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ABSTRACT 

Social Anxiety Disorder (SAD) is a chronic and pervasive disorder that is 

relatively prevalent in children and adolescents and is associated with numerous short 

and long term consequences. SAD is commonly comorbid with other mood and anxiety 

disorders, and in particular, with Generalized Anxiety Disorder (GAD). In fact, research 

suggests that pure forms of either GAD or SAD are relatively rare (Walkup et al., 2008). 

Worry and the cognitive variables found to be associated with it, such as intolerance of 

uncertainty (IU), positive and negative beliefs about worry (PBW and NBW), negative 

problem orientation (NPO) and cognitive avoidance (CA), feature prominently in the 

theoretical models of adult GAD put forward by Dugas and colleagues (Dugas, 

Marchand & Ladouceur, 2005; Dugas & Robichaud, 2007; Dugas et al., 2007) and 

Wells (1995). Empirical research has not only found evidence for the importance of 

these variables to GAD in adults (Boelen, Vrinssen & van Tulder, 2010; Dugas, 

Gosselin & Ladouceur, 2001; Freeston, Rhéaume, Letarte, Dugas & Ladouceur, 1994; 

Ladouceur, Blais, Freeston & Dugas, 1998; Laugesen, 2007), but also in youth (Boelen 

et al., 2010; Fialko, Bolton & Perrin, 2012; Holmes, Donovan, Farrell & March, 2014). 

Recently, the suggestion has been made that worry and some of its associated cognitive 

variables might not be specific to GAD, but in fact may be more transdiagnostic in 

nature, and that there is some, albeit limited, evidence to date supporting this 

supposition, particularly with adults.  

Anxiety disorders may not be fully differentiated in children and adolescents due 

to the presence of common pathological processes that may underpin them (Lahey et al., 

2004; Sterba et al., 2010). It is the contention of this thesis that the high comorbidity 

between GAD and SAD in youth may be due to the fact that worry, IU, NBW, PBW, 

NPO and CA may underpin them both and therefore that these variables may be more 

important to youth SAD than has historically been thought.  
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This thesis is divided into two main parts: a literature review and a series of 

empirical studies that have been published or that have been submitted for publication. 

The literature review is divided into three chapters that provide a comprehensive 

overview of anxiety in children and adolescents (Chapter 1), Social Anxiety Disorder in 

children and adolescents (Chapter 2), and Generalized Anxiety Disorder in children and 

adolescents (Chapter 3).  Study 1 has now been published in the Journal of Affective 

Disorders (Chapter 4) and aimed to investigate whether worry, IU, NBW, PBW, NPO 

and CA might be important in SAD as well as GAD in children aged 8-12 years. As 

predicted, children with GAD and SAD scored significantly higher than a matched 

group of non-anxious children on worry, IU, NBW and NPO, and did not score 

significantly differently from each other. Contrary to predictions, no difference was 

found across the groups on PBW, and children with GAD scored significantly higher on 

CA than children with SAD or non-anxious children.  

Building upon Study 1, Study 2 (that has been published in Child Psychiatry and 

Human Development, Chapter 5) widened the age range and utilised a larger sample 

size, to investigate whether worry, IU, NBW, PBW, NPO and CA, were associated with 

SAD severity, symptoms and/or overall functioning in 126 youth aged 8-17 years with a 

primary diagnosis of SAD. As predicted, each of the cognitive variables, with the 

exception of PBW, were found to correlate with SAD symptoms, SAD severity and/or 

overall functioning, with NPO emerging as a unique predictor of SAD severity, self-

reported ratings of SAD symptoms and poorer levels of overall functioning, and worry 

and IU uniquely predicting self-rated SAD symptoms.  

 Study 3 (that has been submitted to the Journal of Anxiety Disorders, Chapter 6) 

was conducted with 125 youth aged from 8-17 years, and aimed to investigate whether 

worry, IU, NBW, PBW, NPO and CA would change following CBT treatment for SAD 

and whether those who retained versus lost their SAD diagnosis were different on 
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baseline levels of these variables and changes on these variables following treatment. 

Results indicated that by 6-month follow-up worry, IU, NBW, PBW, NPO and CA had 

reduced significantly. Compared to those who retained their SAD diagnosis by 6-month 

follow-up, those who lost their SAD diagnosis demonstrated lower levels of baseline 

NPO and greater changes in worry and CA from pre-assessment to 6-month follow-up.  

In summary, this thesis makes an important and valuable contribution that  

advances our understanding of the role of worry, IU, NBW, PBW, NPO and CA in 

youth SAD, and points to the importance of further research in area.  
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Preamble 

Child and adolescent anxiety disorders are among the most common forms of 

psychopathology, conferring significant psychosocial impairments on functioning. One 

of the most common and debilitating of the anxiety disorders afflicting youth is Social 

Anxiety Disorder (SAD), a condition that is commonly comorbid with Generalized 

Anxiety Disorder (GAD). Knowledge and understanding of the aetiology, 

phenomenology and maintenance of both SAD and GAD in youth remains a relatively 

neglected area of empirical enquiry. This thesis sought to investigate whether worry and 

its associated cognitive variables (intolerance of uncertainty, negative problem 

orientation, positive and negative beliefs about worry and cognitive avoidance), that are 

most commonly associated with GAD, might have a more transdiagnostic influence and 

also be associated with SAD in youth. This thesis is broken into four sections.  

Section 1 (Chapters 1, 2 and 3) reviews the literature on childhood and 

adolescent anxiety. Specifically, Chapter 1 provides a description of child and 

adolescent anxiety disorders, detailing the anxiety types, prevalence, course, risk factors 

and psychosocial impact. It also details the current efficacious treatments for youth 

anxiety disorders. Chapter 2 provides a detailed overview of SAD with an emphasis on 

the manifestation of the disorder in children and adolescents. The chapter includes 

information on the history of the disorder, the phenomenology, prevalence and course 

of the disorder, a review of the relevant theoretical models used to explain SAD, and 

provides a review of the available treatments for the disorder in a youth population. 

Chapter 3 reviews the literature on GAD, including a discussion of normal versus 

pathological worry, and presents the theoretical models used to describe factors that 

maintain GAD. The chapter presents the phenomenology, prevalence and the course of 

GAD in adults and, in particular, in children and adolescents.   
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Section 2 (Chapters 4, 5, 6 and 7) consists of three research studies that have 

been submitted or accepted for publication, together with an introductory preamble. 

Chapter 4 comprises an introduction to and overview of the three studies. Chapter 5 

outlines Study 1 that compares children (aged 8-12 years) diagnosed with SAD to a 

matched sample of children diagnosed with a) GAD and b) no anxiety disorder, on 

measures of worry, intolerance of uncertainty (IU), negative beliefs about worry 

(NBW), positive beliefs about worry (PBW), negative problem orientation (NPO) and 

cognitive avoidance (CA). Study 2 (Chapter 6) investigates whether worry, IU, NBW, 

PBW, NPO and CA predict SAD symptomatology, severity and overall functioning in a 

sample of 126 youth aged 8-17 years diagnosed with SAD. Study 3 (Chapter 7) 

examines whether levels of worry, IU, NBW, PBW, NPO and CA change with 

Cognitive Behavioural Therapy, and whether there are differences between those who 

lose versus retain their diagnosis of SAD in these variables in a sample of 125 youth 

diagnosed with SAD aged from 8-17 years. 

Section 3 (Chapter 8) draws together the literature and research presented in the 

thesis and provides the reader with the strengths and limitations of the compendium of 

studies, and provides suggestions for future research. 
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Anxiety has its origins in evolutionary psychology and serves to warn an 

individual of real or imagined impending sources of threat. Everyone experiences 

anxiety; however for some, anxiety can become so overwhelming that it begins to 

interfere with the ability to enjoy one’s life and maximise one’s potential. Similarly, 

most children experience transitory, age appropriate and adaptive levels of fear and 

anxiety during normal development (Ollendick, King & Muris, 2002). However, for 

some children and adolescents, fear and anxiety can persist, be excessive for the 

situation, and can result in avoidance of feared objects, people or situations. It is this 

persistent and intense fear that differentiates normal from pathological or clinical levels 

of anxiety. 

Anxiety disorders emerge significantly earlier than other psychological 

disorders, with a median age of onset of eleven years (Kessler, Berglund, et al., 2005). 

In children, anxiety disorders are one of the most commonly occurring psychological 

conditions (Cartwright-Hatton, McNicol & Doubleday, 2006; Costello, Egger & 

Angold, 2005a; Silverman, Pina & Viswesvaran, 2008), with prevalence rates of 5-10% 

in community samples (Costello, Mustillo, Erkanli, Keeler & Angold, 2003; Essau, 

Conradt & Petermann, 2000b, 2002). By adolescence, 18.6% of youth have met criteria 

for at least one anxiety disorder (Essau et al., 2000b). Not only are they common, but 

child and adolescent anxiety disorders are also linked to significant deleterious social, 

emotional, academic and vocational consequences, including poor academic 

performance, school refusal, peer difficulties, poor social skills and social competence, 

low self-esteem, loss of opportunities and immaturity (Albano & Hack, 2004; McClure 

& Pine, 2006).  Left untreated, anxiety disorders that emerge in childhood are unlikely 

to remit, and often worsen over time, potentially leading to sequelae in adolescence and 

adulthood that can include depression, substance abuse, hospitalisation, and suicide 

ideation and attempts (Kendall et al., 2010).  
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Anxiety is a multidimensional construct that manifests in particular symptom 

clusters in the physiological, behavioural and cognitive domains.  In 1968, Lang 

proposed a tripartite model of anxiety that comprised three core components including 

a) a physiological component (e.g., racing heart, butterflies, sweating, shaking,

headaches, nausea, shortness of breath), b) a behavioural component (e.g., avoidance of, 

or desire to escape from, feared situations or objects, reassurance seeking, crying, 

clinging, tantrums) and, c) a cognitive component (e.g., negatively valenced thoughts 

and beliefs about performance, threat or perceptions of safety). According to Lang, 

maladaptive anxiety results when excess occurs in one of these systems, and is then 

exacerbated when these systems interact. Each of the systems is able to respond 

independently or to co-vary, which increases the idiosyncratic manifestation and 

presentation of the particular disorder a person is afflicted with (Ollendick, Allen, 

Benoit & Cowart, 2011). 

Developmentally, normal fear and anxiety in youth follows a predictable course 

in parallel with development (Carr, 2006; Ollendick et al., 2002). A review of the 

literature conducted by Gullone (2000), found that infants (0-12 months) commonly 

fear loud noises, strangers and sudden changes in the environment including intense 

sensory stimuli. In toddlerhood (2-4 years), when children’s imagination is developing 

and they may have difficulty discerning the real from the imagined, fears centre around 

separation from parents, being left alone, animals, insects, imaginary creatures and the 

dark. In early childhood, from ages four to six years, fears typically centre on burglars, 

kidnapping, ghosts and wild animals. In school aged children from six to nine years, as 

young people become more concrete and logical in their thinking and more aware of the 

world around them, children become more fearful of natural disasters, injury, death, 

failure and criticism, with some of these fears persisting into adolescence. The fear of 

children in the final years of primary school typically becomes more socially oriented 
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and may include fears relating to schoolwork, their appearance or their interactions with 

others. Children from around 12 years of age and into adolescence move into formal 

operational thinking and are therefore capable of more sophisticated abstract thought. 

Common fears in this age group include fears around peer rejection and social 

relationships, as well as fears that focus on global, economic and political issues 

(Costello, Egger & Angold, 2005b; Gullone, 2000; Muris, 2007). Not only do normally 

developing children experience changes in the content of their fear in line with their 

cognitive development, but they also experience changes in the number of fears they 

experience, with normal childhood fears diminishing in frequency and severity with age 

(Gullone, 2000; Gullone, King & Ollendick, 2001). However, for some children, their 

fears continue and intensify, resulting in clinical anxiety disorders. 

 

The DSM-5 Anxiety Disorders 

 The Diagnostic and Statistical Manual of Mental Disorders – Fifth Edition 

(DSM-5) is one of the most widely used and well regarded classification systems for 

diagnosing anxiety disorders in clinical, educational, and research settings (American 

Psychiatric Association, 2013). DSM-5 disorders are categorised and systematically 

described according to the symptoms that feature in each anxiety type. Before a 

diagnosis is given, a minimum number of symptoms and criteria specific to each 

disorder must be met. Although each anxiety type can be differentiated in terms of 

feared situations and associated thoughts, anxiety disorder symptoms often overlap, and 

children and adolescents may meet the required threshold for a number of concurrently 

occurring disorders (APA, 2103).  According to DSM-5, the anxiety disorders with 

which children and adolescents may be afflicted include Separation Anxiety Disorder, 

Selective Mutism, Specific Phobia, Social Anxiety Disorder, Panic Disorder, 

Agoraphobia and Generalized Anxiety Disorder (APA, 2013).  Although each of these 



8	

anxiety disorders are distinct, they share a number of core symptoms, including 

recurrent, intense and excessive feelings of fear, nervousness or apprehension; physical 

symptoms such as shallow breathing, sweating, heart palpitations, nausea, light 

headedness and muscle tension; and worrisome cognitions (APA, 2013). A brief outline 

of the diagnostic criteria for each disorder, in order of the typical age of onset, is 

provided below.  

Separation Anxiety Disorder 

The core feature of Separation Anxiety Disorder (SEP) is excessive worry about 

harm befalling an attachment figure (usually a parent) or oneself, and a developmentally 

inappropriate fear of separation, actual or anticipated, from an attachment figure or from 

home (APA, 2013). In order to be diagnostic, the fear must have been present in the 

child or adolescent for at least four weeks and must be interfering in social, academic or 

other functionally important areas. The average age of onset for SEP is 6.5 years and it 

is more common in younger children than in adolescents (APA, 2013). Children with 

SEP typically express their anxiety by becoming distressed and tearful when separating 

from parents, or when anticipating separation. They may have temper tantrums, or 

complain of somatic symptoms and may cling to parents in an attempt to avoid 

separation. Children and adolescents with SEP may refuse to go to day care or school, 

and may avoid being alone, sleeping in their own bed, having sleep-overs or attending 

school camps. Such difficulties result in significant distress for the child and caregivers, 

and may have a significant impact on family functioning. Furthermore, SEP has been 

identified as a risk factor for the development of various types of psychopathology in 

young adulthood, principal among which are panic disorder and depression (Lewinsohn, 

Holm-Denoma, Small, Seeley & Joiner, 2008).  
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Selective Mutism 

Selective Mutism (SM) can be diagnosed when individuals consistently fail to 

speak in social situations where there is an expectation to do so, despite the individual 

speaking in other situations (APA, 2103). Failure to speak must have been present for at 

least one month, and the mutism must have a significant impact in social, educational or 

vocational settings. SM would not be diagnosed if failure to speak was the result of lack 

of familiarity with the spoken language or if it could be better accounted for by another 

communication, developmental or psychotic disorder (APA, 2103). Individuals with 

SM do not initiate speech and fail to respond when spoken to by others (e.g., teachers or 

peers in school settings, extended family members in the home setting), but will speak 

at home in the presence of immediate family members. SM is therefore significantly 

interfering in social and school settings where for example, teachers are unable to assess 

skills such as reading. High levels of social anxiety, shyness and fear of embarrassment 

typically accompany the disorder (American Psychiatric Association, 2013).  

Sufferers of SM may withdraw in social situations, cling to caregivers, have 

temper tantrums, and / or display mild oppositional behaviour (APA, 2013). Although 

these symptoms resemble some symptoms of Social Anxiety Disorder, SM is generally 

thought to be closely related to, but separate from Social Anxiety Disorder, and is 

considered a developmental variant of Social Anxiety Disorder (Bögels et al., 2010; 

Yeganeh, Beidel, Turner, Pina & Silverman, 2003). SM typically occurs prior to five 

years of age, with the disorder being more common in younger children than 

adolescents (APA, 2013).    

Specific Phobia 

Specific Phobia (SP) is characterised by a marked and persistent fear and 

avoidance of particular objects or situations that are out of proportion to any actual risk 
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(APA, 2013). Common childhood and adolescent phobias include fear of the dark, fear 

of blood or injections, fear of loud noises and thunderstorms, fear of animals (e.g., 

spiders, snakes and dogs), and fear of particular situations (e.g., public transport, 

heights, elevators or enclosed spaces) (APA, 2013). Exposure to the feared object or 

situation results in an immediate fear response, often accompanied by age-inappropriate 

anxious behaviours such as crying, screaming or clinging, and escape or avoidance 

behaviours, as well as somatic symptoms such as increased heart rate and sweating. The 

specific fear must have been present for six months in order to qualify for a diagnosis. 

SP typically emerges early in life, with an onset of around six to seven years of age 

(Merikangas, 2005; Öst, 1987). A specific phobia does not typically occur in isolation. 

Indeed, one study indicated that almost 83% of youth diagnosed with a specific phobia 

met criteria for multiple phobias in their lifetime (Burstein et al., 2012).   

 

Social Anxiety Disorder 

 Social Anxiety Disorder (SAD) is characterised by significant and persistent fear 

with marked distress or avoidance of one or more social or performance situations in 

which there is the potential to be scrutinised by others (APA, 2013). The cardinal 

feature of SAD is a fear of being negatively evaluated by others in social situations. To 

obtain a diagnosis, the fear and anxiety must be deemed disproportionate to the social 

situation, it must persist for six months, and it must be functionally impairing and cause 

clinically significant distress. In children, there is a requirement for the anxiety to occur 

with both peers and adults. Children and adolescents with SAD are often perceived as 

being excessively shy and they typically avoid, or endure with distress, a wide range of 

social activities including public speaking, social gatherings, starting or joining 

conversations, answering or asking questions in the classroom, and going to parties or 

meeting new people (APA, 2013).  
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 SAD can emerge in children as young as three years of age (Egger & Angold, 

2006; Rapee, Kennedy, Ingram, Edwards & Sweeney, 2005), although it more 

commonly emerges at around nine years of age (Costello, Egger, Copeland, Erkanli & 

Angold, 2011). Research indicates that SAD tends to be a chronic condition (Wong & 

Rapee, 2015), with a mean duration of up to 25 years (Fehm, Beesdo, Jacobi & Fiedler, 

2008; Gould, Buckminster, Pollack & Otto, 1997; Wittchen & Fehm, 2001), and that it 

is commonly comorbid with other psychopathologies including other anxiety disorders 

and mood disorders (Kessler, Berglund, et al., 2005; Wittchen & Fehm, 2001).  

 

Panic Disorder  

 Panic Disorder (PD) is defined by recurrent and unexpected panic attacks as well 

as a persistent fear of having another attack, that results in avoidance or maladaptive 

behaviour in an attempt to reduce the risk of reoccurrence (APA, 2013). To be 

diagnosed with PD, the fear must have been present for a period of at least one month 

(APA, 2013). A panic attack involves a sudden surge of intense fear or discomfort and a 

feeling of impending doom or danger, accompanied by a variety of somatic symptoms 

including increased heart rate, sweating, shaking, chest pain, shortness of breath, 

dizziness and nausea (APA, 2013). The discomfort peaks within minutes and attacks 

generally last for 5-10 minutes. In children, a panic attack may be reported as a non-

specific anxiety about suddenly becoming ill, or a fear of not being able to breathe or of 

suddenly vomiting (Albano, Chorpita & Barlow, 2003).  

 

Agoraphobia 

Agoraphobia is defined as a fear of two or more specific situations (i.e., using 

public transport, being in open spaces or enclosed places, crowds, being alone outside 

the home) that result in anxiety or fear of not being able to find help or escape in the 
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event of the occurrence of panic-like symptoms (APA, 2013). To obtain a diagnosis, the 

feared situations must almost always produce anxiety and be actively avoided, the fear 

must be persistent and out of proportion to any actual danger, and the anxiety must have 

been present for at least six months.  

 

Generalized Anxiety Disorder 

 Generalized Anxiety Disorder (GAD) is characterised by excessive and 

uncontrollable worry about numerous topics that occurs more days than not for a period 

of at least six months (APA, 2013). Children and adolescents with GAD typically 

overestimate the likelihood of negative events occurring, catastrophize about possible 

negative consequences (Albano et al., 2003), and avoid anxiety provoking situations. 

Children and adolescents with GAD endure chronic worry about a range of everyday 

topics such as schoolwork, making mistakes, family, friends, their own health and / or 

the health of others, family finances, and world events such as terrorism, crime and war. 

Their worry is often accompanied by somatic symptoms including muscle aches, 

headaches, stomach-aches, restlessness, fatigue, sleep difficulties, feeling keyed up or 

on edge, and irritability (APA, 2013: Kendall & Pimentel, 2003). Children and 

adolescents with GAD have difficulty controlling their worry and seek excessive 

reassurance from others. To obtain a diagnosis, the worry experienced must be 

significantly impairing in social, occupational or other areas important to functioning 

(APA, 2013). 

The average age of onset for childhood GAD ranges from 8 to 10 years (Last, 

Hersen, Kazdin, Orvaschel & Perrin, 1991; Masi, Mucci, Favilla, Romano & Poli, 

1999), with symptoms increasing in intensity with age inline with developing cognitive 

maturation (Broeren & Muris, 2009). Additionally, the course of GAD tends to be 
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chronic (Andrews et al., 2010), with research indicating a mean duration of 37 years if 

left untreated (Hoge, Ivkovic & Fricchione, 2012). 

Epidemiology of Anxiety Disorders 

Prevalence 

Prevalence refers to the proportion of individuals in a specific population who 

qualify for a particular diagnosis at a given time. Current prevalence rates indicate that, 

at any one point in time, one in 14 people worldwide will have an anxiety disorder, with 

one in nine having an anxiety disorder in any given year (Baxter, Scott, Vos & 

Whiteford, 2013). In children, prevalence rates for anxiety disorders range from 2% to 

29.2%, with a median of 12.3% (Costello et al., 2005b; Costello et al., 2011; Costello et 

al., 2003; Essau, Conradt & Petermann, 2000a; Essau et al., 2002; Johnson, Cohen, 

Kasen & Brook, 2008; Masi et al., 1999; Merikangas, Nakamura & Kessler, 2009; 

Rapee, Schniering & Hudson, 2009). In adolescence, anxiety disorders increase 

substantially, with prevalence rates between 18.6 to 23% being reported (Chavira, Stein, 

Bailey & Stein, 2004; Essau et al., 2000a; Mann et al., 2011). Although research on 

gender differences in childhood anxiety has produced mixed results (Feng, Shaw & 

Silk, 2008), a number of studies have demonstrated that girls are more likely to have a 

higher frequency and intensity of anxiety disorders than are boys (Zahn-Waxler, 

Shirtcliff & Marceau, 2008). Indeed, in adolescence, females have been found to be 

almost twice as likely to have an anxiety disorder than males (Costello et al., 2011; 

Costello et al., 2003; Essau et al., 2000a). 

There is a plethora of evidence indicating that anxiety disorders are one of, if not 

the most common psychological conditions to afflict children. Regarding each specific 

anxiety disorder, it follows that prevalence rates for each will be lower than the totals 

noted above, and that rates vary across studies. In terms of SEP, the 6-12-month 
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prevalence rates for children are estimated at 4%, with the 12-month prevalence for 

adolescents being 1.6% (APA, 2013). SM, which is relatively rare, has a point 

prevalence of .03-1% (APA, 2013), while SP has prevalence rates of between 2.4% and 

10% in children (Anderson, Williams, McGee & Silva, 1987; Costello & Angold, 1995; 

Costello et al., 2011; Ollendick et al., 2002), and 3.5% in adolescents (Essau et al., 

2000b). Prevalence rates of PD, which is less common in young children, are estimated 

at <.04%, and tend to gradually increase into adolescence where prevalence rates are 

estimated at 2-3% (APA, 2013). Finally, prevalence rates in agoraphobia, that is again 

less likely to occur in childhood, has been estimated at 1.7% for adolescents (APA, 

2013). 

In terms of SAD, which is of primary concern to this thesis, prevalence rates in 

child clinical populations range from 3 to 6.8%, and in community samples, from .5 to 

9% (Bruch, 2002; Costello & Angold, 1995; Essau, Conradt & Petermann, 1999; 

Wittchen, Fuetsch, Sonntag, Müller & Liebowitz, 1999). Between the ages of 12-13 

years and 14-15 years, there is a two-fold increase in the incidence of SAD (Essau et al., 

2000b), with a 4% increase in the incidence of SAD from younger childhood to those 

aged 14-17 years (Wittchen et al., 1999). Variations in reported prevalence rates of SAD 

are affected by differences in diagnostic tools and sample demographics, with the 

overall conservative 12-month prevalence rates for SAD in children and adolescents 

estimated to range from 2 to 5% (APA, 2013). The increase in prevalence from 

childhood to adolescence is thought to be associated with the increasing importance of 

the social world during the teenage developmental period. Overall however, specific 

phobias are the most commonly diagnosed in childhood, followed by GAD, SAD and 

SEP respectively (Costello et al., 2011; Kessler, Ruscio, Shear & Wittchen, 2009). 
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Course 

Whereas normal developmental fears are transient, clinical anxiety remains more 

stable (Broeren, Muris, Diamantopoulou & Baker, 2013). Until more recently, parents, 

researchers and clinicians tended to believe that most children would ‘outgrow’ their 

anxiety without treatment (Keller et al., 1992). While there is some evidence to suggest 

that this does occur for some children (Cantwell & Baker, 1989), the weight of evidence 

indicates that untreated anxiety follows a chronic and unremitting course (Anderson et 

al., 1987; Costello et al., 2011; Kessler et al., 2009). Being relatively stable, the 

chronicity of anxiety can persist from childhood, through adolescence and into 

adulthood (Gregory et al., 2007; Wittchen, Beesdo, Bittner & Goodwin, 2003), with 

research suggesting that clinical levels of early-onset anxiety are robust predictors of 

anxiety disorders in later adulthood. For example, Keller et al., (1992) found that 46% 

of children in their sample still met criteria for an anxiety disorder eight years after its 

onset. In an Australian study with a community sample, Dadds et al., (1999) reported 

that approximately 50% of children in their control group who met diagnostic criteria 

for an anxiety disorder at moderate to severe levels at baseline, also met criteria for an 

anxiety disorder two years later. Likewise, Gregory et al., (2007) reported that 64% of 

adult participants with an anxiety disorder at age 32 years reported having an anxiety 

diagnosis before the age of 18 years.  

Although anxiety is a relatively stable trait, the specific anxiety disorders young 

people are afflicted with may be changeable. It is not uncommon for an anxiety disorder 

such as SEP in a young child to transform into another anxiety disorder as the child 

develops (Ost & Treffers, 2001). Additionally, with cognitive and psychosocial 

development, various anxiety disorders become more likely to emerge, with SEP, SP 

and SM more likely to develop in younger children, and SAD and GAD emerging in 

adolescence. As the child progresses into adolescence, anxiety disorders tend to increase 
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in stability (Muris, 2007), and are likely to persist, with a strong association being found 

between adolescent anxiety and the presence of an anxiety disorder up to nine years 

later (Kim-Cohen et al., 2003; Pine, Cohen, Gurley, Brook & Ma, 1998; Woodward & 

Fergusson, 2001).  The course of anxiety disorders also carries an inherent risk of 

comorbid anxiety and mood psychopathology (Angold, Costello & Erkanli, 1999; Essau 

et al., 2000a; Layne, Bernat, Victor & Bernstein, 2009), contributing to a persistent and 

more severe trajectory (Seligman & Ollendick, 1998; Wittchen, Beesdo, et al., 2003). 

Comorbidity 

Across the lifespan, anxiety disorders rarely occur in isolation and given the 

similarities across the core features of anxiety disorders, it is not surprising that 

comorbidity is common. Evidence indicates that between 40% to 95% of children who 

meet diagnostic criteria for one anxiety disorder, also meet criteria for at least one other 

anxiety disorder (Benjamin, Costello & Warren, 1990; Essau et al., 2000a; Kashani & 

Orvaschel, 1990; Kendall, Brady & Verduin, 2001; Last, Strauss & Francis, 1987; 

Silverman, Saavedra & Pina, 2001). Furthermore, the incidence of pure forms of any 

anxiety disorder decreases with age, such that, by late adolescence, it is not uncommon 

for multiple anxiety disorders to be present (Wittchen, Lecrubier, Beesdo & Nocon, 

2003). For example, Kendall et al., (2010) found that less than 25% of their participants, 

aged 7-17 years, all of whom had SEP, GAD or SAD, met criteria for only one of these 

disorders, while 36% of participants met criteria for all three diagnoses. These high 

levels of comorbidity suggest that there may be common risk and maintaining factors 

between the anxiety disorders.  

The anxiety disorders most likely to be present with other comorbid conditions 

are GAD, SAD and SP (Michael, Zetsche & Margraf, 2007). However, anxiety 

disorders also typically co-occur with externalising disorders such as Attention Deficit 
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Hyperactivity Disorder, Conduct Disorder and Oppositional Defiant Disorder, as well as 

with depressive disorders (Costello et al., 2005b; Lewinsohn, Hops, Roberts, Seeley & 

Andrews, 1993; Merikangas et al., 2009). A National Comorbidity Survey conducted in 

the United States by Keller et al. (1992), found that approximately 75% of adults who 

experienced an anxiety disorder also experienced at least one other psychological 

disorder.  In childhood, depression is commonly comorbid with anxiety, with up to 48% 

of children and adolescents experiencing pathological anxiety also suffering with 

concurrent depression (Feehan, McGee, Raja & Williams, 1994; Fergusson & 

Woodward, 2002; Lewinsohn et al., 1993). As rates of comorbidity increase, so too do 

levels of distress and functional impairment for the sufferer (Kessler, Berglund, et al., 

2005; McKnight, Monfort, Kashdan, Blalock & Calton, 2016; Panayiotou, Karekla & 

Mete, 2014).  

 

Psychosocial Impact 

 The psychosocial impact of pathological anxiety is well established in the 

literature and predicts a multitude of adverse consequences across social, emotional, 

academic, vocational and economic realms that impact the individual, their family and 

the community (Costello, Erkanli, Federman & Angold, 1999; Ginsburg, La Greca & 

Silverman, 1998; Last, Hansen & Franco, 1997). In the short-term, anxiety disorders in 

children and adolescents are often accompanied by a number of short-term deleterious 

ailments that may include low mood or depression, low self-esteem and self-worth, 

difficulty concentrating, conduct disorders, distorted cognitions, poor academic 

achievement, impaired peer relationships, somatic symptoms, immaturity and low social 

competence (Bittner et al., 2007; Donovan & Spence, 2000; Endicott, Spitzer, Fleiss & 

Cohen, 1976; Essau et al., 2000a; Farrell & Barrett, 2007; Ginsburg et al., 1998; 

Kashani & Orvaschel, 1990; Pine et al., 1998). Anxious children are also more likely to 
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demonstrate greater impairments in social interactions and functioning, to be viewed as 

less socially skilled (Chansky & Kendall, 1997; Essau et al., 2000a), to be less well 

liked, and to be more neglected by their peers (Albano et al., 2003; Strauss, Forehand, 

Smith & Frame, 1986) compared to non-anxious children.  

 In addition to the many short-term consequences of anxiety disorders, there are 

also numerous severe long-term effects, including the development of comorbid 

anxiety, mood and externalising disorders (Feehan et al., 1994; Fergusson & 

Woodward, 2002; Lewinsohn et al., 1993). In the long term, anxiety in youth can lead 

to other psychosocial impairments such as difficulty interacting with others, and 

difficulty completing routine tasks such as homework, or attending school (Essau et al., 

2000a). Furthermore, anxiety in youth also predicts the development of other potentially 

life altering impairments such as failure to complete schooling or education, difficulty 

with employment and productivity, increased use of medication and psychiatric 

services, higher need for hospitalisation, a greater likelihood of substance misuse or 

abuse, heightened suicidal ideation and attempts, and difficulties with independent 

living (Begg et al., 2007a; Caspi, Moffitt, Newman & Silva, 1996; DuPont et al., 1996; 

Keller et al., 1992; Kessler, Foster, Saunders & Stang, 1995; Last et al., 1997; Leach & 

Butterworth, 2012; Lyneham & Rapee, 2005; Plaisier et al., 2010).  

 Not only do anxiety disorders affect the sufferer, they also significantly impact 

their families and the community in general. In the United States, estimates of costs to 

the community due to unemployment, decreased productivity, medical treatment by 

health professionals, hospitalisations, medication and disability payments, range from 

$42 billion to more than $47 billion per annum (DuPont et al., 1996; P. E. Greenberg et 

al., 1999; D. L. Hoffman, Dukes & Wittchen, 2008). Taking into consideration long-

term opportunity costs boosts this figure by another $100 billion (Kessler & Greenberg, 

2002). In Australia, mental health disorders (predominantly anxiety, depression, alcohol 
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abuse, and personality disorders) together with neurological disorders, account for 25% 

of the total health burden (Begg et al., 2007b). Furthermore, in Australian youth aged 

from 15-24 years, mental health problems, most commonly depression, anxiety and 

substance misuse disorders, account for 55% of the burden of disease in this age-group 

(McGorry, Purcell, Hickie & Jorm, 2007). In sum then, it is apparent that anxiety 

disorders that emerge in childhood or adolescence are common and problematic and, if 

left untreated, can lead to copious detrimental short- and long-term consequences.  

 

Risk Factors for Child and Adolescent Anxiety 

There are a number of biological, psychological and environmental risk factors 

that are linked to the likelihood of an anxiety disorder developing over time 

(Merikangas & Pine, 2002; Vasey & Dadds, 2001).  These risk factors are thought to 

interact in complex and dynamic ways through diverse developmental trajectories to 

influence the onset of anxiety disorders (Muris, 2007; Rapee et al., 2009; Vasey & 

Dadds, 2001). Such risk factors include: genetics; child factors including temperament; 

parenting factors including parental anxiety, modelling, parenting style, attachment; and 

environmental factors including stressful life events (Muris, 2007; Vasey & Dadds, 

2001). A brief review of these risk factors is presented below.  

 

Genetics  

 There is substantial evidence from twin and family based research indicating a 

strong intergenerational transmission of anxiety disorders (Beidel & Turner, 1997; 

Craske, 1997; Muris, 2007; Turner, Beidel & Costello, 1987), with heritabilty estimates 

ranging from 30-65% (Gregory & Eley, 2007; Hettema, Neale & Kendler, 2001; 

Kendler, 2001; van Grootheest, Boomsma, Hettema & Kendler, 2008). There are high 

levels of co-occurrence of anxiety disorders between family members, and when 
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compared to non-anxious peers, anxious children are more likely to have anxious 

parents, and conversely, anxious parents tend to have anxious children (Beidel & 

Turner, 1997; Last et al., 1991; Last, Phillips & Statfeld, 1987). Indeed, if one or more 

of a child’s parents have an anxiety disorder, the child is seven times more likely to 

develop an anxiety disorder, with an estimated 50% of the variation in childhood 

anxiety accounted for by genetics (Beidel & Turner, 1997; Eley et al., 2003; Gregory & 

Eley, 2007; Turner et al., 1987). Furthermore, although prevalence rates for anxiety 

disorders in children are estimated at 29.2%, when both parents have an anxiety 

disorder, prevalence rates increase to 55.6% (Johnson, Cohen, Kasen, Skodol & 

Oldham, 2008). Additional contributors to the expression of anxiety are shared (family 

wide) and non-shared (factors experienced by the individual only) specific 

environmental factors (Eley et al., 2003; Gregory & Eley, 2007; Hallett, Ronald, 

Rijsdijk & Eley, 2009). Some of these are discussed below. 

Temperament 

Childhood temperament, and specifically having a behaviourally inhibited 

temperament, has been implicated as a risk factor in the development of childhood 

anxiety (Bruce F Chorpita & Barlow, 1998; Hirshfeld et al., 1992; Rapee, 2002), with 

approximately 15-20% of children classified as behaviourally inhibited (Chronis-

Tuscano et al., 2009). Behavioural inhibition (BI) is typified by shyness, timidness and 

a tendency toward emotional restraint and withdrawal when exposed to unfamiliar 

people, places, objects or situations (Spence & Dadds, 1996). Kagan and colleagues 

demonstrated that infants with high BI are more reactive to novel stimuli and that they 

retain high levels of BI in later childhood (Kagan, Reznick & Gibbons, 1989; Kagan & 

Snidman, 1999). Both cross-sectional and longitudinal research has demonstrated that 

children who exhibit BI are more likely to develop anxiety disorders, and in particular, 
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SAD (Biederman et al., 1993; Broeren et al., 2013; Elizabeth et al., 2006; Hudson, 

Dodd & Bovopoulos, 2011; Kagan & Snidman, 1999; Muris, Merckelbach, Schmidt, 

Gadet & Bogie, 2001). Furthermore, high BI in school aged children has been found to 

predict social and emotional difficulties into adulthood (Gest, 1997), and the effect of 

BI appears to be magnified when combined with other risk factors, such as problematic 

parenting styles (Hudson & Dodd, 2012; Murray et al., 2008) and negative socialisation 

experiences (Fox, Henderson, Rubin, Calkins & Schmidt, 2001). Therefore, BI appears 

to be an enduring temperament style that persists over time, that increases the 

likelihood of the presence of anxiety disorders, that is likely to have a genetic basis 

(Kagan & Snidman, 1999), and that has an effect that can be intesified by 

environmental risk factors. 

Traumatic, negative or stressful life events 

Whilst there is limited research investigating the role of negative life events in 

the development of childhood anxiety, there is evidence that aversive events are linked 

to fears in children (Rapee et al., 2009). Relatively few children experience traumatic 

life events (e.g., traffic accidents, natural disasters, abuse); however, many will 

experience stressful negative events (e.g., parental conflict or divorce, serious illness or 

death of a family member, moving schools, bullying). There is research indicating that 

children who experience trauma are more likely to develop symptoms of Post Traumatic 

Stress Disorder (Goodyer & Altham, 1991; Muris, 2007), a disorder that, under DSM-5 

is related to, but separate from, anxiety disorders.  

Research around the effects of negative life events indicates that children with 

pathological anxiety are more likely to have experienced, and been negatively impacted 

by, negative or stressful life events compared to their non-anxious peers (Legerstee, 

Garnefski, Jellesma, Verhulst & Utens, 2010; Rapee et al., 2009). For example, a study 
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conducted by Allen and colleagues (Allen, Rapee & Sandberg, 2008) found that 

compared to non-anxious children, anxious children were more likely to have 

experienced negative life events in the 12-months prior to the most recent presentation 

of clinical anxiety. Likewise, negative life events experienced in the first five years of 

life have been found to predict the presence of an anxiety disorder in adolescence, even 

after controlling for current adverse situations (N. K. Phillips, Hammen, Brennan, 

Najman & Bor, 2005).  

The relationship between negative and stressful life events and the development 

of anxiety is not simple and direct, and other factors can mitigate or enhance the 

relationship. For example, Emery and O’Leary (1982) found that the negative effects of 

divorce on children are associated with environmental factors such as the subsequent 

changes in daily routine, discipline practices and parent-child communication, rather 

than with the divorce per se. Furthermore, there may be reciprocal influences between 

the factors. For example, Kim, Conger, Elder and Lorenz (2003) reported that the 

presence of stressful life events predicted anxious symptoms 12-months later, which in 

turn significantly predicted an increase in stressful life events in the following 12-

months. 

Although research indicates the presence of a relationship between stressful and 

negative life events and the development of anxiety in children and adolescents, the 

occurrence of stressful life events does not fully account for the development of anxiety 

disorders. While some children who experience traumatic, negative or stressful life 

events go on to develop affective or anxiety disorders, others do not (Goodyer, Wright 

& Altham, 1990), indicating that other mechanisms might mitigate, moderate or 

mediate this relationship.  
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Parenting 

Research has demonstrated that an important environmental contributor to the 

transmission of anxiety disorders is parenting behaviour. Considerable evidence 

demonstrates that there are several parental characteristics and behaviours that result in 

an increased likelihood that children will develop anxiety (Breinholst, Esbjørn, 

Reinholdt-Dunne & Stallard, 2012; Craske, 1997; Dadds, Barrett, Rapee & Ryan, 1996; 

Last et al., 1991; Spence, Rapee, McDonald & Ingram, 2001) including parental anxiety 

(Last et al., 1991; Micco et al., 2009), the modelling of maladaptive coping styles 

(Beidel & Turner, 1997; Bögels & Brechman-Toussaint, 2006; Drake & Ginsburg, 

2011; Grüner, Muris & Merckelbach, 1999; Murray et al., 2008), control, 

overprotection and lack of warmth (Bruce F Chorpita & Barlow, 1998; Hudson & 

Rapee, 2002; McLeod, Wood & Weisz, 2007; Rapee, 1997), and criticism and rejection 

(Hudson et al., 2011). Having said this, research demonstrates that parenting only 

accounts for only a very small amount of variance, around 4%, in child anxiety overall 

(McLeod, et al., 2007; Wood, et al., 2003), and parenting research is also affected by 

variabilities in the age ranges of the children being parented (Waite & Creswell, 2015). 

Relevant parenting variables will be discussed below, and a discussion of the 

contribution of parenting factors will conclude the section.  

Parental anxiety and anxious modelling. As mentioned, parental anxiety is a 

risk factor for the development of anxiety disorders in children, with children of 

clinically anxious parents at seven times greater risk of developing an anxiety disorder 

than children of parents without anxiety (Beidel & Turner, 1997; Turner et al., 1987). 

Although due in part to heritability, the contribution of genetics cannot fully explain 

why or how anxiety disorders run in families. Child rearing practices have been 

implicated as contributing factors to the aetiology and maintenance of child anxiety 
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disorders, with anxious parents being more likely to unwittingly employ maladaptive 

parenting behaviours. For example, Drake and Ginsburg (2011) demonstrated that when 

in anxiety-eliciting situations with their children, anxious mothers expressed more 

anxious behaviours, such as making fearful statements and showing nervous 

mannerisms, than non-anxious mothers. Compared to non-anxious mothers, the anxious 

mothers in that study also reported a higher incidence of threatening situations and 

reported more avoidance of people, places or situations in their own lives that they 

interpreted as threatening. Additionally, when compared to non-anxious parents, 

anxious parents have been found to model anxious behaviours by using higher levels of 

catastrophising (Whaley, Pinto & Sigman, 1999), interpreting ambiguous situations as 

more threatening (Creswell, Schniering & Rapee, 2005), unconsciously prompting and 

reinforcing anxious behaviours in front of their children (Spence & Dadds, 1996), 

avoiding, and encouraging their children to avoid, anxiety provoking situations (Barrett, 

Dadds & Rapee, 1991; Spence & Dadds, 1996), and providing excessive reassurance to 

their children (Barrett et al., 1996). Consequently, children of anxious parents may be 

deprived of seeing their parents fully engage in, and confront, anxiety-provoking 

situations in adaptive ways. It is thought that such behaviours might unwittingly convey 

messages of threat and danger that serve to inhibit children’s confidence and 

opportunities to interact with their surroundings, and thwart the learning of adaptive 

coping mechanisms (Hock & Krohne, 1991). 

   

 Parental control. The terms parental control, overprotection, over-involvement, 

over-control and intrusiveness are used synonymously in the literature. They refer to 

behaviours that include parental over intrusiveness, excessive regulation of children’s 

activities, the discouragement of age-appropriate autonomy, and the cultivating of child 

dependence on parents (Ginsburg, Grover, Cord & Ialongo, 2006; McLeod et al., 2007; 
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Stallard, 2009). Such behaviours serve to increase child anxiety by fostering the 

perception that the environment is uncontrollable and dangerous (Nanda, Kotchick & 

Grover, 2012), by diminishing the child’s sense of confidence and mastery in being able 

to cope with challenges, and by restricting opportunities for children to explore novel or 

challenging situations (Bruce F Chorpita & Barlow, 1998; Vasey & Dadds, 2001; 

Wood, 2006; Wood, McLeod, Sigman, Hwang & Chu, 2003). For example, Creswell, 

O’Connor and Brewin (2008) conducted a naturalistic study with 52, 7-11 year-old 

children and their primary caregiver, in which the children were given an anagram task 

to solve. Parents were allocated to either a ‘positive’ (i.e., told that the children would 

have fun and enjoy the task) or a ‘negative’ (i.e., told that the task was difficult and that 

their child may become upset) expectation condition. Parents in the negative expectation 

condition demonstrated greater over-involvement in the task, suggesting that when 

parents perceive their child as vulnerable, they intervene to alleviate their child’s 

distress. In another study, Hudson Doyle and Gar (2009) examined mothers of anxious 

and non-anxious children during a child speech task, and found that, irrespective of 

whether their own child was clinically anxious or not, mothers gave more help to 

anxious children. This finding lends support to the view that children’s anxious 

behaviour may elicit excessive help from mothers and potentially more overprotecting 

parenting behaviours as well.  

 A strong contribution of parental control to child anxiety has been established 

across numerous studies (Rapee, 1997; Wood et al., 2003). Observational research of 

parent-child interactions has demonstrated that parents of anxious children tend to be 

more involved, more intrusive, and more controlling than parents of non-anxious 

children, particularly in situations that are difficult for the child (Dumas, LaFreniere & 

Serketich, 1995; Hudson & Rapee, 2001). A meta-analysis of 47 studies, demonstrated 

that although self-reports of parenting methods accounted for only a small percentage 
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(4%) of the variance in child anxiety, when parental control was measured by direct 

observation methods and examined separately, a medium effect size was found, 

accounting for 18% of the variance (McLeod, et al., 2007). Another meta-analytic 

review assessed the relationship between levels of parent and child anxiety and 

observed parental control in 23 studies of children aged from less than 12 months to 11 

years, and found a strong association between parental control and child anxiety (Van 

Der Bruggen, Stams & Bögels, 2008). The effect was strongest for girls, for children of 

school age, for higher socioeconomic families, and for families that engaged in regular 

situational discussions.  

 A number of longitudinal studies have also demonstrated that parental control is 

important to the development of later child anxiety symptoms (Bayer, Sanson & 

Hemphill, 2006; Edwards, Rapee & Kennedy, 2010; Ginsburg, Grover & Ialongo, 2005; 

Hudson & Dodd, 2012). For example, a study conducted by Hudson and Dodd (2012) 

controlled for anxiety symptoms at baseline, and demonstrated that maternal over-

involvement when the child was four years old predicted higher clinical anxiety when 

the child was nine years old. Interestingly, a study by Edwards and colleagues (2010) 

found a longitudinal and bidirectional relationship between child anxiety and maternal 

over-control. The study of 632 mothers and their children, investigated the role of 

parental overprotection, as well as parental negative affectivity, child inhibition, and the 

effect of life events, in the longitudinal prediction of anxiety symptoms in preschool-

aged children. Assessments were conducted at baseline and 12-months later. A 

bidirectional relationship was found between parental overprotection and child anxiety 

12-months later, and between child anxiety and later maternal overprotection. 

 Most of the studies conducted regarding the relationship between parental 

control and youth anxiety have been conducted with pre-school or primary-school aged 

children, with studies involving adolescents being scant. A longitudinal study of 1313 
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Dutch adolescents investigated youth perceptions of the behavioural and psychological 

control exerted by their parents over three time points (Wijsbroek, Hale, William, 

Raaijmakers & Meeus, 2011). Results suggested that adolescents with high initial levels 

of anxiety perceived their parents as becoming more psychologically, but not 

behaviourally, controlling over time. The authors proposed that this finding was either 

due to anxious adolescents engaging in threat interpretations and cognitive biases 

leading them to perceive their parents as more controlling over time, or that parents of 

anxious adolescents actually do become more psychologically controlling with their 

anxious teens, utilising measures designed to control and protect them from anxiety 

provoking situations.  In another study, Verhoeven, Bögels and van der Bruggen (2012) 

reported that levels of parental control were associated with anxiety in 8-12 year olds, 

but that the strength of the association weakened to little more than a trend for 13-18 

year olds. Thus, it seems that parental control may be associated with higher levels of 

anxiety in younger children, and that parenting may have a less important role in the 

anxiety of older youth. The authors propose that adolescents, having developed a sense 

of autonomy and more emotional independence, may be less susceptible to the effects of 

parental control. 

Parental warmth/rejection. Negative or critical parents are defined as lacking 

in warmth and being rejecting, disapproving and emotionally unresponsive towards 

their children (McLeod et al., 2007; Rapee, 1997; Wood et al., 2003). Parenting that 

lacks warmth and that is rejecting is suggested to affect children by making them see the 

world as more hostile and negative (Bögels & Tarrier, 2004), and elevates children’s 

risk of developing anxiety by reducing their sense of self-efficacy and self-worth 

(Ginsburg & Schlossberg, 2002; Rapee, 1997). In contrast, warm, affectionate parenting 
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creates a safe space for children so that they can become more confident to explore the 

world around them.  

According to reviews of literature in the area, evidence for a relationship 

between parenting and child anxiety is predominantly from cross-sectional research. 

Cross-sectional research has inherent limitations because data is collected only once or 

over a brief period, thus it is not possible to assess the temporal association between a 

risk factor (such as critical parenting) and an outcome (such as child anxiety), meaning 

that causation cannot be established. Reviews of literature in the area also yield mixed 

results in terms of the evidence for a link between child anxiety and a low-warmth / 

rejecting parental style (see Bögels & Brechman-Toussaint, 2006; & Wood, et al., 

2003). Despite less cross-sectional support, longitudinal research has provided some 

support for the role of parental rejection, with higher rates of observed maternal 

criticism found to predict higher anxiety symptomatology in children six years later 

(Ginsburg, et al., 2005). In a prospective study investigating the development of social 

anxiety, Lieb and colleagues (Lieb et al., 2000) found parental rejection to be a 

significant contributor to the later development of SAD in adolescents. Of note is that in 

both of these studies, levels of parental rejection were higher in parents with 

psychopathology. Additionally, in support of the notion that parental rejection 

contributes to child anxiety, observational studies of parent-child interactions have 

demonstrated that parents of clinically anxious children behave in more critical ways 

towards their children than do parents of non-anxious children (Barrett, et al., 2005; 

Hudson, et al., 2011; Hudson & Rapee, 2001).  

Comparison of parental control and rejection. A meta-analysis of 47 studies 

was conducted by McLeod et al., (2007) to assist with clarifying the role that 

controlling and rejecting parenting might play in childhood anxiety. The meta-analysis 
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was undertaken because four previous reviews (see Gerlsma, Emmelkamp, & Arrindell, 

1990; Masia & Morris, 1998; Rapee, 1997; Wood, McLeod, Sigman, Hwang, & Chu, 

2003) of empirical evidence linking parenting factors to childhood anxiety had yielded 

inconsistencies, mixed results and mixed support for existing theories. Across the 47 

studies, parenting factors overall were found to account for only 4% of the variance in 

child anxiety. McLeod et al. noted that these inconsistencies in the literature were 

thought to the be result of varying conceptualisations of aspects of parenting, and 

varying assessment procedures used to measure parenting and child anxiety. The study 

found that parental control was more strongly associated with child anxiety than was 

parental rejection, and that associations between child anxiety and aspects of parental 

rejection and control varied considerably, with autonomy-granting accounting for 18%, 

and warmth accounting for less than 1%. Excessive parental control was posited to play 

an important role in children's anxiety disorders, either as a causal factor, a parental 

response to their child's anxiety, or as an expression of the parents’ own anxiety. Taken 

together, the evidence that parental control, and parental rejection or criticism is 

associated with child anxiety is inconclusive, with research demonstrating that it 

accounts for only a very small amount of variance in child anxiety (McLeod, et al., 

2007; Wood, et al., 2003), and suggesting that factors other than parenting account for 

the bulk of the variance. 

 

Summary 

Anxiety disorders in childhood and adolescence are common and confer 

significant levels of functional impairment upon sufferers. Fear or anxiety is comprised 

of three related components: physical arousal, behavioural avoidance and cognitive 

distress. While a degree of anxiety is developmentally normal, and the types of fears 

children experience are typically in line with their development, maladaptive fear can 
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emerge when there is a distortion in any of the physical, behavioural or cognitive 

components, leading to the development of an anxiety disorder. The pathway to the 

development of an anxiety disorder is therefore equifinal, with a number of intrinsic and 

extrinsic risk factors interacting in complex and dynamic ways to develop and maintain 

anxiety disorders in children. Fortunately, despite the fact that anxiety disorders are 

common and debilitating, there is a vast body of research indicating that efficacious 

treatments are available. Below is a discussion of the research to date examining the 

treatments for child and adolescent anxiety.  

 

 

Treatment of Child and Adolescent Anxiety 

Given that youth anxiety disorders are highly prevalent, chronic and debilitating, 

and that they typically do not remit without treatment, it is fortunate that efficacious 

treatments exist. There is a substantial body of evidence indicating that Cognitive 

Behaviour Therapy (CBT) can successfully treat child and adolescent anxiety (James, 

James, Cowdrey, Soler & Choke, 2013; James, Soler & Weatherall, 2007; Silverman et 

al., 2008). Indeed, remission rates have been found to range from 50-85%, with 

treatment effects being maintained up to five years later (Barrett, Duffy, Dadds & 

Rapee, 2001; Kendall et al., 1997; Kendall, Safford, Flannery-Schroeder & Webb, 

2004). Consequently, CBT is renown by most mental health professionals as the gold 

standard treatment of choice for youth anxiety disorders (Cartwright-Hatton, Mather, et 

al., 2004; Hudson, Doyle, et al., 2009; Muris, 2007).  

 CBT is a short-term, targeted treatment that aims to produce changes in an 

individual's thoughts, feelings and behaviours by incorporating theories of classical and 

operant learning, cognitive learning theory and social learning theory (D’Eramo & 

Francis, 2004).  CBT interventions for the treatment of child and adolescent anxiety are 
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grounded in well-established models of anxiety, and aim to address the characteristic 

cognitive, behavioural and physiological features underpinning them (Kendall, 1994; 

Kendall, Aschenbrand & Hudson, 2003). Cognitive interventions generally aim to 

reduce the effect of unhelpful cognitions that contribute to anxious distress, and to 

teach new skills including thought challenging, cognitive restructuring, helpful / 

positive self-talk and coping statements (Kendall et al., 1997; Kendall & MacDonald, 

1993). The behavioural components aim to target avoidance and to manage anxiety-

provoking situations through exposure to feared situations and enhancing problem 

solving skills (Muris, 2007). Finally, the physiological arousal experienced with 

anxiety is addressed through breathing and relaxation strategies.   

CBT for anxiety disorders was initially developed and delivered as an 

individual-based therapy where the child engaged in 10-20 weekly sessions. More 

recently, however, its use as a treatment for youth anxiety has seen it adapted for 

implementation in a group setting that may also include the family in treatment. Both 

individual and group formats, with and without parental involvement, have been found 

to be efficacious (Beidel, Turner & Morris, 2000; Cartwright-Hatton, Roberts, 

Chitsabesan, Fothergill & Harrington, 2004; Cobham, Dadds & Spence, 1998; James et 

al., 2013; James et al., 2007; Silverman et al., 2008; Spence, Donovan & Brechman-

Toussaint, 2000; Spence, Holmes, March & Lipp, 2006). 

Specific versus generic treatments. CBT treatment programs may be specific 

to a particular anxiety diagnosis, or can be generic and suitable for treatment across 

anxiety disorders, with research demonstrating efficacy for both approaches (Craske, 

2012). Generic approaches treat a variety of anxiety disorders with a broader focus, the 

rationale for which is that there are a number of maintaining cognitive and behavioural 

processes that are shared across the various anxiety disorders (Mansell, Harvey, 
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Watkins & Shafran, 2009). Due to the shared processes and high rates of comorbidity 

between the anxiety disorders, generic programs may often be more time and cost 

efficient (Mansell et al., 2009). Consequently, most CBT interventions for the treatment 

of child and adolescent anxiety are generic, and typically include psycho-education 

about anxiety, emotional education, coping skills training, cognitive restructuring and 

graded in-vivo exposure.  

Although generic approaches have been found to be particularly useful for the 

treatment of anxiety disorders (Bennett et al., 2013; James et al., 2013; James et al., 

2007; Silverman et al., 2008), there is uncertainty in the literature regarding the relative 

efficacy of generic versus specific treatments. For instance, a meta-analysis comparing 

disorder specific and generic CBT treatments in children and adolescents found that 

disorder specific treatments were more efficacious than generic treatments, particularly 

for older children, yielding medium effect sizes (Reynolds, Wilson, Austin & Hooper, 

2012). Thus, there exists debate and inconsistency in the literature with respect to which 

of the approaches is more efficacious for youth, and whether age moderates the effect of 

treatment protocols (Bennett et al., 2013; Reynolds et al., 2012). Specific empirically 

supported generic and disorder-specific CBT treatment programs for youth anxiety 

disorders will now be discussed.   

 

Generic CBT Programs 

The Coping Cat program. The ‘Coping Cat’ program devised by Kendall 

(Kendall, 1990, 1994; Kendall & Flannery-Schroeder, 2006), was the first generic 

anxiety program to be rigorously trialed with youth aged 9-13 years (Kendall, 1994), 

and has formed the basis of the majority of those that have followed. The ‘Coping Cat’ 

program is a 16-session, child-focused, face-to-face, individually delivered CBT 

program that teaches children skills to cope with and reduce their anxiety. Skills taught 



	 33	

throughout the program include recognition of anxiety, reframing and adjusting 

thoughts about anxiety-provoking situations, exposure to feared objects or situations, 

and developing, implementing and evaluating coping plans for anxiety provoking 

situations (Kendall, 1991).  

In the initial randomized controlled trial (RCT) of the program, Kendall (1994) 

found that 64% of anxious children no longer met criteria for an anxiety disorder after 

treatment, compared to 5% of those in the waitlist condition, with treatment gains being 

maintained at one (Kendall, 1994), two, and five years later (Kendall & Southam-

Gerow, 1996). In a second RCT designed to replicate the results of their initial trail, 

Kendall and colleagues (1997) found that at post-treatment, 71% of children who 

received individual CBT no longer met criteria for their primary anxiety diagnosis, and 

53% had lost all clinical diagnoses. This was compared to children in the waitlist 

condition (WLC) where only two children no longer met criteria for their anxiety 

disorder following the waitlist period. A long-term follow-up was conducted some 7.4 

years later, the results of which indicated that 93% of children no longer held their 

primary anxiety diagnosis based on parent interviews, and 81% based on child 

interviews (Kendall, Safford, et al., 2004).  Finally, Coping Cat has been found to be 

effective in treating anxiety in children with Autism Spectrum Disorders as well 

(Keehn, Lincoln, Brown & Chavira, 2013; Kendall et al., 1997; Kendall, Safford, et al., 

2004; Kendall & Southam-Gerow, 1996).  

 

The Coping Koala program. The Coping Koala program (Barrett et al., 1991) 

is an Australian adaption of Kendall’s (1990) Coping Cat program. Coping Koala is a 

12-session, group-based CBT program coupled with family treatment for anxious youth. 

Similar to Coping Cat, the child component of Coping Koala aims to teach children 

skills in recognising their anxiety, coping with difficult situations, relaxation, problem 
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solving, positive thinking, emotional resilience, exposure and conflict resolution. The 

parent component of the program aims to provide psycho-education to parents about 

child development and risk and protective factors for childhood anxiety, as well as 

teaching them skills to deal with their own anxiety. An efficacy test of Coping Koala 

conducted by Barrett (1998), demonstrated that at post-treatment, both active treatment 

groups (i.e., group CBT with and without family management), performed significantly 

better than the WLC, with 64.8% no longer meeting criteria for an anxiety diagnosis, 

compared to 25.2% of children in the WLC. At 12-month follow-up, 64.5% of children 

in the group-CBT condition and 84.8% of children in the group-CBT with family 

management group, were diagnosis free, with the family management group 

demonstrating only marginally greater improvement compared to the group without 

family management.  

The role of parental involvement and parental anxiety in the treatment of child 

anxiety was further investigated using a slightly modified version of Coping Koala 

(Cobham et al., 1998). Clinically anxious children (N = 67, age 7-14 years) were 

divided into two groups: one group comprised children who also had at least one 

anxious parent. The other group comprised children who did not have an anxious 

parent. Within these two groups, children were randomly allocated to either a child-

focused CBT condition, or a CBT plus parental anxiety management condition (CBT + 

PAM). Children in the CBT condition received 10 sessions that included relaxation 

training, cognitive restructuring of anxiety-provoking situations, coping self-talk, 

parent-assisted exposure to feared stimuli, and contingency management. The CBT + 

PAM treatment condition received the same program with the addition of 4 sessions of 

PAM training that included anxiety psychoeducation focusing on the role of the family, 

cognitive restructuring, relaxation training and contingency management.  
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 For children without an anxious parent, 82% of those in the child-focused CBT 

condition, and 80% of those in the CBT with PAM condition were free of an anxiety 

diagnosis following treatment. In contrast, for children with an anxious parent, only 

39% of those in the child-focused CBT condition compared to 77% of those in the CBT 

with PAM condition, no longer met criteria for an anxiety diagnosis. Despite some 

deterioration over time, improvements were generally maintained across groups. Results 

indicated that children with anxious parents generally responded less favourably to 

treatment compared to children with non-anxious parents. However, treatment outcomes 

were enhanced for children with an anxious parent when PAM was included in the 

treatment. Results also indicated that while the inclusion of PAM enhanced the efficacy 

of child-focused CBT for children with one or more anxious parents, it did not enhance 

outcomes for children with non-anxious parents. 

The Cool Kids program. Another program adapted from Coping Cat and 

Coping Koala, was the Cool Kids program, designed as a group-based generic program 

to target a variety of anxiety disorders in children (Lyneham, Abbott, Wignall & Rapee, 

2003). Cool Kids incorporates emotion recognition, cognitive restructuring, social skills 

training, parental management of child behaviours, and graded exposure within the 

treatment (Hudson, Rapee, et al., 2009). In a trial comparing Cool Kids to an active 

control group that consisted of psycho-education, a brief description of CBT techniques, 

and minimal therapist involvement, Cool Kids was found to be superior at post-

treatment and at 6-month follow-up. Specifically, 45.1% of children in the Cool Kids 

group compared to 29.6% of children in the active control group were free of their 

primary anxiety diagnosis at post-treatment. At 6-month follow-up, 68.6% of children 

in the Cool Kids group compared to 45.5% of children in the active control group were 

free of their primary anxiety diagnosis (Hudson, Rapee, et al., 2009).  
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Most recently, a RCT has been conducted to test the efficacy of the Cool Kids 

program in a sample of 109 Dutch youth aged 7-16 years. At post-treatment, 48.2% of 

participants were free of all anxiety disorders compared to 5.7% in the WLC, with 

recovery rates being maintained at follow-up. Of interest, is that those with SAD 

demonstrated less improvement than did participants with any other primary anxiety 

disorder (Arendt, Thastum & Hougaard, 2016).  In addition, the Cool Kids program has 

also been adapted for online delivery for younger children and for teenagers, and these 

programs are addressed in the online section below.  

 

FRIENDS for Life program. The FRIENDS for Life Program (FRIENDS), 

developed by Barrett and colleagues, is a developmentally tailored CBT intervention 

that is effective both as a psychological treatment for youth anxiety, and as a school-

based prevention program for anxiety and friendship issues (Barrett, Lock & Farrell, 

2005; Barrett, Lowry-Webster & Turner, 2000a, 2000b; Barrett & Turner, 2004). 

FRIENDS promotes self-development and includes strategies focusing on the 

recognition of emotion, relaxation, cognitive work, problem solving and coping 

strategies. FRIENDS is an acronym to help children remember the skills and strategies 

taught in the program: F stands for Feelings; R stands for Relax and Feel Good; I stands 

for Inner Helpful Thoughts; E stands for Explore Plans; N stands for Nice Work, 

Reward Yourself; D stands for Don't Forget to Practice; and S stands for Stay Calm 

(Barrett & Turner, 2004).  

FRIENDS is a group-based program consisting of 10, 60-minute child sessions 

and four, 60-minute parent sessions (Barrett et al., 2000a, 2000b). The program has two 

versions, FRIENDS for Children aged 7 to 11 years, and FRIENDS for Youths aged 12 

to 16 years (Barrett et al., 2000a, 2000b). FRIENDS has been tested in numerous 

empirical studies in Australia, Canada, England, Scotland, the United States and Japan, 
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with overall results indicating that it is a promising intervention for the treatment and 

prevention of youth anxiety and friendship issues in school and clinic settings (Barrett, 

Farrell, Ollendick & Dadds, 2006; Barrett et al., 2005; Barrett & Turner, 2004; Briesch, 

Sanetti & Briesch, 2010; Green & Atkinson, 2016; Heidari, Pour, Makvandi, Naderi & 

Hafezi, 2016; Matsumoto & Shimizu, 2016; Shortt, Barrett & Fox, 2001).  

The Do as I Do and Facing Your Fears programs. The Do as I Do program 

(Cobham, 2006a) is an individually delivered, parent-based CBT program that is 

completed prior to the Facing your Fears program, which is an individually delivered, 

child-focused CBT program for the treatment of childhood anxiety disorders (Cobham, 

2006b). Both programs consist of six sessions delivered weekly. The Do as I Do 

program provides psycho-education about the development and maintenance of 

childhood anxiety, and teaches parents practical skills to manage their child’s anxiety. 

Facing Your Fears comprises a two-step plan to help children overcome their anxiety. 

The first step focuses on helpful thoughts (i.e., learning to identify unhelpful thoughts, 

and replace them with more helpful thoughts), while the second step focuses on brave 

behaviours (i.e., understanding the role of avoidance in maintaining anxiety, and 

countering it with exposure to anxiety-provoking situations) (Cobham, 2006b).  

In a test of the programs’ efficacy, Cobham (2012) allocated children aged 7-14 

years and their parents, to one of three conditions: individual face-to-face therapy using 

Do as I Do and Facing Your Fears; therapist-supported bibliotherapy (i.e., parents 

acting as a therapist in the administration of Do as I Do and Facing Your Fears, with 

fortnightly telephone calls to the therapist); and a WLC. Both active treatment 

conditions were found to be superior to the WLC at post-treatment, with 95% of 

children in the therapist-supported bibliotherapy group, 78.3% in the individual face-to-

face therapy group, and 0% in the WLC being free of all anxiety diagnoses, and 
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treatment gains being maintained at 6- and 12-month follow-up. No significant 

differences were found between the active treatment conditions with respect to 

diagnostic status, indicating that both treatments were efficacious. 

 

The Take Action program. The Take Action program is a generic CBT 

intervention developed to treat children and adolescents aged 4 to 18 years with a range 

of anxiety disorders (Allison M Waters, Wharton, Zimmer-Gembeck & Craske, 2008). 

Take Action includes a parent and child program, each of which comprise 10, weekly 

group-based sessions. ACTION is an acronym describing the CBT strategies covered 

throughout the program. Specifically, A stands for Be Aware; C stands for Keep Calm; 

T stands for Think Strong Thoughts; I stands for Initiate Action; O stands for Options; 

and N stands for Never Stop Taking Action. In a study of anxious children aged 4-8 

years and their parents, Waters et al., (Allison M Waters, Ford, Wharton & Cobham, 

2009) allocated participants to one of three groups: the Take Action parent and child 

program; the Take Action parent-only program;  and a WLC group. At post-treatment, 

both active treatment conditions were superior to the WLC group, with 55.3% of 

children in the parent-only program and 54.8% in the parent and child program no 

longer meeting criteria for their primary anxiety diagnosis, and treatment gains being 

maintained at 6- and 12-month follow-ups. There were no significant differences 

between the two active treatment conditions, suggesting that both treatments were 

comparable in terms of their efficacy and that group CBT delivered to parents of 

anxious young children may be a viable treatment option. 

 

Disorder Specific Treatments 

As mentioned above, in addition to generic CBT programs that are designed to 

treat a variety of anxiety disorders using the same protocol, a number of treatment 



39	

programs that are disorder specific also exist. Disorder specific programs are designed 

to treat particular anxiety disorders and to target the symptoms, maintaining factors and 

specific fundamental components of the disorder under consideration. Disorder specific 

CBT programs for youth have been developed for Separation Anxiety Disorder (S. 

Schneider et al., 2011), Specific Phobia (Ollendick et al., 2009; Öst, 1989; Öst & 

Sterner, 1987; Öst, Svensson, Hellström & Lindwall, 2001), Social Anxiety Disorder 

(Albano, Marten, Holt, Heimberg & Barlow, 1995; Beidel, Turner & Morris, 2000; 

Beidel, Turner, Sallee, et al., 2007; Beidel, Turner & Young, 2006; Hayward et al., 

2000; Melfsen et al., 2011; Spence et al., 2000; Spence, Donovan, March, Kenardy & 

Hearn, 2017), and Generalized Anxiety Disorder (Eisen & Silverman, 1993; Holmes, 

Donovan, Farrell & March, 2014; Leger, Ladouceur, Dugas & Freeston, 2003; Payne, 

Bolton & Perrin, 2011). Specific treatments for each of these disorders will be discussed 

in more depth below.  

Specific Treatments for Separation Disorder. SEP is one of the most 

commonly diagnosed and impairing of the anxiety disorders of childhood (Ehrenreich, 

Santucci & Weiner, 2008), and yet there are few treatment programs designed 

specifically to treat it. Shneider et al (2011) conducted the first RCT of a 16 session 

treatment for SEP (S. Schneider et al., 2011). The study consisted of 43 children aged 5 

- 7 years and their parents, who were allocated to either a treatment or a WLC condition.

Treatment was based on CBT principles and included individual sessions with the 

parent and child where both received psycho-education on the symptoms and aetiology 

of SEP. Parents received training in the identification and restructuring of dysfunctional 

beliefs about separation, and children were taught about normal and pathological 

anxiety as well as dysfunctional beliefs regarding separating from their parents. The 

remaining sessions involved the parent and child working through exposure tasks. 
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Following treatment, 76.19% of children no longer met criteria for a diagnosis of SEP 

compared to 13.64% of the WLC, with results maintained at four-week follow-up. 

Another treatment program specifically designed to target SEP, is the Child 

Anxiety Multi-Day Program or CAMP (Santucci & Ehrenreich-May, 2013). CAMP is a 

week-long program that was tested with 29 females aged 7 -12 years with SEP, who 

were randomized to CAMP treatment or a WLC. The program is presented to children 

as a camp-like experience, and during the brief intensive treatment, children engage in 

age-appropriate social experiences including sleep-overs without their parents. 

Compared to the WLC, children who received treatment demonstrated a significant 

reduction in clinician-rated SEP severity, symptoms and functional impairment, and two 

months following treatment, none of the children met criteria for a diagnosis of SEP.  

These two examples indicate that positive results can follow programs 

specifically designed to treat SEP. However, more research is needed to discover 

whether treatment gains are maintained in the long-term, whether changes occur in 

comorbid diagnoses with treatment that targets primary SEP, and whether a disorder-

specific approach is significantly more efficacious than generic treatment.    

 

Specific Treatments for Selective Mutism. Treatments focussing specifically 

on SM are scant. One such treatment program was trialled in Ireland with five children 

with a mean age of 6.1 years who had SM (Sharkey, Mc Nicholas, Barry, Begley & 

Ahern, 2008). Over eight weeks, parents received psycho-education, training on 

managing the disorder in a school environment, and training in managing their own 

responses to displays of the disorder. Similarly, children received eight weeks of group 

therapy that included psycho-education, relaxation, skills development in the use of 

non-verbal and verbal communication, and graded exposure. At post-treatment, all 

children had increased their level of confidence in speaking in school, clinic and 



41	

community settings, and parents self-reported a reduction in their own anxiety from pre- 

to post-treatment. By 6-month follow-up, two of the five children no longer met criteria 

for SM. 

In another study, 21 children aged 4 to 8 years with SM were randomized into a 

behavioural intervention designed to reduce SM symptoms and increase functional 

speech, and a WLC (Bergman, Gonzalez, Piacentini & Keller, 2013). Seventy-five 

percent of children who received treatment were considered treatment responders at 

post-assessment, with treatment gains maintained three months later. There was a 

significant difference between the groups, with children in the WLC failing to 

experience significant improvements in their speaking behaviours. 

In a third study, Oerbeck et al., (Oerbeck, Stein, Wentzel-Larsen, Langsrud &

Kristensen, 2014) conducted a RCT with 24 children aged 3 to 9 years with SM. 

Treatment took place over six months and was manual based. Treatment centred around 

defocused communication in which the therapist sits beside, not opposite the child, and 

engages them in enjoyable activities using joint attention, encouraging the child to think 

aloud rather than answer questions, to continue the dialogue even if the child does not 

respond, and to respond in a neutral way rather than offering praise when the child does 

speak. The diagnostic measure was not repeated following treatment to objectively 

gauge diagnostic change. However, a speech questionnaire indicated that those in the 

treatment group significantly increased their speech across settings following treatment, 

with no improvement found in the WLC. Twelve month follow-up data revealed that 

half of the children no longer held a diagnosis of SM, four were described as being in 

remission, and eight still held the diagnosis (Oerbeck, Stein, Pripp & Kristensen, 2015). 

The treatments described in this section indicate that specific treatments 

targeting SM can be effective in increasing speech, and that group therapy for SM is 

feasible and can be efficacious. However, more research is required to establish 
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treatment effect sizes, to discover whether treatment gains are maintained over time, 

whether targeted SM treatment affects comorbid diagnoses, and whether disorder-

specific treatment is superior to generic approaches. 

Specific Treatments for Specific Phobia. Treatment for SP typically includes a 

strong focus on exposure to the feared stimuli to facilitate habituation and new learning 

about the feared object, leading to extinction of the fear. There have been a number of 

programs designed to target SP over the decades, with several demonstrating empirical 

support (e.g., Graziano & Mooney, 1980; Silverman et al., 1999). However, the one 

session treatment (OST) protocol (Öst, 2012; Öst et al., 2001) represents a relatively 

new direction in the treatment of phobic disorders. The protocol typically involves a 

session of approximately three hours duration, in which the individual with SP is first 

provided with psycho-education about anxiety, fear responses and the feared object. 

Treatment usually includes the assessment of behavioural avoidance followed by 

gradual exposure and interaction with the feared object throughout the session, and 

homework tasks to ensure repeated contact with the once-feared object and the 

reinforcement of new learning.  

Öst et al. (2001) conducted a RCT of OST for child phobias, comparing children 

receiving OST either alone or with a parent as a support person, with a WLC (Öst et al., 

2001). Both treatment conditions produced significantly better results than the WLC, 

with both treatment conditions performing equally on most measures and demonstrating 

significant reductions in diagnostic status. The OST protocol has since undergone other 

RCTs to test its efficacy (Ollendick et al., 2015; Ollendick et al., 2009), and has been 

used to successfully treat fear of spiders (G. Andersson et al., 2009; Öst, 1996), 

injections and blood (Oar, Farrell & Ollendick, 2015), animals including snakes, ants, 
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bees and dogs, as well as heights, enclosed spaces, thunderstorms and other phobias 

(Ollendick et al., 2015; Ollendick et al., 2009).  

Overall, the OST protocol treatment has been found to be time and cost efficient, 

and relatively effective. For example, Ollendick et al.’s 2009 OST study compared an 

education/support treatment with OST and a WLC, finding that 60% of youth in the 

OST condition were diagnosis free at post-assessment, compared to 26% in the 

education support and 0% in the WLC. These results compare favourably with the 

average remission rate of approximately 50 – 60% for youth anxiety disorders treated 

with more traditional forms of CBT (In-Albon & Schneider, 2006; Seligman & 

Ollendick, 2011; Silverman et al., 2008). Recent research has augmented OST with 

parental involvement in treatment (Ollendick et al., 2015).  Children (N = 97), aged 6-

15 years, were randomised to either parent augmented OST or non-augmented OST. At 

post-treatment, 35.42% of participants in the non-augmented OST, compared to 32.18% 

of participants in the parent augmented OST were diagnosis free. By 6-month follow 

up, no significant differences were evident between the groups, with 67.39% of youth in 

the non-augmented condition and 49.02% in the augmented OST condition being 

diagnosis free. Hence, no appreciable treatment gains were demonstrated for the parent 

augmented condition.  

Specific Treatments for Social Anxiety Disorder. Young people with SAD 

tend to do less well in generic treatment programs compared to those with other anxiety 

disorders (Ginsburg et al., 2011; Kendall, Settipani & Cummings, 2012). However, 

specific treatments for youth SAD appear to be relatively efficacious (Crawley, Beidas, 

Benjamin, Martin & Kendall, 2008; Ginsburg et al., 2011; Hudson, Keers, et al., 2015; 

Hudson, Rapee, et al., 2015). For example, in 1995, a group CBT program for the 

treatment of SAD in adolescents was conducted with five youth aged 13-17 years 

(Albano et al., 1995). The program included 16 sessions with the child, of which four 
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were also attended by parents. Treatment included psychoeducation and cognitive 

restructuring, as well as social skills training, problem solving and exposure. By three-

month follow-up, significant reductions were noted, with four adolescents being free of 

SAD, and treatment results maintained or enhanced by follow-up.  

The behaviourally focused Social Effectiveness Therapy for Children (SET-C; 

Beidel, Turner, Hamlin & Morris, 2000; Beidel, Turner, Sallee, et al., 2007; Beidel et 

al., 2006) is another disorder-specific program designed to treat SAD in youth aged 

from 7 to 17 years. The SET-C program is conducted over 12 weeks, with twice-weekly 

sessions for parents and children that focus heavily on social skills training and 

exposure therapy. A RCT of the program found that at post-assessment, 67% of children 

treated with SET-C, compared to 5% of children in an active control group, were free of 

their SAD diagnosis, with 85% of children in the program being free of their SAD 

diagnosis at 6-month follow-up (Beidel, Turner, Hamlin, et al., 2000), and treatment 

gains being maintained five years later (Beidel et al., 2006). Recently, the SET-C 

intervention was trialed with and without parental involvement (Öst, Cederlund & 

Reuterskiöld, 2015). Results indicated that following treatment, 56% of participants in 

the child-only, and 63% of those in the child-with-parent condition, no longer met 

criteria for a SAD diagnosis, compared to 9% in the WLC. At 12-month follow-up, 71% 

of those in the child-only condition, and 68% of those in the child-with-parent 

condition, were free of their SAD diagnosis, with no significance difference noted 

between the two treatment groups.  

Efficacy tests of school-based interventions for SET-C were also conducted in 

2005 and 2007 by Masia-Warner and colleagues (Masia Warner, Fisher, Shrout, Rathor 

& Klein, 2007; Masia-Warner et al., 2005). In the earlier RCT, 35 adolescents aged 13-

17 years were randomised to an intervention for SAD or a WLC. Following treatment, 

67% of adolescents in the intervention group no longer met criteria for SAD compared 



45	

to 6% in the WLC, with results maintained at 9-month follow-up. The 2007 RCT 

compared a disorder specific treatment for SAD called Skills for Social and Academic 

Success (SASS), to an educational-supportive treatment, with 36 adolescents, aged 14-

16 years. At post-assessment, 59% of adolescents in the SASS program, compared to 

0% in the educational-supportive treatment, no longer met criteria for SAD, with 

treatment results maintained at the 6-month follow-up. These results demonstrate that 

clinical inventions for SAD can also be successfully transferred to school settings. 

Another RCT testing the efficacy of CBT therapy for adolescents with SAD, 

was conducted with 35 females aged 13-17 years, in a group setting (Hayward et al., 

2000). Following 16 weekly treatment sessions, there was a significant reduction in the 

interference of SAD and SAD symptoms, with 45% of those treated no longer holding a 

diagnosis of SAD compared to 4% in the WLC. However, by 12-month follow-up, there 

was no significant difference between the treatment and WLC conditions. The authors 

concluded that while there were short-term benefits from CBT for SAD, results were 

not maintained over time, and that booster sessions might improve long-term results.   

Spence et al. (2000) conducted a RCT of a disorder-specific program for child 

SAD that had a strong focus on social skills training. Spence et al. compared the 

effectiveness of the program delivered with and without parental involvement with a 

waitlist group. It was found that at post-treatment, 87.5% of children in the parent-

involved group were free of their SAD diagnosis, compared to 58% of children in the 

group without parental involvement, and 7% of children in the WLC, with treatment 

effects being maintained at 12-month follow-up.  

In contrast to the more behavioural approaches to SAD described above, 

Melfsen and colleagues (Melfsen et al., 2011) developed a CBT program with a strong 

cognitive focus.  The program consisted of 20 weekly child sessions and four parent 

sessions and was tested with children aged 8-14 years with SAD. The program was 
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found to be somewhat less effective than other programs, demonstrating a remission 

rate of only 30% (compared to 0% in the WLC). Hence, although this treatment 

program produced clinical improvement, it failed to match the average result of CBT for 

children with SAD, which sits at around 60-65% (Cartwright-Hatton, Roberts, et al., 

2004; Kendall et al., 2012; Silverman et al., 2008), and appeared less efficacious than 

the other SAD-specific treatments outlined thus far. 

Other researchers have also found encouraging outcomes from SAD specific 

interventions. For example, a pilot study on the efficacy of an intensive, group-based 

program for children aged 7-12 years with SAD (N= 40) was conducted over four, 

three-hour sessions across three consecutive weekends (Donovan, Cobham, Waters & 

Occhipinti, 2015). The intervention included parent and child sessions, and covered 

topics including psycho-education, cognitive restructuring, problem solving, exposure 

and relaxation. At post-treatment, 52.4% of children who received treatment, versus 

15.8% of children in WLC were free of their SAD diagnosis, with children in the 

treatment condition also demonstrating a greater reduction in clinical severity, SAD 

symptoms, and comorbid diagnoses, and a significantly greater increase in overall 

functioning, compared to those in the WLC. The results of this pilot study suggest child 

SAD can also be efficaciously treated with brief, intensive, group CBT program.  

It would seem from the above discussion that disorder-specific treatments for 

youth SAD that focus on social skills training and exposure to social situations, can be 

effective, whether delivered to groups or individuals, or in clinic versus school settings. 

However, more research is needed to determine levels of efficacy for such approaches, 

and whether or not disorder-specific approaches are indeed superior to a generic 

approach for treating SAD, particularly in a youth population. 
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Specific Treatments for Panic Disorder and Agoraphobia. Specific 

treatments for panic disorder and/or agoraphobia in youth are scant. In a 1995 case 

series of four adolescents aged 13 to 17 years, CBT was used to treat panic disorder 

with agoraphobia (Ollendick, 1995). Treatment included up to nine sessions, and 

following treatment, all adolescents lost their diagnosis, with treatment effects being 

maintained at 6-month follow-up.  

In adults, panic has been successfully treated using CBT-based Panic Control 

Treatment (PCT; David H Barlow, Craske, Cerny & Klosko, 1989; Craske & Barlow, 

2006). PCT involves psycho-education about the nature of panic, as well as breathing 

and relaxation, cognitive restructuring around the negative thoughts surrounding panic, 

and a particular focus on the interoceptive cues experienced during panic (Craske & 

Barlow, 2006). Developmentally appropriate adaptations of PCT have shown efficacy 

in the treatment of panic and agoraphobia in adolescents. A pilot case study of two 

adolescents treated using the adapted PCT program revealed that both adolescents 

demonstrated reductions in the frequency of panic attacks, reduced their fear and 

avoidance of agoraphobic places and situations, and reduced their scores on self-

reported anxiety measures (E. C. Hoffman & Mattis, 2000). The results of a RCT on 

PCT for adolescents program (PCT-A) revealed that adolescents receiving the adapted 

PCT demonstrated significant reductions in panic frequency and severity relative to 

those in the WLC (Pincus, May, Whitton, Mattis & Barlow, 2010). Finally, a RCT 

conducted on an intensive adaptation of PCT-A delivered over eight consecutive days 

(Angelosante, Pincus, Whitton, Cheron & Pian, 2009), demonstrated its efficacy relative 

to a WLC, with 63% of adolescents in the treatment group no longer meeting diagnostic 

criteria for panic or agoraphobia following treatment, and with comorbid diagnoses 

significantly reducing in severity despite not being targeted (Pincus et al., 2013). This 

contrasted with the WLC where the average clinician severity rating for panic or 
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agoraphobia remained in the clinical range. Thus, despite limited research in the area, 

there is evidence that specific treatments for youth panic disorder and agoraphobia can 

be efficacious. To date, there has not been any research conducted on specific 

treatments for panic disorder in children, which likely reflects the low rate of prevalence 

of the disorder in this population. 

 

Specific Treatments for Generalized Anxiety Disorder. To date, few studies 

have investigated disorder-specific treatment programs for children and adolescents 

with GAD. CBT programs for adolescents based on the Dugas model of worry (Dugas, 

Gagnon, Ladouceur & Freeston, 1998) have been developed by Leger and colleagues 

(Leger et al., 2003) and Payne and colleagues (Payne et al., 2011). These individual 

treatment programs include a focus on worry, psycho-education, exposure to 

uncertainty, restructuring of dysfunctional worry beliefs, problem-solving training, 

imaginal exposure to worries and stressors, and relapse prevention. The results of Leger 

et al.’s case series of seven adolescents aged 16 to 18 years, revealed that at post-

treatment, three youths had lost their GAD diagnosis, two had demonstrated a moderate 

reduction in GAD severity although retained their diagnosis, and one youth had 

experienced no change in diagnostic status or severity. Treatment gains were maintained 

at 12-month follow-up for those who lost their diagnosis at post. Payne and colleagues 

conducted a case series study of 16 youth aged 7 to 17 years, finding that treatment was 

effective, with 81% of their sample losing their GAD diagnosis by post-treatment, and 

59% also losing their comorbid anxiety diagnoses.   

A recent RCT was conducted to test the efficacy of a GAD-specific treatment 

program, ‘No Worries!’, for children aged 8-12 years (Holmes et al., 2014). The study 

comprised 43 children with a primary diagnosis of GAD, who were aged between 7 and 

12 years and randomized to treatment or WLC conditions. Treatment included 10 
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weekly group sessions for children, with separate sessions for parents. Treatment 

focused on targeting the cognitive maintaining factors of GAD put forward in the 

models of Dugas and Wells (Dugas et al., 1998; A. Wells, 1995) such as intolerance of 

uncertainty, positive and negative beliefs about worry, negative problem orientation, 

and cognitive avoidance. At post-treatment, 52.9% of those in the treatment group, and 

0% of the WLC group had lost their GAD diagnosis. By 3-month follow-up, 100% of 

children in the treatment group were free of their GAD diagnosis, with 50% being free 

of all anxiety diagnoses. These studies provide preliminary support for the efficacy of 

disorder-specific treatments for youth GAD that target somewhat different causal and 

maintaining factors. Future research should compare the efficacy of specific versus 

generic treatments for GAD in youth to determine whether there are improved outcomes 

for youth when the cognitive processes associated with GAD are directly targeted in 

treatment.  

Internet Delivery of Treatment 

Internet delivered treatment. A relatively recent advancement in the delivery 

of CBT for child and adolescent anxiety is the move to internet-provided programs. 

Internet delivery has a number of advantages, chief among which is the potential for 

lower cost, increased dissemination and greater access to treatment (Rochlen, Zack & 

Speyer, 2004). Given that up to 80% of anxiety disordered children receive no treatment 

at all (Bekker, Griffiths & Barrett, 2016; Essau et al., 2002), increasing access to 

efficacious treatments is of paramount importance. Online delivery of CBT negates the 

necessity of locating suitably qualified therapists (Weisz, Hawley & Doss, 2004), 

reduces time and cost demands for families, allows access in remote communities 

(Booth et al., 2004; Kenardy & Adams, 1993; March, Spence & Donovan, 2009), 

increases anonymity and convenience (G. Andersson & Carlbring, 2003; Booth et al., 
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2004; Christensen & Petrie, 2013; Lange, van de Ven, Schrieken & Emmelkamp, 2001), 

and yields minimal differences in treatment efficacy compared to face-to-face 

treatments (Rooksby, Elouafkaoui, Humphris, Clarkson & Freeman, 2015; Spence et 

al., 2006). Additionally, internet treatment can also provide relief from the social stigma 

of seeking treatment for mental illness that is reported by youth and their families 

(Aisbett, Boyd, Francis, Newnham & Newnham, 2007). The future of internet delivery 

is bright and may surge in prevalence due to the ever-increasing popularity and 

enjoyment of technology and computer use amongst youth, for whom the internet and 

computers are “thoroughly embedded” (Livingstone, Haddon, Görzig & Ólafsson, 2011, 

p. 2). 

Notwithstanding the benefits of internet-delivered CBT for youth anxiety, there 

are also some disadvantages. Clearly, internet delivery is reliant upon access to a 

computer or internet connection, and there may be little or no personalised explanation 

or clarification by a trained therapist (Rochlen et al., 2004). In addition, internet 

delivery may be affected by the absence of opportunities for therapist modelling, and 

consequently a potential for feeling a lack of connectedness to the therapy (J. Schneider, 

Foroushani, Grime & Thornicroft, 2014). With computer or internet delivery, not only 

is there less therapist modelling, but there is also less therapist contact which may 

impact treatment outcomes (Cook & Doyle, 2002), and concerns regarding online 

security and the privacy of e-health particularly in the home environment (Wilkowska & 

Ziefle, 2012). Despite these shortcomings, internet delivery of CBT is likely to be 

widely accepted by youth, and the benefits, including accessibility to the wider 

population and reduced costs, are likely to offset the potential negatives for many 

families.  

Taken together, systematic reviews and meta-analyses reveal that computer-

based CBT for the treatment of anxiety disorders in youth is successful in reducing 



51	

anxiety symptoms and severity and improving overall functioning in most participants 

(Richardson, Stallard & Velleman, 2010; Rooksby et al., 2015). Findings demonstrate 

that results are comparable to clinic-delivered CBT in reducing youth anxiety, that 

treatment results are maintained over time, and that the programs are generally well 

received by young people and their families (Khanna & Kendall, 2010; March et al., 

2009; Spence et al., 2006). The discussion will now turn to some examples of 

empirically supported computer and internet delivered CBT treatments for youth 

anxiety disorders.   

Camp-Cope-A-Lot. Camp-Cope-A-Lot (Kendall & Khanna, 2008; Khanna & 

Kendall, 2008) is a computer assisted CBT program for the treatment of anxious 7-13-

year-old children. The program is based on the Coping Cat program, and is delivered by 

CD-ROM. It consists of 12, 35-minute sessions, designed for weekly delivery. Half the

sessions are completed independently and the remaining sessions are completed with 

the assistance of a mental health professional, or ‘coach’ in a face-to-face format. 

Strategies include many of those used in the Coping Cat program, with the inclusion of 

graded exposure to anxiety-provoking situations. In a study assessing the feasibility and 

efficacy of the program, 49 children aged 7-13 years were randomly assigned to one of 

three conditions: Camp-Cope-A-Lot, individual CBT, or a computer-assisted education, 

support, and attention condition. At post-treatment, 70%, 81% and 19% of children 

respectively lost their principal diagnosis, with gains maintained at 3-month follow-up 

(Khanna & Kendall, 2010).   

Cool Teens. The Cool Teens program is a therapist assisted, CD-ROM delivered 

program, consisting of 8, 30-minute modules presented over 12 weeks (M. J. 

Cunningham et al., 2009; Wuthrich et al., 2012). The program encompasses cognitive 
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restructuring and exposure therapy tailored to the youth’s particular disorder, and in 

various reviews and studies, has been found to be efficacious (Creswell, Waite & 

Cooper, 2014; Donovan & March, 2014a; Wuthrich & McLachlan, 2015; Wuthrich et 

al., 2012). A RCT of the program demonstrated that 41% of participants had lost their 

primary anxiety disorder diagnosis at post-treatment, compared with 0% of the waitlist 

(Wuthrich et al., 2012), although there was some deterioration by follow-up.  

 

Cool Little Kids. A version of Cool Kids, Cool Little Kids, is currently being 

adapted, and has recently been tested for online delivery to the parents of behaviourally 

inhibited 3-6 year olds (Morgan, Rapee & Bayer, 2016). The parents of 51 inhibited 3-

6-year-old children were randomised to receive the program or to receive either a 

clinician-supported version or an unsupported version of the program. At 10-week post-

assessment, all groups demonstrated medium-to-large reductions in anxiety symptoms, 

and number of anxiety diagnoses. The authors concluded that the effects of clinician 

support could not be determined on the basis of this study but that the online version of 

Cool Little Kids is acceptable and useful for parents with temperamentally inhibited 

young children, and that a larger RCT is warranted to further test efficacy. 

 

BRAVE-ONLINE. The BRAVE-ONLINE program was developed as a 

therapist-assisted, internet-delivered CBT intervention designed to treat a range of 

anxiety disorders (March et al., 2009; Spence et al., 2006; Spence, et al., 2008). 

BRAVE is an acronym that describes the CBT strategies taught throughout the program. 

Specifically, B stands for Body Signs; R stands for Relaxation; A stands for Activate 

helpful Thoughts; V stands for Victory over Fears; and E stands for Enjoy! Reward 

Yourself. BRAVE-ONLINE offers separate programs for children aged 8 to 12 years 

and their parents, and a program for adolescents aged 13 to 17 years and their parents. 
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Each program was designed using information, graphics and activities to best appeal to, 

and engage, youth of differing ages, and to cater for their differing levels of social and 

cognitive development. The BRAVE-ONLINE program consists of 10 child or teen 

sessions, and five or six parent sessions respectively, as well as two booster sessions for 

youth and parents conducted at one and three months after completion of the program. 

 The efficacy of the BRAVE-ONLINE generic CBT program for youth anxiety 

has been demonstrated in several RCTs (March, et al., 2009; Spence et al., 2006; 

Spence et al., 2011). In the first RCT examining the feasibility of the internet-based 

approach, 72 clinically anxious children aged 7-14 years, were randomised to either a 

WLC group, a group who received a clinic-based version of BRAVE, or a condition 

whereby half of the sessions were delivered in the clinic and half were delivered via the 

internet (Spence et al., 2006). At post-treatment, there was a significant difference 

between those in the treatment conditions compared to those in the WLC, with 65% of 

children in the clinic condition, 56% in the clinic-plus-Internet condition, and 13% of 

children in WLC being free of their primary diagnosis, and no significant differences 

between the treatment conditions. By follow-up, 78.9% of children in the clinic group 

compared to 60.9% in the clinic-plus-Internet condition were free of their primary 

diagnosis, with no statistically significant differences evident between the treatment 

groups. Overall, the hybrid program was found to be highly acceptable to families, and 

just as efficacious as the clinic delivered treatment program.  

The second RCT evaluated the efficacy of a fully online version of the BRAVE 

program (March et al., 2009). Participants included 73 children and their parents, who 

were randomly assigned to either the internet version of BRAVE (NET) or a WLC.  At 

post-treatment, there was no significant difference between the groups, with 30% of 

children in the NET condition and 10.3% of children in the WLC no longer meeting 

criteria for their primary anxiety disorder.  By six-month follow-up, treatment effects 
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were enhanced, with 75% of children in the NET condition being free of their primary 

diagnosis. These results demonstrated that online delivery of CBT for child anxiety is 

not only promising, but was highly efficacious.  

 The third RCT tested the efficacy of an adolescent, fully online version of 

BRAVE with 115 adolescents, aged 12-18 years and their parents (Spence et al., 2011). 

Adolescents were randomly allocated to either a clinic-based version of BRAVE, a fully 

online version of BRAVE, or a WLC. At post-treatment, both treatment conditions were 

found to be superior to the WLC, with no significant differences between the two 

treatment approaches. At 12-month follow-up, approximately 78% of the internet group, 

and 80.6% of the clinic group, were free of their primary diagnosis with no significant 

differences demonstrated between the clinic and internet delivery conditions.   

 The efficacy of BRAVE-ONLINE was also tested with a parent-focused 

program for anxiety disordered preschool children aged 3-6 years (Donovan & March, 

2014b). Participants were randomised into either the Internet condition or a WLC. The 

program consisted of the six parent sessions and two parent booster sessions from the 

BRAVE-ONLINE for Children program (March et al., 2009). The parent sessions in the 

preschool study were supplemented with a booklet comprising age-appropriate 

examples and explanations to cater for younger children. At post-treatment, there were 

no significant differences between the groups, with 39.1% of children in the Internet 

condition, compared to 25.9% of those on the WLC, being free of their primary 

diagnosis. However, by 6-month follow-up, 70.6% of children in the Internet condition 

were free of their primary diagnosis. These results suggest that Internet delivery of 

programs designed to treat anxiety in preschool children is not only possible, but also 

efficacious. 

 Recently, the generic BRAVE-ONLINE program was compared to a SAD 

specific version of the program to explore whether treatment outcomes for youth with 
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SAD would be enhanced with a disorder-specific online treatment (Spence et al., 2017). 

Youth (N = 125, aged 8- 17 years) were randomised into either the BRAVE generic 

program, the BRAVE SAD specific program, or a WLC. Youth in the BRAVE generic 

program, and the BRAVE SAD specific program demonstrated a significantly greater 

reduction in SAD symptoms and severity compared to the WLC, with no significance 

differences found on treatment outcomes between the treatment groups at 12-week-

assessment or 6-month follow-up. Specifically, by the 12-week assessment, 14.6%, 

12.8%, and 3.3% of youth in the generic, SAD specific and WLC conditions 

respectively, were free of their primary SAD diagnosis, and by six-month follow-up, 

35.4% of the youth in the generic condition and 29.8% of youth in the SAD specific 

program, were free of SAD.  Hence, the results of the study did not find that an Internet 

delivered SAD specific program could produce significantly better outcomes compared 

to the generic BRAVE program for socially anxious youth. Nonetheless, both the 

generic and SAD specific BRAVE programs demonstrated significant improvements in 

clinical severity, symptoms and global functioning compared to the WLC, with 

treatment improvements maintained or further enhanced by six-month follow-up. 

Chapter Summary 

Youth anxiety disorders are not only prevalent, but they are also amongst the 

most functionally debilitating conditions affecting youth.  If left untreated, anxiety 

disorders remain chronic and are unlikely to remit, often leading to multiple short- and 

long-term adverse social, academic, and emotional consequences. A complex interplay 

of risk factors including genetics, temperament, parenting factors, and negative life 

events, have been implicated in the development of anxiety disorders in youth. 

Fortunately, CBT treatment for anxiety disorders in youth is efficacious, with up to two-
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thirds becoming free of their primary anxiety diagnosis following treatment. Research 

has shown that generic or disorder-specific CBT programs, whether delivered in a group 

or individual format, with or without parental involvement, and via face-to-face or the 

internet, are effective in treating children and adolescents across a range of anxiety 

disorders.  

The next chapter focuses on SAD, a prevalent disorder that is treatment resistant 

and may result in numerous deleterious consequences for its sufferers. The chapter will 

include a discussion of the history of the disorder and the theoretical models that 

underpin it, and will discuss the research pertaining to SAD in adults, adolescents and 

children.  
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CHAPTER 2 

SOCIAL ANXIETY DISORDER 

IN CHILDREN AND ADOLESCENTS 
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Fear in social contexts can range from normative and adaptive, to non-normative 

and impairing. For some people, this social fear can be so intense that it may render 

them virtually incapacitated, or ‘frozen’, in social situations. Social Anxiety Disorder 

(SAD) is characterised by an intense fear of being negatively evaluated or scrutinised by 

others in social situations (American Psychiatric Association, 2013). In order to gain a 

diagnosis, fear and anxiety that is out of proportion to the social situation (in terms of 

frequency and/or duration), must persist for six months or more, and must significantly 

interfere with the person’s work, school or everyday activities. SAD sufferers may 

experience significant discomfort when interacting with others (McNeil & Randall, 

2014), and being social creatures, such a fear can produce a yearning for close 

relationships that can be difficult to achieve due to the interference caused by SAD. 

Social fear can lead to the threat, or actual loss, of functional and supportive social 

relationships for individuals with SAD (Detweiler, Comer & Albano, 2014).  

People of all ages with SAD often believe that others will think that they are 

stupid, and this belief that others are negatively evaluating them, differentiates the 

socially anxious from those who simply prefer to be alone (Zimbardo, 1990). Socially 

anxious individuals generally fear a variety of social situations. In fact, any situation in 

which a there is a perceived or anticipated audience, will cause fear and discomfort for 

those afflicted (Heimberg, Brozovich & Rapee, 2014). Fear inducing situations can 

include speaking in front of others, entering a room where others are already seated, 

dating, crowds, situations where assertiveness is required, shopping, working, attending 

parties, performance situations, meeting new people and making telephone calls 

(Davidson, Hughes, George & Blazer, 1993; Wittchen, Fuetsch, et al., 1999). Although 

people suffering from other psychological disorders, such as paranoia or agoraphobia, 

can also fear some of these situations, those with SAD fear these situations due to a 
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concern about being negatively evaluated by others. It is this reasoning behind the fear 

that differentiates the diagnosis of SAD from other anxiety disorders. 

Similarly to SAD in adults, children and adolescents with SAD fear being 

negatively evaluated in a variety of social situations. Children with SAD are typically 

more behaviourally withdrawn, less communicative, and more passive in social 

situations or interactions with peers than children without SAD (Alfano, Beidel & 

Turner, 2006; Spence, Donovan & Brechman-Toussaint, 1999; Spence et al., 2000). 

Children and adolescents with SAD may fear and avoid giving a talk, raising their hand 

in class, answering questions or giving musical or athletic performances in front of the 

class, being with and eating with others and school, making a phone call, and initiating 

conversation (Gren-Landell et al., 2009). They also fear asking a teacher for help, and at 

lunchtime, fear interacting with peers (Blöte, Miers & Westenberg, 2015). In fact, it has 

been found that the most feared situations for youth with SAD involve unstructured 

social interactions with peers, which frequently occur at school (Beidel, Turner, Young, 

et al., 2007).  

Additionally, in a community sample of 260, 9–17 year olds, highly socially 

anxious youth rated a number of situations (such as answering questions or giving talks 

in class, reading aloud or writing on the board in class, and taking tests) as distressing, 

and endorsed attempts to avoid these situations where possible (Sumter, Bokhorst & 

Westenberg, 2009). No age differences were noted in terms of distress, but age and 

gender differences were noted for avoidance. Boys across the age groups reported 

similar levels of avoidance, however older girls reported higher levels of avoidance 

compared to the younger children. These findings indicate that social fears may lead to 

distress and avoidance, and avoidance is a known risk factor for the development and 

maintenance of SAD (Lorian & Grisham, 2010).  
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Regardless of age, the socially anxious tend to overestimate the probability of 

negative events occurring within social situations, and expect to experience more 

negative social events than do those without SAD (Foa, Franklin, Perry & Herbert, 

1996). People with SAD are more alert to threat cues than are those without the 

disorder, and they are also more likely to interpret ambiguous situations negatively 

(Eysenck, Mogg, May, Richards & Mathews, 1991). Socially anxious individuals have 

been found to scan people’s faces, particularly unfamiliar faces, in order to identify any 

negative or disapproving looks, and due to their propensity to misinterpret threat cues, 

they are more likely than those without SAD to interpret ambiguous looks as 

threatening and judging (Bögels & Mansell, 2004; Horley, Williams, Gonsalvez & 

Gordon, 2004; Staugaard, 2010).  

The fear of negative evaluation experienced by an individual with social anxiety 

is generally independent of the person’s own view of themselves. Hence, at least in the 

early stages of the disorder, sufferers may have a healthy view of themselves, yet may 

hold the belief that others will think badly of them (Rapee & Sanderson, 1998). 

Physical symptoms often accompany social anxiety, and may include blushing, 

sweating, heart palpitations, trembling, rapid speech, freezing, going blank or 

experiencing speech difficulties such as stammering, stuttering or babbling (Beidel & 

Turner, 1998; Keller, 2003). Symptoms such as these may also be accompanied by 

panic attacks (Keller, 2003). 

Despite its listing as a diagnosable condition under versions of the Diagnostic 

and Statistical Manual (DSM), the acceptance of SAD as a clinical condition for adults 

and particularly children, was tardy and consequently the disorder was slow to attract 

research and funding interest (Beidel & Turner, 1998). For children in particular, there 

was a common misconception early on that being anxious in social situations was 

simply a developmental phase that children pass through, and as a result, the disorder 
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was frequently minimized when it occurred in childhood (Beidel & Turner, 1998). The 

slowness in accepting SAD as a condition relevant for children, resulted in very little 

empirical research being conducted in paediatric populations of SAD sufferers. 

Describing SAD as the ‘neglected anxiety disorder’ (Liebowitz, 1980, cited in Beidel & 

Turner, 1998, p. ix), psychiatrist Michael Liebowitz and psychologist Richard 

Heimberg promoted the cause of the disorder and attempted to rally others to conduct 

further research in the area. Currently, research interest in SAD is flourishing while the 

diagnostic criteria continue to be refined (McNeil & Randall, 2014).  

 

History of Social Anxiety Disorder 

The history of social anxiety dates back to Hippocrates, circa 400BC, where 

references were often made in written pieces about shy individuals (Beidel & Turner, 

1998). In terms of its appearance as a psychological term, it was first mentioned as 

phobie des situations sociales in 1903 by Janet to describe patients who were fearful of 

being observed when speaking or writing (Heckelman & Scheneider, 1995). Around the 

1950s, interest in phobias arose with the dawn of behaviour therapy (Fahlen, 1995), and 

in the 1960s, Isaac Marks and Michael Gelder described a group of people with “social 

anxieties” having “phobias of social situations, expressed variably as shyness, fears of 

blushing in public, of eating meals in restaurants, of meeting men or women, of going to 

dances or parties, or of shaking when the center of attention” (Marks & Gelder, 1966, p. 

218). In the 1970s, Marks postulated that Social Phobia was essentially different to 

other phobias, and some twenty years later, it was included in the DSM-III as a disorder 

labelled “Social Phobia” (American Psychiatric Association, 1980).  

 

DSM-III and DSM-III-R 

The original conceptualisation of SAD in the DSM-III (American Psychiatric 
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Association, 1980) suggested that Social Phobia was a comparatively limited condition, 

where fear occurred in one main area of social interaction. The areas of social 

interaction that could be affected included public speaking or performing, using public 

bathrooms, eating in public, and writing in front of others. The revised version of the 

DSM-III, the DSM-III-R (American Psychiatric Association, 1987), retained the 

original and circumscribed type of Social Phobia but also included a more pervasive, or 

generalised condition, whereby a number of social situations were feared (APA, 1987).  

Although the DSM-III and DSM-III-R included nine anxiety disorders that 

could be applied to children or adolescents, Panic Disorder, Generalized Anxiety 

Disorder (GAD), Social Phobia, Simple Phobia, Post-Traumatic Stress Disorder and 

Obsessive Compulsive Disorder were listed in the ‘adult’ section of the manual, with 

Separation Anxiety, and Avoidant Disorder of Childhood or Adolescence, and 

Overanxious Disorder listed in the ‘child/adolescent’ section (Last, Perrin, Hersen & 

Kazdin, 1992). Consequently, despite neither version of the DSM restricting the 

diagnosis of SAD to adults, because no specific criteria for Social Phobia was 

referenced for younger populations, the diagnosis was rarely assigned to youth (Stein, 

Chavira & Jang, 2001). Instead, children were often diagnosed with Avoidant Disorder 

of Childhood or Adolescence, or Overanxious Disorder (Anderson et al., 1987; Crawley 

et al., 2008). Avoidant Disorder of Childhood and Adolescence was defined as a 

persistent and excessive avoidance of, or reluctance to have contact with, strangers that 

was severe enough to interfere with social functioning or peer relationships. Thus, 

features of Avoidant Disorder overlapped substantially with those of Social Phobia.  

Children and adolescents could be diagnosed with Overanxious Disorder if they 

worried excessively about a range of things including social fears, and therefore this 

diagnosis overlapped considerably with both SAD and GAD. As Overanxious Disorder 

resembled adult GAD and Social Phobia, a diagnosis of Overanxious Disorder was 
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often considered for children with social fears, because the criteria of social concerns 

was relevant to both diagnoses (Bögels & Brechman-Toussaint, 2006). Thus, because 

Overanxious Disorder and Avoidant Disorder had marked similarity to aspects of Social 

Phobia as well as other anxiety disorders, differential diagnosis under these versions of 

the DSM, was clouded (Beidel, 1991). 

 

DSM-IV and DSM-IV-TR 

According to the DSM-IV criteria, Social Phobia was characterised by a 

persistent, intense and chronic fear of being negatively evaluated by others in social 

settings (American Psychiatric Association, 1994). The DSM-IV version of Social 

Phobia included the addition of the words “Social Anxiety Disorder” following the term 

Social Phobia to highlight that Social Phobia was to be differentiated from other 

phobias. The DSM-IV also outlined that sufferers of Social Phobia held several fears in 

addition to a fear of negative evaluation by others, including a fear of rejection due to 

behaving in ways that would be embarrassing, and the fear of displaying symptoms of 

anxiety. The DSM-IV-TR (American Psychiatric Association, 2000) brought only 

minimal wording changes and additions, for example that suicidal ideation may 

accompany Social Phobia (American Psychiatric Association, 2000). 

Childhood manifestations of Social Phobia were introduced in this version of the 

DSM. Historically, children, and childhood psychopathology, were viewed in terms of 

precocity in which children and adolescents were regarded as miniature adults. Prior to 

this version of the DSM, ontogeny and its relationship with pathology were largely 

ignored, resulting in the assumption that childhood versions of adult disorders were 

much more similar than we understand them to be today (Detweiler et al., 2014), and 

resulting in disorders such as Social Phobia being listed under ‘adult’ conditions in the 

DSM and only described in terms of adult presentations. For a child to gain a diagnosis 
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of Social Phobia under the DSM-IV, it was required that they were able to display 

appropriate social interactions within familial contexts and to demonstrate anxiety not 

just when interacting with adults, but also when interacting with peers. For those under 

18 years of age, the anxiety must have been present for at least six months. Although 

adults were required to recognize that their fear was excessive or unreasonable, there 

was no diagnostic requirement for children to do so. The DSM-IV also noted that social 

anxiety in children could be expressed by crying, freezing, having tantrums, or 

shrinking away from unfamiliar people.  

DSM-5 

The publication of the DSM-5 has brought relatively minor alterations to the 

diagnostic criteria of SAD. The name has been changed to Social Anxiety Disorder, and 

there is now the added requirement of a six-month duration of disproportionate fear 

across all age groups, with significant interference in work, school or everyday 

activities. The DSM-IV requirement for the individual to believe that their fear is 

unreasonable or excessive has been removed in the DSM-5, with these criteria now 

being judged by the clinician. A ‘performance only’ specifier has been added to 

describe social fear that is only evident in public speaking and performance situations, 

replacing the previous ‘generalised’ specifier. Notably, two behaviours have been added 

to the list of childhood manifestations of SAD, including “clinging” and “failing to 

speak in social situations” (American Psychiatric Association, 2013, p. 202). See Table 

1 for the DSM-5 criteria for SAD. 
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Table 1 
Diagnostic Criteria for 300.23 (F40.10) Social Anxiety Disorder (Social Phobia) 
according to the Diagnostic and Statistical Mental Disorders –Fifth Edition (APA, 
2013). 

A. Marked fear or anxiety about one or more social situations in which the 
individual is exposed to possible scrutiny by others. Examples include social 
interactions (e.g., having a conversation, meeting unfamiliar people), being 
observed (e.g., eating or drinking), and performing in front of others (e.g., 
giving a speech). 

Note: In children, the anxiety must occur in peer settings and not just during 
interactions with adults. 

B. The individual fears that he or she will act in a way or show anxiety symptoms that 
will be negatively evaluated (i.e., will be humiliating and embarrassing; will lead to 
rejection or offend others). 

C. The social situations almost always provoke fear or anxiety. 

Note: In children, the fear or anxiety may be expressed by crying, tantrums, freezing, 
clinging, shrinking, or failing to speak in social situations. 

D. The social situations are avoided or endured with intense fear or anxiety. 

E. The fear or anxiety is out of proportion to the actual threat posed by the social 
situation and to the sociocultural context. 

F. The fear, anxiety, or avoidance is persistent, typically lasting for 6 months or more. 

G. The fear, anxiety, or avoidance causes clinically significant distress or impairment in 
social, occupational, or other important areas of functioning. 

H. The fear, anxiety, or avoidance is not attributable to the physiological effects of a 
substance (e.g., a drug of abuse, a medication) or another medical condition. 

I. The fear, anxiety, or avoidance is not better explained by the symptoms of another 
mental disorder, such as panic disorder, body dysmorphic disorder, or autism 
spectrum disorder. 

J. If another medical condition (e.g., Parkinson's disease, obesity, disfigurement from 
burns or injury) is present, the fear, anxiety, or avoidance is clearly unrelated or is 
excessive. 

Specify if:  

Performance only: If the fear is restricted to speaking or performing in public 
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Epidemiology of SAD 

Prevalence 

Prevalence estimates of SAD are difficult to quantify. Although epidemiological 

studies have been conducted in many countries, the studies still only manage to capture 

a fraction of the world’s population. Unfortunately, these studies have varied in terms of 

the instruments selected for diagnostic measurement, the classification system and 

editions used to specify SAD criteria, as well as the timeframe with which prevalence 

data were aggregated (Brockveld, Perini & Rapee, 2014), resulting in varying reports of 

prevalence. 

North and South America, New Zealand and Australia report the highest rates of 

SAD worldwide (Brockveld et al., 2014). Combined data from three foremost 

epidemiological studies conducted in the USA found that in the previous 12 months, 

4.8% of males and 6.5% of females had a diagnosis of SAD (McLean, Asnaani, Litz & 

Hofmann, 2011). This compares with a higher rate reported by Kessler and colleagues 

(Kessler et al., 1994), with documented rates of 6.6% for males and 9.1% for females in 

the USA. Kessler and colleagues conducted a later estimation of rates of SAD, finding a 

lifetime prevalence of 14.2% for females and 11.8% for males, reflecting a significant 

gender difference (Kessler, Petukhova, Sampson, Zaslavsky & Wittchen, 2012). Other 

reports of lifetime prevalence of SAD for adults in the USA have been as high as 16% 

(Wacker, Mullejans, Klein & Battegay, 1992), with a mean duration of 29 years (Keller, 

2003). 

In New Zealand, the 12-month prevalence rate of SAD has been reported at 

4.5% for males and 5.6% for females (J. E. Wells et al., 2006). In Australia, a study 

with more than 10,000 adult participants found a 12-month prevalence rate of 2.3% 

(Lampe, Slade, Issakidis & Andrews, 2003). However in 2009, the 12-month 

prevalence of SAD in Australia was reported to be 5.7% for adult females and 3.8% for 
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adult males (Slade, Johnston, Oakley Browne, Andrews & Whiteford, 2009). Hence, 

despite variations in reported prevalence rates, SAD is a relatively common disorder 

affecting up to 16% of adults across their lifetime.  

Prevalence estimates for SAD in children and adolescents are difficult to 

approximate, as the early belief that children would “grow out of” their shyness meant 

that many cases went undiagnosed and untreated (Rapee & Sanderson, 1998). 

Notwithstanding, the prevalence of SAD in children has been appraised at 1-10% 

(Anderson et al., 1987; Kashani & Orvaschel, 1990; Schneier, 2006), with a lifetime 

prevalence for adolescents ranging from 3.9-13.7% (Beesdo et al., 2007; Fehm, 

Pelissolo, Furmark & Wittchen, 2005; Fichter, Kohlboeck, Quadflieg, Wyschkon & 

Esser, 2009; Kessler, Berglund, et al., 2005; Kessler et al., 2012; Merikangas et al., 

2011; Ruscio et al., 2008; Schneier, 2006). 

Reported rates of SAD are higher in adolescents compared to children, and 

significantly higher in girls than in boys. In the USA, the lifetime prevalence of SAD 

for females and males aged 13 to 17 years is 11.2% and 6.2% respectively (Kessler et 

al., 2012). In 2010, SAD was found to be the second most prevalent of the anxiety 

disorders across the lifespan, behind Specific Phobia, and the fourth most prevalent 

mental disorder in adolescents, preceded by Specific Phobia, Major Depressive 

Disorder, and Oppositional Defiant Disorder (Merikangas et al. 2010). It must be noted 

that prevalence rates are also impacted by the relative dearth of research conducted on 

children with SAD compared to adolescents with SAD.  

Age of onset 

The age of onset of SAD is also difficult to pinpoint. Approximately half of 

adults presenting for treatment for SAD claim that they have always been shy (Beidel & 

Turner, 1998). Many sufferers fail to seek treatment, assuming that they are ‘just shy’, 
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that this is ‘just the way they are’, that it is part of their personality, and that nothing can 

be done. Hence, the age of onset of the disorder can be ambiguous, even to the sufferer.  

Initially, SAD was thought to emerge in mid-adolescence (Turner, Beidel & 

Townsley, 1990). However, more recent research indicates that clinical levels of social 

anxiety can manifest in children as young as three years of age (Anderson et al., 1987; 

Rapee et al., 2005; Spence et al., 2001). Most cases are reported to have commenced 

prior to the age of 18 years, with comparatively few cases of adult onset (over 25 years) 

SAD reported (Kessler, Berglund, et al., 2005; Rapee et al., 2005; Spence et al., 2001; 

Stravynski, 2007). Most research concurs that the mean age of onset of SAD ranges 

from 10-13 years (Beidel, Turner & Morris, 1995; Nelson et al., 2000; Otto et al., 

2001), with the median age of onset being 13 years (Kessler, Berglund, et al., 2005). 

When SAD onsets in childhood, it is likely to be more severe, to persist longer 

(Beesdo et al., 2007; Davidson et al., 1993; Wittchen, Fuetsch, et al., 1999), and to 

predict non-recovery in adulthood (Beidel & Turner, 1998). Furthermore, children 

diagnosed with SAD at a young age later report more shyness as a child, more social 

isolation in the family, greater introversion and neuroticism, more comorbidity with 

other anxiety and depressive disorders, a greater impact on quality of life, and more 

social skills deficits (Beidel & Turner, 1998).  

The most frequent age for the onset of SAD is in early to mid-adolescence 

(Costello et al., 2003; Kessler, Berglund, et al., 2005; Turner et al., 1990), which is a 

time when social and developmental pressure peeks (Henderson, Gilbert & Zimbardo, 

2014). Due to advances in cognitive skills as children move toward adolescence, their 

perspective-taking abilities improve. The development of this ability allows for the 

emergence, and at times painful awareness, of negative comparison between one’s self 

and others that can heighten anxiety (Henderson et al., 2014). Additionally, this is a 

time when adolescents must begin the challenging developmental tasks of forging their 
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independence by progressively separating from the supportive social cocoon offered by 

the immediate family, and moving towards their own autonomy, increasingly 

developing closer relationships with peers and intimate partners for support (Blakemore 

& Choudhury, 2006; Steinberg & Morris, 2001). It has been proposed that as the 

approval and opinions of peers becomes more salient to the adolescent, and as their 

sense of self develops, that self-consciousness and a fear of negative evaluation become 

leading stressors (Fordham & Stevenson-Hinde, 1999; Steinberg, 2005). Furthermore,

an increase in general social fears has been noted in this age group (Weems & Costa, 

2005), which may lead to an increase in the avoidance behaviours observed during 

adolescence, that may in turn result in a spike in the onset of SAD for teenagers (Rao et 

al., 2007; Rapee & Spence, 2004).  

Gender 

Worldwide, most studies of adults with SAD have found that more females than 

males are afflicted with the disorder (Beidel & Turner, 1998; Caspi, Elder & Bem, 

1988; Lampe et al., 2003; Weiller, Bisserbe, Boyer, Lepine & Lecrubier, 1996; 

Weissman et al., 1996; Wittchen, Nelson & Lachner, 1998). However, there are some 

disparate findings regarding the distribution of SAD across the genders, and on the 

differential effects of SAD on the genders. For example, Rapee and Sanderson (1998) 

suggest that SAD affects the genders relatively evenly, but that females report more 

social fears than males, while males report a greater interference of SAD in their lives. 

Additionally, Turk and colleagues (1998) report that females experience a more intense 

fear of social situations than males, while Kessler et al. (2012) found that males have a 

greater tendency than females to present for therapy. While some studies of children 

with SAD have found no apparent gender differences (Beidel, Turner, Hamlin, et al., 

2000), by adolescence the prevalence rates for females is almost double that of males 



70	

(Beesdo, Knappe & Pine, 2009; Pine et al., 1998; Wittchen et al., 1998). Overall, 

therefore, it would appear that more females than males across the lifespan meet 

diagnostic criteria for a diagnosis of SAD, but that the clinical impacts might be greater 

for males (Rapee, 1995). Further research concerning potential gender differences, 

particularly in children with SAD, is required.  

Interference 

The clinical course of SAD is typically chronic (Cairney et al., 2007; Wittchen 

& Fehm, 2003) and sufferers tend to engage in low levels of help-seeking behaviour, 

and enter treatment only after symptoms have been present for many years (W. J. 

Magee, Eaton, Wittchen, McGonagle & Kessler, 1996; Stein & Kean, 2000; Wang et 

al., 2005). Indeed, most sufferers do not ever receive treatment for their social anxiety 

(Goldin, Jazaieri & Gross, 2014). Despite having more functional impairment than 

people with Agoraphobia or Specific Phobia, SAD sufferers are also less likely to use 

medication to treat their disorder than are people with Agoraphobia or Specific Phobia 

(W. J. Magee et al., 1996), and are more likely to utilise general health and welfare 

services than non-SAD sufferers (Brunello et al., 2000).  

The impact of SAD can result in severe impediments in social interaction. For 

example, longitudinal studies have found that shy or socially anxious males tend to 

settle into careers later, hold lower-status jobs and experience less career stability than 

non-socially anxious males (Caspi et al., 1988; W. J. Magee et al., 1996), while shy and 

socially anxious females are less likely to enter the workforce at all, and are less likely 

to re-enter after having children, than are non-socially anxious females (S. D. Phillips & 

Bruch, 1988; Wittchen et al., 1998). Additionally, sufferers of SAD have been found to 

have significantly lower socio-economic status compared to those without the disorder 
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(Brunello et al., 2000), and are more likely to be the recipients of welfare which may 

indicate that they have difficulty maintaining employment (Schneier et al., 1994). 

In terms of interaction and relationships with others, compared to those without 

the disorder, socially anxious individuals may avoid dating and are less likely to marry, 

and more likely to divorce and subsequently become socially isolated (Brunello et al., 

2000; W. J. Magee et al., 1996). Many people with social anxiety avoid expressing their 

opinions, and eventually acquire low self-esteem, experience emotional turmoil, and 

find interacting with those in authority uncomfortable. A more frivolous, but perhaps 

equally telling example of the impact of SAD, is that many sufferers avoid wearing 

bright clothes for fear of attracting attention to themselves (Rapee & Sanderson, 1998).  

One of the most alarming problems associated with SAD, is that sufferers are at 

a substantially increased risk of developing Major Depressive Disorder (Hirschfeld, 

2001; Kessler, 1994; Stein, Fuetsch, et al., 2001) and are at increased risk of suicidal 

ideation and attempts (Sareen et al., 2005; Weiller et al., 1996). Indeed, adults with 

SAD have seven times the odds of developing a Major Depressive Disorder within a 

year of being diagnosed compared to those without such a diagnosis (Hirschfeld, 2001; 

Kessler, 1994). SAD is also a known marker for later disorders such as substance abuse 

and other anxiety disorders (Heckelman & Scheneider, 1995; Kessler et al., 2011; Stein, 

Fuetsch, et al., 2001).  

For younger sufferers, the impact and interference of SAD in school and social 

domains is well documented, particularly for adolescents. Affected individuals may 

leave school early due to a fear of speaking in front of others or due to the pressures of 

social interaction that inevitably accompany each school day (Brunello et al., 2000). As 

a result, sufferers have significantly lower levels of academic attainment and spend 

fewer years in schooling (Brunello et al., 2000; Rapee, 1995). Young SAD sufferers 
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may also seek out jobs that do not require social interaction and therefore experience 

restricted career choices (Brunello et al., 2000).  

SAD in youth is also associated with significant impairment in interpersonal 

relationships, with sufferers having fewer friends and reporting loneliness (Albano et 

al., 1995; Beidel, Turner & Morris, 1999; Wittchen, Stein & Kessler, 1999). Children 

and adolescents with SAD may lack basic social skills (Beidel & Turner, 1998; Miers, 

Blöte, De Rooij, Bokhorst & Westenberg, 2013), and this can result in damage to their 

peer relationships and social repute. Child and adolescent sufferers of SAD often want 

to be in the company of others (such as their classmates) but avoid social situations for 

fear of being judged negatively (Stein & Stein, 2008). They are often disliked by their 

peers and consequently suffer frequent overt and covert social rejection (Blöte, Kint & 

Westenberg, 2007; Blöte et al., 2015; Blöte & Westenberg, 2007; Greco & Morris, 

2005; Kaeppler & Erath, 2016; La Greca, Ehrenreich-May, Mufson & Chan, 2016; 

Ladd, 2006; Oh et al., 2008; Ranta, Tuomisto, Kaltiala-Heino, Rantanen & Marttunen, 

2014; Su, Pettit & Erath, 2016; Verduin & Kendall, 2008). Such rejection may include 

being bullied or victimised, as there is evidence that children with inhibited 

temperaments, as well as those with elevated levels of social anxiety, are more likely to 

be bullied (Blöte et al., 2015; La Greca et al., 2016; Pabian & Vandebosch, 2016; van 

den Eijnden, Vermulst, van Rooij, Scholte & van de Mheen, 2014). A recent 

longitudinal study examined the relationship between social anxiety and both face-to-

face and cyber-bullying, with 2128 youth aged 10-17 years (Pabian & Vandebosch, 

2016). Social anxiety was found to be a significant predictor of bullying victimization, 

with socially anxious adolescents being more vulnerable to such victimization than 

younger children.  

Not surprisingly given the myriad consequences of SAD listed above, school 

children with SAD often spend the day in the classroom dreading tasks such as reading 



73	

in front of others, working in groups, speaking to adult visitors, presenting a talk in 

front of others, and lunchtime social interaction. As a consequence, attending school can 

become so difficult for children with SAD that some will refuse to attend (Stein & 

Stein, 2008). This is particularly the case for adolescents, who are more likely to suffer 

with SAD (Costello et al., 2003), and are therefore more likely to school refuse (Heyne, 

2006; Kearney, Gauger, Schafer & Day, 2011). Indeed, a positive correlation has been 

found between desire to avoid school and social anxiety in research conducted by 

Weeks et al. (Weeks, Coplan & Kingsbury, 2009) in their study 178 of children aged 7 

to 8 years. Similarly, Last and Strauss (1990) reported a higher prevalence of social 

anxiety among school refusing teens than teens who regularly attended school. While 

some children and adolescents with SAD refuse to attend school, the majority manage 

to attend. However, such individuals endure school and other social situations with 

significant distress and discomfort. A subset of these youths will experience such 

marked distress that may render them unable to speak while at school (C. E. 

Cunningham, McHolm & Boyle, 2006). 

Not only is SAD a known marker for later disorders such as substance abuse and 

further mood and anxiety disorders for both adults and adolescents (Heckelman & 

Scheneider, 1995; Kessler et al., 2011; Stein, Fuetsch, et al., 2001), but children and 

adolescents with SAD are also at increased risk of suicidal ideation and suicide attempts 

(Andersen & Teicher, 2008; Sareen et al., 2005; Weiller et al., 1996). The onset of 

depression in adolescence is often preceded by SAD (Beesdo et al., 2007), thus further 

increasing the risk of suicide for young people with SAD (Andersen & Teicher, 2008).  

The negative impacts of SAD on the individual and their family, friends and 

colleagues, typically endure for years and therefore span across the sufferer’s life 

(Goldin et al., 2014). The lack of help-seeking behaviours, coupled with an onset that 

generally commences in adolescence or earlier, and the chronic course of the condition, 
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means that SAD is often associated with many decades of social impairment (Rapee & 

Sanderson, 1998; Silverman & Albano, 1996). Those with SAD often report 

dissatisfaction with their lives and report that the disorder has caused them to miss out 

on many opportunities (Beidel & Turner, 1998). Because SAD can be so overwhelming 

that sufferers adjust their lives to accommodate their social fears, it has been referred to 

as the ‘illness of lost opportunities’ (Stein & Gorman, 2001, p. 186).  

It is clear then, that the impact of SAD on the domains of everyday living can be 

significant and overwhelming for adults, adolescents and children alike, and strong 

empirical evidence exists to indicate that the disorder markedly disables those afflicted 

with it. The impact of SAD, coupled with the early onset and chronic course of the 

disorder, highlight that it is a disorder of major health significance.    

 

Comorbidity 

Being an early-onset and chronic disorder, SAD is frequently complicated over 

time by the occurrence of other conditions. The most frequently occurring 

complications and comorbidities in adults and adolescents include Major depression and 

other anxiety disorders including GAD (Mennin, Heimberg & Jack, 2000; Ruscio et al., 

2008). In fact, rates of comorbidity between SAD and GAD have been found to range 

from 17.3% in community samples (Grant et al., 2005) to 50% in clinical samples 

(Kashdan, Frueh, Knapp, Hebert & Magruder, 2006). SAD is also commonly comorbid 

with other anxiety disorders such as Specific Phobia, Panic and Agoraphobia (Grant et 

al., 2005; Ruscio et al., 2008; Wenzel & Jager-Hyman, 2014). Other commonly 

comorbid conditions include Obsessive Compulsive Disorder (Grant et al., 2005; 

Ruscio et al., 2008; Wenzel & Jager-Hyman, 2014), eating disorders (Swinbourne et al., 

2012), Body Dysmorphic Disorder (Fang & Hofmann, 2010), Bipolar Disorder (Grant 

et al., 2005; Ruscio et al., 2008; Tamam & Ozpoyraz, 2002; Wenzel & Jager-Hyman, 
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2014), and Psychosis (Mazeh et al., 2009). Indeed, in their cross-national 

epidemiological study of SAD in adults (including data from countries such as the USA, 

France, Italy, Taiwan and New Zealand), Weissman et al. (1996) found that pure SAD 

occurs in only one third of reported cases. 

Further comorbid complications in adults include Avoidant Personality Disorder, 

and alcohol or substance abuse disorders (Beidel & Turner, 1998; Bloom, Flint Beal & 

Kupfer, 2009; Brunello et al., 2000; Grant et al., 2005; Heckelman & Scheneider, 1995; 

Rapee & Sanderson, 1998). When SAD is comorbid with depression or substance 

abuse, or when accompanied by other psychiatric disorders, the risk of suicide is 

increased markedly (Kessler, 1994; Sareen et al., 2005; Weissman et al., 1996; Wenzel 

& Jager-Hyman, 2014). In terms of the temporal occurrence of comorbidities, research 

indicates that depression, alcohol abuse and GAD typically occur after the onset of 

social anxiety (Heckelman & Scheneider, 1995; Weissman et al., 1996). While this 

temporal occurrence may merely reflect the early onset characteristic of SAD rather 

than causality (Lampe et al., 2003), the successful treatment of SAD remains vital in 

order to potentially prevent or lessen the impact of further comorbid conditions. 

Youth SAD is similarly associated with significant comorbidity, chiefly with 

other anxiety and mood disorders such as GAD, Specific Phobia, and depression 

(Beidel et al., 1999; Burstein et al., 2011; Chavira et al., 2004). In the National 

Comorbidity Study - Adolescent Supplement, 20.1% of adolescents in the USA 

diagnosed with SAD met criteria for another anxiety disorder in their lifetime, and 

18.6% of adolescents with SAD met criteria for a lifetime mood disorder (Burstein et 

al., 2011). According to the study, other disorders commonly comorbid with adolescent 

SAD included Agoraphobia (32.4%), GAD (32%), Separation Anxiety Disorder (27.4 

%), and Panic Disorder (27.2%) (Burstein et al., 2011). Thus, SAD is highly comorbid 

with mood and anxiety disorders, with Agoraphobia and GAD being the most 
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commonly occurring of the comorbid anxiety disorders across the lifespan. As is the 

case in adults, SAD in adolescents also temporally precedes the onset of other 

psychiatric disorders (Chavira et al., 2004). 

Selective mutism (SM) is also a commonly co-occurring disorder in children and 

adolescents with SAD. In terms of comorbidity with SAD, SM is a special case, because 

although categorised as a separate anxiety disorder to SAD in the DSM-5, many 

researchers argue that SM is better conceptualized as a symptom or variant of extreme 

SAD rather than a distinct disorder (Cohan et al., 2008; Stein, Chavira, et al., 2001; 

Viana, Beidel & Rabian, 2009; Yeganeh, Beidel & Turner, 2006). As described in the 

DSM-5, some children with SAD will freeze, and, as identified by researchers, many 

will be rendered unable to speak in certain social situations (C. E. Cunningham et al., 

2006). Consistently failing to speak in certain social situations is the central feature of 

SM, which is thought to occur as a result of intense fear and panic that arises for 

children in particular social settings (Stein, Chavira, et al., 2001; Yeganeh et al., 2006). 

Hence, there exists a significant overlap between conceptualizations of SAD and SM. 

Examinations of comorbidity between the two disorders have revealed rates as high as 

90–100% (Black & Uhde, 1995; Kristensen, 2000; Vecchio & Kearney, 2005; Yeganeh 

et al., 2006). For example, Vecchio and Kearney (2005) found that their entire sample 

of children with SM also met criteria for DSM-IV Social Phobia. Another hypothesis 

regarding SM and SAD is that the two disorders may represent stages in a 

developmental sequence for some children with behaviourally inhibited temperaments 

(Bergman, Piacentini & McCracken, 2002; M. A. Ford, Sladeczek, Carlson & 

Kratochwill, 1998). Ultimately, although there is a clear and strong association between 

SAD and SM, the exact nature of that relationship remains unclear. 
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Culture 

It has been suggested that behaviours typically associated with SAD such as 

being withdrawn and reticent in social situations, may be interpreted and valued 

differently cross-culturally (Brockveld et al., 2014; Hofmann, Asnaani & Hinton, 2010; 

Rapee et al., 2011). Individualistic Western cultures generally value a more extraverted 

behavioural style compared to collectivist societies, such as those in Eastern cultures, 

where a quieter, more gentle and self-effacing style is highly valued (Brockveld et al., 

2014; Hofmann et al., 2010). Research indicates that people from Western countries, 

such as Australia, the USA and the Netherlands, report higher levels of SAD and greater 

negative impact on relationships, career and social standing than people from Eastern 

countries (Brockveld et al., 2014; Rapee et al., 2011).  

 

Risk Factors 

Many of the risk factors for anxiety more generally (as discussed in Chapter 1), 

are also relevant to SAD. However, the following section presents information that is 

relevant specifically to SAD.  

 

Genetic and Biological Factors 

In terms of genetics, SAD has been found to be heritable (Higa-McMillan & 

Ebesutani, 2011), with first-degree relatives at five to ten times the risk of developing 

the disorder (Hudson & Rapee, 2000; Lampe, 2009; Rapee & Spence, 2004), and with 

children being more likely to have SAD if one of their parents also has the disorder (see 

Elizabeth et al., 2006 for a review). Twin studies have yielded rates of heritability of 

SAD ranging from .20 -.65 (Albano & Detweiler, 2001; Beatty, Heisel, Hall, Levine & 

La France, 2002; Kendler, 2001; Knappe, Beesdo-Baum & Wittchen, 2010; Ollendick 

& Hirshfeld-Becker, 2002). A meta-analysis conducted by Scaini et al. (Scaini, Belotti 
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& Ogliari, 2014) found that heritability estimates for SAD ranged from 0.13 to 0.60, 

with non-shared environmental estimates ranging from 0.31 to 0.78, and shared 

environment factors making a comparatively minimal contribution. Taken together, 

twin and family studies have appeared to indicate that, rather than a risk of inheriting 

SAD directly, what may be inherited is a vulnerability to experiencing fear (Spence & 

Rapee, 2004), or a risk of inheriting behavioural inhibition (BI) (Kagan, Snidman & 

Arcus, 1993; Robinson, Kagan, Reznick & Corley, 1992). Thus, there is evidence of at 

least a moderate genetic contribution that is responsible for the development of social 

anxiety, with more research in the area warranted.  

 Biological contributors such as brain regulation of dopamine, variations in 

serotonin transporters and changes in the functioning of neural networks, particularly in 

the limbic system and the amygdala, have been implicated in the development of SAD 

(Higa-McMillan & Ebesutani, 2011; Miller & Cummings, 2007; Sen, Burmeister & 

Ghosh, 2004). A neurobiological model has also been proposed in which the early 

development of subcortical regions in the brains of adolescents is thought to combine 

with the late development of the prefrontal cortical regions (Somerville, Jones & Casey, 

2010). This is proposed to result in emotion regulation and cognitive control difficulties, 

and to the heightened experience of negative affect, as well as enhanced sensitivity to 

environmental cues without the accompanying ability to inhibit or cognitively 

restructure the interpretation of these cues. In adolescence, a peak time for the onset of 

SAD, this developmental pattern reportedly predicts an increase in emotionally driven 

behaviour coupled with difficulties in regulating emotions and controlling the linked 

behaviours, that may lead to the development of social anxiety (Somerville et al., 2010). 

Other research has investigated the role of specific genes in the development of 

SAD (Knappe, Sasagawa & Creswell, 2015), although further research in the area is 

required. For example, research has investigated whether specific genes encode 
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components of serotonergic (5-HT) and dopaminergic pathways in the development of 

SAD (Domschke et al., 2009; Gelernter, Page, Stein & Woods, 2004; Sheehan, Raj, 

Trehan & Knapp, 1993), but results have not been convincing as yet (E. Andersson et 

al., 2013; Knappe et al., 2015). Other research has investigated the role of genetic 

variants in the Neurexin Superfamily, and specifically a gene called CNTNAP2 (Stein, 

Yang, Chavra & Hitchcock, 2011). This gene, found on chromosome 7, is one of the 

largest in the human genome, and has been previously linked to the language delay 

component of Autism. Findings from the study were inconclusive, but were suggestive 

of a shared aetiology between SAD and SM. Genetic research has also implicated 

chromosomes 14 and 16 in the development of SAD, although further research is 

required to confirm their role (Gelernter et al., 2004).  Overall, research on the genetic 

and biological contributors to SAD is slow and complex, due to the likelihood that 

multiple genes with small individual effects combine to contribute to the development 

of SAD (Gregory & Eley, 2007). Clearly more research in this area is required before 

any firm conclusion can be made. 

 

Temperament and Behavioural Inhibition 

Although the role of behavioural inhibition (BI) was discussed in Chapter 1, it is 

particularly relevant to the development of SAD and so will be expanded upon here. 

According to Spence and Rapee (2016), temperament might be one of the pathways 

through which genetic factors may impact the emergence of anxiety. As described in 

Chapter 1, children with a behaviourally inhibited temperament prefer familiar settings, 

objects and people, and demonstrate withdrawal and avoidance in the face of novelty 

(Belsky, 2000; Kagan, Reznick, Clarke, Snidman & Garcia-Coll, 1984; Kagan et al., 

1989; Kagan & Snidman, 1999). Further, BI is typified by shyness and a tendency 

toward emotional and behavioural restraint when confronted with new and unfamiliar 



	 80	

people, places, objects or situations (Spence & Dadds, 1996). Early and seminal 

research into BI was conducted by Kagan and colleagues who demonstrated that infants 

high in BI are more reactive to novel stimuli than children low in BI, and that they 

retain high levels of BI in later childhood (Kagan et al., 1989; Kagan & Snidman, 

1999). Subsequent research has demonstrated that children high in BI are more likely to 

develop anxiety disorders, and in particular, SAD (Biederman et al., 1993; Broeren et 

al., 2013; Elizabeth et al., 2006; Higa-McMillan & Ebesutani, 2011; Hudson et al., 

2011; Kagan & Snidman, 1999; Muris, Merckelbach, et al., 2001). 

According to a meta-analytic study, children with an inhibited temperament 

during toddlerhood or early childhood are at increased risk for developing SAD (Clauss 

& Blackford, 2012), suggesting that there may be a common causal link between BI and 

SAD for at least some children (Biederman et al., 2001; Higa-McMillan & Ebesutani, 

2011; Rapee, 2014). In a longitudinal study, children aged four years were classified as 

having, or not having, BI. By the age of 15 years, nearly 37% of the children with BI at 

age four, met criteria for SAD, compared to 15% who were not categorised as BI at age 

four (Rapee, 2014). As this research demonstrates, not all children with BI will go on to 

develop SAD, and a small number of children without BI also go to develop SAD 

(Clauss & Blackford, 2012). Unfortunately, the effect of BI appears to be magnified 

when it occurs in combination with other risk factors such as rejecting, controlling or 

anxious parenting (Hudson & Dodd, 2012; Murray et al., 2008) and negative social 

experiences (Fox et al., 2001).   

As mentioned, “shyness” is related to BI. Historically, Social Phobia and social 

anxiety were thought to be temporary conditions that children would outgrow, with 

sufferers often referred to as “shy” (Stein, Chavira, et al., 2001).  Shyness was thought 

to have emerged as a developmental progression of BI. However, there is now a general 

consensus that BI may be a precursor to shyness in some, but not all or even most, 
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children, and that shyness is not a stable trait (Cheek & Briggs, 1982; Henderson et al., 

2014). However, rates of self-reported shyness in adolescents are as high as 61% 

(Henderson & Zimbardo, 1993). Zimbardo (1977) suggests that shy individuals can be 

separated into two groups – those who are introverted and prefer to be alone, and those 

who are socially skilled but who experience distress and constraint due to social 

expectations and perceived social rules. It has been suggested that this latter group are 

the most likely to develop SAD as they desire social interaction but are shy and reticent 

(Turner et al., 1990).  

Whatever the relationship between shyness and SAD, the end result of both is 

often avoidance, and behavioural avoidance is known to be a key component of the 

development and maintenance of SAD (see Vasey & Dadds, 2001). Avoidance of social 

interactions early in childhood reduces the likelihood of engaging in positive social 

encounters, of developing adequate social skills, and of developing healthy 

interpersonal relationships (Bierman, Kalvin & Heinrichs, 2015; Boivin, Hymel & 

Bukowski, 1995; Messer & Beidel, 1994), all of which impede the development of 

social functioning (Kalutskaya, 2015; Rubin, LeMare & Lollis, 1990). Indeed, 

behavioural avoidance has been nominated as a pathway in which BI might contribute 

to the development of SAD (Clark & Wells, 1995; Heimberg, Brozovich & Rapee, 

2010; Hofmann, 2007; Moscovitch, 2009; Rapee, 2002).  

Traumatic, negative or stressful life events 

Negative social experiences, particularly with peers, are another avenue through 

which SAD can develop. One such stressful life event is being bullied or victimised by 

peers as a child or adolescent. Although, as discussed above, bullying and victimisation 

has been shown to be a consequence of SAD, it has also been identified that bullying or 

peer vitimisation directly predicts both the development and exacerbation of SAD 
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(Craig, 1998; Graham, Bellmore & Mize, 2006; Higa-McMillan & Ebesutani, 2011; 

Juvonen & Graham, 2014; La Greca et al., 2016; McCabe, Antony, Summerfeldt, Liss 

& Swinson, 2003; McLaughlin, Hatzenbuehler & Hilt, 2009; Siegel, La Greca & 

Harrison, 2009; Storch, Masia-Warner, Crisp & Klein, 2005). For example, a study of

78 clinical adults found that 92% of participants with SAD reported a history of peer 

victimisation compared to only 50% of participants with Obsessive Compulsive 

Disorder, and 35% with Panic Disorder (McCabe et al., 2003).  

Peer victimisation may serve as an aversive conditioning experience, where fear 

is paired with being negatively evaluated, embarrassed or humiliated in social 

situations. Interestingly, some studies have demonstrated that it is the personal 

perceptions and interpretations of incidents of victimisation that have the largest impact 

in predicting the future emergence of social anxiety (Bouman et al., 2012; Levinson, 

Langer & Rodebaugh, 2013). Hence, there is evidence of a significant link between 

perceptions of bullying or peer victimisation in childhood and the later development of 

SAD. 

Meta-analytic research has found a significant association between peer 

victimisation and SAD (Hawker & Boulton, 2000), and because many factors that place 

young people at risk of being victimised (e.g., bullying, lack of social connections or 

internalising problems) are also the consequences of peer victimisation, the relationship 

between peer victimisation and internalising problems such as SAD is likely to be 

cyclical and reciprocal (Juvonen & Graham, 2014; Tillfors, Persson, Willén & Burk, 

2012). For example, the bi-directional links between SAD and peer victimization, were 

studied in a longitudinal sample of 1528 adolescents with a mean age of 14.7 years 

(Tillfors et al., 2012). Lower levels of peer acceptance predicted increases in levels of 

social anxiety, and higher levels of social anxiety predicted an increase in peer 

victimization, particularly for females. 
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A variety of other adverse life events have been found to contribute to the 

emergence of SAD including enduring poverty, interpersonal family conflict (Higa-

McMillan & Ebesutani, 2011), parental divorce and parental psychopathology (Kessler, 

1997), parental job loss, parental stress, trauma, and experiencing natural disasters 

(Kessler, 1997; Rapee & Spence, 2004), the loss of a loved one (Higa-McMillan & 

Ebesutani, 2011), and having suffered serious illness growing up (Bandelow et al., 

2004; Ollendick & Benoit, 2012). Experiencing specific very embarrassing events, such 

as being laughed at, being subjected to perceived or actual scrutiny, and making a 

mistake in front of others in social situations such as on a first date or at party, have also 

been found to be associated with the development of SAD (Bandelow et al., 2004; 

McCabe et al., 2003; Stemberger, Turner, Beidel & Calhoun, 1995). Thus, there are a 

number of traumatic, negative or stressful life events that contribute to the emergence of 

the disorder.  

 

Parenting and Family Factors 

A number of parenting, family and environmental factors have been linked to 

the development of anxiety (as outlined in Chapter 1) with some being specifically 

linked to the development of SAD. One such family factor, is being the first born child. 

To illustrate, Greenberg and Stravynski (1985) found that 63% of adult males and 36% 

of adult females with SAD were only children or firstborn children. Another family 

environmental factor proposed to contribute to the development of SAD is experiencing  

relative social isolation when growing up, and limited exposure to social situations 

within the family of origin (Hudson & Rapee, 2000; Rapee, 1997). Indeed, retrospective 

studies have found that, compared to people with Agoraphobia or non-clinical controls, 

people with SAD are more likely to report that their parents placed considerable value 
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on the opinions of others, that their families were not very sociable, and that they were 

relatively isolated from others (Bruch, 1989; Bruch & Heimberg, 1994).  

As outlined in detail in Chapter 1, having overprotective or controlling parents is 

another pathway that may lead to the development of social anxiety, as the child is 

afforded limited opportunities to explore and be autonomous (Higa-McMillan & 

Ebesutani, 2011; Hudson & Rapee, 2002), and the parent inadvertently conveys that the 

world is dangerous and that the child is incapable of coping and needs protecting 

(Hudson & Rapee, 2000). Parental anxiety, particularly when combined with other risk 

factors such as BI, is another potential pathway to the development of SAD. Children 

whose parents have SAD are at particular risk of developing SAD themselves 

(Bernstein, Layne, Egan & Nelson, 2005; Manassis & Hood, 1998; Ollendick & Benoit, 

2012; Ollendick & Horsch, 2007). The child effectively ‘learns’ to be shy and to be 

anxious by having an anxious parent who models fear, shyness or hesitation in social 

situations (De Rosnay, Cooper, Tsigaras & Murray, 2006; Higa-McMillan & Ebesutani, 

2011; Ollendick & Benoit, 2012). 

BI and parental anxiety have been proposed to be related to the attachment 

relationship between the parent and child (Hudson & Rapee, 2000; Lampe, 2009), and 

having an insecure or anxious-resistant attachment to one’s caregiver as a child is 

another factor that can set the stage for the later development of SAD (Higa-McMillan 

& Ebesutani, 2011; Lampe, 2009; Manassis, Bradley, Goldberg, Hood & Swinson, 

1994; Warren, Huston, Egeland & Sroufe, 1997). For example, in a longitudinal 

prospective study of 172 children, it was found that those found to be insecurely 

attached at 12 months of age were more likely at the age of 17.5 years, to have an 

anxiety disorder, including SAD, with the effect heightened for those infants with BI 

(Warren et al., 1997). 
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The aetiology of SAD appears to be relatively complex and is yet to be fully 

understood. Rapee and Spence (2004) proposed that shared environmental factors, such 

as parenting, may be relatively more impactful for the development of SAD in younger 

children, with non-shared environmental factors (such as peer groups or life 

experiences) having more of an impact on SAD that emerges in adolescence and 

adulthood. Furthermore, McLeod and colleagues (2007) suggest that SAD may develop 

as a result of temperament and genetic factors being acted upon by environmental and 

cognitive factors. Future research using longitudinal studies are required to investigate 

these propositions before firm conclusions can be drawn.  

Summary 

Taken together, young people with a genetic or biological predisposition to 

acquire SAD, when coupled with BI, are at particular risk for developing SAD, 

especially if they also experience environmental risk factors such parental modelling or 

peer victimization. Indeed, there is strong evidence to suggest that factors including 

genetic and biological influences, temperament, peer relationships, parenting, and 

adverse life events, contribute to the development of SAD.  

Models of Social Phobia and Social Anxiety 

There are a number of models to explain the development and/or maintenance of 

adult and child SAD in the literature. For example, Kimbrel (2008) proposed a model of 

SAD in adults that proposes that SAD emerges and is maintained by an interaction of 

factors including genetics, temperament, particular social and/or stressful experiences, 

cognitive biases, and, unique to their model of SAD, reinforcement sensitivity theory. 

The reinforcement sensitivity theory holds that the fight-flight-freeze system, and the 
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behavioural approach and inhibition systems combine in anxious individuals to 

predispose them to cautiously approach feared stimuli. 

One model to explain the development of SAD in youth is that proposed by 

Ollendick and Hirshfeld-Becker (2002). This model is based on the principles of 

equifinality and multifinality. The equifinality principle suggests that there are 

numerous pathways to the development of pathology, while multifinality suggests that 

vulnerability factors that are outlined in a model may not function in the same way 

across children or contexts, and may result in varying outcomes for different 

individuals. The Ollendick and Hirshfeld-Becker model asserts that genetic, 

temperament, parental, conditioning, peer and cognitive factors combine in a complex 

manner with timing and external circumstances to produce SAD in some individuals. 

Similarly, Kearney (2005) devised a model of the aetiology of SAD in youth 

that is based on a model of SAD in adults by Hofmann and Barlow (2002). The Kearney 

model asserts that a range of biological, temperamental, attachment and psychological 

factors that lead to a vulnerability for anxiety combine with negative life events and 

with specific social and evaluative experiences that result in shame and embarrassment. 

These pathways to social anxiety are proposed to be maintained by self-focussed 

attention and cognitive processing errors.  

Another model that attempts to explain the phenomenon of SAD in youth is that 

proposed by Ollendick and Benoit (2012). This model, based on the principles of 

equifinality and multifinality, proposes that the interaction of factors between a parent 

and child is responsible for child SAD. These factors include behavioural inhibition, 

attachment, parental anxiety and practices, and child and parental information 

processing. The model does not address the factors that serve to maintain SAD.  

There are, however, two adult models of SAD and one youth model of SAD that 

dominate the literature and that form the foundation of our current understanding about 
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the factors that initiate and maintain the disorder. The first adult model is the Cognitive 

Model of Social Phobia put forward by Clark and Wells (1995) and the second is Rapee 

and Heimberg’s (1995) Cognitive-Behavioral Model of Anxiety in Social Phobia. The 

child model is Spence and Rapee’s (2016) Model of Etiological and Maintaining 

Factors in SAD in Youth. These models have been selected as a focus for this thesis 

because the two adult models are well recognised and respected in the literature for 

having made a significant contribution towards explaining how SAD is maintained in 

adults, and because each has a specific focus on the cognitive elements of SAD, which 

is the basis of this thesis. In addition, the child model has been selected for particular 

attention in this thesis because of its detailed focus on aetiological and maintaining 

factors, including a focus on cognitive elements, specifically in a youth population. 

Below is a description of each of these models. 

The Clark and Wells Cognitive Model of Social Phobia 

The Clark and Wells’ model (1995, see Figure 1) proposes that those with SAD 

employ biased cognitive processing of social situations. It suggests that when socially 

phobic persons participate in feared social situations, assumptions about their 

performance and negative automatic thoughts are activated. These thoughts include 

fears that they will behave in socially inept ways that will have disastrous consequences 

for them. At the heart of this belief, according to Clark and Wells, is that the socially 

anxious individual strongly wishes to convey themselves favourably to others, but feels 

self-doubt regarding their ability to do so. In response to this perceived threat, socially 

anxious individuals turn their attention inward, away from the situation and others and 

become more focused on their own thoughts, their interoceptive feedback, and their 

sympathetic nervous system arousal. This negative self-focus, in turn, contributes to and 

builds upon their negative self-image, and prevents them from properly processing 
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social cues.  

According to the model, prior to the social event, the socially anxious individual 

engages in both extensive anticipatory anxiety and rumination over past social events 

that they perceive as unsuccessful. Once the social event is over, the individual with 

SAD often then engages in a private ‘post-mortem’ of the event and their performance, 

in a process known as “post-event processing” (PEP). Individuals engaging in PEP 

become preoccupied with a continual replaying of the event, and experience cyclical 

rumination of the perceived negative social experience. They also develop a 

hyperawareness for similar events, accompanied by a desire not to re-experience a 

similar event. This negatively-based rumination serves to increase anxiety about, and 

avoidance of, future similar social events, and reactivates and strengthens negative 

expectations about their performance in social situations (Clark & Wells, 1995; 

Gaydukevych & Kocovski, 2012). Thus, cognitions prior to, during, and after social 

events, create a cycle of dysfunctional thinking that serves to maintain the anxiety of 

socially anxious people in social situations.  

 

 

 

 

 

 

 

 

 

 

 

Figure 1. A cognitive model of Social Phobia (Clark & Wells, 1995, p. 72).  



	 89	

Rapee and Heimberg’s Cognitive-Behavioral Model of Social Phobia  

The Rapee and Heimberg Cognitive-Behavioral Model of Social Phobia (1997, 

see Figure 2) posits that when socially phobic individuals are in social situations, they 

form mental representations regarding how they believe others will view them. These 

mental representations can include the person’s negative perception of how their 

performance might be viewed by others in social situations, as well as knowledge of 

their appearance and their perception of how this is likely to be interpreted by others 

whilst in social settings. Socially phobic individuals typically experience a distorted 

view of their appearance as a result of their perception of the audience’s reaction to 

them, biofeedback from their bodily sensations (such as blushing and sweating), and 

memories of prior similar experiences. The sufferer then becomes alert for signs of 

negative feedback from the audience (such as frowns or signs of possible boredom), and 

is less able to detect positive feedback. Their attention becomes focused on this negative 

mental self-representation and on scanning the audience for perceived negative 

reactions.  

According to the model, the socially anxious individual also presumes that the 

audience holds very high expectations of their performance and believes that failing to 

reach this benchmark will be embarrassing in the extreme. This presumption, coupled 

with their perception of their own poor performance, strengthens their negative mental 

self-representation. Further, the model holds that people with SAD engage in avoidance 

behaviours such as averting their gaze from others, standing on the edge of groups, and 

using a hunched, closed posture so as not to attract attention. Hence, the socially phobic 

person may appear to lack social skill and this, coupled with the aforementioned 

avoidance behaviours, serves to reduce their engagement in social situations and 

provides further negative feedback to the individual (Rapee & Heimberg, 1997).  
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Figure 2. Cognitive-behavioral model of Social Phobia (Rapee & Heimberg, 1997, p. 

743).  

 

Comparison of the models. The two adult models of SAD discussed above are 

similar in many ways. Both suggest that individuals with SAD direct their attention 

inward, engage in excessive self-monitoring in anticipation of and/or during a social 

situation, and form a mental self-representation of how they presume others view them. 

The main point of difference is that Clark and Wells (1995) propose that inward 

attention is associated with the biased processing of external social cues, whereas Rapee 

and Heimberg (1997) propose that individuals with SAD monitor internal and external 

cues for any indication of social threat.  

 

Treatment using the models. CBT treatments based on both the Clark and 

Wells, and the Rapee and Heimberg models of Social Phobia, have been developed. 

Based on the Rapee and Heimberg model, Cognitive-Behavioral Group Therapy (Rapee 

& Heimberg, 1997) was the first manualized treatment developed specifically for Social 
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Phobia. Case studies (Bruce F. Chorpita, Tracey, Brown, Collica & Barlow, 1997) as 

well as a number of RCTs have demonstrated the efficacy and clinical utility of 

treatment based on the model with adults (Heimberg, Becker, Goldfinger & Vermilyea, 

1985), with evidence that treatment based on the model that incorporates systematic 

exposure to feared situations, behavioural experiments and cognitive restructuring can 

successfully reduce social anxiety and avoidance (Coles, Hart & Heimberg, 2005). 

Likewise, effective treatment protocols have emerged from the Clark and Wells model 

with evidence emerging that targeting self-focused attention and the interpretation of 

internal cues, as indicated in the model, can reduce social anxiety symptoms (Coles et 

al., 2005; Heimberg et al., 1985; Heimberg et al., 1987; Liebowitz et al., 1999; Otto et 

al., 2000). The utility of the Clark and Wells model (1995) has been repeatedly tested 

and found to account for, and be able to treat the presentation of SAD in adults, and 

more recent research has commenced with adolescents and children with SAD (Clark et 

al., 2006; Clark et al., 2003; Leigh & Clark). 

In terms of the models’ relevance to children, there is emerging evidence that the 

cognitive biases and processes proposed in both models are applicable to socially 

anxious children and adolescents (Spence & Rapee, 2016; see below), and some limited 

testing of the models with particularly with children, and also with adolescents has been 

conducted. For example, Hodson et al. (2008) used questionnaires to test the Clark and 

Wells model with 171 school children aged 11-14 years. Children high in social anxiety 

were found to score significantly higher than children low in social anxiety on all 

variables of the model tested, including negative social cognitions, safety behaviours, 

self-focused attention, and pre- and post-event processing.  

The Clark and Wells model has also been tested with 581 adolescents aged 14-

20 years (Schreiber, Höfling, Stangier, Bohn & Steil, 2012). Participants completed 

questionnaires that assessed social anxiety, depression, and the cognitive variables 
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within the model including negative social cognitions and social attitudes, self-focused 

attention and imagery, safety behaviours, and pre- and post-event processing. Results 

indicated that youth high in social anxiety scored significantly higher on each of the 

cognitive variables, and that social cognition, social attitudes, safety behaviours, and 

self-imagery predicted SAD after controlling for depression and gender.  

Another study testing the Clark and Wells’ model was conducted with 133 

adolescents in Finland with a mean age of 15.9 years. It was found that socially phobic 

youths exhibit elevated levels of negative self-focused cognitions, perceptions of 

negative observations by others and safety behaviours that are found in adults with SAD 

(Ranta et al., 2014). Further, another study with a community sample of 161 adolescents 

aged 14-18 years, found that participants with higher levels of social anxiety were found 

to experience more negative cognitions around their performance, with lower 

performance expectations, higher self-focused attention, and more negative perceptions 

of the audience (Blöte, Miers, Heyne, Clark & Westenberg, 2014). Thus, there is some 

evidence to suggest that the Clark and Wells’ model may be applicable to youth.  

The Rapee and Heimberg Cognitive-behavioral Model of Social Phobia has not 

to date been tested in its entirety with a youth population, although clearly the variables 

overlapping with the Clark and Wells’ model have been tested in the aforementioned 

studies (despite them being described as belonging to the Clark and Wells rather than 

the Rapee and Heimberg model). Nonetheless, some of the factors specific to the Rapee 

and Heimberg model, have been tested in a youth population. For example, 

Vassilopoulos et al. (2012) found that, consistent with the Rapee and Heimberg model, 

non-clinical groups of children aged 10-12 years with high levels of social anxiety 

perceive social situations in more negative and threatening ways that do those with low 

levels of social anxiety, which in turn affects mental representations of how they are 

seen by an audience. Similarly, Waters et al. (2012) found that children aged 5-12 years 
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with higher levels of SAD were more likely than controls to attend to threat cues in the 

form of faces communicating disapproval or criticism. Finally, attentional bias to threat 

and social anxiety was tested in 10-16-year-olds using emotional faces and a modified 

dot probe task to measure attentional bias (Zhao, Zhang, Chen & Zhou, 2014). Results 

demonstrated that attentional bias to threat was significantly and positively correlated 

with social anxiety for males in the study, with no such correlation being found for 

females. Hence, there exists preliminary support of the validity of the Rapee and 

Heimberg model with SAD youth, although further research is required.   

 

The Spence & Rapee Model of Aetiological and Maintaining Factors in SAD in 

Youth 

Only one model to date has attempted to explain the aetiological and 

maintaining factors of SAD in youth specifically. The Rapee and Spence model 

originally put forward in 2004 (Rapee & Spence, 2004) has very recently been updated 

(See Figure 3; Spence & Rapee, 2016). The new model proposes that genes and 

temperament, environmental factors, and behavioural and cognitive factors, merge in 

complex ways with cultural and personal factors, resulting in multifactorial pathways to 

SAD that differ between individuals. It is suggested that some of these factors combine 

and interact to increase the likelihood of the emergence of SAD in children and 

adolescents, while other factors have a protective, buffering effect that serve to lessen 

the impact of particular risk factors. Furthermore, the model recognizes that risk factors 

can be transactional and reciprocal, meaning that SAD sufferers might act in ways that 

influence their own social outcomes and which may exacerbate the symptoms known to 

induce or maintain the disorder. The Spence and Rapee model incorporates many of the 

variables detailed above that have been shown to make an important contribution to the 
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development of SAD. Following, are some unique aetiological and maintaining factors 

nominated by Spence and Rapee as playing a role in SAD in youth. 

 

 

Figure 3. A model of the development of social anxiety and Social Anxiety Disorder

  (Spence & Rapee, 2016, p. 63).  

 

Attention to Threat 

Attention to threat, and specifically the processing of social threat cues, is a 

factor proposed by Spence and Rapee (2016) to be linked to BI and the later 

development of SAD. A meta-analysis of neuroimaging studies demonstrated that adults 

with SAD showed increased bilateral amygdala activation when faced with stimuli that 

were socially emotive (Hattingh et al., 2013). In children and adolescents with SAD 

and/or behaviourally inhibited temperaments, brain images demonstrated a significantly 

greater activation of the amygdala in response to threatening facial stimuli than did 

brain images of non-anxious matched controls (Caouette & Guyer, 2014). However, as 

detailed by Spence and Rapee, these effects were also found in children with GAD 

(Hamm et al., 2014), suggesting that increased vigilance and emotional response to 
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social threat may not be specific to SAD, but rather might be characteristic of 

heightened anxiety. Further research into the contribution of threat responses in the 

aetiology of SAD is required.  

 

Cognitive Processes 

Cognitive factors are also thought to precipitate and contribute to SAD 

according to Spence and Rapee (2016). SAD is maintained by assumptions about social 

situations, perceptions of threat or social danger, thoughts about oneself, and thoughts 

of being negatively evaluated by others (Clark & Wells, 1995; Rapee & Heimberg, 

1997). Furthermore, the way this information is perceived and processed maintains the 

disorder (Clark & Wells, 1995; Mogg, Philippot & Bradley, 2004; Rapee & Heimberg, 

1997). In adults, thoughts of the socially anxious comprise biased and distorted 

interpretations of ambiguous social stimuli (Clark & Wells, 1995; Rapee & Heimberg, 

1997), and there is evidence that children and adolescents think similarly (Spence & 

Rapee, 2016). For example, compared to youth without SAD, young people with SAD 

are more likely to expect negative outcomes in social situations (Alfano et al., 2006), 

have more negative cognitions in social situations (Alfano et al., 2006; Kley, Tuschen-

Caffier & Heinrichs, 2012; Ranta et al., 2014) and have lower expectations and 

evaluations of their social performance (Alfano et al., 2006; Blöte et al., 2014). 

Furthermore, compared to youth without SAD, those with SAD have been found to 

engage in higher levels of self-focused attention (Blöte et al., 2014; Hodson et al., 2008; 

Kley et al., 2012; Schreiber et al., 2012), and pre- and post-event processing (Hodson et 

al., 2008). Thus, cognitive factors have been found to make an important contribution to 

the onset and maintenance of SAD.  
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Behavioural Factors 

There are a number of behavioural factors in the Spence and Rapee model 

(2016) proposed to be linked to the development and maintenance of SAD. These 

include deficits in social skills and social performance, and the use of safety behaviours. 

Avoidance of uncomfortable social situations, or having limited ability to engage in 

social situations, reduces the opportunity to develop one’s social skills. A young person 

with a deficit in social skills can be viewed by their peers as weaker and is, therefore, 

more likely to be bullied or rejected (Crawford & Manassis, 2011; Luchetti & Rapee, 

2014). Situations such as these can lead to more avoidance of social situations for the 

young person, as well as more negative beliefs about their performance in social 

situations as discussed above, and thus contribute to the development of SAD.  In 

addition, the use of safety behaviours may not only perpetuate SAD, but may also lead 

to the development of the disorder (Spence & Rapee, 2016). Safety behaviours can 

include reduced eye contact, speaking as little as possible, and acting in such a way as to 

avoid attracting attention (Kley et al., 2012) and each of these may have reciprocal 

relationships with each other. For example, a child not wishing to attract attention may 

avoid eye contact, and this behaviour may lead to fewer shared exchanges and over 

time, less practice and less confidence in social situations, which can, in turn, lead to a 

reduction in eye contact during social situations.  

In sum then, the Spence and Rapee (2016) model of the development of social 

anxiety proposes that genetic and biological influences, temperament, cognitive and 

behavioural factors, peer relationships, parenting, adverse life events and cultural 

elements, combine in complex intraindividual ways to result in the development of 

SAD. Thus, SAD develops via the principle of equifinality, via a complex interplay of 

biological, psychological and environmental factors.  
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Treatment of SAD in Youth 

Chapter 1 outlined in detail the various generic and SAD-specific CBT treatment 

programs that have been empirically tested. Alarmingly, despite the high prevalence of 

child and adolescent SAD, and its heavy toll on the sufferer, epidemiological studies 

have demonstrated that there are typically long delays before children and adolescents 

suffering with SAD present for treatment, and that there are low rates of treatment 

uptake among affected youth. Indeed, it has been reported that than only 5% of 

individuals with SAD seek treatment in the first year following onset, with median 

delays of 16 years for treatment (Wang et al., 2005).  

There is some evidence to suggest that youth afflicted with SAD respond less 

favourably to the generic anxiety treatments outlined in Chapter 1 compared to youth 

with other anxiety disorders. For example, the Child/Adolescent Anxiety Multimodal 

Study (Ginsburg et al., 2011) was a multisite clinical trial of 488 youth aged 7–17 years. 

Within the study, response and remission rates for children and adolescents with SAD, 

Separation Anxiety and/or GAD were investigated following 12 weeks of treatment 

with CBT, sertraline, a combination of these, or a placebo pill. All youth responded best 

with the combined treatment approach and results at 12 weeks demonstrated that youth 

without SAD were significantly more likely to achieve remission (88%) than were 

youth with SAD (64%). Indeed, predictors of remission included the absence of SAD, 

and the absence of comorbid anxiety disorders (Ginsburg et al., 2011).  

Similar results were found in a study of 842 clinical youth aged 6-18 years 

where children with primary SAD demonstrated the poorest outcomes following 

treatment when compared to children with any other anxiety disorder. Indeed, SAD 

youth were almost twice as likely as children with primary GAD to retain their 

diagnosis following treatment, with only 22.3% of youth with SAD being diagnosis free 

following treatment, and only 30.7% being free of SAD at follow-up (Hudson, Rapee et 
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al., 2015). In comparison, youth with other anxiety disorders achieved a remission rate 

of 40% at post-treatment and 56-57% by follow-up. Moreover, the poorer treatment 

outcomes for youth with SAD could not be explained by differences in age, comorbid 

depression or parental psychopathology. In another study involving a collation of data 

gathered from multiple sites with 1519 anxiety disordered youth aged 5-18 years, those 

with a primary diagnosis of SAD were almost twice as likely as youth with primary 

GAD to retain their primary diagnosis both immediately following treatment and at 12-

month follow-up (Hudson, Keers, et al., 2015). Thus, although generic programs are 

effective for many anxiety disorders, there is some evidence to suggest that they might 

not be quite as effective for SAD (Ginsburg et al., 2011; Kendall et al., 2012). Indeed, 

when one examines the results of the SAD-specific treatments outlined in Chapter 1, it 

would seem that they achieve considerably better results than generic treatments for 

youth affected with SAD, suggesting that disorder specific interventions may be 

preferable. 

 

Chapter Summary 

Evidence suggests that SAD, particularly SAD that occurs in childhood and 

adolescence, is a highly prevalent disorder with a chronic course that can severely 

debilitate sufferers and impacts upon them for decades. It is associated with a reduced 

quality of life, lower educational attainment, and is often accompanied by psychological 

comorbidities. SAD develops via complex and multifactorial pathways, with research 

suggesting that various combinations of genetics, biology, temperament, traumatic or 

negative life events, parenting, attention to threat, and environmental, cognitive and 

behavioural factors are associated with the development and maintenance of the 

disorder. Cognitive models explaining the development and maintenance of social 

anxiety have been put forward and have formed the basis of ongoing research and 
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targeted treatment programs predominantly for adults. However, the models are 

increasingly being used to research and treat the presentation of SAD in youth. Finally, 

generic anxiety treatments have been found to be less effective for SAD compared to 

other disorders, with the majority of SAD-specific programs appearing to be more 

efficacious.  

The next chapter, Chapter 3, reviews the literature on Generalized Anxiety 

Disorder (GAD). GAD is a common disorder in childhood and adolescence and is 

frequently comorbid with SAD. The chapter will review the literature on GAD, 

commencing with a history of the disorder, followed by its epidemiology and aetiology. 

The chapter will include a discussion of normal versus pathological worry, present the 

theoretical models used to describe the factors that maintain GAD, and will discuss the 

cognitive factors associated with worry and GAD.  
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As noted in Chapter 1, Generalized Anxiety Disorder (GAD) is characterised by 

excessive and uncontrollable worry that occurs across a number of domains, more days 

than not, for a period of at least six months (American Psychiatric Association, 2013). 

The excessive, clinical-level worry is typically accompanied by somatic complaints that 

can include tight or aching muscles, irritability, restlessness, fatigue, a feeling of being 

on edge or keyed-up, or of being unable to relax and unwind (American Psychiatric 

Association, 2013). GAD is a highly prevalent disorder that can occur in children, 

adolescents and adults, and that bestows significant detrimental outcomes on those 

afflicted with it. Surprisingly, GAD is a disorder that has received limited research 

attention, particularly in child and adolescent populations (Boschen, 2008; Dugas, 

Anderson, Deschenes & Donegan, 2010; Turk & Mennin, 2011). As will be discussed, 

reasons for the relative dearth of research investigating GAD, particularly with youth 

populations, may include its delay in being ascribed as a discreet diagnosable condition 

for children and adolescents in earlier versions of the DSM, and because children were 

not thought to be cognitively capable of worrying until relatively recently.  

This chapter will begin by providing an overview of worry, which is the 

hallmark symptom of GAD, and will then outline the history, epidemiology and 

phenomenology of GAD in adults, adolescents and children. The chapter will also 

discuss the research conducted to date on worry and its associated cognitive elements, 

namely, intolerance of uncertainty (IU), positive and negative beliefs about worry 

(PBW and NBW), negative problem orientation (NPO) and cognitive avoidance (CA).  

Finally, the chapter will review the theoretical models of GAD, and will provide a brief 

overview of the research empirically testing these models across the lifespan.   

 

 

 



	 102	

Worry in GAD 

As mentioned, worry that is excessive and uncontrollable and that occurs across 

multiple domains (such as work, family and health), is the cardinal diagnostic criteria of 

GAD (American Psychiatric Association, 2013). One of the most frequently cited 

definitions of worry in the literature is that provided by Borkovec and colleagues, who 

define worry as a “...chain of thoughts and images, negatively affect-laden and 

relatively uncontrollable, it represents an attempt to engage in mental problem-solving 

on an issue whose outcome is uncertain but contains the possibility of one or more 

negative outcomes; consequently, worry relates closely to the fear process” (Borkovec, 

Robinson, Pruzinsky & DePree, 1983, p. 10). This definition posits worry as a cognitive 

process in which worriers engage in negative self-talk regarding possible impending 

adverse events and their likely outcomes and impact on their lives. Borkovec et al.’s 

cognitive definition of worry is distinct from the physiological components that 

typically comprise anxiety, emphasizing instead the more pathological and clinical 

manifestations of worry that are typically observed in GAD (Turk & Mennin, 2011). 

Hence, GAD-like worry comprises both cognitive and physiological components.  

 Worry is a common and normal phenomenon experienced by most people across 

all age groups in response to daily hassles and stressors. Worry themes for most people 

include finances, work or study, relationships, the future, health, time, the meaning and 

purpose of life, daily hassles, personal appearance, and safety (Dugas, Freeston, Doucet, 

Lachance & Ladouceur, 1995). Whereas adults tend to worry about family, the future 

(Dugas et al., 1998) and social threat or scrutiny, children are more likely to worry 

about their own safety, something bad happening to their caregivers, doing well at 

school, their own health and that of their loved ones, death, and for older children, 

social issues such as homelessness or broader problems such as war, crime and natural 
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disasters (Muris, 2007; Muris, Luermans, Merckelbach & Mayer, 2000; Muris, 

Meesters, Smulders & Mayer, 2005; Szabó, 2009; Tallis & Eysenck, 1994).   

What distinguishes normal from pathological worry, is not the content of the 

worry, but the intensity, frequency, uncontrollability and pervasiveness of worry (Dugas 

& Robichaud, 2007; Mennin, Turk, Heimberg & Carmin, 2004). Indeed, those with 

GAD have been found to worry about the same things as people without GAD (Roemer, 

Molina & Borkovec, 1997) and worry is common across all of the anxiety disorders 

(DiNardo & Barlow, 1990), However, worry is more severe, pervasive and 

uncontrollable in the context of GAD (Ladouceur et al., 1999). 

 

Worry in youth. Worry is common among children and adolescents. Research 

indicates that between 38% to 70% of children aged four to 13 years, experience at least 

some worry at some time (Muris, 2007; Muris, Luermans, et al., 2000; Muris et al., 

2005; Tallis & Eysenck, 1994). In order to worry, children need to be cognitively 

capable of thinking abstractly, of understanding cause and effect relationships, and of 

imagining future catastrophic possibilities (Vasey, 1993). Worry in children develops 

along a predetermined trajectory, with children aged from four to six years being in the 

stage described by Piaget as the preoperational stage (Piaget, 1965, 1970). Children in 

this age group typically experience fears that centre on immediate and concrete threats 

(Muris, Merckelbach, Gadet & Moulaert, 2000), and they have a limited capacity to 

consider the future (Vasey, 1993). Thus, worry is not prevalent among children in this 

age group.  

By seven to 12 years of age, children reach the concrete operational stage of 

middle childhood (Piaget, 1970) and as a result, can worry because they begin to 

understand cause and effect relationships and imagine and anticipate potential 

negative outcomes and possibilities (Bacow, Pincus, Ehrenreich & Brody, 2009; Ellis 
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& Hudson, 2010; Farrell & Barrett, 2006; Laugesen, Dugas & Bukowski, 2003; 

Muris, 2007; Muris, Merckelbach, et al., 2000; Vasey, 1993; Vasey, Crnic & Carter, 

1994). Thus, although children as young as five years of age are able to describe 

worrisome thoughts, the worry thoughts of older children have been found to be more 

elaborate and varied (Kertz & Woodruff-Borden, 2011). In a study investigating worry 

in a community sample of children aged five to 12 years, worry was reported across all 

age groups, but was more common and prominent in children aged over seven years 

(Vasey et al., 1994). These results were replicated by Muris et al., (Muris, Merckelbach, 

et al., 2000), who also found greater levels of worry in children aged seven years and 

above, compared to children aged from four to six years.  

As outlined above, GAD is essentially a disorder of worry. Children and 

adolescents diagnosed with GAD have consistently been found to have significantly 

higher levels of worry compared to children diagnosed with other anxiety disorders, and 

positive correlations between worry and anxiety in childhood and adolescence have 

consistently been reported in community and clinical youth populations (T. A. Brown, 

Antony & Barlow, 1992; Chorpita et al., 1997; Muris et al., 1998; Perrin & Last, 1997; 

Silverman, La Greca & Wasserstein, 1995; Tracey, Chorpita, Douban & Barlow, 1997; 

Weems, Silverman & La Greca, 2000). Overall therefore, there is robust evidence that 

children as young as seven, as well as adolescents, can and do worry, and that they can 

also suffer with GAD.  

 

History of Generalized Anxiety Disorder 

 Interestingly, less is known about the aetiology and epidemiology of GAD than 

is known about other anxiety disorders (Masi et al., 2004; Turk & Mennin, 2011). It 

took a considerable length of time for GAD to be recognised as a valid diagnosis, and it 

has undergone numerous changes to its conceptualisation and definition, thus placing it 
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somewhat behind the other anxiety disorders in terms of research progress (Mennin et 

al., 2004; Turk & Mennin, 2011). However, while more remains to be discovered about 

the disorder, research on GAD across the lifespan is now flourishing.   

 

DSM-III and DSM-III-R 

GAD was first introduced as a discreet disorder in the third edition of the DSM 

(American Psychiatric Association, 1980). However, the disorder was considered a 

'residual disorder' because a diagnosis of GAD could only be given when mood and all 

other anxiety disorders had been ruled out (Dugas & Robichaud, 2007; Turk & Mennin, 

2011). At the time, GAD was poorly defined, and its criteria was confusing, meaning 

that it tended to be given only to those with significant anxiety in the absence of fearful 

avoidance and / or panic (Barlow, 1988; Turk & Mennin, 2011).  The central features of 

GAD in the DSM-III were recurrent anxiety with several associated symptoms 

including motor tension, autonomic hyperactivity and apprehensive expectation 

(American Psychiatric Association, 1980). 

Children meeting diagnostic criteria could technically be diagnosed with GAD. 

However, as noted in Chapter 2, a diagnosis of Overanxious Disorder of Childhood and 

Adolescence was also included in DSM-III-R and was most often given to children 

displaying generalised anxiety symptoms (American Psychiatric Association, 1980). 

Like GAD, Overanxious Disorder could only be assigned once mood and all other 

anxiety disorders had been eliminated. These two diagnostic categories overlapped 

considerably and both suffered from poor definitional criteria, rendering GAD and 

Overanxious Disorder unreliable and unstable diagnostic categories (Albano & Hack, 

2004).  

Under DSM-III-R, several important revisions were made, with the most 

important being that GAD was no longer viewed as a residual disorder, and could now 
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be diagnosed alongside other mood or anxiety disorders if indicated (Dugas & 

Robichaud, 2007; Mennin et al., 2004). Importantly, under DSM-III-R, excessive and 

unrealistic worry was nominated as the central feature of GAD, and the worry had to 

occur across two or more domains, with a six-month duration required for a diagnosis to 

be made (APA, 1987; Dugas & Robichaud, 2007; Mennin et al., 2004). Although GAD 

could now be viewed as a separate diagnostic entity in its own right, Overanxious 

Disorder remained as a diagnosis for children, and diagnostic confusion over these two 

categories persisted. 

 

DSM-IV and DSM-IV-TR 

Under the DSM-IV, the diagnostic criteria of GAD underwent further significant 

modifications (American Psychiatric Association, 1994). Excessive worry and anxiety 

remained cardinal features of GAD, and the criteria was modified from ‘excessive and 

unrealistic’ worry and anxiety to ‘difficult to control’ worry and anxiety. The excessive 

worry had to occur on more days than not for a period of at least six months (American 

Psychiatric Association, 1994). Additionally, the worry or anxiety had to be associated 

with at least three of the following six symptoms: restlessness; fatigue; impaired 

concentration; irritability; muscle tension; and sleep disturbance, and the worry must 

have led to significant distress or impairment in daily living (APA, 1994). Many of the 

somatic symptoms, such as hyperactivity, motor tension and vigilance or scanning, that 

were required for a diagnosis of GAD under the DSM-III-R, were removed.  

Importantly, Overanxious Disorder and GAD were merged into a unitary disorder. No 

further changes were made to the diagnostic criteria of GAD under the DSM-IV-TR.   
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DSM-5 

There are very minimal changes to GAD under DSM-5. While the primary 

criteria remain unchanged, there are minor wording alterations. For example, the 

reference to Axis I disorders has been removed, and adjustments have been made to 

reflect the addition of new disorders and / or newly named disorders in the DSM-5, such 

as Social Anxiety Disorder, Somatic Symptom Disorder, and Illness Anxiety Disorder. 

The DSM-5 also emphasizes that excessive worrying has to occur more days than not, 

and that the worry has to occur across a number of different topics. See Table 2 for the 

full DSM-5 diagnostic criteria for GAD. 

 

 

Table 2 

Diagnostic Criteria for 300.02 (F41.1) Generalized Anxiety Disorder according to the 

Diagnostic and Statistical Mental Disorders –Fifth Edition (APA, 2013). 

A. Excessive anxiety and worry (apprehensive expectation), occurring more days than 

not for at least 6 months, about a number of events or activities (such as work or 

school performance); 

B. The individual finds it difficult to control the worry; 

C. The anxiety and worry are associated with three (or more) of the following six 

symptoms (with at least some symptoms present for more days than not for the 

past 6 months). Note: Only one item is required in children; 

(1) restlessness or feeling keyed up or on edge; 

(2) being easily fatigued; 

(3) difficulty concentrating or mind going blank; 

(4) irritability; 

(5) muscle tension; 
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(6) sleep disturbance (difficulty falling or staying asleep, or restless

unsatisfying sleep). 

D. The anxiety, worry, or physical symptoms cause clinically significant distress or

impairment in social, occupational, or other important areas of functioning;

E. The disturbance is not attributable to the physiological effects of a substance (e.g.,

a drug of abuse, a medication) or another medical condition (e.g.,

hyperthyroidism);

F. The disturbance is not better explained by another mental disorder (e.g., anxiety or

worry about having panic attacks in panic disorder, negative evaluation in social

anxiety disorder (social phobia), contamination or other obsession in obsessive-

compulsive disorder, separation from attachment figures in separation anxiety 

disorder, reminders of traumatic events in posttraumatic stress disorder, gaining 

weight in anorexia nervosa, physical complaints in somatic symptom disorder, 

perceived appearance flaws in body dysmorphic disorder, having a serious illness 

in illness anxiety disorder, or the content of delusional beliefs in schizophrenia or 

delusional disorder). 

Epidemiology of GAD 

Presentation 

Adults with GAD may present as fatigued, due to sleep difficulties and muscle 

tension. Youth with GAD may present as well-behaved and compliant in an effort to 

avoid getting into trouble and having more to worry about. Young people with GAD 

typically set themselves high academic goals and are often plagued by high levels of 

self-doubt, leading them to worry excessively about failing tests or doing poorly at 
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school despite evidence to the contrary (Albano & Hack, 2004). As well as experiencing 

high levels of self-doubt, young people and adults with GAD are also often highly 

perfectionistic (Robin et al., 2006), a trait that helps them to avoid having to worry 

about making errors or forgetting something important. In addition, young people and 

adults with GAD often express their worry by asking numerous “what if” questions 

such as, “What if we get robbed?” because GAD sufferers tend to overestimate the 

likelihood of bad things happening and underestimate their ability to cope in such a 

situation (Albano & Hack, 2004). 

 

Prevalence 

The lifetime prevalence of GAD in adults ranges from 5.1%-8.7% (Kessler, 

1994; Kessler, Berglund, et al., 2005; Watterson, Williams, Lavorato & Patten, 2016), 

with a 12 month prevalence of 3.1% (Kessler, Chiu, Demler & Walters, 2005).  

Prevalence estimates for GAD in young people are difficult to ascertain and wide 

variations have been reported across epidemiological studies, likely due to the 

diagnostic changes that have occurred with respect to GAD and associated categories 

(such as Overanxious Disorder) over the years. Indeed, point prevalence rates for youth 

GAD have been found to range from 0.47% to 8.8% (Anderson et al., 1987; Benjamin 

et al., 1990; Cartwright-Hatton et al., 2006; T. Ford, Goodman & Meltzer, 2003; 

Lewinsohn et al., 1993), with six-month prevalence rates of approximately 2.8% 

(Breton et al., 1999), and lifetime prevalence rates of 0.4% to 5.7% (Essau et al., 2000b; 

Kessler, Berglund, et al., 2005; Lewinsohn et al., 1993; Wittchen, Zhao, Kessler & 

Eaton, 1994).  

Interestingly, despite the improvements made to GAD diagnostic criteria since 

DSM-IV-TR, the reliability of GAD as a diagnosis is among the lowest of all anxiety 

disorders (T. A. Brown, Di Nardo, Lehman & Campbell, 2001). It would seem that 
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researchers and clinicians alike, have difficulty identifying and diagnosing GAD 

(Roemer & Orsillo, 2002). Thus, prevalence rates reported for GAD, particularly in 

youth, are likely conservative and probably underestimate the true numbers of children 

and adolescents afflicted with the disorder.  

 

Age of Onset and Gender 

The average age of onset for GAD has been difficult to assess because many 

sufferers report a slow and insidious onset, thus obscuring the age at which GAD first 

emerges (Rapee, 2001). While many anxiety disorders have a median onset of around 

11 years of age, the median age of onset for GAD is 31 years (Kessler, Berglund, et al., 

2005). However, GAD can onset at any age across the lifespan (after age seven years as 

discussed above), with 25% of cases occurring before the age of 20 years, 50% 

appearing between the ages of 20 and 47 years, and 25% occurring after the age of 47 

years (Kessler, Berglund, et al., 2005). When GAD onsets in childhood, it tends to 

emerge between the ages of seven to 13 years, with an average onset age of eight to 10 

years of age (Dugas & Robichaud, 2007; Jarrett, Black, Rapport, Grills-Taquechel & 

Ollendick, 2015; Last et al., 1992; Masi et al., 1999; Wittchen et al., 1994). With respect 

to gender, GAD is twice as common in adult females than males (Turk & Mennin, 

2011) and in youth, girls are up to six times more likely than boys to develop the 

disorder (Bowen, Offord & Boyle, 1990; McGee et al., 1990; McLean & Anderson, 

2009). 

 

Course 

GAD typically follows a chronic course, can be difficult to treat, and its 

symptoms may be heightened in response to stress (T. A. Brown, Barlow & Liebowitz, 

1994; Kertz & Woodruff-Borden, 2011; Newman, Llera, Erickson, Przeworski & 
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Castonguay, 2013; Turk & Mennin, 2011). In 2005, a prospective study found that 42% 

of those who entered the study with a primary diagnosis of GAD continued to hold the 

diagnosis 12 years later (Bruce et al., 2005). Additionally, of those who no longer held 

the diagnosis at the 12-year mark, half had experienced relapse over the course of the 

study, and on average, had experienced GAD 74% of the time over the 12-year study 

period. Hence, GAD presents as a chronic condition with low rates of recovery and high 

rates of relapse. 

To date, there has been limited research conducted on the developmental course 

and long-term consequences of GAD in children and adolescents (Albano & Hack, 

2004).   It is not uncommon for the symptoms of GAD to go unnoticed for some time by 

parents and teachers because children and young people with GAD are often well-

behaved and eager to please adults (Dugas & Robichaud, 2007; Kendall, Pimentel, et 

al., 2004). Thus, not only the onset, but the course of GAD in youth is difficult to 

determine.  

 

Comorbidity 

Around 90% of those with GAD have at least one other comorbid disorder 

(Grant et al., 2004; Sanderson & Barlow, 1990; Wittchen et al., 1994). Common 

comorbid conditions include alcohol and drug abuse or misuse (Grant et al., 2004; 

Wittchen et al., 1994), SAD and Panic Disorder (Gonçalves, Pachana & Byrne, 2011; 

Grant et al., 2004; Hunt, Issakidis & Andrews, 2002; Turk & Mennin, 2011). Indeed, in 

treatment-seeking samples, SAD is the most common comorbid diagnosis, with rates 

between 23% and 43% (T. A. Brown et al., 1994; Kessler, Chiu, et al., 2005; Newman, 

Przeworski, Fisher & Borkovec, 2010).  

In children and adolescents suffering with GAD, comorbidity is also common. 

In fact, between 53% and 93% of children and adolescents with GAD present with one 
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or more comorbid anxiety or depressive disorders (Avenevoli, Swendsen, He, Burstein 

& Merikangas, 2015; Bacow et al., 2009; Benjamin et al., 1990; Blanco et al., 2015; 

Kashani & Orvaschel, 1990; Layne et al., 2009; Masi et al., 2004). Older adolescents 

with GAD aged under 18 years, have also been found to suffer with high rates of 

alcohol and drug use or abuse (Conway, Swendsen, Husky, He & Merikangas, 2016).  

 

Interference 

GAD is associated with significant impairment, with most individuals 

experiencing clinical levels of worry for more than half of every day (Kessler, DuPont, 

Berglund & Wittchen, 1999). Adult GAD sufferers are more likely to have role 

impairments (e.g. marital separation or unemployment) and poor social functioning 

(Sanderson & Barlow, 1990; Stein & Heimberg, 2004; Wittchen et al., 1994). Indeed, a 

study with more than 8,000, 15 to 64-year-old Canadians found that GAD was 

associated with poorer satisfaction with one’s family life, and a poorer sense of overall 

well-being, even after controlling for comorbid Major Depressive Disorder (Stein & 

Heimberg, 2004).  

To date, there is less research on the inference of GAD in youth populations than 

in adult populations (Albano & Hack, 2004). According to Albano and Hack, children 

and adolescents with GAD may have difficulty concentrating on schoolwork due to 

intrusive and uncontrollable worry, which in turn can affect their academic 

performance. As a result, they can experience decreased self-confidence and develop 

nervous habits such as nail biting or skin picking (Albano & Hack, 2004). Sleep-related 

difficulties, including insomnia or difficulty initiating or maintaining sleep, as well as 

sleep that is unsatisfying or disrupted, are extremely common in young people with 

GAD, are a direct consequence of the worry they engage in at bedtime (Alfano, 

Reynolds, Scott, Dahl & Mellman, 2013; Mullin et al., 2016). In fact, Alfano et al. 
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(Alfano, Ginsburg & Kingery, 2007) found that, across all of the anxiety disorders, 

sleep related problems are most common among children and adolescents with GAD.  

For some young people, the impacts of GAD can lead to ostracism from peers 

and an escalating pattern of avoidance that can result in social withdrawal or school 

refusal (Albano & Hack, 2004).  In addition, the presence of GAD in adolescence 

predicts a two- to three-fold increase in risk for adulthood anxiety and depression. This 

was demonstrated by Pine and colleagues who followed 111 children and adolescents in 

a prospective study, and found that having a diagnosis of GAD at the initial assessment 

significantly predicted the emergence of SAD, depression and Panic Disorder at the 9-

year follow-up (Pine et al., 1998). Thus, GAD brings with it a myriad of negative 

consequences for adults and youth. 

 Also negatively impacting the course of GAD appears to be a younger age of 

onset, with those developing GAD at a younger age having greater functional 

impairment, and a greater array of comorbidities including Major Depressive Disorder, 

alcohol or other substance use disorders, or having comorbid anxiety disorders, in 

particular SAD (Bruce et al., 2005; Turk & Mennin, 2011; Watterson et al., 2016). In 

fact, treatment seeking individuals with GAD rated their quality of life in only the 5th 

percentile compared to average scores from non-clinical participants in the same study 

(Henning, Turk, Mennin, Fresco & Heimberg, 2007). 

 

Aetiology 

Although GAD is a chronic and prevalent disorder, relatively little is known 

about its aetiology (Kertz & Woodruff-Borden, 2013; Rapee, 2001), and most of what is 

known about the factors underpinning its development is based on generic models of 

developmental psychopathology and anxiety. As discussed in Chapter 1, anxiety 

disorders, including GAD, emerge as a consequence of a complex interplay of 
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biological, psychological and environmental risk factors (Vasey & Dadds, 2001). This 

section will expand upon the information presented in Chapter 1 by discussing the 

etiological factors that are specific to GAD in youth. 

Kertz and Woodruff-Borden (2011) have proposed a speculative model to 

explain the developmental psychopathology of worry and GAD in children (see Figure 

4). The model hypothesises that biological vulnerability factors, including genetics and 

temperament, interact with parental factors, such as parental anxiety and modelling of 

anxious behaviours, as well as with the child’s ability to regulate their emotions. These 

factors are also proposed to interact with some of the cognitive vulnerability factors 

nominated as playing a role in adult GAD, such as problem orientation, beliefs about 

worry and intolerance of uncertainty, each of which will be discussed in greater detail 

later in this chapter.  

According to the model, there is no unified pathway to the development of 

GAD, and each risk factor interacts with other risk factors in various ways in each 

individual. Kertz and Woodruff-Borden suggest that the risk factors for the 

development of GAD nominated in the model are further complicated by the principles 

of multifinality and equifinality. The multifinality principle states that the vulnerability 

factors in the model may not function in the same way across children or contexts, and 

may result in varying outcomes for different individuals. In contrast, equifinality 

suggests that there are numerous pathways to the development of pathology including 

GAD. Aspects of the model will be expanded upon below in the general discussion of 

factors that contribute to the development of GAD. 
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Figure 4. Kertz and Woodruff-Borden’s (2011) model of the developmental 

psychopathology of worry.  

 

Genetics and Biological Contributions 

While genetic links to anxiety disorders more generally have been investigated, 

only a few studies have examined GAD specifically. Evidence from twin studies 

suggests that GAD is heritable and aggregates in families, with around 32% of the 

variation in the population risk for GAD attributable to genetic variation (Dunn et al., 

2016; Hettema et al., 2001; Kendler, Neale, Kessler, Heath & Eaves, 1992; Kendler et 

al., 1995; Kertz & Woodruff-Borden, 2011). Compared to first degree relatives without 

GAD, first degree relatives of people with GAD have six times the odds of having GAD 

(Hettema et al., 2001).  

In terms of a search for specific genes responsible for GAD, a genome-wide 

association study of GAD was recently conducted (Dunn et al., 2016). The gene 

rs78602344, located on chromosome six, was investigated in relation to the 
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development of GAD, although the findings were inconclusive (Dunn et al., 2016). 

Similarly, prior research has identified an association between GAD and serotonin 

genes and monoamine oxidase A (Gregory, Lau & Eley, 2008), and genetic studies have 

indicated a strong relationship between GAD and depression, suggesting that 

environmental stressors likely interact with genetic vulnerability to produce symptoms 

of rumination and worry that are linked to GAD and depression (Dunn et al., 2016; 

Kessler et al., 1999; Moffitt et al., 2007; Turk & Mennin, 2011). Taken together, current 

understanding is that a specific gene is unlikely to be responsible for the development of 

GAD and it is more likely that the presence of GAD is mediated by several vulnerability 

factors which may be partly genetically determined (Dunn et al., 2016; Rapee, 2001).  

 

Temperament 

Temperament is another factor nominated in the speculative model proposed by 

Kertz and Woodruff-Borden (2011) as being integral to the development of GAD. 

However, although temperament and behavioural inhibition (BI) have been linked to 

anxiety generally, there are very few studies investigating specific links to GAD.  In the 

Kertz and Woodruff-Borden model, temperament has been proposed to incorporate 

aspects of BI, as well as harm avoidance. In a study conducted by Rettew et al. (Rettew, 

Doyle, Kwan, Stanger & Hudziak, 2006), a strong association was found between the 

temperamental trait of harm avoidance and GAD in adults and children. However, the 

researchers concluded that harm avoidance was neither necessary nor sufficient to 

determine diagnostic status for GAD (Rettew et al., 2006). Thus, research examining 

the contribution of temperament as a risk factor for GAD is inconclusive, sparse, and 

requires replication and extension.  
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Traumatic, negative or stressful life events  

Once again, research on specific links between traumatic or stressful life events 

and GAD, is extremely sparse. However, generalized anxiety symptoms have been 

found to associate with maltreatment, behavioural difficulties during childhood, low 

socioeconomic status, a family history of depression, and previous experience of 

significant humiliation or dangerous events (Kendler, Hettema, Butera, Gardner & 

Prescott, 2003). Childhood risk factors for GAD were investigated in a large study of 

1037 participants who were followed from birth to age 32 years (Moffitt et al., 2007). 

Participants were assessed throughout childhood (every two years from age three to age 

15 years) for prospective risk factors including genetic factors, adverse family 

environments and temperament. The presence of GAD and depression were assessed at 

ages 18, 21, 26 and 32 years. Based on questionnaire data, the later development of 

GAD was linked to self-reports of unspecified traumatic, negative or stressful life 

events in terms of the presence of maternal internalizing symptoms, having a low SES, 

and experiencing maltreatment as a child (Moffitt et al., 2007). Further research 

examining the role of specific traumatic, negative or stressful life events in the 

development of GAD is required.  

 

Parenting 

Chapter 1 outlined parenting factors that influence the emergence of anxiety 

disorders generally, and these same parenting factors are included in the Kertz and 

Woodruff-Borden model (2011) of worry and GAD development in children. 

Furthermore, a number of empirical studies have been conducted on the influence of 

parenting factors in youth GAD. In one community study, 159 primary school aged 

children responded to a questionnaire measuring their perceptions of parental rearing 

behaviours, attachment, and worry (Muris, Meesters, Merckelbach & Hülsenbeck, 
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2000). Results indicated that parental rejection and anxious rearing were positively 

associated with worry, and that children who rated themselves as insecurely attached 

were more likely than securely attached children to have higher levels of worry. The 

finding that an insecure attachment style is associated with higher levels of worry has 

also been identified by other researchers (A. M. Brown & Whiteside, 2008; Cassidy, 

Lichtenstein-Phelps, Sibrava, Thomas & Borkovec, 2009; Muris, Mayer & Meesters, 

2000; Muris, Meesters, van Melick & Zwambag, 2001).  

In another study of 220 adolescents aged 13 to 16 years who attended a regular 

high school, parental rearing and worry were assessed (Muris, 2002). A significant 

correlation was found between anxious rearing and overprotection, and higher levels of 

worry. For boys, only anxious rearing was found to be significantly associated with 

worry, whereas for girls, both anxious rearing and overprotection were related to higher 

levels of worry (Muris, 2002). Finally, in another study with 1106 non-anxious 

adolescents aged 12 to 19 years, significant correlations were found between GAD 

symptoms and perceived parental alienation, rejection, and control (Hale, Engels & 

Meeus, 2006). Thus, based on the studies presented, it would seem that overprotective 

parenting, parental rejection and attachment style may all be associated with GAD, 

however the amount of variance in child anxiety that is directly associated with 

parenting alone is difficult to determine based on the research conducted to date. In 

addition, it is difficult to determine from these studies whether, or if, parenting style 

might be specifically related GAD rather than anxiety more generally. Hence, further 

research is clearly indicated before the contribution of parenting to GAD can be 

determined. 

Having so far presented an overview of the history, epidemiology and aetiology 

of GAD in this chapter, the conceptual models of worry and GAD will now be 

discussed.   
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Models of Generalized Anxiety Disorder 

 There are two prominent conceptual models of GAD that form the foundation of 

current understanding about the factors maintaining the disorder in adults. The first is 

Wells’ Meta-Cognitive Model of Generalized Anxiety Disorder (A. Wells, 1995), and 

the second is Dugas’ Cognitive Model of Worry and GAD (Dugas et al., 1998; Dugas & 

Robichaud, 2007).  

 

Wells’ Meta-Cognitive Model of Generalized Anxiety Disorder   

 Wells’ metacognitive model of GAD (A. Wells, 1995; see Figure 5) holds that 

there a number of metacognitive processes that occur during worry and GAD, and that 

those with GAD use worry in order to cope with stress inducing triggers. Metacognitive 

processes, including thoughts and beliefs about thinking, are then activated. Wells 

suggests that those with GAD are more likely to believe that their worrying is beneficial 

and that they therefore hold positive beliefs about their worry (PBW). PBW focus on 

the utility of worry as a coping strategy (A. Wells, 1997). For example, some worriers 

believe that catastrophising or ruminating on problems helps them to think through the 

various options available (Borkovec et al., 1983; Gosselin et al., 2007), helps them to 

cope (A. Wells, 1995), motivates action, is a useful distraction (Freeston, Rhéaume, 

Letarte, Dugas & Ladouceur, 1994), reduces guilt or avoids disappointment, or may, by 

superstition, lessen the likelihood of bad events occurring (A. Wells, 1995).  

 According to the model, thoughts then trigger what Wells refers to as Type 1 

worry that includes general worry about everyday external events (e.g. worry about the 

safety of a family member), as well as concerns about the internal physiological 

sensations that might be experienced alongside worry or anxiety. Type 1 worry can then 

trigger negative beliefs about worry (NBW; e.g., “If I worry too much, I could go 

crazy”) which in turn can then lead to metacognitive ‘worry about worry’ that Wells 
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describes as Type 2 worry (e.g. thinking “If I worry too much, I’ll get sick”). NBW 

centre on the mental and physical effects of excessive worry, and people who hold 

NBW interpret their worry as harmful, dangerous, uncontrollable and capable of making 

them sick or go crazy (A. Wells, 1995).  

According to Wells, engaging in Type 2 worry prolongs worry episodes, 

prevents the complete processing of Type 1 worries, and may prolong engagement in 

dysfunctional meta-cognitive beliefs, which may influence the processing of other 

cognitions (A. Wells, 1995). According to Wells (1995), adults with GAD are in a state 

of cognitive dissonance due to holding competing beliefs about both the utility and 

adverse effects of worry. It is Type 2 worry that Wells contends distinguishes normal 

from clinical worry (A. Wells, 1997). Once Type 2 worry has commenced, there are 

three processes that maintain it:  behaviour, such as avoiding worry cues and 

continually seeking reassurance; control strategies, such as attempts to suppress 

worrying thoughts or distract oneself from upsetting worries; and finally, the worry 

itself which serves as a distraction from experiencing emotional distress (Fisher & 

Wells, 2011; A. Wells, 1995).  

Figure 5. Wells’ Metacognitive Model of Generalized Anxiety Disorder (A. Wells, 

1995; 1997, p. 204) 
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Dugas’ Cognitive Model of Worry and GAD   

The second model of GAD has been proposed by Dugas and colleagues (Dugas, 

Marchand & Ladouceur, 2005; Dugas & Robichaud, 2007; Dugas et al., 2007, see 

Figure 6) and outlines four cognitive factors involved in the aetiology and maintenance 

of GAD: intolerance of uncertainty, positive beliefs about worry, negative problem 

orientation and cognitive avoidance. The Dugas model is similar in many ways to the 

Wells (1995) model. However, one of the most important differences between the two, 

is the centrality of intolerance of uncertainty to the Dugas et al. model.  

Dugas and Robichaud (2007) define intolerance of uncertainty (IU) as an 

individual dispositional characteristic that originates from a set of maladaptive beliefs 

about uncertainty, and beliefs about its presence and likely consequences. Those with 

elevated levels of IU react negatively to uncertain or ambiguous situations, on 

emotional, behavioural and cognitive levels (Freeston et al., 1994). For these 

individuals, uncertainty and ambiguity is upsetting and impacts upon their ability to 

cope with stressors. Indeed, they may go to great lengths to avoid uncertainty and may 

be unable to proceed or engage effectively in the face of it (Buhr & Dugas, 2002). 

According to the model, those with GAD experience difficulty dealing with the 

uncertainties of everyday life, with uncertainty being viewed as so concerning and 

unfair by these individuals, that they attempt to avoid it whenever possible (Boelen, 

Vrinssen & van Tulder, 2010; Buhr & Dugas, 2002; Dugas et al., 2007). Individuals 

with a low tolerance for the uncertain often ask many ‘what if…’ questions (e.g. ‘What 

if we didn’t lock the door?’) in an attempt to worry through as many possibilities as 

possible, believing that worrying about the feared situation will lessen the impact if bad 

things should happen (Dugas et al., 2007). Interestingly, Wells’ more recent research 

incorporates IU, defining it as a set of maladaptive beliefs about uncertainty that is 



	 122	

pivotal to GAD-like worry as it biases the interpretation of ambiguous situations (Fisher 

& Wells, 2011). 

 

 

 

 

  

 

 

 

 

Figure 6. A conceptual cognitive model of GAD (Dugas et al., 1998, p. 216). 

 

The suggestion that negative problem orientation (NPO) is important to the 

development and maintenance of GAD, also differentiates the Dugas model from that of 

Wells. NPO, a component of social problem solving, is defined as the extent to which 

an individual perceives a problem as a threat rather than as a challenge. Social problem 

solving can be defined as solving problems that occur in the real world (Maydeu-

Olivares & D'Zurilla, 1996), and can refer to solving problems of an impersonal (such 

as having insufficient finances), intrapersonal (such as health concerns), or interpersonal 

(such as marital conflict) nature (D’Zurilla & Nezu, 2010). Those with a NPO tend to 

doubt their own ability to solve problems and are pessimistic about the outcomes of 

problems (Dugas et al., 2007). 

According to the theoretical underpinnings of NPO, the outcomes of social 

problem-solving are determined by two processes; problem orientation and problem-

solving proper. Excessive worry is posited to emerge as a result of ineffective problem 



	 123	

solving (Borkovec & Roemer, 1995), with excessive worriers being skilled at 

identifying potential problems but having difficulty arriving at successful solutions. 

Difficulty arriving at a solution may not be due to deficits in problem solving ability per 

se, but rather to a lack of confidence in their ability to solve problems, or in their ability 

to exert control over impending problems (Davey, 1994; Ladouceur, Gosselin & Dugas, 

2000). Thus, such individuals may learn to approach problems with a negative 

orientation, effectively feeling defeated by the problem before they have finished 

processing and attempting to solve it.  

Problem orientation is a motivational process that consists of behavioural, 

cognitive and emotional factors, all of which can contribute to the negative appraisal 

and fear of problems, and lead to negative emotions, avoidance and worry (D'Zurilla & 

Nezu, 1999; D’Zurilla & Nezu, 2010; Hong, 2007; Robichaud & Dugas, 2005). IU can 

arise when those with a NPO doubt their own ability to solve problems and are 

pessimistic about the outcomes of problems (Dugas et al., 2007). Thus, NPO has been 

proposed as a robust contributor to worry, having its effect on worry through IU (Dugas 

et al., 2005; Dugas et al., 2007).  

Although NPO and IU set the Dugas model apart from that of Wells, the two 

models are similar in terms of the importance they place on PBW and cognitive 

avoidance. The Dugas model also posits that extreme worriers have certain PBW that 

serve to maintain their worry. For example, those with GAD may believe that worrying 

is an effective coping mechanism and can diminish negative outcomes or assist with 

problem solving (e.g. ‘Worrying helps me think through all my options and prepare for 

the consequences’). Also similar to the model proposed by Wells, the Dugas model 

proposes that chronic worriers are likely to use a variety of cognitive avoidance (CA) 

strategies including the suppression of worry thoughts and / or the substitution of 

worrying thoughts with thoughts less likely to be upsetting. These strategies are 
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employed in order to avoid confronting threatening thoughts and images (Borkovec et 

al., 1983; Dugas et al., 1998; Dugas & Robichaud, 2007; Dugas et al., 2007) and can be 

conceptualised as either implicit or automatic, or as explicit or voluntary (Borkovec, 

1994; A. Wells, 1995). Borkovec (1994) proposed that CA is often an automatic process 

individuals engage in to avoid threatening mental images, whereas Wells (1995) argues 

that CA is often employed in an effortful manner in an attempt to suppress unwanted 

thoughts.  

Regardless of whether it is an automatic or effortful process, CA is an imperfect 

strategy for reducing worry for a number of reasons. Firstly, CA has the paradoxical 

effect of inducing further intrusions due to monitoring of the unwanted thoughts, which 

is known as ‘the enhancement effect’ (Lavy & van den Hout, 1990). Secondly, the 

undesirable thoughts that the individual is attempting to supress, often manage to push 

through to the surface in a boosted form, in a process known as the ‘rebound effect’ 

(Laugesen et al., 2003; Merckelbach, Muris, van den Hout & de Jong, 1991; Wegner & 

Zanakos, 1994). Finally, CA can thwart the usual fear-diminishing effect of attentional 

exposure to the unpleasant stimuli (Lavy & van den Hout, 1990; Wegner & Zanakos, 

1994). Interestingly, worry itself can serve as a form of CA (Borkovec & Roemer, 1995; 

Sibrava & Borkovec, 2006). As worry focuses on the negative outcomes of possible 

future events, and because clinical levels of worry are difficult to control, flight or fight 

responses are ineffective (Sibrava & Borkovec, 2006). Consequently, CA serves as a 

form of mental problem solving to escape from perceived future threat (Sibrava & 

Borkovec, 2006).  

The components of the Dugas et al. model are not proposed to be mutually 

exclusive, but are thought to co-occur and interact in complex ways. According to 

Dugas and Robichaud (2007), although behavioural and emotional factors contribute to 

the presence of GAD, it is the cognitive factors outlined above that play a more central 
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role in the aetiology and maintenance of the disorder. IU is proposed to be central to 

GAD, and is regarded as a higher order process that interacts with the other three 

components (PBW, NPO and CA) of the model. It is proposed that IU often triggers an 

initial “what if” question (e.g., “what if we get robbed?”), that results in worry and in 

beliefs that worrying is a helpful way to cope with feared situations. PBW, coupled with 

physiological feelings of anxiety, lead the GAD sufferer to cognitively avoid processing 

distressing cognitive and emotional stimuli. Avoidance in turn, results in problems 

being unsolved and worries remaining unresolved, which leads, over time, to the GAD 

sufferer developing a NPO, where looming problems are feared and cognitively 

avoided, and / or are actively worried about. As a result of CA and NPO therefore, 

worry is maintained, uncertainty is prompted, and the cycle repeats itself.  

 

Empirical Testing of the Cognitive Factors Associated with GAD 

 As discussed in detail above, the models of Wells (1995) and Dugas and 

colleagues (Dugas et al., 1998; Dugas & Robichaud, 2007) suggest that a number of 

cognitive variables are involved in worry and GAD including intolerance of uncertainty 

(IU), positive and negative beliefs about worry (PBW, NBW), negative problem 

orientation (NPO), and cognitive avoidance (CA). This section will outline the research 

conducted to date on these variables in relation to worry and GAD, with a particular 

focus on youth.  

 

Intolerance of Uncertainty 

As noted above, IU is posited as being central to worry and GAD in the model 

put forward by Dugas and colleagues and considerable research has been conducted to 

examine its role within this model. The central role of IU in worry has repeatedly been 

demonstrated, with IU being found to be the most important predictor of, and uniquely 



	 126	

linked to, worry in adults (Boelen et al., 2010; Buhr & Dugas, 2006; Dugas, Gosselin & 

Ladouceur, 2001; Laugesen, 2007; Laugesen et al., 2003). Research in both referred and 

community adult populations has consistently demonstrated robust positive correlations 

between IU and worry, ranging between r = 0.56 and r = 0.70 (Buhr & Dugas, 2006; 

Dugas et al., 1998; Dugas et al., 2001; Freeston et al., 1994; Robichaud, Dugas & 

Conway, 2003). 

With respect to youth, the presence of IU has been demonstrated in community 

samples of children and adolescents who experience high levels of worry, as well as in 

clinical populations of children and adolescents with primary GAD (Fialko, Bolton & 

Perrin, 2012; Holmes et al., 2014). In terms of adolescents, there is evidence for a 

strong association between IU and worry, with correlations ranging between r = 0.48 

and r = 0.75 (Boelen et al., 2010; Comer et al., 2009; Fialko et al., 2012). Research has 

also revealed that adolescents experience and can report on IU, that adolescents with an 

anxiety disorder report higher levels of IU than non-anxious adolescents (Boelen et al., 

2010; Comer et al., 2009; Fialko et al., 2012), and that IU is a robust predictor of worry 

in adolescent populations (Laugesen et al., 2003). However, recent research 

investigating IU in youth populations has indicated that IU may not be specific to GAD 

and that it may be present in other disorders including depression, Obsessive 

Compulsive Disorder and SAD (Boelen & Reijntjes, 2009; Boelen et al., 2010; 

Carleton, Collimore & Asmundson, 2010; Cowie, Clementi & Alfano, 2016; Wright, 

Lebell & Carleton, 2016; Yook, Kim, Suh & Lee, 2010). Further research investigating 

the relationship between IU and worry, and its specificity to GAD, is still required in 

adolescent populations. 

The association between IU and worry in elementary school children has 

recently attracted empirical attention. IU has demonstrated positive associations with 

worry in children as young as seven years of age (Fialko et al., 2012; Holmes et al., 
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2014; Kertz & Woodruff-Borden, 2013), and IU has been found to discriminate 

clinically anxious from non-anxious young people in community samples of youth aged 

7 to 17 years (Comer et al., 2009; Fialko et al., 2012; Kertz & Woodruff-Borden, 2013). 

Comer et al., (2009) developed the Intolerance of Uncertainty Scale for Children (IUS-

C) and tested it with a sample of children aged seven to 17 years with a range of anxiety 

disorders, comparing their responses with an age-matched sample of non-referred 

community youth. Comer et al. reported that although all youth endorsed IU, anxious 

youth endorsed higher levels of IU compared to community youth, and that IU was able 

to discriminate between anxious and non-anxious youth.  

IU was recently investigated in a sample of 98 children aged six to 11 years, of 

whom 24 were diagnosed with pure GAD, 36 with GAD and at least one other disorder, 

and 38 who were non-anxious controls (Cowie et al., 2016). The highest levels of IU 

were observed in children diagnosed with GAD and at least one other disorder, 

followed by children with pure GAD, and then the control children. Furthermore, IU 

was found to significantly contribute to worry levels but not GAD severity. The overall 

findings indicated that IU may not be specific to paediatric GAD and that instead, the 

construct may serve as a broad risk factor for a range of psychopathology. Further 

research aimed at the potential transdiagnostic nature of IU in youth is required. 

 

Positive and Negative Beliefs about Worry 

As noted above, both positive and negative beliefs about worry have been 

implicated in the development and maintenance of worry and GAD (Dugas et al., 1998; 

Dugas & Robichaud, 2007; A. Wells, 1995, 1997). In terms of PBW, adult research 

supports Dugas and colleagues, and Wells’ contention, that adults in the community 

who worry excessively believe that worrying helps them circumvent or prepare for 

possible negative outcomes, can serve as a useful distraction from processing 
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distressing emotions, and can motivate them to use analytic thinking (Borkovec & 

Roemer, 1995; Freeston et al., 1994). Additionally, non-clinical, high-level adult 

worriers have been found to hold more PBW, as well as NBW, than their moderate-

level or low-level worrying counterparts (Dugas et al., 1998; Freeston et al., 1994; 

Ladouceur, Blais, Freeston & Dugas, 1998). NBW have been extensively studied in 

adult populations, and have been found to be fundamental to the development and 

maintenance of GAD (A. Wells, 2005). For example, Wells and Carter (1999) found 

that NBW is a stronger predictor of pathological worry than PBW in their study of 140 

non-referred adults. The same researchers later demonstrated that adult GAD sufferers 

could be significantly distinguished from others with Panic Disorder, SAD or the non-

anxious in terms of NBW (A. Wells & Carter, 2002). Other researchers have also found 

a strong association between GAD and NBW (Penney, Mazmanian & Rudanycz, 2013; 

Ruscio & Borkovec, 2004). Further, in line with the progression suggested by the Wells 

model, there appears to be a temporal progression of beliefs about worry, with PBW 

tending to precede the emergence of NBW in adult worriers (Cartwright-Hatton & 

Wells, 1997; Davey, Tallis & Capuzzo, 1996).  

Research investigating PBW and NBW in youth is sparse but growing. 

Empirical research indicates that like adults, children and adolescents endorse a range of 

PBW and NBW (Bacow et al., 2009; Cartwright-Hatton, Mather, et al., 2004; Gosselin 

et al., 2007; Laugesen et al., 2003; White & Hudson, 2016), and that the endorsement of 

these beliefs does not increase from the age of 13 to 17 years, suggesting that by the age 

of 13 years, a young person’s metacognitive beliefs are formed and relatively stable 

(Cartwright-Hatton, Mather, et al., 2004). In terms of potential gender differences, 

Cartwright-Hatton et al. (2004) found that male and female adolescents endorsed 

equivalent metacognitive beliefs about worry. However, Barahmand (2008) found that 

female adolescents aged from 16 to 19 years, endorsed more PBW than males, and that 
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endorsement of PBW peaked at the age of 16 years and again at the age of 19 years. 

Thus, the results of studies investigating the importance of gender on beliefs about 

worry in youth are mixed.  

Although both PBW and NBW have been found to be related to pathological 

worry in adults and adolescents (Cartwright-Hatton & Wells, 1997; Freeston et al., 

1994), there are mixed findings in younger populations. In non-clinical samples of 

children and adolescents, a number of studies have found an association between worry 

and PBW with correlations ranging from r = 0.21 and r = 0.49 (Bacow et al., 2009; 

Barahmand, 2008; Gosselin et al., 2007; Laugesen et al., 2003; Wilson et al., 2011), and 

between worry and NBW with correlations ranging from r = 0.43 and r = 0.55 (Bacow 

et al., 2009; Gosselin et al., 2007; Kertz & Woodruff-Borden, 2013). However, most 

studies of metacognitive beliefs in young people, and especially in children under 12 

years of age, find that NBW are more strongly associated with worry than PBW 

(Borkovec & Roemer, 1995; Kertz & Woodruff-Borden, 2013; A. Wells, 2006).  

With respect to PBW in children under 12 years, the research is limited and 

inconsistent. While some research indicates that PBW are linked to elevated worry in 

youth (Kertz & Woodruff-Borden, 2013; Muris et al., 1998; Smith & Hudson, 2013), 

other evidence indicates that they are not (Fialko et al., 2012; Holmes et al., 2014; 

White & Hudson, 2016; Wilson & Hughes, 2011). In contrast, NBW have been found to 

be present in clinical populations of adolescents (Ellis & Hudson, 2010; Fisak, 

Mentuccia & Przeworski, 2013) and children (Smith & Hudson, 2013; White & 

Hudson, 2016), and have been shown to be related to worry in children with GAD 

(Holmes et al., 2014). Of additional interest, is evidence that PBW and NBW might not 

be specific to GAD. For example, PBW and NBW have also been endorsed by children 

aged seven to 12 years with a range of diagnoses including SAD, Separation Anxiety 

Disorder, Specific Phobia and Obsessive Compulsive Disorder (Bacow et al., 2009; 
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Smith & Hudson, 2013). Thus, PBW and NBW may be more transdiagnostic in youth 

than previously thought, although clearly more research is required before any firm 

conclusions can be made. 

 

Negative Problem Orientation 

Empirical research has identified that NPO is indeed a contributor to adult worry 

(Dugas et al., 2005; Dugas & Robichaud, 2007; Dugas et al., 2007). Correlations 

between NPO and excessive worry have been found to range between r = 0.55 and r = 

0.63 (Dugas, Freeston & Ladouceur, 1997; Robichaud & Dugas, 2005; Robichaud et al., 

2003), and in studies comparing adults with GAD and non-clinical worriers, those with 

GAD demonstrate a significantly greater NPO (Davey, 1994; Dugas et al., 1998; 

Ladouceur et al., 1998). In addition, level of NPO has been found to distinguish 

between mild, moderate and severe GAD sufferers, even when other variables such as 

IU and anxiety are statistically controlled for (Dugas et al., 2007).  

The relationship between NPO and worry has attracted some empirical attention 

with adolescents, and very limited investigation with children. A number of studies 

have found that there is a significant positive correlation between NPO and excessive 

worry in non-clinical samples of young people aged 12 to 24 years, with correlations 

ranging from r = 0.20 to r = 0.61 (Barahmand, 2008; Laugesen, 2000; Laugesen et al., 

2003; Zlomke, 2008). NPO has also been found to successfully predict worry scores, to 

discriminate between moderate- and high-level adolescent worriers, and to significantly 

correlate with IU, beliefs about worry and CA in teenagers (Laugesen, 2000; Laugesen 

et al., 2003; Zlomke, 2008). 

A small number of studies investigating the relationship between NPO and 

worry have been conducted with children under 12 years of age. For example, children 

with higher levels of worry have been found to report lower problem-solving 
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confidence and greater negative problem-solving beliefs (i.e., a NPO), compared to low-

level worriers (Parkinson & Creswell, 2011). Likewise, Kertz and Woodruff-Borden 

(2013) investigated the relationship between worry and NPO, finding a significant and 

positive correlation (r =0.53). Furthermore, in a study of children aged seven to 12 

years with a primary diagnosis of GAD, NPO was found to reduce following a 

treatment for GAD that targeted (among other things) NPO (Holmes et al., 2014). Thus, 

the research to date investigating NPO in youth, suggests that NPO is related to worry 

and GAD in community and clinical samples within this population. However, research 

is yet to be conducted examining the specificity of NPO to GAD in young people.  

 

Cognitive Avoidance  

As noted above, both Dugas et al. (Dugas et al., 1998; Dugas & Robichaud, 

2007; Dugas et al., 2007) and Wells (1995), suggest that chronic worriers use an 

assortment of cognitive avoidance (CA) strategies, such as thought suppression, thought 

substitution, and distraction, to avoid confronting the concerning thoughts, images or 

emotions associated with worry. Despite theoretical interest in the relationship between 

CA and worry, there have been few empirical investigations of the association. 

However, higher levels of CA have been found in adults who worry excessively (Dugas 

et al., 2007; Robichaud et al., 2003), and CA has been shown to discriminate GAD from 

non-GAD adult participants (Dugas et al., 1998).  Interestingly, CA has also been found 

to be present in individuals with other anxiety disorders, including SAD, Panic Disorder 

and Specific Phobia (Ladouceur et al., 1999), suggesting that although CA may be 

important to GAD, it may not be specific to the disorder. 

Research investigating the relationship between CA and worry in youth, 

particularly those under the age of 12 years, is relatively scant. In adolescents aged 12-

24 years, significant positive correlations have been found between excessive worry and 
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CA (in the form of thought suppression), with correlations ranging between r = 0.25 to 

r = 0.49 (Laugesen, 2000; Laugesen et al., 2003; Zlomke, 2008). Thought suppression 

has also been found to predict worry scores even after controlling for gender and 

somatic anxiety in adolescents aged 14 to 18 years (Laugesen, 2000; Laugesen et al., 

2003). Efforts to investigate whether CA in the form of thought suppression is able to 

discriminate between high and moderate level adolescent worriers has produced mixed 

results. For example, Laugesen (2000) and Laugesen et al., (2003) found that thought 

suppression was not able to discriminate between moderate and severe adolescent 

worriers, while Gosselin et al. (2007) found that adolescents who were high in measures 

of worry engaged in significantly more cognitive avoidance strategies than adolescents 

with moderate worry levels.  

In terms of younger children, there is very limited research investigating the role 

of CA in worry and GAD. However, children aged eight to 12 years with GAD have 

been found to endorse higher levels of CA than matched children without an anxiety 

disorder (Donovan, Holmes & Farrell, 2016). Hence, there is further research needed on 

the role and specificity of CA in worry and GAD, particularly in children.  

Summary 

From the discussion above, the cognitive variables known to be associated with 

worry and GAD in adult populations, including IU, PBW, NBW, NPO and CA, have 

also been investigated with respect to their applicability to younger populations. There 

is a clear need for further research, especially with clinical samples of school-aged 

children and adolescents, to better understand the components of worry, and the 

potential importance and specificity of the variables to GAD. Such research could 

potentially inform and improve treatments for worried and anxious youth.  
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Treatment using the models. Both the Dugas et al. and the Wells cognitive 

models of GAD have been tested in adults, with testing in adolescents commencing 

more recently, and testing with children in its infancy. For example, in terms of the 

Dugas et al. model, a study of a group CBT treatment program based on the Dugas et al. 

model of GAD was conducted with 26 adults with a primary diagnosis of GAD 

(Ladouceur, Dugas, et al., 2000), 12 of whom comprised a delayed treatment control 

condition.  The program specifically targeted IU, PBW, NPO and CA, and included 

worry awareness training with a focus on identifying problems amenable to problem-

solving; uncertainty recognition, acceptance and coping; re-evaluation of the usefulness 

or benefits of worry; problem solving training; and, cognitive exposure for problems 

that cannot be solved but that must be accepted and tolerated. Compared to those in the 

delayed condition, at post-treatment, those who received immediate treatment reported 

significantly greater reductions in GAD severity, worry, anxiety and depressive 

symptoms. Collapsing the two groups, at post-treatment, 77%, or 20 of the 26 

participants, were free of their GAD diagnosis, with results maintained at follow-up.  

Similar results have been found in other studies using CBT based on the Dugas 

et al. model of GAD. For example, a study was conducted with 52 adults with a primary 

diagnosis of GAD, with treatment targeting IU, PBW, NPO and CA. Those who 

received treatment reported significantly greater reductions in GAD severity and worry 

than those in the WLC (Dugas et al., 2003). At post-treatment, 60% of participants were 

GAD free, compared to 0% on the WLC. At the six-month follow-up 88% were GAD-

free, with 83% free at 12-month follow-up and 95% free at 24-month follow-up.  Scores 

on the worry and IU scales were noted to have continued to reduce significantly during 

the follow-up period. 

Based on Wells’ metacognitive model of worry and GAD, Wells and colleagues 

tested the efficacy of metacognitive therapy compared to an active relaxation condition 
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in a RCT with 20 adults holding a primary diagnosis of GAD (A. Wells et al., 2010). 

The metacognitive therapy focussed on psychoeducation about the metacognitive 

processes implicated in pathological worry, and provided strategies for the modification 

of PBW, NBW and CA. At post-treatment, 100% of adults in the metacognitive therapy 

group had lost their primary diagnosis of GAD, compared to 50% of adults in the 

relaxation condition. At the 12-month follow-up, 90% remained free of their GAD 

diagnosis in the metacognitive therapy group, compared to 50% in the relaxation group. 

A recent and interesting study comparing CBT treatments based on the Dugas 

versus Wells models was conducted with 126 adults diagnosed with GAD (van der 

Heiden, Muris & van der Molen, 2012). At post-treatment, 91% of adults receiving 

metacognitive therapy, 80% of adults receiving the Dugas model-based treatment, and 

5% of adults in the WLC group, were free of their GAD diagnosis. At six-month 

follow-up, 93% of adults in the metacognitive therapy group, compared to 90% of 

adults in the Dugas model based treatment group remained free of GAD. No significant 

differences in treatment responses were found across the treatment groups at either 

follow-up point.  

Investigation of the applicability of the cognitive models of GAD to youth with 

GAD has only recently commenced. For example, the studies outlined in Chapter 1 by 

Leger et al., (Leger et al., 2003) and Payne et al., (Payne et al., 2011), consisted of CBT 

programs based on the Dugas et al. model of worry delivered to adolescents and 

children respectively. Both programs specifically targeted IU, PBW, NPO and CA, and 

included worry awareness training, planned exposure to uncertainty, cognitive 

restructuring of dysfunctional beliefs about worry, problem-solving training, and 

imaginal exposure to unpleasant images and worries. As outlined previously, both 

programs were successful in reducing the severity and symptoms of GAD for most 

participants, demonstrating that the model is applicable to a younger population. 
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However, a limitation of the studies is that none of the cognitive variables were 

specifically measured before or after treatment, limiting the conclusions that can be 

drawn about the applicability of the Dugas model of GAD to youth with GAD.    

Combining both the Dugas and Wells models, a recent RCT was conducted with 

42 children, aged 7-12 years, each of whom had a primary diagnosis of GAD (Holmes 

et al., 2014). The group treatment program consisted of CBT strategies that targeted IU, 

PBW, NBW, NPO and CA. By post-assessment 52.9% of the children in the treatment 

group, compared to zero children in the WLC, were free of their GAD diagnosis. By 

follow-up, three months later, 100% of children in the treatment group were free of their 

GAD diagnosis, with 50% of those also being free of comorbid diagnoses. Levels of 

each of the cognitive variables had significantly reduced by the three month follow up. 

However, no time or group by time effects were found for PBW in the study.   

It is evident from the literature reviewed above that the cognitive models of 

GAD as proposed by Dugas et al. and Wells, are able to explain the cognitive processes 

that maintain GAD in adults and that treatment that specifically targets elements of the 

models is efficacious for adults with GAD. In terms of the relevance of the models to 

young people with GAD, there is currently some, albeit it very limited, evidence 

suggesting that the models may also be applicable to youth with GAD. Further research 

regarding the applicability of the Dugas et al. and Wells cognitive models of GAD with 

a younger GAD population is required.  Nonetheless, it would seem that, central to the 

diagnosis of GAD are the constructs of worry, intolerance of uncertainty (IU), positive 

and negative beliefs about worry (PBW and NBW), negative problem orientation 

(NPO) and cognitive avoidance (CA). Worry, and each of the cognitive constructs 

associated with worry, will now be discussed in more detail, in terms of their 

relationships to each other and to GAD. 
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Chapter Summary 

This chapter reviewed the history, epidemiology and phenomenology of GAD, 

with particular reference to a youth population. This chapter also presented the 

cognitive models of GAD that were devised for adults and presented the research to date 

on the cognitive variables included within the models, particularly as they pertain to 

youth.  

It is evident from the content of this chapter, that GAD is a prevalent, chronic 

and under-researched condition, that is associated with many short- and long-term 

consequences, and that can affect adults, adolescents and children. The literature 

highlights the importance of IU, NBW, PBW, NPO and CA in the development and 

maintenance of GAD and suggests that there is preliminary yet accumulating evidence, 

that youth who experience excessive worry may also have difficulty tolerating 

uncertainty, may hold both positive and negative beliefs about worry, may have a 

negative problem orientation, and may engage in cognitive avoidance (Fialko et al., 

2012; Fisak et al., 2013; Holmes et al., 2014; Kertz & Woodruff-Borden, 2013; 

Laugesen, 2007; Laugesen et al., 2003; Parkinson & Creswell, 2011; Payne et al., 

2011). Although the research indicates that IU, NBW, PBW, NPO and CA are each 

significantly associated with GAD and worry, there is accumulating evidence 

suggesting that these cognitive variables may not be specific to GAD. More research 

into the specificity of these variables to GAD is warranted.  
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CHAPTER 4 

PREAMBLE TO THE STUDIES 
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Thus far, this thesis has presented a literature review of Social Anxiety Disorder 

(SAD) and Generalized Anxiety Disorder (GAD), particularly as they pertain to a youth 

population. As mentioned, GAD and SAD are frequently comorbid and it is apparent 

that pure forms of either GAD or SAD are uncommon. The high comorbidity between 

SAD and GAD, and the low rates of their pure forms, prompts consideration of whether 

similar underlying, and potentially maintaining, processes exist between the two 

disorders. This may particularly be the case in childhood and adolescence, where 

anxiety disorders are not as fully differentiated as they are in adulthood.  

It is the contention of this thesis that GAD and SAD may share elements in 

common, the most prominent of which is worry. Although worry has been found to 

exist across the anxiety disorders to some extent (Di Nardo & Barlow, 1990), it is the 

contention of this thesis that GAD is more similar to SAD than to the other prominent 

anxiety disorders of childhood and adolescence (i.e., separation anxiety (SEP) and 

specific phobia (SP)). GAD and SAD are similar to each other, and different from SEP 

and SP, in four main ways. First, they share associated cognitive ideations. Those with 

GAD or SAD often experience fear or worry in social situations, albeit for slightly 

different reasons. Those with GAD may be worried about the trajectory of the social 

relationship and whether something might go wrong in the social situation, whereas 

those with SAD typically fear being negatively evaluated by others in social situations. 

Neither SEP nor SP share this associated cognitive ideation concerning social situations. 

Additionally, both SEP and SP are relatively constrained to a situation or object. For 

example, fear or worry in the case of SEP emerges when a specific person is not present 

or there is fear related to harm befalling that person. SP has no specific cognitive 

ideation associated with it (APA, 2015) and instead fear is induced immediately by the 

presence of the feared situation or object. Alternatively, the fear in both SAD and GAD 

is extended to numerous situations across a variety of contexts. 
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A second way that GAD and SAD are similar to each other and different to the 

other anxiety disorders is that they share similar cognitive processes. That is, they share 

a form of ongoing worry, or repetitive negative thought processes about feared 

situations. The cognitive processes that occur in SEP or SP tend to be less repetitive and 

limited and constrained to when the feared event is occurring or when it is relatively 

immediately impending. In contrast, those with GAD and SAD typically experience 

more ongoing ruminative and repetitive negative thought processes even when not in 

feared situations (Clark & Wells, 1995; Wells, 1995). Indeed, they can worry about 

things that are very unlikely to EVER occur and to worry about things that happened 

years ago. The worry associated with SEP and SP is more temporally associated with 

the feared stimulus.   

A third way that GAD and SAD are similar to each other yet different to the 

other anxiety disorders is in terms of their later average age of onset. Both GAD and 

SAD tend to emerge in young people during the later stages of cognitive development, 

where there is increasing exposure to the world outside the relatively safe confines of 

family, where perspective taking abilities mature, and where a deeper understanding of 

potential negative outcomes emerge (Blakemore & Choudhury, 2006; Steinberg & 

Morris, 2001). Indeed, SEP is a disorder that decreases in prevalence after around 12 

years of age, whereas GAD and SAD increase in prevalence with age. Further, unlike 

GAD and SAD, the development of SP is not linked with cognitive development as no 

specific cognitive ideation is associated with SP (APA, 2015). 

Finally, the driving force prompting the question of whether similar cognitive 

processes are present in youth with GAD and SAD, is the high comorbidity rates 

between GAD and SAD, and the relative lack of pure forms of these disorders. 

Specifically, it is the contention of this thesis that worry might be particularly relevant 

to SAD, and may in fact be responsible for the high comorbidity rates between the two 
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disorders. Furthermore, given that the leading conceptual models of adult GAD put 

forward by Dugas and colleagues (Dugas et al., 1998; Dugas & Robichaud, 2007; 

Ladouceur et al., 1998) and Wells (1995) that were outlined in Chapter 3, posit that 

there are a number of cognitive variables associated with worry, it is further contended 

that the associated cognitive variables of intolerance of uncertainty (IU), positive and 

negative beliefs about worry (PBW and NBW), negative problem orientation (NPO) 

and cognitive avoidance (CA) are also important to youth SAD. 

If worry is in fact related to SAD in youth, then it is important to consider how 

worry, IU, NPO, CA, NBW and PBW might function within SAD. Those with SAD are 

known to engage in significant anticipatory anxiety before going in to social situations, 

e.g., “I’m feeling nervous and sick about having to talk to people at that party next 

week.”  The socially anxious also have negatively valenced thoughts about what others 

think of them, and focus their attention on themselves and on their negative thoughts 

about themselves during social interactions, e.g., “I’m so inept and unlikable, that’s why 

that person is looking away from me while I’m talking to them.” Furthermore, those 

with SAD engage in post-event processing (PEP) or a post-mortem, after social 

interactions, e.g., “I can’t stop thinking about that party. They all probably thought I 

was stupid. I should have smiled and talked more.” These negative thought processes 

that occur before, during and after social interactions are often repetitive, and therefore 

it is likely that at least some of their elements are similar to worry.  

Clark and Wells (1995) suggested that following social interactions, the socially 

anxious engage in ruminative worry processes, or PEP, about the social interaction. PEP 

is a practice in which the socially anxious replay negative or embarrassing aspects of 

their perceptions of their social performance in social situations and re-experience 

negative thoughts and feelings that occurred during the interaction. PEP can lead to an 

increasingly negative view of the social situation and a confirmation of negative self-
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belief (Rachman et al., 2000). Higher levels of PEP are thought to be related to more 

negative self-appraisals during social situations, and PEP over specific social 

interactions can persist for decades, with those with SAD typically replaying in their 

minds episodes that occurred many years ago and that were perceived as embarrassing 

(Rachman et al., 2000; Schmitz, Krämer, Blechert, & Tuschen-Caffier, 2010). PEP 

serves to maintain SAD because its fundamental mechanism is the repetitive negative 

thought process, a process tied irrevocably with worry, but that is separate to worry.  

It has been suggested by McAvoy and colleagues (2010), that recurring negative 

thought processes, or repetitive negative thinking (RNT) is a phenomenon that occurs 

transdiagnostically across disorders that feature worry, rumination or PEP. Worry can 

be viewed as a form of repetitive negatively valenced thought (McAvoy et al., 2010). 

However, RNT differs from worry in that worry can be viewed as an attempt to 

mentally problem solve, and to prepare for or to try to control upcoming events in 

which outcomes are uncertain (Borkovec et al., 1983; Nolen-Hoeksema et al., 2008), 

whereas RNT is engaged in as a response to feelings of sadness and in order to 

perseveratively ruminate on feelings and problems rather than the content of the 

problems (McEvoy et al., 2010; Nolen-Hoeksema et al., 2008). That is, while worry can 

prompt one to engage in problem solving proper, RNT is likely to result in more RNT 

and to promote feelings of helplessness and worthlessness.   

The worry that occurs before and after social interactions for those with SAD is 

repetitive and negative, and can centre on the perceived reasons for, and implications of, 

their social difficulties, and can be used to prepare for upcoming social events. Socially 

anxious individuals repetitively think and worry about past and future social 

interactions, that is, they engage in RNT. Although worry is often conceptualized as 

future orientated, and rumination as past oriented (Papageorgiou & Wells, 1999), there 

is evidence that these repetitive negative thought patterns share common underlying 
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mechanisms (McAvoy et al., 2010). Additionally, according to the theoretical models of 

social anxiety (Clark & Wells, 1995; Rapee & Heimberg, 1997), one of the central 

maintaining features of SAD is negatively valenced repetitive thinking. Hence, the RNT 

involved in anticipatory anxiety and PEP, can plausibly be considered as worry. 

If worry might be important to SAD, then it is plausible to suggest that the 

cognitive variables found to associate with and underpin worry (i.e., IU, NBW, PBW, 

NPO and CA), might also be important to SAD. Turning first to IU, it is not surprising 

that the socially anxious have been found to experience IU given that they often express 

their IU concerning social situations when they engage in anticipatory anxiety, e.g., “I 

don’t know who’s going to the party and that makes me nervous,” and PEP, e.g., “What 

if that person didn’t like it when I laughed then?” In addition, socially anxious 

individuals will often only attend social events or situations that they are relatively 

certain they can cope with, and, being unable to tolerate the uncertainty, will often seek 

reassurance before and after social situations. Thus, IU may be highly relevant to SAD 

in a number of ways. 

Socially anxious youth may also hold positive and negative beliefs about their 

social worries. For instance, youth with SAD, may hold positive beliefs such as 

“Worrying will help me prepare for my presentation,” believing that worrying helps 

them to think through, and prepare for, anything that might go wrong during a social 

interaction. Like youth suffering with GAD, the socially anxious might also hold 

negative beliefs about their social worries, e.g., “If I worry too much, they’ll see that 

I’m nervous and worrying.”  Those who hold NBW, worry about their worry, 

interpreting their worry as harmful and uncontrollable and capable of making them 

unwell. Holding these competing positive and negative beliefs about both the utility and 

danger of social worries may serve to maintain worry for the socially anxious. 
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It is also possible that socially anxious youth might have a negative orientation 

regarding social problems. In fact, NPO has recently been explored as a risk factor for 

SAD in adults (Fergus, Valentiner, Wu & McGrath, 2015; McEvoy & Mahoney, 2012), 

and the transdiagnostic effect of NPO has been linked to the repetitive thought 

processes that are present in disorders that feature RNT and that involve worry, 

rumination and PEP (McEvoy & Mahoney, 2012). For instance, worry, rumination and 

PEP may be prompted when an individual experiences a discrepancy between their 

perceived current state and their desired state (Watkins, 2008), and in the socially 

anxious, this RNT about negative social experiences may result in fear and avoidance of 

future social problems, that is, a negative social problem orientation.  

One pathway that might link NPO to repetitive thought is avoidance. In SAD, 

ruminative thoughts may centre on negative interpretations about one’s self, the 

situation one finds oneself in, and the future. These negatively valenced thoughts may in 

turn activate the avoidance of future social situations where it is perceived that problems 

might occur. This avoidance of social situations and problems prevents one from 

learning how to cope with and resolve social problems, and therefore increases fear and 

a desire to avoid future social problems, thereby leading to a negative mindset around 

social problems, or a NPO (Hasegawa et al., 2016). Indeed, it would not be particularly 

surprising if individuals with SAD were found to be high in NPO given that they wish 

to make positive impressions on others in social situations, but at the same time 

perceive themselves as being devoid of the requisite skills to do so, and incapable of 

solving social problems i.e., they have a negative problem orientation (Hofmann, 2000). 

Like those with GAD, the socially anxious might also be reasonably expected to 

experience CA. Because socially phobic individuals are known to become preoccupied 

with negative thoughts concerning social situations and to have difficulty disengaging 

from unwelcome cognitions so as to enable them to engage in accurate processing of 
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events (Clark & Wells, 1995; Kashdan & Breen, 2008; J. C. Magee & Zinbarg, 2007; 

Rapee & Heimberg, 1997), they may make significant efforts to try to avoid these 

negative and distressing cognitions. CA might also occur when individuals with SAD 

engage in PEP, which facilitates the avoidance of accurate processing of the negative 

affect associated with the situation (Moulds, Kandris, Starr & Wong, 2007; Wong & 

Moulds, 2011) and hence may function similarly to the avoidance function of worry 

(Borkovec & Roemer, 1995; Sibrava & Borkovec, 2006). This cognitive 

disengagement, or avoidance, may in turn lead to behavioural avoidance because the 

negative cognitions around social situations remain unprocessed, while the fear and 

avoidance of social situations persists.  

Given the information presented above, it is the suggestion of this thesis that 

worry, IU, NBW, PBW, NPO and CA are important cognitive elements of SAD. In 

order to programmatically test this suggestion, three research studies were undertaken 

and are presented in Section 2 of this thesis. Study 1 (Hearn, Donovan, Spence, March 

& Holmes, 2016) compares a group of 60 children, aged 8 to 12 years, comprising 20 

children with SAD, 20 children with GAD and 20 children without anxiety, on worry, 

IU, NBW, PBW, NPO and CA. Study 2 (Hearn, Donovan, Spence & March, 2017) 

investigates whether worry, IU, NBW, PBW, NPO and CA are associated with SAD 

severity, symptoms and overall functioning in a sample of 126 youth aged 8 to 17 years 

with a primary diagnosis of SAD. Study 3 (Hearn, Donovan, Spence & March, Under 

Review) investigates whether worry, IU, NBW, PBW, NPO and CA change following 

on online CBT treatment in 125 youth with SAD aged 8 to 17 years, and whether there 

are significant differences between those who lose versus retain their SAD diagnosis on 

changes in, or baseline levels of, worry, IU, NBW, PBW, NPO and CA. Thus, Chapters 

5, 6 and 7 correspond to Studies 1, 2 and 3 respectively, and present a systematic and 

novel program of research investigating the potential cognitive underpinnings of youth 
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SAD. If worry, IU, NBW, PBW, NPO and CA are indeed important to youth SAD, then 

there are significant implications for the conceptualisation, prevention and treatment of 

SAD in young people.  
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CHAPTER 5  

STUDY 1: What’s the worry with social anxiety? 

Comparing cognitive processes in children with 

Generalized Anxiety Disorder and Social Anxiety 

Disorder 

The following Appendices are relevant to Chapter 5 but have not been referred in text. 

 

     Appendix A – Ethical Clearance from Griffith University Study 1, Part A 
     Appendix B – Ethical Clearance from Griffith University, Study 1, Part B 
     Appendix D – Information and Consent Form, Children and Parents, Study 1, Part A 
     Appendix E – Information and Consent Form for Parents, Study 1, Part B 
     Appendix F – Information and Consent Form for Parents, Study 1, Part B 
     Appendix J – Penn State Worry Questionnaire for Children, Short Form (PSWQ-SF-C) 
     Appendix K – Intolerance of Uncertainty Scale for Children, Short Form (IUS-12) 
     Appendix L – Metacognitions Questionnaire for Children (MCQ-C) 
     Appendix M - White Bear Suppression Inventory (WBSI) 
     Appendix N – Social Problem Solving Inventory – Revised (SPSI-R) 
     Appendix O – Social Phobia Anxiety Inventory – 10 - Child Version (SPAI-C) 
     Appendix Q – Spence Children’s Anxiety Scale – Child Version (SCAS-C) 
     Appendix R – Spence Children’s Anxiety Scale – Parent Version (SCAS-P) 
     Appendix S – Demographic Questions 
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STUDY 1 – CHAPTER 5 

This chapter includes a co-authored paper which is has been published. The 
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 What’s the worry with social anxiety? Comparing cognitive processes in 

 children with Generalized Anxiety Disorder and Social Anxiety Disorder. Child 

 Psychiatry and Human Development, 1-10. Doi:10.1007/s10578-016-0703-y 
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Abstract 

Social Anxiety Disorder (SAD) in children is often comorbid with Generalized Anxiety 

Disorder (GAD). We investigated whether worry, intolerance of uncertainty, beliefs 

about worry, negative problem orientation and cognitive avoidance, that are typically 

associated with GAD, are present in children with SAD. Participants included 60 

children (8-12 years), matched on age and gender. Groups included children: with 

primary GAD and without SAD (GAD); with primary SAD and without GAD (SAD); 

and without an anxiety disorder (NAD). GAD and SAD groups scored significantly 

higher than the NAD group on worry, intolerance of uncertainty, negative beliefs about 

worry and negative problem orientation, however, they did not score differently from 

each other. Only the GAD group scored significantly higher than the NAD group on 

cognitive avoidance. These findings further understanding of the structure of SAD and 

suggest that the high comorbidity between SAD and GAD may be due to similar 

underlying processes within the disorders. 

 

 

KEYWORDS:  
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Introduction 
 

Social Anxiety Disorder (SAD) affects from 1-10% of children (Anderson, 

Williams, McGee & Silva, 1989; Fichter, Kohlboeck, Quadflieg, Wyschkon & Esser, 

2009; Kashani & Orvaschel, 1990; Schneier, 2006) and is associated with numerous 

problematic consequences (Beesdo et al., 2007; Wittchen, Stein & Kessler, 1999). SAD 

can manifest from three years of age (Rapee, Kennedy, Ingram, Edwards & Sweeney, 

2005; Spence, Rapee, McDonald & Ingram, 2001), with childhood onset predicting a 

more severe and persistent form of the disorder (Davidson, Hughes, George & Blazer, 

1993) as well as a greater likelihood of non-recovery in adulthood (Beidel & Turner, 

1998). Hence, the more that is known about childhood SAD, including any 

developmental impacts on the disorder, the better the chances of preventing or resolving 

the disorder prior to adulthood.   

SAD commonly co-occurs with other anxiety disorders in childhood and has 

particularly high comorbidity rates with Generalized Anxiety Disorder (GAD). Indeed, 

it would seem that pure forms of either GAD or SAD are uncommon. Studies 

investigating SAD and/or GAD in children under 12 are sparse. However, in a clinical 

trial of 488 anxious youth aged 7-17 years, 64% held comorbid GAD and SAD 

diagnoses, while 11.3% held a diagnosis of pure SAD, and 6.8% a pure GAD diagnosis 

(Walkup et al., 2008). Similarly, in a study of comorbid anxiety disorders in 199 

children aged 8-13 years, 31.2% of participants with a primary diagnosis of SAD also 

had comorbid GAD, and 57% of participants with primary GAD had comorbid SAD 

(Verduin & Kendall, 2003). Further reports indicate that between 57-76% of 7-17 year 

olds with primary GAD, also have comorbid SAD (Holmes, Donovan, Farrell & March, 

2014; Walkup et al., 2008). High comorbidity between SAD and GAD, and low rates of 

their pure forms, prompts consideration of whether similar underlying, and potentially 

maintaining, processes exist between the two disorders. This may be particularly the 
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case in childhood, where anxiety disorders may not yet be as fully differentiated as they 

are in adulthood (Sterba et al., 2010).  

Spence and Rapee (Spence & Rapee, 2016) have conducted a comprehensive 

review of the literature on SAD in youth and have proposed an evidence-based model of 

the development and maintenance of SAD during this developmental period. The model 

suggests that the poor social skills exhibited by children with SAD tends to lead to 

frequent, negative social encounters. Such negative social outcomes then lead the child 

with SAD to experience anxiety, engage in avoidance behaviours and to develop a 

variety of maladaptive beliefs, thoughts and cognitive distortions. It is our contention 

that the cognitive components of SAD in children, despite having a particular social 

focus, may share features with the cognitive components of worry in GAD and that 

these similarities may explain the high comorbidity rates between the two disorders. In 

particular, it is our contention that the negative thought processes that young people 

with SAD engage in before, during and after anxiety-provoking social interactions, 

resemble worry, and that it may be worry (and the cognitive factors associated with it), 

that accounts for the high comorbidity rates between SAD and GAD. 

Worry is the process of experiencing persistent and uncontrollable intrusive 

thoughts and images that focus on solving future oriented problems (Borkovec, 

Robinson, Pruzinsky & DePree, 1983) and GAD is a disorder characterised by 

uncontrollable worry about a variety of issues (American Psychiatric Association, 

2013). However, GAD-like worry has been identified in socially anxious adults (Perrin 

& Last, 1997; Weems, Silverman & La Greca, 2000), and children (Boelen, Vrinssen & 

van Tulder, 2010; Whitmore, Kim-Spoon & Ollendick, 2013), suggesting that worry is 

not specific to GAD and is also evident in SAD (Ellis & Hudson, 2010). Indeed, those 

with SAD are known to engage in significant anticipatory anxiety before going in to 

social situations, have negatively valenced thoughts about what others think of them, 
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and focus their attention and negative thoughts on themselves during social interactions 

(Clark & Wells, 1995), as well as engage in post-event processing (PEP) or a post-

mortem, after social interactions (Rachman, Grüter-Andrew & Shafran, 2000). These 

negative thought processes that occur before, during and after social interactions are 

often repetitive (Abbott & Rapee, 2004), and therefore it is likely that as least some of 

their elements are similar to worry.  

 Over the years, theorists and empirical researchers have established that worry 

and a number of associated cognitive factors found to be associated with worry, 

including intolerance of uncertainty, positive and negative beliefs about worry, negative 

problem orientation and cognitive avoidance underpin GAD as a disorder in both adult 

(Dugas, Gagnon, Ladouceur & Freeston, 1998; Dugas & Robichaud, 2007; Dugas et al., 

2007; Wells, 1995) and youth (Holmes et al., 2014) populations. However, emerging 

research suggests that some of these underlying cognitive factors are not 

pathognomonic and specific to GAD in either adults (Barlow, 1988; Pierce Keeton, 

Kolos & Walkup, 2009; Starcevic & Berle, 2006) or children (Boelen et al., 2010; 

Weems et al., 2000; Whitmore et al., 2013) and instead are present in other anxiety 

disorders including SAD.   

 

Intolerance of Uncertainty 

Intolerance of uncertainty is a mindset in which uncertainty is viewed as so 

concerning and aversive that it must be avoided (Boelen et al., 2010; Comer et al., 

2009). Intolerance of uncertainty has been found to be the most important predictor of 

worry in adults (Boelen et al., 2010; Laugesen, Dugas & Bukowski, 2003). Intolerance 

of uncertainty has also been found to be a strong predictor of worry frequency in 

community samples of 7-12 year olds (Fialko, Bolton & Perrin, 2012) and to be 

elevated in children (8-12 years) with GAD (Holmes et al., 2014; Read, Comer & 
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Kendall, 2013). In adults, intolerance of uncertainty has been shown to be related to, 

and to predict, SAD (Carleton, Collimore & Asmundson, 2010; Mahoney & McEvoy, 

2012).  It remains to be determined however, whether children with SAD show elevated 

intolerance of uncertainty in the same way as SAD adults, and whether levels are 

equivalent to those shown by children with GAD.  

 

Positive and Negative Beliefs About Worry 

Theoretically, worriers are proposed to hold positive and negative beliefs about 

worry (Cartwright-Hatton & Wells, 1997; Wells, 1994).  Positive beliefs about worry 

refer to beliefs that worry is beneficial in solving problems or avoiding adverse 

consequences, while negative beliefs about worry refer to beliefs that worrying is 

harmful, dangerous or uncontrollable (Wells, 1995). Generally, a strong relationship has 

been found between negative beliefs about worry and GAD in adults (Borkovec & 

Roemer, 1995; Wells, 2006), whereas findings of associations between positive beliefs 

about worry and GAD are less convincing (Dugas et al., 1998; Wells, 1995; Wells & 

Carter, 2002). Similarly in youth populations, elevated negative beliefs about worry 

have been identified with clinical adolescents (Cartwright-Hatton, Roberts, Chitsabesan, 

Fothergill & Harrington, 2004; Ellis & Hudson, 2010) and children (Holmes et al., 

2014; Smith & Hudson, 2013), while a significant relationship between positive beliefs 

about worry and clinical worry has been reported by some researchers (Kertz & 

Woodruff-Borden, 2013; Muris et al., 1998; Smith & Hudson, 2013), but not others 

(Bacow, Pincus, Ehrenreich & Brody, 2009; Cartwright-Hatton et al., 2004; Fialko et 

al., 2012; Holmes et al., 2014; Wilson & Hughes, 2011) in youth populations. Despite 

the recognised link between SAD and worry, there has been minimal research 

conducted with either adults or children examining the relationship between either 

positive or negative beliefs about worry in SAD. However, given the findings to date, 
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there is a strong theoretical case to suggest that elevated negative beliefs about worry, 

and potentially positive beliefs about worry, will be present in children with SAD.  

 

Negative Problem Orientation 

Negative problem orientation describes cognitive and emotional processes that 

result in social problems being viewed as threatening, and problem solving self-efficacy 

to be lacking (D'Zurilla, Nezu & Maydeu-Olivares, 2001). negative problem orientation 

is well established as a contributor to adult and adolescent worry (Dugas & Robichaud, 

2007; Dugas et al., 2007; Laugesen et al., 2003), and while the relationship between 

negative problem orientation and child worry remains in its infancy, high levels of 

negative problem orientation have been found in children aged 8-12 years with GAD 

(Holmes et al., 2014).  It remains to be determined whether negative problem 

orientation is also associated with child SAD in a similar way to GAD. However, given 

that negative problem orientation was originally put forward to describe the way one 

approaches social rather than practical problems, and that the child with SAD engages 

in considerable negative thinking about social interactions prior to engaging in them, it 

is proposed here that children with SAD will, similar to their GAD counterparts, 

demonstrate a negative problem orientation.  

 

Cognitive Avoidance 

Chronic adult and adolescent worriers have been shown to use various cognitive 

avoidance strategies such as thought suppression, thought substitution, and distraction, 

in order to avoid confronting the concerning thoughts, images or emotions associated 

with worry (Dugas et al., 1998; Dugas & Robichaud, 2007; Dugas et al., 2007; Wells, 

1995). However, research has indicated that cognitive avoidance strategies are 

ineffective as they result in inadequate processing and resolution of worry, which 
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subsequently and paradoxically leads to an increase rather than decrease in worry 

thoughts (Lavy & van den Hout, 1990; Wegner & Zanakos, 1994).  

Higher levels of cognitive avoidance are evident in adults who worry 

excessively (Dugas et al., 2007; Robichaud, Dugas & Conway, 2003), and cognitive 

avoidance can discriminate between adults with and without GAD (Dugas et al., 1998). 

Similarly, high-level adolescent worriers use significantly more cognitive avoidance 

strategies than low- (Laugesen et al., 2003) or moderate-level worriers (Gosselin et al., 

2007), and high levels of cognitive avoidance have been found in 8-12 year olds with 

GAD compared to non-anxious children (Holmes et al., 2014).  

Research investigating the role of cognitive avoidance in SAD in adults is 

sparse. In one study investigating the role of cognitive avoidance in adults, greater 

conditional beliefs held by socially anxious individuals predicted higher levels of 

cognitive avoidance and the use of cognitive avoidance by adults with SAD was thought 

to assist in avoiding worry in socially threatening situations (Wong & Moulds, 2011). 

However, the role of cognitive avoidance in children with SAD is yet to be investigated.  

 

The Present Study 

This study sought to investigate whether worry, and the cognitive elements 

associated with it, might be important in SAD as well as GAD in children.  Three 

groups of children were examined: 1) those with a primary diagnosis of SAD (without 

GAD in their diagnostic profile); 2) those with a primary diagnosis of GAD (without 

SAD in their diagnostic profile); and 3) those without an anxiety disorder. The three 

groups of children were then compared on worry, intolerance of uncertainty, positive 

and negative beliefs about worry, negative problem orientation and cognitive avoidance. 

It was hypothesized that children diagnosed with GAD and SAD would report higher 

levels of worry, intolerance of uncertainty, positive and negative beliefs about worry, 
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negative problem orientation and cognitive avoidance than non-anxious children, but 

that they would not differ significantly from each other on these variables. 

 

Method 

Participants 

Participants were 60 children (42 females, 18 males) aged 8-12 years (M = 9.88, SD 

= 1.28).  The unexpectedly higher proportion of females to males occurred as a result of the 

sampling and matching process and reflects the higher proportion of female respondents for 

the study. Twenty children met DSM-5 (American Psychiatric Association, 2013) criteria 

for a primary diagnosis of SAD, 20 met criteria for primary GAD, and 20 children had no 

anxiety disorder (NAD). Children were matched for age (within 1-2 years) and gender 

across all groups. Table 1 presents the sociodemographic and diagnostic information for the 

participants.   

Place table 1 about here 

 

Participants were required to be aged from 8-12 years and to have a minimum 

reading age of 8 years. Reading age was determined by asking parents if their child was 

able to read at a level equivalent to at least an eight-year-old. No participants were 

excluded on this basis. To be included in the SAD group, children were required to meet 

DSM-IV-TR/DSM-5 criteria for a primary diagnosis of SAD at a clinical severity rating 

(CSR) of 4 or more (from 0 - 8) according to the Anxiety Disorders Interview Schedule 

(ADIS, see below; Silverman & Albano, 1996). Participants were not permitted to have 

comorbid GAD in their diagnostic profile, but could have other comorbid anxiety 

diagnoses. To be included in the GAD group, children were required to meet DSM-IV-

TR/DSM-5 criteria for primary GAD at a CSR of 4. They could not have comorbid 

SAD in their diagnostic profile, but could have other comorbid anxiety diagnoses. It 
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should be noted that children with clinical levels of both GAD and SAD were not 

included in the study, and that no children were eliminated for meeting DSM-IV-TR 

criteria but not DSM-5 criteria. For inclusion in the ‘no anxiety diagnosis’ group 

(NAD), children had to be free of a DSM-IV-TR/DSM-5 anxiety or psychiatric 

diagnosis. 

Children were not permitted to participate if they had a pervasive developmental 

disorder, an intellectual or learning disability, although comorbidity with externalising 

disorders was permissible. Given high rates of comorbidity between anxiety and mood 

disorders, diagnoses of dysthymia or depression at CSR levels of 5 or lower were 

permissible, however, no potential participants were found to have comorbid mood 

disorders.  

 

Procedure  

Ethical approval was granted from the Griffith University Human Research 

Ethics Committee. Referrals for participation were sought across Australia from schools 

and mental health professionals. Children in the NAD group were recruited via school 

newsletter notices. Telephone screening interviews were conducted with potential 

participants to assess inclusion and exclusion criteria. Eligible children and one of their 

parents / caregivers provided written assent or consent and agreement to participate. The 

child and participating parent completed a telephone interview to determine the child’s 

diagnostic status, and completed online questionnaires. Families were provided with a 

$25 gift voucher to thank them for participating.  

 

Measures 

 Anxiety Disorders Interview Schedule for Children (ADIS C/P; Silverman & 

Albano, 1996). Child diagnostic status was assessed using the ADIS. Following 
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diagnosis, symptoms were compared with DSM-5 criteria, with all potential participants 

being found to also meet DSM-5 criteria. Both parent and child interview schedules 

were administered, and, based upon the combined interviews, clinicians established a 

CSR (ranging from 0-8) for each diagnosis. CSRs of 4 or more were considered 

clinical-level diagnoses. All ADISs were conducted over the telephone as it has been 

shown that telephone administration with one parent is equally as reliable and valid as 

face-to-face administration (Lyneham & Rapee, 2005), however, no validity data is 

available for the ADIS conducted over the telephone with youth. The ADISs were 

conducted by provisionally registered psychologists who were trained for a minimum of 

eight hours in its administration, and were supervised by an experienced clinical 

psychologist.  

A random sample of 20% of ADISs were recorded and used to determine 

diagnostic reliability. Independent interviewers, blind to the participant's original 

diagnoses, listened to the interviews and derived their own diagnoses and CSR. Inter-

rater reliabilities were then calculated by comparing the original diagnoses and CSRs to 

those obtained by the independent rater. Kappa values of .842 (p. < 000) and .632 (p. < 

000) were found for the primary diagnosis and CSR rating respectively.  

 

 Children’s Global Assessment Scale (CGAS; Shaffer et al., 1983). Child overall 

functioning was measured using the CGAS. Scores can range from 1-100, with higher 

scores indicating better overall functioning. CGAS ratings were assigned by the 

clinicians following the ADIS interviews. The CGAS has an inter-rater reliability of .84 

and a six-month test-retest reliability of .85 (Shaffer et al., 1983). Inter-rater reliability 

for this sample was calculated using the same method as for the ADIS, yielding a 

Cronbach’s alpha of .90 and an intra-class correlation between inter-raters of .80. 
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 Spence Child Anxiety Scale (SCAS; Spence, 1998). The SCAS is a 44-item scale 

designed to assess anxiety symptoms based on DSM-IV-TR criteria (APA, 2000). 

Children indicate how often each symptom occurs on a 4-point Likert scale ranging 

from 0 (“never”) to 3 (“always”). The total score ranges from 0-114, with higher scores 

indicating greater anxiety symptoms. The SCAS has good internal consistency for the 

total score ranging from .89-.92 (Spence, 1998; Spence, Barrett & Turner, 2003). The 

internal consistency for this sample was .92.  

 

 Penn State Worry Questionnaire for Children Short Form (PSWQ-C-SF; Muris, 

Meesters & Gobel, 2001). Worry was assessed using the 11-item PSWQ-C-SF. 

Children indicate how true each statement is on a 4-point Likert scale ranging from 0 

(“not at all true”) to 3 (“always true”). Scores can range from 0-33 with higher scores 

indicating greater worry. The PSWQ-C-SF has yielded a Cronbach's of 0.89 for young 

children (Muris, Meesters, & Gobel, 2001). The internal consistency for this sample 

was .92. 

 

 Intolerance of Uncertainty Scale – 12 (IUS-12; Carleton, Norton & Asmundson, 

2007). Intolerance of uncertainty was measured using the IUS-12. The IUS-12, an adult 

measure, was selected over the 27-item Intolerance of Uncertainty Scale for Children 

(IUS-C; Comer et al., 2009) to reduce participant burden. However, as the IUS-12 was 

designed for adults, 8 items (items 1, 4, 6, 7, 8, 9, 10, 11) were replaced (without 

change) with the corresponding 8 items from the IUS-C. This resulted in a measure 

identical to the IUS-12 but with items substituted exactly as worded from the IUS-C to 

ensure understanding by children. The modified IUS-12 questionnaire has been 

successfully trialled with a community sample of 148 school children aged 8-12 years 

(Hearn, Donovan & Holmes, In preparation). The modified IUS-12 requires children to 
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rate how much each item describes them on a 5-point Likert scale ranging from 1 (“not 

at all”) to 5 (“very much”). The total score is able to range from 12-60, with higher 

scores indicating greater intolerance of uncertainty. The IUS-C has yielded excellent 

internal consistency in a community sample (α = 0.91) and a clinically anxious sample 

(α =0.94) of youth aged 7-17 years (Comer et al., 2009), while the IUS-12 has 

demonstrated good internal consistency (α =0.94) with adults (Carleton et al., 2007). 

The internal consistency for the modified IUS-12 used in the present study was .88. 

Meta-Cognitions Questionnaire for Children (MCQ-C; Bacow et al., 2009). 

Positive and negative beliefs about worry were measured using the positive and 

negative beliefs about worry subscales of the MCQ-C. Each subscale contains six items 

and requires children to indicate how much they agree with each statement on a 4-point 

Likert scale ranging from 1 (“do not agree”) to 4 (“agree very much”). Scores may 

range from 6-24, with higher scores indicating greater positive or negative beliefs about 

worry. Cronbach's alphas have been found to range between 0.60 to 0.89 for the positive 

beliefs subscale, and 0.74 and 0.76 for the negative beliefs subscale (Bacow et al., 

2009). This sample yielded Cronbach’s alphas of .70 and .78 for the negative and 

positive beliefs about worry subscales respectively.   

Social Problem Solving Revised Short-Form (SPSI-R-SF; D'Zurilla et al., 2001). 

Negative problem orientation was assessed using the 5-item negative problem 

orientation subscale of the SPSI-R-SF. Children rate how true each item is for them on a 

5-point Likert Scale ranging from 0 (“not at all true of me”) to 4 (“extremely true of

me”). Scores on the subscale may range from 0-20, with higher scores indicating greater 

negative problem orientation. Minor wording modifications were made to two items to 

suit a younger population. The negative problem orientation subscale has previously 
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demonstrated Cronbach’s alphas of 0.83-0.86 (D'Zurilla et al., 2001; Hawkins, 

Sofronoff & Sheffield, 2009). The adapted version used here was used in a study of 

children aged 8-12 years, yielding a Cronbach’s alpha .82 (Holmes et al., 2014). The 

internal consistency for this study was .88. 

White Bear Suppression Inventory (WBSI; Wegner & Zanakos, 1994). The 15-

item WBSI was used to measure cognitive avoidance. Children are required to indicate 

their agreement with each item on a 5-point Likert scale ranging from 1 (“strongly 

disagree”) to 5 (“strongly agree”). Scores may range from 15-75, with higher scores 

indicating greater cognitive avoidance. Minor wording modifications were made to 

three items to suit a younger population. Farrell and Barrett (2006) used a similarly 

modified version of the WBSI with children aged 6-12 years, yielding an internal 

consistency of 0.93. The Cronbach’s alpha in this study was .92. 

Results 

Data Checking 

All assumptions were checked and met and there were no missing data. Means 

(M) and standard deviations (SD) are presented in Table 2.

Place table 2 about here 

Validity Check for Diagnostic Categories 

One-way between group ANOVAs were conducted to provide support for the 

three diagnostic categories (SAD, GAD, NAD). Significant differences were found 

between groups on both the SCAS, F (2,41.92) = 5.78, p = .006L, h2 .17; and the CGAS

F (2, 57) = 163.65, p = .000, with Tukey post-hoc comparisons suggesting that SAD 
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and GAD participants reported higher anxiety symptoms and lower global functioning 

compared to NAD participants, but were not significantly different from each other (see 

Table 3). Thus, diagnostic categories assessed by the ADIS were supported by the 

SCAS and CGAS data.   

 

Main Analyses 

A series of one-way between groups ANOVAs were conducted to explore 

differences between the three groups on the cognitive variables of interest. Significant 

differences between groups were found for: worry, F (2,48.14) = 8.57, p = .001L, h2 .23;  

intolerance of uncertainty, F (2,45.44) = 10.28, p = .000L, h2 .27;   negative beliefs 

about worry F (2, 57) = 6.86, p = .002, h2 .19,   negative problem orientation, F (2, 57) 

= 10.93, p = .000, h2 .28;   and cognitive avoidance, F (2, 57) = 5.69, p = .006L, h2 .17. 

No significant difference was found across the groups for positive beliefs about worry, 

F (2, 57) = 1.11, p = .34L, ns.   

To clarify the nature of the between groups effects, post-hoc comparisons were 

conducted. Results are displayed in Table 3. As is evident from Table 3 and was 

hypothesised, children with SAD and GAD scored higher on worry, intolerance of 

uncertainty, negative problem orientation and negative beliefs about worry compared to 

NAD children, but did not score differently to each other. With respect to cognitive 

avoidance, GAD (but not SAD) children were found to score higher than NAD children 

and GAD and SAD children did not score differently from each other. Differences 

between groups were not found for positive beliefs about worry. 

 

Place table 3 about here 
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Discussion 

This study sought to examine whether worry, and the cognitive features 

previously proposed to be specific to GAD, are also evident in children with SAD. It 

was hypothesized that children diagnosed with SAD would report higher levels of 

worry, intolerance of uncertainty, negative beliefs about worry, positive beliefs about 

worry, negative problem orientation and cognitive avoidance than children without any 

anxiety disorder, and that children with GAD and SAD would not differ significantly 

from each other on these variables. There were three main findings from the study. 

Consistent with the hypotheses, children with SAD and GAD reported significantly 

higher scores than children with NAD on measures of worry, as well as on intolerance 

of uncertainty, negative beliefs about worry and negative problem orientation. Also 

consistent with hypotheses, GAD and SAD groups did not significantly differ from each 

other on worry, intolerance of uncertainty, negative beliefs about worry and negative 

problem orientation. Contrary to predictions however, only GAD children reported 

higher scores on cognitive avoidance than NAD children, and GAD children did not 

differ significantly from SAD children on this construct. Finally, contrary to 

hypotheses, there were no significant differences across the groups on positive beliefs 

about worry. 

The finding that children with SAD and GAD reported more elevated levels of 

worry, intolerance of uncertainty, negative beliefs about worry and negative problem 

orientation than NAD children but did not did not differ significantly from each other 

on these measures, is a new and important contribution to the understanding of SAD in 

children. The results are consistent with the proposition that worry is a feature of both 

SAD and GAD, and furthermore that the cognitive constructs examined here may play a 

part in the maintenance of both GAD and SAD.  
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The second interesting finding was that only children with GAD reported 

significantly higher cognitive avoidance than children with NAD, suggesting that 

cognitive avoidance is more characteristic of GAD than SAD. This is similar to results 

found by Kocovski et al. (Kocovski, Endler, Rector & Flett, 2005), who found that 

although highly socially anxious adults were significantly more likely to engage in 

rumination (anticipatory and PEP) they were significantly less likely to engage in 

cognitive avoidance than less socially anxious adults. Plausibly, unlike children with 

GAD who utilize cognitive avoidance in an attempt to relieve the distress associated 

with worry, children with SAD may not avoid worrying about their social problems, 

choosing instead to actively engage in the worry process. As this is the first such study 

examining cognitive avoidance in children, the results require further exploration and 

replication with a larger sample and across a broader age range of youth with a primary 

diagnosis of SAD. Additionally, it would be beneficial to conduct further psychometric 

testing of the tool used to measure cognitive avoidance in young children. If this effect 

is replicated, it would be interesting to understand why those with GAD rather than 

those with SAD engage in cognitive avoidance, given that they both appear to worry to 

the same degree. Future research might include devising a measure to tease out such a 

question. 

It was not altogether surprising that significant differences on positive beliefs 

about worry were not found between groups. As mentioned above, only a limited 

number of prior studies have investigated positive beliefs about worry in children under 

12 years, with some finding that positive beliefs about worry are related to worry levels 

in children, and others finding no such association. Perhaps having positive beliefs 

about worry requires more cognitive sophistication than younger children possess, or 

perhaps the measurement tool was not able to reliably measure the presence of the 
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construct in this age group (Smith & Hudson, 2013). Future research is clearly needed 

to clarify the role of positive beliefs about worry in children. 

As predicted, there was no statistical difference between children with GAD and 

SAD on worry. This finding is potentially at odds with results by Chorpita et al. 

(Chorpita, Tracey, Brown, Collica & Barlow, 1997) who claim that the PSWQ-C can 

discriminate between youth aged 7-17 years with GAD and those with other anxiety 

disorders, including SAD. However, the Chorpita et al. study was based on a very small 

sample of 6 participants with GAD and only 3 with SAD, and the ages of these youth 

were not provided. Thus, it is not possible to determine any developmental differences 

on levels of worry for children versus adolescents in that study. The differences in 

findings between the Chorpita et al., study and the present study could be accounted for 

by differences in the mean age of participants (12.5 years and 9.88 years respectively), 

as it is possible that age moderates level of worry in socially anxious youth. This 

possibility needs further investigation.    

Taken together, the results of this study suggest that when treating SAD in 

children, particularly for treatment non-responders, it may be beneficial to target worry, 

intolerance of uncertainty, negative beliefs about worry and negative problem 

orientation. Future research should investigate how these variables respond to CBT 

treatment that does not directly target these variables, and whether treatment that does 

target the variables can improve the speed and efficacy of treatment.  

This study had a number of strengths. It was the first to examine whether 

cognitive characteristics typically associated with the worry in GAD, also occur in 

children with SAD. The study ensured diagnostic status via clinician interview, and 

used sound psychometric measures. Furthermore, groups were matched on age and 

gender.  
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Despite its strengths however, the study also had limitations. Although measures 

were chosen for their psychometric properties and prior use, some were not originally 

designed for use with children and are yet to undergo rigorous testing with this 

population. Thus, future research should investigate the psychometric properties of the 

MCQ-C (Bacow et al., 2009), IUS-12 (Carleton et al., 2007) and the WBSI (Wegner & 

Zanakos, 1994) with child populations to ensure that the best possible tools are being 

used to assess these beliefs about worry, intolerance of uncertainty and cognitive 

avoidance. In addition, in terms of power, we would expect a large effect size between 

the no anxiety group and the anxiety groups, and a small to medium effect size between 

the two clinical groups. A power analysis using Gpower indicated that a total sample of 

90 participants would be needed to detect a medium to large effect size (.3) with 80% 

power with an alpha at .05. Therefore, it is likely that the study was underpowered, and 

the finding that there was no difference between the clinical groups needs to be taken 

with caution. Furthermore, although the results of the study suggest that worry and its 

associated cognitive variables may be transdiagnostic and relevant to both SAD and 

GAD, they do not provide information on how important these cognitive variables are 

in explaining social anxiety symptoms, whether they can explain social anxiety 

symptoms over and above variables already found to be integral to the disorder, and the 

extent to which these variables are involved in the maintenance of SAD. Therefore, 

although this study provides an important first step in the examination of worry and its 

associated cognitive variables in relation to SAD, there is much for future researchers to 

investigate in this area.  

 

Summary 

Social Anxiety Disorder (SAD) in children is commonly comorbid with 

Generalized Anxiety Disorder (GAD). This study investigated whether worry, and its 
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cognitive components including intolerance of uncertainty, beliefs about worry, 

negative problem orientation and cognitive avoidance, that are typically associated with 

GAD, are also present in SAD in children. Participants included three groups of 20 

children (8-12 years), matched on age and gender. The groups included children: with a 

primary diagnosis of GAD and without a diagnosis of SAD (GAD); with a primary 

diagnosis of SAD and without a diagnosis of GAD (SAD); and without an anxiety 

disorder (NAD). Questionnaires measuring worry and its associated cognitive variables 

were completed. Children and parents completed an interview to determine the child’s 

diagnostic status. Group data was compared using between group ANOVAs with post 

hoc comparisons. GAD and SAD groups scored significantly higher than the NAD 

group on worry, intolerance of uncertainty, negative beliefs about worry and negative 

problem orientation, and they did not score differently from each other. Only the GAD 

group scored significantly higher than the NAD group on cognitive avoidance. The 

findings contribute to our understanding of cognitive factors associated with SAD and 

suggest that the high comorbidity between SAD and GAD may be due to the existence 

of similar processes underlying both disorders. In addition, the findings suggest that 

treatment for child SAD may be enhanced by focussing on variables including worry, 

intolerance of uncertainty, negative beliefs about worry and negative problem 

orientation. Future research should investigate.  
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Addendum to the Study 

The examiners brought to our attention that a test of equivalence may have been 

conducted to provide further evidence that the GAD and SAD groups were in fact 

similar on the hypothesised variables. In response to this, a test of equivalence was 

conducted using 90% Confidence Intervals for the difference between means of the two 

groups (GAD and SAD), in order to demonstrate that the difference between the groups 

was likely to be zero.  

Results indicated that the GAD group and the SAD group were equivalent on 

worry [-3, 5], NPO [-4, 0], NBW [-2, 2] and PBW [-1, 3]. However, the GAD and SAD 

groups were not found to be equivalent on CA [-43, -32] and IU [-11, -0]. In terms of 

CA, the finding that the GAD and SAD groups were not equivalent supports our finding 

that only the GAD group scored significantly higher on CA compared to the NAD 

group. In terms of IU however, given the means of the two groups, the lack of 

equivalence demonstrates that the SAD group was actually higher than the GAD group, 

thus providing evidence for our assertion that the cognitive variables associated with 

worry (and traditionally GAD) are also important (in fact more so in the case of IU) to 

SAD.  
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Table 1 
Sociodemographic details and diagnostic profile for participants 

Note: Values represent number of participants (percentages) or means ± SD, as appropriate. CSR = 
Clinician Severity Rating; CGAS = Children’s Global Assessment Scale; DX = diagnosis; GAD = 
Generalized Anxiety Disorder; SAD = Social Anxiety Disorder; NIL = No anxiety disorder; Enur = 
Enuresis; Pan = Panic Disorder; Agor = agoraphobia; ODD = Oppositional Defiant Disorder; OCD = 
Obsessive Compulsive Disorder. 

 

 
Total 

Sample 
(N = 60) 

GAD 
Sample 
(n = 20) 

SAD 
Sample 
(n = 20) 

NAD 
Sample 
(n = 20) 

Age in Years (SD) 9.88 (1.28)    

Gender (N): Male / Female 18 / 42 6 / 14 6 / 14 6 / 14 

Country of Birth (%)     

     Australia 54 (90.0) 18 (90.0) 18 (90.0) 18 (90.0) 

     United Kingdom 3.3 1 1 0 

     New Zealand 3.3 1 1 0 

     Asia 3.3 0 0 2 

Living Arrangements (%)     

     Both Biological Parents 49 (81.7) 15 16 18 

     Mother  9 (15.0) 4 3 2 

     Mother + Step-Father 1 (1.7) 0 1 0 

     Foster/Adoptive Parents 1 (1.7) 1 0 0 

SES (n = 58) (SD)     

      High (> AUS$100 001)              51.7 7 (35) 11 (55) 13 (65) 

      Middle (AUS$21 000 - $100 

000) 
38.3 

12  6 5 

      Low (< AUS$21 000) 6.7 1 1 5 

CSR DX 1 (n = 40) 5.98 (1.14) 5.40 (0.88) 6.55 (1.10) - 

CGAS (n = 40) 52.73 (6.83)  54.90 (5.99) 50.22 (8.06) 87.30 (6.85) 

Secondary Diagnosis (%) (n = 40)     

     None 26 (65.0) 6 (30.0) 10 (50.0) - 

     Specific Phobia 9 (22.5) 3 (15.0) 6 (30.0) - 

     Separation Disorder 2 (5.0) 8 (40.0) 3 (15.0) - 

     Other Enur/pan/agor/ODD/OCD 3 (7.5) 3 (15) 1 (5.0) - 

Tertiary Diagnosis (%) (n = 40)     

     None 36 (90.0) 13 (65.0) 13 (65.0) - 

     Specific Phobia 3 (7.5) 3 (15.0) 5 (25.0) - 

     Separation Disorder 1 (2.5) 1 (5.0) 1 (5.0) - 

     Other Enur/pan/agor/ODD/OCD 0 (0.0) 1 (5.0) 1 (5.0) - 

Number of comorbid DXs (n = 40) 2.07 (1.14) 2.00 (0.80) 2.15 (1.42) - 
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Table 2 

Means and standard deviations for measures 

Measures Groups 

 NAD GAD SAD 

                      Means (SD) 

PSWQC 6.45 (4.36) 14.80 (7.79) 13.70 (8.03) 

IUS-12 20.35 (5.27) 27.00 (10.97) 32.75 (8.75) 

WBSI 40.30 (8.32) 53.00 (12.03) 48.50 (14.95) 

SPSIC 4.6 (4.31) 9.05 (5.59) 11.10 (3.29) 

MCQC NBW 9.15 (2.23) 12.40 (3.94) 12.45 (3.28) 

MCQC PBW 7.60 (1.54) 9.00 (3.77) 8.25 (3.18) 

SCASC 20.05 (6.28) 34.35 (17.75) 30.55 (14.68) 

Note: PSWQC – Penn State Worry Questionnaire for Children; IUS-12 – 
Intolerance of Uncertainty Scale -12; WBSI – White Bear Suppression 
Inventory; SPSIC – Social Problem Solving Inventory for Children; MCQ NBW 
– Metacognitions Questionnaire for Children, Negative Beliefs About Worry 
Subscale; MCQ PBW – Metacognitions Questionnaire for Children, Positive 
Beliefs About Worry Subscale; SCASC – Spence Child Anxiety Scale for 
Children; CGAS – Children’s Global Assessment Scale  
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Table 3 

Post-hoc comparisons of group differences 

Measures Group Comparisons 

 NAD-GAD NAD-SAD GAD-SAD   

 Mean Difference (SE) Sig C1 (95%) 

PSWQC -8.35 (2.19)   .001* -13.62    -3.08 

  -7.25 (2.19)  .005* -12.52    -1.98 

   1.10 (2.19) .871 -4.17       6.37 

      

IUS-12 -6.65 (2.74)   .047* -13.24      -.06 

  -12.40 (2.74)  .000** -18.99    -5.81 

   -5.75 (2.74) .099 -12.34      .84 

      

WBSI -12.70 (3.82)   .004* -21.89    -3.51 

  -8.20 (3.82)  .089 -17.39       .99 

   4.50 (3.82) .471  -4.69    13.69 

      

SPSIC -4.45 (1.43)   .008*  -7.88     -1.02 

  -6.50 (1.42)  .000** -9.92      -3.08 

   -2.05 (1.42) .326  -5.47      1.37 

      

MMCQC NBW -3.25 (1.02)   .007*  -5.71     -.79 

  -3.30 (1.02)  .006* -5.76      -.84 

   -.05 (1.02) .999 -2.51     2.41 

      

M  MCQC PBW -1.40 (.94)  

-.65 (.94) 

 .306 

.771 

-3.67       .87 

-2.92     1.62 

   .75 (.94) .707 -1.52     3.02 

      

SCASC -14.30 (4.36)   .005* -24.79   -3.81 

  -10.50 (4.36)  .05* -20.99    -.01 

   3.80 (4.36) .66  -14.28   6.69 

      

CGAS 32.40 (2.22)   .000** 27.06   37.74 

  36.75 (2.22)  .000** 31.41   42.09 

   4.35 (2.22) .132    -99       .99 

Note: PSWQC – Penn State Worry Questionnaire for Children; IUS-12 – Intolerance of 
Uncertainty Scale -12; WBSI – White Bear Suppression Inventory; SPSIC – Social Problem 
Solving Inventory for Children; MCQ NBW – Metacognitions Questionnaire for Children, 
Negative Beliefs About Worry Subscale; MCQ PBW – Metacognitions Questionnaire for 
Children, Positive Beliefs About Worry Subscale; SCASC – Spence Child Anxiety Scale for 
Children; CGAS – Children’s Global Assessment Scale  
* p = < .05, ** p = <.001 
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CHAPTER 6 

STUDY 2: Social Anxiety: To what degree are worry 

and its cognitive factors associated with youth Social 

Anxiety Disorder? 

 

The following Appendices are relevant to this chapter, but have not been referred in text. 

 

     Appendix C – Ethical Clearance from Griffith University, Studies 2 and 3 
     Appendix G – Information and Consent Form for Children, Studies 2 and 3 
     Appendix H – Information and Consent Form for Adolescents, Studies 2 and 3 
     Appendix I – Information and Consent Form for Parents, Studies 2 and 3 
     Appendix J – Penn State Worry Questionnaire for Children, Short Form (PSWQ-SF-C) 
     Appendix K – Intolerance of Uncertainty Scale for Children, Short Form (IUS-12) 
     Appendix L – Metacognitions Questionnaire for Children (MCQ-C) 
     Appendix M - White Bear Suppression Inventory (WBSI) 
     Appendix N – Social Problem Solving Inventory – Revised (SPSI-R) 
     Appendix O – Social Phobia Anxiety Inventory – 10 - Child Version (SPAI-C) 
     Appendix P – Social Phobia Anxiety Inventory – 10 - Parent Version (SPAI-P) 
     Appendix S – Demographic Questions 
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Abstract 

Background: Comorbidity between Social Anxiety Disorder (SAD) and Generalized 

Anxiety Disorder (GAD) is extremely common. This study investigated whether factors 

commonly associated with GAD, including worry, intolerance of uncertainty (IU), 

positive and negative beliefs about worry (PBW, NBW), negative problem orientation 

(NPO) and cognitive avoidance (CA) were associated with SAD severity, symptoms 

and overall functioning.  

Method: Participants included 126 youth aged 8-17 years (M = 11.29, SD = 2.67, Males 

n = 50) with a primary diagnosis of SAD. Participants and a parent underwent a 

diagnostic interview and completed questionnaires at pre- and 12-week post assessment, 

and 6-month follow-up. Correlations and hierarchical multiple regression analyses were 

conducted. 

Results: Each of the cognitive variables, with the exception of PBW, was found to 

correlate with SAD symptoms, SAD severity and overall functioning. NPO emerged as 

an important predictor of SAD severity, self-reported ratings of SAD symptoms, and 

poorer levels of overall functioning. IU and worry also predicted self-rated SAD 

symptoms.  

Limitations: Measures were chosen on the basis of their sound psychometrics however 

some were yet to undergo rigorous testing with youth populations. The study design is 

cross-sectional, which restricts firm conclusions regarding causal and temporal 

associations between the variables.  

Conclusions: Findings from this study have implications for the specificity of GAD and 

SAD in youth. Further research is required to understand whether these cognitive 

variables play a maintaining role in youth SAD and the extent to which they might 

influence treatment.  
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Introduction 

Social Anxiety Disorder (SAD) in youth affects at least 1-2% of children, and up 

to 10% of adolescents (Beesdo et al., 2007; Merikangas et al., 2011), is associated with 

numerous problematic consequences (Beesdo et al., 2007; Wittchen, Fuetsch, Sonntag, 

Müller & Liebowitz, 1999; Wittchen, Stein & Kessler, 1999) and tends to persist if left 

untreated (Beesdo-Baum et al., 2012; Burstein et al., 2011; Kessler, Petukhova, 

Sampson, Zaslavsky & Wittchen, 2012). Although SAD commonly co-occurs with a 

range of mood and anxiety disorders, its comorbidity with Generalized Anxiety 

Disorder (GAD) is particularly commonplace, with studies suggesting that pure forms 

of GAD and SAD are the exception rather than the rule. For example, in a clinical trial 

of 488 anxious youth (7-17 years), 64% held comorbid diagnoses of GAD and SAD, 

11.3% held a pure SAD diagnosis, and 6.8% held a pure GAD diagnosis (Walkup et al., 

2008).  

It has been suggested that anxiety disorders may not be fully differentiated in 

children and adolescents, and that shared pathological processes may exist across some 

youth anxiety disorders (Lahey et al., 2004; Sterba et al., 2010). It is possible therefore, 

that the particularly high rates of comorbidity between SAD and GAD may be due to 

common maintaining processes underlying the two disorders. Of particular interest to 

this paper is the construct of worry and the cognitive variables found to be associated 

with it including intolerance of uncertainty (IU), negative problem orientation (NPO), 

positive and negative beliefs about worry (PBW and NBW) and cognitive avoidance 

(CA). It is our contention that worry and its associated cognitive variables may also be 

present in children and adolescents with SAD and may be responsible for the high 

comorbidity rates between GAD and SAD. 

 Worry refers to persistent, uncontrollable intrusive thoughts and images that can 

be upsetting, and that focus on solving problems or exploring feared outcomes that may 
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occur in the future (Borkovec, Robinson, Pruzinsky & DePree, 1983). Worry is a 

defining characteristic of GAD, and has been found to be present in children and 

adolescents diagnosed with the disorder (Ellis & Hudson, 2010; Holmes, Donovan, 

Farrell & March, 2014). However, there are aspects of SAD for which worry may be 

considered, at least in part, to be a maintaining factor. For instance, individuals with 

SAD engage in anticipatory anxiety prior to social interactions (Clark & Wells, 1995), 

and post-event processing (PEP) following social interactions (Clark & Wells, 1995; 

Rachman, Grüter-Andrew & Shafran, 2000), both of which could be considered ‘worry-

like’ in nature.  In fact, GAD-like worry has been found in socially anxious adults 

(Perrin & Last, 1997; Starcevic et al., 2007; Weems, Silverman & La Greca, 2000). 

Indeed, in a study of 123 adults with a range of anxiety disorders, there was no 

significant difference on worry scores between those with GAD and those with SAD 

(Starcevic et al., 2007). Furthermore, worry scores were found to independently predict 

diagnoses of SAD and GAD, but were unable to predict any other diagnoses (Starcevic 

et al., 2007). Thus, it would seem that pathological worry is not specific to GAD but is 

also a feature of SAD. There has been extremely limited investigation of the presence of 

worry in young people diagnosed with SAD. In the only study published to date, it was 

found that scores on worry were not able to differentiate between SAD and GAD in a 

sample of 130 youth aged 7-14 years (Whitmore, Kim-Spoon & Ollendick, 2013). Thus, 

preliminary research in both adult and youth samples, suggests that worry may not be 

specific to GAD, but that those with SAD may also worry to a similar extent. 

As noted above, a number of cognitive variables have been found to be 

associated with worry. Intolerance of uncertainty (IU) is central to the model of GAD 

put forward by Dugas and colleagues (Dugas, Gagnon, Ladouceur & Freeston, 1998; 

Dugas & Robichaud, 2007; Ladouceur, Blais, Freeston & Dugas, 1998). IU refers to a 

frame of mind whereby uncertainty is interpreted as so concerning and aversive that 



188	

significant efforts are taken to avoid it (Boelen, Vrinssen & van Tulder, 2010; Comer et 

al., 2009). IU has been found to be the most important unique predictor of worry in 

adults (Boelen et al., 2010; Buhr & Dugas, 2006; Dugas, Gosselin & Ladouceur, 2001; 

Laugesen, 2007; Laugesen, Dugas & Bukowski, 2003) and a strong predictor of worry 

frequency in a community sample of children (Fialko, Bolton & Perrin, 2012), and 

children with GAD (Holmes et al., 2014; Read, Comer & Kendall, 2013). In terms of 

SAD, IU has been found to be a predictor of SAD severity and symptoms in adults 

(Boelen & Reijntjes, 2009; Carleton, Collimore & Asmundson, 2010; Mahoney & 

McEvoy, 2012). With respect to adolescents, in a study conducted by Boelen et al., 

(2010) of 191 clinical youth aged 14-18 years, IU was found to correlate with 

adolescent worry and social anxiety. Thus, the relationship between IU and SAD has 

attracted little empirical attention to date, and is yet to be examined in children.  

Negative Problem Orientation (NPO) is another construct found to be associated 

with worry that is central to the model of GAD put forward by Dugas and colleagues 

(Dugas et al., 1998; Dugas et al., 2007). NPO describes the set of cognitive and 

emotional beliefs that result in personal and social problems being viewed as 

threatening, doubt in one’s problem solving ability, and a tendency towards pessimism 

about potential outcomes (D'Zurilla, Nezu & Maydeu-Olivares, 2001). NPO is a well 

known contributor to adult and adolescent worry (Dugas & Robichaud, 2007; Dugas et 

al., 2007; Laugesen et al., 2003), and high levels of NPO have been found in 8-12 year 

olds with GAD (Holmes et al., 2014). Despite once being assumed as GAD-specific, 

NPO has recently been viewed as having a more transdiagnostic impact and has been 

linked to a number of emotional disorders in adults, including social anxiety (Fergus, 

Valentiner, Wu & McGrath, 2015; McEvoy & Mahoney, 2012). However, the 

relationship between NPO and SAD has not been investigated in youth populations of 

any kind to date.  
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 Positive and negative beliefs about worry (PBW, NBW) are important 

components of the model of GAD put forward by Wells (Wells, 1995).  PBW include 

beliefs that worry is beneficial for problem solving (Borkovec et al., 1983; Gosselin et 

al., 2007) and that it helps a person solve problems and be prepared for every 

eventuality. Conversely, NBW include beliefs that worrying is dangerous, detrimental 

and difficult to control (Wells, 1995). PBW and NBW have been shown to be related to 

pathological worry in adults and adolescents (Cartwright-Hatton & Wells, 1997; 

Freeston, Rhéaume, Letarte, Dugas & Ladouceur, 1994), although findings with respect 

to PBW in children under 12 years are limited and mixed.  Some researchers have found 

that PBW are linked to elevated worry in youth (Kertz & Woodruff-Borden, 2013; 

Muris et al., 1998; Smith & Hudson, 2013), while others have found no such link 

(Bacow, Pincus, Ehrenreich & Brody, 2009; Cartwright-Hatton, Roberts, Chitsabesan, 

Fothergill & Harrington, 2004; Fialko et al., 2012; Holmes et al., 2014; Wilson & 

Hughes, 2011).  In contrast, NBW have been found to strongly predict GAD in adults 

(Borkovec & Roemer, 1995; Wells, 2006), and to be present in clinical populations of 

adolescents (Cartwright-Hatton et al., 2004; Ellis & Hudson, 2010; Fisak, Mentuccia & 

Przeworski, 2013) and children (Holmes et al., 2014; Smith & Hudson, 2013). To date 

however, PBW and NBW have not been examined with respect to SAD in adult, 

adolescent or child populations. 

Cognitive avoidance (CA) is another construct that has consistently been found 

to be associated with worry, and that is central to the GAD models of both Dugas and 

Wells. CA refers to a number of strategies such as thought suppression, thought 

substitution, and distraction, that are engaged in to avoid confronting thoughts, images 

or emotions associated with worry (Dugas et al., 1998; Dugas & Robichaud, 2007; 

Dugas et al., 2007; Wells, 1995). However, CA strategies are ineffectual and typically 

result in insufficient processing and failed resolution of the worry, with the paradoxical 
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consequence of increasing worry levels (Lavy & van den Hout, 1990; Wegner & 

Zanakos, 1994). Adolescents who worry more, use significantly more CA strategies 

than low- (Laugesen et al., 2003) or moderate-level worriers (Gosselin et al., 2007), and 

high levels of CA have been found in 8-12 year olds with GAD (Holmes et al., 2014). 

Research investigating the role of CA in SAD is substantially less prolific. In a study 

with adults, greater conditional beliefs (such as, “if people see I’m nervous they’ll think 

I’m weak”) held by socially anxious individuals were found to predict higher levels of 

CA, and the use of CA by adults with SAD was thought to assist in avoiding worry in 

socially threatening situations (Wong & Moulds, 2011). To our knowledge however, 

CA has never been examined in youth with SAD. 

  

The Present Study 

 As noted above, although worry has been found to be associated with youth 

SAD, the cognitive variables of IU, PBW, NBW, CA and NPO that are theoretically 

and empirically linked with worry, have never been examined in relation to SAD within 

a child or youth population. The current study therefore sought to examine whether 

worry and cognitive variables linked to it (IU, NBW, PBW, NPO, CA), are associated 

with SAD symptoms and severity, as well as the overall functioning of youth suffering 

with SAD. It was hypothesized that higher levels of worry, IU, PBW, NBW, NPO and 

CA would be associated with greater SAD symptoms and severity and lower overall 

functioning in youth aged 8-17 years with a primary diagnosis of SAD. 

 

Method 

Participants 

 Participants were 126 youth (50 males, 76 females) aged 8-17 years (M = 11.29, SD 

= 2.67) who met DSM-5 (American Psychiatric Association, 2013) criteria for a primary 
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diagnosis of SAD. The average Clinician Severity Rating (CSR) according to the scores 

derived by clinicians after conducting the Anxiety Disorders Interview Schedule (ADIS, 

see below; Silverman & Albano, 1996) for SAD was 6.88 on an 8-point scale (SD = 1.02), 

suggesting that participants in the sample had relatively severe levels of clinical SAD. In 

addition, the average Children’s Global Assessment Score (CGAS; Shaffer et al., 1983) of 

the sample was 46.27 (SD = 6.83), suggesting a high level of functional impairment (see 

below).   

Table 1 presents the sociodemographic and diagnostic information for participants. 

As is evident from the table, the socioeconomic status (SES) of the sample was moderate-

to-high, the majority of participants were born in Australia, and the majority (n = 107) lived 

with both biological parents. Almost 79% (n = 99) of the sample had co-morbid GAD in 

their diagnostic profile, 21.4% (n = 27) had pure SAD, and the mean number of diagnoses 

per participant was 2.93 (SD = 1.65).   

 

Place table 1 about here 

 

Eligibility requirements included being aged between 8 and 17 years, having a 

minimum reading age of 8 years, and being an English speaker. Participants were also 

required to meet DSM-5 criteria for a primary diagnosis of SAD at a CSR of 4 or more 

(on a scale from 0-8) on the ADIS (see below; Silverman & Albano, 1996). The ADIS 

allows diagnoses based on DSM-IV criteria, but diagnoses were only retained for this 

study if DSM-5 criteria were also met. Comorbidity with other anxiety, mood, and 

externalising disorders was permissible. However, children were not permitted to 

participate if they held a diagnosis of a pervasive developmental disorder, had an 

intellectual or learning disability, had a diagnosis of dysthymia or depression at a CSR 

of 5 or higher according to the ADIS, or had an acute psychiatric disorder (such as 
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psychosis or suicide ideation). Excluded children were provided with appropriate 

referral options as required.  

 

Procedure  

Ethical approval was granted from the Griffith University Human Ethics 

Committee. Participants self-referred from across Australia following media 

presentations and advertising, and information sent to education personnel, parents and 

mental health professionals. Advertising via Facebook attracted participants from 

Australia, the UK and USA. Telephone screening interviews were conducted with 

potential participants to assess eligibility, and those deemed likely eligible were 

provided with digital information and consent forms. The child and participating parent 

then completed a structured diagnostic interview by telephone to determine the child’s 

diagnostic status, and then completed a set of online questionnaires.  

 

Measures 

 Anxiety Disorders Interview Schedule for Children (ADIS;  Silverman & 

Albano, 1996). Diagnostic status of the participants was assessed using the ADIS, a 

semi-structured interview designed to diagnose anxiety and related disorders according 

to the diagnostic categories of the DSM-IV. All interviews were assessed to ensure that 

diagnoses were only made if DSM-5 criteria were also met. The parent and child 

schedules were administered, and the clinician established a CSR for each diagnosis 

based on the combined report. CSRs could range from 0–8, with CSRs of 4 or more 

considered to be clinical-level diagnoses. ADISs were conducted over the telephone as 

equal reliability has been found for face-to-face and telephone administrations with one 

parent (Lyneham & Rapee, 2005). No validity data is available for conducting ADIS 

interviews over the telephone with youth. All ADISs were conducted by provisionally 
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registered psychologists who had a minimum of eight hours training in its 

administration, and who were supervised by an experienced clinical psychologist. A 

random 20% of ADISs were recorded and used to calculate inter-rater reliability. 

Independent interviewers, blind to original diagnoses, listened to the interviews and 

derived independent diagnoses and CSRs. Inter-rater reliability was calculated by 

comparing the original diagnoses and CSRs to those obtained by the independent rater. 

A kappa value of .84 (p. < 000) was found for the primary diagnosis and a correlation of 

.95 (p. = .01) was found for the CSR.  

Children’s Global Assessment Scale (CGAS; Shaffer et al., 1983). Overall level 

of functioning was measured using the CGAS. CGAS ratings were assigned by the 

clinician following each ADIS interview and were based on evidence collected from 

both informants. CGAS scores can range from 1-100, with higher scores indicating 

better overall functioning. The CGAS is a valid and reliable instrument, with a reported 

inter-rater reliability of .84 and a six-month test-retest reliability of .85 (Shaffer et al., 

1983). The inter-rater reliability for the CGAS in this study was calculated using the 

same procedure as for the ADIS above. A product moment correlation of .84 was found 

for CGAS ratings.  

Social Phobia and Anxiety Inventory-10-Child and Parent report (SPAI-10-C/P; 

Beidel, 2012). Both the SPAI-10-C and SPAI-10-P consist of 10 items derived from the 

corresponding 26-item SPAI-C and SPAI-P (items 3, 4, 10, 14, 15, 17, 19, 21, 24, 25; 

Beidel, Turner & Morris, 1995). The SPAI-10-C and SPAI-10-P measure the cognitive, 

somatic and behavioural symptoms of child social anxiety. The parent version is 

identical to the child version but is worded so that the parent answers questions about 

their child’s social anxiety. Items are answered on a 3-point scale from 0 (“Never or 
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hardly ever”) to 2 (Most of the time or always”). Scores may range from 0-58, with 

higher scores indicating greater social anxiety. The Cronbach’s alphas in the current 

study for the SPAI-10-C and SPAI-10-P were .91 and .92 respectively. 

 

 Penn State Worry Questionnaire for Children Short Form (PSWQ-C-SF; Muris, 

Meesters & Gobel, 2001).  Worry was assessed using the 11-item PSWQ-C-SF on 

which children were required to indicate how true each statement was for them on a 4-

point Likert scale ranging from 0 (“not at all true”) to 3 (“always true”). Scores can 

range from 0-33 and higher scores indicate greater worry. The PSWQ-C-SF has yielded 

a Cronbach's alpha of 0.89 for young children in a previous study (Muris, Meesters, & 

Gobel, 2001), and the internal consistency of the PSWQ-C-SF for this sample was .90. 

 

 Intolerance of Uncertainty Scale – 12 (IUS-12; Carleton, Norton & Asmundson, 

2007). IU was measured using a modified version of the IUS-12. The IUS-12 is an adult 

measure and was chosen in preference to the 27-item Intolerance of Uncertainty Scale 

for Children (IUS-C; Comer et al., 2009) to reduce participant burden. As the IUS-12 

was designed for adults, 8 items (items 1, 4, 6, 7, 8, 9, 10, 11) were replaced without 

change with the corresponding 8 items from the IUS-C, resulting in a measure identical 

to the IUS-12 but with items substituted as worded from the IUS-C to ensure greater 

understanding by children.  

 The modified IUS-12 required children to rate how much each item described 

them on a 5-point Likert scale ranging from 1 (“not at all”) to 5 (“very much”). The 

total score is able to range from 12-60, with higher scores indicating greater IU. The 

IUS-C has yielded excellent internal consistency in a community sample (α = 0.91) and 

a clinically anxious sample (α =0.94) of youth aged 7-17 years (Comer et al., 2009), 

while the IUS-12 has demonstrated good internal consistency (α =0.94) with adults 
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(Carleton et al., 2007). The internal consistency for the modified IUS-12 used in the 

present study was .90. 

 

 Meta-Cognitions Questionnaire for Children (MCQ-C; Bacow et al., 2009). The 

PBW and NBW subscales of the MCQ-C were used to measure PBW and NBW. The 

PBW and NBW subscales each contain six items and require children to indicate the 

degree to which they agree with each statement on a 4-point Likert scale ranging from 1 

(“do not agree”) to 4 (“agree very much”). Scores on each subscale may range from 6-

24, with higher scores indicating greater PBW or NBW. Cronbach's alphas have been 

found to range between 0.60 to 0.89 for the PBW subscale, and between 0.74 and 0.76 

for the NBW subscale (Bacow et al., 2009). For this sample, Cronbach’s alphas of .65 

and .75 were found for the NBW and PBW subscales respectively.   

 

 Social Problem Solving Revised Short-Form (SPSI-R-SF; D'Zurilla et al., 2001). 

NPO was assessed using the 5-item NPO subscale of the SPSI-R-SF. Children were 

required to rate how true each item was for them on a 5-point Likert Scale ranging from 

0 (“not at all true of me”) to 4 (“extremely true of me”). Scores on the NPO subscale 

may range from 0-20, with higher scores indicating greater NPO. Minor wording 

modifications were made to two items to suit a younger population. The NPO subscale 

has demonstrated a good test-retest reliability of .79 over a three-week period, and has 

previously demonstrated Cronbach’s alpha levels of 0.83 to 0.86 (D'Zurilla et al., 2001; 

Hawkins, Sofronoff & Sheffield, 2009). The internal consistency for the NPO subscale 

in this study was .82. 

 

 White Bear Suppression Inventory (WBSI; Wegner & Zanakos, 1994). CA was 

measured using the 15-item WBSI that requires children to indicate their agreement 
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with each item on a 5-point Likert scale ranging from 1 (“strongly disagree”) to 5 

(“strongly agree”). Scores may range from 15-75, with higher scores indicating greater 

CA. Minor wording modifications were made to three items to suit a younger 

population. Farrell and Barrett (2006) used a similarly modified version of the WBSI 

with children aged 6-17 years, with their study yielding an internal consistency of 0.93 

for children aged 6-12 years. The Cronbach’s alpha for the WBSI in this study was .92. 

 

Data Analytic Procedures  

 Data was screened and bivariate correlations were conducted between the 

dependent variables (SAD severity, SAD symptoms and overall functioning) and the 

cognitive variables (worry, IU, NPO, PBW, NBW, CA) using the Pearson product-

moment correlation coefficient. Four hierarchical multiple regression analyses were 

conducted to assess the relative contributions of the cognitive variables to each of the 

dependent variables. To control for any possible effects of age and gender, these 

variables were entered in the first step of each regression analysis, with the independent 

cognitive variables entered at step 2.  

 

Results 

Screening Analyses 

 An examination of the relevant statistics confirmed that the assumptions of 

normality, linearity, homoscedasticity and multicollinearity were satisfactorily met. 

There was less than 5% of data missing overall and data was deemed to be missing 

completely at random. Cases where less than 20% of items within a questionnaire were 

missing were dealt with by replacing missing items with the mean of the answered 

items on the individual’s questionnaire. Checks were conducted to ensure that placing 

worry in the same regression equation as IU, PBW, NPW, NPO, and CA did not violate 
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the assumptions of multicollinearity, singularity, tolerance or variance inflation, with no 

violations being found. Furthermore, the regression analyses were conducted with and 

without worry included in the equations, and no differences in the interpretation of 

results were observed. Thus, worry was included with the other variables in the 

regression analyses. Power was calculated based on Tabachnick and Fidell’s (2007) 

guidelines where N > 50 + 8m, that indicated that in order to achieve a medium effect 

size with seven predictors, 106 participants were required.  Hence, the study had 

sufficient power.  

 

Bivariate Correlations  

 Means (M) and standard deviations (SD) for the measures used are presented in 

Table 2. As is evident from Table 2, youth-rated SAD symptoms were positively and 

significantly related to worry, IU, NPO, NBW and CA and were unrelated to PBW. 

Parent-rated SAD symptoms were significantly and positively related worry, IU, NPO 

and NBW and unrelated to PBW and CA. SAD severity was significantly and positively 

related to IU and NPO. Finally, overall functioning was significantly and negatively 

related to worry, IU and NPO. It must be noted that it is possible that the size of r was 

affected (i.e. made smaller) by the truncated sample, given the restricted range of scores 

in the clinical sample. 

 

Place table 2 about here 

 

Regression Analyses 

 PBW did not correlate with any of the dependent variables and was therefore 

removed from further analyses. In the first regression analysis (see Table 3) with SAD 

severity (CSR) as the dependent variable, the total variance explained by the model as a 



	 198	

whole at Step 2 was 16%, F(7,109) = 2.95, p. = .007, with the five cognitive variables 

explaining 13.5% of the variance in SAD severity after controlling for the effects of age 

and gender, R2 change = .14, F change (5,109) = 3.50, p. = .006). In the final model, 

only NPO was a statistically significant unique predictor, explaining 11.3% of the total 

variance.    

 In the second regression analysis with youth-rated SAD symptoms (SPAI-C) as 

the dependent variable, the total variance explained by the model was 48% at Step 2, 

F(7,109) = 14.34, p. <.000, with the cognitive variables explaining 45% of the variance 

in child rated social anxiety symptoms after controlling for the effects of age and 

gender,  R2 change = 45.3%, F change (5,109) = 18.96, p. <. 000). NPO, IU and worry 

were all found to be significant unique predictors, explaining 5.8%, 4% and 2.9% of the 

total variance respectively. 

 In the third regression analysis with parent-rated SAD symptoms (SPAI-P) as 

the dependent variable, the total variance explained by the model was 19.4% at Step 2, 

F(7,109) = 3.76, p. =.001, with the cognitive variables explaining 6% of the variance in 

parent rated social anxiety symptoms after controlling for the effects of age and gender. 

Age was found to be the only significant unique predictor, explaining 9% of the total 

variance. 

 In the final regression analysis with overall functioning (CGAS) as the 

dependent variable, the total variance explained by the model was 21% on Step 2, 

F(7,109) = 4.17, p. <.000, with the cognitive variables explaining 18% of the variance 

in overall functioning after controlling for the effects of age and gender,  R2 change = 

17.6%, F change (5,109) = 4.87, p. < .000). Only NPO was a significant unique 

predictor, explaining 11.6% of the total variance. 

 

Place table 3 about here 
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Discussion 

This study sought to investigate the degree to which worry, intolerance of 

uncertainty (IU), negative problem orientation (NPO), negative beliefs about worry 

(NBW), positive beliefs about worry (PBW), and cognitive avoidance (CA) are 

associated with Social Anxiety Disorder (SAD) symptoms, severity and overall 

functioning in a sample of youth with SAD. When looking at the bivariate correlations, 

PBW were not found to be associated with any of the outcome variables (SAD severity, 

symptomatology or overall functioning) and hence were removed from further analyses. 

IU and NPO correlated with each of the outcome variables, and worry correlated with 

all outcome variables except SAD severity. CA was not associated with severity or 

overall functioning, but was related to child-rated SAD symptoms. When the relative 

contribution of worry and its associated variables were examined with respect to the 

prediction of SAD symptoms, severity and overall functioning, NPO was found to be 

only the significant unique predictor of each. NPO, IU and worry were found to 

uniquely predict child-rated SAD symptoms. None of the cognitive variables uniquely 

predicted parent-rated SAD symptoms, and this might be expected given that cognitive 

variables are a private phenomenon that are not observable, nor often expressed verbally 

to others.  

 The first major finding to emerge from the results was the importance of NPO to 

SAD severity, SAD symptoms and overall functioning. Of all the cognitive variables, 

including worry, NPO was found to be most important predictor. These results not only 

support recent findings linking NPO to social anxiety in adults (Fergus et al., 2015; 

McEvoy & Mahoney, 2012), but they also fit with McEvoy and Mahoney’s (2012) 

suggestion that NPO is linked to a number of types of repetitive thought. Specifically, 

McEvoy and Mahoney (2012) suggest that worry, rumination and post-event processing 

(PEP) are all forms of repetitive thought that are triggered in people who have a NPO 
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when they are confronted with a problem. The type of problem encountered is linked 

with the type of disorder the individual has, which in turn dictates the type of repetitive 

thought engaged in. For example, when a depressed person is confronted with a job 

loss, their NPO leads them to engage in rumination. In contrast, for the socially anxious 

individual, when they interpret an interpersonal experience as negative, their NPO leads 

them to engage in PEP. Thus, people who have a NPO are more likely to engage in 

repetitive types of thinking, which may explain why certain disorders (e.g., GAD and 

SAD) are so commonly comorbid and why NPO has been found to be transdiagnostic.  

Another pathway that might link NPO to repetitive thought is behavioural 

avoidance. In SAD, ruminative thought may centre on negative interpretations about 

one’s self, situation and future, and these negatively valenced thoughts may activate the 

avoidance of future social situations where problems might occur. This avoidance of 

problems might prevent one from learning how to cope with and resolve social 

problems, and therefore to fear and wish to avoid future social problems, thereby 

leading to a fear of problems, or a NPO (Hasegawa et al., 2016). Indeed, it is not 

particularly surprising that individuals with SAD are high in NPO given that they wish 

to make positive impressions on others in social situations but at the same time perceive 

themselves as being devoid of the requisite skills to do so, and believe themselves to be 

incapable of solving social problems (Hofmann, 2000). That is, they have a negative 

problem orientation. Future research should examine whether worry leads to NPO, or 

NPO leads to worry, and should examine the impact of including strategies aimed at 

reducing NPO, and increasing positive problem orientation, within treatment packages 

for youth with SAD.  

 The second major finding to emerge from the results was that worry and IU 

were (in addition to NPO), significant unique predictors of child-rated SAD symptoms. 

These findings are consistent with the limited previous research to date suggesting that 
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worry and IU have a more transdiagnostic impact than previously thought. Indeed, both 

worry and IU have been increasingly demonstrated to be related to disorders other than 

GAD in adults, including SAD, obsessive compulsive disorder and panic disorder 

(Boelen & Reijntjes, 2009; Carleton, 2012; Carleton et al., 2010; Holaway, Heimberg & 

Coles, 2006; Simmons, Matthews, Paulus & Stein, 2008) and IU has been linked to 

social anxiety in non-clinical adolescents (Boelen et al., 2010).  

 The third interesting finding of the present study was that PBW failed to 

correlate with SAD symptoms, SAD severity or overall functioning in youth with SAD. 

As mentioned above, studies investigating the role of PBW in youth GAD have 

demonstrated mixed results, with some studies finding that PBW are related to worry 

levels in youth, and others finding no such association. In the current study, there were 

no significant differences between the levels of PBW reported by adolescents or 

children, nor was one gender significantly more likely to report PBW. The results of 

this study support the growing body of research suggesting that PBW may not be as 

important in youth worry as it is in adult worry. Additionally, while NBW were 

associated with youth reported SAD symptoms, NBW did not emerge as a unique 

predictor of SAD symptoms, severity or overall functioning. Further research is 

required to ascertain the importance of NBW to SAD in youth .  

 Finally, although CA was found to correlate with child rated SAD 

symptomatology, it was not a unique predictor of any of the dependent variables. This 

finding reflects results from previous studies of adults with social anxiety. For example, 

adults high in social anxiety have been found to be significantly less likely to engage in 

CA compared to less socially anxious adults (Abbott & Rapee, 2004; Kocovski, Endler, 

Rector & Flett, 2005; Rachman et al., 2000; Wong & Moulds, 2011). It is plausible that, 

unlike youth with GAD who utilize CA to relieve accompanying emotional distress 

associated with worry, youth with SAD do not avoid worrying about their social 
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problems, but rather actively engage with them and ruminate on them. Thus, the results 

of this study suggest that although socially anxious youth engage in behavioural 

avoidance, they do not report more socially anxious cognitions. 

 

Strengths, Limitations and Suggestions for Future Research 

 This study had a number of strengths. It was the first of its kind to examine the 

cognitive variables associated with worry in terms of their ability to predict the 

symptoms, severity and overall functioning of youth with SAD. Furthermore, the study 

had sufficient power, ensured diagnostic status via clinician interview, and used 

measures with sound psychometric properties.  

Despite its strengths however, the study was not without its limitations. 

Although measures were chosen on the basis of their sound psychometrics and prior 

use, some were not designed specifically for youth and are yet to undergo rigorous 

testing with youth populations. Future research should attempt to develop and 

psychometrically test the IUS-12 (Carleton et al., 2007) and the WBSI (Wegner & 

Zanakos, 1994) with child and youth populations to ensure efficacy in assessing IU and 

CA. A further limitation of this study includes its cross-sectional design that restricts 

firm conclusions being made about the causal and temporal associations between the 

cognitive constructs and the symptoms, severity and overall functioning of young 

people with SAD. Thus, future research should employ longitudinal designs so that 

causal and temporal associations can be determined. Additionally, inter-rater reliability 

information was provided for the primary diagnosis only, and given that the study was 

interested in comparing GAD and SAD, it would have been more informative to have 

provided separate reliability information for GAD and SAD. Finally, this study does not 

provide information on whether worry and its associated cognitive variables are able to 

explain social anxiety symptoms, severity and overall functioning over and above 
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variables previously established as central to the disorder, nor the extent to which these 

variables might be involved in the maintenance of SAD. Future research should 

investigate these questions.  

In addition to the suggestions for future research listed above, there are also a 

number of other avenues for future research. It would be interesting to examine whether 

worry and its associated cognitive variables respond to current CBT treatments for SAD 

despite not being directly targeted. It would also be of interest to examine whether the 

inclusion of strategies aimed at reducing NPO, worry and IU might enhance the 

treatment of SAD in youth. The emergence of NPO as a robust unique predictor of 

youth SAD symptomatology, severity and overall functioning, indicates that NPO 

warrants more research, assessment and treatment focus with regard to this population. 

 

Conclusion 

 The current study suggests that worry, NPO and IU are not only present in youth 

with social anxiety, but predict symptom severity, diagnostic severity and overall 

functioning of the disorder. Future research should not only examine this issue further 

to ascertain whether or not worry, NPO and IU should be included in the 

conceptualisation of SAD, but should also examine the possibility that targeting these 

constructs in therapy may lead to enhanced treatment outcomes. Clearly replication of 

this research is required before firm conclusions can be made. However, given that SAD 

is notoriously difficult to treat and is a serious psychological disorder with numerous 

deleterious outcomes, it is important that we persevere in our quest to better understand 

and treat this disorder with which so many youth suffer. 
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Table 1 

Sociodemographic details and diagnostic profile of participants 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Note: Values represent number of participants (percentages) or means ± SD, as appropriate. CSR = 
Clinician Severity Rating; CGAS = Children’s Global Assessment Scale; DX = diagnosis; GAD = 
Generalized Anxiety Disorder; Enur = Enuresis; Pan = Panic Disorder; Agor = agoraphobia; ODD = 
Oppositional Defiant Disorder; OCD = Obsessive Compulsive Disorder. 

 

 Total (N = 126) 
Age in Years (SD) 11.29 (2.67) 
     Range (years) 8–17 
     8-12 years 80 
     13-17 years 46 
Female 76 
Country of Birth  
     Australia 105 (83.3) 
     USA/Canada 7 (5.6) 
     United Kingdom 5 (4.0) 
     New Zealand 3 (2.4) 
     Europe 2 (1.6) 
     Africa 2 (1.6) 
     Asia 1 (0.8) 
    Other/Missing 1 (.08) 
Indigenous Australian 3 (2.4) 
Living Arrangements (n = 125) (SD)  
     Both biological parents 107 (84.9) 
     Mother 11 (8.7) 
     Step + one biolog parent 4 (3.2) 
     Foster/adoptive Parents 3 (2.4) 
SES (n = 120) (SD)  
      High (> AUS$100 001)              69 (54.8) 
      Middle (AUS$21 000-$100 000) 50 (39.7) 
      Low (< AUS$21 000) 1 (0.8) 
CSR DX 1 6.85 (1.02) 
CGAS 46.27 (6.83)  
Secondary Diagnosis (%)  
     None 27 (21.4) 
     GAD 52 (41.3) 
     Specific Phobia 23 (18.4) 
     Separation Disorder 13 (10.3) 
     Dysthymia 6 (4.8) 
     Other Enur/pan/agor/ODD/OCD 5 (4.0) 
Tertiary Diagnosis (%)  
     None 59 (46.8) 
     GAD 22 (17.5) 
     Specific Phobia 23 (18.3) 
     Separation Disorder 12 (9.5) 
     Dysthymia 3 (2.4) 
     Other Enur/pan/agor/ODD/OCD 7 (5.6) 
Number of anxiety DXs 2.86 (1.56) 
Any comorbid DX 2.93 (1.65) 
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Table 2 

Correlations and Descriptive Statistics (N = 126) 

 
Variables CSR CGAS SPAI-P SPAI-C IU NPO PBW NBW CA worry 

CSR -          

CGAS -.91** -         

SPAI-P .35** -.31** -        

SPAI-C .34** -.32** .36** -       

IU .18* -.26** .25** .58** -      

NPO .37** -.43** .25** .52** .44** -     

PBW .07 -.06 .07 .02 .20* -.02 -    

NBW .05 -.09 .20* .39** .40** .21* .08 -   

CA .10 -.16 .15 .43** .57** .48** -.01 .41** -  

Worry .15 -.21* .22* .58** .64** .45** .16 .50** .57** - 

M (total) 6.85 46.27 36.37 28.01 35.91 10.71 8.96 13.21 53.11 27.85 

SD (total) 1.02 6.83 10.31 11.85 10.70 4.63 3.16 3.73 11.77 8.67 

M (8-12yrs) 6.83 46.73 34.11* 27.26 35.76 10.75 8.91 12.88 53.18 28.04 

SD (8-12yrs) 1.04 7.21 10.69 11.54 10.25 3.87 3.21 3.59 12.43 8.50 

M (13-17yrs) 6.98 46.17 40.30* 29.30 36.17 10.65 9.06 13.81 53.00 27.52 

SD(13-17yrs) .98 6.18 8.37 12.39 11.57 5.66 3.11 3.92 10.66 9.04 

M (males) 6.70 47.82* 25.84 34.72 33.98 9.77 9.02 12.48 51.74 25.92* 

SD (males) 1.09 7.38 10.66 10.18 9.98 4.20 2.73 3.35 10.92 7.96 

M (females) 7.00 45.25* 37.46 29.44 37.18 11.34* 8.93 13.70 54.01 29.12* 

SD (females) .95 6.28 10.32 12.44 11.08 4.81 3.44 3.90 12.29 8.93 

Note: CSR – Clinician Severity Rating; CGAS – Children’s Global Assessment Scale; SPAI-P/C – Social 
Phobia and Anxiety Inventory, child and parent versions; IU – Intolerance of Uncertainty; NPO – 
Negative Problem Orientation; on Inventory; PBW - Positive Beliefs About Worry; NBW – Negative 
Beliefs About Worry; CA – Cognitive Avoidance.   
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CHAPTER 7 

STUDY 3: The worrying ways of SAD: Do worry and 

its associated cognitive variables alter following CBT 

treatment in a youth population with Social Anxiety 

Disorder? 

 

 

The following Appendices are relevant to this chapter, but have not been referred in text. 

 

     Appendix C – Ethical Clearance from Griffith University, Studies 2 and 3 
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Abstract 

Social Anxiety Disorder (SAD) and Generalized Anxiety Disorder (GAD) are 

commonly comorbid. Our prior research indicates that cognitive factors associated with 

GAD, including worry, intolerance of uncertainty (IU), positive and negative beliefs 

about worry (PBW, NBW), negative problem orientation (NPO) and cognitive 

avoidance (CA), are also associated with SAD in youth. This study examined whether 

these cognitive variables change following cognitive behavioural therapy (CBT) for 

SAD, and whether there are differences between those who lose versus retain their SAD 

diagnosis following treatment in terms of baseline levels of these cognitive variables 

and the degree to which these variables change following therapy. Participants were 125 

youth (8-17 years, M = 11.28, SD = 2.68) with primary SAD, who were randomised 

into a CBT program (TX) or a waitlist control (WLC). Assessments were administered 

at baseline, 12-weeks post-baseline and 6-month follow-up. At follow-up, worry and 

each of its associated cognitive variables had significantly reduced despite not being 

targeted in treatment. Furthermore, compared to those who retained their SAD diagnosis 

at 6-month follow-up, those who lost their diagnosis demonstrated lower levels of NPO 

at baseline and greater reductions in worry and CA from pre-assessment to 6-month 

follow-up. Further research is needed to evaluate the usefulness of targeting worry, CA 

and NPO in the treatment of youth SAD.  

 

 

 

 

KEYWORDS:  social anxiety disorder; social phobia; child anxiety; worry; generalized 

anxiety disorder; negative problem orientation, intolerance of uncertainty 
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1.0 Introduction 

Social Anxiety Disorder (SAD) affects between 1-10% of children (Anderson, 

Williams, McGee & Silva, 1989; Kashani & Orvaschel, 1990; Schneier, 2006), and in 

adolescents, has a lifetime prevalence ranging from 3.9%-13.7% (Fehm, Pelissolo, 

Furmark & Wittchen, 2005; Kessler et al., 2005; Kessler, Petukhova, Sampson, 

Zaslavsky & Wittchen, 2012; Ruscio et al., 2008). SAD confers significant deleterious 

consequences (Beesdo et al., 2007; Wittchen, Fuetsch, Sonntag, Müller & Liebowitz, 

1999; Wittchen, Stein & Kessler, 1999), and if left untreated, tends to persist (Beesdo-

Baum et al., 2012; Burstein et al., 2011; Kessler et al., 2012). It commonly co-occurs 

with other mood and anxiety disorders and is particularly comorbid with Generalized 

Anxiety Disorder (GAD), with research demonstrating that pure forms of either GAD or 

SAD are relatively rare (Walkup et al., 2008). Not only is SAD in youth prevalent, 

detrimental and persistent, but there are also less positive outcomes following CBT for 

those suffering with SAD compared to those afflicted with other anxiety disorders 

(Ginsburg et al., 2011; Hudson et al., 2015). 

Anxiety disorders may not be fully differentiated in children and adolescents due 

to the presence of common pathological processes that underlie them (Lahey et al., 

2004; Sterba et al., 2010). Worry and a number of cognitive variables found to be 

associated with worry (i.e., intolerance of uncertainty, positive and negative beliefs 

about worry, negative problem orientation and cognitive avoidance) have been shown to 

underpin GAD in adults and are also present in children and adolescents with GAD 

(Holmes, Donovan, Farrell & March, 2014; Laugesen, Dugas & Bukowski, 2003). It is 

our contention, that worry and the cognitive variables with which it is associated, may 

also be important to the development and maintenance of SAD in youth, and may 

explain the high comorbidity rates between the two disorders.  
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Worry refers to the persistent presence of uncontrollable, often upsetting, 

intrusive thoughts and images that focus on solving problems or exploring feared, future 

oriented outcomes (Borkovec, Robinson, Pruzinsky & DePree, 1983). Although 

commonly recognised as the defining feature of GAD, individuals with SAD also 

engage in worry, demonstrating anticipatory anxiety prior to social interactions (Clark 

& Wells, 1995), and post-event processing (PEP) following social interactions (Clark & 

Wells, 1995; Rachman, Grüter-Andrew & Shafran, 2000). Indeed, it has been found that 

adults with GAD and SAD cannot be differentiated in terms of worry, and that worry 

scores independently predict diagnoses of SAD and GAD, but not other diagnoses 

(Starcevic et al., 2007). Similarly, research has demonstrated that worry is a feature of 

GAD and SAD in youth (Hearn, Donovan, Spence, March & Holmes, 2016; Whitmore, 

Kim-Spoon & Ollendick, 2013) and in fact, that levels of worry cannot differentiate 

children with GAD from children with SAD (Hearn, Donovan, Spence & March, 2017). 

Thus, there is evidence that worry is common to both SAD and GAD in youth. 

A number of cognitive variables have been found to be associated with worry, 

and are featured in the leading conceptual models of GAD put forward by Dugas and 

colleagues (Dugas, Gagnon, Ladouceur & Freeston, 1998; Dugas & Robichaud, 2007; 

Ladouceur, Blais, Freeston & Dugas, 1998) and Wells (1995). Among them is 

intolerance of uncertainty (IU), a construct central to the Dugas model of GAD. IU 

refers to a mindset in which uncertainty is construed as being so disconcerting and 

aversive that significant measures must be taken to avoid it (Boelen, Vrinssen & van 

Tulder, 2010; Comer et al., 2009).  Studies have suggested that IU is the most important 

unique predictor of worry in adults (Boelen et al., 2010; Buhr & Dugas, 2006; Dugas, 

Gosselin & Ladouceur, 2001; Laugesen, 2007; Laugesen et al., 2003) and a robust 

predictor of worry frequency in a community sample of children (Fialko, Bolton & 

Perrin, 2012), and children with GAD (Holmes et al., 2014; Read, Comer & Kendall, 
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2013). IU has also been shown to predict SAD severity and symptoms in adults (Boelen 

& Reijntjes, 2009; Carleton, Collimore & Asmundson, 2010; Mahoney & McEvoy, 

2012), as well as children and adolescents (Boelen et al., 2010; Hearn et al., 2017). 

Furthermore, it has been found that children with SAD report equivalent levels of IU as 

those with GAD (Hearn et al., 2016). Thus, it would appear that both youth with SAD 

and youth with GAD have difficulties with IU. 

Positive and negative beliefs about worry (PBW and NBW) are two other 

cognitive variables that have been found to be associated with worry. PBW are central 

to the models put forward by both Dugas (Dugas et al., 1998; Dugas & Robichaud, 

2007) and Wells (1995), whereas NBW are central only to Wells’ model. PBW include 

beliefs that worry helps to facilitate problem solving and prepares the individual for any 

eventuality (Borkovec et al., 1983; Gosselin et al., 2007). In contrast, NBW include 

beliefs that worrying is detrimental, difficult to control and dangerous for well-being 

(Wells, 1995). Both PBW and NBW have been shown to be related to pathological 

worry in adults and adolescents (Cartwright-Hatton & Wells, 1997; Freeston, Rhéaume, 

Letarte, Dugas & Ladouceur, 1994). While some evidence indicates that PBW are 

linked to elevated worry in younger children (Kertz & Woodruff-Borden, 2013; Muris 

et al., 1998; Smith & Hudson, 2013), other evidence indicates that they are not (Fialko 

et al., 2012; Hearn et al., 2017; Holmes et al., 2014; White & Hudson, 2016; Wilson & 

Hughes, 2011). In contrast, NBW have been found to be associated with worry in 

clinical populations of adolescents (Ellis & Hudson, 2010; Fisak, Mentuccia & 

Przeworski, 2013) and children (Holmes et al., 2014; Smith & Hudson, 2013; White & 

Hudson, 2016). To date, PBW and NBW have received no empirical attention with 

respect to SAD in adults. However, children with SAD have been shown to hold 

equivalent levels of NBW (but not PBW) to children with GAD (Hearn et al., 2016) and 

NBW (but not PBW) have been shown to be related to SAD symptoms (Hearn et al., 
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2017). Thus, there is emerging evidence that NBW at least, may be related to both SAD 

and GAD in youth populations.   

Negative Problem Orientation (NPO) is another cognitive variable associated 

with worry that is central to the Dugas model of GAD (Dugas et al., 1998; Dugas et al., 

2007). NPO describes the cognitive and emotional beliefs that result when personal and 

social problems are viewed as threatening. The individual with a NPO doubts their 

ability to solve problems and feels pessimistic about the likely outcomes (D'Zurilla, 

Nezu & Maydeu-Olivares, 2001). NPO is well established as an important contributor 

to adult and adolescent worry (Dugas & Robichaud, 2007; Dugas et al., 2007; Laugesen 

et al., 2003), and high levels of NPO have been found in 8-12 year olds with GAD 

(Holmes et al., 2014). NPO has recently been considered as having a more 

transdiagnostic role in the maintenance of psychopathology and has been linked to a 

number of emotional disorders in adults, including social anxiety (Fergus, Valentiner, 

Wu & McGrath, 2015; McEvoy & Mahoney, 2012). Levels of NPO have been shown to 

predict self-rated SAD symptoms, severity and overall functioning in youth aged 8-17 

years with SAD (Hearn et al., 2017), and children aged 8-12 years with SAD have been 

found to report NPO at levels equivalent to those of children with GAD (Hearn et al., 

2016). Thus, there is preliminary evidence to suggest that youth with SAD, like youth 

with GAD, are afflicted with a NPO. 

  Cognitive avoidance (CA) is yet another cognitive variable that has been found 

to associate with worry, and is central to the models of GAD proposed by both Dugas 

and Wells. CA refers to efforts undertaken to avoid confronting the thoughts, images or 

emotions associated with worry, and includes strategies such as thought suppression, 

thought substitution, and distraction (Dugas et al., 1998; Dugas & Robichaud, 2007; 

Dugas et al., 2007; Wells, 1995). CA strategies are ineffectual, typically resulting in 

inadequate processing and failed resolution of worry, and having the paradoxical 
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consequence of increasing worry (Lavy & van den Hout, 1990; Wegner & Zanakos, 

1994). Adolescents with high levels of worry have been found to engage in significantly 

more CA strategies than low- (Laugesen et al., 2003) or moderate-level worriers 

(Gosselin et al., 2007). In young people, CA has been found to correlate with youth-

rated SAD symptoms (Hearn et al., 2017), although youth with SAD report lower levels 

of CA than children with GAD (Hearn et al., 2016).  Thus, the association between 

SAD and CA in youth is unclear and appears weaker than the association between SAD 

and some of the other cognitive variables. 

Taken together, the research conducted to date suggests several commonalities 

between GAD and SAD in terms of underlying cognitive mechanisms. This study 

builds upon two of our previous studies investigating the role of worry and its 

associated cognitive variables in youth SAD. The first of these examined the role of 

worry, IU, NBW, PBW, NPO and CA in children aged 8-12 years with a primary 

diagnosis of GAD, SAD or no anxiety diagnosis. It was found that there were no 

significant differences between children with GAD and children with SAD on levels of 

worry, IU, NBW, and NPO (Hearn et al., 2017). The second study investigated whether 

these same variables were associated with SAD severity, symptoms and overall 

functioning in 126 youth aged 8-17 years. It was found that NPO was an important 

predictor of SAD severity, self-reported ratings of SAD symptoms, and overall 

functioning, and that IU and worry also predicted self-rated SAD symptom severity 

(Hearn et al., 2017).  

 As noted above, CBT has been found to be less effective for SAD than for other 

anxiety disorders in youth. We contend that failure to tackle worry and its associated 

cognitive variables in the treatment of youth SAD may at least in part explain the poorer 

treatment outcomes for this disorder. This study seeks to examine whether a cognitive 

behavioural therapy (CBT) program for SAD leads to changes in worry, IU, NBW, 
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PBW, NPO and CA despite not targeting these constructs directly. The study is 

exploratory in nature. It is likely that CBT for SAD may indirectly target some 

cognitive variables but not others, and thus we may see reductions in some cognitive 

variables but not others following treatment. Thus, precise hypotheses are not 

stipulated.  

 As well as examining whether CBT for SAD leads to changes in worry and the 

cognitive variables with which it is associated, we are also interested in determining 

whether baseline levels of worry and the cognitive variables, as well as changes in 

worry and the cognitive variables, differ between those whose SAD remits following 

treatment and those who retain their SAD diagnosis.  If particular cognitive variables do 

not reduce following CBT and differentiate between those who lose versus retain their 

SAD diagnosis, then we will have some evidence to suggest that including strategies 

directly targeting these particular cognitive variables may improve treatment outcome. 

 

2.0 Methods 

2.1 Participants 

 Participants were 125 youth (75 females) aged between 8-17 years (M = 11.28, SD 

= 2.68) with a primary diagnosis of SAD.  This study formed part of a larger RCT 

examining the relative efficacy of a generic online program for youth anxiety disorders 

(Brave-G) and a SAD-specific online program (Brave-S), the results of which are presented 

elsewhere (Spence, Donovan, March, Kenardy & Hearn, 2017). Because no differences 

were found between the two programs in terms of treatment outcome in that study, they 

were combined for the purposes of the current study into one ‘treatment’ group (TX), 

resulting in 95 participants in the TX condition and 30 in the waitlist condition (WLC). 

Table 1 presents the diagnostic and sociodemographic information for the participants and 

Figure 1 shows the flow of participants through the study. 
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Place table 1 and Figure 1 about here 

Participation requirements included being aged between 8 and 17 years, having 

a minimum reading age of 8 years, being English speaking, and having access to a 

computer and the Internet. Participants were required to meet DSM-5 criteria for a 

primary diagnosis of SAD at a clinical severity rating (CSR) of 4 or more (on a scale 

from 0-8) according to the Anxiety Disorders Interview Schedule (ADIS, see below; 

Silverman & Albano, 1996). Comorbidity with other anxiety disorders, depression and 

externalising disorders was permissible. Ineligibility criteria included the presence of a 

pervasive developmental disorder, an intellectual or learning disability, a diagnosis of 

dysthymia or depression at a CSR of 5 or higher, having acute psychiatric disorders 

(including psychosis or suicidal ideation) or receiving current treatment for anxiety. 

Excluded youth were provided with appropriate referral options.  

2.2 Procedure 

Ethical approval was granted from the Griffith University Human Research 

Ethics Committee. Participants self-referred and were recruited across Australia via 

information sent to teachers, parents, mental health professionals, the media and social 

media. Applicants meeting telephone screening inclusion and exclusion criteria were 

directed to an online site for additional information and were required to provide 

consent and agreement to participate. The child and participating parent completed a 

structured diagnostic interview by telephone and completed online questionnaires. 

Interviews were conducted by provisional psychologists with extensive training and 

experience in conducting ADIS interviews, with supervision provided by experienced 

clinical psychologists. Following initial assessment, families were randomly allocated 

to Brave-G, Brave-S or WLC. Participants in the WLC received access to the Brave-S 

program following completion of post-assessment measures.  
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3.0 Measures 

 3.1.1 Diagnostic status and Clinician Severity Rating (CSR). Child diagnostic 

status was assessed using the semi-structured Anxiety Disorders Interview Schedule for 

Children (ADIS C/P; Silverman & Albano, 1996) that enables clinicians to diagnose 

anxiety and related disorders according to DSM-IV diagnostic categories. Prior to 

confirming diagnoses, clinicians compared ADIS results and interview data against 

DSM-5 criteria to ensure that DSM-5 criteria were also met. Following administration 

of the ADIS, and based upon combined child and parent reports as stipulated by Albano 

and Silverman (1996), clinicians established a clinical severity rating (CSR) for each 

diagnosis obtained. CSRs range from 0–8, with CSRs of 4 or more considered to be 

clinical-level. The ADIS is considered the gold standard for determining diagnostic 

status in children (Silverman, Saavedra & Pina, 2001). When administered over the 

telephone with one parent, it retains its excellent psychometric properties and inter-rater 

reliability (Lyneham & Rapee, 2005), however no validity data is available for the 

ADIS conducted over the telephone with youth. In the present study, high inter-rater 

agreement was found for the ADIS composite primary diagnosis, with a kappa of .84, 

an inter-rater reliability Cronbach’s alpha of .98, and an intra-class correlation of .96 for 

the CSR.  

3.1.2 Social Anxiety Symptoms. Symptoms of social anxiety were assessed using 

parent and child reports of the 10-item version of the Social Phobia and Anxiety 

Inventory for Children (SPAI-10; Beidel, Turner & Morris – personal communication, 

2012). The SPAI-C/P-10 comprises 10 items measuring cognitive, somatic and 

behavioural aspects of social anxiety, eight of which have subsidiary ratings. In total, 

there are 29 ratings, each made on a 3-point scale from 0 (“never or hardly ever”) to 2 

(most of the time or always”). Scores may range from 0-58, with higher scores 
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indicating greater social anxiety. At baseline in the present study, the Cronbach’s alpha 

was .91 for the child version and .92 for the parent version. 

3.1.3 Overall Functioning. After administering the ADIS, clinicians established 

each child’s level of overall functioning using the Children’s Global Assessment Scale 

(CGAS; Shaffer et al., 1983). CGAS scores can range from 1-100, with higher scores 

indicating better overall functioning. The CGAS is a valid and reliable instrument, with 

an inter-rater reliability of .84 and a six-month test-retest reliability of .85 (Shaffer et 

al., 1983).  In the present study, inter-rater reliability for the CGAS was determined in 

the same manner as the ADIS, and yielded a Cronbach’s alpha of .90 and an intra-class 

correlation of .80 between independent raters. 

 3.1.4 Penn State Worry Questionnaire for Children Short Form (PSWQ-C-SF; 

Muris, Meesters & Gobel, 2001).  The 11-item PSWQ-C-SF was used to assess worry. 

Youth were required to indicate how true each statement was for them on a 4-point 

Likert scale ranging from 0 (“not at all true”) to 3 (“always true”). Scores could 

therefore range from 0-33, with higher scores indicating greater worry. The PSWQ-C-

SF has yielded a Cronbach's alpha of 0.89 for children in a previous study (Muris, 

Meesters, & Gobel, 2001), and in the present study yielded an internal consistency of 

.90. 

 3.1.5 Intolerance of Uncertainty Scale – 12 (IUS-12; Carleton, Norton & 

Asmundson, 2007). IU was measured using a modified version of the adult IUS-12. To 

facilitate understanding for a younger sample, 8 items (items 1, 4, 6, 7, 8, 9, 10, 11) 

from the 27-item Intolerance of Uncertainty Scale for Children (IUS-C; Comer et al., 

2009) were substituted without change with the corresponding 8 items from the IUS-12. 

The modified IUS-12 required youth to rate the extent to which each item described 

them on a 5-point Likert scale ranging from 1 (“not at all”) to 5 (“very much”). The 

total score can range from 12-60, with higher scores indicating greater IU. The IUS-C 
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has yielded excellent internal consistency (α =0.94) in a clinically anxious sample of 

youth aged 7-17 years (Comer et al., 2009), and the IUS-12 has demonstrated good 

internal consistency (α =0.94) with adults (Carleton et al., 2007). The internal 

consistency for the modified IUS-12 used in the present study was .90. 

 3.1.6 Social Problem Solving Inventory Revised Short-Form (SPSI-R-SF; 

D'Zurilla et al., 2001). NPO was assessed using the 5-item NPO subscale of the SPSI-R-

SF. Youth were required to rate how true each item was for them on a 5-point Likert 

Scale ranging from 0 (“not at all true of me”) to 4 (“extremely true of me”). Scores 

could range from 0-20, with higher scores indicating greater NPO. Minor wording 

modifications were made to two items to suit a younger population. The NPO subscale 

has demonstrated good test-retest reliability of .79 over a three-week period, and has 

previously demonstrated Cronbach’s alphas of 0.83-0.86 (D'Zurilla et al., 2001; 

Hawkins, Sofronoff & Sheffield, 2009). The internal consistency of the NPO subscale 

in this study was .82. 

3.1.7 Meta-Cognitions Questionnaire for Children (MCQ-C; Bacow, Pincus, 

Ehrenreich & Brody, 2009). The PBW and NBW subscales of the MCQ-C were used to 

measure PBW and NBW. Each subscale contains six items and each requires youth to 

indicate their degree of agreement with each statement on a 4-point Likert scale ranging 

from 1 (“do not agree”) to 4 (“agree very much”). Scores on each subscale may range 

from 6-24, with higher scores indicating greater PBW or NBW. Cronbach's alphas have 

been found to range from 0.60 to 0.89 for the PBW subscale, and between 0.74 and 0.76 

for the NBW subscale (Bacow et al., 2009). In the present study, Cronbach’s alphas 

of .65 and .75 were found for the NBW and PBW subscales respectively.   

 3.1.8 White Bear Suppression Inventory (WBSI; Wegner & Zanakos, 1994). The 

15-item WBSI assesses Cognitive Avoidance and requires youth to indicate their 

agreement with each item on a 5-point Likert scale ranging from 1 (“strongly disagree”) 
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to 5 (“strongly agree”). Scores may range from 15-75, with higher scores indicating 

greater CA. Minor wording modifications were made to three items to suit a youth 

population. Farrell and Barrett (2006) used a similarly modified version of the WBSI 

with children aged 6-17 years, yielding an internal consistency of 0.93. The Cronbach’s 

alpha for the WBSI in this study was .92. 

4.0 Treatment 

Participants received one of two online CBT treatment programs for anxiety, 

either Brave-G, or Brave-S. Brave-G was designed as an online generic CBT treatment 

program for anxious youth aged 8-18 years, and has demonstrated efficacy (for more 

details see March, Spence & Donovan, 2009; Spence et al., 2008; Spence et al., 2011). 

The Brave Program for Social Anxiety (Brave-S; Spence et al., 2017) includes 

additional elements including social skills training and greater emphasis of SAD 

specific cognitions. Both programs consist of 10 weekly, 60-minute interactive sessions 

for youth, with two booster sessions following program completion with brief therapist 

support. Neither program focuses directly on the cognitive variables considered in this 

study (i.e., worry, IU, NBW, PBW, NPO and CA).  

5.0 Statistical analyses 

 To establish treatment efficacy, it was important to demonstrate that the TX 

group was superior to the WLC in terms of anxiety reduction. This was achieved with 

linear mixed modelling (LMM) using Intention-to-treat (ITT) analyses. LMM with ITT 

analyses were also used to assess whether worry and its associated cognitive variables 

changed as a function of treatment. To assess whether there were significant differences 

between those who lost versus retained their SAD diagnosis, a series of one-way 

between-group analyses of variance (ANOVAs) were conducted, with loss versus 
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retention of diagnosis serving as the between group variable and worry and cognitive 

variable change scores, as well as baseline levels of worry and the cognitive variables, 

serving as dependent variables. ANOVAs rather than a MANOVA were selected 

because there was an unequal sample size, and because when using a MANOVA there 

can be ambiguity in interpreting the effects of independent variables on any single 

dependent variable (Tabachnick & Fidell, 2007). 

In terms of power, we would expect a large effect size between the TX and 

WLC group. A power analysis using Gpower indicated that a total sample of 62 

participants would be needed to detect a large effect size (.4) with 80% power with an 

alpha at .05. Therefore, the study was sufficiently powered. 

 

6.0 Results 

6.1 Pre-treatment differences 

There were no significant pre-treatment differences between the TX and WLC 

groups on demographic variables, SAD symptoms, SAD severity, overall functioning, 

number of comorbid diagnoses, worry, or any of the cognitive variables. See Table 1. 

 

6.2 Correlations 

 Bivariate correlations suggest that youth-rated SAD symptoms were positively 

and significantly related to worry, IU, NBW, NPO and CA and were unrelated to PBW 

(Table 2). Parent-rated SAD symptoms were significantly and positively related to 

worry, IU, NBW and NPO and were unrelated to PBW and CA. CSR was significantly 

and positively related to IU and NPO. Finally, overall functioning was significantly and 

negatively related to worry, IU and NPO.  

Place table 2 about here 
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6.3 Treatment-Related Changes 

The estimated means and standard errors for the CSR, CGAS, SPAI-C/P and 

cognitive variables for each group at each occasion are shown in Tables 3 and 4, with 

details regarding effect sizes and confidence intervals presented in Tables 5 and 6.  

6.3.1 12-week-assessment. There were significant time effects for CSR, F = 60.00 

(118.97), p < .001, CGAS, F = 81.58 (115.63), p < .001, SPAI-C, F = 20.80 (101.21), p 

< .001, and SPAI-P, F = 25.88 (105.67), p < .001. Significant group by time effects were 

also evident for CSR, F = 14.22 (118.97), p < .001 CGAS, F = 12.42 (115.63), p = .001, 

SPAI-C, F = 5.06 (101.21), p = .027, and SPAI-P, F = 10.41 (105.67), p = .002. Table 2 

suggests that compared to the WLC group from pre- to post-assessment, the TX group 

demonstrated a significantly greater reduction in diagnostic severity and child/parent 

rated SAD symptoms, as well as a significantly greater improvement in terms of overall 

functioning. Additionally, for the ITT sample, 13.68% of TX participants no longer met 

criteria for their SAD diagnosis at post-assessment compared to 2.3% of the WLC. A 

Chi-square test for independence (with Yates Continuity Correction) indicated no 

significant difference between the TX group and the WLC in terms of percent free of 

their primary diagnosis at post-assessment, c2 (1, 125) = 1.53, p = .22, phi = .14.  

6.3.2 6-month follow-up. At 6-month follow-up when the WLC were no longer part 

of the study, there were significant time effects found on CSR, F = 119.93 (163.29), p 

<.001, CGAS, F = 150.47 (158.26), p < .001, SPAI-C, F = 41.15 (128.03), p < .001, and 

SPAI-P, F = 61.26 (141.86), p < .001. Tables 3 and 4 suggest that the reductions in CSR 

and child/parent rated SAD symptoms, and the improvement in overall functioning 

evident at 12-week assessment for the TX group, were further enhanced at 6-month 

follow-up. Paired samples t-tests confirm this, demonstrating that treatment effects for 

CSR, t =-6.10 (62), p <.001, CGAS, t =5.37 (62), p <.001, SPAI-C, t =3.18 (43), p = 

.003, and SPAI-P, t = 2.35 (46), p = .023, all improved significantly from the 12-week 
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assessment to the 6-month follow-up assessment.  Furthermore, for the ITT group by 6-

month follow-up, the number of TX youth who were free of their SAD diagnosis had 

increased to 64.2%.  

Place tables 3-6 about here 

6.4 Changes in Worry and Cognitive Variables Following Treatment 

6.4.1 12-week assessment. Significant time effects were found for worry, F = 

24.25 (101.13), p < .001, NPO, F = 25.11 (97.44), p < .001, IU, F = 27.04 (103.21), p < 

.001, and CA, F = 17.15 (101.85), p < .001. Significant group by time interactions were 

only evident for worry, F = 6.77 (101.13), p = .011, and NPO, F = 7.04 (97.44), p = 

.009. Inspection of Table 5 suggests that from pre- to 12-week assessment, the TX group 

demonstrated a significantly greater reduction in worry and NPO compared to the WLC, 

and that both the TX and WLC groups reduced in IU and CA to the same extent over the 

same time period. Neither group demonstrated reductions in PBW or NBW at 12-week 

assessment.  

6.4.2 6-month follow-up. From pre- to 6-month follow-up when the WLC was no 

longer part of the study, there were significant time effects for worry, F = 36.24 

(133.73), p < .001, IU, F = 41.61 (134.20), p < .001, NPO, F = 47.63 (128.37), p < .001, 

PBW, F = 3.41 (125.11), p = .036, NBW, F = 4.96 (135.04), p = .008, and CA, F = 

22.31 (133.04), p <.001. As indicated in Table 6, and demonstrated by paired samples t-

tests, the reductions in worry, t =1.84 (48), p = .073, IU, t =1.89 (44), p = .066, NBW, t 

=-.04 (44), p = .967, and CA, t =1.56 (44), p = .127, that were evident at 12-week 

assessment were maintained at the 6-month follow-up, and the reduction in NPO 

evident at the 12-week assessment was further enhanced at 6-month follow-up, t =2.35 

(46), p = .023. There was a significant reduction in PBW, t =2.27 (44), p = .032, evident 

at 6-month follow-up that was not evident at the 12-week assessment point. 
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6.5 Differences Between Those Who Lost Versus Retained their SAD Diagnosis 

Following Treatment 

6.5.1 Changes in worry and its associated cognitive variables. Inspection of 

Tables 7 and 8 demonstrates that there were no significant differences between those 

who lost versus those who retained their SAD diagnosis at 12-week assessment on 

changes in worry or any of the cognitive variables. However, by 6-month follow-up, 

there was a statistically significant difference between those who lost and those who 

retained their SAD diagnosis on changes in worry scores from pre- to follow-up, 

F(1,48) = 9.43, p. = .004, even after controlling for baseline severity, F(2,47) = 6.34, p. 

= 005), and changes in CA scores from pre- to follow-up, F(1,46) = 4.95, p. = .031, 

even after controlling for baseline severity, F(2,45) = 3.23, p. = .041, indicating that 

those who had lost their diagnosis by 6-month follow-up demonstrated greater 

reductions in worry and CA compared to those who retained their diagnosis. There were 

no significant differences between those who lost versus retained their diagnosis at 6-

month follow-up in terms of changes in IU, NBW, PBW or NPO.  

6.5.2 Baseline levels of worry and its associated CVs variables and loss of 

diagnosis. There were statistically significant differences found at 12-week assessment 

between those who retained versus those who lost their SAD diagnosis on baseline 

levels of worry, F(1,73) = 7.04, p. = .010, IU, F(1,73) = 5.05, p. = .028, NPO, F(1,71) = 

11.91, p. = .001, NBW, F(1,76) = 4.44, p. = .038, and CA, F(1,76) = 7.23, p. = .009, but 

not PBW. These results were retained even after controlling for baseline severity, 

worry, F(2,72) = 6.69, p. = .013, IU, F(2,72) = 4.64, p. = .036, NPO, F(2,71) = 8.67, p. 

= .010, NBW, F(2,75) = 5.62, p. = .030, and CA, F(2,75) = 6.94, p. = .008. Thus, it 

would seem that those who retained their diagnosis at 12-week assessment reported 

higher baseline levels of worry, IU, NPO, NBW and CA compared to those who lost 

their diagnosis. By 6-month follow-up, there was a statistically significant difference 
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found between those who retained versus those who had lost their SAD diagnosis on 

baseline levels of NPO only, F(1,59) = 7.58, p. = .01, even after controlling for severity, 

F(2,44) = 7.56, p. = .001, with no significant differences between those who lost versus 

retained their diagnosis on baseline levels of worry, IU, NBW or CA. Hence, those who 

retained their SAD diagnosis at 6-month by follow-up demonstrated higher baseline 

levels of NPO.  

Place tables 7 and 8 about here 

7.0 Discussion 

There were three main findings from this study. First, by 6-month follow-up of 

an online treatment program for youth SAD, worry, IU, NBW, PBW, NPO and CA had 

significantly reduced despite not being directly targeted in treatment. Second, compared 

to youth who retained their SAD diagnosis, those who had lost their diagnosis by 6-

month follow-up showed greater reductions in worry and CA from pre-assessment to 6-

month follow-up. Third, compared to youth who retained their SAD diagnosis, those 

who lost their diagnosis by 6-month follow-up demonstrated lower baseline levels of 

NPO. 

Turning to the first finding, the results suggested that worry, IU, NBW, PBW, 

NPO and CA improved significantly as a function of CBT treatment for SAD without 

being directly targeted during therapy. Thus, it would seem that online CBT treatment 

for SAD, combined with time given that some variables reduced slightly over time 

regardless of treatment group, is sufficient to produce reductions in these cognitive 

processes. Although it is not possible to determine exactly how each of the cognitive 

variables changed as a function of the strategies taught in the online CBT program, it is 

likely that the cognitive restructuring and exposure components of the program had an 

indirect effect on these cognitive processes. With respect to the effects of cognitive 

restructuring, socially anxious youth frequently have cognitions such as, “No one will 
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talk to me at the party and I’ll look stupid” (worry thought), “I didn’t talk enough and I 

said stupid things” (PEP thought), “If I worry through all possible eventualities, I’ll be 

better prepared to deal with it when things go wrong at the party” (PBW thought), “If I 

don’t stop worrying about the party, I’m going to make myself sick” (NBW thought), 

and “I need to stop thinking about the upcoming party!” (CA thought). Once young 

people were taught to identify, challenge and replace their unhelpful thoughts with more 

helpful thoughts through the program’s cognitive restructuring sessions, such cognitions 

and the processes that underpin them, were likely reduced. 

Exposure is also likely to have reduced worry and at least some of its related 

cognitive components for the youth in this study. Previous research has found that 

exposure to worry thoughts through planning for exposure can reduce worry, NBW and 

CA in adults (Hoyer et al., 2009) and can disconfirm worry thoughts and beliefs, and 

demonstrate to the individual that the things they fear are unlikely to happen and that if 

they do happen, that they can cope better than they previously imagined (Bouchard, 

Mendlowitz, Coles & Franklin, 2005; Kendall et al., 2006; Rapee, Wignall, Hudson & 

Schniering, 2000; Tiwari, Kendall, Hoff, Harrison & Fizur, 2013). Thus, planned and 

successful exposure to feared social situations may have served to reduce worry, IU, 

NPO, CA, NBW and PBW. 

The second finding of the study was that those who had lost their diagnosis by 

6-month follow-up reported a greater reduction in CA and worry by that time point than

those who retained their diagnosis. That greater reductions in CA and worry were 

related to loss of diagnosis speaks to the importance of worry and CA to youth SAD, 

although further research, potentially comparing a sample with pure GAD to a sample 

with pure SAD, is needed to confirm that these reductions cannot be attributed to an 

epiphenomenon of GAD. That reductions in worry emerged as being related to a loss of 

SAD diagnosis is not surprising given that worry has been proposed to be 
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transdiagnostic across the anxiety disorders (DiNardo & Barlow, 1990; McEvoy, 

Mahoney & Moulds, 2010). Furthermore, one of the central maintaining features of 

SAD is negatively valenced repetitive thinking (Clark & Wells, 1995; Rapee & 

Heimberg, 1997), and the worry that occurs before and after social interactions for those 

with SAD is repetitive and negative, and centres on the perceived reasons for, and 

implications of, their social difficulties. The importance of CA to youth with SAD is 

also not surprising given that socially phobic individuals are known to become 

preoccupied with negative thoughts concerning social situations and to have difficulty 

disengaging from unwelcome cognitions so as to enable them to engage in accurate 

processing of events (Clark & Wells, 1995; Kashdan & Breen, 2008; Magee & Zinbarg, 

2007; Rapee & Heimberg, 1997), thus leading to attempts to avoid these distressing 

cognitions. This cognitive disengagement, or CA, results in the negative cognitions 

around social situations remaining unprocessed and social problems remaining 

unresolved, while the fear and avoidance of social situations persists. Although CBT for 

SAD was shown to reduce both worry and CA significantly, it may be the case, given 

that both changes in worry and CA were associated with loss of SAD diagnosis, that 

including strategies directly targeting worry and CA in treatment programs for youth 

SAD would enhance treatment outcome. Alternatively, they may be introduced as part 

of a stepped care approach for treatment non-responders. Future research should 

examine these ideas. 

The third important finding from the study was that higher entry levels of NPO 

were linked to SAD retention by 6-month follow-up. Again, this finding is not 

altogether surprising given that NPO has been linked to SAD and other disorders that 

feature repetitive negative thought processes in adults (Fergus et al., 2015; McEvoy & 

Mahoney, 2012). Within SAD, ruminative negative thought about social interactions 

might activate the avoidance of future social situations where problems might occur. 
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This avoidance of problems might prevent one from learning how to cope with and 

resolve social problems, and therefore increase the desire to avoid future social 

problems, thereby leading to a negative mindset around problems, or a NPO (Hasegawa 

et al., 2016). Given that high levels of NPO at baseline were associated with retention of 

SAD diagnosis at 6-month follow-up, it may be that assessing for NPO in socially 

anxious clients should be conducted as a matter of course. If high levels of NPO are 

found, then strategies directly targeting NPO should be included in treatment to enhance 

treatment outcome. Future research should examine the impact of including strategies 

aimed at reducing NPO in those with high baseline levels of the construct, perhaps in 

terms of a stepped care approach for treatment non-responders.  

This study had a number of strengths. It was the first of its kind to examine how 

worry, IU, NBW, PBW, NPO and CA respond to current CBT treatments for SAD 

despite not being directly targeted. It was also the first to investigate the relationship 

between worry, IU, NBW, PBW, NPO and CA and treatment response. Furthermore, 

the study had sufficient power, ensured diagnostic status via gold standard clinical 

interviews and cross-informant procedures, and used measures with sound psychometric 

properties. Despite its strengths however, the study was not without its limitations. First, 

and perhaps most importantly, the fact that this treatment study was conducted using an 

online CBT treatment program, rather than face-to-face therapy, means that the results 

are somewhat confounded. Specifically, it is not clear whether the findings of the 

present study are the result of ‘CBT treatment’ or are the result of unspecified features 

of internet delivery. Although the program used in this study has been found to be 

equally efficacious as face-to-face CBT for youth anxiety (Spence et al., 2011), it is 

possible that aspects of internet delivery were responsible for the results. Thus, future 

research should replicate this study using a face-to-face therapy approach. 
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A second limitation is that although measures were chosen for their sound 

psychometric properties and prior use, some were not designed specifically for youth 

and are yet to undergo rigorous testing with youth. Future research should attempt to 

develop and psychometrically test the IUS-12 (Carleton et al., 2007) and the WBSI 

(Wegner & Zanakos, 1994) with youth populations to ensure psychometric strength. 

Additionally, this study does not provide information on whether worry, IU, NBW, 

PBW, NPO and CA can explain SAD symptoms, severity and overall functioning over 

and above the variables hitherto found to be central to the disorder, nor the extent to 

which they might play a role in the maintenance of SAD. The study also included youth 

with comorbid GAD and hence it is not possible to understand to what extent the 

findings can be accounted for by improvements in GAD. Future research should 

investigate these questions with youth with pure SAD. Finally (as alluded to above), it 

would be of interest to examine whether including strategies aimed at reducing worry, 

CA and NPO into current CBT interventions might improve treatment outcomes, 

particularly for treatment non-responders or those who enter therapy with high NPO. 

8.0 Conclusion 

 The current study advances our understanding of the cognitive constructs 

associated with youth SAD, a relatively common and debilitating disorder. The study 

demonstrated that worry, IU, NBW, NPO and CA are related to youth SAD, and that 

CBT treatment for SAD can reduce worry and the cognitive variables associated with it 

despite not targeting them. The study highlighted the particular importance of worry, 

CA and NPO to youth SAD. This research constitutes an important step in the 

examination of worry and its associated cognitive variables in youth SAD, and it is 

hoped that this study might spark new directions for research within the SAD literature. 

It is our hope that this research may help to improve our conceptualisation and 

treatment of SAD in youth so that the suffering experienced by young people afflicted 

with SAD can be alleviated.
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Figure 1. Flow diagram showing the progression of participants through the study. 
Note:  cn = number of child participants, an = number of adolescent participants; Tn = total number of participants 
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Table 1 
Sociodemographic details for participants at baseline 

Note: Values represent number of participants (percentages) or means ± SD, as appropriate. CSR = Clinician Severity 
Rating; CGAS = Children’s Global Assessment Scale; DX = diagnosis; GAD = Generalized Anxiety Disorder; Enur = 
Enuresis; Pan = Panic Disorder; Agor = agoraphobia; ODD = Oppositional Defiant Disorder; OCD = Obsessive 
Compulsive Disorder; IU = Intolerance of Uncertainty; NPO = Negative Problem Orientation; PBW = Positive Beliefs 
About Worry; NBW = Negative Beliefs About Worry; CA = Cognitive Avoidance. 
 
 
 

 Total 
(N = 125) 

WLC 
(n = 30) 

Treatment 
(n = 95)   

Age in Years (SD) 11.28 (2.68) 11.60 (2.72) 11.18 (2.67) 
   Range (years) 8–17 8-16 8-17 
Female N (%) 75 (60) 16 (53.3) 59 (62.1) 
Country of Birth (%)    
     Australia 104 (83.3) 26 (86.7) 78 (82.1) 
     USA/Canada 6 (5.6) 1 5 
     United Kingdom 5 (4.0) 1 5 
     New Zealand 3 (2.4) 1 2 
     Europe 2 (1.6) 1 1 
     Africa 2 (1.6) 0 2 
     Asia 1 (0.8) 0 2 
    Other/Missing 2 0 0 
Indigenous Australian (n = 124, %) 3 (2.4) 0 3 (3.2) 
Living Arrangements    
     Both biological parents 106 (84.9) 27 (90) 79 (83.2) 
SES (n = 119, SD)    
      High (> AUS$100 001)              69 (54.8) 14 (46.7) 55 (57.9) 
      Low+Middle (<100,000k) 50 (40.5) 15 (50.0) 35 (36.8) 
Program Age Group (%)    
      Child 79 18 (60) 61 (64.5) 
      Teen 46 12 (40) 34 (35.8) 
CSR (Primary DX: SAD, %) 6.85 (0.97) 6.73 (0.8) 6.88 (1.0) 
CGAS (%) 46.03 (6.83)  46.53 (6.08) 45.87 (7.07) 
Secondary Diagnosis (%)    
     None 27 (21.6) 5 (16.7) 22 (23.3) 
     Selective mutism 14 (11.2) 3 (10.0) 11 (11.6) 
     GAD 44 (28.9) 8 (26.7) 36 (37.9) 
     Separation Disorder 10 (6.6) 2 (6.7) 8 (8.4) 
     Specific Phobia 21 (13.8) 8 (26.7) 13 (13.9) 
     Dysthymia 6 (3.9) 3 (10.0) 3 (3.2) 
     Other Enur/pan/agor/ODD/OCD 3 (2.0) 1 (3.3) 2 (2.2) 
Tertiary Diagnosis (%)    
     None 54 25 (83.3) 76 (80.0) 
     GAD 26 1 (3.3) 2 (2.1) 
     Separation Disorder 13 0 3 (3.2) 
     Specific Phobia 22 3 (10) 12 (12.7) 
     Dysthymia 3 0 2 (2.1) 
     Other Enur/pan/agor/ODD/OCD 7 1 (3.3) 0 
Number of anxiety DXs 2.86 (1.56) 2.73 (1.14) 2.90 (1.67) 
Total number of DXs 3.03 (1.70) 2.93 (1.39) 3.06 (1.80) 
Cognitive Variables    
      Worry 28.02 (8.82) 27.18 (8.15) 28.03 (8.82) 
      IU 36.37 (10.59) 37.48 (12.77) 36.01 (9.86) 
      NPO 10.66 (4.61) 10.14 (5.05) 10.82 (4.48) 
      PBW 8.96 (3.17) 8.86 (2.45) 8.99 (3.38) 
      NBW 13.17 (3.63) 12.21 (3.27) 13.15 (3.74) 
      CA 53.30 (11.53) 54.14 (10.04) 53.04 (11.99) 
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Table 2 

Correlations and Descriptive Statistics at Baseline (N = 125) 
Variables CSR CGAS SPAI-P SPAI-C IU NPO PBW NBW CA worry 

CSR -          

CGAS -.89** -         

SPAI-P .40** -.35** -        

SPAI-C .36** -.32** .41** -       

IU .20* -.23* .32** .60** -      

NPO .35** -.43** .27** .32** .45** -     

PBW .10 -.06 .07 .01 .18 -.02 -    

NBW .09 -.07 .23* .36** .37** .23* .08 -   

CA .06 -.13 .16 .41** .56** .48** .08 .42** -  

Worry .16 -.19* .27** .58 

** 

.67** .48** .02 .48** .56** - 

M (total) 6.78 46.40 35.81 29.03 36.37 10.66 8.96 13.17 53.30 28.03 

SD (total) .98 7.57 11.13 11.59 10.59 4.61 3.17 3.63 11.53 8.82 

Note: CSR – Clinician Severity Rating; CGAS – Children’s Global Assessment Scale; SPAI-P/C – Social Phobia and 
Anxiety Inventory, child and parent versions; IU – Intolerance of Uncertainty; NPO – Negative Problem Orientation; 
on Inventory; PBW - Positive Beliefs About Worry; NBW – Negative Beliefs About Worry; CA – Cognitive 
Avoidance.   
*p < .05, **p <.01.
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Table 3 
Estimated Marginal Means and Standard Errors for Continuous Variables from Baseline to 12-
week Assessment for ITT Analysis 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note. CSR = Clinician Severity Rating; CGAS = Children’s Global Assessment Scale; SPAI-C/P = Social Phobia and Anxiety 
Inventory for Children- Child/Parent; IU = Intolerance of Uncertainty; NPO = Negative Problem Orientation; PBW = Positive Beliefs 
About Worry; NBW = Negative Beliefs About Worry; CA = Cognitive Avoidance. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Condition WLC  Treatment 
Measure Time M SE  M SE 
CSR Baseline 6.73 0.30  6.88 0.17 
 12-wks 5.95 0.31  4.62 0.18 
CGAS Baseline 46.53 1.48  45.87 .83 
 12-wks 51.41 1.54  56.99 .90 
SPAI-C Baseline 26.64 2.23  28.39 1.25 
 12-wks 23.96 2.35  20.50 1.38 
SPAI-P Baseline 37.09 1.98  36.18 1.11 
 12-wks 34.94 2.08  26.54 1.24 
Worry Baseline 27.03 1.55  28.07 .87 
 12-wks 25.26 1.61  22.32 .95 
IU Baseline 37.00 1.99  35.46 1.12 
 12-wks 33.67 2.08  28.07 1.22 
NPO Baseline 10.46 .86  10.86 .48 
 12-wks 9.26 .88  6.95 .53 
PBW Baseline 8.84 .61  8.99 .34 
 12-wks 9.23 .63  8.77 .38 
NBW Baseline 13.58 .69  13.15 .38 
 12-wks 13.14 .72  12.05 .44 
CA Baseline 53.10 2.30  53.04 1.30 
 12-wks 49.81 2.41  45.526 1.44 
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Table 4 
Estimated Marginal Means and Standard Errors from Baseline to 12-week Assessment and 6- 
Follow-up for ITT Analysis 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note. CSR = Clinician Severity Rating; CGAS = Children’s Global Assessment Scale; SPAI-C/P = Social Phobia and Anxiety 
Inventory for Children-Child/Parent; IU = Intolerance of Uncertainty; NPO = Negative Problem Orientation; PBW = Positive Beliefs 
About Worry; NBW = Negative Beliefs About Worry; CA = Cognitive Avoidance. 
 
 

   

Condition Treatment 
Measure Time M SE 
CSR Baseline 6.88 0.21 
 12-wks 4.63 0.23 
 6-mth fup 2.93 0.25 
CGAS Baseline 45.87 .98 
 12-wks 56.92 1.05 
 6-mth fup 63.43 1.10 
SPAI-C Baseline 28.39 1.19 
 12-wks 20.54 1.33 
 6-mth fup 16.71 1.49 
SPAI-P Baseline 36.14 1.14 
 12-wks 26.47 1.28 
 6-mth fup 21.94 1.38 
Worry Baseline 28.07 .80 
 12-wks 22.34 .90 
 6-mth fup 20.60 1.00 
IU Baseline 35.46 1.01 
 12-wks 28.04 1.13 
 6-mth fup 24.84 1.28 
NPO Baseline 10.83 .45 
 12-wks 6.96 .50 
 6-mth fup 5.49 .58 
PBW Baseline 8.99 .33 
 12-wks 8.78 .37 
 6-mth fup 7.97 .42 
NBW Baseline 13.15 .38 
 12-wks 12.01 .43 
 6-mth fup 11.72 .50 
CA Baseline 53.04 1.34 
 12-wks 45.48 1.51 
 6-mth fup 42.58 1.72 
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Table 5 
M

ixed M
odel Effects for Treatm

ent vs W
LC

 C
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paring Baseline and 12-w
eek Processing for ITT Analysis 
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Table 6 
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odel Effects for Treatm

ent G
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paring Baseline and 6-m

onth Follow
-up for ITT Analysis 
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Table 7 
Means of change scores in worry and cognitive variables from pre- 12-weeks, and pre- 
to 6-month follow-up, for those who lost versus those who retained their SAD diagnosis. 
 

Note: *p < .05, **p <.01, ***p <.001.  
DX = diagnosis; IU = Intolerance of Uncertainty; NPO = Negative Problem Orientation; NBW = Negative Beliefs 
About Worry; CA = Cognitive Avoidance. 
 
 
 
 
 
 
 
Table 8 
Means of baseline levels of worry and cognitive variables at 12-weeks and 6-month 
follow-up, for those who lost versus those who retained their SAD diagnosis. 
 
 

 
Note: *p < .05, **p <.01, ***p <.001.  
DX = diagnosis; IU = Intolerance of Uncertainty; NPO = Negative Problem Orientation; NBW = Negative Beliefs 
About Worry; CA = Cognitive Avoidance. 
 
 

 

 

Mean change of worry and cognitive variables 

 

12-weeks  6-month Follow-up  
Retained 
SAD DX 

Lost  
SAD DX  Retained  

SAD DX 
Lost 

SAD DX  

M (SE)                M (SE) p. M (SE)                 M (SE) p. 
Measures 

Worry 7.56 (8.93) 9.36 (8.78) .56 7.62 (8.83) 10.89 (8.49) .004** 
IU 11.00 (10.82) 12.00 (12.02) .80 8.90 (11.03) 12.25 (11.03) .31 

NPO 5.98 (4.32) 3.30 (5.16) .14 4.93 (.99) 5.52 (4.93) .69 
NBW 1.6 (3.05) -.25 (4.96) .17 .89 (2.33) 2.15 (4.72) .29 
CA 8.09 (12.02) 7.67 (15.08) .17 5.45 (12.00) 14.71 (15.60) .031* 

Mean of baseline levels of worry and cognitive variables 

 

12-weeks  6-month Follow-up  
Retained 
SAD DX 

Lost  
SAD DX  Retained  

SAD DX 
Lost 

SAD DX  

M (SE)                M (SE) p. M (SE)                 M (SE) p. 
Measures 

Worry 29.76 (7.63) 23.46 (4.41) .01** 29.00 (7.35) 27.43 (8.87) .45 
IU 37.33 (9.90) 30.25 (10.64) .03* 37.00 (8.70) 32.87 (11.05) .10 

NPO 11.79 (4.29) 7.25 (3.41) .001*** 12.18 (3.57) 9.39 (4.34) .01** 
NBW 13.74 (3.52) 11.39 (4.41) .038* 13.39 (3.60) 12.52 (.64) .33 
CA 56.00 (10.32) 47.00 (10.32) .009** 55.81 (10.66) 51.81 (12.38) .22 
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Anxiety disorders are among the most common and functionally debilitating 

psychological disorders to affect children and adolescents. Many of the anxiety 

disorders commence in childhood, and, being unlikely to spontaneously remit, tend to 

persist if left untreated. The presence of an anxiety disorder is associated with numerous 

deleterious short- and long-term consequences. In developmental order according to the 

typical age of onset, the anxiety disorders that are commonly diagnosed in childhood 

and adolescence include Separation Anxiety Disorder (SEP), Selective Mutism, Specific 

Phobia (SP), Social Anxiety Disorder (SAD), Panic Disorder, Agoraphobia and 

Generalized Anxiety Disorder (GAD).  

The focus of this thesis was SAD, a disorder that is relatively prevalent in 

children and adolescents, is particularly difficult to treat, and that can follow a chronic 

path with intensely detrimental sequelae if it persists. The central feature of SAD is a 

marked fear of, or anxiety in, social situations and a fear of being negatively evaluated 

by others. SAD is a disorder that is also commonly comorbid with other mood and 

anxiety disorders, and in particular, with GAD.  

GAD is a prevalent, chronic and disabling condition that can afflict children and 

adolescents. The core feature of GAD is worry that is excessive and uncontrollable and 

that occurs across domains. The high comorbidity between SAD and GAD, and the low 

rates of their pure forms, prompts consideration of whether similar underlying, and 

potentially maintaining processes exist between the two disorders. Research over many 

years has found that worry is not specific to GAD and that, in fact, worry might be 

present across all of the anxiety disorders (DiNardo & Barlow, 1990). Given the high 

rates of comorbidity between youth GAD and SAD, it was the contention of this thesis 

that worry might therefore be a particularly important factor to youth SAD. 

Furthermore, given that the leading conceptual models of adult GAD put forward by 

Dugas and colleagues (Dugas, Gagnon, Ladouceur & Freeston, 1998; Dugas & 
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Robichaud, 2007; Ladouceur, Blais, Freeston & Dugas, 1998) and Wells (1995) posit 

that there are a number of cognitive variables associated with worry, it was further 

contended that the associated cognitive variables of intolerance of uncertainty (IU), 

positive and negative beliefs about worry (PBW and NBW), negative problem 

orientation (NPO) and cognitive avoidance (CA) might also be important to youth SAD. 

The present program of research aimed to investigate these propositions through 

a series of three studies. Study 1 sought to establish whether worry, IU, NBW, PBW, 

NPO and CA were present in children with SAD at rates significantly higher than in 

non-clinical matched peers, and at rates comparable to matched peers with GAD. Sixty 

children aged 8 to 12 years were involved in the study that compared three groups of 

children: those with a primary diagnosis of SAD and without GAD in their diagnostic 

profile (n=20); those with a primary diagnosis of GAD and without SAD in their 

diagnostic profile (n =20); and those without an anxiety disorder (n =20). It was 

hypothesized that children diagnosed with GAD and SAD would report higher levels of 

worry, IU, NBW, PBW, NPO and CA than non-anxious children, but that they would 

not differ significantly from each other.  

As predicted, children with GAD and SAD scored significantly higher than the 

non-anxious group on worry, IU, NBW and NPO, and did not score significantly 

differently from each other. In terms of NPO, the SAD group demonstrated higher 

levels of this factor than the GAD group, which was an unexpected finding, given that 

NPO has previously been assumed to be specific to GAD. However, there was no 

difference found across the groups on PBW, and contrary to expectations, children with 

GAD scored significantly higher on CA than children with SAD or non-anxious 

children. That worry, IU, NBW and NPO are present to the same degree in youth SAD 

as they are in GAD is an important finding and speaks to their potential importance to 

the conceptualisation of youth SAD. Indeed, it would seem that these variables are more 
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transdiagnostic in nature than once thought, and that they may be at least partly 

responsible for the high comorbidity between SAD and GAD.  

 Study 2 sought to investigate whether worry, IU, NBW, PBW, NPO and CA 

were associated with SAD severity, symptoms and overall functioning by broadening 

the age group and increasing the sample size to include 126 youth aged 8 to 17 years 

with a primary diagnosis of SAD. In line with expectations, each of the cognitive 

variables (with the exception of PBW) were found to correlate with SAD symptoms, 

SAD severity and / or overall functioning. Most importantly, NPO uniquely predicted 

SAD severity, self-reported ratings of SAD symptoms, and poorer levels of overall 

functioning, and IU and worry also uniquely predicted self-rated SAD symptoms.  

 The findings from this study are important as they suggest not only that the 

cognitive variables previously thought to only be associated with GAD are also 

associated with SAD in youth, but that they are associated with severity of the disorder 

as well. In particular, findings from Study 2 suggest that when all the variables are 

entered into the analyses together, worry, IU and NPO emerge as being particularly 

important predictors of SAD severity. Thus, these findings further contribute to our 

understanding of the shared mechanisms in youth GAD and SAD, and build a case for 

the transdiagnostic nature of worry and its associated cognitive variables.  

 Study 3 sought to explore whether worry, IU, NBW, PBW, NPO and CA change 

following CBT treatment for SAD, and whether there are significant differences 

between those who lost versus retained their diagnosis of SAD on changes in, or 

baseline levels of, worry, IU, NBW, PBW, NPO and CA. Participants included 125 

youth aged 8 to 17 years with a primary diagnosis of SAD, who were randomised into 

online CBT treatment or a waitlist control. At 12-weeks after treatment commencement, 

those allocated to the treatment condition demonstrated significantly greater reductions 

in worry and NPO compared to the waitlist group, and by follow-up, IU, NBW and CA 
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had also reduced significantly. In addition, compared to those who retained their 

diagnosis by 6-month follow-up, those who had lost their SAD diagnosis demonstrated 

greater changes in worry and CA from pre-assessment to 6-month follow-up, and 

reported higher baseline levels of NPO. 

This study demonstrated that online CBT for youth SAD produces reductions in 

worry, IU, NBW, PBW, NPO and CA despite not directly targeting these constructs. 

However, it also suggests that treatment may be enhanced through the inclusion of 

additional strategies targeting CA and worry, and that levels of NPO should be assessed 

prior to treatment and targeted in those for whom NPO at baseline is high.  

 

Synthesis of the Findings from the Compendium of Studies 

In drawing together the findings of the three studies, patterns emerge and the 

important contribution of these studies to the field in general becomes apparent. The 

first and most important finding from the set of studies, is that NPO emerged across the 

studies as being uniquely related to SAD. In the first study, children with SAD scored 

higher than children with GAD on NPO, and in the later studies NPO emerged as the 

only significant predictor of SAD severity and overall functioning, and in addition, 

those with higher baseline levels of NPO were more likely to retain their SAD diagnosis 

at the 6-month follow-up. In terms of treatment response, NPO was the only variable to 

reduce in response to treatment from the pre- to 12-week assessment point, and was the 

only variable in which treatment effects were enhanced from 12-weeks to the 6-month 

follow-up.  

Taken together, the results of these studies suggest that highly socially anxious 

youth experience high levels of NPO, and that reductions in NPO can be attained via 

CBT for SAD for most youth with SAD, but that those higher in NPO prior to treatment 

are less likely to recover from SAD 6 months following treatment. These findings 
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suggest that levels of NPO need to be measured prior to treatment for youth SAD, and 

that, for those high in NPO, that treatment that targets NPO might enhance treatment 

outcomes.   

In terms of the role of NPO in SAD, it would seem that the socially anxious 

have a negative attitude, or orientation, in general towards social situations. It is 

possible that youth with SAD do not see social situations as being solvable, or as able to 

be planned for in order to reduce discomfort.  Perhaps youth with SAD envisage that 

problematic social interactions cannot be ‘improved’ because they perceive themselves 

and their lack of social ability as the inherent problem in social situations. It may be that 

when socially anxious youth undertake CBT and learn cognitive and behavioural 

strategies to cope with their negative attitude or orientation toward social problems, that 

their NPO reduces and in turn their social interactions become more positive once they 

employ strategies such as relaxation, exposure, directing their attention away from 

themselves, and cognitive re-structuring. Additionally, as discussed in Chapter 6, NPO 

has recently been found to be related to SAD in adults, with a link being proposed 

between ruminative repetitive thought, post-evaluative processing and NPO. In those 

with SAD, ruminative thought may centre on negative interpretations and expectations 

about future social interactions which may prompt the avoidance and fear of future 

social situations, which serves to maintain SAD.  

The contribution of worry, IU and CA to youth SAD was mixed and small 

overall.  In terms of worry, there was no difference between children with GAD and 

SAD on levels of worry in the first study. In the second study, levels of worry were 

related to youth and parent rated SAD symptoms, SAD severity and overall functioning. 

Lastly, in the final study, those who retained their SAD diagnosis at the 12-week 

assessment point reported higher baseline levels of worry than those who lost their 

diagnosis, and by the 6-month follow-up, those who lost their diagnosis had greater 
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reductions in worry from pre-post assessment. Therefore, worry has been demonstrated 

across the suite of studies as being related to youth SAD. The studies also reveal that 

worry responds to CBT for SAD without being directly targeted for most youth with 

SAD. However, given that high levels of worry are related to youth and parent rated 

SAD symptoms, SAD severity and overall functioning, and that reductions in worry 

was related to loss of SAD, targeting worry may be beneficial for treatment non-

responders high in worry.  

In terms of IU, there was no difference between children with GAD or SAD on 

this variable in the initial study. In later studies, IU was found to predict self-rated SAD 

symptoms, and was related to SAD severity and overall functioning. Although IU was 

related to SAD in youth, it was not found to be related to a loss or retention of SAD and 

appeared to reduce with CBT. Thus, the suite of studies demonstrated that IU is feature 

of youth SAD but that it did not appear to play a particularly strong role in the disorder.   

Findings in terms of CA were mixed, with Study 1 demonstrating that CA was 

not a factor in child SAD, and Study 2 demonstrating that, after controlling for age and 

gender, CA correlated with, but did not did not uniquely predict SAD symptoms, 

severity, or overall functioning. Interestingly however, Study 3 demonstrated that those 

who lost their SAD diagnosis by the 6-month follow-up had greater reductions in CA 

from pre- to post assessment. This suggests that CA may be a factor for some youth 

with SAD, and in this case CBT may be sufficient to reduce CA for most youth with 

SAD, but that targeting CA for those high in CA might be beneficial in leading to a loss 

of SAD. One reason that CA might only be a factor for some youth with SAD is that 

those youth might hold GAD as a secondary diagnosis and thus may be more likely to 

engage in CA. This possibility needs to be investigated in future research. As discussed 

above, that CA is not particularly important for most SAD suffers may be because, 

unlike those with GAD who attempt to reduce the discomfort associated with worry by 
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engaging in CA, youth with SAD may tend to actively engage with their worry through 

processes such as anticipatory anxiety and post-event processing related to social 

situations. Again, such possibilities need to be empirically investigated. 

Overall, it would seem that some, but not all, aspects of worry and its associated 

variables are related to youth SAD. Worry, NPO, IU and CA appear to be a feature of 

youth SAD to varying degrees, whereas PBW and NBW do not appear to be important 

to youth SAD. It is possible, given the mixed findings related to the age effects in PBW 

and NBW as previously discussed, that either positive and negative beliefs about worry 

do not develop until late adolescence or early adulthood, or that PBW and NBW are 

related to GAD but not SAD. Further research is required in order to understand these 

constructs and whether they are related in any way to SAD across the lifespan. If, in 

fact, PBW and NBW are not related to SAD, then these variables would emerge as 

important discriminators between the worry in GAD versus SAD.   

There are a number of important implications to emerge from this study. Firstly, 

in terms of clinical practice, although CBT for SAD has been demonstrated herewith as 

being able to reduce levels of worry and its associated cognitive variables for most 

youth with SAD, it may be important to assess for high levels of these variables, 

particularly NPO, followed by levels of worry and then CA, as a stepped care approach 

that focusses specifically on these factors may be beneficial for treatment non-

responders. The study also has implications for diagnostic specificity in youth, 

particularly in younger youth, as the study demonstrated that elements of worry 

previously thought to be specific to GAD have also been found in youth with SAD. As 

discussed above, perhaps a more general variable, such as repetitive negative thinking, 

may account for a common link across the anxiety disorders in young people. Further 

research is needed to understand the specificity between GAD and SAD, and GAD and 

the other anxiety disorders of childhood and adolescence.    
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Strengths, Limitations and Suggestions for Future Research 

The strengths and limitations of each of the studies were presented in Chapters 5 

to 7, and will not be repeated here. Rather, this discussion will focus on the overall 

strengths and limitations to emerge from the program of research conducted as a whole.  

One of the strengths of this program of research was the novelty of the research 

question. Indeed, there were a number ‘firsts’ within the research. The program of 

research was the first to: a) examine whether cognitive characteristics typically 

associated with the worry in GAD, also occur in children and adolescents with SAD; b) 

investigate and compare worry and all five of its associated cognitive variables in an age 

and gender matched sample of children with GAD, children with SAD, and children 

without an anxiety disorder within one study; c) demonstrate that children with SAD 

and children with GAD do not differ on levels of worry, IU, NBW or NPO; d) examine 

the cognitive variables associated with worry in terms of their ability to predict the 

symptoms, severity and overall functioning of youth with SAD and; e) examine how 

worry and its associated cognitive variables respond to CBT for youth SAD, and how 

they predict treatment outcome.  

Questions of this kind have not been examined previously and thus this program 

of research is novel and innovative. Together, the studies provide researchers, and 

potentially clinicians, with a framework to better understand SAD and the ways in 

which worry, NPO and CA, and to a lesser extent IU and NBW, might play a role in the 

disorder. Although replication of the results is clearly required, this thesis provides a 

platform for further research to examine the role of worry and its cognitive elements 

within SAD. 

Another strength of the program of research is the strong research methodology 

utilised in each of the three studies. The larger studies comprised an adequate sample 

size to ensure sufficient power, and each study gathered data across informants (i.e., 
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clinicians, youth and parents), utilised questionnaires with sound psychometric 

properties, and employed the gold-standard of diagnostic assessment in the youth 

anxiety area (i.e., the ADIS-C/P). Furthermore, the methodologies of each study were 

tight, with clinical interviewers and inter-rater reliability checkers blind to client history, 

experimental condition, and assessment time-point in order to ensure that clinical 

assessments yielded valid and unbiased assessments of youth current functioning.  

Despite the strengths of the research studies, there were also a number of 

inherent limitations common across them. First, although the measurements utilised 

were psychometrically sound and most are commonly used in the youth anxiety 

literature, measurement of some of the cognitive variables may have been problematic. 

Given that research into the cognitive components of worry in youth, particularly in 

children, remains in its infancy, there is a lack of psychometrically sound measures for 

IU and CA. The research conducted here employed adult versions of these constructs 

with wording modifications to suit a younger audience. Future research should ensure 

the development and adequate testing of measures of IU and CA to ensure their sound 

psychometrics with young populations. A second limitation is that the findings from the 

studies may be limited in terms of generalisability due to the particular demographic 

sampling. Participants across the studies were predominantly Australian and from 

middle to high socioeconomic status with relatively high levels of parental education. 

Future research should endeavour to replicate these findings using a more ethnically, 

educationally and socioeconomically diverse sample. 

In addition to the suggestions for future research already discussed, there are a 

number of other avenues for investigation in this area. Future research should 

investigate whether worry, IU, NBW, PBW, NPO and CA are able to explain SAD 

symptoms, severity and overall functioning over and above variables previously 

established as central to SAD, and the extent to which these variables might be involved 
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in the maintenance of SAD. It would also be important to examine whether the 

inclusion of strategies aimed at reducing IU, NBW and in particular worry, CA and 

especially NPO, into current CBT interventions, can improve the efficacy of remission 

or response rates, and whether non-responders could benefit from a stepped care 

approach that includes further treatment targeting these variables.  

Given that this study has demonstrated that worry, IU, NBW, NPO and CA are 

related to youth SAD and are not specific to GAD, future research should investigate 

what role, if any, worry and its associated cognitive variables play in the other anxiety 

disorders of childhood and adolescence.  

 

Concluding Comments 

This series of research studies demonstrated that worry and some of its 

associated cognitive variables are not specific to GAD in youth, and are also relevant to 

youth SAD. Although this program of research provided an important first step in the 

examination of worry and its associated cognitive variables in relation to youth SAD, 

there is much for future researchers to investigate in this area. SAD is common and 

debilitating, and can be treatment resistant. Although further empirical enquiry is 

required to enrich our understanding of the aetiology and maintenance of this chronic, 

pervasive and disabling disorder, it is hoped that the research studies that comprised this 

thesis may be the catalyst for a new direction for research within the SAD literature. It 

is hoped that the results of this thesis, and any future related endeavours, will contribute 

to the improved understanding of SAD and ultimately help in alleviating the suffering 

and disability experienced by youth and their families as a result of social anxiety.  
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GRIFFITH UNIVERSITY HUMAN RESEARCH ETHICS COMMITTEE 
 
                                                       05-Aug-2011 
 
Dear Dr Donovan 
 
I write further to your application for a variation to your approved protocol "Worry and 
Psychological Wellness" (GU Ref No: PSY/A8/10/HREC).  This request has been considered by the 
Office for Research. 
 
The OR resolved to approve the requested variation: 
 
I am seeking permission to advertise my research project in:    
Catholic School Newsletters    
Email through GU networks    
Local Papers    
Griffith University 1st year Subject pool 
 
I would also like to offer new participants a $25 Coles/Myer Gift Card in appreciation of their 
participation in the research project (the condition of this gift card is the return of 2 completed 
questionnaires). 
 
This decision is subject to ratification at the next meeting of the HREC.  However, you are 
authorised to immediately commence the revised project on this basis.  I will only contact you again 
about this matter if the HREC raises any additional questions or comments about this variation. 
 
Regards 
 
Chris Rose'Meyer 
Policy Officer, Research Ethics and Governance 
Office for Research 
G39 3.56 Gold Coast Campus 
Griffith University 
ph: +61 (0)7 5552 7227 
fax: +61 (0)7 5552 9058 
email: c.rosemeyer@griffith.edu.au 
web:  
Cc:  
At this time all researchers are reminded that the Griffith University Code for the Responsible 
Conduct of Research provides guidance to researchers in areas such as conflict of interest, 
authorship, storage of data, & the training of research students. 
You can find further information, resources and a link to the University's Code by visiting 
http://www62.gu.edu.au/policylibrary.nsf/xupdatemonth/e7852d226231d2b44a25750c0062f457?ope
ndocument 
PRIVILEGED,  PRIVATE AND CONFIDENTIAL 
This email and any files transmitted with it are intended solely for the use of the addressee(s) and 
may contain information which is confidential or privileged. If you receive this email and you are 
not the addressee(s) [or responsible for delivery of the email to the addressee(s)], please disregard 
the contents of the email, delete the email and notify the author immediately 
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GRIFFITH UNIVERSITY HUMAN RESEARCH ETHICS COMMITTEE 
 
                                                              18-Jun-2015 
 
 
Dear Dr Donovan 
 
I write further to the additional information provided in relation to the provisional 
approval granted to your application for ethical clearance for your project "Are there 
differences in the cognitive process of GAD versus Socially Anxious children?" (GU 
Ref No: PSY/F2/14/HREC). 
 
The additional information was considered by Office for Research. 
 
This is to confirm that this response has addressed the comments and concerns of the 
HREC. 
 
 
Consequently, you are authorised to immediately commence this research on this basis. 
 
The standard conditions of approval attached to our previous correspondence about this 
protocol continue to apply. 
 
Regards 
 
 
 
Rick Williams 
Manager, Research Ethics 
Office for Research 
Bray Centre,†N54 Room 0.15 Nathan Campus 
Griffith University 
ph: 07 3735 4375 
fax: 07 373 57994 
email: rick.williams@griffith.edu.au 
web:  
 
Cc:  
 
Researchers are reminded that the Griffith University Code for the Responsible Conduct 
of Research provides guidance to researchers in areas such as conflict of interest, 
authorship, storage of data, & the training of research students. 
You can find further information, resources and a link to the University's Code by 
visiting 
http://policies.griffith.edu.au/pdf/Code%20for%20the%20Responsible%20Conduct%20
of%20Research.pdf 
PRIVILEGED,  PRIVATE AND CONFIDENTIAL 
This email and any files transmitted with it are intended solely for the use of the 
addressee(s) and may contain information which is confidential or privileged. If you 
receive this email and you are not the addressee(s) [or responsible for delivery of the 
email to the addressee(s)], please disregard the contents of the email, delete the email 
and notify the author immediately 
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         GRIFFITH UNIVERSITY HUMAN RESEARCH ETHICS COMMITTEE 
 
                                                        08-Mar-2012 
 
 
Dear Professor Spence 
 
I write further to your application for a variation to your approved protocol "Evaluation of 
Transdiagnostic versus Disorder-Specific, Internet-Based Cognitive-Behaviour Treatment of 
Anxiety Disorders in Young People." (GU Ref No: PSY/E9/10/HREC).  This request has been 
considered by the Chair. 
 
The Chair resolved to approve the requested variation: 
 
(1) Treatment expectancy and credibility ratings, The Working Alliance Inventory ñ Short Form, 
Threat Perception Vignettes and Youth Self Report will also no longer be administered to 
participants. The rationale for removing these measures is to reduce the questionnaire package 
provided to participants and make allowance for new measures that aim to answer more relevant 
research questions. 
 
  
In line with new research questions developed, it is proposed that a number of new measures be 
included in the questionnaire pack completed by participants, including the following: 
 
 
The Post Event Processing Questionnaire-Revised (PEPQ-R). To measure the inclination to engage 
in post-event processing after social events, the PEPQ-R will be administered to children and 
adolescents. The PEPQ-R asks how frequently individuals thought about an anxiety-provoking 
event, the effect of these thoughts on concentration, difficulty forgetting about the event, attempts at 
thought suppression, whether PEP made their feelings worse, subsequent behavioural avoidance, 
regret, and degree of social anxiety experienced. The response scale is comprised of a 100-point 
visual analogue scale, with the anchors ‘not at all’ (0) to ‘totally agree’ (100). 
 
 
Penn State Worry Questionnaire for Children (PSWQ-C) Short Form. To measure worry severity, 
the short form version of the PSWQ-C will be administered to children and adolescents. It is an 11-
item measure consisting of statements about worry (e.g., ‘Once I start worrying, I can’t stop’), to be 
rated on a 5-point Likert scale ranging from 1 (Not at all typical of me) to 5 (Very typical of me). 
Total scores range from 11 to 55, with higher scores indicating a greater degree of worry. 
 
 
Meta-Cognitions Questionnaire-Children. To measure young people’s levels of metacognitive 
monitoring, positive and negative meta-worry, and sensitivity, punishment and responsibility beliefs, 
the MCQ-C will be administered to children and adolescents. The MCQ-C is a 24-item scale 
designed for young people aged 7-17 years. The MCQ-C consists of a series of statements (e.g., ‘I 
try hard to keep track of the thoughts in my head’). Participants are asked to indicate how much they 
agree with each statement on a 4-point Likert scale, ranging from 1 (Do not agree) to 4 (Agree very 
much). 
 
 
White Bear Suppression Inventory (WBSI). To measure the tendency to suppress thoughts, the 
WBSI will be administered to children and adolescents. The WBSI consists of 15 items that assess 
participants chronic tendency to deliberately avoid thinking about or suppress unpleasant thoughts. 
Participants are required to rate items on a 5-point Likert scale, with responses ranging from 
Strongly Disagree (1) to Strongly Agree (5). An example of an item is, ‘There are things I try not to 
think about’. 
 
 
(2) : We propose to charge participants $120 for access to the online treatment program. Such a fee 
is not only more akin to real life therapy situations, but all money received will be put toward project 
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initiatives such as the maintenance of the program website. In addition, we propose that a $25 gift 
voucher will be awarded to participants each time they complete a post-treatment assessment. 
 
 
This decision is subject to ratification at the next meeting of the HREC.  However, you are 
authorised to immediately commence the revised project on this basis.  I will only contact you again 
about this matter if the HREC raises any additional questions or comments about this variation. 
 
Regards 
 
 
Chris Rose'Meyer 
Policy Officer, Research Ethics and Governance 
Office for Research 
G39 3.56 Gold Coast Campus 
Griffith University 
ph: +61 (0)7 5552 7227 
fax: +61 (0)7 5552 9058 
email: c.rosemeyer@griffith.edu.au 
web:  
 
Cc:  
 
At this time all researchers are reminded that the Griffith University Code for the Responsible 
Conduct of Research provides guidance to researchers in areas such as conflict of interest, 
authorship, storage of data, & the training of research students. 
You can find further information, resources and a link to the University's Code by visiting 
http://www62.gu.edu.au/policylibrary.nsf/xupdatemonth/e7852d226231d2b44a25750c0062f457?ope
ndocument 
PRIVILEGED,  PRIVATE AND CONFIDENTIAL 
This email and any files transmitted with it are intended solely for the use of the addressee(s) and 
may contain information which is confidential or privileged. If you receive this email and you are 
not the addressee(s) [or responsible for delivery of the email to the addressee(s)], please disregard 
the contents of the email, delete the email and notify the author immediately 
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School of Psychology 
Mt Gravatt Campus 

Worry and Psychological Wellness 
INFORMATION SHEET 

Who is conducting the 
research? 

Dr. Caroline Donovan (Clinical Psychologist) 
Miss Monique Holmes (Provisional Psychologist and PhD Student) 
Mrs Catherine Hearn (Registered Teacher and Honours Student) 

Griffith University - Mt Gravatt Campus 
School of Psychology 
176 Messines Ridge Road, 
Mt Gravatt, QLD 4122 
Contact Phone: (07) 3735 3401 
Contact Email: c.donovan@griffith.edu.au 

Why is the research being conducted? 
This research examines the relationship between worry and psychological wellness in 
children and their parents. Lots of people worry, but uncontrollable worry can have a 
negative impact on many areas of our lives. Past research has focussed on worry in 
adults and adolescents. Therefore we know little about worry in children between the 
ages of 8 and 12 years. From this research we hope to better understand worry in young 
children and their parents. 
This research is being conducted as part of Monique Holmes' PhD Thesis and Catherine 
Hearn's Honours Research Thesis under the guidance of Dr Caroline Donovan. 
To say "thank-you" for your time, all families who complete the questionnaires will be 
entered into a draw to win one of five prizes. These include: 

• 1 x VIP 3 Park Super Pass (or similar) valued at approximately $100
• 1 x Birch Carroll and Coyle Movie Voucher valued at $40
• 3 x $25 gift vouchers from Angus and Robertson Book Store

The basis by which participants will be selected 
To participate in this study, your child must be aged between 8 and 12 years at the time 
of participation.  
What you will be asked to do 
If you and your child agree to participate in this research, you will both be required to fill 
in some questionnaires. The child questionnaires will assess areas such as worry, worry 
avoidance, beliefs about worry, problem solving style, coping style and tolerance of 
uncertainty. Parent questionnaires will include assessment of your child's worries and 
behaviours, and your parenting style as well as your worry, worry avoidance, beliefs 
about worry, tolerance of uncertainty, problem solving style, coping style and your 
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ability to regulate anxiety and depression in general. Some general demographic 
questions will also be included.  

Parent questionnaire packages will be sent home with your child on the day of 
participation. Once completed, parent questionnaire packages can be returned to the 
school administration office. Children will complete the questionnaire package during 
school hours, in a classroom supervised by Dr. Caroline Donovan (Clinical 
Psychologist), Miss Monique Holmes (Provisional Psychologist and PhD Student), and 
Mrs Catherine Hearn (Registered Teacher and Honours Student). Both questionnaire 
packages will take less than one hour to complete. To minimise fatigue, children will 
complete the questionnaires over two 30 minute sessions. All questions will be read 
aloud to the children by the researcher and assistance will be given to children who 
require it.  
 
The expected benefits of the research 
The results of this research will help us to better understand how worry impacts on the 
lives of children and their parents. Ultimately, this will lead to improved outcomes for 
therapy and can be used for future research and early intervention projects. It is 
envisaged that participation in this research will be enjoyable. 
 
Risks to you 
There are no expected risks from participating in this study for either you or your child. 
If, during student data collection, any procedure causes distress, it will be stopped 
immediately. Taking part in this study is voluntary and you and your child may 
withdraw at any time (including following informed consent) without any negative 
consequences or prejudice. Below is a list of support services that you may find useful, 
should you require additional support: 
Lifeline: Phone 13 11 14 
Kids Helpline Phone 1800 55 1800 
Australian 
Psychological 
Association 'Find 
Psychologist’: 

http://www.psychology.org.au/FindaPsychologist 

Kids Matter: www.kidsmatter.edu.au (This website provides information about the kinds 
of mental health issues that may affect children. It does not provide direct 
advice or specific referrals) 

Parentline: 1300 301 300 
Beyond Blue: 1300 22 4636 
Griffith University 
Psychology Clinic: 

Phone: (07) 3735 3301 
www.griffith.edu.au/health/school-psychology/clinics   

Or contact the Guidance Officer at your school. 
 
Your confidentiality 
All information gathered will be kept in locked filing cabinets, will be confidential and 
will only be accessed by the researchers mentioned above. Any reports arising from this 
research will include group statistics only. This means that no individual participant will 
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be able to be identified. Your contact details (provided to us in the child and parent 
questionnaire), will be used to inform you : 
 

a) Should you win a prize as mentioned above 
b) In line with our duty of care, if you display high levels of anxiety or 

depression from the self-report questionnaires 
c) In line with our duty of care, if your child displays high levels of anxiety  
d) We will also notify the School Principal and Guidance Officer if your child 

is displaying high levels of anxiety to assist in support follow-up 
 
Once all data has been collected for this study, and parent and child questionnaires have 
been matched, all identifying information will be replaced with a randomly generated 
number. This means that your personal responses will not be able to be traced to you or 
your child. All hard copies of personal information will also be destroyed promptly after 
this process.  
 
Your participation is voluntary 
Participation in the research study is entirely voluntary and as mentioned above, you or 
your child are free to withdraw from the study or refuse to take part at any time, 
without any negative consequences or prejudice. Participation in the research is 
valuable to us as it enables researchers to develop effective early intervention programs 
for children severely affected by worry.  
Questions / Feedback to you 
If you have any questions regarding this study, please contact Dr Caroline Donovan by 
telephone on (07) 3735 3401 or by email: c.donovan@griffith.edu.au. At the end of the 
study, you are very welcome to contact the researcher for a summary of research results. 
 
The ethical conduct of this research 
Griffith University conducts research in accordance with the National Statement on Ethical 
Conduct in Human Research.  If you have any concerns or complaints about the ethical 
conduct of the research project, please contact the Manager, Research Ethics on (07) 3735 
5585 or research-ethics@griffith.edu.au. 
Privacy Statement 
The conduct of this research involves the collection, access and / or use of your identified 
personal information. As outlined elsewhere in this information sheet, your identified personal 
information may be reported to the School Principal and / or Guidance Officer if your child 
displays high levels of anxiety to assist in support follow-up. Other than this disclosure, the 
information collected is confidential and will not be disclosed to third parties without your 
consent, except to meet government, legal or other regulatory authority requirements. A de-
identified copy of this data may be used for other research purposes. However, your anonymity 
will at all times be safeguarded, except where you have consented otherwise. For further 
information consult the University’s Privacy Plan at http://www.griffith.edu.au/about-
griffith/plans-publications/griffith-university-privacy-plan or telephone (07) 3735 5585. 
 
***** Please keep this information sheet for your records.  ***** 
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Participation Prize. 

 
To say "thank-you" for your time, we will enter you in the draw to win one of five 
prizes. These include: 
 
 
1 x VIP 3 Park Super Pass (or similar) valued at $100 
 
 
 

 
 
 
 
 
 
 
 

 
 

 
 
 

1 x $40 Birch Carroll & Coyle Movie 
Card 

 
 
 
 
 

 
 
 
 
 
1 of 3 x $25 Angus & Robertson Book 
vouchers 
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Participation Prize- Terms and Conditions 
1. When you enter the competition, you accept these terms and conditions of entry.  
2. Employees of Griffith University ("the University") and their immediate families are 

ineligible to enter.  
3. Entry into the competition is by:  

a. giving a completed consent form to the Griffith University researchers at 
your school. 

4. The first random drawn entry will receive  1 x VIP 3 Park Super Pass (or similar) 
valued at $100. The second random draw entry will receive 1 x $40 Birch Carol & 
Coyle Movie Card. The third, fourth and fifth random draw entry will receive 1 x 
$25 Angus and Robertson Book Voucher each. 

5. The decision of the University is final and no correspondence will be entered into. 
6. The prize is not transferable and cannot be redeemed for cash. The prize is not 

refundable. 
7. The winner releases the University from any and all causes of action, losses, 

liability, damage, expense (including legal expenses) cost or charge suffered, 
sustained or in any way incurred by the winner as a result of any loss or damage to 
any physical property of the winner, or any injury to or death of any person arising 
out of, or related to or in any way connected with the University or the prize.  

8.  Any winner drawn for the prize who is unable to fulfil all of these terms and 
conditions will forfeit the prize and another winner will be drawn.  

9. The winner will be notified by phone, email or post by no later than June 2011.  
10. The competition opens to entries from March 2011 and the competition closes in 

June 2011. The competition is drawn on 30th June 2011 at Griffith University. You 
do not need to be present at the draw to win.  

11. The prize will be available for collection by the winner at Griffith University 
immediately after the draw.  
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School of Psychology - Mt Gravatt Campus 

Worry and Psychological Wellness 

CONSENT FORM 

Who is conducting the 
research? 

Dr. Caroline Donovan (Clinical Psychologist) 
Miss Monique Holmes (Provisional Psychologist and PhD Student) 
Mrs Catherine Hearn (Registered Teacher and Honours Student) 
 
Griffith University - Mt Gravatt Campus 
School of Psychology 
176 Messines Ridge Road, 
Mt Gravatt, QLD 4122 
Contact Phone: (07) 3735 3401 
Contact Email: c.donovan@griffith.edu.au 

 
By signing below, we confirm that we have read and understood the Information Sheet 
and in particular have noted that: 

• We understand that our involvement in this research will include the completion 
of a questionnaire package; 

• We have had any questions answered to our satisfaction; 
• We understand the risks involved; 
• We understand that there will be no direct benefit to us from our participation in 

this research (other than the possibility of winning a prize); 
• We understand that our participation in this research is voluntary and that we are 

free to withdraw at any time without negative consequences or prejudice, 
including after the informed consent process; 

• We understand that if we have any additional questions we can contact the 
research team; 

• We understand that our personal details will be collected for notification of the 
prize mentioned above; to inform me, as a parent, if the questionnaires show that 
I may have high levels of anxiety or depression; and to inform me if my child 
may have high levels of anxiety; 

• We understand that the School Principal and Guidance Officer will be notified if 
my child is displaying high levels of anxiety to assist in support follow-up; 

• We understand that we can contact the Manager, Research Ethics, at Griffith 
University Human Research Ethics Committee on (07) 3735 5585 (or research-
ethics@griffith.edu.au) if we have any concerns about the ethical conduct of the 
project; and 

• We agree to participate in the project. 
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Parent Name:  Child Name:  
Signature:  Signature:  
Date:  Date:  

 
Please return this consent form in the envelope provided to your school's administration 
office by WEDNESDAY 2nd MARCH 2011. According to University Guidelines, this 

signed form must be received by the researchers before you and your child can 
participate in the research study.  
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APPENDIX E 

Information and Consent Form for Children 

Study 1, Part B 
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      School of Applied Psychology 
              Mt Gravatt Campus 
 
 

A Comparison of the Cognitive Components of Generalized Anxiety 
Disorder and Social Anxiety Disorder in Young Children 

 
 

INFORMATION SHEET for 8-12 year olds 
 
Who is doing this study? 

Emeritus Professor Susan Spence 
Griffith University 
   

Dr. Caroline Donovan  
Griffith University 
Contact Phone: (07) 3735 3401 
Contact Email: 
c.donovan@griffith.edu.au * 

Cate Hearn 
Griffith University 
Contact Phone: (07) 3735 3305 
Contact Email: c.hearn@griffith.edu.au  

 

 
We are a team of researchers who are doing a study with kids who have troubles with 
generalized anxiety. Generalized anxiety is when kids are worried about a variety of 
topics and they worry almost every day, and this worry gets in the way of things for 
them. Generalised anxiety is a problem that LOTS of kids have, and it can make it hard for 
them to do their schoolwork or relax and not worry about things.  
 
Our team is also interested in understanding how kids with generalised anxiety, and kids 
who are worried about being social situations with others, are similar. So, for this study, 
we are looking for kids who worry about many things, but who are not very worried about 
talking to people or meeting new people. Does that sound like you? 
 
We want to understand more about kids who worry, and kids who have social worries, so 
that researchers can help make programs that will really help kids who struggle with 
worry of all kinds. 
 
We want you to be part of our study and it would be great if you could read this sheet to learn 
more about what we are going to do. Don’t be scared to ask any questions if you are not 
sure of what something means.  
 
If you said YES to being part of our study, you and one of your parents/guardians would need 
to talk to someone in our research team on the phone, to tell us a bit about the situations that 
make you feel worried. You would also need to fill in some questions about your feelings. 
That’s all you have to do!  
 
It is totally up to you whether you want to be a part of this study. You can say NO or 
stop at any time if you do not want to keep going or if you don’t want to be part of 
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the study any more. If you decide not to be a part of it any more, that’s okay.  Anything 
you talk to us about or answer in your questionnaires will be kept a secret and only the 
research team or other researchers will be able to see your answers.  
 

Thank you for reading this information sheet.  
You can now think about whether you want to be part of our study. 

This study has been approved by ethics committee at Griffith University. Griffith University conducts research 
in accordance with the National Statement on Ethical Conduct in Human Research.  If you have any concerns 
or complaints about the ethical conduct of the research project, please contact the Manager, Research Ethics on 
3735 5585 or research-ethics@griffith.edu.au. 
 
 

ASSENT FORM – 8-12 YEAR OLDS 
 
Please tick the boxes if you agree: 
 

¨ I have read (or had read to me) and understood the information in the 
Information Sheet; 
 

¨ The researchers have answered any questions I had about the research; 
¨ I understand that I will need to complete an interview and some questionnaires 

just once;  
¨ I understand that the answers I give will be kept confidential (a secret) and no 

one will be allowed to see my answers except the person doing the study or 
other people doing research, to the extent allowed by law; 

¨ I know I do not have to do the study if I don’t want to; 
¨ I know that nothing bad will happen if I decide that I don’t want to do the study 

anymore; 
¨ I understand that I can contact the researchers if I have any questions; 
¨ I agree to be involved in this project. 

  

To complete the consent form, please fill in this box: 
 
Name: ____________________________________ 
Age: ______________________________________ 
Date of Birth: _______________________________ 
 

¨ TICK here if you AGREE to participate. 
 

 
THANK YOU! 
 
The Research Team 
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APPENDIX F 

Information and Consent Form for Parents 

Study 1, Part B 
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        School of Applied Psychology 
               Mt Gravatt Campus 
 
 

A Comparison of the Cognitive Components of Generalized Anxiety 
Disorder and Social Anxiety Disorder in Young Children 

 
 

PARENT/GUARDIAN INFORMATION SHEET 
 
Who is conducting the research? 
Emeritus Professor Susan Spence 
Griffith University 
   

Dr. Caroline Donovan  
Griffith University 
Contact Phone: (07) 3735 3401 
Contact Email: 
c.donovan@griffith.edu.au * 

Cate Hearn 
Griffith University 
Contact Phone: (07) 3735 3305 
Contact Email: c.hearn@griffith.edu.au  

 

 
We are a team of researchers from Griffith University. We are conducting a new research 
study and invite you to read the following information sheet. This information sheet is four 
(4) pages long.   
 
Why is the research being conducted? 
We know that anxiety is one of the most common problems encountered by young people 
and can be associated with many personal, social and economic consequences in the 
short- and long-term. Importantly, the earlier these disorders are treated, the less impact 
they are likely to have on a young person’s development and future. 
 
We are investigating the similarities and differences between Generalised Anxiety Disorder 
and Social Anxiety in children aged between 8 to 12 years. Many children with one of these 
diagnoses will also have the other diagnosis, and we are interested in understanding 
whether there are some underlying and as yet undiscovered reasons for why these two 
diagnoses often co-occur. We are also interested in discovering whether some of the ways 
that adults and children with Generalised Anxiety Disorder think, are also present in 
children with Social Anxiety. 
 
In order to investigate this, we need some children with Generalised Anxiety without 
Social Anxiety, and some children with Social Anxiety without Generalised Anxiety, and 
some children who are not anxious. For THIS part of the study, we are seeking children 
with Generalized Anxiety without Social Anxiety.  
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What you will be asked to do. 
If you agree to take part in this study, you will be asked to complete a set of questionnaires 
and a telephone interview that ask about emotional and behavioural problems. The 
telephone interview will be conducted with you and then your child, and will take 
approximately 1.5 hours in total. The questionnaires will be sent to you by email and will 
need to be answered by you and also your child. The questionnaires will take around 1.5 
hours to complete in total. This information is confidential and if you do not wish to answer 
any of the questions in the questionnaires, you are free to leave those questions 
unanswered.  
 
No treatment will be offered, however appropriate referrals will be made if necessary. 
Feedback following the interviews can also be provided upon request. There is no cost to 
participate in the study, and a gift voucher of $25 will be provided to your family upon 
completion of the assessments. 
 
The basis by which participants will be selected or screened 
The first step in the process of being involved in this study involves a brief telephone 
interview that will take up to 15 minutes. The purpose of this interview is to determine 
whether or not your child is suffering from generalised anxiety without social anxiety. 
Following this, both the parent and the young person will complete the longer phone 
interview. If from the interview it is determined that the child fits the diagnostic 
requirements of the study, you will be asked to complete a number of questionnaires. The 
gift voucher will be provided to participating families upon completion of both the phone 
interviews and emailed questionnaires. 
 
The expected benefits of the research 
It is expected that involvement in this study will help to inform you further about your child’s 
anxiety. It is also expected that the data collected from this study will add to the body of 
knowledge about how anxiety is established and maintained in children, and that this 
information will serve to improve future treatments for children with anxiety. 
 
Risks to you 
There are no expected ill effects from participating in this study, and if any procedure 
causes distress, it will be stopped immediately. Taking part in this study is voluntary, 
and you are free to withdraw at any time. In the event that we identify that you or your 
child are experiencing high emotional distress, we will contact you and assist you in 
finding an appropriate referral. Additionally, a list of support services that you may find 
useful is provided below: 

 
Lifeline: Phone 13 11 14 

 
Australian Psychological Association ‘Find a Psychologist’: 

http://www.psychology.org.au/FindaPsychologist 
 

 
Your confidentiality 
All information gathered will be kept in locked filing cabinets, will be confidential and 
password protected, and will only be accessed by the researchers. Information that is 
entered into computer databases will be de-identified, however original files will be 
identifiable to ensure that the researchers will be able to match responses, and to enable 
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the researchers to provide individual participant feedback. Data may also be used in other 
research projects/by other researchers but only in de-identified form. Any subsequent 
publications arising from this research will report group statistics, with no individual 
participant being identifiable.  
 
Your participation is voluntary 
Participation in the research component of this program is voluntary and refusal to allow 
your data to be used for research will not affect you in any way. Participation in the 
research is very valuable  as it allows us to understand anxiety in children and to 
contribute to improved treatments for children who suffer from anxiety.   
Questions / further information 
You are of course free to discuss your participation in this study with project staff. If you 
have any questions or concerns about this research, please do not hesitate to contact the 
research team. Specifically, feel free to contact Dr Caroline Donovan (email: 
c.donovan@griffith.edu.au or Ph: (07) 3735 3401); or Cate Hearn (Email: 
c.hearn@griffith.edu.au or Ph: (07) 3375 3305). If you would like to receive a summary of 
the overall findings of the research, please indicate this on your consent form. If you request 
this information, a summary of the research will be sent to you via email or post, upon 
completion of the study. 
 
The ethical conduct of this research 
This study has been cleared by the ethics committee at Griffith University. Griffith University 
conducts research in accordance with the National Statement on Ethical Conduct in Human 
Research.  If you have any concerns or complaints about the ethical conduct of the research 
project, please contact the Manager, Research Ethics on 3735 4375 or research-
ethics@griffith.edu.au. 
 
Privacy Statement 
The conduct of this research involves the collection, access and or / use of your identified 
personal information. The information collected is confidential and will not be disclosed to 
third parties without your consent, expect to meet government, legal or other regulatory 
authority requirements. A de-indentified copy of this data may be used for other research 
purposes. However, your anonymity will at all times be safeguarded. For further information 
consult the University's Privacy Plan at http://www.griffith.edu.au/privacy-plan or 
telephone (07) 3735 4375. 
 
Kind Regards,  
 
The Research Team 
 
 
This study has been approved by the ethics committee at Griffith University. Griffith University conducts 
research in accordance with the National Statement on Ethical Conduct in Human Research.  If you have any 
concerns or complaints about the ethical conduct of the research project, please contact the Manager, Research 
Ethics on 3735 4375 or research-ethics@griffith.edu.au.  
 
 
 
 
 

PARENT/GUARDIAN CONSENT FORM 
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To register for this study, you must have read the Parent Information Sheet. If you have 
done this, you can continue to the consent form. 

 
By agreeing below, I confirm that I have read and understand the information 
sheet and in particular I have noted that (please tick all boxes): 
 

¨ I understand that my involvement in this research will require my child and I 
to complete a set of questionnaires via email, and a telephone interview; 

¨ I understand that the phone interview may take approximately 1.5 hours for my 
child and me to complete in total, and that the questionnaires may also take 
approximately 1.5 hours for my child and me to complete in total; 

¨ I understand that there is no cost to participate and I will be given $25 in the 
form of a gift voucher upon completion of the phone interview and 
questionnaires; 

¨ I have had any questions answered to my satisfaction; 
¨ I understand the risks involved; 
¨ I understand that my participation in this research is voluntary and my decision 

to refuse my data to be used for research purposes will not affect me in any 
way; 

¨ I understand that if I have any additional questions I can contact the researcher; 
¨ I understand that I am free to withdraw at any time, without comment or 

penalty; 
¨ I understand that the answers I give will be kept confidential but that my data 

may be used by the project team or other researchers/research projects only in 
de-identified form, to the extent allowed by law; 

¨ I understand that I can contact the Manager, Research Ethics, at Griffith 
University Human Research Ethics Committee on 3735 4375 (or research-
ethics@griffith.edu.au) if I have any concerns about the ethical conduct of the 
project; and 

¨ I agree to participate in the project. 
 

¨ Tick this box if you would like to receive a summary of the overall 
research findings upon completion of the study.  

 
 
 
 
 
 

 To complete the consent form, please fill in this box: 
 

Your Name: ____________________________________ 
Child’s Name: __________________________________ 
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Child’s Date of Birth: ____________________________Age: 
_________________________ 
 

¨ TICK here if you have read the information and consent form 
and if you AGREE for you and your child to participate in 
this research project. 
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APPENDIX G 

Information and Consent Form for 

Children aged 8-12 Years 

Studies 2 and 3 
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 School of Psychology 
 Mt Gravatt Campus 
 
 

General versus Specific Internet-Based Therapy for Children and 
Adolescents with Social Anxiety 

 
 

INFORMATION SHEET For 8-12 year olds 
 
Who is doing this study? 

Prof. Susan Spence 
Deputy Vice Chancellor 
Griffith University  
Behavioural Basis of Health 
 

Dr. Caroline Donovan 
Griffith University – Mt Gravatt Campus 
School of Psychology 
Contact Phone: (07) 3735 3401* 
Contact Email: c.donovan@griffith.edu.au 

Dr. Sonja March 
University of Southern Queensland 
Ph: (07) 34704434 
Email: sonja.march@usq.edu.au 

Prof. Justin Kenardy 
CONROD - School of Medicine 
University of Queensland 
  

 
We are a team of researchers who are doing a study with kids who have troubles with social 
anxiety. Social anxiety is when kids are worried about what other people think of them 
or are scared to be in situations with people they don’t know very well. Social anxiety is 
a problem that LOTS of kids have and can make it hard for them to do their schoolwork, 
be around people, be with friends or perform in front of other people. Does that sound 
like you? 
 
Our team has made a program for kids who have troubles with social anxiety. The 
program can be used on the internet and it is called BRAVE Social-ONLINE. We want 
to see if this program can help kids feel better about things that make them feel worried. 
We also have another program called BRAVE-ONLINE that helps kids with lots of 
different types of anxiety, not just social anxiety (like being scared of dogs or being scared 
of swimming). We want to see which program helps kids with social anxiety troubles the 
BEST! 
 
That means we need kids who have some social anxiety troubles to be part of our study 
and do one of the programs. We want you to be part of our study and it would be great if 
you could read this sheet to learn more about what we are going to do. Don’t be scared to 
ask any questions if you are not sure of what something means.  
 
If you said YES to being part of our study, you and one of your parents/guardians would need 
to talk to someone in our research team on the phone, to tell us a bit about the situations that 
make you feel worried. You would also need to fill in some questions about your feelings. 
Then you would do one of the programs, but you don’t get to pick which one!  
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It is totally up to you whether you want to be a part of this study. You can say NO or 
stop at any time if you do not want to keep going or if you don’t want to be part of 
the study any more. If you decide not to be a part of it any more, you can still keep 
using program.  Anything you talk to us about or do in the program will be kept a secret 
and only the research team or other researchers will be able to see your answers.  

Thank you for reading this information sheet. You can now think about whether you want to 
be part of our study.  

THANKS! 

The BRAVE Research Team 

This study has been approved by ethics committees from Griffith University, the University of Southern 
Queensland and the University of Queensland. Griffith University conducts research in accordance with the 
National Statement on Ethical Conduct in Human Research.  If you have any concerns or complaints about the 
ethical conduct of the research project, please contact the Manager, Research Ethics on 3735 5585 or research-
ethics@griffith.edu.au. This study has also been cleared by one of the human ethics committees of the 
University of Queensland in accordance with the National Health and Medical Research Council's 
guidelines. If you have any complaints about the way this research is conducted or wish to raise any 
concerns, you may also ring the University of Queensland Ethics Office, on (07) 3365 3924. 

If you have read this sheet and you WANT to be part of our study please click on the button below. 
consent

Continue to Consent Form
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School of Psychology 
Mt Gravatt Campus 

General versus Specific Internet-Based Therapy for Children and Adolescents 
with Social Anxiety 

ASSENT FORM – 8-12 YEAR OLDS 

Who is conducting the research? 
Prof. Susan Spence 
Deputy Vice Chancellor 
Griffith University  
Behavioural Basis of Health 

Dr. Caroline Donovan 
Griffith University – Mt Gravatt Campus 
School of Psychology 
Contact Phone: (07) 3735 3401* 
Contact Email: c.donovan@griffith.edu.au 

Dr. Sonja March 
CONROD - School of Medicine 
University of Queensland 
Ph: (07) 3346 4828* 
Email: sonja.march@uq.edu.au 

Prof. Justin Kenardy 
CONROD - School of Medicine 
University of Queensland 

Please tick the boxes if you agree: 

� I have read (or had read to me) and understood the information in the 
Information Sheet; 

� The researchers have answered my questions about the research; 

� I understand that I may take part in one of three treatment groups; 

� I understand that I may need to complete an interview and surveys up to 4 times 
during the study; 

� I understand that the answers I give will be kept confidential (a secret) and no 
one will be allowed to see my answers except the person doing the study or 
other people doing research, to the extent allowed by law; 

� I know I do not have to do the study if I don’t want to; 

� I know that nothing bad will happen if I decide that I don’t want to do the study 
anymore; 

� I understand that I can contact the researches if I have any questions; 

� I agree to be involved in this project. 

To complete the consent form, please fill in the box below. 

Your Name:      

Your Date of Birth:     

I have read the information sheet about the research study, and I agree to 
participate in this research project. Tick the checkbox below if you agree. 
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         I agree to participate. 

 

 
 
 

(None of the boxes are pre-filled to ensure that participants provide informed consent. To 
provide consent, the participant MUST actively check the box and fill in all details.) 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Submit
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APPENDIX H 

Information and Consent Form for 

Adolescents aged 13-17 Years 

Studies 2 and 3 

 

 

 

 

 

 

 

 

 

 

 

 

            School of Psychology 
               Mt Gravatt Campus 
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General versus Specific Internet-Based Therapy for Children and 
Adolescents with Social Anxiety 

 
 

INFORMATION SHEET For 13-17 year olds 
 

Who is doing this study? 
Prof. Susan Spence 
Deputy Vice Chancellor 
Griffith University  
Behavioural Basis of Health 
 

Dr. Caroline Donovan 
Griffith University – Mt Gravatt Campus 
School of Psychology 
Contact Phone: (07) 3735 3401* 
Contact Email: c.donovan@griffith.edu.au 

Dr. Sonja March 
University of Southern Queensland 
Ph: (07) 34704434 
Email: sonja.march@usq.edu.au 

Prof. Justin Kenardy 
CONROD - School of Medicine 
University of Queensland 
  

 
We are a team of researchers who are doing a study with teenagers who have troubles 
managing social anxiety. Social anxiety is when people are overly worried about what 
others think of them or are scared to be in situations with people they don’t know very 
well. Social anxiety is a problem that LOTS of kids have and can make it hard for them to 
do their schoolwork, be around people, be with friends or perform in front of other people.  
 
That’s why our team has made a program for teenagers to help them manage social 
anxiety. The program can be used online and it is called BRAVE for Teenagers-ONLINE. 
We want to see if the program can help teenagers who experience social anxiety, feel 
better about things that make them feel worried or anxious. That means we need teenagers 
who have some social anxiety troubles to be part of our study and do the BRAVE for 
Teenagers-ONLINE program. 
 
We would like you to be part of our study and it would be great if you could read this sheet 
to learn more about what we are going to do. Don’t be scared to ask any questions if you 
are not sure of what something means.  
 
What will I have to do? 
You and your parent would need to talk to someone in our research team on the phone, to tell 
us a bit about the situations that make you feel worried or anxious. You would also need to 
fill in some questions about your feelings. You will need to do this interview and survey about 
4 times in 1 year.  
 
There are actually two different types programs – one that is for all different types of anxiety 
(BRAVE for Teenagers-ONLINE) and one that is specifically for social anxiety (Brave for 
Teenagers Social-ONLINE). Both of the programs teach you about anxiety and how to 
manage it. If you decide that you want to be part of the study you might complete either one 
of these programs. For teenagers who do the program just for social anxiety, some will get to 
start right away but others will have to wait about 10 weeks before they get to start.  
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How will this help me? 
We think that our programs will help you to manage your anxiety and feel less worried in 
social and difficult situations.  We know that our BRAVE for Teenagers-ONLINE program 
has helped lots of teenagers your age and they have told us that they enjoy using the internet-
program. We think our new version of the program will also help you to feel more confident 
in social situations.  
 
Should I do the study? 
It is totally up to you whether you want to be a part of this study. You can say NO or 
stop at any time if you do not want to keep going or if you don’t want to be part of 
the study any more. If you decide not to be a part of it any more, you can keep using 
program.   
 
Anything you talk to us about or write about during the program will be kept private and 
only the research team or other researchers will be able to access your information. Your 
data may be used in other research projects/by other researchers, but only in de-identified 
form. No information will be released to other people unless you say it is ok.  
 
How do I find out the results of the study? 
If you would like to find out the results of the study, we can send you and your parents some 
information once the study has finished. You can also ask the researchers questions during 
the study.  
 
 
Thank you for reading this information sheet. Please take your time in deciding whether you 
would like to take part in this research.  
 
Kind Regards,  
 
The BRAVE Research Team 
To register for participation in this  
 
 
This study has been approved by ethics committees from Griffith University, the University of Southern 
Queensland and the University of Queensland. Griffith University conducts research in accordance with the 
National Statement on Ethical Conduct in Human Research.  If you have any concerns or complaints about the 
ethical conduct of the research project, please contact the Manager, Research Ethics on 3735 5585 or research-
ethics@griffith.edu.au. This study has also been cleared by one of the human ethics committees of the 
University of Queensland in accordance with the National Health and Medical Research Council's 
guidelines. If you have any complaints about the way this research is conducted or wish to raise any 
concerns, you may also ring the University of Queensland Ethics Office, on (07) 3365 3924. 
 

If you have read this sheet and you WANT to be part of our study please click on the button below. It will take 

you to the consent form.  

 
School of Psychology 

               Mt Gravatt Campus 
 

General versus Specific Internet-Based Therapy for Children and 
Adolescents with Social Anxiety 

consent
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ASSENT FORM – 13-17 YEAR OLDS 

 
Who is conducting the research? 
Prof. Susan Spence 
Deputy Vice Chancellor 
Griffith University  
Behavioural Basis of Health 
 

Dr. Caroline Donovan 
Griffith University – Mt Gravatt Campus 
School of Psychology 
Contact Phone: (07) 3735 3401* 
Contact Email: 
c.donovan@griffith.edu.au 

Dr. Sonja March 
CONROD - School of Medicine 
University of Queensland 
Ph: (07) 3346 4828* 
Email: sonja.march@uq.edu.au 

Prof. Justin Kenardy 
CONROD - School of Medicine 
University of Queensland 
  

  
Please tick the boxes if you agree: 
 

� I have read (or had read to me) and understood the information in the 
Information Sheet; 

� The researchers have answered my questions about the research; 

� I understand that I may take part in one of three treatment groups; 

� I understand that I may need to complete an interview and surveys up to 4 times 
during the study; 

� I understand that the answers I give will be kept confidential but that my data 
may be used by the project team or other researchers/research projects only in 
de-identified form, to the extent allowed by law; 

� I know I do not have to do the study and that I am able to withdraw from the 
study at any time, without negative consequences; 

� I understand that I can contact the researches if I have any questions; 

� I agree to be involved in this project. 
 

To complete the consent form, please fill in the box below. 
 
 

Your Name:       

Your Date of Birth:      

I have read the information sheet about the research study, and I agree to 
participate in this research project. Tick the checkbox below if you agree.  

 

         I agree to participate. 
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(None of the boxes are pre-filled to ensure that participants provide informed consent. To 
provide consent, the participant MUST actively check the box and fill in all details.) 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Submit
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APPENDIX I 

Information and Consent Form for Parents 

Studies 2 and 3 
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            School of Psychology 
               Mt Gravatt Campus 
 
 

General versus Specific Internet-Based Therapy for Children and 
Adolescents with Social Anxiety 

 
 

PARENT/GUARDIAN INFORMATION SHEET 
 
Who is conducting the research? 
Prof. Susan Spence 
Deputy Vice Chancellor  
Griffith University  
Behavioural Basis of Health 
 

Dr. Caroline Donovan  
Griffith University - Mt Gravatt Campus 
School of Psychology 
Contact Phone: (07) 3735 3401 
Contact Email: 
c.donovan@griffith.edu.au * 

Dr. Sonja March 
CONROD, School of Medicine 
University of Queensland 
Ph: (07) 3346 4828 
Email: sonja.march@uq.edu.au*  
 

Prof. Justin Kenardy 
CONROD 
School of Medicine 
University of Queensland 
  

 
We are a team of researchers from Griffith University and the University of Queensland. 
Over the last 10 years, our research team has been systematically developing an internet-
based CBT program for the treatment of childhood anxiety called BRAVE-ONLINE. We 
are now conducting a new research study and invite you to read the following information 
sheet. This information sheet is four (4) pages long.   
 
Why is the research being conducted? 
We know that anxiety is one of the most common problems encountered by young people 
and can be associated with many personal, social and economic consequences in the 
short- and long-term. Importantly, the earlier these disorders are treated, the less impact 
they are likely to have on a young person’s development and future. 
 
We are investigating the use of different internet-based Cognitive Behaviour Therapy 
(CBT) interventions with children and adolescents between the ages of 8 to 17 years. 
Computer and online approaches offer unique benefits in that they have been shown to 
be extremely flexible, have the potential to reach a greater proportion of the population, 
offer a sense of anonymity, have the potential to be cost-effective and are well-liked by 
young people. There is now significant research demonstrating that online CBT can be 
effective in reducing anxiety in youth. Two recent large trials found that around 75% of 
children who participated in the online treatment were free of their anxiety diagnosis six 
months following treatment.  
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The previous research has typically used treatment programs which take a general 
approach and target various forms of anxiety in the same program (e.g. social fears, 
specific fears and separation fears). Although these programs have been shown to be quite 
effective in reducing social anxiety in children and adolescents, we are interested in 
examining whether we can improve treatment programs further by tailoring the content 
of the intervention to the specific type of anxiety experienced (e.g. social anxiety). The 
current research study will compare these two types of interventions.  
 
What you will be asked to do. 
If you agree to take part in this study, you will be randomly placed in one of three groups. 
You may be placed in a group that completes the standard, online CBT program (BRAVE-
ONLINE), a group that completes the specific social anxiety version of the online CBT 
program (BRAVE (Social)-ONLINE) or you may be placed on a 10-week waiting-list before 
commencing treatment (Waiting group). You will only be accepted into the study if you are 
willing to be placed in any of these three conditions. If you are placed in the waiting-list 
group, you will then commence BRAVE (Social)-ONLINE immediately following your 10-
week waiting period.  
 
A fee of $120 is required to participate in the study and to access the online therapy 
program. A rebate of up to $25 (in the form of gift vouchers) will be provided to 
participants upon completion of each follow-up questionnaire package. 
 
Both of the interventions are comprised of youth and parent programs. Youth will be required 
to complete 10 online sessions and parents will be required to complete 6 online sessions, 
taking approximately 60 minutes each to complete. Two booster sessions are also offered 1 
month and 3 months after completion of the initial program.  
 
Throughout the program, you will receive education about anxiety and how it works, and 
we will teach you and your child a variety of strategies to manage anxiety-provoking 
situations. Parents will also receive information on strategies for managing their child’s 
anxious behaviours. The program is therapist-assisted, such that you will receive email 
feedback from a therapist following the completion of each session, as well as a 30-minute 
phone call mid-way through the course.  
 
You will also be asked to complete questionnaires and a telephone interview that ask about 
emotional and behavioural problems. The assessments take around 1 hour to complete. 
This information is confidential and if you do not wish to answer any of the questions in 
the questionnaires, you are free to leave those questions unanswered. You will then be 
asked to complete the interview and questionnaires again immediately following 
treatment, 6 months post-treatment and finally 12 months after therapy is complete.  
 
The basis by which participants will be selected or screened 
The first step in the process of being involved in this study involves a brief telephone 
interview which will take up to one-hour. The purpose of this interview is to determine 
whether or not your child is suffering from social anxiety, and whether or not this 
treatment program will be of benefit to your family. This interview will be completed by 
both the parent and the young person over the phone. If from the interview it is determined 
that the program may be of benefit to your child, you will be asked to complete a number 
of questionnaires online and will then be placed in one of the three groups. 
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The expected benefits of the research 
It is expected that involvement in the treatment program will reduce your child's anxiety 
levels. The efficacy of CBT with children has now been firmly established, and the results 
from our internet program (BRAVE-ONLINE) with youngsters aged 8 to 17 years have been 
shown to be highly efficacious. Therefore, it is likely that your child will benefit from the 
program in terms of a reduction in his / her anxiety and that you will benefit from the program 
in terms of your ability to deal with the anxious behaviour of your child. It is also expected 
that the BRAVE (Social)–ONLINE program will be beneficial in reducing youth anxiety, as 
it will follow the same structure as BRAVE-ONLINE, with a more specific focus on social 
anxiety.  
 
Risks to you 
There are no expected ill effects from participating in this study, and if any procedure 
causes distress, it will be stopped immediately. Taking part in this study is voluntary, 
and you are free to withdraw at any time. In the event that we identify that you or your 
child are experiencing high emotional distress and/or are not responding positively to the 
treatment program, we will contact you and assist you in finding an appropriate referral. 
Additionally, a list of support services that you may find useful is provided below: 

Lifeline: Phone 13 11 14 
 

Australian Psychological Association ‘Find a Psychologist’: 
http://www.psychology.org.au/FindaPsychologist 

 
 
Your confidentiality 
All information gathered will be kept in locked filing cabinets, will be confidential and 
password protected, and will only be accessed by the researchers. Information that is 
entered into computer databases will be de-identified, however original files will be 
identifiable to ensure that the researchers will be able to match responses over time, and 
to enable the researchers to provide individual participant feedback. Data may also be 
used in other research projects/by other researchers but only in de-identified form. Any 
subsequent publications arising from this research will report group statistics, with no 
individual participant being identifiable.  
 
Your participation is voluntary 
Participation in the research component of this program is voluntary and refusal to allow 
your data to be used for research will not affect the quality of treatment you receive. 
Participation in the research is very valuable to us as it allows us to assess how effective 
the treatment is and your feedback will help us to develop even better programs for the 
future.  
 
Questions / further information 
You are of course free to discuss your participation in this study with project staff. If you 
have any questions or concerns about this research, please do not hesitate to contact the 
research team. Specifically, feel free to contact Dr Caroline Donovan (email: 
c.donovan@griffith.edu.au or Ph: (07) 3735 3401); or Dr Sonja March (Email: 
sonja.march@uq.edu.au Ph: (07) 3346 4828). If you would like to receive a summary of 
the overall findings of the research, please indicate this on your consent form. If you request 
this information, a summary of the research will be sent to you via email or post, upon 
completion of the study. 
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The ethical conduct of this research 
This study has been cleared by ethics committees from both Griffith University and the 
University of Queensland. Griffith University conducts research in accordance with the 
National Statement on Ethical Conduct in Human Research.  If you have any concerns or 
complaints about the ethical conduct of the research project, please contact the Manager, 
Research Ethics on 3735 5585 or research-ethics@griffith.edu.au. 
 
This study has also been cleared by one of the human ethics committees of the University 
of Queensland in accordance with the National Health and Medical Research Council's 
guidelines. If you have any complaints about the way this research is conducted or wish 
to raise any concerns, you may also ring the University of Queensland Ethics Office, on 
(07) 3365 3924. 
 
Privacy Statement 
The conduct of this research involves the collection, access and or / use of your identified 
personal information. The information collected is confidential and will not be disclosed to 
third parties without your consent, expect to meet government, legal or other regulatory 
authority requirements. A de-indentified copy of this data may be used for other research 
purposes. However, your anonymity will at all times be safeguarded. For further information 
consult the University's Privacy Plan at http://www.griffith.edu.au/privacy-plan or 
telephone (07) 3735 5585. 
 
Kind Regards,  
The BRAVE Research Team 
 
This study has been approved by ethics committees from both Griffith University and the University of 
Queensland. Griffith University conducts research in accordance with the National Statement on Ethical Conduct 
in Human Research.  If you have any concerns or complaints about the ethical conduct of the research project, 
please contact the Manager, Research Ethics on 3735 5585 or research-ethics@griffith.edu.au. This study 
has also been cleared by one of the human ethics committees of the University of Queensland in accordance 
with the National Health and Medical Research Council's guidelines. If you have any complaints about the 
way this research is conducted or wish to raise any concerns, you may also ring the University of 
Queensland Ethics Office, on (07) 3365 3924. 

To register for participation in this Program, you must have read the Parent Information Sheet. If you have 

done this, you can now go on to the Consent Form. 

  

 

 
 
 
 
 
 
 
 
 
 

 
 

consent

Continue to Consent Form
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             School of Psychology 
               Mt Gravatt Campus 
 

General versus Specific Internet-Based Therapy for Children and Adolescents 
with Social Anxiety 

 
PARENT/GUARDIAN CONSENT FORM 

 
Who is conducting the research? 
Prof. Susan Spence 
Deputy Vice Chancellor 
Griffith University  
Behavioural Basis of Health 
 

Dr. Caroline Donovan 
Griffith University – Mt Gravatt Campus 
School of Psychology 
Contact Phone: (07) 3735 3401* 
Contact Email: 
c.donovan@griffith.edu.au 

Dr. Sonja March 
CONROD - School of Medicine 
University of Queensland 
Ph: (07) 3346 4828* 
Email: sonja.march@uq.edu.au 

Prof. Justin Kenardy 
CONROD - School of Medicine 
University of Queensland 
  

  
By agreeing below, I confirm that I have read and understand the information 
package and in particular I have noted that: 

• I understand that my involvement in this research will require me to complete 
6 online parent sessions and my child to complete 10 online sessions taking 
approximately 60 minutes each to complete; 

• I understand that I may be allocated to one of three treatment groups; 

• I will be required to pay a fee of $120 to participate in the study and access the 
treatment program; 

• I understand that my involvement in this research will require me to complete 
interviews and questionnaires at four time points; 

• I will be given a rebate of $25 in the form of a gift voucher upon completion 
of each follow-up questionnaire package; 

• I have had any questions answered to my satisfaction; 

• I understand the risks involved; 

• I understand that my participation in this research is voluntary and my decision 
to refuse my data to be used for research purposes will not affect the quality of 
treatment I receive; 

• I understand that if I have any additional questions I can contact the researcher; 

• I understand that I am free to withdraw at any time, without comment or 
penalty; 

• I understand that the answers I give will be kept confidential but that my data 
may be used by the project team or other researchers/research projects only in 
de-identified form, to the extent allowed by law; 

• I understand that I can contact the University of Queensland Ethics Office, on 
(07) 3365 3924 or the Manager, Research Ethics, at Griffith University Human 
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Research Ethics Committee on 3735 5585 (or research-ethics@griffith.edu.au) 
if I have any concerns about the ethical conduct of the project; and 

• I agree to participate in the project. 
Tick this box if you would like to receive a summary of the overall research 
findings upon  completion of the study.  

 
To complete the consent form, please fill in the box below. 

Are you a custodial parent of the child participating in the research 
project? 

         Yes, I am the custodial parent. 

          No. 

Name:       

Child's Name:       

Child's Date of Birth:      

Email:        

Contact Number:        

I have read the information sheet about the research study, and I agree for 
me and my child to participate in this research project. Tick the checkbox 
below if you consent.  

         I Consent. 

 
 
 

(None of the boxes are pre-filled to ensure that participants provide informed consent. To 
provide consent, the participant MUST actively check the box and fill in all details.) 

 
 
 
 

 

 

 

 

                   

Submit
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APPENDIX J 

Penn State Worry Questionnaire for Children 

Short Form (PSWQ-C-SF) 
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Penn State Worry Questionnaire for Children (SF) 

Read each statement below, and tell us how true each one is for you by circling: 1) Not 

at all True OR; 2) Sometimes True OR; 3) Often True OR 4) Always True.  

1. My worries really bother me Not at all 
true 

Sometimes 
True 

Often 
True 

Always 
True 

2. Many things make me worry Not at all 

true 

Sometimes 

True 

Often 

True 

Always 

True 

3. I know I shouldn't worry, but I just 

can't help it 

Not at all 

true 

Sometimes 

True 

Often 

True 

Always 

True 

4. When I am under pressure I worry 

a lot 

Not at all 
true 

Sometimes 
True 

Often 
True 

Always 
True 

5. I am always worrying about 

something 

Not at all 

true 

Sometimes 

True 

Often 

True 

Always 

True 

6. When I finish one thing, I start to 

worry about everything else 

Not at all 

true 

Sometimes 

True 

Often 

True 

Always 

True 

7. I have been a worrier all my life Not at all 
true 

Sometimes 
True 

Often 
True 

Always 
True 

8. I notice that I have been worrying 

about things 

Not at all 
true 

Sometimes 
True 

Often 
True 

Always 
True 

9. Once I start worrying I can't stop Not at all 

true 

Sometimes 

True 

Often 

True 

Always 

True 

10 I worry all the time Not at all 

true 

Sometimes 

True 

Often 

True 

Always 

True 

11. I worry about things until they are 

done 

Not at all 
true 

Sometimes 
True 

Often 
True 

Always 
True 
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APPENDIX K 

Intolerance of Uncertainty Scale for Children 

Short Form (IUS-12) 
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Intolerance of Uncertainty Scale for Children – IUS-12 

How well do these statements describe you? 

  

N
ot

 A
t A

ll 

 

So
m

ew
ha

t 

 

V
er

y 
M

uc
h 

1.  Surprise events upset me easily 1 2 3 4 5 

2.  It frustrates me to not have all the information I 

need 

1 2 3 4 5 

3.  One should always think ahead to avoid surprises 1 2 3 4 5 

4. Plans can be ruined by things you didn't think 

would happen 

1 2 3 4 5 

5. I always want to know what will happen to me in 

the future 

1 2 3 4 5 

6. I don't like being taken by surprise 1 2 3 4 5 

7. I should be able to prepare for everything in 

advance 

1 2 3 4 5 

8. Not knowing what could happen keeps me from 

enjoying life 

1 2 3 4 5 

9. When it is time to do things, not knowing what 

could happen keeps me from acting 

1 2 3 4 5 

10. When I am not sure of something I can't work 

very well 

1 2 3 4 5 

11. The smallest doubt can stop me from doing 

things 

1 2 3 4 5 

12. I must get away from all situations where I don't 

know what will happen 

1 2 3 4 5 
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APPENDIX L 

Metacognitions Questionnaire for Children 

MCQ-C 
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Meta-cognitions Questionnaire for Children 

We are interested in how young people think. Listed below are a number of beliefs that 

people have. Please read each item and say how much you generally agree with it by 

circling a number. Please respond to all items. There are no right or wrong answers.  

 

  Do not 

Agree 

Agree 

Slightly 

Agree 

Moderately 

Agree very 

much 

1.  If I worry about things now, I will have fewer 

problems in the future 

1 2 3 4 

2.  It is not a good idea to worry because 

worrying is bad for me 

1 2 3 4 

3. If I worry a lot, I could make myself sick 1 2 3 4 

4. Worrying about things helps me to be 

organized and keep my stuff in order 

1 2 3 4 

5. When I am confused, worrying helps me sort 

things out 

1 2 3 4 

6. Worrying might make me go crazy 1 2 3 4 

7. Worrying helps me solve problems 1 2 3 4 

8. Worrying helps me feel better 1 2 3 4 

9. If I can't stop my thoughts, I am no good 1 2 3 4 

10. If I can't stop my thoughts, bad things will 

happen 

1 2 3 4 

11. It is bad to think about certain things 1 2 3 4 

12. I need to worry in order to get my work done 1 2 3 4 
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APPENDIX M 

White Bear Suppression Inventory 

(WBSI) 
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White Bear Suppression Inventory 
Sometimes people try not to think about things, and some people do this more than others. 
Please read each statement below and tell us how much you agree or disagree with it.  

  Strongly 
Disagree 

Disagree Neutral Agree Strongly 
Agree 

1.  There are things I prefer not to think 

about 

1 2 3 4 5 

2.  Sometimes I wonder why I have the 

thoughts I do 

1 2 3 4 5 

3.  I have thoughts I cannot stop 1 2 3 4 5 

4. There are images that come to mind 

that I cannot get rid of 

1 2 3 4 5 

5. My thoughts often return to one idea 1 2 3 4 5 

6. I wish I could stop thinking of 

certain things 

1 2 3 4 5 

7. Sometimes my mind races so fast I 

wish I could stop it 

1 2 3 4 5 

8. I always try to put problems out of 

my mind 

1 2 3 4 5 

9. There are thoughts that keep 

jumping into my head 

1 2 3 4 5 

10. Sometimes I stay busy just to keep 

thoughts from coming into my mind 

1 2 3 4 5 

11. There are things that I try not to 

think about 

1 2 3 4 5 

12. Sometimes I really wish I could stop 

thinking 

1 2 3 4 5 
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13. I often do things to distract myself 

from my thoughts 

1 2 3 4 5 

14. I have thoughts that I try to avoid 1 2 3 4 5 

15. There are many thoughts that I have 

that I don't tell anyone 

1 2 3 4 5 
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APPENDIX N 

Social Problem Solving Inventory - Revised 

(SPSI-R) 
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SPSI-R (NPO Subscale) 

Below are some ways that you might think, feel and act when faced with PROBLEMS 
in everyday living. We are not talking about the common hassles and pressures that you 
are able to handle successfully every day. In this questionnaire, a problem is something 
important in your life that bothers you a lot but you don’t immediately know how to make 
it better or stop it from bothering you so much. The problem could be something about 
yourself (such as your thoughts, feelings, behaviour, health or appearance), your 
relationships with other people (such as your family, friends, teachers), or your 
environment and the things that you own (such as where you are living, your possessions). 
Please read each statement carefully and circle one of the numbers below for each 
question which best shows how much the statement is true of you.  See yourself as you 
usually think, feel, and act when you are faced with important problems in your life these 
days. 

N
ot

 a
t a

ll 
tr

ue
 o

f m
e 

Sl
ig

ht
ly

 tr
ue

 
of

 m
e 

M
od

er
at

el
y 

tr
ue

 o
f m

e 

V
er

y 
tr

ue
 o

f 
m

e 

Ex
tr

em
el

y 
tr

ue
 o

f m
e 

1 I feel threatened and afraid when I have an important problem 

to solve 

0 1 2 3 4 

2 I feel nervous and unsure of myself when I have an important 

decision to make 

0 1 2 3 4 

3 When my first efforts to solve a problem fail, I get very 

frustrated 

0 1 2 3 4 

4 When I am faced with a difficult problem, I doubt that I will be 

able to solve it on my own no matter how hard I try 

0 1 2 3 4 

5 Difficult problems make me very upset 0 1 2 3 4 
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APPENDIX O 

Social Phobia Anxiety Inventory – 10 – Child Version 

(SPAI-C)
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SPAI-10-C 

Below are some places or activities that sometimes make boys or girls feel nervous or scared. All of 
these activities are called social situations because they involve being with other people. Social 
situations include playing outside with other boys and girls, playing a sport while others are 
watching, being in a play or recital, going to a party or a meeting, playing at the playground, or just 
being around other boys and girls. 

Think about yourself and circle the number that shows how often you would feel nervous or 
scared when doing this. 

Never, or 
Hardly Ever 

Sometimes Most of 
the Time 

or 
Always 

1. I feel scared when I am with other boys and girls and 
have to do something while they watch me (read aloud, 
play a game, play a sport) 

0 1 2 

2. I feel scared when I have to speak or read in front of a 
group of people 

0 1 2 

3. If somebody starts arguing with me, I feel scared and do 
not know what to do if that person is: 

          A boy or a girl my age who I know………… 

          A boy or a girl my age who I don’t know…… 

          An adult………………………………………. 

0 

0 

0 

1 

1 

1 

2 

2 

2 

4. I feel scared when I start to talk to: 

          Boys or girls my age that I know………… 

          Boys or girls my age that I don’t know…… 

          Adults………………………………………… 

0 

0 

0 

1 

1 

1 

2 

2 

2 

5. I feel scared if I have to talk for longer than a few 
minutes with: 

          Boys or girls my age that I know…………… 

          Boys or girls my age that I don’t know……… 

          Adults…………………………………………… 

0 

0 

0 

1 

1 

1 

2 

2 

2 
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  Never, or 
Hardly Ever 
 

Sometimes Most of 
the Time 

or 
Always 

6. I feel scared when I am in a school play, choir, music or 
dance recital in front of: 
 
          Boys or girls my age that I know…………… 
 
          Boys of girls my age that I don’t know……… 
 
          Adults………………………………………….. 
 

 
 
 
0 
 
0 
 
0 
 

 
 
 
1 
 
1 
 
1 

 
 
 
2 
 
2 
 
2 

7. I try to avoid social situations (parties, school, playing 
with others) where there are: 
 
          Boys or girls my age that I know………….. 
 
          Boys of girls my age that I don’t know……… 
 
          Adults…………………………………………… 
 

 
 
 
0 
 
0 
 
0 

 
 
 
1 
 
1 
 
1 

 
 
 
2 
 
2 
 
2 

8. Before going to a party or going someplace with others, 
I think about what might go wrong. I think: 
 
          Will I make a mistake and look stupid?......... 
 
          What if nobody talks to me?......................... 
 
          What if somebody talks to me and I can’t                                 

think of what to say?.................. 
 
          What if they see how scared I am?............... 
 

 
 
 
0 
 
0 
 
 
0 
 
0 

 
 
 
1 
 
1 
 
 
1 
 
1 

 
 
 
2 
 
2 
 
 
2 
 
2 

9. When I am with other people, I think scary thoughts. 
Sometimes I think: 
 
          If I goof up, I will feel really bad……………… 
 
          What are they thinking of me?....................... 
 
          Whatever I say will sound stupid…………… 
 

 
 
 
0 
 
0 
 
0 

 
 
 
1 
 
1 
 
1 

 
 
 
2 
 
2 
 
2 
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  Never, or 
Hardly Ever 
 

Sometimes Most of 
the Time 

or 
Always 

10. Before I go someplace (a party, school, soccer game, or 
anyplace where I will be with others): 
 
          I feel sweaty………………………………… 
 
          I feel like I have to go to the bathroom……… 
 
          My heart beats fast………………………….. 
 
          I get a headache or stomachache…………… 
 
          My stomach feels funny…………………….. 

 
 
 
0 
 
0 
 
0 
 
0 
 
0 

 
 
 
1 
 
1 
 
1 
 
1 
 
1 

 
 
 
2 
 
2 
 
2 
 
2 
 
2 
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APPENDIX P 

Social Phobia Anxiety Index – 10 – Parent Version 

(SPAI-P) 
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SPAI-10-P 
 

Below are some places or activities that sometimes make boys or girls feel nervous or scared. All of 
these activities are called social situations because they involve being with other people. Social 
situations include playing outside with other boys and girls, playing a sport while others are 
watching, being in a play or recital, going to a party or a meeting, playing at the playground, or just 
being around other boys and girls. 

 
Think about your child and circle the number that shows how often your child would feel 
nervous or scared when doing this. 

 
  Never, or 

Hardly Ever 
 

Sometimes Most of 
the Time 

or 
Always 

1. My child feels scared when he/she is with other boys 
and girls and has to do something while they watch 
them (read aloud, play a game, play a sport) 

0 1 2 

2. My child feels scared when he/she has to speak or read 
in front of a group of people 

0 1 2 

3. If somebody starts arguing with my child, he/she feels 
scared and does not know what to do if that person is: 
 
        A same age boy or girl he/she does know… 
 
        A same age boy or girl he/she does not know 
 
        An adult………………………………………. 
 

 
 
 
 
0 
 
0 
 
0 

 
 
 
 
1 
 
1 
 
1 

 
 
 
 
2 
 
2 
 
2 

4. My child feels scared when he/she starts to talk to: 
 
        A same age boy or girl he/she does know… 
 
        A same age boy or girl he/she does not know 
 
        An adult………………………………………. 
 

 
 
0 
 
0 
 
0 

 
 
1 
 
1 
 
1 

 
 
2 
 
2 
 
2 

5. My child feels scared if he/she has to talk for longer 
than a few minutes with: 
 
       A same age boy or girl he/she does know… 
 
        A same age boy or girl he/she does not know 
 
        An adult………………………………………. 
 

 
 
 
0 
 
0 
 
0 

 
 
 
1 
 
1 
 
1 

 
 
 
2 
 
2 
 
2 
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  Never, or 
Hardly Ever 
 

Sometimes Most of 
the Time 

or 
Always 

6. My child feels scared when he/she is in a school play, 
choir, music or dance recital in front of: 
 
         Same age boys or girls he/she does know… 
 
         Same age boys or girls he/she does not            

know 
 
         Adults….………………………………………. 
 

 
 
 
0 
 
0 
 
 
0 
 

 
 
 
1 
 
1 
 
 
1 

 
 
 
2 
 
2 
 
 
2 

7. My child tries to avoid social situations (parties, school, 
playing with others) where there are: 
 
          Same age boys or girls he/she does know… 
 
         Same age boys or girls he/she does not            

know 
 
         Adults….………………………………………. 
 

 
 
 
0 
 
0 
 
 
0 

 
 
 
1 
 
1 
 
 
1 

 
 
 
2 
 
2 
 
 
2 

8. Before going to a party or going someplace with others, 
my child thinks about what might go wrong. He/she 
thinks: 
 
          Will I make a mistake and look stupid?......... 
 
          What if nobody talks to me?......................... 
 
          What if somebody talks to me and I can’t                                 

think of what to say?.................. 
 
          What if they see how scared I am?............... 
 

 
 
 
 
0 
 
0 
 
 
0 
 
0 

 
 
 
 
1 
 
1 
 
 
1 
 
1 

 
 
 
 
2 
 
2 
 
 
2 
 
2 

9. When my child is with other people, he/she thinks scary 
thoughts. Sometimes he/she thinks: 
 
          If I goof up, I will feel really bad……………… 
 
          What are they thinking of me?....................... 
 
          Whatever I say will sound stupid…………… 
 

 
 
 
0 
 
0 
 
0 

 
 
 
1 
 
1 
 
1 

 
 
 
2 
 
2 
 
2 
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  Never, or 
Hardly Ever 
 

Sometimes Most of 
the Time 

or 
Always 

10. Before my child goes someplace (a party, school, soccer 
game, or anyplace where he/she will be with others). 
He/she: 
 
          Sweats……..………………………………… 
 
          Has to go to the bathroom……………….… 
 
          Heart beats fast……….…………………….. 
 
          Gets a headache or stomach ache………… 
 
          Says their stomach feels funny……………… 

 
 
 
 
0 
 
0 
 
0 
 
0 
 
0 

 
 
 
 
1 
 
1 
 
1 
 
1 
 
1 

 
 
 
 
2 
 
2 
 
2 
 
2 
 
2 
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APPENDIX Q 

Spence Children’s Anxiety Scale 

(SCAS-C) 
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SCAS-C 
Please put a circle around the word that shows how often each of these things happen to 
you. There are no right or wrong answers.  

1 I worry about things NEVER SOMETIMES OFTEN ALWAYS 

2.   I am scared of the dark NEVER SOMETIMES OFTEN ALWAYS 

3. When I have a problem, I get a funny feeling in my 

stomach 

NEVER SOMETIMES OFTEN ALWAYS 

4. I feel afraid NEVER SOMETIMES OFTEN ALWAYS 

5. I would feel afraid of being on my own at home NEVER SOMETIMES OFTEN ALWAYS 

6. I feel scared when I have to take a test NEVER SOMETIMES OFTEN ALWAYS 

7. I feel afraid if I have to use public toilets or bathrooms NEVER SOMETIMES OFTEN ALWAYS 

8. I worry about being away from my parents NEVER SOMETIMES OFTEN ALWAYS 

9. I feel afraid that I will make a fool of myself in front of 

people 

NEVER 

 

SOMETIMES OFTEN ALWAYS 

10. I worry that I will badly at my school work NEVER SOMETIMES OFTEN ALWAYS 

11. I am popular amongst other kids my own age NEVER SOMETIMES OFTEN ALWAYS 

12. I worry that something awful will happen to someone 

in my family 

NEVER 

 

SOMETIMES OFTEN ALWAYS 

13. I suddenly feel as if I can’t breathe when there is no 

reason for this 

NEVER 

 

SOMETIMES OFTEN ALWAYS 

14. I have to keep checking that I have done things right 

(like the switch is off, or the door is locked) 

NEVER 

 

SOMETIMES OFTEN ALWAYS 

15. I feel scared if I have to sleep on my own NEVER SOMETIMES OFTEN ALWAYS 

16. I have trouble going to school in the mornings because 

I feel nervous or afraid 

NEVER SOMETIMES OFTEN ALWAYS 

17. I am good at sports NEVER SOMETIMES OFTEN ALWAYS 

18. I am scared of dogs NEVER SOMETIMES OFTEN ALWAYS 

19. I can’t seem to get bad or silly thoughts out of my head NEVER SOMETIMES OFTEN ALWAYS 

20. When I have a problem, my heart beats really fast NEVER SOMETIMES OFTEN ALWAYS 

21. I suddenly start to tremble or shake when there is no 

reason for this 

NEVER SOMETIMES OFTEN ALWAYS 

22. I worry that something bad will happen to me NEVER SOMETIMES OFTEN ALWAYS 

23. I am scared of going to the doctors or dentists NEVER SOMETIMES OFTEN ALWAYS 

24. When I have a problem, I feel shaky NEVER SOMETIMES OFTEN ALWAYS 

25. I am scared of being in high places or lifts (elevators) NEVER SOMETIMES OFTEN ALWAYS 
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26. I am a good person NEVER SOMETIMES OFTEN ALWAYS 

27. I have to think of special thoughts to stop bad things 

from happening (like numbers or words) 

NEVER 

 

SOMETIMES OFTEN ALWAYS 

28. I feel scared if I have to travel in the car, or on a Bus or 

a train 

NEVER SOMETIMES OFTEN ALWAYS 

29. I worry what other people think of me NEVER SOMETIMES OFTEN ALWAYS 

30. I am afraid of being in crowded places (like shopping 

centres, the movies, buses, busy playgrounds) 

NEVER 

 

SOMETIMES OFTEN ALWAYS 

31. I feel happy NEVER SOMETIMES OFTEN ALWAYS 

32. All of a sudden I feel really scared for no reason at all NEVER 

 

SOMETIMES OFTEN ALWAYS 

33. I am scared of insects or spiders NEVER SOMETIMES OFTEN ALWAYS 

34. I suddenly become dizzy or faint when there is no 

reason for this 

NEVER SOMETIMES OFTEN ALWAYS 

35. I feel afraid if I have to talk in front of my class NEVER SOMETIMES OFTEN ALWAYS 

36. My heart suddenly starts to beat too quickly for no 

reason 

NEVER 

 

SOMETIMES OFTEN ALWAYS 

37. I worry that I will suddenly get a scared feeling when 

there is nothing to be afraid of 

NEVER 

 

SOMETIMES OFTEN ALWAYS 

38. I like myself NEVER SOMETIMES OFTEN ALWAYS 

39. I am afraid of being in small closed places, like tunnels 

or small rooms 

NEVER SOMETIMES OFTEN ALWAYS 

40. I have to do some things over and over again (like 

washing my hands, cleaning or putting things in a 

certain order) 

NEVER 

 

SOMETIMES OFTEN ALWAYS 

41. I get bothered by bad or silly thoughts or pictures in my 

mind 

NEVER SOMETIMES OFTEN ALWAYS 

42. I have to do some things in just the right way to stop 

bad things from happening 

NEVER 

 

SOMETIMES OFTEN ALWAYS 

43. I am proud of my school work NEVER SOMETIMES OFTEN ALWAYS 

44. I would feel scared if I had to stay away from home 

overnight 

NEVER SOMETIMES OFTEN ALWAYS 
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APPENDIX R 

Spence Children’s Anxiety Scale – Parent Version 

(SCAS-P) 
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Spence Children's Anxiety Scale (parent Report) 

Below is a list of items that describe children. For each item please circle the response that 

best describes you child. Please answer all the items.  

1 My child worries about things NEVER SOMETIMES OFTEN ALWAYS 

2.   My child is scared of the dark NEVER SOMETIMES OFTEN ALWAYS 

3. When my child has a problem, s(he) 

complains of having a funny feeling in 

his/her stomach 

NEVER 

 

SOMETIMES OFTEN ALWAYS 

4. My child complains of feeling afraid NEVER SOMETIMES OFTEN ALWAYS 

5. My child would feel afraid of being on 

his/her own at home 

NEVER 

 

SOMETIMES OFTEN ALWAYS 

6. My child is scared when s(he) has to take 

a test 

NEVER SOMETIMES OFTEN ALWAYS 

7. My child is afraid when s(he) has to use 

public toilets or bathrooms 

NEVER 

 

SOMETIMES OFTEN ALWAYS 

8. My child worries about being away from 

us/me 

NEVER SOMETIMES OFTEN ALWAYS 

9. My child feels afraid that s(he) will make 

a fool of him/herself in front of people 

NEVER 

 

SOMETIMES OFTEN ALWAYS 

10. My child worries that s(he) will do badly 

at his/her school work 

NEVER 

 

SOMETIMES OFTEN ALWAYS 

11. My child worries that something awful 

will happen to someone in our family 

NEVER 

 

SOMETIMES OFTEN ALWAYS 

12. My child complains of suddenly feeling as 

if s(he) can’t breathe when there is no 

reason for this 

NEVER 

 

SOMETIMES OFTEN ALWAYS 
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13. My child hase to keep checking that s(he) 

has done things right (like the switch is 

off, or the door is locked) 

NEVER SOMETIMES OFTEN ALWAYS 

14. My child is scared if s(he) has to sleep on 

his/her own 

NEVER SOMETIMES OFTEN ALWAYS 

15. My child has trouble going to school in 

the mornings because s(he) feels nervous 

or afraid 

NEVER SOMETIMES OFTEN ALWAYS 

16. My child is scared of dogs NEVER SOMETIMES OFTEN ALWAYS 

17. My child can’t seem to get bad or silly 

thoughts out of his/her head 

NEVER SOMETIMES OFTEN ALWAYS 

18. When my child has a problem, s(he) 

complains of his/her heart beating really 

fast 

NEVER SOMETIMES OFTEN ALWAYS 

19. My child suddenly starts to tremble or 

shake when there is no reason for this 

NEVER 

 

SOMETIMES OFTEN ALWAYS 

20. My child worries that something bad will 

happen to me 

NEVER 

 

SOMETIMES OFTEN ALWAYS 

21. My child is scared of going to doctor or 

dentist 

NEVER 

 

SOMETIMES OFTEN ALWAYS 

22. When my child has a problem, s(he) feels 

shaky 

NEVER 

 

SOMETIMES OFTEN ALWAYS 

23. My child is scared of heights (eg. being at 

the top of a cliff) 

NEVER 

 

SOMETIMES OFTEN ALWAYS 
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24. My child has to think of special thoughts 

(like numbers or words) to stop bad things 

from happening  

NEVER SOMETIMES OFTEN ALWAYS 

25. My child feels scared if s(he) has to travel 

in the car, or on a Bus or a train 

NEVER SOMETIMES OFTEN ALWAYS 

26. My child worries what other people think 

of him/her 

NEVER SOMETIMES OFTEN ALWAYS 

27. My child is afraid of being in crowded 

places (like shopping centres, the movies, 

buses, busy playgrounds) 

NEVER SOMETIMES OFTEN ALWAYS 

28. All of a sudden my child feels really 

scared for no reason at all 

NEVER SOMETIMES OFTEN ALWAYS 

29. My child is scared of insects or spiders NEVER SOMETIMES OFTEN ALWAYS 

30. My child complains of suddenly 

becoming dizzy or faint when there is no 

reason for this 

NEVER SOMETIMES OFTEN ALWAYS 

31. My child feels afraid if s(he) has to talk in 

front of the class 

NEVER SOMETIMES OFTEN ALWAYS 

32. My child complains of his/her heart 

suddenly starting to beat too quickly for 

no reason 

NEVER SOMETIMES OFTEN ALWAYS 

33. My child worries that s(he) will suddenly 

get a scared feeling when there is nothing 

to be afraid of 

NEVER SOMETIMES OFTEN ALWAYS 
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34. My child is afraid of being in small closed 

places, like tunnels or small rooms 

NEVER SOMETIMES OFTEN ALWAYS 

35. My child has to do some things over and 

over again (like washing my hands, 

cleaning or putting things in a certain 

order) 

NEVER SOMETIMES OFTEN ALWAYS 

36. My child gets bothered by bad or silly 

thoughts or pictures in his/her head 

NEVER SOMETIMES OFTEN ALWAYS 

37. My child has to do some things in just the 

right way to stop bad things from 

happening 

NEVER SOMETIMES OFTEN ALWAYS 

38. My child would feel scared if s(he) had to 

stay away from home overnight 

NEVER SOMETIMES OFTEN ALWAYS 

45. Is there something else that your child is 

really afraid of? 

YES NO 

Please write down what that is, and fill out 

how often s(he) is afraid of this thing: 

______________________________ 

______________________________ 

______________________________ 

NEVER SOMETIMES OFTEN ALWAYS 
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APPENDIX S 

Demographic Questions 
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Parent Information 

 

Today’s Date:___________________________ 

1. What is your name? (Please write your first name and surname)_______________ 

2. What is your gender? (Please Circle)                  MALE     /     FEMALE 

3. What is your Date of Birth (D.O.B)?                                      _ _ / _ _ / _ _ _ _  

4. How old is the child’s mother?__________________________________________ 

5. How old is the child’s father? ___________________________________________ 

6. Where were you born (Town and Country)?________________________________ 

7. Ethnic origin: (Please tick ONE square to indicate which of the following 

categories you feel you belong – This question relates to status as opposed to 

geographical location) 

c   White / Caucasian / Northern European 

c   Aboriginal or Torres Strait Islander 

c   Hispanic 

c   Middle Eastern 

c   Mediterranean 

c   Asian 

c   African 

c   African / American  

c   Polynesian 

c   Other: 

 

 

 

Child Information 

8. What is the child’s name? (Please write their first name and surname) 

______________________________________________________________________ 

9. What is the child’s gender? (Circle)                             MALE     /     FEMALE 

10. What is the child’s Date of Birth (D.O.B)?                         _ _ / _ _ / _ _ _ _ 

11. Where was the child born? (Town and Country)____________________________ 

12. Is the child of Aboriginal and / or Torres Strait Islander descent?    YES / NO 
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Family Demographics 

13. What is your relationship to the child? (Tick) 

c   Mother 

c   Father 

c   Step-Mother 

c   Step-Father 

c   Grandmother 

c   Grandfather 

c   Other: ________ 

14. What is the marital status of the child’s parents? (Tick) 

c   Divorced 

c   Married 

c   Separated 

c   Never lived together 

c   One or more parents deceased 

c   Other: ___________________ 

c   De Facto 

15. Who does your child live with? (Tick) 

c   Both biological parents 

c   Mother 

c   Father 

c   Mother and Step-parent 

c   Father and Step-parent 

c   Other: ____________ 

16. How many siblings does the child have? (Please include how many and their ages) 

______________________________________________________________________ 

Employment & Education History – Child’s MOTHER 

17. Mother’s Name: _____________________________________________________ 

18. What is the highest education of the child’s mother? (Tick) 

c   Postgraduate University Degree 

c   Undergraduate University Degree 

c   TAFE / Apprenticeship 

c   Completed Year 12 

c   Completed Year 10 

c   Other: __________________________ 

19. What is the occupation of the child’s mother? ____________________________ 

20. What is the mother’s income (before tax)? (Include any pensions) 

c   Less than $20,000 

c   $21,000 - $40,000 

c   $41,000 - $60,000 

c   $61,000 - $80,000 

c   $81,000 - $100,000 

c   Greater than $100,000 
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Employment & Education History – Child’s FATHER 

21. Father’s name: _______________________________________________________

22. What is the highest level of education of the child’s father? (Tick)

c   Postgraduate University Degree 

c   Undergraduate University Degree 

c   TAFE / Apprenticeship 

c   Completed Year 12 

c   Completed Year 10 

c   Other: __________________________ 

23. What is the occupation of the child’s father?________________________________

24. What is the father's income (before tax)? (Include any pensions)

c   Less than $20,000 

c   $21,000 - $40,000 

c   $41,000 - $60,000 

c   $61,000 - $80,000 

c   $81,000 - $100,000 

c   Greater than $100,000 




