situation described below. Although there are some responses provided, they are 
for the purpose of  providing an example. You need not limit yourself to these 
responses. Be as creative as you can in designing three different responses 
(unassertive, aggressive, assertive) to  act out. Prepare three brief role plays to 
illustrate your responses to the rest o f  the group. Feel free t o  Change the gender 
of the characters where appropriate. Don't forget to pay attention to  how 
nonverbal communication, self-disclosure, and listening skills vary between the 
three responses. 

Aunt Margaret, with whom you prefer not  to  spend much time, is on the phone. 
She tells you that her apartment in Edmonton is being renovated, and so she has 
decided to take a holiday. Since you are her favourite niece or nephew, she plans 
to come to Calgary and spend three weeks with you while the work is being 
completed. 

Unassertive Response: You think, 'Oh, no!' but say, 'We'd love t o  have you come 
and stay as long as you like!' OR, You tell her the children have just come down 
with bad colds, and the spare bed has a broken spring and you'll be going to 
cousin Bill's the weekend after next - none of which is true. 
Aggressive Response: YOU call Aunt Margaret a crazy old bat and let her know she 
has some nerve thinking she can just sponge off you at a moment's notice. 
Assertive Response: You say, 'We'll be glad to have you come for the weekend, but 
we simply can't invite you for longer. A short visit is happier for everyone, and 
we'll want to see each other again sooner. We have lots of school and community 
activities which take up most of our evenings after work. 



With your partner, discuss unassertive, aggressive, and assertive responses to the 
situation described below. Although there are some responses provided, they are 
for the purpose of providing an example. You need not limit yourself to these 
responses. Be as creative as you can in designing three different responses 
(unassertive, aggressive, assertive) t o  act out. Prepare three brief role plays to 
illustrate your responses to  the rest of  the group. Feel free to change the gender 
of the characters where appropriate. Don't forget to pay attention to  how 
nonverbal communication, self-disclosure, and listening skills vary between the 
three responses. 

Past Mts4Praht 
- 

Your teenage son has just returned from a school party. It is 3:W a.m., and you 
have been frantic, concerned primarily for his well-being, since you had expected 
him home before midnight. 

Unassertive Response: You hear him come home safely, so you roll over and try to 
go to sleep. 
Aggressive Response: You shout, 'Where the hell have you been? Do you have any 
idea what time it is? You've kept me up all night!' 
Assertive Response: You say, w e  been very worried about you son. You said you'd 
be home by midnight, and I've been waiting for you since then. That also means 
that I've lost several hours of sleep. I wish you had called. Tomorrow, we will 
discuss arrangements for letting me know that you will be later than you thought." 



Ie Play Scenarios. Pr- 

With your partner, discuss unassertive, aggressive, and assertive responses to  the 
situation described below. Although there are some responses orovided, they are 
for the purpose of providing an example. You need not  l imit yourself t o  these 
responses. Be as creative as you can in designing three different responses 
(unassertive, aggressive, assertive) t o  act out. Prepare three brief role plays to  
illustrate your responses t o  the rest o f  the group. Feel free t o  change the gender 
of the characters where appropriate. Don't forget to  pay attention to how 
nonverbal communication, self-disclosure, and listening skills vary between the 
three responses. 

Smoke Gets in Your Lungs 
You are at a public meeting in large room. A man enters the room and sits down 
next t o  you, puffing enthusiastically on a large cigar. The smoke is very offensive 
t o  you. 

Unassertive Response: You suffer the offensive smoke in silence, deciding it is the 
right of  the other person t o  smoke if he wishes. 
Aggressive Response: You get very angry, demanding that he move or pu t  out the 
cigar, and loudly assail the evils and health hazards of  the smoking habit. 
Assertive Response: You firmly but  politely ask him t o  refrain from smoking 
because it is offensive t o  you, OR, You ask him t o  s i t  in another seat if he prefers to 
continue smoking since you were there first. 



le Pla-s. P r a m  
rn 

With your partner, discuss unassertive, aggressive, and assertive responses to the 
situation described below. Although there are some responses provided, they are 
for the purpose of providing an example- You need not limit yourself to  these 
responses- Be as creative as you can in designing three different responses 
(unassertive, aggressive, assertive) to  act out. Prepare three brief role plays to 
illustrate your responses t o  the rest of  the group. Feel free to  change the gender 
of the characten where appropriate. Don't forget to  pay attention t o  how 
nonverbal communication, self-disclosure, and listening skills vary between the 
three responses. 

I'm Not I n t m  
You are at home, hoping for a restful day. The phone rings, and you answer to  a 
voice stating your full name and asking if that is you. Then you hear, 'This is Road 
Magazine. We are conducting a readership survey. Have you heard of our 
magazine?" You're perturbed at the intrusion. 

unassertive Response: You are polite, don't interrupt and answer all of the callers 
questions. Soon you hear a 'sates pitchm instead of a readership sunrev. The call 
lasts for 20 minutes. 
Aggressive Response: You yell, 'You people are a bunch of vultures! Don't you 
know anything about telephone privacy? Stick it in your ear!" You Slam down the 
phone. 
Assertive Response: You state firmly, "I'm not  interested." The caller replies, '1 only 
want to ask you a few questions." YOU repeat firmly, 'I'm not interested.' You 
hand up the phone. 



With your partner, discuss unassertive, aggressive, and assertive responses to the 
situation described below. Although there are some responses provided, they are 
for the purpose of providing an example. You need not limit yourself to these 
responses. Be as creative as you can in designing three different responses 
(unassertive, aggressive, assertive) to act out. Prepare three brief role plays to 
illustrate your responses to the rest of the group. Feel free to  change the gender 
of the characters where appropriate. Don't forget to pay attention to how 
nonverbal communication, self-disclosure, and listening skills vary between the 
three responses. 

JQLLEmx 
YOU have made a mistake on the job. Your supervisor discovers it and is letting 
you know rather harshly that you should not have been so careless. 

unassertive Response: Overapologizing, you say, "I'm sorry. I was stupid. How silly 
of me. 1'11 never let it happen again!" 
Aggressive Response: You bristle and say, 'You have no business criticizing my 
work. Since when are you perfect? Leave me alone, and don't bother me in the 
future." 
Assertive Response: You agree that you made the mistake, saying, 'It was my 
mistake. I will be more careful next time. However, it seems to me you're being a 
bit harsh and I see no need for that." 



le Plav Scetlariat Practichg a 

With your partner, discuss unassertive, aggressive, and assertive responses t o  the 
situation described below. Although there are some responses provided, they are 
for the purpose of providing an example. You need not limit yourself t o  these 
responses. Be as creative as you can in designing three different responses 
(unassertive, aggressive, assertive) to  act out. Prepare three brief role plays t o  
illustrate your responses to the rest of  the group. Feel free to change the gender 
of the characters where appropriate. Don't forget to  pay attention to  how 
nonverbal communication, self-disclosure, and listening skills vary between the 
three responses. 

bmseCms 
You are at a staff meeting, and a co-worker approaches you to say she has 
heard you received a raise. It is ttue that you have received a raise, but you have 
no interest in discussing a matter of such a personal nature with a work 
acquaintance. 

Unassertive Response: YOU see no alternative but t o  disclose the details of your 
raise t o  the curious co-worker, OR, you tell her that you actually didn't receive a 
raise. 
Aggressive Response: You loudly point out that she has no right to ask such a 
personal question, and the next time you want anybody poking their nose into 
your business, you'll rattle her chain. 
Assertive Response: You tell the co-worker that you too are often curious about 
what others in the office are paid, but that you feel uncomfortable about 
disclosing such personal information and would rather not discuss it. 



With your partner, discuss unassertive, aggressive, and assertive responses to the 
situation described below. Although there are some responses provided, they are 
for the purpose of providing an example. You need not limit VOUKelf to these 
responses. Be as creative as you can in designing three different responses 
(unassertive, aggressive, assertive) to  act out. Prepare three brief role plays to 
illustrate your responses to the rest of the group. Feel free to change the gender 
of the characters where appropriate. Don't forget to pay attention to  how 
nonverbal communication, self-disclosure, and listening skills vary between the 
three responses. 

J Have a ~ o m i m i s m  -.. 
A friend tells you that he hopes you don't mind, but that he signed you up to chair 
the fundraising committee at the community centre during the last meeting from 
which you were absent. You have no interest in chairing the committee. 

Unassertive Response: Although you don't want to, you agree that you could 
probably find time to organize the fundraising efforts at the Centre. 
Aggressive Response: You sarcastically and loudly announce to  your friend tha t  if 
he was so excited about making nominations, he damn well should have 
nominated himself. 
Assertive Response: You let your friend know that you weren't aware of leading 
him to believe that you were interested in chairing the committee, and in fact you 
are not interested. You tell him that you would appreciate it if he could let the 
group know that he was in error by nominating you. 



5 
With your partner, discuss unassertive, aggressive, and assertive responses to the 
situation described below. Although there are some responses provided, they are 
for the purpose of providing an example. You need not limit yourself to these 
responses. Be as creative as you can in designing three different responses 
(unassertive, aggressive, assertive) to act out- Prepare three brief role plays to 
illustrate your responses to the rest of the group. Feel free to change the gender 
of the characters where appropriate. Don't forget to pay attention to how 
nonverbal communication, self-disclosure, and listening skills vary between the 
three responses. 

Pgposites Don't Always 
You have run into this particular friend of a friend many times at different 
functions, as you tend to travel in the same social circle. You've had the sense that 
he is interested in you, and as you predicted, he asks you out on a date. You don't 
find him attractive, nor do you think the two of you have much in common. 

Unassertive Response: You reluctantly agree to go out with him. After all, i t 's  only 
a movie. 
Aggressive Response: You tell him quite frankly that you don't find him attractive 
and have no interest in spending any more time with him than you already have. 
Assertive Response: You thank him very much for the invitation, but tell him that 
you do not see him in a -romanticn way. 



Strengths and Challenges 
In 

Assertive Communication 

Situations: Which are dzjjfjculthsy for me? 

People: With whom do I have difficulty 
assertive? Who have I 'ffgured out"? 

being 

Attitudes, Feelings, Thoughts, and Beliefs: 
Which help /hinder me in practicing assertive 
communication ? 

Skills: In which skill areas am I strong, and in 
which do I need to do some work? 



Longer Term Goals: Examples 
+ Stkk to it when I say no. 
+ Stop saying, uX9m sorryw or uI hate to bother 

youn so much. 

More Immediate Goals: Examples 
4 Re- the faulty vacunm cleaner to the 
store. 

4 Say no to the Sinder oP coan&ttee members 
at my child's school. 



Self-Assessment 
Final Session 

1. I have eonpleted the 

Comments: 

homework assigned from imt week. 

2. I feel positive about my partieiprtion on this g m p .  

3. I feel as though I was a valued member of  this group. 

Yes Ci Kind Of O No G 

Yes Z Kind Of I No 

Yes [3 Kind Of O No il 

Percentage o f  total teeommended exposure homrwork I completed throughout this group 
(Recommendation: 6-20 minutes average daily exposure) 

Percentage o f  total neonmended imagery homework I completed throughout this group 
(Recommendation: daily imagery) 




