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Brief Cognitive Behavior Therapy in Patients with
Social Anxiety Disorder: A Preliminary Investigation

Ravikant G Pinjarkar, Paulomi M Sudhir!, Suresh Bada Math?

BSTRACT

Context: Cognitive behavior therapy (CBT) is the treatment of choice in anxiety disorders. However, there is little evidence
for the effectiveness brief CBT in social anxiety. Aims: We examined the effectiveness of a brief CBT of six sessions in patients
with social anxiety disorder. Settings and Design: A single case design study baseline; post and 1 month follow-up was
adopted. Materials and Methods: Seven patients with a DSM IV diagnosis of social anxiety underwent 6 weekly sessions
of brief CBT. Their diagnosis was confirmed using structured diagnostic interviews. They were assessed at baseline,
post and 1-month follow-up on CGI- Severity, Leibowitz Social Anxiety Scale (LSAS), Social Phobia Rating Scale, Brief
Fear of Negative Evaluation, and Beck’s Depression Inventory. Statistical Analysis: Data were analyzed using the method
of clinical significance. Results: Results indicated that brief CBT was effective in reducing social anxiety in all patients.
Brief CBT was also effective in reducing social avoidance and self consciousness. However, brief CBT was not effective
in reducing fear of negative evaluation in all patients, suggesting the need for longer duration for cognitive changes in
some dysfunctional beliefs. Conclusions: This preliminary case series indicates that brief CBT may be a promising and a
cost and time effective approach to managing for social anxiety.
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INTRODUCTION

Social anxiety disorder (SAD) is a common anxiety
disordert!l associated with significant impairment in
overall functioning and a poor rate of spontaneous
remission.>* SAD has been found to be associated
with co morbid depression, suicide, and alcohol
abuse.l]
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Pharmacological interventions for SAD include selective
serotonin reuptake inhibitors (SSRIs), serotonin,
and norepinephrine reuptake inhibitors (SNRIs).!!
However, a large number of patients do not respond
adequately and require psychological interventions.[®

The efficacy of cognitive-behavioral interventions for
SAD is well established. Meta analytical studies indicate
that exposure alone (EXP) and EXP with cognitive
restructuring (CR) are equally effective and have
significantly greater effect sizes than wait list control.[*)
Further, CT and EXP, either alone or in combination yield
larger effect sizes as compared to social skills training.!”!

Meta analysis comparing pharmacological treatments
and cognitive behavior therapy (CBT) have yielded
mixed results. Some studies have shown no significant
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differences between the two approaches, but that both
were superior to control conditions,® while others
indicates that pharmacotherapy yields larger effect
sizes in the short term.!') There is some evidence for
higher relapse rate in patients receiving pharmacological
treatment in the longer term.!'"!

Typically, standard CBT consists of 14-16 weekly or
sessiont'?! and adequate medications require 6-12
months in routine practice for response. With increase
in number of sessions required, there is an increased cost
as well. Further with a greater demand for psychological
interventions for social anxiety, there is a need to identify
time and cost-effective methods of this anxiety disorder.
These concerns have led to the development of brief
formats of CBT. The effectiveness of brief CBT with
sessions ranging from 4-8 sessions has been reported in
depression, '3 panic disorder,'*!>! posttraumatic stress
disorder (PTSD),!'%) and generalized anxiety disorder
(GAD).!'] However, studies on the efficacy of brief
CBT in SAD are limited, with considerable variation
in methodology and duration of therapy.['%2!]

Social anxiety is emerging as a significant mental
health concern in India.l?) A majority of treatment
seeking individuals are young adults, employed,
and face considerable distress and dysfunction due
to their symptoms.?3l A few studies in the Indian
setting support the effectiveness of standard CBT in
SAD, using a single case design./*¥ However, there
is no systematic research on the efficacy of a brief
format of CBT in SAD in the Indian clinical setting.
Establishing the feasibility and effectiveness of a brief
format of CBT in SAD would address the needs of a
large number of patients who seek help, but may be
unable to attend therapy over longer duration time.
Further the number of patients who could benefit from
such a program would be large, given the paucity of
trained professionals in India.

This study is a preliminary attempt to examine the
feasibility and effectiveness of a brief format of CBT
based on the program described by Clark (1997) and
Wells” (1997) for SAD. The total number of sessions
in this study was arrived at based on previous studies
using the model proposed by.!?!*>261 [t was planned that
six sessions of therapy would be conducted.

MATERIALS AND METHODS

A single case design with pre—post and 1-month follow-
up assessment was adopted. Seven consecutive patients,
who fulfilled the DSM-IVE7] criteria for a primary
diagnosis of social anxiety disorder, were included in
the study. Patients were recruited from the outpatient
psychiatric services of the National Institute of Mental
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Health and Neurosciences (NIMHANS), Bangalore,
India, between January 2008 and July 2008. The
Institute Ethics Committee approved the study and all
patients gave written informed consent to participate.
Inclusion criteria were a primary diagnosis of SAD, aged
between 18 and 50 years, stabilization on medication
for at least 2 months period prior to entry into the study:
Patients with a life time diagnosis of schizophrenia,
psychosis, bipolar affective disorder, severe depressive
episode with psychotic symptoms, current substance
dependence (except nicotine), and/or mental retardation
were excluded. Patients who had received structured
psychotherapy/CBT for social anxiety in the preceding
1 year were also excluded.

Of the seven patients four were married and three
were single. The mean age of the sample was 30 years
(range = 21-48 years) and the mean duration of
illness was 10 years (range = 3-20 years). Majority
of the patients had generalized SAD (71.42%). Two
participants had mild severity of SAD, three reported
moderate severity and two patients had severe social
anxiety. There was comorbid diagnosis of depressive
disorder in two patients, one patient was also diagnosed
with obsessive compulsive disorder with moderate
depression, and one patient had GAD in addition
to SAD. Axis II comorbidity was present in four of
the seven patients, one had obsessive compulsive
personality disorder and three had mixed personality
disorder- Cluster C.

Procedure and materials

Clinical diagnosis of social anxiety disorder was reviewed
by the first author using the Structured Clinical
Interview for DSM-IV Axis I Disorders (SCID-I) for
Axis I disorders!?®) and the Structured Clinical Interview
for DSM-IV Axis II Personality Disorders (SCID-II) for
Axis II disorders.*"]

Patients were assessed at baseline, postintervention
and 1-month follow-up. The clinical global impressions
(CGI) scalel®! was administered by an independent
rater (SBM). The Leibowitz social anxiety scalel®!! was
administered by a second independent rater (PMS).
Patients received 6 weekly sessions of CBT, which was
carried out by the first author under the supervision of
the second author (PMS), a senior clinical psychologist.

Treatment response and severity of illness was assessed
using the CGIL.% Participants who obtained a score
of 1 (very much improved) or 2 (much improved) on
CGI (Improvement subscale) (CGI-I) were considered
as improved. Patients who obtained ratings below 2 on
CGI-I were considered as not improved. Patients were
considered to be completers if they attended 80% of
the therapy.
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The Liebowitz Social Anxiety Scale,®! is a 24 item
clinician-administered scale that assesses fear and
avoidance separately as well as an overall total score
and was used to assess social anxiety. The LSAS has
adequate psychometric properties.

In addition, patients were also assessed on the Social
Interaction Anxiety Scale-SIASPP?l a 20 item scale
that assesses fear of interaction in dyads and groups
and the social phobia rating scale (SPRS)!'* which
consists of five rating scales assessing key components
of distress, avoidance, self-consciousness, frequency of
safety-seeking behaviors, and negative beliefs in recent
anxiety-provoking social situations.

Fear of negative evaluation was assessed using the
12 item, self-administered, brief fear of negative
evaluation scale (BFNE).*¥] The scale has adequate
psychometric properties and has been validated against
the longer version.** The Beck’s Depression Inventory-
II-BDI- ILB% a 21 item self-report rating scale was
administered to assess severity of depression.

Treatment program

The therapeutic program (brief CBT) was developed
on the basis of the cognitive behavioral intervention
program for social anxiety disorder by Clark (1997) and
Wells (1997). Modifications and changes were made
after a careful review of the components as well as the
literature on cognitive behavioral interventions for SAD.
A brief version of this program has been reported in an
earlier study.?!! Patients received 6 weekly individual
sessions of CBT on an outpatient basis. The duration of
each session was approximately 1.5 h. The components
of the program included socialization to a cognitive
behavioral model, modification of safety behaviors,
shifting focus of attention, video feedback, verbal
reattribution, and behavioral experiments. A blueprint
of social anxiety and ways of dealing with possible future
setbacks was discussed in the last session. Homework
was assigned after every session and reviewed at the
start of the next session. Written transcripts of sessions
of each patient was reviewed and discussed by the
supervisor in order to ensure that treatment components
developed for the study were adhered to.

Statistical analysis

Data analysis included analysis of scores obtained
by the seven patients on the outcome measures are
baseline, post therapy and at follow-up. Clinically
significant changes (50% and above) were calculated
using Blanchard and Schwartz (1988) formula.
Pre- and post-therapy and follow up data were
used to assess the effectiveness of the therapeutic
intervention.”]

Pre score - Post Score o 100 = Thera

peutic change
Pre

and

Pre score -Follow-up Score
Pre

Using this formula the percentage of change between

pre- and post-therapy points and pre to follow-up was
calculated.

x 100 = Therapeutic change

RESULTS AND DISCUSSION

The aim of this study was to examine the feasibility
and effectiveness of a brief CBT in SAD. Table 1 shows
baseline, post and 1-month follow scores and percentage
of improvement of the seven patients on CGI-Severity
and social anxiety (LSAS-T and SIAS); Table 2 shows the
results on the measures of fear and avoidance (LSAS-F,
LSAS-A and SPRS-A), while Table 3 shows the results
on fear of negative evaluation (BFNE), depression
(BDI-II) self consciousness (SPRS-C) at baseline, post
and one month follow-up.

Results indicate that brief CBT was effective in
reducing social anxiety. There was a clinically significant
improvement (Table I range = 56% to 95%) seen in
four patients (patient A, B, F, and G) on all the social
anxiety measures at post treatment. Clinically significant
improvement was also observed for patients D and E on
all the social anxiety measures (range = 66% to 75%),
except on SIAS [Table 1]. In patient C no improvement
was observed on LSAS-T at post treatment. In patients
D and E there was an improvement of 40% and 39%,
respectively, at post-treatment on SIAS and on LSAS-
Fear there was a 25% improvement for patient C at

Table 1: Baseline, post and follow-up scores and changes on severity and social anxiety measures

Case CGI — severity Liebowitz social anxiety scale — total Social interaction anxiety scale
Pre Post % change F/up Pre-F/up Pre Post % change F/up Pre-F/up Pre Post % change F/up Pre-F/up
A 4 1 75 1 75 22 2 90.90 2 90.90 22 1 95.45 2 90.90
B 4 2 50 2 50 85 27 68.23 14 83.52 63 26 58.73 32 49
C 3 1 66.66 1 66.66 21 21 0 15 28.57 16 7 56.25 6 62.50
D 4 2 50 1 75 36 9 75 6 83.33 45 27 40 24 46.66
E 5 1 80 2 60 11 3 72.72 19 =72.72 23 14 39.13 14 39.13
F 6 2 66.66 2 66.66 70 13 81.42 12 82.85 76 26 65.78 25 67.10
G 5 2 60 2 60 75 21 72 13 82.66 58 21 63.79 16 72.41
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Table 2: Baseline, post and follow up changes on fear and avoidance measures

Case Liebowitz social anxiety scale — fear Liebowitz social anxiety scale — avoidance Social phobia rating scale — avoidance
Pre  Post % change F/up Pre-F/up Pre Post % change F/up Pre-Fup Pre Post % change F/up Pre-F/up
A 17 2 88.23 1 94.11 5 0 100 1 80 3 0 100 0 100
B 43 11 74.41 9 79.06 42 6 85.71 5 88.09 6 1 83.33 0 88.09
C 16 12 25 8 50 5 9 —80 7 —40 3 1 66.66 1 66.66
D 24 8 66.66 6 75 12 1 91.66 0 100 2 0 100 0 100
E 9 3 66.66 13 —44.44 2 0 100 6 —200 3 0 100 0 100
F 38 12 68.42 12 68.42 32 1 96.87 0 100 7 0 100 1 85.71
G 46 20 56.52 12 52.17 29 1 96.55 1 96.55 6 3 50 1 83.33

Table 3: Baseline, post and follow up and changes on fear of negative evaluation, depression, and self-consciousness

Case Brief fear of negative evaluation Beck’s depression inventory Social phobia rating scale — self
consciousness
Pre Post % change F/up Pre-F/up Pre Post % change F/up Pre-F/lup Pre Post % change F/up Pre-F/up

A 46 20 56.52 15 67.39 5 2 60 1 80 7 0 100 0 100

B 54 25 53.70 23 57.40 10 3 70 16 —60 8 2 75 1 87.50
C 27 15 44.44 16 40.70 1 0 100 0 100 4 1 75 1 75

D 51 21 61.11 28 45.09 19 1 94.73 0 100 7 2 71.42 3 57.14
E 31 25 17.14 22 29.03 19 1 94.73 0 100 7 2 71.42 3 57.14
F 50 26 48 27 46 22 2 90.90 2 90.90 8 2 75 3 62.50
G 53 35 33.96 34 35.84 24 3 87.50 4 83.33 5 2 60 4 20

post-treatment. Significant change on most of the
outcome measures for all the patients suggests the
effectiveness of brief CBT in reducing social anxiety
at post treatment. At one month follow-up, clinically
significant change was noted in all the patients, except
for patient E, on most the outcome measures, indicating
the maintenance of improvement in social anxiety at
I month post-treatment.

There was also a clinically significant improvement
in overall symptoms severity for all patients on CGI-
severity at post-treatment and l-month follow-up
[Table 1]. Patients’ severity on CGI-S had changed
from ‘mildly ill” or ‘severely ill” at baseline to ‘normal’
or ‘borderline mentally ill" at both post treatment as
well as follow-up.

Self-focused attention, the use of safety behaviors,
anticipatory, and post-event processing,!*>3$4%1 have
been identified as significant maintaing factors in SAD.

There was a clinically significant improvement on
SPRS-self-consciousness for all the patients at post
treatment, indicating effectiveness of brief CBT
in reducing self-consciousness [Table 3]. At post-
treatment, significant change was observed for all the
patients on SPRS-self-consciousness, except for patient
G (IP = 20), indicating the maintenance of reducing
in self-consciousness at l-month post-treatment.
Self-consciousness is believed to cause and maintain
social anxiety.!*®! Socially anxious individuals shift
their attention focus toward detailed monitoring and
observation of self this tends to make them aware
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of arousal symptoms which in turn create further
anxiety.?!l Recent literature on CBT for social anxiety
provides evidence for effectiveness of video-feedback in
modifying negative self-image.!****! Self-consciousness
is considered to be a general marker for maladaptive
beliefs and cognitive processes.*! In this study, patients
were helped to understand and identify the content of
self-consciousness and were instructed to shift focus
of attention to external processing and video feedback
was used to bring about cognitive change. Patients
reported that when in anxious situations, shifting focus
of attention helped to reduce their anxiety and made
them feel comfortable.

There was a clinically significant change on avoidance
(Table 2, LSAS-Avoidance and SPRS-Avoidance) in
all patients, except in patient C on LSAS-Avoidance,
indicating the effectiveness of Brief CBT in reducing
social avoidance at post treatment. At follow-up, a
significant change was noted in all patients on both
the measures of social avoidance (LSAS-A and SPRS-A)
except for patient C and E on LSAS-Avoidance. The
follow-up results support the effectiveness of brief CBT
in maintaining the reduction of social avoidance at
I-month following treatment.

Patient C showed a slight deterioration on LSAS-
avoidance from score 5 at baseline to score 9 at post-
treatment (IP = 80%) and some improvement at
follow-up (IP = 40), though not clinically significant
[Table 2]. At follow-up, patient E was observed to have
worsened on LSAS-avoidance from score 2 at baseline
to score 6 at post-treatment [Table 2].
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According to the Clark and Wells (1995) model,
postevent processing is an important factor that
maintains social avoidance. Socially anxious individuals
often brood and experience extreme distress following
social events, leading to devaluation of self, increased
anticipatory anxiety for future social interaction, and
likelihood of avoidance behaviors.[*! Hence, one of the
treatment components targeted reduction of post-event
rumination. Decrease in post-event processing may lead
to the prevention of negative appraisal of the situation
and self, reduction in anxiety, thereby decrease in
social avoidance. In situation safety behaviors are also
believed to maintain social avoidance by preventing
the disconfirmation of negative beliefs.!*”) In this study;
patients were instructed to drop safety behaviors during
the exposure tasks and this could have contributed
to decrease in social avoidance. This interpretation
is supported by the literature that has specifically
examined the effect of exposure plus dropping safety
behaviors on social anxiety and avoidance.*’l Negative
prediction prior to social interaction is another cognitive
factor that is believed to lead to social avoidance./*”! In
this treatment program, anticipatory processes were
identified and modified through verbal challenging and
behavioral experiments.

There was clinically significant reduction in fear of
negative evaluation for three patients (A, B and D;
Table 3) at post-treatment. Four out of the seven
patients (C, E, F, G) reported changes from pre- to post-
treatment; however, this change was not statistically
significant and ranged from 17% to 48%. At 1-month
follow-up, a significant change was observed for patients
A and B. Results indicate that although six sessions of
brief CBT were effective in modifying dysfunctional
thoughts regarding negative evaluation, it was not
sufficient to produce clinically significant change
in most of the patients at post assessment and one
month follow-up. This suggests that modification of
dysfunctional cognitions may occur with more sessions
focused on cognitive change and there is a need for long-
term follow-up in order to establish this. Brief CBT was
found to be effective in producing clinically significant
improvement in depression for all the patients at post-
treatment as well as at follow-up, except for patient no
B at follow-up [Table 3].

In conclusion, the results of this preliminary case
series are encouraging and suggest that brief CBT can
effective and in the longer term, cost effective in the
management of patients with SAD. The sample was
clinically representative.

The results also indicate that CBT can be abbreviated by
focusing on modification of biased cognitive processes
and targeting negative beliefs that maintain social

24

anxiety. The study has certain limitations. The aim
of this study was to examine the initial feasibility and
results of Brief CBT in this clinical condition. However,
a small sample size, single case design, and short
follow up are limitations of this study. Future research
should focus on evaluating the brief CBT against the
standard CBT for SAD with larger samples and long-
term follow-up.
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