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We hope that this book will prove valuable to a number of audiences. First and fore-
most, professionals and clinicians working with youth aged from 12 to 20 years of
age will readily acknowledge the need for a volume concentrating on social anxiety
and phobia in adolescents. This is the case for mental health nurses, specialist teach-
ers, or counsellors working in schools, as well as for clinical psychologists, thera-
pists, or psychiatrists in primary/secondary healthcare services or private sector. All
such professionals are likely to repeatedly encounter adolescents who withdraw
from peers, display shyness and inhibition in their social contacts, and struggle hard
to raise their hand or speak in class. When referred for clinical treatment, often these
youth have already begun to miss important peer group gatherings or activities due
to their social avoidance. Clinicians who treat adolescents will often witness that the
youths’ primary anxiety symptoms are social-related fears, even among youth with
no prior treatment history.

In addition to professional interest, we believe that advanced students in the
fields of clinical psychology and psychiatry also will find a volume that focuses on
social anxiety in youth to be important. A developmental psychopathology perspec-
tive is important to understanding the etiology, course, and outcome of social anxi-
ety disorder prior to adulthood. The focus on the adolescent period highlights the
relevance of the multilevel, pervasive changes in biological, cognitive, affective,
and social functioning that occur and are associated with adolescent social anxiety.

Finally, we believe that developmental researchers who are interested in identify-
ing pathways leading to the clinical syndrome of social anxiety disorder also will be
served well by the up-to-date reviews on adolescent social anxiety and phobia,
written by recognized international experts, which are contained in this volume. We
believe that such a developmentally tailored presentation can be useful in the
formation of new clinical hypotheses, for example, as well as in the refinement of
clinical methodology for the advanced study of the etiology, epidemiology,
phenomenology, assessment, and treatment of adolescent social anxiety and phobia.

Adolescents differ from children (and adults) in many key ways. Take, for exam-
ple, the paramount changes in adolescents’ peer relationships, the way anxiety is
manifested and related to changes and problems in these relationships, and even the
assessment methods used for detecting social phobia — each of which differs for
adolescents relative to children. Internationally, a growing interest in age-appropriate
treatment is mirrored in the growing number of developmentally sensitive treatment
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programs for adolescents with social anxiety. As a result, we believe that there is a
strong need for a volume that brings together findings from basic developmental
research, clinical research, assessment methodology, epidemiology, and psychoso-
cial and biological treatments that focus on adolescent social anxiety and phobia.
We hope the present volume lives up to these important areas of need.

Helsinki, Finland Klaus Ranta, MD, PhD
Coral Gables, FL, USA Annette M. La Greca, PhD, ABPP
Jaen, Spain Luis Joaquin Garcia-Lopez, PhD

Helsinki, Finland Mauri Marttunen, MD, PhD



1 Introduction................. . . . . . . . e

Klaus Ranta, Annette M. La Greca, Luis-Joaquin Garcia-Lopez,
and Mauri Marttunen

PartI Background/Theoretical Accounts

2 The Developmental Psychopathology of Social Anxiety
and Phobia in Adolescents . . ............ ... ... ... .. ... ...
Quincy J.J. Wong and Ronald M. Rapee

3 Developmental Epidemiology of Social Anxiety
and Social Phobia in Adolescents .............................
Susanne Knappe, Satoko Sasagawa, and Cathy Creswell

4 Easier to Accelerate Than to Slow Down: Contributions
of Developmental Neurobiology for the Understanding
of Adolescent Social Anxiety ................. ... ... ... .....
Maria Tillfors and Nejra Van Zalk

5 Developmental Transitions in Adolescence
and Their Implications for Social Anxiety . .....................
Annette M. La Greca and Klaus Ranta

Part I Recognition and Manifestations of Adolescent Social Anxiety
and Phobia in Diverse Settings

6 Assessment of Social Anxiety in Adolescents . ...................
Luis-Joaquin Garcia-Lopez, Maria do Ceu Salvador,
and Andres De Los Reyes

7 Social Anxiety and the School Environment of Adolescents. . . ... ..
Anke W. Blote, Anne C. Miers, David A. Heyne,
and P. Michiel Westenberg

8 Social Anxiety and Romantic Relationships. ....................
Lisa R. Starr and Joanne Davila

vii



viii

10

11

12

13

14

15

Adolescent Social Phobia in Clinical Services ...............

John D. Guerry, James Hambrick, and Anne Marie Albano

Cognition-Focused Interventions for Social Anxiety Disorder

Among Adolescents. . .......... ... .. .. il

Lauren F. McLellan, Candice A. Alfano, and Jennifer L. Hudson

Interpersonal Approaches to Intervention: Implications

for Preventing and Treating Social Anxiety in Adolescents . . . .

Laura Mufson, Annette M. La Greca, Jami F. Young,
and Jill Ehrenreich-May

School-Based Interventions for Adolescents with Social

Anxiety Disorder. . ......... ... .. ... .. i

Carrie Masia Warner, Daniela Colognori, Chad Brice,
and Amanda Sanchez

Social Skill-Based Treatment for Social Anxiety Disorder

inAdolescents . ........... . ... ...

Franklin Mesa, Thien-An Le, and Deborah C. Beidel

Pharmacotherapy for Adolescent Social Phobia . ............

Michael Van Ameringen, Jasmine Turna, Beth Patterson,
and Chloe Lau

Concluding Remarks ............. .. .. .. ... ... ......

Klaus Ranta, Annette M. La Greca, Luis Joaquin Garcia-Lopez,
and Mauri Marttunen

Contents



Anne Marie Albano, PhD, ABPP Department of Psychiatry, Columbia
University Clinic for Anxiety and Related Disorders, New York Presbyterian
Hospital/Columbia University Medical Center, New York, NY, USA

Candice A. Alfano, PhD Department of Psychology, University
of Houston, Houston, TX, USA

Deborah C. Beidel, PhD Department of Psychology, University
of Central Florida, Orlando, FL, USA

Anke W. Blote, PhD Developmental & Educational Psychology Unit,
Institute of Psychology, Faculty of Social and Behavioural Sciences,
Leiden University, Leiden, The Netherlands

Chad Brice, PhD Cognitive and Behavioral Consultants,
White Plains, NY, USA

Daniela Colognori, PsyD Department of Advanced Studies in Psychology,
Kean University, Union, NJ, USA

Cathy Creswell, BA (Ox) Hons, D Clin Psy, PhD School of Psychology
and Clinical Language Sciences, University of Reading, Reading,
Berkshire, UK

Joanne Davila, PhD Department of Psychology, Stony Brook University,
Stony Brook, NY, USA

Andres De Los Reyes, PhD Department of Psychology, University
of Maryland at College Park, College Park, MD, USA

Jill Ehrenreich-May, PhD Department of Psychology, University of Miami,
Coral Gables, FL, USA

Luis-Joaquin Garcia-Lopez, PhD Department of Psychology, University
of Jaen, Jaen, Spain

John D. Guerry, PhD Department of Child and Adolescent Psychiatry
and Behavioral Sciences, The Children’s Hospital of Philadelphia,
Philadelphia, PA, USA



X Contributors

James Hambrick, PhD Department of Psychiatry, Columbia University
Clinic for Anxiety and Related Disorders, Columbia University Medical Center,
New York, NY, USA

David A. Heyne, BA, Dip Ed Psych, M Psych, PhD Developmental
& Educational Psychology Unit, Institute of Psychology, Faculty of Social
and Behavioural Sciences, Leiden University, Leiden, The Netherlands

Jennifer L. Hudson, MClinPsych, PhD Department of Psychology,
Centre for Emotional Health, Macquarie University, Sydney, NSW, Australia

Susanne Knappe Institute of Clinical Psychology and Psychotherapy,
Technische Universitit Dresden, Dresden, Germany

Annette M. La Greca, PhD, ABPP Department of Psychology, University
of Miami, Coral Gables, FL, USA

Chloe Lau Department of Psychiatry and Behavioural Neurosciences,
McMaster University, MacAnxiety Research Centre, Hamilton, ON, Canada

Thien-An Le Department of Psychology, University of Central Florida,
Orlando, FL, USA

Mauri Marttunen, MD, PhD Department of Mental Health and Substance
Abuse, National Institute for Health and Welfare, Helsinki, Finland

Department of Psychiatry, University of Helsinki, Helsinki, Finland

Lauren F. McLellan, PhD Department of Psychology, Centre for Emotional
Health, Macquarie University, Sydney, NSW, Australia

Franklin Mesa, MS Department of Psychology, University of Central
Florida, Orlando, FL, USA

Anne C. Miers, PhD Developmental & Educational Psychology Unit, Institute
of Psychology, Faculty of Social and Behavioural Sciences, Leiden University,
Leiden, The Netherlands

Laura Mufson, PhD Department of Psychiatry, College of Physicians
and Surgeons and New York State Psychiatric Institute, CUMC, Columbia
University, New York, NY, USA

Beth Patterson, MSc, BEd Department of Psychiatry and Behavioural
Neurosciences, McMaster University, MacAnxiety Research Centre,
Hamilton, ON, Canada

Klaus Ranta, MD, PhD Department of Adolescent Psychiatry, Helsinki
University Central Hospital, Helsinki, Finland

Department of Psychology, University of Turku, Turku, Finland

Ronald M. Rapee, AM, PhD, MSc (Psych) Department of Psychology,
Centre for Emotional Health, Macquarie University, Sydney, NSW, Australia



Contributors Xi

Maria do Ceu Salvador, PhD Department of Psychology, University
of Coimbra, Coimbra, Portugal

Amanda Sanchez, BA Department of Child and Adolescent Psychiatry,
NYU Langone Medical Center, New York, NY, USA

Satoko Sasagawa, PhD Faculty of Human Sciences, Mejiro University,
Tokyo, Japan

Lisa R. Starr, PhD Department of Clinical and Social Sciences
in Psychology, University of Rochester, Rochester, NY, USA

Maria Tillfors, PhD Department of Law, Psychology and Social Work,
Orebro University, Orebro, Sweden

Jasmine Turna, BSc¢ Department of Psychiatry and Behavioural Neurosciences,
McMaster University, MacAnxiety Research Centre, Hamilton, ON, Canada

Michael Van Ameringen, MD, FRCPC Department of Psychiatry
and Behavioural Neurosciences, McMaster University, MacAnxiety
Research Centre, Hamilton, ON, Canada

Nejra Van Zalk, PhD Department of Law, Psychology, and Social Work,
Orebro University, Orebro, Sweden

Carrie Masia Warner, PhD Department of Psychology, William
Paterson University, Wayne, NJ, USA

Nathan Kline Institute for Psychatric Research, Orangeburg, NY, USA

Department of Child and Adolescent Psychiatry, NYU Langone Medical
Center, New York, NY, USA

P. Michiel Westenberg, PhD Developmental & Educational Psychology
Unit, Institute of Psychology, Faculty of Social and Behavioural Sciences,
Leiden University, Leiden, The Netherlands

Quincy J.J. Wong, PhD/MPsychol (Clinical) Department of Psychology,
Centre for Emotional Health, Macquarie University, Sydney, NSW, Australia

Jami F. Young, PhD Graduate School of Applied and Professional Psychology,
Rutgers University, Piscataway, New Brunswick, NJ, USA



Klaus Ranta, Annette M. La Greca, Luis-Joaquin
Garcia-Lopez, and Mauri Marttunen

Introduction

In the middle of the first talk before the class in his new high school, a presentation
about a novel, James halted. He sensed an acute feeling of shortness of breath and
noted that he suddenly lost all words. Always being one who remained in the outer
circle of peers in school gatherings, socializing usually with just few good friends,
James panicked. Already at the very outset of the term, he had worried that he might
convey a negative image of himself to new students, having recollections of feeling
unpopular and odd in middle school, recognizing only too well his slight tendency
for stuttering. Preparing for this talk had been a 2-week period of increasing ten-
sion and worry. James had difficulties falling asleep each night, and he had
memorized word for word over and over again the main punch lines he was going
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to say. Now, in the moment, as the sudden pause becoming longer and longer,
visual images of himself as a red, speechless, and clumsy idiot rushed to his mind,
with everybody else’s eyes on him, looking astonished and amused. Unable to stand
it, James froze and just stood there for a while; then he walked out of class.

For any of us observing and witnessing adolescents’ interactions with their peers,
as parents, as therapists, as researchers, we see the tremendous, almost magnetic
pull of peer relationships. Youth seem to long for and seek peers’ companionship,
opinion, and approval and sometimes conform to even ill-advised peer advice. Yet,
in other types of circumstances, for example, observing 13—15-year-olds in formal
adult-type performance situations or as the center of attention of larger audiences or
authority figures, we may catch a glimpse of a different kind of uncertainty.
Adolescents commonly report fears of negative evaluation in anonymous surveys,
yet adolescents will rarely openly disclose such fears to their friends.

Our own recollections of our adolescent years might provide an inside perspec-
tive of the urgent need to fit in, of the fear of being picked on, and sometimes of the
feeling of terror for saying something stupid that would single us out as “odd” or “a
loser.” In some inexplicable way, we were embarrassed by the mere presence of our
parents in situations where peers were also present, feeling some kind of vague
shame of being too childlike, wanting to get rid of our parents as quickly as possi-
ble. And we may remember our confused and fearful feelings when we were
expected to find our way to chemistry class in the midst of unknown students and
meet the new teacher, to speak with an adult to make a request for something we did
not totally grasp, or to act as lecturer in front of the whole class.

So, there is something very familiar in the self-conscious teen. However, in the
clinic and in schools, we also encounter young, shy preschool and elementary
school children who do not appear self-conscious, but who seem more like they are
functioning in an energy-saving mode. They are almost totally silent, and when they
do talk, they speak in a barely audible voice; these children have few if any friends
and are almost invisible in the classroom. These children may be picked on, teased,
or bullied, be unable to articulate feelings of shame, and seem to act as if they are
disinterested in socializing.

These phenomenological variations of social anxiety and its clinical form, social
anxiety disorder (SAD), among children and adolescents resemble each other, yet
are different. What in childhood is manifested, or perhaps just communicated, as
more of a pure fear and related social avoidance, transforms in adolescence into a
vivid inner experience characterized by self-centeredness, worries of being differ-
ent, and feelings of inferiority and shame. The increasing cognitive capacity of
adolescents, along with the increased importance of peer comparisons and peer
relations, undoubtedly influences adolescents’ perspective.

Fears of social situations, of negative evaluation, and of embarrassment — all
primary symptoms of SAD — go hand in hand during childhood and adolescence.
For approximately 3-9 % of adolescents, the severity of these symptoms reaches the
point where they cause significant suffering or functional impairment and thus meet
criteria for a clinical disorder. However, we also know that there often is variation
or fluctuation in symptom severity among youth who are above or below clinical
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cutoffs at any given time. Nevertheless, a general tendency to develop a stable and
chronic course of symptomatology is observed among those with SAD, and it is
likely that increasing demands for independent social functioning contribute to the
worsening of adolescents’ symptoms. By that time, the typical maintaining factors
of social anxiety, such as avoidance of social situations or dysfunctional safety
behaviors, are likely to be present.

Developmental transitions occurring during childhood and adolescence also
affect youths’ experience of social anxiety: not only do adults require greater
independence in youths’ social functioning, but also peers require standing up and
speaking for oneself, and avoidant or shy behavior may be poorly tolerated. So, the
social milieu in which adolescents develop changes markedly and permanently.

Given the developmental variations in social functioning and the normative rise
in social fears and social anxiety from childhood to adolescence, no wonder it has
been a challenging task for researchers and clinicians to reach a consensus as to
what developmentally constitutes a disorder; what the relationship is between inhib-
ited childhood temperament, childhood shyness, and social phobia; and how best to
distinguish between normative social anxiety and a social anxiety disorder. Not sur-
prisingly, definitions of SAD have varied across the successive editions of the DSM
and the ICD classification systems (APA 2013; WHO 2014). Although efforts have
focused on developing common diagnostic criteria for SAD across age groups,
developmental specifications have been added to account for symptom variation
across individuals of different ages. In fact, with the recent DSM-5, six develop-
mental specifiers (e.g., crying, tantrums, freezing, clinging, shrinking, or failing to
speak) have been added to describe young children’s socially anxious behavior
(APA 2013). Such specifiers are not as relevant for adolescents or adults.

The key DSM-5 criteria state that the individual with SAD almost without
exception experiences marked fear or anxiety in one or more social situations (e.g.,
social interactions, being observed, performing in front of others), experiences fear
of negative evaluation (either resulting from the individual’s own behavior or from
showing anxiety symptoms) in these situations, and either avoids or endures them
with intense anxiety. DSM-5 further specifies that the fear must be disproportion-
ately intense (with regard to the actual threat posed by the situation or to the socio-
cultural context), that it persists for longer than 6 months, is not due to the
physiological effects of a substance, a medical condition, or another mental disor-
der, and that it leads to clinically significant distress or impairment in important
areas of functioning. Moreover, DSM-5 specifies a performance-limited SAD sub-
type when the fear is restricted to speaking or performing in public (APA 2013).

However, empirical evidence is controversial with regard to the actual prevalence
of such performance -limited SAD is in clinical contexts (Kerns et al. 2013; Garcia-
Lopez et al. (in press); Garcia-Lopez and Moore, 2015).

The ICD-11 criteria (to be published by WHO in 2015) are largely identical with
regard to the clinical manifestation of SAD, proposing that “Social anxiety disorder
is characterized by marked and excessive fear or anxiety that consistently occurs in
one or more social situations such as social interactions (e.g., having a conversa-
tion), being observed (e.g., eating or drinking), or performing in front of others
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(e.g., giving a speech). The individual is concerned that he or she will act in a way,
or show anxiety symptoms, that will be negatively evaluated by others. The social
situations are avoided or else endured with intense fear or anxiety.” However, in
ICD-11, the duration criterion is defined more loosely: “The fear, anxiety, or
avoidance persists for at least several months and result in significant distress
or significant impairment in personal, family, social, educational, occupational or
other important areas of functioning” (WHO 2014).

Thus, currently both of the two major mental health disorder classifications
recognize the need to define both a condition where the excessive anxiety is
experienced in the context of one social situation (being a performance situation in
the majority of cases) and the excessive anxiety tied to several social situations
under the term social anxiety disorder. However, the proposed ICD-11 classification
scheme at the present stage no longer includes different categories and criteria for
adult- and childhood-/adolescent-onset anxiety disorders, which the preceding
ICD-10 did (WHO 1992), distinguishing between social phobia and social anxiety
disorder of childhood.

In this volume, Social Anxiety and Phobia in Adolescents: Development,
Manifestation and Intervention Strategies, we aim to fill a gap in the literature on
the developmental aspects of social anxiety and SAD. Specifically, we review
empirical research on the developmental etiological and risk factors for social
anxiety and SAD, we describe epidemiological and clinical manifestations of social
anxiety and SAD in adolescence, and we present an up-to-date selection of available
treatment strategies for this age group.

The first section of the book covers background and theoretical accounts of the
study of social anxiety and phobia in adolescents. The opening chapter by Quincy
Wong and Ron Rapee presents a comprehensive review of suggested etiological
factors (innate, distal, and proximal) implicated in the onset of SAD in adolescence.
Studies of genetic, temperamental, and biological risk factors are first addressed,
followed by the role of environmental and psychological etiological factors. For
each proposed etiological factor, the authors present the theoretical explanatory
models describing how the factor is thought to have its effect and then review
empirical research supporting or contradicting the models. Finally, the authors pres-
ent a synthesis of the findings within a developmental framework.

In the next chapter, Susanne Knappe, Satoko Sasagawa, and Kathy Creswell
provide an overview of the literature on the epidemiology of social anxiety in
adolescents. The authors report on the prevalence and risk factors for the onset and
course of social anxiety in adolescents. This chapter is notable for the integration of
biological, behavioral, and environmental factors that contribute to the development
and maintenance of the disorder, providing the reader with a heuristic framework
for the epidemiology of SAD.

In Chapter 4, Maria Tillfors and Nejra van Zalk present a neurobiological and
developmental explanatory model of SAD in which the advanced development of
the subcortical brain regions in combination with the late maturation of the prefron-
tal cortical regions contributes to increases in emotionally driven behavior that are
difficult to control in adolescence. They hypothesize that adolescents with poor peer
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and parent relationships will have a larger developmental gap between these regions
compared to adolescents with supportive peer and parent relationships and may
therefore be at higher risk for developing social anxiety.

Chapter 5 by Annette La Greca and Klaus Ranta reviews the literature on how
the common developmental transitions of adolescence may contribute to or
exacerbate adolescents’ symptoms of social anxiety and SAD. This chapter
specifically covers school transitions, changes in peer and romantic relationships,
pubertal and body morphological changes, and changes in family relationships that
occur during the adolescent period. Central findings are discussed along with gaps
in research that suggest potential avenues for future studies.

Moving on to the second main section of the volume, Recognition and
Manifestations of Adolescent Social Anxiety and Phobia in Diverse Settings,
Chapter 6 by Luis-Joaquin Garcia-Lopez (Spain), Ceu Salvador (Portugal), and
Andres De Los Reyes (USA) presents an extremely thorough review of the litera-
ture on the assessment of social anxiety disorder in youth. The authors review clini-
cal assessment procedures, including multi-informant and context-sensitive clinical
assessment, physiological assessment methods, and observational and role-play
procedures. The need for having a screening protocol to increase the awareness and
detection of social anxiety in adolescents is emphasized. This is an important issue
given the elevated number of misclassified cases, resulting in poor treatment
outcome.

In Chapter 7, Anke Blote, Anne Miers, David Heyne, and Michiel Westenberg
focus on the different facets of social anxiety with regard to how it presents in the
school environment, and how the interpersonal peer group processes in the school
context might interact with the development and maintenance of the symptoms.
Additionally, school absenteeism related to social anxiety is discussed. A significant
body of research performed at Leiden University supports the chapter contents.
The authors close their review with a model of how social anxiety is initiated and
maintained in new, emerging, and established peer relationships and with sugges-
tions for prevention.

Chapter 8 by Joanne Davila and Lisa Starr focuses on how social anxiety might
influence the development of romantic relationships. Starting with a review of how
social anxiety limits functioning in peer groups thus reducing opportunities for
engaging with youth of the opposite sex, they proceed to review impairments in the
initiation of romantic relationships (shown as dating anxiety) and finally review
dysfunctional behavior patterns of socially anxious adolescents within the relation-
ships they have managed to initiate. The authors close with identifying key research
gaps, which include a call for studies of developmental trajectories of romantic
relationship in socially anxious adolescents as well as for studies of mediators and/
or moderators in the social anxiety — romantic involvement link.

In Chapter 9, John Guerry, James Hambrick, and Anne Marie Albano present a
developmentally informed account of the presentation and assessment of socially
anxious adolescents in a clinic setting. They provide rich and practical clinical
descriptions and guidelines. The authors also discuss how biological risk factors,
family psychopathology, interpersonal contributing factors, and conditioning
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experiences should be taken into consideration in treatment planning for adolescent
SAD. Furthermore, the authors present a description of a novel developmental treat-
ment model for emerging adults with SAD built on the cognitive behavioral group
treatment model.

The third part of the volume focuses specifically on intervention strategies.
It begins with Chapter 10 by Lauren McLellan, Candice Alfano, and Jennifer
Hudson who review the way cognitive interventions are used for adolescents with
SAD. The authors first cover cognitive assessment and then review how cognitive
techniques are woven into cognitive behavior therapy (CBT). Finally, the authors
present a rich clinical example of treating an adolescent male with individual CBT.

In Chapter 11, Laura Mufson, Annette La Greca, Jami Young, and Jill Ehrenreich-
May present the application of interpersonal psychotherapy (IPT) for socially
anxious adolescents. The authors first review the relevance of interpersonal theory
and intervention for adolescent emotional disorders, such as depression and
SAD. They also discuss modifications to IPT that have been developed with adult
populations to tailor IPT to the treatment of SAD. The authors then discuss the rel-
evance of IPT for the treatment and prevention of adolescent SAD and describe
preliminary findings of a preventive school-based intervention (IPT-AST/Peer
Version) that takes a transdiagnostic approach to preventing both SAD and depres-
sion among at-risk adolescents who are experiencing interpersonal peer
victimization.

In Chapter 12, Carrie Masia Warner, Daniela Colognori, Chad Brice, and
Amanda Sanchez review issues in treating social anxiety in school settings. School
interventions are receiving considerable empirical attention given that few socially
anxious adolescents seek clinical treatment. After reviewing existing school-based
interventions for SAD, the authors detail a specific treatment protocol and highlight
areas to be addressed by future research. Finally, the authors stress the importance
of conducting evidence-based treatments in community settings such as schools and
describe school strategies (e.g., training school counselors) that are important for
achieving sustainable school-based programs.

Franklin Mesa, Thien-An Le, and Deborah Beidel provide an overview of
treatments for SAD, including social skills training, in Chapter 13. In an attempt to
highlight gaps in interventions for adolescents with SAD, the authors describe
current social skill-based interventions and future directions for research. In par-
ticular, the authors provide information on challenges to be faced in treating adoles-
cent SAD. Preliminary data from their lab are presented on the use of a virtual
environment-based intervention along with directions for future study.

In the final chapter, Chapter 14, Michael van Ameringen, Jasmine Turna, Beth
Patterson, and Chloe Lau present a comprehensive review of the psychopharmaco-
logical treatment for adolescent SAD. Compared with literature on adult SAD,
psychopharmacological treatment of youthful SAD is much less studied, and many
studies have included several anxiety disorders instead of studying “pure SAD.”
Based on the extant literature, the first-line pharmacological treatment for adoles-
cent SAD is selective serotonin reuptake inhibitors, although evidence is emerging
also for the serotonin noradrenalin reuptake inhibitors (SNRIs).
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We hope this volume will be of use for readers and researchers working in
professional areas such as developmental psychology and psychiatry, as well as for
clinicians and counselors working in schools, primary healthcare services, and child
and adolescent psychiatric services. We are deeply indebted to our adolescent
patients who, by their distressing symptoms, have taught us something essential
about the developmental phase of adolescence: bringing forth how the need to
belong, to be accepted, and to be free from criticism can evolve into self-maintaining
vicious cycles and worsening pathways in the inherently insecure social milieu
around them. We hope this book will contribute to a continuing interest in the
research on social anxiety and phobia in adolescents and to the further development
of developmentally sensitive methods for early recognition, assessment, and
treatment.
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Quincy J.J. Wong and Ronald M. Rapee

The Aetiology of Social Anxiety Disorder

Social anxiety is a common experience that occurs in response to the perceived
threat of evaluation from others before, during, or after social situations. For some
individuals, the level of social anxiety experienced is sufficiently high to negatively
impact their functioning and cause distress in which case a diagnosis of social
anxiety disorder (SAD; also known as social phobia) is warranted. Current research
indicates that the highest incidence rates for SAD occur during the period from late
childhood to early adulthood (between 10 and 20 years of age; Beesdo et al. 2007,
Wittchen et al. 1999). Over the last 20 years, there has been a rise in the number of
aetiological models and reviews of aetiological factors for SAD (e.g. Hofmann and
Barlow 2002; Kimbrel 2008; Morris 2001; Rapee and Spence 2004), and a number
of these models and reviews have specifically focused on the childhood and ado-
lescent periods (e.g. Higa-McMillan and Ebesutani 2011; Kashdan and Herbert
2001; Kearney 2005; Ollendick and Benoit 2012; Ollendick and Hirshfeld-Becker
2002; Velting and Albano 2001). In all of these papers, a number of biological,
psychological, and social factors have been proposed that increase risk for the
development of SAD. Although most papers have been descriptive (i.e. they have
summarised proposed aetiological factors and evidence for them), some of the
papers have offered a greater level of explanation (i.e. they have proposed how
aetiological factors operate and interact to produce SAD; e.g. Higa-McMillan and
Ebesutani 2011; Hofmann and Barlow 2002; Kearney 2005; Kimbrel 2008; Morris
2001; Rapee and Spence 2004). In this chapter, we review from a theoretical per-
spective proposed aetiological factors that have the potential to contribute to the
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development of SAD in adolescence. We then examine relevant evidence for these
factors in the existing literature and highlight important directions for future
research.

Genes

Theory

Most theoretical accounts point to a strongly heritable component to SAD. Some
researchers have proposed that genes may provide a general predisposition to anxi-
ety and mood disorders, rather than a specific vulnerability to SAD (e.g. Eley 1997;
Hofmann and Barlow 2002). Researchers have also highlighted that even with a
genetic vulnerability to SAD, environmental factors can influence the expression of
genes and therefore need to be taken into account (e.g. Kearney 2005). Some research-
ers have proposed that SAD as a construct is too complex and that genetic links to
endophenotypes or intermediate phenotypes of SAD (e.g. attentional biases towards
social threat, behavioural inhibition) are more likely to be found than genetic links
to SAD itself (e.g. Smoller et al. 2003; see also Lenzenweger 2013). Given the
importance of a genetic basis to the aetiology of SAD, it is likely that particular
genes will contribute risk to SAD onset in the adolescent period. However, there is
no indication in the literature at this stage that any genetic influence is specific to the
adolescent period.

Research

The existing literature has focused on (a) the heritability of SAD and constructs
related to the disorder and (b) specific genes that are associated with a diagnosis of
SAD and SAD-related constructs. In relation to heritability, twin studies have pro-
vided evidence of the heritability of SAD (see Scaini et al. 2014 for a meta-analysis).
The majority of studies have shown that the concordance for SAD in monozygotic
(MZ) twins is higher than that for dizygotic (DZ) twins in adult twin samples
(e.g. Kendler et al. 1992, 2001) and child twin samples (e.g. Eley et al. 2008),
although some studies have not found evidence for this relationship (Skre et al.
1993). Estimates of the heritability of SAD range from 14 to 55 % across child and
adult twin samples (e.g. Czajkowski et al. 2011; Eley et al. 2008; Kendler et al.
1992, 1999, 2001; Scaini et al. 2014), which suggest that SAD has moderate herita-
bility. Interestingly, Scaini et al. (2014) have found that the heritability of social
anxiety decreases with age, suggesting that genetic influences play more of a role in
SAD vulnerability for youth than for adults. Some studies with adult twin samples
have indicated that the genetic contribution to SAD is comprised of a combination
of genetic factors specific to the disorder and genetic factors common to anxiety
disorders (Hettema et al. 2006b; Kendler et al. 1992, 2001). For example, Kendler
et al. (1992) reported that the proportion of variance in vulnerability to SAD that
was due to genetic factors specific to the disorder was 21 % with a further 10 % of
the variance due to genetic factors common to the anxiety disorders analysed in the
study. Other twin studies have suggested that it is not SAD that is specifically
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inherited but rather a more general disposition towards social anxiety. For example,
twin studies have demonstrated the heritability of constructs such as fear of negative
evaluation, shyness, behavioural inhibition, and social concern across child and
adult twin samples (Beatty et al. 2002; Dilalla et al. 1994; Eley et al. 2003; Stein
et al. 2002; Warren et al. 1999).

Several studies have found relationships between specific genes and SAD in
child and adult samples (e.g. Donner et al. 2008; Gelernter et al. 2004; Lochner
et al. 2007; Reinelt et al. 2013; Rowe et al. 1998; Sipili et al. 2010). For example,
Donner et al. (2008) found single nucleotide polymorphisms in two genes
(ALAD and CDH2) and a haplotype in the EPB411.4A gene were associated with
SAD. Some studies, however, have not found associations between particular
genes and SAD, including studies of dopamine system genes (Kennedy et al. 2001)
and genes for the serotonin transporter protein and the serotonin type 2A receptor
(Stein et al. 1998). Other studies with child and adult samples have indicated that
specific genes, while not directly associated with SAD, are associated with con-
structs that may be considered to be intermediate phenotypes of SAD, such as
introversion (Stein et al. 2004), neuroticism (Hettema et al. 2006a), behavioural
inhibition (Smoller et al. 2003, 2005; Fox et al. 2005), and shyness (Arbelle et al.
2003). For example, Stein et al. (2004) showed that a functional variant of the 3,
adrenergic receptor gene was associated with introversion (low extraversion).
Another line of study into specific genes has examined the link between genes and
the neurobiology of adults with SAD (e.g. Furmark et al. 2004, 2009; Klumpp
et al. 2014). For example, in individuals with SAD, the presence of specific genes
has been linked to enhanced amygdala activation in response to social-evaluative
stimuli (e.g. angry faces or speech task; Furmark et al. 2004, 2009). One important
limitation of gene association studies is that they have recruited individuals already
diagnosed with SAD. By recruiting such individuals, it is not possible to examine
in a prospective manner whether the presence of specific genes increases the risk
for the onset of SAD. Once research has identified reliable gene-SAD associations,
the next step will be to test whether the identified genes can prospectively predict
SAD onset.

Overall, the study of genes and SAD suggests that there is likely to be a genetic
component that can increase risk for the development of SAD in adolescence.
However, this risk may be conveyed by broad genetic factors that increase vulner-
ability to general emotional difficulties, specific genetic factors that increase vulner-
ability to SAD or intermediate phenotypes of SAD, or a combination of these
genetic factors.

Temperament

Theory

There is theoretical agreement that a child’s temperament can play a role in the
development of SAD, and there is the suggestion in the field that temperament as
a fundamental way of interacting with the world is largely genetically determined
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(e.g. Kagan 1989; Rothbart et al. 2000). As such, temperament is assumed to be
more influential during childhood in contributing vulnerability to SAD, and the
extent that temperament contributes vulnerability at later developmental stages is
not clearly explicated in theoretical accounts. There is the proposal in the litera-
ture that temperament can elicit particular environmental responses that in turn
can independently contribute vulnerability to SAD as well as modify tempera-
ment (e.g. certain temperaments may elicit particular parenting styles or influence
peer interactions; Kearney 2005; Ollendick and Benoit 2012; see also sections
“Parent factors” and ‘“Peer experiences”). Specific temperamental constructs
(e.g. behavioural inhibition) have also been conceptualised as early manifesta-
tions of what is later labelled as SAD (e.g. Rapee and Coplan 2010), suggesting
that those temperamental constructs cannot contribute independent risk for SAD
because the temperament and SAD constructs are one and the same. Overall,
applying current theorising to the onset of SAD in adolescence, temperament is
viewed as an independent risk factor but is more likely to contribute risk for SAD
onset in childhood than in adolescence. It should be noted though that tempera-
mental influences during childhood on particular environmental factors may lead
to environmental effects in childhood that last into adolescence that then confer
risk for SAD onset during adolescence (e.g. a child’s behaviourally inhibited tem-
perament might elicit negative peer interactions in childhood that sets the founda-
tion for the way they interact with peers as they get older; see also section “Peer
experiences”).

Research

Behavioural inhibition has been the most widely studied temperamental style in
relation to the development of SAD. Cross-sectional studies have demonstrated
an association between behavioural inhibition and SAD in children, adolescents,
and adults (e.g. Ballespi et al. 2012; Biederman et al. 2001; Mick and Telch
1998; Wittchen et al. 1999). Prospective longitudinal studies (see Clauss and
Blackford 2012 for a meta-analysis) have demonstrated a positive association
between childhood behavioural inhibition and either social anxiety or a diagnosis
of SAD in later childhood (Hirshfeld-Becker et al. 2007; Hudson et al. 2011;
Muris et al. 2011) and adolescence (Bohlin and Hagekull 2009; Chronis-Toscano
et al. 2009; Hayward et al. 1998; Rapee 2014; Schwartz et al. 1999). From this
literature, there is evidence to suggest that behavioural inhibition plays a role in
the development of social anxiety and SAD in adolescence. Additionally, there is
some evidence that this longitudinal relationship between behavioural inhibition
and social anxiety/SAD may be specific to the more generalised form of social
anxiety rather than social anxiety that is limited to performance situations
(e.g. Schwartz et al. 1999; it is noteworthy though that the Diagnostic and
Statistical Manual of Mental Disorders, 5Sth Edition, has removed the “gener-
alised” specifier for SAD). Future research will need to examine the factors that
might moderate the longitudinal relationship between behavioural inhibition and
social anxiety or SAD in adolescence (e.g. attentional biases to social-evaluative
threat; Pérez-Edgar et al. 2010).
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Biological Factors

Theory

There is support for the proposal that biology plays a role in the development of
SAD with the emphasis placed mainly on neurobiology (e.g. Higa-McMillan and
Ebesutani 2011; Kimbrel 2008). Accounts of proposed biological factors that
confer risk for SAD vary in detail and level of explanation (e.g. emphasis on
neurotransmitter systems; Higa-McMillan and Ebesutani 2011; emphasis on brain
structures; Kimbrel 2008). For some of these accounts, it is unclear from a theoreti-
cal perspective as to how specified biological factors at certain levels of explanation
(e.g. neurotransmitters) can contribute vulnerability to SAD. It is also unclear from
existing accounts as to the developmental timeframe during which particular bio-
logical factors might exert an influence to convey risk for the onset of SAD. For
example, certain neurobiological developments are more likely to occur during
adolescence (e.g. significant development in the prefrontal cortex) which in turn
allows the emergence of processes that convey risk for the development of SAD
(e.g. prefrontal cortex development allows improved metacognitive and
self-evaluative capabilities; e.g. Schmitz et al. 2004; Steinberg 2005). Thus, it
appears that current theorising on the role of biological factors that convey risk for
SAD in adolescence will need to be expanded to indicate the developmental
timeframes for the emergence of proposed biological factors and when these factors
can convey risk for SAD onset (see Chap. 3).

Research

Existing studies on biological factors associated with SAD have mainly focused on
neurobiology. Specifically, a line of research has investigated the activation of brain
regions to threat-related stimuli in adults with SAD (see Fouche et al. 2013; Freitas-
Ferrari et al. 2010; Shin and Liberzon 2010 for reviews; see Hattingh et al. 2013 for
a meta-analysis). This line of research has consistently implicated the involvement
of the amygdala. For example, fMRI studies have shown that compared to non-
anxious controls, adults already diagnosed with SAD exhibited greater amygdala
activation in social-evaluative situations or when viewing stimuli related to social-
evaluative threat (e.g. faces displaying negative emotions, critical comments refer-
ring to the self; see, e.g., Freitas-Ferrari et al. 2010). Other fMRI studies employing
adults with SAD and non-anxious controls have found that SAD is associated with
a range of other aberrant brain activity, including: dysfunctional prefrontal cortex
activity (Blair et al. 2008, 2010, 2011; Ding et al. 2011), dysfunctional connectivity
of the amygdala (Pannekoek et al. 2013), dysfunctional connectivity between fron-
tal and limbic areas (Baur et al. 2013), and dysfunctional activity in other brain
regions (e.g. anterior cingulate cortex; Amir et al. 2005; insula; Klumpp et al. 2012;
precuneus and posterior cingulate regions; Gentili et al. 2009; striatal structures;
Sareen et al. 2007). The primary limitation to these fMRI studies is the use of cross-
sectional designs that utilise adults already diagnosed with SAD. It is unclear
whether the demonstrated aberrant brain activity in these studies is evident prior to
the onset of SAD. In relation to SAD onset in adolescence, future studies will need
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a prospective longitudinal design to examine whether the presence of aberrant brain
activity during childhood predicts a later diagnosis of SAD in the adolescent period.
Such studies would provide better evidence to evaluate the aetiological role of aber-
rant brain activity for SAD in adolescence. Besides the potential for aberrant brain
activity during childhood to contribute to SAD vulnerability in adolescence, there is
the possibility that new and qualitatively different brain processes associated with
brain maturation in adolescence also contribute to the development of SAD
(e.g. changes in striatal activity in the context of structural and functional reorgan-
isation in the brain during adolescence; see Caouette and Guyer 2014).

Another line of research has examined neurobiological factors at the neurotrans-
mitter level in relation to SAD. Compared to non-anxious controls, adults with SAD
have been shown to have a smaller number of striatal dopamine reuptake sites
(Tithonen et al. 1997), reduced dopamine D, receptor binding potential (Schneier
et al. 2000), reduced serotonin-1A receptor binding potential in several brain areas
including the amygdala (Lanzenberger et al. 2007), higher binding potentials for the
serotonin transporter in the thalamus and the dopamine transporter in the striatum
(van der Wee et al. 2008), and higher glutamate levels in specific brain regions
(Phan et al. 2005) and at the whole brain level (Pollack et al. 2008). Again, these
studies of neurotransmitters are cross-sectional and have utilised adults already
diagnosed with SAD as participants. Future research will need to examine whether
the obtained neurotransmitter differences in the previous studies are evident prior to
SAD onset and if so, whether the differences relate to SAD onset in particular
during adolescence.

In terms of neurobiology, there are also cross-sectional electrophysiological
studies that have examined the brain responses of adults with SAD via event-related
potentials. For example, compared to non-anxious controls, adults with SAD have
been shown to have larger P1 amplitudes in identification tasks involving emotional
schematic faces (Kolassa et al. 2007, 2009), larger P1 amplitudes in response to
angry faces relative to happy faces in a modified dot-probe task (Mueller et al.
2009), and larger N170 amplitudes over the right hemisphere in response to angry
faces during an emotion identification task (Kolassa and Miltner 2006). These stud-
ies cannot be used to evaluate the aetiological significance of the identified electro-
physiological indices because of their cross-sectional designs and recruitment of
individuals already diagnosed with SAD. In contrast, a recent longitudinal study has
provided preliminary evidence that the N40O amplitude in response to the process-
ing of angry faces in childhood prospectively predicted SAD symptoms in adoles-
cence (Battaglia et al. 2012).

A line of research has also investigated the autonomic nervous system (ANS)
and cortisol response of individuals with SAD. Cross-sectional studies have shown
that compared to non-anxious controls, adults with SAD exhibit elevated indices of
ANS functioning in response to social-evaluative tasks (e.g. Davidson et al. 2000).
However, some studies have not demonstrated this elevated ANS response in adults
with SAD (Edelman and Baker 2002) or children with SAD (Kridmer et al. 2012).
Other cross-sectional studies have demonstrated that adults with SAD exhibit a
greater rise in cortisol compared to non-anxious controls in response to a
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social-evaluative task (e.g. Condren et al. 2002). In contrast, some studies have not
demonstrated this rise in cortisol in youth with SAD (e.g. Krimer et al. 2012; Martel
et al. 1999). Further studies in this line of research are needed to clarify the incon-
sistencies in findings. Prospective longitudinal studies may subsequently be carried
out to investigate whether the aforementioned biological indices can predict a later
diagnosis of SAD during adolescence.

In summary, the majority of studies on biological factors related to SAD have
utilised adults already diagnosed with the disorder. There is a need for future
researchers to use prospective longitudinal designs to evaluate biological factors
that both precede and relate to SAD onset, particularly for an onset that occurs dur-
ing the adolescent period.

Cognitive Factors

Theory

Although cognitive factors are commonly considered from a theoretical perspec-
tive to contribute vulnerability to SAD (e.g. Hofmann and Barlow 2002; Kearney
2005), the nature and number of specific cognitive factors that have been proposed
vary. For example, some researchers have proposed a single cognitive process that
contributes to the development of SAD (e.g. self-focus; Hofmann and Barlow
2002), while other researchers have proposed multiple cognitive processes
(e.g. different cognitive biases such as negative self-evaluations of social perfor-
mance and attention towards social threat cues; Morris 2001). In the cases where
multiple cognitive processes have been proposed, researchers have provided differ-
ent accounts of how the processes are proposed to interact. For example, Higa-
McMillan and Ebesutani (2011) proposed self-focus as the main cognitive process
leading to SAD onset. However, they also noted that cognitive biases, while play-
ing mainly a maintenance role for SAD, could also influence SAD development.
Furthermore, Higa-McMillan and Ebesutani (2011) suggested that the increase in
metacognitive ability (i.e. ability to consider own thoughts as well as the thoughts
and perceptions of other people) during adolescence increases the risk of SAD
onset across that developmental period. It is unclear though as to the point where
normative developmental increases in self-centredness and metacognitive ability
during adolescence (see Steinberg 2010) contribute to the experience of social
anxiety and the emergence of the aberrant self-focused processing style that is
relevant to SAD. More generally, it is also unclear from current theorising on cog-
nitive factors that convey risk for SAD as to when proposed cognitive constructs
emerge during development and influence SAD onset. Nonetheless, it appears
from a theoretical perspective that cognitive maturation in general over childhood
and adolescence makes it possible for proposed cognitive factors to emerge and
convey risk for SAD onset in adolescence. Current theorising on cognitive factors
and SAD vulnerability in adolescence would benefit from an integration of findings
on the development of relevant cognitive processes in adolescence (e.g. perspective
taking; Blakemore and Choudhury 2006).
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Research

Currently, a number of cross-sectional studies have demonstrated that various cog-
nitive constructs such as social-evaluative cognitions (e.g. beliefs), cognitive biases
(e.g. threat interpretations, predictions of performance), and other relevant cognitive
processes (e.g. self-focus, ruminative thinking and selective intentional forgetting)
are all positively associated with SAD in samples of youth (e.g. Alfano et al. 2006;
Cederlund and Ost 2011; Gomez-Ariza et al., 2013; Kley et al. 2012; Schmitz et al.
2010; Ranta et al. 2014; Rheingold et al. 2003; Spence et al. 1999; Tuschen-Caffier
et al. 2011; see Miers et al. 2011 for a review) and adults (e.g. Abbott and Rapee
2004; Gros and Sarver 2014; Voncken and Bogels 2008; Wong et al. 2014). However,
it is unclear in these studies whether the examined cognitive factors were present
before the onset of SAD. Additionally, based on the cross-sectional nature of these
studies, it is not possible to use them to evaluate the aetiological role of cognitive
factors for SAD in adolescence. In contrast to the cross-sectional studies, one recent
longitudinal study has examined whether particular cognitive factors may increase
vulnerability to social anxiety during adolescence. Miers, Blote, de Rooij, Bokhorst,
and Westenberg (2013) identified three groups of nonclinical youth with different
trajectories of social anxiety over the adolescent period: a high and changing
trajectory, a moderate and decreasing trajectory, and a low and decreasing trajec-
tory. Although there were both increases and decreases in social anxiety within the
high and changing trajectory, the high trajectory was nonetheless maintained rela-
tive to the other identified trajectories. Relative to the moderate and decreasing tra-
jectory group, those characterised by a high and changing trajectory showed higher
levels of biased interpretation of ambiguous social situations and self-focus (during
a speech task) at initial assessment. This result suggests that biased interpretations
and self-focus may play more of a maintaining role for social anxiety, rather than an
aetiological role. Overall, based on the current literature, it is evident that more
longitudinal studies that provide a test of whether specific cognitive factors increase
vulnerability to SAD are required. Studies of this sort, particular with their endpoint
in the adolescent period, will be valuable for the evaluation of the aetiological sig-
nificance of specific cognitive factors for SAD onset in adolescence.

Parent Factors

Theory

There is general support for the role of parent behaviours in the development of SAD
(e.g. Kearney 2005; Rapee and Spence 2004). However, a variety of parenting behav-
iours have been proposed. For example, particular parenting styles (e.g. parenting
characterised by overprotection, overcontrol, low warmth, or rejection) and certain
parent-child attachment styles (e.g. insecure attachment) have been emphasised as
factors that can increase vulnerability for SAD. However, such broad parent factors
do not by themselves provide sufficient detail to indicate how they can convey risk
for SAD. In contrast, parent-related learning mechanisms (e.g. modelling, informa-
tion transfer) have been highlighted as important for the specific development of
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social-evaluative cognitions and behaviour and hence for increasing vulnerability to
SAD (e.g. Kearney 2005; Rapee and Spence 2004). For example, parents can provide
the basis for their child to acquire social-evaluative concerns (e.g. parents emphasise
the opinions of others, parents express social-evaluative thoughts) and behaviours
aimed to avoid social-evaluative situations (e.g. parents themselves engage in social
avoidance, parents suggest avoidance as a solution to social problems). Based on
current theorising on the role of parents in the development of SAD, it is assumed
that risk for SAD is conveyed to a child as long as they are exposed to the types of
parent factors discussed. Since adolescence is characterised by increasing indepen-
dence from parents (Steinberg 2010), exposure to these parental factors may confer
the most risk for the development of SAD during childhood with declining risk
throughout adolescence. It should be noted that although parent behaviours that con-
vey risk for SAD may be most influential during childhood, these behaviours may
have effects in childhood that last into adolescence and confer risk for SAD onset
during this period despite decreased exposure to parents (e.g. parental modelling of
social avoidance for a child leads the child to avoid social situations as an adolescent
despite reduced exposure to the parental modelling during adolescence).

Research
Existing studies on parent factors that convey risk for SAD has mainly examined broad
parent factors (e.g. parenting style characterised by overprotection, overcontrol, low
warmth, or rejection; insecure parent-child attachment), and there is less research that
has examined specific parent-related learning mechanisms (e.g. information transfer,
modelling). It is worthwhile to note though that parent-related learning mechanisms that
convey specific risk for SAD may be an extension of broad parent factors. For example,
one aspect of an overprotective and overcontrolling parenting style may manifest in a
parent as specific behaviour that decreases their child’s opportunities for social interac-
tion, resulting in the modelling of social avoidance. In relation to broad parent factors,
existing cross-sectional studies have shown that adolescents and adults with SAD retro-
spectively report that their parents were overprotective, controlling, rejecting, lacked
emotional warmth, and critical (Antony et al. 1998; Arrindell et al. 1989; Bruch and
Heimberg 1994; Juster et al. 1996; Knappe et al. 2009, 2012; Lieb et al. 2000; Rapee
and Melville 1997; Taylor and Alden 2006) (For more details, see Chap. 3). Notably,
these studies are based on retrospective reports of individuals already diagnosed with
SAD and as such may be influenced by memory biases. Cross-sectional observational
studies have been conducted though and have demonstrated that parents of socially anx-
ious children were more negative and more controlling in their interactions with their
children compared to parents of nonsocially anxious children (Greco and Morris 2002;
Hummel and Gross 2001). One cross-sectional study with child participants has also
demonstrated that secure attachment in childhood was negatively associated with social
anxiety, while insecure attachment (specifically the disorganised type) in childhood was
positively associated with social anxiety (Brumariu and Kerns 2010).

Importantly, in addition to the aforementioned cross-sectional studies, longitudi-
nal studies exist in this area of research. One recent study has demonstrated that the
association between consistently high behavioural inhibition in childhood and later
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social anxiety in the teen years was moderated by maternal parenting style charac-
terised by overcontrol. That is, consistently high behavioural inhibition predicted
higher social anxiety over time but only in the presence of high maternal overcon-
trol (Lewis-Morrarty et al. 2012). Other longitudinal studies have shown that rela-
tive to insecure parent-child attachment styles, secure attachment in early childhood
predicted better social functioning and a tendency to experience lower levels of
social anxiety in later childhood (Bar-Haim et al. 2007; Bohlin et al. 2000; Brumariu
and Kerns 2008). Emotional overinvolvement, hostility and criticism are part of
expressed emotion (EE) construct. Garcia-Lopez et al. (2009) found that parents
with high levels of EE play a role in treatment outcome of social anxious adoles-
cents. Last year, Garcia-Lopez et al. (2014) have found that the inclusion of parent
training to reduce EE in a treatment program designed to address social anxiety in
adolescents had a positive effect on their improvement, particularly when the par-
ents’ EE status changed from high to low expressed emotion after treatment.

In relation to parent-related learning mechanisms, cross-sectional studies have
demonstrated that relative to non-anxious controls, adults with SAD reported that
when they were growing up, their parents were more controlling of their socialisa-
tion experiences, were less encouraging of the family’s sociability with others, were
more concerned with the opinions of others, and engaged in less socialising them-
selves (Bruch and Heimberg 1994; Rapee and Melville 1997). Again, these studies
are limited because they are based on retrospective reports of adults already diag-
nosed with SAD. In addition to these studies, there are longitudinal and experimen-
tal studies that have demonstrated that the expressed anxiety of mothers during an
interaction with a stranger predicts child avoidance of the stranger (de Rosnay et al.
2006; Murray et al. 2008).

In sum, the longitudinal and experimental studies in this section provide evi-
dence that exposure to certain parent factors is likely to lead a child to have higher
levels of social anxiety later in time, such as during adolescence. Future studies with
prospective longitudinal designs will need to further investigate whether exposure
to these specific parent factors predicts a later diagnosis of SAD particularly during
the adolescent period.

Life Events

Theory

Several theories propose that negative or traumatic life events, particularly those of
a social nature (e.g. exposure to interpersonal conflict in the family; physical, emo-
tional, or sexual abuse), can increase vulnerability to SAD (e.g. Hofmann and
Barlow 2002; Kimbrel 2008). Such experiences may provide circumstances for the
learning of social-evaluative fears and may include specific events (e.g. loss of a
loved one) or events that occur over time (e.g. parental psychopathology). There is
the suggestion in the literature that negative or traumatic life events may not con-
vey a specific risk for SAD but may convey risk for psychopathology more gener-
ally (e.g. Rapee and Spence 2004). Life events that have the potential to convey
risk for SAD are assumed to occur at any time during an individual’s life.



2 The Developmental Psychopathology of Social Anxiety and Phobia in Adolescents 21

Research

There are currently only cross-sectional studies that have examined negative or
traumatic life events in relation to SAD. These studies have demonstrated a posi-
tive association between the self-reported experience of negative or traumatic life
events and a diagnosis of SAD in samples of youth (Tiet et al. 2001) and adults
(e.g. Chartier et al. 2001; Kuo et al. 2011; Magee 1999). However, these studies
are limited in that they were based on retrospective reports of individuals already
diagnosed with SAD, which may be subject to memory biases as well as interpre-
tation biases characteristic of SAD (e.g. Gilboa-Schechtman et al. 2000; Voncken
et al. 2003). Furthermore, these studies lacked a prospective longitudinal design
which would allow an examination of whether negative or traumatic life events
experienced actually predict later onset of SAD. For the study of SAD onset in
adolescence, future research will need to conduct the sort of longitudinal study
described with the study’s endpoint during adolescence. We note that negative or
traumatic experiences related to peers (e.g. bullying) will be discussed in the next
section.

Peer Experiences

Theory

There is support for the proposal that negative peer experiences (e.g. ostracism,
teasing, bullying) can contribute risk for the development of SAD (e.g. Garcia-
Lopez et al. 2011; Kearney 2005; Morris 2001; Ranta et al. 2009, 2013). Similar to
negative or traumatic life events, negative peer experiences theoretically provide the
elements needed for the direct conditioning of social-evaluative fears. There is some
suggestion in the literature that negative peer experiences are part of a vicious cycle
that increases risk for SAD (e.g. Rapee and Spence 2004). For example, a child with
a shy or behaviourally inhibited temperament is likely to appear withdrawn and
socially anxious to their peers which in turn can lead to negative peer experiences.
Experiences may include being isolated by peers or being teased by peers. The for-
mer isolating type of experience can prevent the child from experiencing habituat-
ing social experiences, while the latter type of social-evaluative experience can lead
to the conditioning of social-evaluative fears. Ultimately, each type of negative peer
experience contributes risk for SAD. Current theorising on the role of peer experi-
ences in the development of SAD has emphasised peer experiences during child-
hood and adolescence. These developmental periods are associated with an increase
in exposure to peers and new social settings (e.g. starting school during childhood,
starting high school during adolescence, starting a job in adolescence, access to
more social activities in adolescence; Steinberg 2010), and this provides opportuni-
ties for negative peer experiences to occur. From a theoretical perspective, adoles-
cence is thus a developmental period where there is a greater likelihood for negative
peer experiences to contribute risk for the onset of SAD. While theory has empha-
sised peer experiences in childhood and adolescence as being relevant to the devel-
opment of SAD, it is unclear whether negative peer experiences during other life
periods would also be similarly influential.
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Research

Cross-sectional studies have demonstrated that SAD is associated with poor peer
relationships. For example, studies have shown that children with SAD initiate and
engage in fewer peer interactions (Beidel et al. 1999; Spence et al. 1999), while
adults with SAD retrospectively report having fewer friends in childhood compared
to nonclinical controls (Rapee and Melville 1997). Notably, there have been a larger
number of cross-sectional studies that have looked at peer relationships in relation to
social anxiety levels in nonclinical samples of youth. These studies have shown that
higher levels of social anxiety are associated with having fewer friends, less intimate
friendships, lower levels of peer acceptance, more negative peer and classmate inter-
actions, increased peer- and self-reported victimisation, and higher levels of social
withdrawal (Blote et al. 2010; Blote and Westenberg 2007; Erath et al. 2007; Garcia-
Lopez, Irurtia, Caballo, and Diaz-Castela 2011; Greco and Morris 2005; La Greca
and Harrison 2005; La Greca and Lopez 1998; Ranta et al. 2009, 2013). In prospec-
tive longitudinal studies of youth, negative peer experiences (such as relational vic-
timisation [e.g. exclusion from peer experiences], overt victimisation [e.g. physical
or verbal assault], and low peer acceptance) have been shown to predict higher levels
of social anxiety over time (Loukas and Pasch 2013; Ranta et al. 2013; Siegel et al.
2009; Storch et al. 2005; Tillfors et al. 2012; Vernberg et al. 1992). These longitudi-
nal studies provide evidence to support the suggestion that negative peer experiences
can lead to later elevated social anxiety during adolescence. Future studies with
prospective longitudinal designs will be required to examine whether exposure to
negative peer experiences predicts a later diagnosis of SAD.

Performance Deficits

Theory

There is support for the proposal that performance deficits in social situations play
an aetiological role for SAD (e.g. Kearney 2005; Rapee and Spence 2004). Most
theoretical accounts highlight that such deficits may be due to state anxiety interfer-
ing with behaviour or due to a lack of age-appropriate social skills or knowledge.
Performance deficits are thought to contribute to the development of SAD because
the deficits can result in negative evaluation from other people, which provide cir-
cumstances for the conditioning of social-evaluative fears. This in turn contributes
vulnerability for SAD. On the basis of existing theoretical accounts that discuss the
role of performance deficits, it is unclear as to the causes of the state anxiety or lack
of age-appropriate social skills/knowledge that are proposed to lead to the perfor-
mance deficits. Nonetheless, potential causes for the state anxiety that interferes
with social performance may include the stigmata of existing physical or health
difficulties (e.g. stuttering, obesity, etc.) and potential causes for a lack of age-
appropriate social skills or knowledge may include decreased exposure to social
situations (e.g. due to overprotective parenting). Based on current theorising on the
aetiological role of performance deficits for SAD onset, it is assumed that such defi-
cits can occur at any time during an individual’s life, and there is no suggestion that
there is a greater likelihood of performance deficits occurring during adolescence
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compared with other developmental periods. However, the transition from child-
hood to adolescence is typically associated with an increase in social demands
(e.g. from peers) and an increase in access to various new social environments
(e.g. recreational, educational, and vocational settings; Steinberg 2010). Given the
social pressures and novelty in these contexts, the transition to adolescence may be
associated with a greater likelihood of performance deficits as well as potential for
subsequent negative evaluation from others and thus a greater risk of SAD onset.

Research

Compared to non-anxious controls, youth with SAD exhibit poorer observer-
rated performance on role-play, conversation, and speech/reading tasks (Alfano
et al. 2006; Beidel et al. 1999, 2014; Inderbitzen-Nolan et al. 2007; Spence et al.
1999), although there are some exceptions (Tuschen-Caffier et al. 2011). The
finding of performance deficits exhibited by individuals with SAD relative to
controls has also been demonstrated in adult samples (Baker and Edelman 2002;
Voncken and Bogels 2008). Notably, in the studies that have demonstrated per-
formance deficits, it is unclear as to whether the relatively poor performance of
individuals with SAD was due to interference from state anxiety or due to a lack
of social skill or knowledge for the task at hand. Furthermore, it is unclear as to
whether the individuals in the studies had experienced performance deficits in
social-evaluative situations prior to the onset of SAD. Hence, it is difficult to tell
from these studies whether performance deficits are a cause or consequence of
social anxiety. Future studies will need prospective longitudinal designs to obtain
better evidence to evaluate the aetiological role of performance deficits for SAD
in adolescence.

General Learning Mechanisms

Theory

Although the emphasis in the literature is on parent-related learning mechanisms
that convey risk for SAD (see section “Parent factors”), there is support for the role
of learning mechanisms more generally that increase vulnerability for the disorder
(e.g. Hofmann and Barlow 2002; Kearney 2005). These mechanisms include direct
and indirect conditioning experiences. Examples of direct conditioning experiences
that can convey risk for the development of SAD have already been discussed
(see sections “Life events”, ‘“Peer experiences”, and “Performance deficits”).
Indirect conditioning experiences that convey risk for the development of SAD
involve the acquisition of social fears via another person, such as through observa-
tion of their fear response (e.g. modelling; adolescent sees a peer who is being bul-
lied) or through verbal communication (e.g. information transfer; adolescent listens
to negative experience of peer being bullied). The learning processes specified are
assumed to have the potential to occur at any time in one’s life via different experi-
ences (e.g. parenting, life events, peer experiences, performance deficits). Relevant
to SAD onset in adolescence, it appears that greater independence from parents and
increased exposure to peers and new social environments (e.g. recreational,
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educational, vocational) during this period (Steinberg 2010) may mean that
parent-related learning processes are less likely to occur, while learning processes
associated with peer experiences and performance deficits may be more likely to
occur and convey risk for SAD onset.

Research

Besides research that has already been discussed in relation to learning processes
(e.g. parent-related learning mechanisms; de Rosnay et al. 2006), there are condi-
tioning studies that have directly examined the learning processes of individuals with
SAD. Relative to healthy controls, adults with SAD exhibited a greater fear response
to neutral faces that were conditioned with critical facial expressions and insults
(Lissek et al. 2008). This finding suggests that SAD is associated with enhanced fear
conditioning when socially relevant unconditioned stimuli are involved. However,
the findings of this study contrast with other experimental studies that have not been
able to demonstrate enhanced fear conditioning for adults with SAD, either when
socially irrelevant unconditioned stimuli (Hermann et al. 2002; Schneider et al.
1999) or socially relevant unconditioned stimuli (Tinoco-Gonzélez et al. 2014) are
involved. In relation to these conditioning studies, future research will first need to
clarify the inconsistent findings. Should evidence of reliable conditioning processes
that are relevant to the aetiology of SAD emerge, prospective longitudinal studies
will then need to be conducted to investigate whether such processes can predict a
later diagnosis of SAD, particularly during adolescence.

Cultural Factors

Theory

Although culture has been proposed to contribute to the development of SAD
(Rapee and Spence 2004), it is not a widely supported aetiological factor from a
theoretical perspective. Rapee and Spence (2004) proposed that cultural norms can
influence how social anxiety is expressed, the associated consequences, and the
level of expressed social anxiety that is deemed as problematic and interfering with
one’s life. It is unclear from current theorising as to when cultural factors might
exert their influence to affect the risk of SAD onset. However, given that cultural
influences are present from birth and also affect the ways in which parents handle a
child, it is likely that this influence begins relatively early. In relation to SAD onset
in adolescence, there is currently no indication in the literature as to whether the risk
of SAD onset during adolescence due to cultural factors would be any different
from the risk of SAD onset from cultural factors during other developmental
periods.

Research

There are currently only cross-sectional studies that have demonstrated an associa-
tion between cultural factors and a diagnosis of SAD. One line of research
(see Brockveld et al. 2014; Hofmann et al. 2010 for reviews) has demonstrated that
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the lifetime prevalence estimates of SAD are generally higher in Western regions of
the world (e.g. 5.0-12.1 % in the USA, Grant et al. 2005; Kessler et al. 2005; 6.65 %
in Europe, Fehm et al. 2005) compared to Middle Eastern countries (e.g. 0.82 %;
Mohammadi et al. 2006) and Asian countries (e.g. 0.5 %; Lee et al. 1990). There are
also cross-sectional studies that have looked specifically at ethnicity and SAD. These
studies have shown that White Americans are more likely to be diagnosed with
SAD compared to Asian Americans, Hispanic Americans, and African Americans
(Asnaani et al. 2010; Breslau et al. 2006; Grant et al. 2005). One suggestion is that
these cultural differences in diagnosis reflect differences in the life impact of social
reticence, thereby influencing the assignment of a disorder (Rapee et al. 2011). For
example, it has been found that a more positive attitude towards socially reticent
behaviour among Eastern compared with Western populations is already applied
from childhood (Chen et al. 1998, 2009). Overall, given the studies that have linked
cultural factors (e.g. living in Western regions of the world, endorsing a Caucasian
ethnicity) to SAD are cross-sectional in nature and have recruited individuals
already with a diagnosis of SAD, it is difficult to tell whether the presence of these
cultural factors contributes risk for the development of SAD. Future studies will
need to employ prospective longitudinal designs to test whether the presence of
certain cultural factors leads to later elevated social anxiety levels or a diagnosis of
SAD. In relation to the onset of SAD in adolescence, longitudinal studies of the sort
described will need to have their endpoint during the adolescent period.

Limitations of Existing Research on the Aetiology of SAD
and Directions for Future Research

Several limitations of the existing research base on the aetiology of SAD have
already been highlighted in previous sections. These limitations, together with some
additional ones, will be summarised in this section. Based on the limitations of
existing studies, directions for future research will be proposed with particular
emphasis on issues relevant to the onset of SAD during adolescence.

Based on the current research reviewed in this chapter, it is evident that certain
proposed aetiological factors for SAD have generally been more heavily studied (e.g.
biological factors) compared with other factors (e.g. cultural factors). A more serious
limitation is that the majority of research into proposed aetiological factors has uti-
lised cross-sectional designs. Only half of the number of described factors have been
studied using prospective longitudinal studies, and these types of studies have been
in the minority. Temperament, parent factors, and peer experiences are the factors
most commonly studied prospectively. Longitudinal studies have shown that child-
hood behavioural inhibition predicts higher social anxiety levels and a diagnosis of
SAD both in later childhood and in adolescence (e.g. Clauss and Blackford 2012).
Additionally, several parent factors including both parenting style (e.g. characterised
by overcontrol or expressed anxiety) and parent-child attachment (e.g. insecure
attachment) have been shown to play a role in the prediction of higher levels of later
social anxiety and treatment outcome in youth (e.g. Bar-Haim et al. 2007;
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Garcia-Lopez et al. 2009, 2014; Lewis-Morrarty et al. 2012). Finally, negative peer
experiences during youth (e.g. relational or overt victimisation, low peer acceptance)
have been shown to predict future increases in social anxiety (e.g. Ranta et al. 2013).
At least two further longitudinal studies have evaluated the prediction of social anxi-
ety in adolescence from cognitive factors (interpretation bias, self-focus; Miers et al.
2013) and a biological factor (event-related potentials; Battaglia et al. 2012), respec-
tively. Longitudinal studies are of particular importance to evaluate whether the pres-
ence of a factor predicts future levels of social anxiety or a diagnosis of SAD. Hence,
there is a need for future studies to recruit individuals without high levels of social
anxiety or a diagnosis of SAD in order to test the predictive nature of proposed fac-
tors. Of course, ultimate conclusions about causality can only follow experimental
manipulation of particular variables, a design that is especially difficult to apply to
theories of the development of disorder. However, a variation of the experimental
design, the use of highly targeted intervention, can help to indicate the causal status
of variables especially when combined with longitudinal designs.

Based on the theoretical accounts of risk factors for SAD reviewed in this chap-
ter, it is evident that most accounts point to the importance of interactions between
relevant factors in the development of SAD (e.g. Higa-McMillan and Ebesutani
2011; Morris 2001; Rapee and Spence 2004). Indeed, there may be some factors
that are more likely to interact with others. For example, in childhood, temperament
may be more likely to interact with parent factors (e.g. Kiff et al. 2011; Lengua and
Kovacs 2005; Rubin et al. 1999) and peer experiences (e.g. Sanson et al. 2004; Van
Hecke et al. 2007) as opposed to other proposed aetiological factors. In relation to
SAD onset in adolescence, significant developments in cognition and neurobiology
during adolescence, together with increased exposure to peers and novel social
environments (e.g. recreational, educational, vocational; Blakemore 2008;
Blakemore and Choudhury 2006; Steinberg 2010) may mean that interactions
between cognitive factors, biological factors, peer experiences, and performance
deficits may be more likely. In addition, given the higher heritability of social anxi-
ety in youth compared to adults (Scaini et al. 2014) and the substantial changes in
social environments during adolescence that have been referred to, there may be an
increased likelihood of gene-environment interactions that influence the onset of
SAD during the adolescent period (see also Caspi and Moffitt 2006).

There are some existing longitudinal studies that have already demonstrated
interactions between key variables. For example, as previously noted in relation to
temperament and parent factors, Lewis-Morrarty and colleagues (2012) showed a
significant link between consistently high behavioural inhibition during childhood
and higher levels of social anxiety during adolescence in the presence of high mater-
nal overcontrol, while there was no such link between behavioural inhibition and
later social anxiety levels in the presence of low maternal overcontrol. As another
example in relation to temperament and cognitive factors, although not specific to
the prediction of social anxiety, Pérez-Edgar et al. (2010) demonstrated a link
between consistently high behavioural inhibition during childhood and higher lev-
els of later social withdrawal during adolescence but only for adolescents with an
attentional bias towards social threat. Clearly, future research will need to take
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potentially complex interactions into account. On a related point, there is a lack of
consideration of the role of protective factors in most current theories of the aetiol-
ogy of SAD. This may be the case because protective factors are assumed to be the
reverse of proposed risk factors. For example, avoidance of social-evaluative situa-
tions (e.g. due to parental modelling or encouragement) has been proposed to con-
vey risk for SAD, and in contrast, exposure to such situations has been discussed as
a protective factor for SAD (e.g. Kearney 2005; Kimbrel 2008). However, there may
be protective factors that are not simply the reverse of proposed risk factors for
SAD. To illustrate with an example in the context of peer experiences, there is evi-
dence that the impact of peer victimisation is decreased when children have a close
friendship (e.g. Hodges et al. 1999). In general, future longitudinal studies should
take protective factors and their potential interactions with proposed aetiological
factors into account.

As is evident in previous sections of this chapter, the timing of occurrence of
proposed aetiological factors is important to consider. However, current theoretical
accounts of proposed aetiological factors rarely provide a timeframe of influence
for the factors. For example, although temperament is currently theorised to convey
the most risk for SAD during childhood, it is unclear as to the developmental time-
frame during which biological factors exert their influence on the risk of
SAD. Besides the timing of the occurrence of aetiological factors, two other dimen-
sions that the factors can vary on are duration and intensity (e.g. Higa-McMillan and
Ebesutani 2011; Rapee and Spence 2004). Future longitudinal studies should take
these dimensions into account from both a theoretical and empirical perspective
(e.g. how will a factor’s duration and intensity be operationalised?) when they
examine aetiological factors.

Conclusions

SAD is a relatively common disorder with high societal and personal burden.
Improved understanding of factors that maintain and provide risk for this disor-
der is critical to help reduce its impact. The development of a number of valuable
models of the maintenance of SAD (e.g. Clark and Wells 1995; Rapee and
Heimberg 1997) led to improved treatments that have increased effect sizes for
the established disorder (Clark et al. 2006; Rapee et al. 2009). In a similar fash-
ion, an understanding of the factors and their interactions that promote risk for
SAD would help to develop efficacious intervention and prevention strategies.
Existing theoretical accounts of the aetiology of SAD have highlighted several
potential risk factors for the disorder. However, while there is evidence to sug-
gest that the more commonly studied risk factors such as temperament, parent
factors, and peer experiences play a role in the onset of SAD during adolescence,
evidence to evaluate the aetiological role of the other proposed risk factors for
SAD onset in adolescence has been lacking. Given the early age of onset and the
chronic course of SAD, it is vital that the required research is conducted to enable
a greater understanding of critical risk factors and the developmental stages at
which they are most influential so that intervention and prevention strategies can
be developed and enhanced. There are still many pieces of the puzzle to uncover.
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We are still a long way from recognising all relevant risk and protective factors
and especially their likely very complex interactions. With continued research,
this complicated puzzle will begin to emerge.
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Prevalence of Social Anxiety Disorder and Social Fears
in Western and Non-Western Countries

Social anxiety includes a spectrum of phenomena that may range from shyness to
more or less isolated social fears up to the clinically relevant diagnostic prototype of
SAD, sometimes also extending to avoidant or anxious personality disorder. Social
fears may occur in only one or two situations but may also be more pervasive in a
wider range of situations. They include performance fears such as fear of public
speaking or speaking in front of others or taking tests and fears of being observed
by others while writing in public, reading aloud, or eating and/or drinking in public.
Other social fears relate to social interactions such as initiating and/or maintaining
a conversation, talking to or dealing with others, using public restrooms, or going to
(social) activities or participating in social events (APA 2000, 2013).
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Social Anxiety Disorder (SAD)

Social anxiety disorder (SAD) or social phobia is the most frequent anxiety disorder
and the second most common of all DSM-IV disorders (Kessler et al. 2005b). Rates
are higher in adults as compared to adolescents and children, but as implicated in the
studies shown here, the differences between adults and adolescents are at least in
part explained by methodological artifacts and the remaining differences are small.

About 13 % of the population meet the diagnostic criteria for SAD at some point
in their life (Beesdo et al. 2007; Kessler et al. 1994), and mean lifetime prevalence
is estimated at 6.7 % in European (Fehm et al. 2005) and up to 12.1 % in US sam-
ples (NCS-R; Kessler et al. 2005a). Twelve-month prevalence rates for SAD range
from 0.4 (Neufeld et al. 1999) to 6.8 % (Chavira et al. 2004). Prevalence estimates
generally vary across studies due to sampling and assessment strategies (screening
tools or self-report measurements vs. standardized or structured interviews, please
see Chap. 6), applied diagnostic criteria (DSM vs. ICD), or culture-bound forms of
social anxiety such as taijin kyofusho (Kleinknecht et al. 1997) or hikikomori
(Nagata et al. 2013). Lifetime rates range between 15.3 and 32.4 % in clinical sam-
ples (Last et al. 1992; Lépine et al. 1993; Zhang et al. 2004) and between 2.5 and
24.0 % in community samples (Fehm et al. 2005).

There is a lack of comparable studies in children and adolescents in non-Western
countries, specifically East-Asian regions. However, studies among East-Asian adults
have yielded lower SAD estimates ranging between 0.5 and 1.2 % according to DSM
or ICD (Hwu et al. 1989; Tsuchiya et al. 2009; Kleinknecht et al. 1997; Lee et al.
2009). Of note, culture-specific forms of social anxiety are typically more frequent in
the respective culture than DSM-defined social anxiety (Dinnel et al. 2002; Vriends
et al. 2013; Lee et al. 2006). Hence, ethnic differences on self-reported social anxiety
are likely attenuated when assessments consider views of the self that are typically
associated with Western cultures (Hong and Woody 2007; Heinrichs et al. 2006; Essau
et al. 2012) and when culture-specific assessment formats and evaluations of impair-
ment are used (Hsu and Alden 2007). Lifetime prevalence estimates in childhood and
adolescence are somewhat lower than for adults in Europe and the United States,
where rates are up to 10 % (Merikangas et al. 2011; Beesdo et al. 2007; Feehan et al.
1994). Again, reported rates are higher in adolescents than in children and higher in
girls than in boys. For example, the overall rate for SAD was 3.9 % in Turkish children
and adolescents; 1.8 and 3.5 % for boys and girls aged 9 to 10 years, respectively; and
3.2 and 6.4 % for boys and girls aged 11-13 years (Demir et al. 2013). In Finnish
adolescents aged 12-17 years who were drawn from the general population, the
12-month prevalence was 3.2 % for SAD with a further 4.6 % with subclinical SAD
(Ranta et al. 2009b). Finally, the prevalence has been found to be 5.5 % in Spanish
adolescents (1318 years) and 5.8 % (12-18-year-old) who were also drawn from the
general population (Garcia-Lopez et al. 2014; Garcia-Lopez 2015b, respectively).

Social Fears

The most common social fear both in adolescents and in adults is fear of public speaking
(Stein et al. 1994; Faravelli et al. 2000; Magee et al. 1996; Kessler et al. 1994). However,
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isolated or pure social fears occur rarely, as the majority report at least one other social
fear (Kessler et al. 1998; Wittchen et al. 1999b). For the recently introduced specifier for
DSM-5 social anxiety disorder, namely, “performance only,” reliable prevalence esti-
mates are still rare (Garcia-Lopez et al. 2015a, 2015b; Kerns et al. 2013). Unreasonably
strong social fears were found in 22.3 % of male and in 32.2 % of female adolescents
and young adults aged 14-24 years (Wittchen et al. 1999b). Similarly, at least one-fifth
of adults reported unreasonable strong social fears (Fehm et al. 2008). In a community
sample of adolescents and young adults, 20.0, 11.6, and 11.7 % of respondents reported
fear of one, two, three or more social situations, respectively, and among individuals
with DSM-IV SAD, rates were 24.2, 18.7, and 57.1 % (Knappe et al. 2011). Among
Spanish adolescents, the highest anxiety-provoking social situation was speaking in
public (11 %), followed by being observed by others (9.7 %), being in an embarrassing
situation (9.3 %), and being rejected (9 %) (Garcia-Lopez et al. 2008).

Further, a substantial proportion of adolescents and young adults reported social
fears that may not necessarily meet the criteria for the diagnostic threshold of SAD:
23.1 % reported symptomatic SAD, i.e., positively affirmed a diagnostic stem ques-
tion for “ever having a persistent, irrational fear of, and compelling desire to avoid
a situation in which the respondent attended social affairs, like going to a party or
meeting,” and another 18.4 % met all but one diagnostic criteria for SAD according
to the DSM-IV (Knappe et al. 2009a). Of note, the direct and indirect economic and
individual costs associated with SAD are substantial, and those of subthreshold
SAD approach those of the full-threshold disorder (Acaturk et al. 2009).

Onset, Natural Course, and Persistence
Onset

Retrospective reports of clinical populations have located the age of SAD onset in
late adolescence and adulthood (Keller 2006; Wittchen and Fehm 2001), likely
reflecting the point in life at which symptoms have led to severe impairment requir-
ing treatment, after the disorder has been present for a considerable proportion of
years. In contrast, prospective-longitudinal studies in youth preponed first onset of
SAD toward childhood and adolescence between ages 10 and 16.6 years (Wittchen
and Fehm 2001; Magee et al. 1996). Specifically, the core high-risk period spans
from 9 years of age to the third decade of life (Beesdo et al. 2007). New onsets after
the age of 20 are probably rare, though further peaks of incidence may not be strictly
excluded. For clinicians, it is worth knowing that most adults with SAD fail to recall
the first onset of SAD symptoms or to remember a time when SAD did not affect
their daily life — probably because of the early onset in childhood and adolescence
(Wittchen and Fehm 2001) (Figs 3.1 and 3.2).

Duration and Course Patterns

The mean duration of SAD symptoms ranges from 19 to 21 years in clinical studies and
from 19 to 25 years in community studies (Fehm et al. 2008; Wittchen and Fehm 2001).
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Fig. 3.1 Estimated cumulative incidence of social fears and social anxiety disorder in a sample
of adolescents and young adults (TO-T3, last observation carried forward, Source: EDSP 2014)

Little is however known about the natural course of SAD, and the majority of
findings are based on adult samples. Studies are needed that cover the high-risk
period for SAD onset as well as tracking subsequent chronification vs. alleviation of
SAD symptoms. Prospective examinations in adult clinical samples and primary
care patients indicate a chronic, i.e., long-lasting, course with enduring symptom
load (Chartier et al. 1998; Beard et al. 2010). One small retrospective cross-sectional
study of 39 socially anxious adults (Chartier et al. 1998) revealed four patterns of
course: “worsening” (8 %), “stability” (33 %), “slight improvement” (21 %), and
“remission” (38 %) of symptoms across an average illness duration of 29 years
(£2.7 years). Notably, all respondents reported to meet DSM-IV diagnostic criteria
of SAD continuously during the course of the disorder, with the exception of the
remission pattern, which was associated with a marked improvement of social anxi-
ety, none or a minimal level of distress, lack of avoidance, and interference. Larger,
predominantly community studies indicate, however, that meeting the disorder crite-
ria continuously over long time periods is rare. Comparing the ratios of the 12-month
to lifetime rate (90.9 %) with 30-day to 12-month prevalence rate of SAD (55.7 %)
in the cross-sectional NCS-A, Kessler and colleagues concluded that persistence of
SAD is better characterized by recurrences than by constant chronicity (Kessler
et al. 2012). In accordance, prospective-longitudinal examinations have revealed
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and young adults (TO-T3, last observation carried forward, Source: EDSP 2014)

considerable persistence of SAD, but also substantial fluctuations of symptom sever-
ity. In the 15-year prospective multi-wave Zurich Cohort Study (Angst and Vollrath
1991), no individual with SAD was diagnosed continuously at each follow-up
assessment after the disorder had manifested (Merikangas et al. 2002). Thus, diag-
nostic stability of SAD is presumed to be low, consistent with findings that stability
rates of threshold SAD (defined as meeting the full DSM-1V criteria again at a sub-
sequent assessment) ranged between 7.1 and 15.1 % in a prospective-longitudinal
study (Beesdo-Baum et al. 2012), depending on the assessment times that were con-
sidered and the follow-up periods. Rates increase to 56.7 % when also symptomatic
and subthreshold SAD is taken into account. These stability rates for SAD may
appear rather moderate, but SAD at each time point was associated with a consider-
ably increased risk to also have the disorder or signs and symptoms of the disorder
at later points in time, compared to the rates for those without SAD. In fact, a sub-
stantial proportion of SAD cases reported at least some significant SAD symptoms
(21.5 %) or subthreshold SAD (19.7 %) at subsequent waves (Beesdo-Baum et al.
2012), indicating an oscillating course of SAD (i.e., waxing and waning) around the
diagnostic threshold (Wittchen et al. 1999a). Stability of social anxiety symptom-
atology has been found to be moderate in adolescents after 6 months reassessment
(Garcia-Lopez et al. 2008).
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Remission, Recovery, and Relapse

Few studies have considered the natural course of SAD among young people, so
available findings may lead to misinterpretations and underestimations of disorder
severity. We have therefore first drawn on studies with adult populations, where
more extensive data is available. Generally, the course of SAD in adults is consid-
ered to be less favorable in clinical than in primary care or community samples
(27 % vs. 40 % recovery rate after 5 years) (Steinert et al. 2013). Between 45 and
56 % of patients who underwent routine treatment in outpatient care centers experi-
enced at least partial remission from their symptoms over 68 years (Alnaes and
Torgersen 1999; Keller 2003), while in the community this rate was 77 % after 3
years (Steinert et al. 2013). In a female community sample, 64 % of SAD cases
were at least partially recovered, and 36 % showed full recovery 1.5 years later, i.e.,
no longer experienced any of the DSM-IV criteria of social phobia (Vriends et al.
2007). Roughly estimated, less than half of affected adults experience spontaneous
remissions or full recovery (Sibrava et al. 2013; Keller 2006; Bruce et al. 2005;
Alnaes and Torgersen 1999).

As noted, few studies have examined natural remission among children, adoles-
cents, and young people with SAD. However, one study with a clinical population
(many of whom received treatment) reported remission of SAD and other anxiety
disorders in 80 % of children aged 5-18 years (Last et al. 1996), but 30 % of the
cases reported another anxiety disorder 3—4 years later. In a community sample of
adolescents and young adults, the rate of full remission of SAD was 15.1 % (Beesdo-
Baum et al. 2012), that is, they revealed neither SAD symptoms nor other disorders
across a time period of up to 10 years. Hence, even though the frequency or intensity
of SAD symptoms may decrease over time, the risk for other mental problems (dis-
orders) increases (Essau et al. 2002).

Mental and Physical Comorbidity
Comorbidity with Other Mental Disorders

Co-occurrence of other anxiety and mental disorders with SAD is frequent in ado-
lescence and adulthood and is the rule rather than the exception (Wittchen and Fehm
2001). In general, comorbidity rates range from between about 69 and 99 % (Steinert
etal. 2013; Schneier et al. 1992) depending on the study sample, setting, and assess-
ments. The most frequent comorbid mental conditions in adolescents and adults are
other anxiety disorders, depressive disorders, substance use, and somatoform disor-
ders (Coles et al. 2006; Fu et al. 2007; Rogers et al. 1996; Beesdo-Baum and Knappe
2012), as well as personality disorders in adults (Massion et al. 2002; Lampe et al.
2003; Cox et al. 2009). Compared to non-SAD cases, an increased risk for suicidal
ideation but not for suicide attempts was reported in both cross-sectional and longi-
tudinal analyses of NEMESIS data drawn from adults (Sareen et al. 2005a).
Among the anxiety disorders, SAD most commonly co-occurs with specific
phobias, agoraphobia, panic disorder, and generalized anxiety disorder (e.g.,
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Alonso et al. 2004; Kessler et al. 2005b; Lampe et al. 2003; Merikangas et al. 2002).
Prospective epidemiological studies indicate that children and adolescents meeting
the criteria for SAD or any other anxiety disorder are at high risk for meeting the
criteria for the same or comorbid disorders also in adulthood (Costello et al. 2003),
and vice versa, adults with SAD or other anxiety disorders reported that the same
or comorbid disorder was already present in childhood and adolescence (Gregory
et al. 2007; Kim-Cohen et al. 2003; Rutter et al. 2006). Compared to unaffected
individuals, higher rates of SAD have also been observed in adult patients with
obsessive-compulsive disorders (e.g., Assuncao et al. 2012). Among individuals
with anorexia nervosa, elevated rates for SAD were observed relative to those with-
out anorexia, though findings are yet inconclusive (Godart et al. 2002; Swinbourne
and Touyz 2007); lifetime and current prevalence rates for SAD in threshold or
subsyndromal bulimia nervosa are significantly higher than in nonclinical controls
(Godart et al. 2002).

Comorbidity with Physical Disorders

Elevated rates of SAD have also been found to be associated with physical prob-
lems, specifically sleep problems and insomnia (Stein et al. 1993; Johnson et al.
2006), diabetes, thyroid disease, lupus, or other autoimmune disease (Sareen
et al. 2005b). Findings are however limited to adults. For adolescents, a history of
early language impairment was associated with a greater likelihood to meet diag-
nostic criteria for DSM-IV SAD by the age of 19 years (Voci et al. 2006)
(Table 3.1).

SAD as a Risk Factor for Incident Conditions

While acknowledging the variability in definitions and applied assessment methods,
analyses of comorbidity can inform understanding of shared and non-shared risk
factors for SAD and can help delineate hypotheses about underlying pathogenic
mechanisms. The most basic assumptions about the co-occurrence (comorbidity) of
mental and/or physical conditions are probably that co-occurrence is either at ran-
dom or that two or more conditions overlap or even represent the same underlying
clinical phenomenon. Comorbidity may also be due to the fact that one condition
temporally precedes the other, potentially as a (causal) risk factor for the other con-
dition. In this regard, SAD is presumed to serve as a risk factor for a cascade of
secondary psychopathology. Because longitudinal data (starting in childhood or
adolescence and with sufficient follow-up periods) are needed to resolve these ques-
tions, findings from studies in adolescents and young adults up to the third decade
of life are presented. Therein, longitudinal studies have provided evidence for the
role of SAD as a putative causal risk factor for depressive disorders (Beesdo et al.
2007; Stein et al. 2001b; Pine et al. 1998), substance use disorders (Buckner et al.
2006, 2008; Sonntag et al. 2000; Sareen et al. 2006; Zimmerman et al. 2004), and,
in some studies, psychosis (Schutters et al. 2011; Rietdijk et al. 2013).
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SAD as a Risk Factor for Substance Use

While depressive disorders may be considered a consequence of SAD, it is widely
assumed that the consumption of alcohol or other substances as a form of coping or
safety behavior bears the risk for alcohol-related problems (Schry and White 2013)
and/or other substance use disorders. Consumption of alcohol or other substances
prior or during social situations is expected to reduce self-perceived social anxiety
but also to affect attentional processes such as preferential processing of external
stimuli and physical symptoms such as facial blushing (Stevens et al. 2014). In addi-
tion, findings in college student samples point to the role of different drinking
motives; that is, alcohol may be consumed in order to reduce social anxiety in situ-
ations where intake of alcohol is deemed socially acceptable but fear of cognitive
performance deficits may also reduce the motivation for alcohol intake, particularly
in performance-related situations (Cludius et al. 2013). Similar observations were
made in relation to smoking and nicotine dependence and social anxiety; that is,
socially anxious individuals, in particular females, who use cigarettes to cope with
feelings of loneliness or social rejection may be particularly vulnerable to more
severe nicotine dependence (Buckner and Vinci 2013). Here, the potential mediat-
ing role of depression also needs to be considered.

SAD as a Risk Factor for Psychosis

Research on early signs and prodromal states of psychosis in adolescents and young
adults has pointed to SAD (Schutters et al. 2011) and social anxiety (Rietdijk et al.
2013) as a useful screener for paranoid symptoms in help-seeking individuals at
high risk for psychosis. Again, the associations between SAD and psychosis may
relate to shared and non-shared risk factors and to the temporal sequence of these
two conditions.

Risk Factors for SAD Onset and Course

A range of correlates and putative risk factors for SAD conditions have been exam-
ined. The findings are sometimes unclear as studies focus on selected factors and
use cross-sectional designs with diverging assessment strategies and outcome crite-
ria. For descriptive purposes, we will consider factors relevant for SAD onset and
SAD course.

Female Gender

Community samples have identified that females across all ages are about twice as
often affected by SAD as males (Demir et al. 2013; DeWit et al. 2005; De Graaf
et al. 2002; Merikangas et al. 2011; Ruscio et al. 2008; Wittchen et al. 1999b).
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In contrast, an equal gender distribution has been observed in clinical samples or
even slightly higher rates for men (Fehm et al. 2005). This may be due to the
difference in social expectations between genders that is still influential in many
societies. Of note, though some studies on convenience samples have suggested
differences in the prevalence of social fears between males and females, effect
sizes were low (Garcia-Lopez et al. 2008) but appear to increase with advanced
puberty (Deardoff et al. 2007).

In relation to the course of SAD, females report higher rates of comorbid anxiety
and depressive disorders (MacKenzie and Fowler 2013), whereas males more often
report comorbid externalizing disorders and substance use (Xu et al. 2012).

Peer Status and Social Skills

Mixed results have been found regarding the causal relationship of peer status and
social skills on SAD. There is ample evidence that negative peer status during child-
hood and adolescence is linked with higher levels of social anxiety (Erath et al.
2008; La Greca et al. 1988; La Greca and Stone 1993; Ranta et al. 2009a; Rao et al.
2007; Siegel et al. 2009; Storch et al. 2005; Tillfors et al. 2012; Vernberg et al.
1992), and both adolescents and adults with SAD are more likely to report a history
of peer victimization than their healthy counterparts or patients with other anxiety
disorders (Gren-Landell et al. 2011; McCabe et al. 2003; Roth et al. 2002; Garcia-
Lopez et al. 2011; Ranta et al. 2009a, 2013). However, some studies show that the
variable with the largest impact in predicting prospective anxiety symptoms is the
self-report of victimization and the reaction to these negative experiences (i.e., per-
sonal perceptions of the incident) (Bouman et al. 2012; Levinson et al. 2013). Since
many existing studies rely on retrospective accounts and lack objective peer ratings,
measurement issues need to be considered when comparing specific results.

The relationship between peer rejection and heightened social anxiety is likely to
be bidirectional (Tillfors et al. 2012). Thus, children and adolescents with elevated
social anxiety behave in a reserved way toward their peers, and their peers tend to
evaluate these children negatively. Negative evaluation from others may then rein-
force children’s fear of social situations, making the child more reluctant to interact
with his or her peers (Rapee and Spence 2004).

Whether the reserved social behaviors shown by children with social anxiety
reflect a lack of social skills is a matter of ongoing debate. Early studies by Spence
and colleagues (Spence et al. 2000) and Beidel et al. (1999) showed that SAD is asso-
ciated with not only lower subjective ratings of social skills but also lower observer
ratings on behavioral measures. Many subsequent studies have replicated these find-
ings in both clinical and nonclinical samples (Alfano et al. 2006; Beidel et al. 2014;
Inderbitzen-Nolan et al. 2007; Morgan and Banerjee 2006) and thus have provided
the basis for the application of social skills training in child and adolescent social
anxiety intervention programs (e.g., Beidel et al. 2000; Spence et al. 2000). However,
evaluating social skills in situations where children are anxious makes it difficult to
ascertain whether group differences reflect social communication skill deficits or a
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lack of social confidence. For example, Cartwright-Hatton and colleagues (Cartwright-
Hatton et al. 2003; Cartwright-Hatton et al. 2005) recruited a group of non-referred
school children and assessed their performance in a speech/conversation task and
found that, although more anxious children had more negative perceptions of their
performance, micro-behaviors and global impression of the performance did not dif-
fer significantly between anxious and non-anxious children. The authors concluded
that socially anxious children may benefit from cognitive interventions that focus on
maladaptive beliefs about how they appear to others during social encounters.

One approach to teasing apart social skills deficits and a lack of social confidence
is to consider the social communication difficulties that may underlie restricted
social behaviors. For example, Banerjee and Henderson (2001) reported that com-
munity children with high levels of social anxiety were rated by teachers as being
less skilled in social tasks that involved insight into others’ mental states, compared
to their low-anxious peers. Consistent with this finding are recent reports that clini-
cally referred children with anxiety disorders have inflated levels of traits of autistic
spectrum disorders (van Steensel et al. 2013) and that this is particularly the case
among children with SAD (Halls et al. 2014). Whether similar patterns are found
among adolescents with social anxiety requires investigation given findings that
adolescents show less impairment in behavioral measures of social skills than
younger children (Rao et al. 2007).

Clearly, more research is needed to clarify the causal relationship between peer
status, social skills, and SAD. However, existing evidence strongly suggests that
interpersonal relationships during the adolescent years shape subjective image of
the social self, and this image has a lasting impact which persists into adulthood.
Social skills training on the part of the individual as well as classwide prevention
and early intervention programs to change the environmental factors within the
school may have a synergistic effect for both anxious and non-anxious adolescents.
For example, reactions from classmates moderate anxious adolescents’ perfor-
mance level in social tasks (Blote et al. 2007), and children’s risk for peer difficul-
ties is moderated by classroom emotional climate (Gazelle 2006; Avant et al. 2011).

Familial Load and Parental Psychopathology

Family and high-risk studies strongly indicate that SAD aggregates in families, that
is, offspring are at increased risk for SAD when parents are affected themselves
(Knappe et al. 2009c; Lieb et al. 2000; Bandelow et al. 2004; Elizabeth et al. 2006;
Merikangas et al. 2003; Stein et al. 2001a). Associative family studies however do
not provide information on the mechanisms of intergenerational transmission, i.e.,
whether, when, and to which degree genetic factors, environmental factors, or a
combination thereof contribute to offspring SAD. The vast majority of literature has
demonstrated that both gene and environmental influences and their interaction con-
tribute to SAD.

Findings are mixed with regard to specificity of the parent-to-offspring
transmission. The Reading longitudinal study recruited mothers during pregnancy
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on the basis of their meeting diagnostic criteria for SAD (n=96), generalized anxi-
ety disorder (n=58), or having no history of an anxiety disorder (n=94). At the
most recent assessment (age 4-5 years), inflated levels of internalizing difficulties
and SAD (15 %), specifically, were already apparent among the offspring of moth-
ers with SAD compared to those with generalized anxiety disorder (2 %) and those
with no history of anxiety disorder (0 %) (Murray et al. 2014). These findings are
consistent with early diagnostic specificity in transmission, at least in the case
of SAD.

However, epidemiological data with adolescent or adult populations indicate
parental SAD, but also other parental anxiety, depressive, and alcohol use disorders
confer risk to offspring SAD above and below the diagnostic threshold and to other
offspring disorders as well (Knappe et al. 2009a, b; Lieb et al. 2000). Interestingly,
SAD cases with isolated performance-related fears had substantially lower rates of
parents with SAD or alcohol use disorders than SAD cases who reported fears in
interaction or both interaction or performance-related social situations (Knappe
etal. 2011). In addition, different risks for the development of social anxiety disor-
der may be associated with different developmental phases. For example, increased
social fears have been documented among infant and toddler offspring of parents
with social anxiety disorder (Murray et al. 2007, 2008; Akatr et al. 2014), indicating
that infancy and early childhood are sensitive time windows for learning social fears
through observation of parental behaviors.

Heritability and Candidate Genes

Heritability estimates specifically for SAD based on twin samples are modest,
range from 0.20 to 0.50 across studies (Knappe et al. 2010), and are generally com-
parable across ages (McGrath et al. 2012). However, it has been suggested that men
and women differ in the extent to which genetic and environmental factors contrib-
ute to SAD. Specifically, twin resemblance was best explained by (non-shared)
family-environment factors in females and by (shared) genetic factors in males
(Kendler et al. 2002). It is likely that there are common genetic risk factors underly-
ing many of the childhood anxiety disorders and traits, although the magnitude of
overlap differs depending on the age of the sample, measures used, and disorders or
traits considered (for reviews cf. Gregory and Eley 2007; McGrath et al. 2012). For
example, overlap in familial and non-shared environmental factors was observed
between specific phobia and SAD (Eley et al. 2008). Particularly for SAD, there is
some evidence for developmental dynamics; that is, genetic contributions to SAD in
childhood are different from those in adolescence and adulthood, indicating only a
limited degree of genetic continuity across time. Compared to other phobias, the
genetic effects on SAD were observed to dramatically change in adolescence and
young adulthood, when new and substantial genetic influences contributed to the
course of SAD and the development of comorbid conditions (Kendler et al. 2008).
With regard to potential candidate genes, the focus has been on specific genes
encoding components of serotonergic (5-HT) and dopaminergic pathways
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(Domschke et al. 2009; Gelernter et al. 2004) without notable results for
SAD. Progress in this field is slow and limited given that multiple genes of small
effect size are likely to contribute to SAD as well as to other anxiety-related condi-
tions (Gregory and Eley 2007) and because of a range of methodological issues
such as small or heterogeneous samples with broad age ranges, diverse comorbidity
profiles, false-positive results that do not hold up for replication, and vague thresh-
olds to differentiate between normative and pathological (social) anxiety condi-
tions (McGrath et al. 2012). Similarly, genome-wide association studies (GWAS),
including both linkage and association designs, have mostly focused on anxiety-
related traits, the broader category of anxiety disorders in general, or predomi-
nantly panic disorder (for an overview, cf. McGrath et al. 2012; Domschke and
Deckert 2012). Genetic polymorphisms are of further interest in understanding and
predicting outcomes related to SAD treatment, though findings are not yet convinc-
ing (Andersson et al. 2013). For more details on genetics and heritability in SAD,
refer to Tillfors et al. (2012), and Chap. 4 of this book.

Behavioral Inhibition and Other Temperamental and Personality
Factors

A further potential mechanism underlying the familial and genetic factors that are
associated with SAD is behavioral inhibition (BI). BI is a temperamental trait that
has been consistently associated with an increased risk for SAD. Originally derived
from laboratory-based direct observation, BI is defined as a chronic tendency to
“show an initial avoidance of or behavioral restraint to novelty” (Kagan et al.
1988a). Behavioral signs of BI in children include “long latencies to interact with
unfamiliar adults, retreat from unfamiliar objects, cessation of play and vocaliza-
tion, and long periods remaining proximal to the mother” (Kagan et al. 1988b). In
recent years, it has been shown that Bl is a heritable trait that has a strong neuro-
physiological basis (DiLalla et al. 1994; Kagan et al. 1987; Matheny 1989;
Robinson et al. 1992).

Early studies by Kagan et al. (1988a, b) found that children with extreme BI
tendencies at age 2 showed stable social avoidance and withdrawal behavior at ages
4,5.5, and 7.5. In diagnostic terms, a follow-up study of this same cohort at age 13
showed higher rates of SAD for children with BI (Schwartz et al. 1999). Similar
results have been obtained using retrospective self-reports in SAD patients (Van
Ameringen et al. 1998) and adolescents (Hayward et al. 1998). Results from a recent
meta-analysis (Clauss and Blackford 2012) indicate that BI is associated with a
greater than sevenfold increase in risk for developing SAD. This association
remained significant after considering study differences in temperament assess-
ment, control group, parental risk, age at temperament assessment, and age at anxi-
ety diagnosis. Collectively, it is well established that BI has the strongest relationship
with SAD above all other mental disorders.

There is an ongoing controversy regarding whether BI is a distinct construct
from SAD. Some researchers regard BI on a quantitative continuum from shyness
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to SAD (e.g., McNeil 2001). However, for the most part, BI is conceptualized as a
temperamental vulnerability that is linked to the later development of anxiety disor-
ders. Cultural differences in the manifestation of BI (Chen et al. 1998) and interac-
tions with parenting variables (e.g., Natsuaki et al. 2013) are some areas of future
research that may clarify such distinctions.

Biological Factors

Central to adolescent development are hormonal changes associated with growth
and puberty. As part of normative functional changes, morphological and neural
maturations significantly impact on cognition and information processing (Haller
et al. 2014; Blakemore 2008). The rapid increase of studies using structural and
functional imaging procedures with special interest in limbic and prefrontal brain
areas has contributed tremendously to our understanding of social anxiety and SAD,
though most findings are based on young adult samples between ages 20 and 35.
Structural data indicate enlarged amygdala and left hippocampal regions (Machado-
de-Sousa et al. 2014), increased thickness of the left inferior temporal cortex, and
reduced thickness of the right rostral anterior cingulate cortex (Frick et al. 2013) in
socially anxious young adults relative to controls. Some of these brain areas are
associated with dysfunctional regulation and processing of emotions in SAD which
is further supported by functional imaging studies.

Functional imaging studies in SAD focus on face perception, social cue process-
ing, and processing and inhibition of social threat stimuli as neural correlates for
SAD-relevant cognitive distortions and bias (Anderson et al. 2013; Pejic et al. 2013;
Gentili et al. 2009), as well as emotional hyperreactivity and ineffective emotion
regulation. For example, Goldin and colleagues (Goldin et al. 2009) examined neu-
ral correlates of emotional reactivity and cognitive regulation during processing of
harsh facial expressions (i.e., social threat) and violent scenes (physical threat) in 15
adults with SAD and matched unaffected controls. As a result, viewing social threat
resulted in greater emotion-related neural responses and reduced cognitive and
attention regulation-related neural activation in patients than controls, with social
anxiety symptom severity related to activity in a network of emotion- and attention-
processing regions only in patients (Goldin et al. 2009). For more details on the
neurobiological factors, regions, and processes in SAD (see Chap. 4 ).

Family Environment

Given the early onset of SAD in childhood and adolescence, the strong familial
aggregation, and the importance of the family for the social, emotional, and cogni-
tive development of an individual, diverse family processes have been hypothesized
to promote the onset or persistence or to affect the treatment of SAD (for a
comprehensive overview, see Knappe et al. 2010), such as insecure attachment
(Stevenson-Hinde and Shouldice 1990; Eng et al. 2001; van Brakel et al. 2006),
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higher levels of expressed emotion (Suveg et al. 2005; Garcia-Lopez et al. 2009,
2014), excessive family cohesion (Peleg-Popko and Dar 2001), and disturbed fam-
ily functioning (Ballash et al. 2006; Bogels and Brechmann-Toussaint 2006;
Tamplin and Goodyer 2001). It should be noted though that some of these concepts
have been linked with anxiety disorders, but their specific association with social
anxiety disorder has rarely been examined. An exception is Garcia-Lopez et al.’s
(2009) study revealing that parental psychopathology (parents with high expressed
emotion, EE) should be taken into consideration to prevent poor treatment outcomes
for socially anxious adolescent. More recently, Garcia-Lopez et al. (2014) have
found that the inclusion of parent training to reduce EE in a treatment program
designed to address social anxiety in adolescents had a positive effect on their
improvement, particularly when the parents’ EE status changed from high to low
expressed emotion after treatment. In addition, different roles for maternal and
paternal behavior in the development of child anxiety have been suggested (Bogels
et al. 2011; Bogels and Perotti 2011; Teetsel et al. 2014), for example, that fathers’
parenting behavior may have a particularly important role in encouraging the child
to playfully test limits, approach new situations, and actively cope with fears
(Majdandzic et al. 2014), whereas maternal parenting behavior may be particularly
critical for teaching social wariness (Bogels et al. 2011). Few studies to date have
distinguished between maternal and paternal behaviors; however, this is clearly a
priority for future research. In fact, awareness and investigations of the father’s role
for SAD and other anxiety disorders in offspring are increasing (i.e., Majdandzic
et al. 2014; Aktar et al. 2014; Bogels and Perotti 2011; Bogels and Phares 2008).

“Anxiogenic” Parenting

It is likely that parents who are anxious, depressed, or stressed display potentially
anxiogenic parenting behaviors and that offspring with SAD elicit adverse parent-
ing. Prospective evaluations are limited, but findings so far point to independent as
well as accumulated contributions of parental psychopathology and parental rearing
to offspring SAD.

Parenting styles and behaviors characterized by expressed anxiety, overcontrol,
and low warmth have been implicated in the development and maintenance of child-
hood anxiety disorders (e.g., Murray et al. 2009), with most consistent support from
both questionnaire and observational assessments of overcontrol (McLeod et al.
2007; Wood et al. 2003). It has been suggested that negative parenting behaviors
may be particularly pertinent to the development of SAD, where sensitivity to nega-
tive evaluation from others is a core feature (Gulley et al. 2014). Results of a recent
prospective study using observational methods have implicated parental overcontrol
in the development of social anxiety symptoms and disorder, particularly among
children with a stable history of high levels of behavioral inhibition (Lewis-Morrarty
et al. 2012). However, few studies have examined associations between parental
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behaviors and SAD specifically (i.e., in contrast to other anxiety disorders). A nota-
ble exception is a prospective-longitudinal study in adolescents and young adults, in
which offspring-reported dysfunctional parental rearing (rejection, overprotection,
and lack of emotional warmth) was associated with offspring threshold SAD and,
albeit less strong and less consistently, also with subthreshold SAD (Knappe et al.
2009a). Here, the constellation of higher paternal rejection and lower paternal (but
not maternal) emotional warmth and higher maternal (but not paternal) overprotec-
tion was observed in offspring SAD but not in other offspring anxiety disorders,
suggesting that there may be specificity in parenting factors associated with off-
spring SAD and that particular patterns of behaviors of mothers and fathers may
have distinct functions (Knappe et al. 2012).

Whether parenting behaviors account for the intergenerational transmission of
SAD has also received little empirical investigation. Notably, in the prospective-
longitudinal study described above, associations between offspring-reported parent-
ing behaviors and offspring SAD did not change after controlling for parental
psychopathology and vice versa, suggesting that both risk factors may contribute
independently to offspring SAD (Knappe et al. 2009a, c). However, offspring-
reported parenting on questionnaire measures may be subject to biases and may not
pick up on situationally specific parenting responses. Murray et al. (2012), for
example, found that differences in parenting behaviors (specifically increased pas-
sivity and reduced encouragement and warmth) between mothers with SAD or
GAD and non-anxious mothers were principally evident in the context of disorder-
specific challenge. In line with these findings, parents with SAD have demonstrated
less warmth and more criticism and doubts of child competency than parents with
other anxiety disorders when observed with their child conducting two performance
tasks, although notably no differences were found in parental overcontrol or auton-
omy granting (Budinger et al. 2013).

In addition to particular parental responses being more likely to occur in the
context of parental anxiety, depression, or stress, child experiences and characteris-
tics are likely to elicit particular parental responses. For example, natal complica-
tions have been found to relate to later overprotection and low emotional warmth,
with a trend toward serious health problems predicting unfavorable parenting
(Knappe et al. 2012). Furthermore, adverse experiences or particular child charac-
teristics may provoke particular parenting styles more readily among more anxious
parents. Consistent with this suggestion, Hirshfeld et al. (1997) found that maternal
criticism of the child was a function of a significant interaction between child
behavioral inhibition and maternal anxiety disorder status: Within the group of anx-
ious mothers, 65 % of those with inhibited children were critical compared to 18 %
of those with non-inhibited children. Similarly Murray et al. (2008) reported that
mothers with SAD showed low levels of encouragement to their infants to engage
with a stranger only when the infant was behaviorally inhibited. Together these find-
ings highlight the likely complex reciprocal and interacting relationships between
child and parent characteristics and behaviors.
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Information Processing Biases

Biases in information processing have been emphasized in theories of the develop-
ment and maintenance of anxiety disorders in both adults (Beck et al. 1985) and
children (Kendall 1985) and in models of social anxiety disorder specifically (Clark
and Wells 1995; Rapee and Heimberg 1997). Central to these theories are the
hypotheses that anxiety is reinforced by a tendency to (1) selectively or preferen-
tially respond to threat and (2) to interpret ambiguous information in a negative or
threatening manner. However, Spence et al. (1999) suggested that negative expec-
tancies about social situations may not be a key factor in the development of social
anxiety in children, but may initially be a response to a lack of social success, which
then later maintains anxiety by promoting avoidance of social situations. Findings
to date have not yet been able to fully evaluate this possibility, although, in contrast,
there is some evidence that infants at risk of SAD (by virtue of having a parent with
SAD) differ from low-risk infants (with non-socially anxious parents) in their look-
ing responses to emotional faces (Creswell et al. 2008) and that this is associated
with later anxiety symptoms (Creswell et al. 2011). In a similar vein, compared to
children of non-anxious mothers, 4 to 5-year-old children of mothers with SAD
were significantly more likely to give negative responses to school-based scenarios
presented in a doll-play format prior to the child starting school (Pass et al. 2012).
Furthermore, negative doll play predicted teacher reported anxious-depressed and
social worry problems at the end of the child’s first term at school. Despite these
intriguing findings which might suggest a developmental role of information pro-
cessing biases, cross-sectional studies that have examined associations between
information processing biases and SAD in children have failed to deliver a clear
pattern of results in relation to the maintenance of SAD.

Associations between attention biases and anxiety in children and adolescents
have varied across studies, with some finding that anxiety is associated with atten-
tion toward threat (e.g., Roy et al. 2008) but others finding attention away from (or
avoidance of) threat (e.g., Monk et al. 2006). Differences in findings may be
explained by methodological and sample characteristics, for example, the specific
anxiety disorder subtypes that make up the sample (Waters et al. 2014). Specific
associations between social anxiety and attention bias in children and adolescents
have received little attention; however, Stirling, Eley, and Clark (2006) reported that
social anxiety symptoms (and not general anxiety symptoms) in a community popu-
lation of 8—11-year-olds were significantly associated with a bias away from nega-
tive facial expressions. In contrast, Gulley, Oppenheim, and Hankin (2014) recently
reported a bias foward angry faces among children (9-15 years) with higher symp-
toms of social anxiety in both a community and a psychiatrically enriched sample.
Of particular note, the association between observed authoritarian and negative par-
enting and child social anxiety was mediated by attention to angry faces in the com-
munity sample. These cross-sectional findings provide preliminary support for the
hypothesis that environmental factors (such as parenting) may present a risk for
SAD by virtue of their influence on emerging information processing styles. These
findings are fascinating, but the lack of consistency in reported results to date
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emphasizes the need for caution and further examination of the role of attentional
biases in the development and maintenance of SAD in childhood and adolescence.

Although a number of studies have demonstrated that children with anxiety dis-
orders interpret ambiguous situations in a more negative manner than non-anxious
children (e.g., Barrett et al. 1996; Creswell et al. 2005), there has been little exami-
nation of disorder-specific associations. The studies that have considered this have
provided inconsistent findings, with some finding no SAD-specific associations
when compared to children with other anxiety disorders (Barrett et al. 1996) or non-
anxious controls (Creswell et al. 2014), but with one recent study reporting higher
fear and threat ratings in response to ambiguous situations in children with SAD
compared to both other anxious and non-anxious children (Alkozei et al. 2014).
These discrepancies may be accounted for by methodological and sample character-
istics, and further clarification is required. In addition, little is known about the role
of interpretation biases in SAD in adolescence. On the basis of Spence et al.’s (1999)
proposal, prospective studies are clearly required that follow children into adoles-
cence to examine the potentially changing association between interpretation biases,
social functioning, and social anxiety over time.

Although studies with children and adolescents have focused predominantly on
attention and interpretation biases, adult models of the maintenance of SAD empha-
size other information processing biases, such as recall biases, self-focused atten-
tion, and the tendency to view anxiety symptoms as having negative consequences
(e.g., Clark and Wells 1995; Rapee and Heimberg 1997). Accordingly, consider-
ation of broader indices of information processing in relation to SAD is required
with adolescent populations. One such recent example reported that adolescents
with SAD were more likely to recall information that they had been instructed to
forget than non-anxious children (Gémez-Ariza et al. 2013). These findings are
consistent with the hypothesis that young people with SAD may be particularly
likely to hold on to negative or unhelpful memories (e.g., relating to social failure),
and that this may underlie negative expectancies when entering novel social
situations.

Given the limited available evidence and lack of consistency found in relation to
information processing biases and SAD in adolescents, replication of positive find-
ings is required, as are prospective and experimental methods to establish the direc-
tional nature of associations at different stages in development.

Predictors for SAD Course and Persistence

In contrast to the substantial literature reporting on correlates and (risk) factors for
SAD or SAD onset, data on risk factors for the (natural) course of SAD, (i.e., with
regard to remission or persistence of SAD symptoms), are limited. Again, findings
vary between retrospective and clinical studies and prospective samples with vary-
ing follow-up periods and whether SAD or anxiety disorders in general are exam-
ined as outcomes. Most studies are based on adult samples. Among distal factors,
in a study of adolescents and young adults, presence of parental psychopathology
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was unrelated to persistence of offspring SAD, but higher levels of parental
overprotection were associated with higher persistence of offspring SAD (Knappe
et al. 2009¢). Also cumulative effects were suggested; that is, lack of emotional
warmth and disturbed family functioning predicted higher SAD persistence, par-
ticularly when parents were affected by a mental disorder themselves (Knappe
et al. 2009¢). Distal vulnerability characteristics such as parental SAD and depres-
sion, behavioral inhibition, and harm avoidance predicted SAD persistence and
also, but less consistently, diagnostic stability of SAD (Beesdo-Baum et al. 2012).

Among proximal factors, clinical characteristics of onset patterns and early
course are of interest (Noyes et al. 2005), with early age of onset (de Menezes et al.
2005; Lim et al. 2013; but see Crippa et al. 2007), degree of impairment (Davidson
et al. 1994), or symptom severity (DeWit et al. 1999), as well as comorbid condi-
tions (Yonkers et al. 2003; Massion et al. 2002), being associated with an unfavor-
able outcome. One study in young women did not find that SAD symptom severity
or duration predicted recovery 1.5 years later (Vriends et al. 2007), while other
studies with longer follow-up periods and including both genders reported that
baseline severity (van Beljouw et al. 2010), a longer duration of SAD, comorbid
panic disorder with agoraphobia, and lower psychosocial functioning predicted
lower rates of recovery from SAD (Beard et al. 2010). Blanco et al. (2011) recorded
treatment seeking in the past 12 months to predict an unfavorable course. In con-
trast, being employed, no lifetime depression, fewer than three lifetime psychiatric
disorders, less anxiety sensitivity, and fewer daily hassles were associated with
recovery from SAD (Vriends et al. 2007). In adolescents and young adults, pre-
dominantly clinical features in terms of early onset, generalized subtype, more anxi-
ety cognitions, severe avoidance and impairment, and co-occurring panic attacks
were associated with SAD persistence (Beesdo-Baum et al. 2012).

A Heuristic Framework for the Epidemiology of SAD

In parallel to a number of psychological models for SAD (Hughes et al. 2006; Clark
and Wells 1995; Hoffman 2002; Christensen et al. 2003; Morrison and Heimberg
2013), clinical-epidemiological research focusing on natural course patterns as well
as identification of correlates and risk factors and their interplay has stimulated a
diathesis-stress model (vulnerability stress model) linking societal, biological, and
psychological vulnerabilities with environmental stressors. This heuristic approach
may help to delineate hypotheses about multiple factors relevant for the onset and
course of SAD, as well as putative mechanisms and processes and their occurrence
within sensitive developmental periods. In the past decade, a range of studies have
provided findings in line with this approach (for a review, cf. Brook and Schmidt
2008). Childhood and adolescence have emerged as a sensitive time window for
first SAD onset, though indicators and early signs for SAD may already be observed
in infancy. The observed familial aggregation of SAD and the importance of the
family and environment (in addition or combination with genetics) for the societal,
emotional, and cognitive development of the offspring may denote a more
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family-oriented approach for targeted prevention and early intervention (Knappe
et al. 2010; Elizabeth et al. 2006). However, dissection of the complex interplay of
risk factors, correlates, and consequences is warranted to also understand underly-
ing mechanisms and, more specifically, to identify moderators and mediators for
SAD onset and course.

Summary and Conclusions

SAD is a debilitating condition that affects a large number of children and adoles-
cents in both Western and non-Western countries. Most patients report an onset age
of 20 years or younger, and symptoms tend to be persistent, although considerable
fluctuations are seen over time. High co-occurrence is found with other mental
problems, such as other anxiety disorders, depressive disorders, bulimia nervosa,
substance use and somatoform disorders, and even psychosis. In addition, individu-
als with SAD are at increased risk for physical disorders, including insomnia, dia-
betes, and autoimmune diseases. In light of these facts, early intervention and
prevention of SAD are a research imperative.

A wide range of risk factors have been identified to heighten incidence rates of
SAD. Demographic variables include female gender and parental history of psy-
chopathology. Low peer status and social skills and maladaptive familial environ-
ment and parenting are some typical psychological risk factors. Biological and
physiological factors as represented by behavioral inhibition also play an important
role in the manifestation and maintenance of symptoms. In recent years, cognitive
factors such as information processing bias have received increased attention in
relation to the etiology of SAD. These risk factors do not function independently,
but rather constitute a complex interplay underpinning multiple trajectories to the
onset of the disorder.

Current literature has come a long way since SAD was described as a “neglected
anxiety disorder” (Liebowitz et al. 1985). However, information regarding tempo-
ral alteration and the longitudinal course of the disorder is very limited. Future
studies may benefit from a family-oriented perspective to depict the divergent
developmental sequence, to provide a comprehensive model in promoting epide-
miological understanding of SAD, and to delineate targeted prevention and early
interventions.
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Maria Tillfors and Nejra Van Zalk

Introduction

Social anxiety tends to increase in early adolescence, and age 13 is considered the
typical age of onset for social anxiety disorder (SAD) or social phobia (see Rapee
and Spence 2004 for a review, as well as Chap. 3). Social anxiety is characterized by
social fears, excessive discomfort, anticipatory worry, rumination, and somatic
symptoms such as trembling, blushing, and sweating before, during, and/or after
social situations (Heiser et al. 2009). High levels of social anxiety are associated
with lower peer acceptance (Erath et al. 2010; Flanagan et al. 2008; La Greca and
Lopez 1998; La Greca and Harrison 2005) as well as increased peer victimization
(Garcia-Lopez et al. 2011; Siegel et al. 2009; Ranta el al. 2009, 2013; Storch et al.
2003; see also Chap. 5), impairment in romantic relationships (Hebert et al. 2013;
see also Chap. 8 of this book), high levels of loneliness (Stoeckli 2010), and poor
relationships with parents (Van Zalk and Kerr 2011; see also Chap. 2). As such then,
social anxiety can become a huge problem for young people’s social development.

Anxiety is a negative emotion, and when people experience negative emotions,
they tend to try to reduce them by regulating their feelings. Emotion regulation
refers to a number of automatic or controlled processes that people use to influence
their feelings (Gross 1998). It also involves attempting to influence when to have
these emotions and how to express them—both consciously and unconsciously
(Gross 1998). Commonly used emotion regulation strategies are escape and avoid-
ance. When people are afraid of external stimuli such as social situations or internal
stimuli such as frightening, intrusive thoughts, unpleasant bodily sensations, or
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intense emotions, it is natural to want to escape from these threatening situations
and unpleasant inner experiences and avoid them in the future. These common
transdiagnostic (or across-disorder) emotion regulation strategies have been shown
to play a central role in maintaining a range of different forms of psychological
ill-health, including SAD. In addition to helping maintain problems, these strate-
gies are believed to play important roles in the development of psychological ill-
health and are thus counterproductive. Nonetheless, compared to the maintenance
of ill-health, there is far less research focused on the development of ill-health
(Harvey et al. 2004).

During adolescence, major neurobiological changes take place in several
regions in the prefrontal cortex. These changes pertain to the neurobiological
brake system, which is believed to have the function of regulating emotions,
among other things. During this developmental period, the neurobiological brake
system is rather immature in relation to the brain’s more matured gas system. This
gas or alarm system is located in the subcortical areas of the amygdala/hippocam-
pus. Interestingly, this gap between the brain’s brake system and its ability to
accelerate, or gas, is larger in adolescence than during both childhood and adult-
hood (for a review of a neurobiological model of adolescent behavior, see
Sommerville et al. 2010). The amygdala is the area in the limbic system that is
believed to play an important role regarding many aspects of emotional informa-
tion processing and behaviors, such as processing of facial expressions of fear,
and associative aversive learning (Davis and Whalen 2001; Tillfors 2004). The
frontal part of the brain, or the prefrontal cortex, which is important for emotional
regulation, is assumed to inhibit amygdala activity much like the brakes in a car
(Davidson et al. 2000). Hence, the combination of neurobiological changes during
adolescence, and the fact that young people are faced with an array of other
changes in the social, cognitive, and behavioral domains, is likely to have impor-
tant implications for how they perceive and experience emotions, how they learn
to regulate them, and whether their regulation—or lack thereof—leads to the
development of psychological ill-health.

Adolescence: A Critical Time

Despite much debate about whether adolescence is a period characterized by
sturm und drang or is far less dramatic than previously believed, one thing is for
certain—young people are faced with various changes on neurobiological, social,
cognitive, and behavioral levels. Adolescents must learn to juggle the majority of
these changes fairly successfully, while changing physically and emotionally
and learning to adapt to their social environments. Whether dramatic or not,
therefore, these changes are likely to have an impact on early adolescent
development.
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Vulnerability for Developing Social Anxiety: The Genetic,
Neurobiological, Cognitive, Behavioral, and Social Level

The Genetic Level

Twin and family studies jointly suggest that rather than inheriting the risk for
developing a specific anxiety disorder such as SAD, people inherit a general
vulnerability to fearfulness (Fyer et al. 1995; Hettema et al. 2005; Rapee and Spence
2004; Tillfors et al. 2001). This general vulnerability, which could be manifested
through the body’s reactive alarm system via the amygdala/hippocampus, might be
expressed through the personality trait negative affect. Evidence suggests that
negative affect underlying different anxiety disorders could explain the high
comorbidity between them (Hudson and Rapee 2000). Additionally, indications
exist that as opposed to other anxiety disorders, SAD and depression also share a
specific vulnerability noticeable in the personality trait positive affect (Brown et al.
1998). This so-called double vulnerability with high levels of negative affect in
combination with low levels of positive affect could help explain the high level of
comorbidity observed between SAD and depression (Brown et al. 1998).

Another genetic risk factor which has been linked specifically to SAD is
behavioral inhibition (Kagan et al. 1993; Robinson et al. 1992). Behavioral inhibi-
tion is a temperamental dimension found very early on and is marked by subdued
affect and distressed and avoidant behaviors in toddlers and small children
(Kagan 1999; Kagan et al. 1988). Conceptual similarities between childhood
behavioral inhibition and social anxiety in adulthood, including avoidance behavior
and reticence in contact with unfamiliar people, have received focus in the litera-
ture. However, previous studies have found only a weak to moderate association
between childhood behavioral inhibition and later developed SAD (e.g., Rapee and
Spence 2004). One possible explanation for this moderate correlation could be that
the relationship between behavioral inhibition and later developed social anxiety is
moderated and/or mediated by dysfunctional emotion regulation strategies, such as
avoidance. This explanation still awaits testing, nonetheless.

The Neurobiological Level

Common underlying neurobiological correlates for the general genetic vulnerabil-
ity in anxiety disorders that have been observed in both emotional information
processing and emotion regulation are several subcortical areas such as the
amygdalalhippocampus, which is the body’s alarm system and is involved in
external stimulus-driven attention and appraisal, among other things. These types of
processes are referred to as bottom-up processes, because they are effortless and
preconscious. Top-down processes, on the other hand, are viewed as effortful and
reflective. Another area is insula, which is the so-called limbic integration cortex
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involved in internal stimulus-driven attention. The subcortical areas and insula work
in interaction with several regions of the prefrontal cortex, which is involved in
goal-directed top-down processes like emotional regulation, and the anterior
cingulate cortex, which is involved in both bottom-up and top-down processes
(e.g., Clark and Beck 2010; Gorman et al. 2000; Tillfors 2004). These areas are also
involved in the abovementioned neurobiological gap or imbalance between
emotional reactivity and control, which is large during adolescence (Sommerville
et al. 2010), and has been studied in research about self-regulation (see, e.g.,
Heatherton and Wagner 2011 for a review).

Another hypothesis concerning anxiety disorders relates to dysfunctions in the
brain’s serotonin system (see, e.g., Bell et al. 1999). Some evidence for the latter is
found in the fact that selective serotonin reuptake inhibitors (SSRIs) are effective in
the treatment of SAD. That is, an increased concentration of serotonin in the brain
appears to provide an anxiolytic effect (Van Ameringen et al. 1999). There is also
evidence that increased levels of serotonin may inhibit activity in the amygdala (or
the brain’s gas system), which in turn might result in a higher amygdala threshold
regarding when emotional stimuli trigger neural activity (Faria et al. 2014).
Additionally, it is not only successful medical treatment with SSRI that is linked to
inhibited activity of the amygdala, but the same is also true for successful psycho-
logical treatment using cognitive—behavioral therapy (e.g., Furmark et al. 2002).
Interestingly, in addition to inhibiting the activity in the amygdala after successful
medical treatment, the coupling between prefrontal cortex and the amygdala also
changes, indicating that the interaction between the brain’s gas system (the amyg-
dala) and its brake system (the prefrontal cortex) is central (e.g., Faria et al. 2014;
Phan et al. 2013).

There are further indications that the interactions between prefrontal regions and
subcortical regions can be both unidirectional, as regions in the prefrontal cortex
appear to inhibit the subcortical regions, and bidirectional (Davidson et al. 2000).
One way to explain this bidirectionality may be through the activity in the amyg-
dala, via respondent learning earlier in life, which has been associated with increased
reactivity to certain external as well as internal stimuli. These stimuli have thus
become emotionally colored, and the processes in the prefrontal cortex may this
way be controlled by emotions through bottom-up processes (Thompson and
Goodman 2010). Some support for this notion is provided by findings showing that
appraisal of both external and internal negative stimuli involves regions of the pre-
frontal as well the anterior cingulate cortex via elevated activity in the amygdala and
the insula, respectively (Etkin et al. 2011). Hence, for those persons with a genetic
and/or a psychological vulnerability, a bidirectional influence between prefrontal
and subcortical regions may pose a double risk during adolescence, via the imbal-
ance between prefrontal cortex and amygdala with its immature brake system and
the more matured gas system, as well as the suggested bidirectional effects on each
other. To summarize, there are indications in the literature that the prefrontal cortex
and the anterior cingulate cortex work in a dysfunctional way in concert with the
subcortical areas of the brain, which may be of importance for the development of
psychological ill-health in general and social anxiety in particular.
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The Behavioral and Cognitive Level

The core problem in social anxiety is a fear of being negatively evaluated by oth-
ers. For socially anxious individuals, this fear could be described as a struggle
characterized by wanting to take part in social interactions, but simultaneously
wanting to avoid the anxiety-provoking social situations (i.e., avoidance on an
overt level) as well as the unpleasant inner experiences such as negative emotions
and thoughts associated with approaching others (i.e., avoidance on a covert level;
Garcia-Lopez 2013; Kimbrel et al. 2010). Hence, people who suffer from SAD
show high levels of avoidance when faced with anxiety-provoking social situa-
tions, despite their wishes to take part in the social interactions. Avoidance on an
overt behavioral level is a further strategy to regulate emotions, which is likely
learned early in childhood through, for example, respondent learning or modeling,
and which, when paired with an individual variation in genetic vulnerability such
as behavioral inhibition or the body’s alarm system, may constitute a risk factor for
later development of social anxiety (Tillfors 2004).

Nevertheless, people with SAD are characterized by intense anxiety not only in
the anxiety-provoking social situations but also in the anticipation of such situa-
tions (characterized by anticipatory anxiety or worry) as well as afterwards (char-
acterized by postmortem processing, or rumination). In addition, socially anxious
people are quick in attending to potential threats. That is, they show high levels of
selective attention toward both external stimuli and internal stimuli (i.e., self-
focused attention) (Harvey et al. 2004). Furthermore, selective attention plays a
central role in well-known cognitive theoretical models (e.g., Clark and Wells’
cognitive model, Clark et al. 1995, 2003) as well as in cognitive—behavioral theo-
retical models (e.g., Rapee and Heimberg 1997). Excessive self-focused attention
has especially been highlighted during the last decades as one main candidate for
explaining the maintenance of SAD (cognitive model, Clark et al. 1995, 2003).
This theoretical model assumes that the fear and/or the anxiety a person experi-
ences when attending a social situation brings with it an elevated level of selective
attention toward internal stimuli (i.e., self-focused attention) as well as increase in
the risk of using control strategies (e.g., safety behavior, catastrophic thinking,
worry, and rumination), thus resulting in an increase in overt and covert avoidance
and disability. Hence, on a cognitive level, selective attention directed in the form
of external attention toward the surrounding environment and inward in the form
of internal self-focused attention appears to be one of the key concepts in central
theories about how and why social anxiety emerges and is maintained. In line with
this, selective attention also has been found to be a maintaining factor for SAD
(Harvey et al. 2004).

This notion may be supported and mirrored on a neurobiological level via both
bottom-up processes by the amygdala (attention of external stimuli) and the insula
(attention of internal stimuli) exhibiting increased neuronal activity in relation to
appraisal of threatening stimuli. It could also be mirrored in top-down processes by
prefrontal regions activating attention to emotional colored memories of past
events, which in turn could generate negative emotions and increased neural



76 M. Tillfors and N. Van Zalk

activity in the amygdala (Oschner and Gross 2007). Interestingly, recurrent
memories and imagery have been shown to be a maintaining factor not only for
posttraumatic stress disorder but also for SAD and may function as a warning sig-
nal for avoiding future danger (Harvey et al. 2004). Hence, social anxiety could be
maintained via selective attention both via neurobiological bottom-up and top-
down processes. Additionally, the recurrent intrusive memories activated before a
threatening social situation also can lead to an increased risk for completely avoid-
ing the feared situation in the future (i.e., overt avoidance).

One question comes to mind regarding Clark and Wells’ cognitive model of SAD
(1995). Namely, is it just the high level of internal, self-focused attention in itself
that may act as a mediator between selective attention to external social threats and
the development of SAD? Interestingly, thought processes such as worry and rumi-
nation (i.e., repetitive negative thinking) that characterize socially anxious people
refer to a conceptual-evaluative mode of self-focused processing and have also
been associated with maintenance of ill-health in general and SAD specifically
(Ehring and Watkins 2008; Harvey et al. 2004). Consequently, these control strate-
gies might set in motion a negative vicious cycle that could explain both the devel-
opment and continuance of ill-health.

Indeed, repetitive negative thinking is believed to constitute a cognitive risk.
Repetitive negative thinking is a generic term comprising thought processes such as
worry and rumination, which are both characterized by the repetitive, abstract, and
passive focus on topics of a negative nature that are perceived difficult to control
(Ehring and Watkins 2008). Furthermore, worry and rumination are believed to ful-
fill emotional regulatory purposes for unpleasant inner experiences. By their abstract
and predominantly verbal styles, worry and rumination are thought to reduce both
aversive imagery and unpleasant physical anxiety reactions related to potential
problems and threats. The consequences are assumed to be an increased level of
covert avoidance and thus a decline in emotional processing. This indicates a close
link between selective attention and worry/rumination, as, for example, the prefron-
tal regions may direct attention selectively to emotionally colored memories or
imagery through top-down processes. Without external inputs, these processes may
generate negative emotions and further increase the risk to make use of worry and
rumination to minimize discomfort. The latter may also partly contribute to explain-
ing a paradoxical observation. That is, when asked to upregulate negative emotions,
trait ruminators show a correlation with greater activity in the amygdala (Ray et al.
2005). Even though cautiousness should be applied to inferences of causality, it
does seem that the use of repetitive negative thinking has short-term functional
gains in potential reduction of negative emotions. Nevertheless, this could have dys-
functional consequences in the long run, such as impaired emotional processing and
a higher reactivity to negative emotions. This in turn increases the probability of
using repetitive negative thinking as an emotion regulation strategy and thus, the
vicious cycle spins on.

In adolescence, rumination appears to be used as an emotion regulation strategy
more often by early adolescent females than males in relation to stress and depres-
sion. Compared to boys, girls start to use rumination as an emotion regulation
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strategy as early as 12 years of age, which may partly explain why depression is
twice as common in girls. Boys seem to start using rumination as a strategy later on,
at 15 years of age (e.g., Jose and Brown 2008). It would therefore be interesting to
examine if rumination and worry predict an increase in social anxiety, whether
rumination and worry mediate the relationship between social anxiety and depres-
sion, and if there are gender differences regarding using rumination and worry in
relation to social anxiety and depression over time.

Another important note is that high levels of worry and rumination are associated
with impaired and less flexible problem-solving abilities. According to the reduced
concreteness theory of worry (Stober and Borkovec 2002), this may be explained by
the fact that an abstract thinking style is less detailed and specific and therefore
performs more poorly in generating alternatives. The latter process is serious and
may have implications for adolescents, especially in Western society where flexible
solutions are of utmost importance both at school and in social situations. In conclu-
sion, avoidance on a behavioral overt level as well as avoidance on a covert level are
likely dysfunctional ways to regulate emotions and both are strategies used by
socially anxious individuals.

The Social Level

Furthermore, covert avoidance, like worry and rumination has been shown to inter-
fere with curiosity and positive experiences in a social situation. This is likely due
to an increased level of internal self-focused attention, which could be both a risk
factor by itself and an assumed consequence of frequent use of other dysfunctional
emotion regulation strategies (Kashdan 2007). For example, being highly self-
focused could give off a lack of presence in social situations, which may be inter-
preted by others as a lack of interest. An increased level of self-focused attention
could therefore have implications for developing and maintaining interpersonal
relations. From a developmental perspective, this may pose a serious issue on a
social level, because peer relationships play a significant role in adolescence (e.g.,
Bukowski et al. 1991). In addition, well-functioning social relationships are a gen-
eral protective factor against developing ill-health (Alden and Taylor 2004; Rubin
et al. 2009). Taken together, selective attention as well as the functional aspect of
repetitive negative thinking are probably important contributing factors to the devel-
opment of social anxiety.

In conclusion, a number of common, cognitive transdiagnostic factors, such as
external and internal attention as well as repetitive negative thinking, are repre-
sented in the common underlying neurobiological areas mentioned above and
believed to be involved in the development of SAD. More specifically, adolescents
with an underlying vulnerability who experience social fears are at specific risk,
as it is likely easier for them to attend to and learn to fear both internal stimuli
(such as negative intrusive thoughts and memories, intense feelings, and unpleas-
ant bodily sensations) and external stimuli (such as feared social situations)
through a more reactive amygdala (the brain’s gas system). This in turn may
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increase the risk of recognizing these unpleasant internal stimuli as threats that
must be controlled. To compensate for an immature neurobiological brake system
in relation to the more matured gas system, adolescents with an underlying vulner-
ability may feel a quicker need to compensate for this imbalance by using dys-
functional emotion regulation strategies to reduce their internal unpleasant
experiences, as compared to those without the underlying vulnerability. This may
start a vicious circle, which could lead to developing clinical levels of social anxi-
ety in the long run.

The Development of the Social Brain and Its Links
to Social Anxiety and Problem Behavior:
When Peers Take Center Stage

In addition to a larger gap or an imbalance between the brain’s brake and gas
systems in adolescence compared to anytime in childhood or after adolescence, the
social brain also develops. The social brain is defined as those areas of the brain
involved in social cognition. Broadly speaking, social cognition is defined as becom-
ing aware of one’s own intentions, thoughts, and desires and the fact that other
people have them as well. By developing this so-called theory of mind, adolescents
begin to understand what impact other people’s intentions, thoughts, and desires
have in relation to oneself (Sebastian et al. 2010). Another part of the concept of
social cognition is a greater degree of self~-awareness, which also develops during
adolescence. One personality trait, self-consciousness, refers to people’s individual
differences in the degree of self-awareness or self-focused attention (Fenigstein
et al. 1975). Self-consciousness has been shown to consist of two separate aspects.
One is a private aspect that directs a person’s attention inward toward thoughts and
feelings, and the other is a public aspect that directs a person’s attention toward the
self as a social object. Examples of private and public self-consciousness, respec-
tively, are “I reflect about myself a lot” and “I usually worry about making a good
impression.” As previously mentioned, the core problem with SAD is a fear of being
negatively evaluated by others. This implies a high degree of public self-conscious-
ness, in that an individual cares very much about how he or she appears in the eyes
of others. To reflect upon oneself as a social object is something that is both neces-
sary for and precedes the development of social anxiety, according to Fenigstein and
colleagues (1975). Nevertheless, this in itself is not enough for developing social
anxiety, which could explain why there is only a weak to moderate correlation
between the concepts of public self-consciousness and social anxiety in the general
population (Fenigstein et al. 1975). In addition, private self-consciousness seems to
interact with the personality traits of negative affect and positive affect. That is, if a
person has high levels of private self-consciousness paired with high levels of nega-
tive affect, the feelings of anxiety, sadness, and fear appear to be intensified and vice
versa. Interestingly, high levels of negative affect and low levels of positive affect
are both believed to be underlying traits for developing SAD as well as depression
(Brown et al. 1998).
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The areas of the brain involved in the development of the social brain are
basically the same as those supposedly underlying anxiety disorders in general and
SAD in particular. These regions are also involved in the neurobiological gap or
imbalance between prefrontal regions and subcortical regions, which is greatest
during adolescence. Additionally, the development of the social brain is thought to
parallel the development of the dopamine system and manifests itself by adoles-
cents’ becoming more reward seeking in general (Sebastian et al. 2010). Specifically,
social rewards in the form of spending more and more time with peers become
more important during this period (see Steinberg and Morris 2001 for a review).
The striatum (consisting of the caudate and the putamen), which is a subcortical
brain region with many dopamine receptors, is involved in reward seeking. This
region is also connected to the prefrontal cortex. If the knowledge about the stria-
tum with its reward-seeking function is added to the knowledge about the function
of the regions that are involved in the neurobiological gap or imbalance in adoles-
cence and its bidirectional coupling, this could implicate that both reward incen-
tives and emotions can drive decisions for adolescents to a greater degree than in
adult life, which could explain several behaviors that are associated with teens.
Indeed, reward seeking has in turn been linked to increases in problem behaviors
such as alcohol use and delinquency, and there is a general increase in problem
behaviors specifically during the early adolescent period (Sebastian et al. 2010).
Furthermore, problem behaviors are associated with poor impulse control. People
with lesions in the orbitofrontal cortex, a region in the prefrontal cortex, have been
characterized by emotional instability and poor impulse control. The phenomenon
has been termed acquired psychopathy (see e.g., Davidson et al. 2000) and may
partly be analogous to adolescents’ exhibition of an immature neurological brake
system manifested in, for example, poor impulse control.

In a prominent conceptual model about delinquent behavior, Moffitt (1993) has
proposed two developing paths for delinquent behavior reflecting two different sub-
groups. One subgroup is small by size and is characterized by a life-course-persistent
behavioral pattern that has an early onset in childhood. This subgroup comprises
about 10 % of males and 1 % of females in the general population. A hallmark fea-
ture of this life-course-persistent subgroup is physical aggression that appears to
persist into midlife (Moffitt and Caspi 2001). The other larger subgroup has been
described as adolescence limited, shows a gender ratio of 1.5 boys to 1 girl, and is
expected to reflect normative rather than pathological behavior in adolescence as
well as a more temporary involvement in delinquent behavior. In addition, accord-
ing to Moffitt’s theory (1993), adolescents in the different subgroups tend to engage
in different patterns of delinquent behavior. On the one hand, adolescents in the
life-course-persistent group tend to get involved in victim-oriented crimes such as
violence to a higher degree and also show a stronger association with psychopathic
personality traits, such as lack of empathy, anxiety, and guilt (Moffitt and Caspi
2001). This link may mirror an observed negative correlation in children with psy-
chopathic traits and trait anxiety (Vermeiren et al. 2002). It may also refer to the new
specifier “with limited prosocial emotions, such as limited empathy and guilt,”
which has recently been added to the symptomatology of conduct disorder in the
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DSM-5 (APA 2013). On the other hand, adolescents in the adolescence-limited sub-
type tend to engage primarily in nonviolent acts that demonstrate autonomy from
parental control. Moffitt’s abovementioned theoretical model has received ample
support in empirical studies (e.g., Moffitt and Caspi 2001).

When thinking of a socially fearful person, one does not immediately think of
externalizing problem behaviors such as delinquency or alcohol misuse.
Nevertheless, there are reasons to believe that social fears might put early adoles-
cents at risk for these problems. First, socially fearful adolescents tend to have low
self-esteem, which is a strong predictor of susceptibility to peer influence (Brown
1989). In adolescence, it becomes more rewarding to be with peers, and at the same
time, the imbalance between the brake and the gas system is large, which may result
in socially negative experiences such as peer exclusion being experienced more
intensely. Hence, in the context of problem behaviors, socially fearful adolescents
might go along with peers’ suggestions of deviant behavior rather than speak up
against it (Cheek and Krasnoperova 1999). In addition, adolescents might start
using alcohol as a way to relieve their social anxiety, and this could be a gateway to
problem behaviors through associations with socially deviant peers. Thus, although
it is not an intuitive way of thinking about socially anxious adolescents, social anxi-
ety might serve a gateway for involvement in problem behaviors.

Empirical investigations of social anxiety and problem behaviors show mixed
results, however. A number of studies have shown protective effects for early ado-
lescents concerning delinquency, alcohol use, and risky sexual behavior (Frojd et al.
2011; Kerr et al. 1997; Van Zalk et al. 2011a), but social anxiety has also been
linked to alcohol misuse in late adolescence and adulthood (Zimmerman et al.
2003). Furthermore, social anxiety has been associated with antisocial behaviors in
adults (e.g., Sareen et al. 2004) and adolescent boys (Tillfors et al. 2009). The rea-
son for these contradictory findings might lie in a subgroup of individuals with
social anxiety who also show impulsive, risk-prone behavioral tendencies. Even if
such behaviors seem to be complete opposites of socially fearful behaviors, they
could have the same underlying purpose—avoiding negative evaluation. The latter
is exactly what we have shown in one study where we investigated what conse-
quences social anxiety has for adolescents’ external adjustment (Tillfors et al.
2013b). We identified different subgroups of socially anxious adolescents—those
who were behaviorally inhibited, which is how we typically think about socially
anxious individuals, and those who were impulsive, which is an atypical combina-
tion recently identified among adults (Kashdan et al. 2009). Our study was the first
to identify a socially anxious—impulsive subgroup of adolescents and to show that
boys in this subgroup had high levels of both intoxication frequency and delin-
quency (Tillfors et al. 2013b). In another study, we also identified a socially anx-
ious—impulsive subgroup of young adults and showed that young women who were
anxious—inhibited or anxious—impulsive had high levels of depressive symptoms
and low levels of life satisfaction (Tillfors et al. 2013a). Jointly, these results indi-
cate that there may be more to social anxiety than first meets the eye and that an
anxious—impulsive subgroup of socially anxious adolescent boys may fit in well
with Moffitt’s adolescence-limited subgroup mentioned above.
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Another point worth mentioning in more detail is that adolescents are
hypersensitive to social exclusion compared to adults, which may be linked to the
abovementioned neurobiological gap or imbalance between emotional reactivity
and control. This may be of particular significance specifically in relation to the
development of social anxiety, as using avoidance to downregulate negative emo-
tions may become problematic because early adolescents perceive socially avoidant
behaviors negatively (Rubin et al. 2006). The more avoidance strategies are used,
the more peers might find such behaviors unattractive during this period of time.
Indeed, it has been shown that low acceptance by peers can increase social anxiety
over time and social anxiety, in turn, is linked to decreased relationship support for
boys and increased peer victimization for girls (Tillfors et al. 2012). One important
contribution of this study was prospectively identifying the unique impact of social
anxiety on multiple aspects of peer relations (peer acceptance, peer victimization,
and relationship quality) simultaneously and vice versa. From a neurobiological
perspective, the same area of the brain activated for social pain, such as social exclu-
sion, is also activated during physical pain (MacDonald and Leary 2005), interest-
ingly enough. In line with this, observations show that the sensitivity to physical
pain and sensitivity to social rejection are mutually reinforcing each other
(Eisenberger et al. 2006). These findings could in part explain the comorbidity
between social anxiety and chronic pain that has been observed in both general and
clinical populations (see, e.g., Asmundson and Katz 2009 for a review).

The abovementioned findings about social anxiety and peer relations go hand in
hand with other findings showing that social anxiety could be partly socialized by
peers. In one study, adolescents who were socially anxious were found to be less
popular and chose fewer friends in their peer social network (Van Zalk et al. 2011b).
They also tended to choose friends who were socially anxious, and over time they
influenced each other into becoming more socially anxious—over and above other
effects (Van Zalk et al. 2011b). Interestingly, girls’ social anxiety was more influ-
enced than boys’ by their friends’ social anxiety levels (Van Zalk et al. 2011b). In
another study, peer crowd affiliation was shown to be an important factor for social-
izing social anxiety (Van Zalk et al. 2011c). The results showed that being a member
of a peer crowd in itself did not predict socialization of social anxiety, but adoles-
cents in Radical crowds, such as Punks or Goths, were more influenced by their
peers’ social anxiety, compared to adolescents who did not affiliate with the Radical
crowd group (Van Zalk et al. 2011c). These results suggest that adolescents who
affiliate with certain types of peer crowds may narrow their peer relationship ties
over time and in turn socialize each other’s social anxiety through a bidirectional
process (Van Zalk et al. 201 1c). Jointly, these studies expand the current knowledge
about direct and indirect peer influences on social anxiety and help to identify how
social anxiety, in turn, interferes with the quality of peer relationships.

In conclusion, changes that occur in adolescence create social novelty as well as
the need to face new people and assume new roles, which is problematic for adoles-
cents with social anxiety. Social novelty increases as adolescents move into larger,
less familiar school environments and develop romantic and sexual interests. In
addition, adolescence is also a period of time with a larger imbalance between the
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brain’s brake and gas system compared to adulthood, which is likely to lead to
difficulties for some adolescents. Indeed, adolescents often react more intensely than
adults to social stimuli, such as social exclusion or ostracism, and some adolescents
are more sensitive to peer influence than others. Entering teenage years often entails
a changing lifestyle, such as a new school environment, new peers, more homework,
and less sleep. During this period, adolescents start turning to peers instead of par-
ents for emotional support, and peers become more important than ever before. At
the same time, cognitive changes make adolescents aware of being social objects,
which can bring about self-consciousness regarding social situations more so than
during childhood (see Rubin et al. 2009 for a review). Despite all of these marked
changes that adolescence poses, some individuals manage to cope with their social
fears fairly well. Others struggle, however, which might lead to even more problems
in the future. Knowledge about what strategies adolescents use to deal with social
novelty and elevated social fears is, therefore, of significance. As we have mentioned
before, these strategies are often referred to as emotion regulation.

The Role of Emotion Regulation

Emotion regulation has been defined as consisting of “extrinsic and intrinsic pro-
cesses responsible for monitoring, evaluating, and modifying emotional reactions,
especially their intensive and temporal features, to accomplish one’s goals”
(Thompson and Goodman 2010, pp. 39—40). From a developmental perspective,
extrinsic processes usually appear first, as parents or other caregivers teach young
children to manage their emotions through extrinsic influence. With increasing age,
however, children learn to regulate their emotions more and more by their own
efforts, or via intrinsic processes. Extrinsic processes still take place during adoles-
cence, nonetheless, and it is not only parents who exert extrinsic influence but also
peers. Concerning socially anxious adolescents, extrinsic processes could mean
talking at length with friends about one’s negative social experiences and failures, a
process known as co-rumination. Indeed, this construct has been shown to explain
why high levels of self-disclosure, which is usually related to good psychological
health, can lead to increased anxiety and depression for adolescent girls (Rose 2002;
Rose et al. 2007). Nonetheless, results from a preliminary study indicate that co-
rumination could be beneficial for adolescents with high social anxiety in terms of
being less likely to develop depressive symptoms over time (Van Zalk and Tillfors
2014). Indeed, our preliminary results show no direct but rather moderating effects
of co-rumination on the link between social anxiety and depressive symptoms. For
girls, however, co-rumination predicted a decrease in social anxiety over time,
whereas the reverse was true for boys (Van Zalk and Tillfors 2014). These results
indicate that boys and girls may co-ruminate in different ways, but not much
research has been focused on how and for what purposes they co-ruminate. Further
research is needed to test in which way co-rumination is relevant for the develop-
ment of social anxiety.
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Intrinsic processes could mean avoiding anxiety-provoking situations or
unpleasant inner experiences, such as suppressing intense negative thoughts, or by
aforementioned excessive worry and rumination. Both extrinsic and intrinsic
strategies remove the unpleasant inner experiences in the short term, thus providing
negative reinforcement and increasing the likelihood that they will be repeated.
These are dysfunctional ways of regulating emotions, however, which have been
shown to maintain instead of alleviate problems in the long run (Harvey et al. 2004).
As the factors that maintain a problem are not necessarily the same as those involved
in its development, however, more research is needed about which role emotion
regulation strategies play in the development of social anxiety, specifically.

In sum, the consequences of all the changes taking place during adolescence are
likely to lead to more intense emotions, which could be mirrored in the more reac-
tive neurobiological gas pedal in the amygdala/hippocampus, and an increased dif-
ficulty in controlling or managing these emotions. If the negative emotions are
highly intense, a further consequence could be that they are more readily inter-
preted as real threats and indications of something bad happening. These inner
experiences may thus become construed as a true description of reality, or a high
degree of cognitive fusion, a concept used in acceptance and commitment therapy
and believed to mediate ill-health (Herbert and Cardaciotto 2005). One outcome
may thus be an increased risk of wanting to get rid of these unpleasant internal
experiences more quickly. For some adolescents, thus, it may become easier to use
various emotion regulation strategies when trying to compensate for the immature
neurobiological brake system in interaction with an accelerating gas system, in
order to get rid of the unpleasant emotions. This strategy is bound to become dys-
functional in the long term, nevertheless, and SAD often makes its debut during this
critical phase.

The Role of Peers and Parents in Emotion Regulation
During Adolescence: A Proposed Model

Theoretically, experiences with parents and peers could play important roles in
emotion regulation processes. Parental behaviors such as negative control and
unpredictability, for instance, could set adolescents up for using dysfunctional emo-
tion regulation strategies. These parenting behaviors have been linked to the devel-
opment of low levels of control, which is believed to increase children’s risk of
learning dysfunctional strategies such as escape and avoidance behaviors to regulate
their emotions, especially during stressful and negative experiences (e.g., Allen
et al. 2008). These same parental behaviors have been linked to the development of
internalizing problems such as social anxiety later in life (e.g., Rubin et al. 2010),
but these links are relatively weak, which could indicate that factors such as emotion
regulation strategies might mediate the links between parenting and the develop-
ment of internalizing problems. Thus, parental behaviors might have an impact on
how children and adolescents learn to regulate their emotions.
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In addition, due to the amount of time spent with peers in combination with the
fact that adolescents are hypersensitive to social exclusion, peers could play at least
two different roles in the development of social anxiety, emotion regulation
strategies, or both. First, mistreatment by peers could contribute to the negative
emotions that adolescents attempt to regulate. Second, co-rumination with close
peers about socially anxious feelings could be an extrinsic emotion regulation strat-
egy. In both of these cases, peers could affect the levels of emotion regulation strate-
gies, which in turn might affect social anxiety. In addition, certain emotion regulation
strategies might make peer relationships worse. For instance, early adolescents per-
ceive socially avoidant behaviors by their peers in an undesirable way, which may
become an issue for those adolescents who use avoidance to downregulate their
emotions (Rubin et al. 2006). By using avoidance, socially anxious individuals
decrease their levels of unpleasantness and anxiety. Their peers may not approve
these behaviors, which may make it difficult for socially anxious adolescents to
initiate social interactions, become accepted within a larger peer group, and develop
close intimate friendships. Indeed, previous research has found that peers seem to
play a significant role for socially anxious adolescents’ mental health (e.g., Siegel
et al. 2009; Tillfors et al. 2012), whereas social anxiety, in turn, seems to interfere
with healthy peer relationships (e.g., Flanagan et al. 2008; Tillfors et al. 2012).
Hence, emotion regulation might also be an important mediator in the links between
peer relationships and social anxiety.

Current studies on parent and peer relationships and social anxiety in childhood
and adolescence have reported mixed findings. Some of these differences may be
due to differences in design, however, as most of these studies are cross sectional.
Nevertheless, there could be at least two additional explanations. First, as men-
tioned above, emotion regulation strategies that socially anxious adolescents apply
might work as mediators in the links between peer relationships and the develop-
ment of social anxiety, as well as vice versa. Second, the quality of the parent—
child relationships might moderate these effects, thus explaining the mixed
findings. As an example of the latter process, if socially anxious adolescents have
experienced warm and supportive relationships with their parents, this could pro-
tect them from increasing in social anxiety over time due to poor peer relation-
ships. This should be particularly important during early adolescence specifically,
when intense emotions are brought to life more easily, but are unfortunately harder
to resist by adolescents’ immature neurobiological brake systems. However, the
joint roles that peers and parents play during adolescence in the development of
social anxiety are relatively unexplored in the literature. Indeed, scholars have
emphasized the need to “examine parent—child and friendship relationships in
concert” for socially withdrawn children and adolescents (Rubin et al. 2010,
p. 90). In a study of early adolescents, we found that care and connectedness with
mothers, fathers, and friends jointly predicted decreases in social anxiety (Van
Zalk and Van Zalk in press). Based on this reasoning, then, we propose a theoreti-
cal model as a broad framework for the development of social anxiety, which is



4 Easier to Accelerate Than to Slow Down 85

. Adolescence

Subcortical regions

Prefrontal regions

Development

Age

Fig. 4.1 Proposed model for the development of social anxiety. According to Sommerville et al.
(2010), early development of the subcortical regions (e.g., amygdala), as illustrated by the top
black line, in combination with late development of the prefrontal cortical regions, as illustrated by
the bottom black line, predicts a boost in emotionally driven behavior as well as difficulties to
control them during adolescence. The red line represents adolescents with poor peer and parent
relationships, who show a larger developmental gap, compared to adolescents with supportive peer
and parent relationships (as illustrated by the green line)

paired with an empirically driven model proposed by Sommerville and colleagues
(2010) and is shown in Fig. 4.1.

As both peer and parent relationships are likely to contribute to the development
of social anxiety, both should be considered as predictors, controlling for initial
levels of social anxiety in order to address change over time. The associations
between peer relationships and social anxiety in this model could be different for
adolescents who experience different types of parenting, however, which would
imply moderating effects. Traditionally, the causal direction has been assumed from
parents’ behaviors to their children’s social anxiety, but recent empirical evidence
suggests that adolescents’ social anxiety might likewise influence how their parents
and peers behave toward them, which in turn influences the levels of social anxiety
(Van Zalk and Kerr 2011). These links can therefore be assumed to be bidirectional,
where emotional regulation could act as a mediator in both directions. Hence, by
using this broad model in longitudinal designs, specific hypotheses across different
contexts can be generated in order to obtain more detailed information about the
mechanisms underlying the development of social anxiety.
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The Role of Sleep Habits and Consequences for Emotion
Regulation in Relation to Social Anxiety

As mentioned before, entering teenage years often entails a changing lifestyle,
such as a new school environment, new peers, more homework, and less sleep. For
some adolescents, getting less sleep could turn into developing sleep problems.
Sleep problems are in turn related to many different psychological problems such
as depression and SAD (Ohayon and Roth 2003). Traditionally, sleep problems
have been viewed as consequences of psychological problems, rather than vice
versa. Nonetheless, recent research indicates that these links are likely bidirec-
tional, as sleep problems have been found to precede as well as follow psychologi-
cal problems. For example, insomnia has been shown to predict later developed
depression episodes both in adolescents and in adults (for a meta-analysis, see
Baglioni et al. 2011). Social anxiety has, in turn, been shown to precede depressive
symptoms in a number of longitudinal studies (Stein and Gorman 2001; Wittchen
et al. 2003). Due to these links, some scholars propose that sleep problems may be
an underlying transdiagnostic factor for later psychological problems (Harvey
2002). It is therefore of interest to take a closer look at what underlying mecha-
nisms may link sleep problems to the development of ill-health and particularly
social anxiety.

Two neurobiological hypotheses regarding the role of sleep in relation to emo-
tional regulation have been highlighted in the current literature (Van der Helm and
Walker 2010). The first hypothesis states that sleep deprivation can lead to an
increased risk of using dysfunctional emotion regulation strategies. Support for this
notion comes partly from the knowledge that after being sleep deprived, people
show an elevated emotional reactivity through a higher level of activity in the brain’s
gas system or amygdala. That is, people who have been sleep deprived tend to react
more easily and more frequently to emotional stimuli compared to people who had
not been subjected to sleep deprivation. In addition, sleep-deprived individuals have
shown a decreased functional connectivity with the prefrontal cortex, or the brain’s
brake system. For certain people with an underlying vulnerability, this might entail
difficulties to resist emotion-driven behaviors that are associated with the specific
emotions, such as an impulse to flee driven by fear or an impulse to attack either
verbally or physically driven by anger. Other people might instead do the opposite
of their impulses and conclude nothing dangerous is happening even if the emotion
is unpleasant (Allen et al. 2008).

The second hypothesis states that sleep deprivation seems to further contribute to
negatively charged memories having priority over positive and neutrally charged
memories (Van der Helm and Walker 2010). That is, the negative emotional memo-
ries during sleep, mainly during REM (rapid eye movement) sleep, are assumed to
be processed and stored in the long-term memory at the expense of the positive and
neutral ones. Interestingly, people who are sleep deprived during the REM phase
have shown an occurrence of increased neuronal activity of the limbic areas of the
brain, while the connectivity with the prefrontal cortex appears to be impaired.
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Thus, it may be easier to hold on to the negative emotional memories at the expense
of the positive ones. Furthermore, due to lack of sleep, people do not appear to get
rid of this negative “emotional coloration” in their memory over time, as people
with normal sleep patterns manage to do more readily. In other words, the nega-
tively charged memories still evoke as much negative emotions as when they were
encoded for sleep-deprived people. If people’s autobiographical memories are
largely made up of memories of a negative nature, they may run the risk of using
worry and rumination to a greater degree as a way to solve their problems related to
these negative memories and/or get rid of the unpleasantness related to it. On a
related note, worry also interferes with sleep by increased sleep-onset latency
(Harvey 2002), thus setting the stage for a vicious cycle.

In order to achieve an understanding about the physiology of emotions, and as an
interesting analogue to the two abovementioned neurobiological hypotheses regard-
ing the role of sleep in emotion regulation, current research has mainly been focused
on the amygdala and its interaction with the prefrontal parts of the brain and the
hippocampus (Davidson et al. 2000; Gorman et al. 2000; LeDoux 1996). Much like
braking while driving a car, the prefrontal cortex inhibits the amygdala activity
(Davidson et al. 2000). Support for this notion has been found in animal studies, as
results imply that animals with lesions in these cortical areas appear to be resistant
to extinction of aversive stimuli (LeDoux 1996). In a similar vein, lack of sleep
could have analogous consequences to those seen in animals with lesions in pre-
frontal brain areas. One may speculate that people with prolonged sleep problems
might have difficulties in taking advantage of some central components in cogni-
tive—behavioral treatments, such as exposure techniques that are built upon learning
theories. Hence, if socially anxious people have comorbid sleep problems, it might
be important to start treating the sleep problem before starting exposure. Indeed,
some support for the latter was found in a study showing that poor sleep quality is a
predictor of cognitive—behavioral therapy outcomes in people with SAD (Zalta
et al. 2013).

The two abovementioned hypotheses provide no specific explanation for the
development of social anxiety, however, but offer a general explanation regarding
the development of various forms of psychiatric disorders such as anxiety disorders.
So what could be behind the development of social anxiety, specifically? One hypo-
thetical scenario may be found in the way that young people live their lives in
today’s society. Most teenagers use computers and their phones for texting, chat-
ting, and other forms of communication, which can interfere with their sleep (Cain
and Gradisar 2010). Furthermore, it is more common for young people than adults
to shift their circadian rhythms (Wolfson and Carskadon 1998). In addition, for
adolescents who experience higher levels of social fears, it is extra difficult to with-
hold from behaving in the same way as their peers (Brown 1989). As it is particu-
larly rewarding to spend time with peers during this period, adolescents in general
are sensitive to peer influence. Given all of these factors, some socially anxious
adolescents might therefore run an extra risk of developing sleep problems, which
could be linked to the development of SAD later on.
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Conclusions and Implications

As we have attempted to show in this chapter, adolescence is a highly critical time
for the onset of SAD for many various reasons. Adolescents are vulnerable on a
wide array of levels—genetically, neurobiologically, cognitively, behaviorally, and
socially. On a genetic level, research indicates that people inherit a general vulner-
ability for fearfulness, rather than inheriting a direct risk for developing SAD (Fyer
et al. 1995; Hettema et al. 2005; Rapee and Spence 2004; Tillfors et al. 2001). This
genetic susceptibility may be apparent very early in the form of behavioral inhibi-
tion, which is another genetic risk factor specifically associated with SAD (Kagan
etal. 1993; Robinson et al. 1992). Thus, for some people, social fear may be present
from birth. On a neurobiological level, several correlates for the genetic vulnerabil-
ity in anxiety disorders regarding how emotional information is processed, and how
emotions are regulated, are to be found in the amygdala/hippocampus, the insula,
and the prefrontal areas of the brain. The amygdala/hippocampus represents the
body’s alarm system, which is involved in external stimulus-driven attention and
appraisal. On a neurobiological level, then, some individuals might be primed for
later development of SAD. On cognitive and behavioral levels, an important prob-
lem in social anxiety is fear of negative evaluation by other people. This is often
present in the form of an internal struggle, where people want to partake in social
interactions, but also want to avoid anxiety-provoking situations and unpleasant
inner emotions at the same time (Kimbrel et al. 2010). On a social level, covert
avoidance, such as excessive worry and rumination, appears to interfere with posi-
tive experiences in social situations, which is likely due to increased levels of inter-
nal self-focused attention that socially anxious individuals exhibit (Kashdan 2007).
In sum then, several factors may contribute to the development of social anxiety.
Nonetheless, the knowledge about which of these factors are necessary in order for
SAD to develop, and whether other processes may interfere or mediate these links,
has not been thoroughly investigated in the literature.

Another point we have brought up in this chapter which is worth noting is that
adolescent girls, as opposed to boys, start using rumination as an emotion regulation
strategy already at age 12. In a sense, then, their risk of developing SAD might be
higher compared to boys, because they are more vulnerable. An interesting follow-
up question is therefore why girls ruminate more than boys. One part of the answer
may be linked to sleep disturbances. People who do not sleep regularly have intense
reactions to slightly stressful situations, such as during social encounters. This may
lead to dysfunctional emotion regulation strategies such as rumination in order to
get rid of the discomfort or anxiety, which in turn may impact a person’s sleeping
patterns in terms of the amount of times waking up at night, which then further
disrupts sleep. These processes may affect how emotional memories are coded and
may thus result in a more negative emotional coloration over time, which is likely
to help maintain a vicious cycle. Thus, for adolescent girls with an underlying vul-
nerability, a disturbed circadian rhythm paired with using dysfunctional emotion
regulation strategies might help explain the onset of SAD and could be one of the
reasons why SAD is more common among adolescent girls than boys.
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To make matters more complex, young people face an array of other changes dur-
ing adolescence that may contribute to the development of SAD. Adolescents tend to
shift schools during early adolescence, which often implies a new social network of
peers, paired with the fact that peers take center stage during adolescence and are
crucial for the development of the social brain, as well as new challenges that may be
faced with parents. As we have also attempted to illustrate in this chapter, the role of
emotion regulation for the development of SAD is a very important one, and parents
and peers may contribute to this development in numerous ways. We have proposed
a theoretical model for how SAD may develop throughout adolescence (shown in
Fig.4.1). Based on a model by Somerville and colleagues (2010), this model assumes
that early development of the subcortical regions such as the amygdala, in combina-
tion with late development of the prefrontal cortical regions, predicts an increase in
emotionally driven behavior during adolescence. In our addition to the proposed
model, we suggest that for adolescents with poor peer and parent relationships, how-
ever, the developmental gap is expected to be larger, compared to adolescents with
supportive peer and parent relationships. As both peer and parent relationships affect
the development of social anxiety in adolescence, we believe that both should be
considered as predictors of SAD. Nonetheless, as the links between peer relation-
ships and social anxiety in our model may differ for adolescents who experience
different types of parenting, parental behavior may be a moderator between these
links instead. Also, as recent empirical evidence suggests bidirectional links between
adolescents’ social anxiety and how parents and peers behave toward them (Van Zalk
and Kerr 2011), these links can therefore be assumed to be bidirectional with emo-
tion regulation acting as a mediator in both directions. We believe that the model we
have proposed allows for generating specific hypotheses about the development of
SAD and should be tested using longitudinal and/or experimental designs.

There are many gaps in the current literature that need answering before a clear
picture of the processes behind the development of SAD can be understood more
fully. This entails understanding both the how and the why some adolescents end up
as adults with SAD. In order to understand these processes on a broad level, none-
theless, certain microprocesses deserve more research attention in future studies.
For instance, regarding emotion regulation, the concept of co-rumination has been
largely overlooked in the literature, and our own preliminary results indicate that
boys and girls may co-ruminate in different ways. Further research is needed to test
the way in which co-rumination is relevant for the development of social anxiety.
Also of interest would be to longitudinally examine multiple aspects of emotion
regulation strategies (e.g., the extrinsic process of co-rumination in relation to the
intrinsic processes of rumination and worry) simultaneously, with the purpose to
identify their impact on social anxiety. In addition, interactions with mothers com-
pared to fathers may affect the development of social anxiety differently, and espe-
cially for boys and girls, but this research area has been largely overlooked. Indeed,
the connection between parents and peers may be such that it affects how adolescent
social anxiety develops, as our own findings indicate that supportive relationships
with peers and parents help decrease social anxiety over time (Van Zalk and Van
Zalk in press). Additionally, as adolescents in general and socially anxious
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adolescents in particular are sensitive to peer influence, peers’ sleeping behavior
could be a gateway for developing sleep disturbances for some adolescents, which
could be further linked to dysfunctional emotion regulation strategies and develop-
ing SAD later on. Indeed, social anxiety and emotion regulation in relation to sleep
problems is another research area that has also been largely unnoticed. It would be
of significance to examine sleep deprivation in relation to emotional reactivity and
emotion regulation in different age groups. Because adolescents have a relatively
immature neurobiological brake system in relation to a more matured gas system
compared to adults, this may make adolescents more sensitive to sleep deprivation
compared to adults. Thus, incorporating mothers, fathers, and peers in the study of
social anxiety and taking into account both emotion regulation and sleep patterns
may be a further important stepping stone in helping to paint a broader picture of
who may be at risk for developing social anxiety and why. Consequently, mothers,
fathers, and peers may make a difference when it comes to learning to slow down
rather than accelerating the “socially anxious car” during the adolescent years.
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Annette M. La Greca and Klaus Ranta

Introduction

During adolescence, developmental changes and transitions occur across multiple
areas and are most striking in the biological and social realms. Key biological
changes involve the onset of puberty, with associated growth spurts and sexual
development (Cole and Cole 2001). In the interpersonal realm, adolescents’ lives
undergo considerable reorganization that includes negotiating school transitions,
establishing new relationships with peers, engaging in romantic relationships and in
sexual activity, and negotiating greater autonomy and independence from the family
(Cole and Cole 2001; Goodwin et al. 2012).

Adolescence is also a critical period for the emergence of social anxiety disorder
(SAD). Studies reveal that the onset of SAD generally occurs in late childhood or
mid-adolescence (Rosellini et al. 2013; Stein et al. 2001) and that the vast majority
of individuals with SAD report its onset before age 18 years (Otto et al. 2001).
The emergence of new cases of SAD in adulthood is rare unless they are secondary
to another disorder such as major depression (Neufeld et al. 1999).

So, a key question emerges: Do the challenging developmental transitions that
adolescents encounter contribute to the development of social anxiety symptoms or
disorder? The purpose of the current chapter is to review what is currently known
about the associations between the key biological and social transitions of
adolescence and the development of SAD and/or elevated symptoms of social
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anxiety. Surprisingly, this is a neglected and understudied area of research, but one
that has the potential to contribute to a better understanding of the etiology of SAD.

Developmental transitions are important because they may be viewed as stress-
ors and, as such, can have an important impact on youths’ psychological function-
ing (Grant et al. 2003, 2004). Developmental transitions often involve novel
situations that adolescents must negotiate to develop more mature levels of social
and emotional functioning; however, the novelty can bring uncertainty, opportuni-
ties for failure, and discomfort or distress. In fact, there is a substantial literature
examining the impact of biological and social transitions on the emergence of ado-
lescent depressive symptoms (e.g., Ge et al. 2001a, b; Mendle et al. 2007). Extending
the study of developmental transitions to the emergence of significant symptoms of
SAD in youth would appear to be an important and useful avenue for inquiry.

In the chapter sections below, we discuss pathways by which transitions might
contribute to social anxiety and, in turn, why socially anxious youth might have
trouble negotiating common developmental transitions. The specific adolescent
transitions we discuss include the following: school transitions and their associated
impact on peer relations; biological transitions such as the timing and onset of
puberty and associated physical changes; the emergence of dating, romantic rela-
tionships, and sexual activity; and negotiating autonomy within the family. We end
the chapter with a brief summary and recommendations for further research and
clinical practice.

Developmental Transitions and Adolescent Social Anxiety
School Transitions and Peer Relations

During adolescence, most youth experience major school transitions, although the
exact timing of the transitions may vary across countries. For example, in the United
States, early adolescents typically transition from elementary to middle school (6th
or 7th grade) around 12-13 years of age and enter high school (9th or 10th grade)
around 14-15 years of age. After high school, older adolescents (18-year-olds)
make another transition to college, vocational school, and/or work settings. A simi-
lar sequence of school transitions occurs in Japan (Center on International Education
Benchmarking 2014a). In contrast, in Finland, youth remain in school through the
9th grade (about age 15 years), after which most (95 %) transition voluntarily to
either academic or vocational upper secondary schools, with a small percentage of
adolescents (5 %) leaving school to begin work (Center on International Education
Benchmarking 2014b). School transitions typically involve a move to a different
and often larger school, which can disrupt established peer groups but also provide
opportunities for developing new friendships (Goodwin et al. 2012).

School or work transitions can have a substantial impact on adolescents’ social
lives, as they learn to interact with new peers and with adult authority figures (e.g.,
teachers, bosses). Adolescents who relocate to a new community are also faced with
the prospect of making new friends and dealing with new teachers and other adults;
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such adolescents may experience even greater challenges in making a successful
school and social transition than those who are residentially stable (Vernberg
1990a, b; Vernberg et al. 2006).

It is not difficult to see why school transitions might contribute to social anxiety
in youth, given the significant shifts that occur in adolescents’ social lives and the
myriad social challenges that adolescents must negotiate during school transitions.
Adolescents typically experience uncertainty about their personal identity and how
they “fit in” with others and place considerable importance on acceptance from
peers and on companionship, intimacy, and emotional support from close friends
(Furman et al. 2009; La Greca and Prinstein 1999). Peers, and especially close
friends, become a key focus of adolescents’ lives and represent a primary source of
social support for adolescents (Furman et al. 2009; La Greca and Prinstein 1999).
Across the adolescent years, the size of adolescents’ peer groups increases, their
close friendships become more intimate and intense, and adolescents spend more
time with friends and peers than they do with parents or other adults (Brown 1990;
Cole and Cole 2001; La Greca and Prinstein 1999). These significant friendships are
disrupted during school transitions, leaving adolescents with the challenges of initi-
ating and developing new friendships and of establishing close, intimate, supportive
ties. In fact, adolescents facing community relocation often report concerns about
making new friends and leaving close friendships behind (Vernberg and Randall
1997). The challenging social tasks that accompany school transitions can contrib-
ute to adolescents’ feelings of social anxiety (La Greca and Lopez 1998). Moreover,
adolescents who are already socially anxious may find relocation and school transi-
tions especially challenging to negotiate (Vernberg et al. 2000).

The sparse literature on school transitions and social anxiety is consistent with
the above perspective. Vernberg and colleagues (Vernberg 1990a, b; Vernberg et al.
1992) studied early adolescents (ages 12—14 years) who relocated to a new com-
munity within 3 months of the start of the school year and followed these youth at
three time points (September, November, and May) over the course of their first
year in a new school. In particular, Vernberg et al. (1992) examined bidirectional
and prospective associations between adolescents’ close friendship qualities and
peer rejection experiences and their levels of social anxiety over the school year. In
terms of the impact of peer experiences on social anxiety, Vernberg et al. (1992)
found that adolescents with lower levels of companionship and intimacy in their
close friendships at the start of the school year reported increased levels of social
anxiety (i.e., fear of negative evaluations) over the fall; over the latter part of the
school year, less intimacy in close friendships also predicted increased levels of
social anxiety (i.e., social avoidance and distress). In addition, adolescents reporting
higher levels of exclusion by peers (aka relational victimization; De Los Reyes and
Prinstein 2004) over the fall reported increased social anxiety (i.e., fear of negative
evaluation; social avoidance and distress, especially for girls); higher levels of social
exclusion over the latter part of the school year also predicted increases in adoles-
cents’ social anxiety (i.e., generalized social avoidance and distress). These findings
highlight the impact of close friendships and peer experiences on social anxiety
during a school transition. Further, the findings also were consistent with the notion
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that social anxiety influences adolescents’ friendship development, as adolescents
with higher levels of social anxiety in September reported less companionship in
their close friendships over the course of the fall.

In alarger follow-up to the above study, Vernberg et al. (2006) compared the peer
experiences of 207 early adolescents who relocated and began their 7th or 8th grade
in a new school with the experiences of 68 residentially stable adolescents. Most
adolescents who relocated reported diminished levels of companionship and inti-
macy in their close friendships during the fall of the school year, but this effect was
relatively short-lived, as the friendship qualities of relocated and stable adolescents
were similar by the end of the school year. However, the degree of friendship dis-
ruption over the school year was significantly greater for socially anxious adoles-
cents compared with less anxious peers.

It is unclear whether these findings for early adolescents also apply to older ado-
lescents who undergo important school or work transitions. Studies of older adoles-
cents’ school transitions, such as from middle school to high school (typically
around age 15 years in the United States) or from high school to college (typically
around 18 years of age), have been lacking, at least with respect to the linkages
between these transitions and adolescents’ social anxiety. However, some informa-
tion may be gleaned from several studies that examined related constructs, such as
the impact of school transitions on social support or depressive symptoms. For
example, Newman and colleagues (2007) followed adolescents over the transition
from middle school to high school (8th to 9th grade), finding that parent and peer
support declined over the transition period and that these declining support levels
were associated with increasing symptoms of depression among adolescents.
Further, a recent study by Goodwin et al. (2012) focused on adolescents’ friend-
ships over two school transitions (elementary to middle school and middle school to
high school), finding that after each transition, adolescents selected friends with
similar levels of depressive symptoms. These studies highlight the importance of
school transitions for understanding adolescents’ well-being and psychological
adjustment.

Although not directly focused on school transitions, studies of older adolescents
(e.g., 14-18 years of age) demonstrate that peer victimization experiences, espe-
cially those involving social exclusion or rejection by friends, are strongly associ-
ated with adolescent social anxiety, both concurrently and prospectively (e.g.,
Garcia-Lopez et al. 2011; La Greca and Harrison 2005; Siegel et al. 2009; Ranta
et al. 2009, 2013; Storch and Masia-Warner 2004), and also that socially anxious
adolescents are vulnerable to being social excluded by peers (Siegel et al. 2009) and
report less social acceptance and support from classmates (La Greca and Lopez
1998). One implication of these findings is that school transitions are likely to be
socially challenging for socially anxious youth and may exacerbate symptoms of
social anxiety, especially if the transition does not go well or problems arise in
establishing supportive friendships.

In summary, school transitions affect adolescents’ social lives and increase their
feelings of social anxiety, particularly because they value acceptance from peers
and support from close friends, yet may be uncertain about how they “fit in” with
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others. Studies suggest that, for most adolescents, social transitions (e.g., moving
and changing schools) have a short-term impact on adolescents’ social lives and
social anxiety; however, socially anxious youth may experience greater difficulty
with social transitions than their peers. Further research examining the impact of
social transitions, especially with older adolescents, will be important and
desirable.

Biological Transitions

As youth transition from childhood to adulthood, roughly between the ages of
10-20 years, multiple and major changes occur across diverse biological system
levels (e.g., endocrinological, neurological, reproductive). Many changes occur dur-
ing puberty, although neurological changes extend to the later phases of the adoles-
cent period (Blakemore and Choudhury 2006; Patton and Viner 2007). In this
section, we review research on the associations between adolescents’ heightened
social anxiety or SAD and pubertal status and timing as well as body morphological
and physiological transitions. The reader is referred to Chaps. 2 and 4 for further
details on neurological development and social anxiety.

Pubertal Status and Pubertal Timing

The pubertal period refers collectively to biological changes induced by changes in
the secretion of hypothalamic-pituitary-gonadal axis hormones, leading to marked
acceleration in growth rate, sex-specific alterations in body muscle/fat proportions,
and the development of secondary sex characteristics (Bordini and Rosenfield
2011). Two dimensions of puberty occur: pubertal status (i.e., the level of physical
maturation reached by the individual) and pubertal timing (i.e., the individual’s
level of maturation relative to the majority of same-sex same-aged peers, which is
considered to be early maturing, on time, or late maturing).

In longitudinal studies, both pubertal status and timing have been rather exten-
sively investigated as factors contributing to concurrent or subsequent mental health
outcomes (Ge et al. 2001b; Graber et al. 2004). In general, girls and boys who are
“on time” experience the development of secondary sexual characteristics around
ages 12 and 13 years, respectively (Tanner 1962). However, recent data also suggest
that the average age of puberty onset is declining in the United States and other
countries (e.g., Addo et al. 2014; Aksglaede et al. 2008; Jaruratanasirikul and
Sriplung 2014), so pubertal changes may occur even earlier.

Although closely related to pubertal maturation per se, and likely interacting
with maturation and other biological transition factors, girls’ early pubertal timing
has been associated with both depression and anxiety, including somatic anxiety
symptoms, general anxiety, and panic attack symptoms (Aro and Taipale 1987;
Ge et al. 2001a; Graber 2013; Hayward et al. 1997; Kaltiala-Heino et al. 2003; for
areview see Reardon et al. 2009). Although less well researched, boys’ early puber-
tal timing has likewise been associated with depression and generalized anxiety
(Ge et al. 2001a; Natsuaki et al. 2009).
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The role of pubertal maturation and/or timing in social anxiety and SAD has
been examined in a number of studies (Blumenthal et al. 2009, 2011; Deardorff
et al. 2007; Ge et al. 2006; Jones and Bayley 1971; Mathyssek 2014; Weingarden
and Renshaw 2012), which are reviewed below. Overall, studies focused on the
impact of early pubertal timing (rather than late timing) and examined pubertal
effects separately for boys and girls.

A few studies observed significant effects for early-maturing girls, but not for
early-maturing boys. For example, Deardorff et al. (2007) studied a sample of 9- to
11-year-old children and early adolescents with respect to either attaining puberty
(i.e., Tanner stage II) or not (i.e., Tanner stage I) and self-reported social anxiety at
age 11 years. They found an interaction between gender and pubertal status as pre-
dictors of social anxiety. Pubertal advancement was correlated with elevated symp-
toms of social anxiety in girls, but not in boys. However, no other psychopathology
variables were controlled in this study. With regard to pubertal timing among 12- to
17-year-old adolescents, Blumenthal and colleagues (2011) found that early-
maturing girls were at a higher risk of suffering from symptoms of social anxiety
compared to on-time girls and early-maturing boys.

In contrast to the above studies, others have found effects for early-maturing
boys but not for early-maturing girls. Specifically, in a sample of African-American
early adolescents (10-12 years of age), Ge et al. (2006) observed that early-maturing
boys showed higher social anxiety levels than boys whose puberty was not advanced;
in girls, early pubertal timing (which largely coincided with pubertal advancement
in this age range) did not have an effect on symptoms of social anxiety, but did on
symptoms of general anxiety and depression. Furthermore, in a longitudinal study
of 10- to 17-year-old Dutch youth, Mathyssek (2014) found no main effect for
pubertal timing predicting symptoms of generalized anxiety, panic disorder, or
social anxiety; however, an interaction between gender, age, and anxiety was
observed. For boys aged 10-11 years, being ahead of other boys in pubertal devel-
opment was associated with elevated anxiety symptom levels for each of the three
anxiety domains, and the association was strongest for social anxiety. In contrast,
for boys aged 14 years or older, pubertal development ahead of peers was associated
with fewer anxiety symptoms in all three domains. Moreover, the researchers found
no associations between pubertal timing and anxiety symptoms for girls.

Some of the equivocal findings across studies may be due to variables, such as
peer relationship problems, that moderate associations between pubertal timing and
social anxiety. For example, in a sample of 10- to 17-year-olds, Blumenthal et al.
(2009) examined the interaction between peer relationship problems and pubertal
timing in predicting social anxiety. They found no main effect for pubertal timing;
however, early-maturing youth with problematic peer relationships were at height-
ened risk for social anxiety.

Only a few studies report findings pertinent to the impact of late pubertal timing
and social anxiety. An early longitudinal study (Jones and Bayley 1971) observed
higher social anxiety among late-maturing boys relative to early-maturing boys.
The differences were evident across a 5-year period, but were most pronounced in
mid-adolescence at age 16 years. In addition, in a retrospective population study
using data (all female sample) from the National Comorbidity Survey Replication
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(NCS-R; Kessler et al. 2004), Weingarden and Renshaw (2012) observed that both
early and late perceived pubertal timing predicted increased risk of lifetime social
anxiety disorder in adulthood. However, when the investigators controlled for
comorbidity with other anxiety disorders, the association between early puberty and
SAD disappeared, although late perceived puberty remained associated to SAD (the
only anxiety disorder where an association was observed).

Thus, evaluating all the evidence, the findings appear equivocal, both for and
against the notion that pubertal status and pubertal timing are associated with ado-
lescent social anxiety. Some studies suggest a risk for early-maturing girls
(Blumenthal et al. 2011; Deardorff et al. 2007), whereas others suggest a risk for
early-maturing boys only (Ge et al. 2006; Mathyssek 2014); some studies even sug-
gest that late maturation might be a risk factor for social anxiety (Jones and Bayley
1971; Weingarden and Renshaw 2012). The contradictory findings might reflect the
presence of confounding factors (e.g., comorbid anxiety or depression) or important
moderating variables (e.g., age, peer relationship quality) that could affect the asso-
ciations between pubertal timing and social anxiety. Clearly, more controlled
research is needed.

Body Morphological and Physiological Transitions

Related to the onset of puberty, and precipitated by underlying hormonal changes
(e.g., Cameron 2004), marked changes occur in the shape, proportions, and func-
tioning of the maturing adolescent body. In particular, changes occur in visible
physical characteristics, such as height, subcutaneous fat, skin quality, and second-
ary sex characteristics; these changes may affect adolescents’ feelings of comfort
around others and have the potential to heighten social anxiety. Furthermore,
although less well studied, it is likely that youth who are already socially anxious
may be especially uncomfortable as visible bodily changes occur.

For example, during puberty, the increase in height during girls’ growth spurt
may arouse concerns about being stared at, heighten self-consciousness, and
increase feelings of social anxiety (Booth 1988). On the other hand, boys’ delayed
growth may heighten their social anxiety (Huddleston and Ge 2003), as they may
appear smaller or less muscular than their peers. Also, a radical increase in girls’
subcutaneous fat (i.e., the fat spurt) may lead to significant fears of becoming fat
and fears of negative evaluation (an aspect of social anxiety) and consequently raise
the risk for maladaptive weight control behaviors and onset of an eating disorder
(Attie and Brooks-Gunn 1989; Levinson and Rodebaugh 2011). Hormonally
induced skin conditions, like acne, also raise appearance concerns and are associ-
ated with elevated levels of social anxiety in adolescents (Krowchuk et al. 1991).
Similarly, the timing of the morphological changes in secondary sex characteristics
(e.g., delayed breast development in girls; Carter et al. 2009), as well as changes in
perspiration and body odor (Veale 2003; Eklund and Bianco 2000), are associated
with adolescent social anxiety.

There are multiple reasons why bodily changes occurring during adolescence
might contribute to social anxiety. In particular, bodily changes can affect adoles-
cents’ self-confidence as well as their peer relationships. For example, the signifi-
cant variability in the timing of pubertal onset across adolescents of the same age
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as well as intraindividual asynchrony in the sequencing of pubertal changes
(Hayward 2003) are likely to raise adolescents’ doubts and anxiety over the nor-
mality of their own physical changes (Coleman 2001). Furthermore, physical
appearance is related to adolescents’ peer acceptance (Lerner et al. 1991), with
considerable ecological evidence for adolescents’ concerns of being excluded by
peers if something is not right with their appearance. Teasing about physical
appearance may occur (Kowalski 2000; Magin et al. 2008; Shapiro et al. 1991),
which can have long-term consequences; in fact, appearance-related teasing in
adolescence predicts subsequent social anxiety in adulthood (McCabe et al. 2003,
2010; Strawser et al. 2005). In addition, outright bullying directed at adolescents’
general physical appearance (e.g., related to wearing unfashionable clothing) may
intensify during adolescence (Keltner et al. 2001; Yoo and Johnson 2008), and
such appearance-based victimization has been linked to social anxiety (e.g.,
Lavell et al. 2014).

For many adolescents, deviations from physical norms, as noted above, may
interact with social pressures to be accepted and “fit in” (Cole and Cole 2001),
potentially leading to fears of negative evaluation from peers and even feelings of
humiliation. Indeed, by considering the social environment in which adolescents’
physical changes occur, and by acknowledging the affective and cognitive transi-
tions of adolescence, integrative developmental models of the onset and mainte-
nance of SAD in adolescents can be constructed (Detweiler et al. 2010).

Several models of social anxiety may be pertinent to understanding the associa-
tion between physical changes and adolescent social anxiety. In particular, the self-
presentational theory of social anxiety (Leary 2010; Leary and Kowalski 1995)
postulates that an individual experiences social anxiety when motivated to make a
positive or desired impression on others, but is uncertain whether one is successful
in this attempt. Other major models of SAD (e.g., Clark and Wells 1995; Heimberg
et al. 2010; Rapee and Heimberg 1997) emphasize self-focused attention and/or
hypothesized audience criticalness, and these conceptualizations also fit well with
the adolescent experience (Detweiler et al. 2010).

The physical changes of adolescence also have substantial personal significance.
For example, Harter (1999) found that adolescents’ global self-esteem correlated
highest with their physical appearance, after which factors like scholastic compe-
tence, social competence, and athletic competence came into play. Other findings
demonstrate that low levels of perceived physical and global self-esteem raise the
risk for social anxiety, trait anxiety, and eating disorder symptoms among adoles-
cents (Obeid et al. 2013; Ohannessian et al. 1999).

In summary, adolescents experience dramatic bodily changes, many of which are
precipitated by puberty onset and underlying hormonal changes. Such changes con-
tribute to adolescents’ feelings of social anxiety and to other related problems, such
as eating disorders. Although less well studied, it is likely that bodily changes fur-
ther heighten or exacerbate social anxiety in adolescents who are already prone to
be socially anxious. Further research of a prospective nature would help to more
clearly elucidate the potential pathways between the physical transitions of adoles-
cence and adolescent social anxiety.
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The Emergence of Romantic Relationships, Dating,
and Sexual Activity

The emergence of romantic relationships is another important developmental
transition that occurs during adolescence in Western cultures (Furman and Rose
2015). For example, in the United States, by age 16 years, most adolescents have
had a romantic relationship (Carver et al. 2003), and the number continues to grow
into early adulthood. Between ages 25 and 40 years, over 70 % of young men and
women in the United States marry for the first time (Goodwin et al. 2009). A similar
progression can be observed for involvement in sexual intercourse among US
adolescents, although the prevalence rates are lower than for dating (Abma et al.
2004; see also Davila et al. in press).

For the most part, romantic relationships follow a typical developmental course
(Furman and Rose 2015). During childhood, friendships predominantly occur
between same-sex peers; however, puberty brings greater awareness of the other sex
and of romantic attraction, which prompts interest and engagement in romantic
activity (Bellis et al. 2006). During early adolescence, interest in members of the
other sex and in “dating activities” often emerges within a group context (Shulman
and Scharf 2000). As adolescence progresses, dyadic romantic relationships develop
that involve increasing levels of support and intimacy (Davila et al. in press; La
Greca et al. 2011; Shulman and Scharf 2000).

For most adolescents, dating and romantic relationships provide the context for
engaging in sexual activities (Kuttler and La Greca 2004). Data from the 2013
survey of US adolescents (14—18 years) (Centers for Disease Control and Prevention
2014) reveal that 46.8 % of adolescents have had sexual intercourse (30 % for 9th
graders, 64 % for 12th graders), 34 % had sexual intercourse within the previous
3 months (20 % for 9th graders, 49 % for 12th graders), and 5.6 % report having
intercourse before age 13 years. Thus, engaging in romantic and sexual activity is a
common and even normative activity among adolescents in the United States as
well as in many other Western cultures (e.g., Skinner et al. 2008).

Romantic relationships may be beneficial to adolescents’ emotional functioning,
as such relationships provide social support, enhance self-esteem, and prepare ado-
lescents for adult relationships (Collins 2003; Collins et al. 2009; Connolly and
Goldberg 1999). Romantic experiences and relationships also help young people
develop adaptive interpersonal skills (Seiffge-Krenke and Lang 2002), reduce anxi-
ety (Glickman and La Greca 2004; La Greca and Harrison 2005), and contribute to
healthy sexual development (Welsh et al. 2005).

Nevertheless, adolescent romantic relationships represent a significant interper-
sonal stressor that may cause distress, especially among adolescents who are just
learning to navigate such relationships (Downey et al. 1999). Interactions with a
romantic partner may involve criticism, conflict, and pressure, and negative interac-
tions may be greater in adolescents’ romantic relationships than in their close
friendships, especially for girls (Kuttler and La Greca 2004; La Greca and Harrison
2005). Engaging in romantic relationships in early adolescence and romantic break-
ups are both associated with reports of depressive symptoms (Collins et al. 2009;



104 A.M. La Greca and K. Ranta

Davila 2008; Monroe et al. 1999). Involvement in dating and romantic relationships
during adolescence, particularly if the involvement is frequent and includes sexual
activity, is associated with negative affect and depressive symptoms among girls
(see Davila et al. in press; La Greca et al. 2008).

The adolescent transition to dating and romantic relationships can be a challeng-
ing one for socially anxious adolescents, who show delays in romantic involvement.
Specifically, adolescents with high levels of social anxiety (and/or dating anxiety, a
related construct) are less likely than their peers to be romantically involved and
more likely to report that they have never dated (La Greca and Harrison 2005; La
Greca and Mackey 2007). This may be because such adolescents avoid or are
uncomfortable in hetero-social situations that lead to opportunities for dating
(Glickman and La Greca 2004). By avoiding romantic relationships, however,
socially anxious youth miss out on the psychological benefits that romantic relation-
ships can convey (e.g., social support, esteem enhancement).

Interpersonal impairments among socially anxious youth also may interfere with
the development of romantic relationships. For example, Hebert and colleagues
(2013) found that the interpersonal impairments of socially anxious youth limit
their engagement in other-sex friendships that are precursors to romantic relation-
ships and thus lead to interpersonal deficits in romantic relationships. Other data
suggest that, once established, the qualities of romantic relationships are less skill-
ful among socially anxious youth. Specifically, among adolescents who are roman-
tically involved (and who are thus less likely to be socially anxious to begin with),
higher levels of dating-related social anxiety are associated with fewer positive and
more negative qualities in romantic relationships (La Greca and Mackey 2007).
Similarly, young adults who are socially anxious display less emotional expression,
fewer positive behaviors, less self-disclosure, and decreased intimacy in their
romantic relationships (Sparrevohn and Rapee 2009; Wenzel et al. 2005). Such find-
ings suggest that inhibition in close relationships might limit positive interactions
within the romantic relationships of socially anxious adolescents and young adults.

Socially anxious youths’ delays in developing romantic relationships and poten-
tial impairments in romantic functioning can extend into adulthood. Longitudinal
studies find that shy and socially inhibited boys marry later in life than comparison
youth (Caspi et al. 1988). Large-scale epidemiological studies also reveal that socially
anxious adults are more likely to have been never married, separated, or divorced
than their non-anxious counterparts (Lampe et al. 2003; Wittchen et al. 2000).

Because sexual activity often occurs within the context of dating or romantic
relationships, one would expect socially anxious adolescents to be delayed in their
sexual involvement. Consistent with this perspective, Thompson (1999) found that
socially anxious adolescents were less likely to date or have friends who were sexu-
ally involved; in turn, less dating and having fewer sexually active friends predicted
lower rates of adolescent sexual intercourse. However, once adolescents are roman-
tically involved, evidence indicates that casual sexual activity (i.e., outside of a
committed relationship) is linked with depression (e.g., Grello et al. 2003; see
Davila et al. in press), although it is not clear whether such sexual activity is also
linked with social anxiety.
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The adolescent transition to the development of romantic relationships may lead
to or exacerbate symptoms of social anxiety in youth. In general, the direction of
causal pathways between adolescent social anxiety and romantic-relationship onset
and qualities is not clear. One possibility is that adolescent social anxiety leads to
social impairments and inhibited social behaviors that delay the onset of romantic
(and sexual) relationships and reduce the intimacy and positive qualities of those
relationships, once they are established (La Greca et al. 2011). Another possibility
is that negative interactions in adolescents’ romantic relationships contribute to or
exacerbate feelings of distress and specifically social evaluative fears that are a key
aspect of social anxiety (e.g., La Greca and Mackey 2007). This latter perspective is
consistent with findings that adolescents demonstrate increased sensitivity to rejec-
tion from romantic partners (Downey et al. 1999). Also, the presence of frequent
negative interactions with a romantic partner (e.g., criticism, pressure, conflict) and
experiencing a break-up, both of which are fairly common among adolescents
(Collins et al. 2009; Davila et al. in press), might directly contribute to adolescents’
feelings of social anxiety.

Although research on adolescent romantic relationships is relatively new and
gradually developing, most studies focus on adolescents with heterosexual romantic
interests. Scant research has examined the developmental course of romantic rela-
tionships among sexual minority (i.e., gay, lesbian, or bisexual) youth, but this lit-
erature suggests that the initiation of romantic relationships for these youth does not
follow the same progression as that for heterosexual adolescents (Davila et al. in
press; Koch 1993; Savin-Williams 1994). Sexual minority youth may not feel com-
fortable initiating, or be able to safely initiate, romantic involvements (Davila et al.
in press), especially in communities where few adolescents openly identify as sex-
ual minorities (Collins et al. 2009). Sexual minority youth face challenges that may
impact their psychological functioning and contribute to feeling of social anxiety;
however, this area is not well studied at present and merits much closer attention.

Family Transitions and Increasing Adolescent Autonomy

The developmental transition of increasing adolescent autonomy and emotionally
moving away from parents is an important aspect of adolescent development
(Steinberg and Morris 2001). During childhood, parents represent the most impor-
tant source of social support for youth; however, during adolescence, close friends
take on increasing importance and in many cases exceed parents as a primary source
of emotional support (Furman et al. 2009; Puklek Levpuséek 2006). In general, the
family environment, through antecedent socialization/child-rearing practices or
concurrent family interactions, may facilitate or complicate this developmental
shift.

As a whole, research on family factors in the development of anxiety disorders is
quite extensive (see Bogels and Brechman-Toussaint 2006; Gar et al. 2005; Ginsburg
et al. 2004; McLeod et al. 2007; Rapee 2012; van der Bruggen et al. 2008; Wood
et al. 2003). Similarly, there is a relatively large body of research on early
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environmental and familial factors in SAD (Alden and Taylor 2004; Brook and
Schmidt 2008; Garcia-Lopez et al. 2009, 2014; Knappe et al. 2009, 2012; Masia and
Morris 1998; Rapee and Spence 2004; also see Chaps. 2 and 3, this volume).

Most studies on family contributions to adolescents’ social anxiety have exam-
ined the roles of earlier child-rearing and family factors in the development of
youths’ symptoms of social anxiety. In the following section, we briefly review this
research, concentrating on studies in which social anxiety or SAD has been assessed
among adolescents. Then we review studies on the associations between social anx-
iety and SAD and concurrent family interactions (i.e., during the adolescent period).

Childhood Family Interpersonal Factors

and Social Anxiety in Adolescence

Evidence suggests that parental overcontrol and rejection play a role in the
development of adolescent social anxiety. Starting with an unselected, representa-
tive, epidemiological study, initial reports from the well-known prospective German
Early Developmental Stages of Psychopathology (EDSP) study indicated that
perceived parental overcontrol and rejection were associated with SAD in adoles-
cents, even when parental psychopathology was controlled (Lieb et al. 2000).
Following the adolescent sample 10 years later, and extending the time span of the
study to cover the highest risk period for SAD, Knappe et al. (2009) again observed
that perceived parental overcontrol and rejection, in addition to low emotional
warmth, were associated with SAD in their offspring. However, there was an inter-
action with parental psychopathology, which revealed that their combined effect
was significantly greater than the risk associated with child-rearing factors alone. In
the third analysis from the EDSP sample, Knappe and colleagues (2012) distin-
guished between the contributions of maternal and paternal child rearing. They
found that compared to other anxiety disorders, adolescents with SAD reported a
pattern of maternal overprotection and paternal rejection and low emotional warmth.
(Note that the measure of perceived parenting covered past parenting style.)

Other population-based studies also have addressed parenting issues using ado-
lescents as informants. In a prospective study, Lewis-Morrarty et al. (2012) observed
that maternal overcontrolling style of child rearing at age seven was associated with
high rates of social anxiety symptoms and lifetime rates of SAD in adolescence. In
this study, the temperamental characteristic of infant behavioral inhibition was asso-
ciated with adolescent social anxiety only in interaction with age seven maternal
overcontrol. Combining results from the adolescent studies with results from stud-
ies with follow-ups periods into adulthood (Knappe et al. 2010), it seems reasonable
to conclude that overcontrol, rejection, and low warmth are associated with adoles-
cent SAD; however, the interaction between these parenting factors and other off-
spring or parental factors has been insufficiently studied and warrants further
examination.

Concurrent Parent-Adolescent Interactions
Associations between adolescents’ social anxiety and familial interactions during
the adolescent period have gained less attention than early familial factors, and
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there is a question of how distinguishable they are from earlier or even subsequent
familial interactions. Recently, Yap et al. (2014) performed a meta-analysis of
studies focusing on parenting during the adolescent period (between 12 and
18 years of age), with outcomes covering both anxiety disorders and depression.
Using this meta-analysis and additional literature review, we identified seven stud-
ies relevant to the discussion of transitions during the adolescent period. Six stud-
ies (Bogels et al. 2001; Caster et al. 1999; Fisak and Mann 2010; Johnson et al.
2005; Rork and Morris 2009; Starr and Davila 2008) specifically focused on con-
current family interactions and adolescents’ social anxiety/SAD and are reviewed
below.

In a mixed group of clinically referred children and controls, with a mean age of
13 years, Bogels et al. (2001) found little support for the association of concurrent
child-rearing practices and high social anxiety, aside from that attributable to family
sociability (as measured by both offspring and maternal reports) and to offspring’s
perception of maternal overprotection. However, a comparison of clinically referred
high socially anxious (SA), clinically referred low SA, and non-referred controls
revealed that the clinical high SA group reported greater parental rejection, less
emotional warmth, and less family sociability than did the controls; but the two
clinical groups (high and low SA) did not differ, suggesting that those parenting
factors were not specific to social anxiety.

In a slightly younger sample of early adolescents (age 10-13 years), Rork and
Morris (2009) found both maternal and paternal overprotection and parental nega-
tive commanding style (i.e., telling their child what not to do) were associated with
offspring’s social anxiety; however low parental sociability and low warmth were
not related to youths’ social anxiety. These results partly confirmed (i.e., with regard
to overprotection), but partly differed from (i.e., with regard to parental warmth and
sociability), the findings of Bogels et al.

Caster et al. (1999) examined adolescents’ and parents’ perceptions of family
interactions and their concurrent association with adolescent social anxiety in a
large sample of youth (grades 7 to 11th). Adolescents who reported high social
anxiety perceived their parents as being more socially isolating, excessively
concerned about other people’s opinions, ashamed of their shyness and poor
performance, and less socially active than did youth reporting lower levels of
social anxiety. The parents, however, did not differ in their perceptions of child-
rearing styles and family environment for the socially anxious and non-anxious
youth.

Johnson et al. (2005) also observed concurrent associations between social
anxiety and adolescents’ perceptions of parental sociability, shame, and dependency
on others opinions, among youth in a large child-adolescent sample (mean age of
13.0 years). However, these perceived parental qualities were even higher for
adolescents with depression or comorbid social anxiety and depression.

A further study by Fisak and Mann (2010) examined parental child-rearing
practices relative to adolescent-reported social anxiety in a sample of 15- to 18-year-
old adolescents. Adolescents with higher levels of social anxiety reported parental
modeling of social fears and parental communication of shame to a greater degree
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than did adolescents with lower levels of social anxiety. The researchers did not,
however, find differences between the high and low socially anxious adolescents
in their levels of perceived parent sociability, as was found in the three
abovementioned studies (Bogels et al. 2001; Caster et al. 1999; Johnson et al. 2005).

Finally, the study by Starr and Davila (2008) differs from the abovementioned
studies in that the researchers measured parent-adolescent conflict as an indicator
of familial interpersonal dysfunction rather than assessing parental child rearing,
modeling, or parental communications; furthermore, they tried to disentangle the
effects of depression from that of social anxiety and also assessed peer relationship
competence and qualities. Using a sample of adolescent girls with a mean age of
13.5 years, they found that both social anxiety and depression were associated
with parent-adolescent conflict and peer relationship competence in bivariate anal-
yses. However, social anxiety was more strongly related to competence, trust, and
communication in peer relationships (when controlling for depressive symptoms),
whereas depressive symptoms were more strongly related to family variables such
as low trust, alienation, and conflict in relationship with parents (when controlling
for social anxiety). Comorbidity of social anxiety and depression was associated
with both high levels of family conflict and low competence in peer
relationships.

In summary, research mostly indicates that prior and concurrent parental
overprotection, concurrent low parental sociability, and parental modeling of shame
and dependency on others’ opinions are associated with heightened social anxiety
in adolescents. We found no studies that directly examined whether adolescents
whose parents discourage their offspring’s autonomous social behavior outside of
family, especially in peer relationships, show a heightened risk for social anxiety.
However, adolescents’ social anxiety is associated with conceptually related paren-
tal behaviors (i.e., overprotection, low sociability, and modeling of shame). Thus,
socially anxious adolescents’ normative developmental transition to wider social
contexts may be compromised by familial factors.

The contribution of adolescent-parent conflict or rejection to adolescents’
concurrent social anxiety is less supported by research, but such family conflict may
be more strongly associated with depression. However, despite the scarce evidence
on the direct associations between concurrent family conflict and social anxiety in
adolescents, there are two treatment studies which provide some indirect, tentative
support that family conflict as assessed by parental expressed emotion (EE) (i.e.,
criticism, hostility, and emotional overinvolvement) may operate as maintaining
factor in adolescent social anxiety. Socially anxious adolescents whose parents
show high EE seem to benefit poorly from CBT, but treatment gains are reached
when therapy is enhanced by adding parent training targeted at reducing the high
EE (Garcia-Lopez et al. 2009, 2014).

In contrast, social anxiety seems to be more effected by the quality of adoles-
cents’ peer relationships. More research is needed to specify mechanisms behind
observed associations between parental behavior and youths’ social anxiety: for
example, is overprotection primarily a parental factor that affects offspring, or does
social anxiety in the offspring elicit parental overprotection?
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Summary and Conclusions

As the literature reviewed in this chapter illustrates, developmental transitions
occurring during adolescence have implications for the development or mainte-
nance of social anxiety in youth. Although less often studied, evidence also suggests
that socially anxious youth may encounter more difficulties than their less anxious
peers during key developmental transitions, especially those involving changes in
peer and romantic relationships.

In general, little research has examined the impact of significant school and peer
transitions on adolescent social anxiety or how socially anxious adolescents handle
social and school transitions. At this point, research has focused mainly on adoles-
cent depression (rather than social anxiety) or on school transitions in the context of
community relocation (Goodwin et al. 2012; Vernberg et al. 1992, 2006). Thus,
there is a need for future studies to evaluate the interplay between school transitions
and adolescent social anxiety. Adolescents who do not negotiate school transitions
well, and who are socially anxious, may be at risk for absenteeism and poor aca-
demic achievement (e.g., Chalita et al. 2012; Ingul and Nordahl 2013). Future stud-
ies that examine the impact of such transitions on socially anxious youth and that
evaluate youths’ social and emotional functioning before and after significant school
transitions would be useful and informative.

With respect to biological transitions, evidence is mixed regarding the associa-
tions between pubertal status, pubertal timing, and adolescent social anxiety.
However, visible bodily changes (e.g., in height, subcutaneous fat, secondary sex
characteristics), which are precipitated by puberty onset and underlying hormonal
changes, do appear to contribute to adolescent social anxiety and other related prob-
lems, such as eating disorders. At this point, however, we know little about how
these biological and physical changes heighten anxiety among adolescents who are
already socially anxious. Prospective studies that examine bidirectional pathways
between adolescent social anxiety and physical/biological transitions are needed.

Research is also sparse with respect to the interplay between adolescent social
anxiety and the onset and course of romantic relationships. Socially anxious adoles-
cents appear to begin dating and to have romantic relationship activities later than
nonsocially anxious youth and to have poorer quality relationships. Problems within
romantic relationships may also heighten adolescents’ feelings of social anxiety,
although this hasn’t been examined directly.

Finally, in the family realm, little research has directly addressed the impact of
increasing adolescent autonomy and decreasing family involvement on adolescent
social anxiety. Although it is likely that family factors, such as parental overcontrol
and low parental sociability, prepare the adolescent poorly to functioning in wider
social contexts, there is a gap in the research addressing the possible impact of fam-
ily factors and parenting style on adolescents’ increasing autonomy and orientation
toward social functioning in peer contexts. Most of the research linking family
functioning (e.g., child-rearing practices, levels of support or rejection, family con-
flict, etc.) with anxiety has been conducted with preadolescent youth. To better
understand the process of how family transitions affect adolescents’ social anxiety
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over time or how socially anxious youth negotiate family transitions (especially
with respect to gaining increased autonomy), multi-wave prospective studies are
needed.

Across all the above transitions, it will be important to examine the key
moderating variables that influence the associations between the developmental
transition and social anxiety. In particular, gender appears to be an important
variable to consider. For example, adolescent boys and girls display marked differ-
ences in (a) social functioning with peers (e.g., girls have more friends and more
positive friendship qualities than boys; La Greca and Harrison 2005); (b) biological
transitions (e.g., girls mature earlier than boys and early-maturing girls may experi-
ence more emotional difficulties than boys; Blumenthal et al. 2011; Deardorff et al.
2007; Huddleston and Ge 2003); and (c) romantic relationships (e.g., adolescent
girls are more likely to date and have more positive qualities in their romantic rela-
tionships than boys; Kuttler and La Greca 2004; La Greca and Harrison 2005).
Adolescent girls also may report more social anxiety than adolescent boys (La
Greca and Lopez 1998; Ingles et al. 2010; Ranta et al. 2012), so the processes link-
ing developmental transitions to social anxiety could potentially differ by gender.

Age is another important moderating variable to examine. The impact of school/
peer, biological, romantic, and family transitions may differ depending on adoles-
cent age or developmental status. For example, it would be valuable to evaluate the
impact of school and peer transitions in late adolescence (e.g., during the transition
to college or work settings) as available studies on school and peer transitions have
focused predominantly on early adolescents. Moreover, the emotional impact of
initiating or maintaining romantic (and sexual) relationships may be very different
during early versus late adolescence (see Davila et al. in press).

Moderating variables that are specific to the area of developmental transition
may also be important to evaluate. For example, school and social transitions may
be the most anxiety provoking for adolescents who are already experiencing peer
difficulties; similarly, family transitions and increasing adolescent autonomy may
be most difficult for teens when high levels of parental overprotection or family
conflict are present.

Finally, future research would benefit from using multi-wave, prospective
research designs. Such methodologies would enable investigators to better evaluate
the bidirectional interplay between key developmental transitions and adolescent
social anxiety. Efforts of this kind are needed to better inform clinical prevention
and intervention efforts to reduce social anxiety in youth.
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Recognition and Manifestations of Adolescent
Social Anxiety and Phobia in Diverse Settings



Luis-Joaquin Garcia-Lopez, Maria do Ceu Salvador,
and Andres De Los Reyes

Introduction

Effective treatment of social anxiety disorder (SAD) and clinical research in this
area require a thorough assessment, using reliable and valid assessment instruments
(Tulbure et al. 2012). The appropriate and effective assessment of SAD in
adolescence involves a multilevel, multi-procedure, and multi-informant process,
which captures the essence of the disorder as well as other personal and family
characteristics and functioning (Silverman and Ollendick 2005). In addition, the
need for shortened versions of self-report measures has increased in recent years as
a result of the increased importance of mental health screening by primary health-
care providers, school counselors, and psychologists (Garcia-Lopez et al. 2008c).
Having a screening protocol would help the scientific community to increase the
awareness and detection of SAD in adolescents, particularly if the protocol was
brief, valid, and reliable and demonstrated appropriate sensitivity and specificity.
In this chapter, we review clinical assessment procedures for SAD in adolescents
and provide suggestions to conduct a thorough and psychometrically sensitive
assessment. The chapter begins with a review of clinician assessment methods,
followed by self-report measures. Next, we discuss multi-informant and
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context-sensitive clinical assessment, physiological assessment methods, and
observational and role-play procedures. Finally, we present some issues regarding
the future of assessment of social anxiety in adolescents.

Clinician Assessment

Clinician assessment consists of clinical interviews, ratings of adolescent social
anxiety, and general ratings of overall functioning. We briefly present each type
of measure in the following sections.

Clinician-Administered Interviews

General Clinical Interviews

Clinical interviews, either structured or more general in nature, are one of the most
important sources of information gathering. Although a structured interview may be
preferred to establish a reliable diagnosis, general interviews will cover other topics
pertinent to adolescent SAD. Important topics include: physiological, cognitive,
and behavioral symptoms of SAD; impact of the symptomatology on everyday life;
information to rule out other diagnoses or to establish comorbid disorders; life
stressors; coping skills; level of functioning in important areas (school, family,
hobbies, etc.); etiological factors; maintenance factors; developmental history; the
adolescent’s and family’s health status; and the family and cultural context
(Kearney 2005).

Despite the fact that developing good rapport is an important requisite in
assessment, this is particularly true with adolescents with SAD (Garcia-Lopez
2013). On one hand, adolescents may not be aware of social distress and difficulties
that are associated with the disorder. They may view the condition as part of who
they are, adapt their lifestyle to accommodate avoidance of social and/or perfor-
mance situations in a way that camouflages their distress, and rationalize this avoid-
ance. For all these reasons, adolescents with SAD tend to report fewer social anxiety
symptoms relative to other informants (e.g., parents; see De Los Reyes et al. 2012).
Furthermore, identification of social anxiety by parents and teachers is often diffi-
cult (see section “Multi-informant and context-sensitive clinical assessment” of this
chapter), at least until underachievement or school refusal is identified. Lack of
identification of SAD by parents is critical as especially younger adolescents depend
on their parents to be taken to therapy. Finally, the very nature of SAD may interfere
with the therapeutic relationship (and therefore with the assessment process). For
example, adolescents may be afraid of being negatively evaluated by the therapist or
interviewer (i.e., they may think that their problems are unique and that they must
be weird to have them) and are vigilant for signs of disapproval. The attitude of the
clinician, particularly in the first meeting, is therefore critical. The clinician’s task
will be to create a warm, uncritical, and understanding atmosphere, where the
adolescent feels comfortable discussing his/her fears and worries.
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Several strategies may be used to establish a good rapport in an initial session
with an adolescent with SAD (Herbert et al. 2010). One consists of the clinician
talking first about some general topic and asking the adolescent some general
questions (e.g., age, school, friends, hobbies). This will break the ice and give the
adolescent time to feel more at ease and comfortable in the therapy room. Also
extremely important is that the clinician avoids any signs of disapproval throughout
the interview. Finally, the interviewer should provide normalizing psychoeducation,
emphasizing how common the adolescent’s social or performance problems are,
acknowledging that they must be difficult to handle sometimes, and clearly stating
that there are effective treatments for such a condition. Usually, the pace of the
interview will be slower, and the interview may take longer than with adolescents
exhibiting other primary concerns (e.g., depression, generalized anxiety disorder).

Structured and Semistructured Interviews

Structured and semistructured interviews are important tools that guide the clinician
through the diagnostic decision-making process, leading to more reliable diagnoses.
Additionally, they not only allow the categorical assessment of disorders but also
the evaluation of the severity, impairment, and course of disorders. Diagnostic
interviews also have the advantage of being open to evaluation of their psychomet-
ric properties and decreasing the variability inherent in clinical judgment. However,
they are not without limitations. Three of the most important limitations of diagnos-
tic interviews are that almost all require significant training to administer reliably,
may be time consuming due to their length, and may be difficult to score (e.g.,
Beidel and Turner 2007).

There are several well-established structured and semistructured interview
schedules based on DSM criteria that include an assessment of adolescents’ social
fears and that are used to collect information about symptomatology and additional
diagnoses. Before describing the most common interviews, we would like to
emphasize that the adolescent may view the interview situation as artificial and
uncomfortable. For example, adolescents may answer “no” to the interview
questions, particularly if they realize that this will lead to the interviewer skipping
several pages (i.e., due to “skip out” rules linked to diagnostic criteria). To counter-
act this tendency, the clinician should ensure that a good rapport is established prior
to the interview, the interview is not approached as an interrogation, and the
interview begins with an informal conversation about school, friends, and hobbies.
Furthermore, suggesting a break during the interview can also improve the
adolescent’s cooperation (Beidel and Turner 2007).

The Anxiety Disorders Interview Schedule for DSM-5: Child and Parent Versions
(ADIS-5-C/P; Albano and Silverman 2014) is the most widely used interview to
assess anxiety disorders in youth 6-17 years, is derived from the adult ADIS (Brown
and Barlow 2013), and is organized according to anxiety disorders in the Diagnostic
and Statistical Manual of Mental Disorders (5th ed. [DSM-5]; American Psychiatric
Association, 2013). The ADIS-5-C/P consists of comparable but separate parent
and child interviews and offers a comprehensive assessment for an adolescent with
SAD. Although designed specifically to diagnose anxiety disorders, the ADIS-5-C
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also assesses affective disorders and attention-deficit’/hyperactivity disorder
(ADHD). Additionally, it includes screening questions for a range of other disorders
(substance abuse, schizophrenia, eating disorders, somatoform disorders). It also
includes questions about school and the ways that youth connect with others (includ-
ing texting and social media) that are relevant for an adolescent with SAD. The
parent version (ADIS-5-P) includes the additional diagnostic categories of conduct
disorder and oppositional defiant disorder, as well as screening questions for several
other disorders, including enuresis, pervasive developmental disorders, and learning
disorders. For each diagnosis, there are several questions to assess specific symp-
toms (on a 3-point scale, “yes,” “no,” and “other,” or in a 9-point scale, “not at all”
to “very, very much”). There are also questions to assess the disorder’s duration and
interference in everyday life, using a 9-point Likert-type scale; in order to be coded
as a final diagnosis, a rating of at least 4 (moderate impairment) must be given by
the adolescent or the parent.

All these criteria combined allow confirming or excluding a diagnosis. To derive
a combined diagnosis from child and parent reports, a diagnosis is assigned if either
one or the other indicates the presence of the disorder. At the end of the interview, a
composite profile of diagnoses resulting from the information of the interviews is
obtained, and each diagnosis is associated with a clinician severity rating (CSR)
(from O to 8). These ratings are used to classify the diagnoses as principal (the most
impairing one), coprincipal (other diagnoses that may share the same highest clini-
cian severity rating), or additional (any other diagnosis with a lower severity rating).
This classification is used to prioritize the disorder that causes greatest distress and
impairment and that may be addressed first in treatment. The SAD section includes
a list of situations that have to be rated according to the degree of anxiety and avoid-
ance it provokes.

Administration of the whole interview, either the child or parent version, usually
takes longer (about 60—120 min in total) than a typical clinical session (March and
Albano 2002). However, if time is limited and a particular case involves assessing
the presence of SAD (or performance anxiety), the clinician may decide to admin-
ister only the SAD section (or other relevant sections) to obtain important informa-
tion about the problem and its interference (Kearney 2005).

The ADIS-IV-C/P (Silverman and Albano 1996) has demonstrated excellent
test-retest reliability, excellent reliability for deriving combined diagnosis of sepa-
ration anxiety disorder, SAD, specific phobia, and generalized anxiety disorder, and
is highly reliable for deriving the same diagnoses with either child or parent infor-
mation (Silverman et al. 2001). Its concurrent validity has also been established,
particularly for the SAD, separation anxiety disorder, and panic disorder (Wood
et al. 2002). Another study (Lyneham et al. 2007) explored interrater agreement,
indicating that the ADIS-IV-C/P provided consistent diagnostic results across dif-
ferent clinicians.

Another commonly used interview is the Schedule for Affective Disorders and
Schizophrenia for School Age Children-Present and Lifetime Version (K-SADS-PL;
Kaufman et al. 1997). The K-SADS was designed to assess present and past epi-
sodes of 33 mental disorders and their interference (either in a paper and pencil
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format or using a computerized version) according to the DSM-IV (APA 1994).
Three DSM-IV compatible versions of the K-SADS are in general use, all providing
a current diagnostic assessment: one present state (K-SADS-P IVR) and two epide-
miological editions (the K-SADS-E (Epidemiological Version) and the K-SADS-PL
(Present and Lifetime Version)). The K-SADS-P IVR also evaluates the worst past
episode during the previous year, while the K-SADS-E and the K-SADS-PL pro-
vide a lifetime diagnosis. Furthermore, the K-SADS-E and the K-SADS PL are
primarily categorical diagnostic interviews; however, the K-SADS-P IVR also mea-
sures symptom severity, thus allowing its use to monitor treatment response (for
more details, see Ambrosini 2000). All versions of this interview are semistructured
integrated parent—child interviews where the clinician records data from parents and
youth on a common answer sheet. Diagnoses are assigned by synthesizing parent
and child data (Kaufman 1997).

The K-SADS demonstrated good concurrent validity, good to excellent test—
retest reliability for present and lifetime diagnoses, and high interrater agreement in
a sample of children, adolescents, and their parents (Kaufman 1997). Reviewing the
various past and current K-SADS editions and respective literature, Ambrosini
(2000) concluded that all editions had good interrater reliability, noting, neverthe-
less, that the quality of the validating data was limited.

The Structured Clinical Interview for DSM-IV Childhood Diagnoses (KID-
SCID; Hien et al. 1994) is a semistructured interview to assess childhood DSM-IV
diagnoses, based on the Structured Clinical Interview for DSM-IV for adults (First
et al. 1994). Its structure consists of questions for each DSM-IV criterion, and the
interviewer rates the presence of each criterion using a three-point rating scale
(absent, possibly present, or present). Both child and parent(s) provide answers that
the interviewer combines to rate a “best” score. Next, the number of symptoms rated
as “present” is counted, and if the required number of symptoms according DSM-IV
symptom-criterion is met, the interviewer asks about other DSM criteria, such as
age of onset and interference. Finally, a KID-SCID diagnosis is obtained if all
DSM-1V criteria are met. Several studies support the validity of the KID-SCID
(Matzner 1994; Matzner et al. 1997; Smith et al. 2005; Trimbremont et al. 2004).
Additionally, two studies reported very good interrater reliability (Hien et al. 1994;
Trimbremont et al. 2004) and another study (Matzner et al. 1997) showed fair to
excellent test-retest reliability.

The Diagnostic Interview for Children and Adolescents (DICA; Reich 1998) is
another widely used diagnostic interview for children and adolescents under 18
years. The DICA has a child version (DICA-C) for children aged 8-12 years, an
adolescent version (DICA-A; 13—17 years), and a parent version that contains the
same categories as the child and adolescent versions with the addition of two cate-
gories to solicit information on prenatal health (pregnancy/birth) and early child
development. The DICA-IV offers a screening for a broad range of clinical symp-
toms and it also includes the Stein-Reich critical items listing. These items identify
high-risk features that can alert the clinician for dangerous behavior (e.g., suicidal
thoughts and behavior, drug abuse). The DICA has been computerized, allowing
both an interviewer-administrated and a self-administrated version (Reich et al.
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1997). Weldner et al. (1987) reported high reliability and high interrater agreement
between DICA-C diagnoses and clinician’s diagnoses and moderate to good par-
ent—child agreement for most diagnoses. After reviewing administration proce-
dures, psychometric properties, and comparisons with other measures, Reich (2000)
concluded that this interview had good reliability and could serve as a valid tool for
assessing psychiatric information in children and adolescents. Sala et al. (2005)
have applied factor analysis to the DICA-IV responses provided by a sample of
Spanish children/adolescents and parents and obtained a two-dimensional model
(internalizing—externalizing) with good internal consistency and validity. These
authors concluded that the DICA-IV could be used to obtain both categorical and
dimensional indicators.

The Diagnostic Interview Schedule for Children Version IV (DISC-1V; Shaffer
et al. 2000) is a highly structured diagnostic interview that consists of a series of
close-ended questions to evaluate more than 30 psychiatric disorders in children and
adolescents. The DISC-IV also collects information about several aspects of school
functioning as well as information about the child/adolescent relationships with
family, peers, and teachers. It has a version for children or adolescents (DISC-Y;
from 9 to 17 years), a version for parents (DISC-P; from 6 to 17 years), and a ver-
sion for teachers (DISC-T); the teacher version is limited to disorders whose symp-
toms might be expected to be observed in a school setting (e.g., disruptive disorders).
The DISC-IV assesses the presence of diagnoses in three different moments in time:
the previous 4 weeks, the previous year, and “whole life.” Its format and structure
(either in paper and pencil or computer format) allows the DISC-IV to be adminis-
tered by lay interviewers after a minimal training period. Previous versions of the
DISC have shown moderate to good criterion validity across a number of diagnoses
(Schwab-Stone et al. 1996), moderate to substantial test-retest reliability (Jensen
et al. 1995), and good reliability and acceptability (Shaffer et al. 1996). However,
Lewczyk et al. (2003) reported that, compared to clinician diagnosis, the DISC-IV
had a significantly higher prevalence of ADHD, disruptive behavior disorders, and
anxiety disorders and a significantly lower prevalence of mood disorders.

The Child and Adolescent Psychiatric Assessment (CAPA; Angold and Costello
2000) is a structured interview for use with children/adolescents (ages 9-17) and
their parents. The CAPA includes several sections: psychiatric symptoms, func-
tional impairment, demographics, and family structure and dynamics. Included in
this interview are three sections that specifically assess social fears: shyness with
peers, social anxiety in interaction contexts, and fears of activities in public. The
CAPA also has a glossary providing operationalized symptom definitions and appli-
cation rules. The time frame is the three previous months, but duration of symptoms
is in line with diagnostic frameworks. Results from the study of Angold and Costello
(2000) confirmed the CAPA’s test—retest reliability and validity.

The Mini International Neuropsychiatric Interview for Children and Adolescents
(MINI-KID; Sheehan et al. 1998) is a short structured clinical diagnostic interview
designed to assess the presence of psychiatric disorders according to DSM-IV and
ICD-10 criteria. The MINI-KID was based on the adult version of the interview
(MINI; Lecrubier et al. 1997; Sheehan et al. 1997, 1998) and is intended to be used
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with children and adolescents aged 6—17 years without mental retardation. It is
organized in diagnostic modules with screening questions for each disorder that, if
they are endorsed, will be followed by additional symptoms questions. Twenty-four
disorders are screened, excluding organic mental disorders and specific learning
disabilities. Current and lifetime suicide risk is additionally screened. Sheehan and
collaborators (2010) found that the MINI-KID presented substantial to excellent
agreement to the K-SADS-PL (Kaufman et al. 1997) on every disorder, except psy-
chotic disorder, where results were more modest. The same authors reported sub-
stantial sensitivity, excellent specificity, and almost perfect interrater agreement and
test-retest reliability. Also, the concordance of the parent version (MINI-KID-P)
with the standard MINI-KID was good. Finally, the MINI-KID took a third of the
time to be administered compared to the K-SADS.

Clinician-Administered Scales

In addition to clinical interviews, clinician-administered measures include scales
for social anxiety assessment, scales that assess anxiety and include a section for
social anxiety, and ratings of the overall level of adolescent functioning.

Clinician-Administered Social Anxiety Scales
There are two clinician-administered measures to specifically assess social anxiety
in children and adolescents, which are described below.

The Liebowitz Social Anxiety Scale for Children and Adolescents (LSAS-CA;
Masia-Warner et al. 2003), based on its adult version (Liebowitz 1987), is a 24-item
clinician-administered rating scale that assesses youths’ anxiety and avoidance for
both social and performance situations. Twelve items describe interaction situations
and the other 12 describe performance situations. For each item, the clinician asks
for a separate rating for anxiety and avoidance, using a 0-3 Likert scale, but these
ratings may also be adjusted based on clinical judgment, further inquiry, and behav-
ioral observation of the youth. Items are then summed in two subscales assessing
social interactions and performance situations. Six scores may be obtained: total
anxiety, social anxiety, performance anxiety, total avoidance, social avoidance, and
performance avoidance. Masia-Warner et al. (2003) reported high internal consis-
tency (both for the full sample and for a SAD group), high test—retest reliability (for
the total and subscales), stronger positive associations with measures of social anxi-
ety and general impairment than with a measure of depression, and sensitivity to
discriminate youth with SAD from youth with other anxiety disorder and from
healthy controls. However, factor analysis of the LSAS-CA indicated that anxiety
and avoidance ratings were better explained by a two-factor solution that measures
social anxiety and avoidance in social or school performance situations (Storch
et al. 2006). These two factors—social and school performance—obtained high
internal consistency and acceptable validity (Storch et al. 2006). The LSAS-CA has
been used in several treatment studies and has demonstrated sensitivity to treatment
effects (Masia-Warner et al. 2005; Wagner et al. 2004). It has also been useful as a
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self-report measure (see “Social anxiety measures specifically designed for
adolescents” section of this chapter).

The Kutcher Generalized SAD Scale for Adolescents (K-GSADS-A; Brooks and
Kutcher 2004) is a clinician-rated scale designed to assess the severity of SAD and
to measure treatment outcome in adolescents (i.e., monitoring the severity of
symptoms over time). The K-GSADS-A is divided in three sections, each reflecting
different aspects of SAD. Section A includes 18 items related to fear and avoidance
of social situations, each rated on two 4-point scales (i.e., from “none” to “severe”
on anxiety and from “none” to “total” on avoidance.) Section B asks the adolescent
to choose the three most feared social situations and then rate them using the same
4-point system; these three items will be rerated on repeated administrations of the
K-GSADS-A. Section C includes 11 items that describe affective distress and
somatic distress symptoms, rated from O (“never”) to 3 (“severe”) according to how
strongly each symptom occurs in most social situations. This section allows the
evaluation of whether a particular treatment has differential effects on affective and
somatic symptoms (Brooks and Kutcher 2004). Four subscales can then be
calculated: fear and anxiety (the sum of section A’s discomfort ratings), avoidance
(the sum of section A’s avoidance items), affective distress (the sum of section C’s
affective items), and somatic distress (the sum of Section C’s somatic items).
Finally, the sum of these four subscales comprises the K-GSADS-A Total Score.
Brooks and Kutcher (2004) explored and supported the scale’s internal consistency,
test—retest reliability, and convergent and divergent validity. The K-GSADS-A’s
sensitivity to treatment outcomes has also been established (Brooks and Kutcher
2004; Wagner et al. 2004).

Ratings of Global Level of Functioning

Finally, global clinician ratings are useful measures of the youth’s overall level of
functioning or of his/her treatment progress. These instruments are applicable
across all psychiatric disorders and treatments and were designed for easy use. If the
clinician has enough information available, the measures only take a few minutes to
complete. Two of these instruments are briefly reviewed.

The Clinical Global Impression Scale (CGI; Guy 1976) was developed to pro-
vide a brief, stand-alone assessment of the clinician’s view of the individual’s global
functioning prior to and after treatment, taking into account all available informa-
tion on the person’s history, psychosocial circumstances, symptoms, behavior, and
interference (Busner and Targum 2007). The CGI consists of two subscales, rated in
a 7-point scale: Severity of Illness (CGI-S), which rates illness severity (ranging
from 1="normal not at all ill” to 7="among the most extremely ill patients”), and
Global Improvement (CGI-I), which assesses improvement relative to treatment
baseline (ranging from 1 =‘‘very much improved since the initiation of treatment” to
7="very much worse since the initiation of treatment”). The CGI has been shown
to correlate with other well-known treatment efficacy scales across a wide range of
psychiatric disorders in adults, including SAD (Bandelow et al. 2006; Zaider et al.
2003). The CGI has also demonstrated sensitivity to treatment effects in children
and adolescents with SAD (Compton et al. 2001).
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The Children’s Global Assessment Scale (CGAS; Shaffer et al. 1983) is an
adaptation from the Global Assessment Scale for Adults (GAS; Endicott et al.
1976). It contains numeric scale (from 1 =most impaired to 100=1least impaired) to
assess overall functioning during the previous month for children under the age of
18 years. It is easy to use and it takes only a few minutes to complete. Shaffer et al.
(1983) found the CGAS to be reliable between raters and across time and also
reported concurrent and discriminant validity. The psychometric characteristics of
the CGAS are well documented, its utility is well established in nationwide clinical
settings, and it has been used in treatment outcome studies of childhood
psychopathology (see Schorre and Vandvik 2004 for a review).

Self-Report Measures

Scales Designed or Adapted to Measure Social Anxiety
in Adolescents

Social Anxiety Measures Specifically Designed for Adolescents

The Social Anxiety Scale for Children-Revised (SASC-R; La Greca and Stone 1993;
La Greca 1999) was designed to assess levels of social anxiety in children aged
7-13 years (elementary school). The SASC-R contains 18 items (plus 4 filler items)
and evaluates three aspects of social anxiety: Fear of Negative Evaluation from
Peers (FNE=38 items), Social Avoidance and Distress specific to new situations or
unfamiliar peers (SAD-New=6 items), and Generalized Social Avoidance and
Distress (SAD-General=4 items). Items are rated on a 5-point Likert scale and
summed across relevant items to obtain total SASC-R scores and scores for each of
the three subscales. The total score can range from 18 to 90. In addition to the
findings of La Greca and colleagues, good psychometric properties have been found
in Finnish, Dominican, Puerto Rican, Portuguese, Japanese, Spanish, US, and
Norwegian children (e.g., Kristensen and Torgersen 2006; Kuusikko et al. 2009;
Martins et al. 2014; Okajima et al. 2009; Reijntjes et al. 2007; Sandin et al. 1999;
Storch et al. 2003).

The Social Anxiety Scale for Adolescents (SAS-A; La Greca and Lopez 1998)
was adapted from the SASC-R to assess adolescents’ levels of social anxiety.
The SAS-A is suitable for adolescents ages 13—18 years (middle and high school).
As with the SASC-R, the SAS-A contains 22 items (including 4 filler items) and
evaluates FNE (range: 8-40), SAD-New (range: 6-30), and SAD-General (range:
4-20). A total score can also be computed (range: 18-90). The rating scale for each
item ranges from 1 (never) to 5 (always). In line with the original study, research
carried out by Inderbitzen-Nolan and Walters (2000) and Myers et al. (2002) con-
firmed the three-factor structure in US adolescents. Similarly, studies in countries
such as Finland, Turkey, Spain, Portugal, China, Japan, and Latin America have
reported excellent psychometric properties for this measure of social anxiety in
adolescents (Aydin and Siitcii 2007; Cunha et al. 2004; Garcia-Lopez et al. 2005,
2009, 2014b; Jimenez-Lopez et al. 2013; La Greca et al. (in press); Okajima et al.
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2009; Olivares et al. 2005; Ranta et al. 2012a). In addition, Olivares et al. (2002)
suggested a cutoff score of 44, rather than the score of 50 proposed by the original
authors. Furthermore, Ingles et al. (2010) and La Greca et al. (2014) have found
factorial invariance for the scale.

Social Phobia and Anxiety Inventory for Children (SPAI-C; Beidel et al. 1995).
The SPAI-C evaluates the somatic, cognitive, and behavioral aspects of social anxi-
ety in children between the ages of 8 and 14. The SPAI-C consists of 26 items with
a 3-point (0-2) Likert rating format. The scale has been used in Brazil, Norway,
Finland, Spain, Italy, and the USA (Aune et al. 2008; Beidel et al. 2000a, b; Gauer
et al. 2005; Inderbitzen-Nolan et al. 2004; Kuusikko et al. 2009; Ogliari et al. 2012;
Olivares et al. 2010; Storch et al. 2004). Kuusikko et al. (2009) recommended a
cutoff score of 18 for a Finnish adolescent population. A meta-analysis conducted
by Scaini et al. (2012) found that SPAI-C presents with good cross-cultural
validity.

The Liebowitz Social Anxiety Scale for Children and Adolescents (LSAS-CA;
Masia et al. 1999) is based on the adult version (LSAS; Liebowitz 1987). The
LSAS-CA is a 24-item scale with a 4-point (0-3) Likert rating format, designed for
children over the age of 7 years. This measure rates the following: total fear, fear of
social interaction, fear of performance, total avoidance, avoidance of social interac-
tion, and avoidance of performance. Although it was originally conceptualized as a
clinician-administered scale (see section “Clinician-administered social anxiety
scales”), a self-report version (LSAS-CA_SR) has been developed, with appropri-
ate psychometric properties for French- and Spanish-speaking adolescents (Olivares
et al. 2009; Schmits et al. 2014).

Social Anxiety Questionnaire for Children (SAQ-C; Caballo et al. 2012) assesses
social anxiety in children between the ages of 9 and 14 years. It consists of 24 items
grouped into six factors or dimensions (4 items for factor): (1) speaking in public/
interactions with teachers, (2) interactions with strangers, (3) interactions with the
opposite sex, (4) criticism and embarrassment, (5) assertive expression of annoy-
ance or disgust, and (6) performing in public. Each item is answered on a 4-point
Likert scale to indicate how much the child feels afraid, embarrassed, or nervous in
response to each social situation: 1 (none), 2 (a little), 3 (quite a lot), and 4 (a lot).
Available psychometric properties are limited to the study published by authors.

Escala para la Deteccion de Ansiedad Social (EDAS; Social Anxiety Screening
Scale, SASS; Olivares and Garcia Lopez 1998; Olivares & Piqueras, 2005). This
measure consists of 10 items: 2 are dichotomous and the remaining 8 have three-
independent-factor structure (avoidance, distress, and interference). Validation of
the scale is limited to Hispanic populations (Olivares & Piqueras, 2005; Olivares
et al. 2004b; Piqueras et al. 2011, 2012b, c; Vera-Villarroel et al. 2007).

Social Anxiety and Avoidance Scale for Adolescents (SAASA; Cunha et al. 2008;
Salvador, 2009). The primary aims of this instrument are: (1) to identify possible
dimensions of social fears in a specific developmental context; (2) to serve as an
assessment measure for adolescents at risk for developing SAD; (3) to be a helpful
tool in the clinical assessment of adolescents with SAD, identifying the intensity
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and frequency of anxiety and avoidance responses to feared situations; and (4) to be
a useful instrument for tailoring an intervention and assessing its outcome. The
scale consists of 34 items, with each item score ranging from 1 to 5. The total score
for each of the SAASA subscales (the distress/anxiety subscale and the avoidance
subscale) varies between 34 and 170. A total score may also be obtained by
calculating the mean of the two subscales.

Social Anxiety Scale for Adolescents (SASA; Puklek 1997a, b). The SASA was
developed in Slovenia to measure anxiety in social situations that typically evoke
uneasiness, worry, and avoidant behavior in adolescents. The work conducted by
Puklek and colleagues (Puklek Levpuscek 2004; Puklek and Vidmar 2000) revealed
that Watson and Friend’s (1969) two components of social anxiety were also evi-
dent in Slovene adolescents. Specifically, the SASA has 28 items (Likert range:
1-5) and a two-factor structure: (a) Apprehension and Fear of Negative Evaluation
(AFNE), consisting of 15 items that assess the adolescent’s fears, worries, and
anticipations of possible negative evaluation by their peers and audience, and (b)
Tension and Inhibition in Social Contact (TISC), consisting of 13 items that assess
social tension/relaxation, speech or behavior inhibition, and readiness to exposure
in social interactions. Further papers have confirmed the psychometric properties of
the scale in Slovenia (Puklek Levpuscek and Videc 2008). This scale also has the
same factor structure and test-retest reliability in Spanish adolescents (Garcia-
Lopez et al. 2011b).

Social Anxiety Measures Adapted for Adolescents

Fear of Negative Evaluation (FNE) and Social Avoidance and Distress Scale (SAD).
Watson and Friend (1969) developed these scales to measure social-evaluative anxi-
ety and social anxiety/distress and avoidance of social situations among college
students prior to the DSM-III recognition of social phobia or SAD as a diagnostic
entity. The FNE is a 30-item scale and the SAD is a 28-item scale, both of which
employ a true—false format. Studies have demonstrated the reliability and validity of
the scales in a Spanish-speaking adolescent sample (Garcia-Lopez et al. 2001).

The Social Phobia Inventory (SoPhl; Moore and Gee 2003) is a 21-item scale
that measures social anxiety according to DSM-IV-TR criteria (American Psychiatric
Association 2000). Items are rated on a 5-point scale (1-5). This is the only scale
that includes an item to tap DSM duration criteria for SAD, stating that social
anxiety symptomatology must be present for at least 6 months. The SoPhl has been
validated in Spain by Bermejo et al. (2011).

Social Phobia Inventory (SPIN; Connor et al. 2000). This 17-item questionnaire
measures behavioral, physiological, and cognitive symptoms associated with social
phobia. Six of its items assess fear in social situations, seven measure avoidance of
performing in social situations, and four items assess physiological discomfort in
social situations. Adolescents are asked to rate the frequency with which they expe-
rienced each symptom over the last week, using a five-point Likert-type scale (0-4).
Thus, total scores can range from 0 to 68. Although initially developed for adults,
research has also demonstrated its validity and reliability in adolescent populations
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in countries such as the USA, Finland, Canada, Germany, Spain, and Brazil
(Antony et al. 2006; Garcia-Lopez et al. 2010; Johnson et al. 2006; Pereira et al.
2004; Ranta et al. 2007a, b; Sosic et al. 2008; Vilete et al. 2004).

Mini-Social Phobia Inventory (Mini-SPIN; Connor et al. 2001) is a 3-item scale
derived from the SPIN. Recently, Ranta et al. (2012b) and Garcia-Lopez and Moore
(2015) found it to be a valid and reliable measure for screening socially anxious
adolescents in Spain and Finland.

Self-Statements During Public Speaking Scale (SSPS; Hofmann & DiBartolo,
2000) was designed to specifically assess typical negative and positive self-
statements related to public speaking situations. This measure contains 10 items,
and each self-statement is rated on a 0-5-point scale. Factor analytic studies have
reliably identified a 5-item subscale assessing negative self-statements (SSPS-N)
and a 5-item subscale measuring positive self-statements (SSPS-P). Rivero et al.
(2010) found that this scale, and particularly the SPSS-N, is a valid and reliable self-
statement measure of public speaking anxiety for adolescents.

Social Phobia and Anxiety Inventory (SPAL; Turner et al. 1989). In the late 1980s,
these authors developed a self-report inventory that assesses behavioral, physiologi-
cal, and cognitive symptoms associated with SAD. The SPAI is comprised of two
scales: the 32-item Social Phobia subscale (Likert-type scale: 1-7) and the 13-item
Agoraphobia subscale. The difference score is calculated by subtracting the Social
Phobia subscale from the Agoraphobia subscale. Research has demonstrated that
the SPAI is a valid and reliable measure for use with English and Spanish-speaking
adolescent populations (Clark et al. 1994; Garcia-Lopez et al. 2001, 2005; Olivares
et al. 1999). A cutoff score of 70 on the Social Phobia subscale has been shown to
produce the highest agreement rate among Spanish adolescents (Olivares et al.
2002). Olivares et al. (2004a) found that FNE, SAD, SAS-A, and SPAI are invariant
among samples, and all of them assess a single higher-order factor, labeled as
“social anxiety,” although each measure appears to tap different symptomatology. In
this study, data revealed SPAI and SAS-A are better predictors of social phobia than
FNE and SAD. As a result, these authors recommended the SPAI and the SAS-A as
first-line assessment measures to assess adolescents’ social anxiety.

The Social Phobia and Anxiety Inventory-Brief (SPAI-B; Garcia-Lopez et al.
2008a) stems from the SPAI and assesses both interactional and performance situa-
tions, and the three-response system approach (Lang 1968). It is a brief version of the
SPALI, albeit different in terms of the Likert scale format used, the number of items,
and avoidance of heterocentric language, as recently proposed by Weiss et al. (2013).
Unlike SPAI, SPAI-B is a short self-report, particularly useful when screening for
social anxiety. It consists of 16 items using a 5-point Likert scale (1-5). For example,
“I feel nervous when I have to speak in public.” Items 15 and 16 are comprised of
sub-items related to cognitive and somatic symptoms; hence item 15 is scored as the
average of 4 sub-items, and item 16 as the average of 5 sub-items. Therefore, deci-
mals can be obtained. The SPAI-B score is the sum of item ratings minus 16. As a
result, a total score can also be computed (range: 0—64). Although originally devel-
oped to screen for adolescents with social anxiety, Piqueras et al. (2012a) found it to
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be useful for young adults. Vieira et al. (2011; 2013) have confirmed its excellent
psychometric properties in a Portuguese adolescent population. Finally, Piqueras
et al. (2012a) have revealed that SPAI-B can be administered using online or paper
and pencil formats and is a sensitive measure of treatment outcome (Garcia-Lopez
et al. 2009; 2014; 2015).

Anxiety Scales Including Social Anxiety Measures

The Multidimensional Anxiety Scale for Children (MASC; March 1998; March
et al. 1997) assesses the presence of symptoms related to anxiety disorders in youth
aged 8-19 years. The MASC consists of 39 items (score range: 1-4) distributed
across four major factors, three of which can be parsed into two subfactors. Main
and subfactors include: (1) physical symptoms (tense/restless and somatic/auto-
nomic), (2) social anxiety (humiliation/rejection and public performance fears), (3)
harm avoidance (perfectionism and anxious coping), and (4) separation anxiety.
Good psychometric properties in the social anxiety subscale have been found for
adolescents (Anderson et al. 2009; Gastel and Ferdinand 2008; Grills-Taquechel
et al. 2008; Wood et al. 2002).

The Screen for Child Anxiety-Related Disorder (SCARED; Birmaher et al. 1997)
measures anxiety symptomatology in children and adolescents ranging from 8 to 18
years. It contains 41 items, using a 3-point Likert format (0-2). The SCARED is a
screening instrument that purports to measure five child and adolescent anxiety
disorder symptom dimensions. Four of the five factors (generalized anxiety disor-
der, panic disorder, separation anxiety disorder, and SAD) are clearly related to
DSM-IV-TR anxiety disorders. The fifth anxiety symptom dimension of the
SCARED is school anxiety (or school refusal). The SCARED has been validated
for use among Cypriot, German, Italian, Spanish, Indian, Chinese, UK, South
African, and Dutch adolescents (Crocetti et al. 2009; Essau et al. 2002, 2013; Hale
et al. 2005, 2013; Linyan et al. 2008; Muris and Merkelbach 2000; Su et al. 2008;
Vigil-Colet et al. 2009). A cutoff of 21 has been suggested as the optimal score to
screen for adolescents with anxiety disorders (Swamidhas et al. 2013).

Spence Children’s Anxiety Scale (SCAS; Spence 1998). The SCAS assesses six
domains of anxiety covering generalized anxiety, panic/agoraphobia, social pho-
bia, separation anxiety, obsessive—compulsive disorder, and physical injury fears.
Each symptom is scored on a 4-point (0-3) frequency scale. This measure contains
44 items, 38 of which reflect specific anxiety symptoms and 6 are positive filler
items to reduce negative response bias. In addition to the data provided by Spence
and colleagues (Spence 1997, 1998; Spence et al. 2003) in an Australian popula-
tion, the scale has proven to be valid and reliable measure in countries such as
Japan, Germany, Cyprus, Spain, the Netherlands, and Mexico (Essau et al. 2004,
2011; Godoy et al. 2011; Hernandez-Guzman et al. 2010; Muris & Merckelbach,
2000; Orgiles et al. 2012). Parent versions have been developed with norms for
6—18-year-olds (Nauta et al. 2004.)
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Multi-Informant and Context-Sensitive Clinical Assessment

Properly assessing social anxiety among adolescents involves structuring assess-
ments with the idea that not all individuals express social anxiety in the same way.
For example, some individuals may experience clinically significant social anxiety
concerns but only within structured performance contexts such as public speaking,
whereas others may experience concerns across these performance contexts and
also in unstructured social contexts (e.g., asking a stranger for directions) (Bogels
et al. 2010). This key component of adolescents’ clinical presentations—the poten-
tial for significant variations in the contexts in which social concerns may occur—
necessitates a comprehensive assessment approach. This approach involves
obtaining self-reports from adolescents as well as reports from significant others in
adolescents’ lives, such as parents and teachers (Silverman and Ollendick 2005).
These informants observe adolescents in different contexts (e.g., home vs. school
vs. peer interactions); thus, not surprisingly, their reports often yield different con-
clusions as to adolescents’ social anxiety concerns (i.e., informant discrepancies;
De Los Reyes 2013; De Los Reyes & Kazdin, 2005; Hoffman & Chu, 2015).

One interesting observation involves comparing patterns of informant discrepan-
cies across clinic and community samples. Specifically, in a recent large-scale study
of cross-informant correspondence across community samples in 25 societies, ado-
lescents tended to self-report greater anxiety concerns than parents reported about
adolescents (Rescorla et al. 2013), whereas in previous work with clinic samples,
adolescents have tended to self-report lower concerns relative to parent reports (e.g.,
De Los Reyes et al. 2012; De Los Reyes et al. 2010). These differences in patterns
of informant discrepancies have led many mental health professionals to assume
that, when adolescents self-report fewer concerns than adult informants (e.g., par-
ents), in clinical settings, the adolescent is providing unreliable and invalid self-
reports (for a review, see De Los Reyes et al. 2011).

However, two key pieces of evidence-based assessment research contradict this
interpretation of patterns of informant discrepancies, particularly in terms of ado-
lescent patients’ self-reports. First, decades of research attest to the reliability and
validity of adolescent self-reports of social anxiety concerns (Silverman and
Ollendick 2005). Second, the strong psychometric support for adolescent self-
reports extends to circumstances in which one observes large discrepancies
between adolescents’ self-reports and reports from other informants. For instance,
on well-researched, established clinical instruments, even when adolescents’ self-
reported anxiety concerns evidence low correspondence with parents’ reports
about adolescents’ concerns, both reports nonetheless exhibit the same factor
structure (for a review, see De Los Reyes 2013). Further, De Los Reyes and col-
leagues (2012) recruited a group of adolescents referred for a clinical evaluation
for social anxiety concerns, as well as an age- and gender-matched community
control group. In this study, clinic-referred adolescents self-reported fewer social
anxiety concerns than parents reported about the adolescents, and adolescents’
self-reports exhibited very low correspondence with objective measures of their
baseline physiological regulation. Yet, adolescents’ self-reports nonetheless
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evidenced high internal consistency, convergent validity, and could significantly
distinguish adolescents on referral status (i.e., clinic-referred vs. community
control).

Observational and Role-Playing Assessment

Behavioral observation of anxious youth can occur in more or less structured
contexts, involving only the adolescent or including the family. Since observation in
the natural environment (especially with adolescents) is usually very difficult,
structured or unstructured role-play procedures in various situations have become
widely used.

The Behavioral Assessment Tests (BATs), sometimes also called behavioral
avoidance tasks/tests or behavioral approach tasks/tests, are structured role-play
procedures commonly used in the behavioral assessment of anxiety disorders.
Despite a long history in the assessment of other anxiety disorders, BATs use in the
assessment of SAD in children and adolescents were rare until recently. In BATs,
the adolescent is exposed to anxiety-provoking situations (included in the adoles-
cent’s fear and avoidance list or hierarchy), while the approach or avoidance of the
situation and related behaviors are rated, which can be very useful to assess the
presence and nature of social fears.

BATSs can consist of several types of tasks. Some BATs explore the presence of
social skills, using role-plays and asking the adolescent to engage in a simulated
social encounter, where a trained confederate plays the role of an interpersonal part-
ner in different scenarios (e.g., having a conversation, giving or receiving a compli-
ment) (e.g., Spence et al. 1999). In a recent study, Mesa et al. (2014) have used a
novel social interaction task in which the adolescent played a video game with an
unfamiliar confederate. The BAT tasks usually have a set time (e.g., 10 min), during
which subjects are instructed to behave as they would if they were actually in that
situation, and the confederate may have certain instructions regarding the interac-
tion. Other BATs may be more focused on the ability to perform in front of an audi-
ence or in front of a camera, like giving an impromptu speech. In both types of
situations, the adolescent may be audiotaped or videotaped, and his/her performance
is scored by the confederate and/or by an independent observer for various indicators
of social anxiety and social skills (e.g., eye contact, posture, appropriate verbal con-
tent). Additionally, before, during, or after the performance of the task, several mea-
sures can be employed. These measures include the adolescent’s ratings of distress
(e.g., 0-100 Subjective Units of Distress Scale), thought-listing procedures, or, if
possible, measures of physiological reactions. Cartwright-Hatton et al. (2003) have
developed an eight-item Performance Questionnaire to be used in behavioral assess-
ment, which consists of a child version (PQ-C) and an observer version (PQ-0), and
that has demonstrated acceptable inter-item and interrater reliability. Although the
authors have used this scale with children, it can easily be used with adolescents.

One specific BAT is the Revised Behavioral Assertiveness Test for Children
(BAT-CR; Ollendick 1981; Ollendick et al. 1985). The BAT-CR, derived from the
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Behavioral Assertiveness Test-Revised (Eisler et al. 1975) and from the Behavioral
Assertiveness Test for Children (Bornstein et al. 1977), is a measure of children’s
social skills and social competence that assesses responses to both positive and
negative assertion situations with peers. The child/adolescent is required to partici-
pate in a series of 12 role-plays, of which 6 require positive assertion (e.g., giving a
compliment) and the other 6 require negative assertion (e.g., refusing unreasonable
requests). The role-plays are videotaped for later scoring of assertiveness by a
trained independent observer (from —2=very submissive to 2=very aggressive).
The total assertiveness score, obtained by adding the absolute value of the 12 role-
play assertiveness ratings, reflects the deviation of the responses from assertion.

Coding categories include eye contact, response latency, response length, and
verbal content (Ollendick et al. 1985). The BAT-CR has been found to demonstrate
high interrater reliability (Ollendick et al. 1985, 1986; Spence et al. 1999, 2000) and
validity (Ollendick 1981; Ollendick et al. 1986). Although this task was not origi-
nally developed to be used with children, several studies have used it both with
children and with young adolescents (8—14 years; e.g., Spence et al. 1999, 2000).

Structured role-play procedures have been used with children and adolescents in
treatment outcome research to assess social anxiety and social skills (e.g., Beidel
et al. 2005; Compton et al. 2001; Herbert et al. 2009; Spence et al. 2000). Further
research is needed to standardize these procedures and allow comparisons across
studies and investigations on their validity and reliability.

Although BATs are useful assessment tools in research, they may not be easy to
use in everyday clinical practice due to their time requirements and complexity: an
analogue situation has to be created, an appropriate confederate has to be found
(same age, same gender) and sometimes trained, and a coding system must be used.
However, BATs adapted to clinical use can provide important information on the
adolescent’s behavior when in social situations. Asking the adolescent to engage in
a brief role-play with the clinician (adapted for a relevant situation), or to engage in
a performance situation (a reading aloud task, giving a brief speech, or an oral pre-
sentation), either in front of an audience or videotaped, can give the clinician impor-
tant information on his/her baseline anxiety and behavior. This information will
help the clinician to decide on the best treatment targets and treatment options and
can also help the clinician to evaluate treatment outcome (Beidel and Turner 2007;
Kearney 2005).

Naturalistic observations of behavior can also be used for the assessment of
social anxiety. Situations to be observed may include ordering food at a restaurant
or cafe, buying an article in a store, asking for information, and so on. Although a
formal coding of behavioral categories in these observations may not be feasible, it
is possible to obtain other types of ratings. For example, adolescents could rate their
anxiety before, during, and after the observation; rate their desire to escape the situ-
ation; or use a think aloud or thought-listing procedure to express their fears. On the
other hand, certain behaviors can be observed in session or in the waiting room.
General appearance, fidgeting or other signs of nervousness, lack of eye contact,
facial expressions, body posture, or level of other social skills may be identified and
can be highly informative (Kearney 2005). Also, parent—child interactions can also
be observed. Clinicians should pay attention to instances of conflict, overprotective-
ness, or parent reinforcement of anxious/fearful and avoidance behavior.
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Physiological Assessment

An interesting area for future research involves developing paradigms for integrating
physiological measures into clinical assessments of adolescent social anxiety (for a
review, see De Los Reyes and Aldao 2015). That is, can we integrate physiological
measures with our traditional clinical tools (e.g., clinical interviews, multi-informant
assessments, and/or behavioral observations) in a way that improves clinical decision-
making? Some recent work indicates potential for advancements on these issues. For
example, using functional magnetic resonance imaging (fMRI), researchers have iden-
tified neural circuits that relate to how adolescents process fearful and rewarding stim-
uli (e.g., social rejection vs. social approval), and this work may inform us of the
biological factors that predispose some adolescents to develop social anxiety, particu-
larly within the context of exposure to aversive social experiences (e.g., humiliating
peer interactions; Caouette and Guyer 2014). Recently, Myllyneva, Ranta, Hietanen
(in press) have found psychophysiological responses (i.e., enhanced autonomic and
self-evaluated arousal, attenuated relative left-sided frontal cortical activity) to eye
contact in adolescents with social anxiety disorder. Further, with relatively inexpensive
and noninvasive modalities for assessing physiology (e.g., heart rate monitors), one
can reliably elicit biological markers of stress reactivity (e.g., low heart rate variability)
within widely used clinical tasks (e.g., public speaking tasks) (Thomas et al. 2012).
Yet, although researchers have fruitfully leveraged fMRI to begin investigating possi-
ble neurobiological mechanisms underlying adolescent social anxiety (Caouette and
Guyer 2014), as a whole fMRI research is relatively underdeveloped in terms of dem-
onstrating the ability of these assessments for incrementally predicting “real-world”
clinical outcomes (e.g., diagnostic status and treatment response) above and beyond
our traditional clinical tools (Berkman and Falk 2013). For that matter, the same can be
said for relatively less expensive physiological measures (e.g., electroencephalogra-
phy, heart rate monitors, and salivary assays; see Youngstrom and De Los Reyes 2015).

Using heart rate monitors and indicators of adolescent arousal and/or physiologi-
cal regulation (e.g., heart rate and heart rate variability), researchers have sought to
provide “proof-of-concept” support for the ability of physiological measures to
inform clinical decision-making in assessments of adolescent social anxiety. For
instance, in two recent studies, researchers integrated physiological measures with
informants’ reports of adolescents’ social anxiety to understand whether physiolog-
ical measures provide incremental information regarding adolescents’ diagnostic
status (Anderson and Hope 2009) and clinical referral status (De Los Reyes et al.
2012). In another recent study, researchers demonstrated that personnel without a
background in physiology (i.e., undergraduate research assistants) could reliably
and accurately interpret graphical representations of adolescents’ physiological
arousal during a social stressor task (i.e., whether adolescents’ heart rates rose
above clinical norms of resting heart rate) (De Los Reyes et al. 2015). Collectively,
this recent work indicates the potential for physiological measures to yield fruitful
information within clinical assessments of adolescent social anxiety, and paradigms
exist that might allow assessors without a background in physiology to interpret
these data. In line with this recent work, future research might involve examining
whether paradigms can be developed for leveraging physiological data to under-
stand the specific contexts in which adolescents experience biological responses
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linked to social anxiety (e.g., cardiovascular and brain responses to aversive social
experiences; see also De Los Reyes and Aldao 2015). Such paradigms might have
important clinical implications, as they might allow mental health professionals to
identify whether treatment changes an important component of clinical models of
social anxiety (i.e., physiological arousal; for a review, see Thomas et al. 2012).

The Future of Assessment of Social Anxiety in Adolescents

Significant progress in the assessment of adolescents with SAD has been made over
the last decades. More adolescents with SAD are being identified and accurately
diagnosed. A number of psychometrically sound assessment measures are available
for adolescents, parents, teachers, and clinicians to report on socially anxious ado-
lescents (Garcia-Lopez and Storch 2008). However, many questions remain to be
answered about how to efficiently detect adolescent population who is suffering or
at risk of suffer SAD. Screening adolescents for SAD in schools has its own charac-
teristics. Masia-Warner and Garcia-Lopez’s teams have implemented two-step
screening approaches, consisting of administering self-report measures or nomina-
tions by school personnel, followed by phone or personal interviews. Evidence sup-
ports using self-report measures (but not school staff nominations) in the first step
to screen for socially anxious adolescents and interviews as second step for the
identification of adolescents with SAD (Garcia-Lopez et al. 2001, 2006, 2009;
2014; Masia-Warner et al. 2005, 2007; Olivares & Garcia-Lopez, 2001;
Sweeney et al. 2015). Using this two-step screening approach developed in mid-
1990s, Garcia-Lopez and Moore (2015) have examined the performance of a num-
ber of brief social anxiety measures validated for Spanish adolescents, namely, the
SPIN, SAS-A, SASA, LSAS-CA, SPAI-B, Mini-SPIN, SoPhl, and EDAS. Findings
reveal all scales were accurate in detecting socially anxious adolescents, but the
SPAI-B cut-off score yielded the best balance between sensitivity and specificity
and the highest Youden Index. Depending on the purpose of the study, SAS-A may
be especially useful for reducing false negatives and SPAI-B for false positives.
Given that effective treatments are available, useful screening can contribute to no
longer say SAD is an under-detected condition. Finally, it is crucial to develop a
screening protocol in the school system, including strategies for obtaining data from
underrepresented populations such as immigrant and minority groups.

Despite the need for multimethod assessment, agreement on symptoms of
social anxiety is rare. In light of recent work in evidence-based assessment (see
section “Multi-informant and context-sensitive clinical assessment” of this chap-
ter), the key question for future research is not: Which informants provide psycho-
metrically sound reports about adolescent social anxiety? Rather, the key question
is: How can assessors maximize the value of multi-informant assessments? That is,
discrepancies among informants’ reports may meaningfully reflect differences in
the contexts in which adolescents express social anxiety (De Los Reyes et al.
2013b). To this end, future work might involve using independent behavioral
assessments to corroborate the discrepancies observed within multi-informant
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assessments. This approach may allow mental health professionals to use infor-
mant discrepancies as tools for understanding the specific contexts in which ado-
lescents evidence social anxiety. As an example of this approach, consider that in
recent work with adult social anxiety patients, convergence between patients’ self-
reports and clinician reports about patients’ internalizing symptoms tended to
occur when patients expressed social skills deficits across multiple standardized
social interactions (e.g., one-on-one social interactions and public speaking in
front of strangers; De Los Reyes et al. 2013a). If these effects generalize to assess-
ments with adolescent patients, contextually sensitive clinical assessments may
inform treatment planning and plans for monitoring treatment response (see also
De Los Reyes 2013).

In addition, Garcia-Lopez et al. (2011a) revealed that socially anxious adoles-
cents’ language can be used as a complementary treatment outcome measure, using
a Corpus Linguistic methodology. These authors found that the linguistic analysis
of adolescents’ discourse is useful when evaluating the efficacy of treatment, as a
close relationship between the sensitivity of treatment outcome and adolescents’
use of language was revealed. Further, Garcia-Lopez and Diez-Bedmar (2008)
found there is different linguistic pattern to discriminate between adolescents with
social anxiety disorder in comparison with a control group. These authors suggested
an additional linguistic measure could be used when some discrepancy between
self-report and clinician is observed. This is particularly important as adolescents
are likely to minimize their social anxiety symptomatology during assessment in an
attempt to make a good impression on the diagnostician.

Finally, to target the size and burden of SAD, it seems crucial not only to obtain
data from different sources other than the youth themselves, such as teachers and
parents, but also to analyze and evaluate data from a multidisciplinary approach.
Further, safety behaviors or avoidance on a covert level in adolescents with SAD
(eg, “shadow friend”; Garcia-Lopez, 2013) should be assessed. Until now, screen-
ing protocols to detect SAD have been designed from traditional approaches and
considered only a single perspective, which clearly limits the impact of findings.
Further, screening protocols rarely cover the full spectrum of emotional problems
and rarely include risk factors. Given the fast expansion of new technologies
across world, Information and Communication Technologies and Computerized-
Adaptive Testing-based (ICT- and CAT-based) methods of surveying may offer
flexibility in the collection of information from different sources and contexts and
cost-effectiveness in both implementation and maintenance. This may be espe-
cially true in populations such as children and adolescents, who are familiar with
the use of electronic devices such as computers, laptops, smartphones, or tablets.
Future work could examine potential role of these methodologies in the assess-
ment process. ICT- and CAT-based screening protocols may serve as a feasible,
acceptable, and multifaceted delivery method because they can provide assess-
ment at a relatively low cost in large groups of youths. Identification of variables
affecting early detection of adolescents at risk for SAD from a comprehensive,
multidisciplinary perspective may be the next step in assessment of SAD in
adolescents.
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Anke W. Blote, Anne C. Miers, David A. Heyne,
and P. Michiel Westenberg

During the school week, adolescents ordinarily spend somewhere between
one-third and one-half of their waking time at school, necessitating a considerable
degree of social interaction. As noted by McShane et al. (2004), the climate at
secondary school is one of “forced and broad social interaction” (p. 54). In adoles-
cence, peers also become a major influence in the life of the young person. As
Eckert (1989) put it: “In secondary school, where the social structure of the student
cohort dominates virtually all aspects of life in the institution, choices in all
domains are restricted, not so clearly by adult judgment as by peer social
boundaries” (p. 12). On the one hand, social interactions within school settings can
be very stimulating for the developing adolescent and promote efficient and
successful learning of the educational curriculum and life skills. On the other hand,
these social interactions bring with them a less positive aspect, namely, the
possibility that one will be negatively judged and evaluated.

Empirical findings show a normative increase in subjective and physiological
sensitivity to negative evaluation from age peers during adolescence (Van den Bos
et al. 2014; Westenberg et al. 2004). The inherently social nature of school com-
bined with a developmental increase in sensitivity to negative evaluation highlights
the potential influence of this setting on the adolescent. Being placed under the
scrutiny of others in social situations can cause concern and worry and may increase
or at least maintain social anxiety in some students.

Social anxiety occurs in degrees. Concern or apprehension about a social
situation is described as being at the lower end of a continuum of social anxiety,
with intense social anxiety at the upper end (Rapee and Spence 2004). A sizeable
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group of adolescents are very anxious about social situations and potential negative
evaluation from others (Gren-Landell et al. 2009). In these cases, a high level of
anxiety for social situations may interfere with their daily functioning. Giving an
oral presentation, answering questions in class, making friends, and participating in
cliques or gangs are all potentially stressful for them. In these situations, they may
be ridiculed, excluded, or even victimized. The socially anxious student may stop
socializing with classmates and friends, stop attending certain classes, or even
refuse to attend school altogether. This can have severe and detrimental conse-
quences for their cognitive and social development as well as their academic
achievements (Van Ameringen et al. 2003).

This chapter begins with a description of the way social anxiety manifests itself
in the school setting. More specifically, we review situations which are distressful
for and even avoided by socially anxious students. An extreme consequence of this
distress and avoidance, school refusal, is also discussed. In the second part of the
chapter, we describe the way in which socially anxious students’ behavior, and the
behavior of their peers or classmates, may contribute to the difficulty that socially
anxious youth experience during social interactions at school. In addition to these
behavioral and interpersonal factors, we pay attention to the negative social cogni-
tions of socially anxious students. We discuss whether, and to what extent, these
negative cognitions are biased or contain a kernel of truth (Norton and Hope 2001).
Finally, we present some considerations for intervention and future research.

The Manifestation of Social Anxiety in the School Setting
Distress and Avoidance in Specific School Situations

What do we know about how adolescents with high levels of social anxiety experi-
ence social situations in school settings? Two studies focused on how socially anx-
ious and non-anxious adolescents differed in their fear and avoidance of
school-related social situations (Gren-Landell et al. 2009; Ranta et al. 2012). Two
other studies investigated fear and avoidance of social situations in adolescents with
clinical social anxiety levels only (Beidel et al. 2007; Rao et al. 2007), and three
investigated adolescents from the general population (Essau et al. 1999; Ranta et al.
2007; Wittchen et al. 1999). The following overview begins with the two studies
conducted with clinical samples.

In a sample of 150 children and adolescents with clinical social anxiety levels,
Rao et al. (2007) used the Anxiety Disorders Interview Schedule for Children
(ADIS-C; Silverman and Albano 1996) to investigate distress and avoidance related
to 20 different social situations. More than 80 % of adolescents (13—17 years) diag-
nosed with Social Anxiety Disorder (SAD) reported moderate-to-severe distress in
the school situations focused on “giving oral reports/presentations” and “asking
teacher a question.” These two situations were also frequently avoided. Respectively,
71.1 and 73.7 % of adolescents reported at least moderate avoidance. Fewer adoles-
cents reported at least moderate distress or avoidance in other school situations
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focused on “taking tests” and “participating in gym class.” Across all situations
adolescents reported significantly greater fear and more avoidance than did chil-
dren. Specifically, a significantly higher percentage of adolescents than children
reported moderate-to-severe distress and at least moderate avoidance in the school
situations “asking teacher a question” and “writing on chalkboard.” Children and
adolescents did not differ in distress or avoidance for the situations “giving oral
reports/presentations” or “taking tests” (Rao et al. 2007). In the Beidel et al. (2007)
study, which also used the ADIS-C in a study of 63 adolescents (aged 13—16 years)
with social anxiety disorder, very similar results were reported. The school situa-
tions “oral reports or reading aloud” and ““asking the teacher a question or asking for
help” were again two of the most distressing social situations reported by adoles-
cents. The percentages of adolescents endorsing at least moderate distress in those
two school situations were 90.5 and 87.3 %, respectively. Furthermore, these situa-
tions were also frequently avoided. Respectively, 65.1 and 69.8 % reported at least
moderate avoidance (Beidel et al. 2007). In all, these two studies conducted with
clinical populations show a very high prevalence of fear and avoidance of school-
related social situations.

Other studies have investigated the frequency of social fears and/or avoidance in
community samples of adolescents. Essau et al. (1999) investigated the frequency
of social fears in a large community sample of German adolescents aged 12—17 years.
The most commonly feared social situations were performance/test situations and
public speaking, reportedly feared by 31.1 and 19.7 % of the sample, respectively.
In a second, large sample of 14-24-year-olds, Wittchen et al. (1999) reported a
slightly lower prevalence, with 18.2 and 13.2 % of the sample fearing performance/
test situations and public speaking, respectively. Ranta et al. (2007) administered
the Social Phobia Inventory (SPIN; Connor et al. 2000) in a large Finnish popula-
tion sample of adolescents aged between 12 and 16 years. Just over 12 % of the
sample reported extreme avoidance of speeches (Ranta et al. 2007). The situations
investigated in these three studies are not specific to the school setting, and the
findings are not related to adolescents’ general level of social anxiety. Hence, these
studies do not specifically inform about the impact of school-related social situa-
tions on socially anxious adolescents.

Gren-Landell et al. (2009) study of a large sample of Swedish adolescents
(12-14 years) attending secondary school investigated the fear of specific social
situations, including school situations, using a self-report measure. The school
situations included in the questionnaire were “speaking in front of the class,”
“raising your hand during a lesson,” “being together with others during breaks,”
and “eating together with others during lunch break.” In the total sample, “speaking
in front of the class” was the most feared situation, with 6.2 % endorsing marked
fear of this situation. Of the students who fulfilled DSM-IV criteria for SAD
(n=93), 63.4 % reported marked fear in the situation “speaking in front of the
class”; this was the most common fear in this group. In contrast, only 3.6 % of the
students who did not fulfill SAD criteria (n=2,035) reported marked fear in this
school situation. For the other three school situations, up to 15 % of adolescents in
the SAD group reported marked fear in contrast with 2.3 % of the non-SAD group
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(Gren-Landell et al. 2009). In a second study, Ranta et al. (2012) compared a group
of adolescents (12—17 years) diagnosed with SAD (n=22) with a group without
SAD (n=299). Based on reports on the SPIN, 64 % of the SAD group reported
avoiding speeches at least “very much” versus 31 % of the non-SAD group.
Although the latter study did not focus on school situations specifically, the results
are consistent with those of Gren-Landell et al. (2009), inasmuch as more than
60 % of clinically socially anxious adolescents reported moderate fear or avoidance
of speech situations.

The impact of school-related social situations on adolescents with high levels of
social anxiety is well illustrated by findings from the Social Anxiety and Normal
Development (SAND) study (Westenberg et al. 2009). This study made use of a
sample of adolescents with a wide range of social anxiety levels. The adolescents
completed a questionnaire that asked how distressed they felt in 20 different social
situations and how frequently they tried to avoid these situations (Sumter et al.
2009). The questionnaire was based on the social phobia module from the ADIS-C
(Silverman and Albano 1996). The questionnaire includes situations that are spe-
cific to the school context such as answering questions in class, giving a speech in
class, and asking the teacher a question or asking for help. The distress and avoid-
ance questions are answered on a 9-point scale. For the present chapter, we com-
pared the socially anxious and non-anxious adolescents, as described below.

A group of high and low socially anxious adolescents was selected (12—18 years),
using scores on the Social Anxiety Scale for Adolescents (SAS-A; La Greca and
Lopez 1998). Forty high socially anxious adolescents were selected based on their
scoring in the top 20 % of their gender-specific distribution. The high socially anx-
ious group had a mean SAS-A score of 56.73, which is above the clinical cutoff
recommended by La Greca (1998). Subsequently, an equal number of adolescents
were selected with low (but not the lowest) social anxiety scores, SAS-A scores
between 10 and 32 % according to the gender-specific distribution. The percentage
of adolescents in each social anxiety group (high and low) endorsing a low, moder-
ate, and high degree of distress and avoidance is presented in Table 7.1. The table
presents distress and avoidance results for all 20 social situations included in the
questionnaire, but for the purposes of this chapter, we now focus our discussion on
the social situations that are relevant to the school context.

With regard to experienced distress, significant differences between high and low
socially anxious adolescents can be seen, particularly in the following school-
related social situations: “answering questions in class,” “giving a speech in class,”
“reading aloud in class,” “writing on the board,” and “taking tests.” For the majority
of these five school situations, none of those in the low socially anxious group
endorsed high distress, compared to between 6 and 25 % of those in the high socially
anxious group. As well as experiencing more distress in school-related social situa-
tions, high socially anxious adolescents were more likely to try to avoid these situ-
ations relative to low socially anxious adolescents. For the classroom situations
“answering questions,” “giving a speech,” “reading aloud,” and “writing on the
board,” between 20 and 27 % of high socially anxious adolescents indicated high
avoidance, compared to 7 % or fewer of low socially anxious adolescents.
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Remarkably, the school-related situations associated with “asking the teacher a
question/for help” and “working/playing with a group of kids” (both of which may
occur in the classroom but are not limited to the classroom) did not show social
anxiety group differences for distress and avoidance. The lack of group differences
for these situations may be because students can choose whether to ask a question
and when and where to ask it and can choose with whom they work or play. In con-
trast, the activities causing considerable distress and avoidance for high socially
anxious students — “answering questions,” “giving a speech,” “reading aloud” and
“writing on the board” — are all guided by the teacher and therefore offer the student
little to no choice.

A consistent finding in the studies reviewed here is that socially anxious
adolescents are particularly fearful of, and would like to avoid, public perfor-
mance situations in their own classroom: “giving a speech in class,” “reading
aloud in class,” “raising your hand during lessons,” “asking or answering ques-
tions in class,” and “writing on the board.” This is likely to have negative conse-
quences for the socially anxious adolescent and might lead to, for example,
decreased participation in school activities and thus lower academic results. In
contrast, socially anxious adolescents report less fear and avoidance of other
classroom situations (e.g., “asking teacher for help,” “working with group of
kids”). These situations do not directly expose the adolescent to public scrutiny
and might offer more choice with respect to interaction partners. The possibility
of choosing one’s interaction partner(s) is relevant to socially anxious adolescents
because this could provide the opportunity to minimize the likelihood of being
negatively treated or victimized (section “Factors explaining social anxiety in the
school setting”), thereby reducing fear for, and avoidance of, these types of school
situations.

9

School Refusal

Social Anxiety and School Absenteeism

Because of the inherently social nature of school, it is self-evident that social
anxiety would sometimes contribute to school absenteeism. Studies of adults’
retrospective reports provide tenuous support for this notion. For example, Davidson
et al. (1993) found that a marginally significantly higher proportion of adults with
SAD reported that they “played truant at least twice in a year” during schooling
relative to adults without SAD (p. 713). In Van Ameringen and colleagues’ (2003)
study of anxiety-disordered adults, there were 98 subjects who reported that they
“thought that they left school prematurely” (p. 565). Of these, the majority (61 %)
had a current diagnosis of generalized social phobia (GSP). One hundred and three
subjects did not think that they left school early. Only 45 % of this group had a cur-
rent diagnosis of GSP, and this percentage was significantly less compared with the
percentage (61 %) of those who left school prematurely. The problem with adult
studies such as these is that they do not establish a concurrent relationship between
social anxiety and school absenteeism.
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Stronger evidence comes from a number of community-based cross-sectional
studies conducted with the youth. In a German study of over 3,000 adolescents and
young adults (14-24 years; Wittchen et al. 1999), it was found that 57 % of those
with GSP reported that “social fears or avoidance interfered a lot” with work,
school, or household management (p. 312). Further, 15 % of those with GSP
reported being unable to go to school or work on at least 3 days in the past month as
a result of GSP. Among 174 African-American youth (M age=11.7 years), a posi-
tive association was found between actual/desired avoidance of situations involving
interaction with peers or evaluation in class, on the one hand, and unexcused
absences from school on the other hand (Lyon 2010). Presumably the youth’s actual
or desired avoidance of social or evaluative situations at school was fueled by some
degree of social anxiety. No associations were found between unexcused absences
and nonsocial factors such as the pursuit of attention from parents. In a survey con-
ducted in the continental United States with over 10,000 adolescents (13—18 years),
those diagnosed with SAD were found to report greater impairment in the area of
school/work (in the worst month of the past year) relative to shy adolescents and
adolescents with no shyness (Burstein et al. 2011). Unfortunately rates of school
absenteeism were not reported. Most recently, a study of 865 Norwegian adoles-
cents (16-21 years; M age=17.2 years) involved a comparison between high-
anxious youth often absent from school and high-anxious youth attending school
regularly (Ingul and Nordahl 2013). Those who were often absent from school had
higher social anxiety and fewer close friends. Because absenteeism was analyzed
categorically rather than dimensionally, it is premature to conclude that progres-
sively higher levels of social anxiety will be associated with progressively higher
levels of absenteeism.

The aforementioned studies conducted with young people predominantly
focused on adolescence. This is a developmental period in which the prevalence of
SAD increases (Costello et al. 2003) and the prevalence of school attendance prob-
lems increases (Heyne 2006; Nakamura et al. 2010). A relationship between social
anxiety and school absenteeism may also exist earlier in development, as suggested
by the study of Weeks et al. (2009). In their predominantly Caucasian sample of 178
Canadian children (7-8 years; M age=7.6 years), a positive association was found
between social anxiety and the desire to avoid school. Perhaps the desire to avoid
school during childhood does not translate into school absenteeism as quickly as it
does in adolescence. That is, the parents of a socially anxious child may be more
willing and able to get their child to attend school than are the parents of a socially
anxious adolescent.

Social Anxiety and School Refusal

School refusal is a type of school attendance problem that is often differentiated
from truancy (Heyne et al. in press). The term “school refusal” is used to describe a
young person’s reluctance or refusal to attend school when it is paired with emo-
tional distress (e.g., fearfulness, anxiety, somatic complaints, unhappiness); is not
concealed from parents and often involves the young person staying at home; and is
not associated with severe antisocial behavior (Berg 1997, 2002; Berg et al. 1969;
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Bools et al. 1990). Truancy, on the other hand, is said to occur when a young person
is absent from school and the parents do not know about the child’s absence
(Kearney 2002) or whereabouts (Berg et al. 1985). Moreover, truancy is often asso-
ciated with severe antisocial behaviors (Vaughn et al. 2013), and it is not commonly
associated with anxiety (Heyne et al. in press). Following, we review literature indi-
cating the extent to which the serious problem of school refusal may be associated
with social factors, especially social anxiety. We also review the negative impact
that social factors seem to have on the short- and longer-term well-being of school-
refusing youth.

In an early study of 29 youth (M age=14.9 years) diagnosed with DSM-III-R
social phobia, Strauss and Last (1993) found that the most common fear exhibited
was “a fear of school” (p. 146). Indeed, almost two-thirds (64 %) of the socially
phobic youth exhibited a fear of school. It is worth bearing in mind, however, that a
fear of school is not synonymous with the presence of school refusal as defined by
Berg and colleagues (Berg 1997, 2002; Berg et al. 1969; Bools et al. 1990). We turn
now to studies which were based on samples of school refusers selected according
to the comprehensive criteria of Berg and colleagues.

Place et al. (2002) interviewed the families of 17 school refusers (aged
12—15 years). These youth had difficulty with peer relationships, a sense of isolation
(most did not belong to a friendship group when they started secondary school), and
were bullied and teased at school. It is likely that social anxiety contributed to or
stemmed from the social difficulties experienced by these school-refusing youth.
Heyne et al. (1998) assessed self-efficacy among 135 children and adolescents
(5—15 years; M age=11.4 years) referred for school refusal. Across the sample,
youth’s perception of their ability to cope was lowest for the social-related situation
of answering peers’ questions about absences from school and highest for the non-
social situation of doing schoolwork. The low level of self-efficacy for the social-
related situation may be associated with social anxiety, in line with Rudy et al.
(2014) finding that social self-efficacy uniquely contributed to levels of social anxi-
ety among youth. In Buitelaar et al. (1994) follow-up study of 25 school-refusing
adolescents (M age at referral = 14.8 years), the majority were found to have “unsat-
isfactory or insufficient social relationships™ prior to referral (p. 251). Further, one
of the most common diagnoses at initial contact was avoidant disorder of childhood
or adolescence (AD), which overlaps extensively with SAD (APA 1994). In another
study of school-refusing adolescents (11-17 years; M=14.6 years), SAD was a pri-
mary or secondary diagnosis among approximately two-thirds of the sample (65 %;
Heyne et al. 2011).

Two additional studies reportedly investigated school refusal even though Berg
and colleagues’ school refusal criteria were not used to recruit subjects. Bernstein
et al. (2001) studied 41 adolescents (M age=15.8 years) who attended school less
than 80 % of the time and were diagnosed with both an anxiety disorder and a
depressive disorder. About two-thirds (67 %) of these adolescents had a diagnosis
of SAD. In the Beidas et al. (2010) study of children and adolescents (7-16 years;
M=11.0 years) with “denial to attend school or difficulty remaining in school,” it
was found that more youth presented with a principal diagnosis of SAD (n=11)
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than with generalized anxiety disorder (n="7) or separation anxiety disorder (n=9)
(p. 255).

Results from the aforementioned studies of referred school refusers need to be
interpreted cautiously because of a bias that may occur due to referral and intake
procedures. In one setting, for example, school refusers may be referred to a school
refusal program, and in another setting, they may be referred to a general anxiety
team. If school refusers are referred to an anxiety team because of the co-occurrence
of anxiety symptoms, and a study is then based on a sample drawn from this popula-
tion, there may be an inflated association between school refusal and anxiety symp-
toms. Community-based studies provide a less biased picture of the relationship
between social anxiety and school refusal. Recently, Nair et al. (2013) reported on
a community sample of 500 adolescents (11-19 years) from rural India. Based on
logistic regression, a significant association was found between meeting SAD diag-
nostic criteria and meeting the criteria for school refusal,' even when controlling for
comorbid major depressive disorder and dysthymia. The odds ratio statistic indi-
cated an eightfold increase of school refusal among adolescents meeting criteria for
SAD. A decade earlier, the largest comprehensive community-based study of school
attendance problems was conducted by Egger et al. (2003). These researchers stud-
ied school attendance problems according to type, drawing on data from more than
1,400 youth aged 9-16 years from North Carolina in the United States. They found
that being shy with peers, having difficulty making friends, and being bullied or
teased were significantly associated with anxious school refusal. The same social
factors were not associated with truancy. In an uncorrected model, the diagnosis of
SAD was significantly associated with school refusal and not with truancy. In a cor-
rected model (i.e., controlling for the effects of comorbid disorders), SAD was not
associated with school refusal, probably because SAD was highly predictive of
simple phobia and depression, both of which were associated with school refusal in
uncorrected models. It may be that many socially anxious youth find it difficult to
attend school because of the depressive affect they experience when confronted
with school, and the school setting may have become a phobic stimulus because of
the socially challenging aspects of school.

There is currently no research on the direction of influence between social fac-
tors and school refusal. Anecdotally, Buitelaar et al. (1994) referred to “the impor-
tance of social relationship factors in the development of school refusal” (p. 252). It
is feasible that social anxiety is one of the factors that contributes to the develop-
ment of school refusal, but also to its maintenance. It is equally feasible that school
refusal perpetuates social anxiety. As noted by Albano (1995), continued absence
from school severely reduces the quality and number of opportunities for socially
anxious school refusers to increase social interactions. Consequently, there are
fewer opportunities for interventions such as socially-related exposure tasks and
practicing social skills. Longitudinal studies are needed in order to determine the

'The authors used the term “school phobia,” and adolescents were deemed to have school phobia
if their score on the school phobia subscale of the self-report Screen for Child Anxiety Related
Emotional Disorders (SCARED) was >3.
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(bi)directionality of the relationship between social anxiety and school refusal and
to determine which factors moderate and mediate the relationship.

The relationship between social anxiety and school refusal appears to be age
related. Kearney and Albano (2004) examined the function of youths’ school
refusal, drawing on questionnaire responses from 143 youth (5-17 years; M=11.6)
and their parents. Youth who refused school to escape from aversive social and/or
evaluative situations were typically older, whereas younger school refusers were
more likely to endorse other reasons for refusing to attend. More specifically, the
mean age of youth seeking to escape aversive social and/or evaluative situations was
14.4 years (SD=1.8), whereas youth seeking to avoid stimuli that provoke negative
affectivity were 11.8 years on average (SD=2.7), youth refusing school for atten-
tion were 9.2 years on average (SD=2.8), and youth pursuing tangible reinforce-
ment outside of school were 12.9 years on average (SD=2.8). Although this study
did not measure social anxiety per se, the older youth’s motivation to escape aver-
sive social and/or evaluative situations is clearly related to social anxiety. Last and
Strauss (1990) reported that, at intake, school refusers with SAD were older than
school refusers with separation anxiety disorder.

The higher prevalence of social anxiety among older school refusers, as reported
by Last and Strauss (1990), may simply be a reflection of the higher prevalence of
SAD among older youth relative to younger youth (e.g., Costello et al. 2003). It
might also be explained by the increasingly complex and demanding nature of the
secondary school environment relative to the primary school environment. Galloway
(1985) argued that, as the child grows older, school attendance problems are increas-
ingly under the influence of school-based factors. At secondary school the student
is confronted with a larger and more complex social environment involving multiple
teachers, moving between classes, and needing to function more autonomously
(Steinberg 2005, cited in Holmbeck et al. 2012). These aspects of secondary school-
ing, combined with the increasing importance of the peer context during adoles-
cence, may lead some vulnerable youth to become overwhelmed and to escape to
the security of the home environment.

There is accumulating evidence that social anxiety is associated with poor
response to treatment for school refusal. In Bernstein and colleagues’ (2001) 1-year
follow-up of school-refusing adolescents treated with cognitive-behavioral therapy
(CBT) plus imipramine or CBT plus placebo, the retention rate of disorders was
higher for SAD (50 % retention) and AD (50 % retention) relative to other disorders.
In further analysis of data from the original cohort, Layne et al. (2003) found that the
presence of AD was a significant predictor of poorer school attendance at posttreat-
ment.> There was no treatment group by diagnosis (AD/no AD) interaction effect,
suggesting that the additional use of pharmacotherapy does not change the impact of
social avoidance on the outcome of CBT for school refusal. Heyne et al. (2011)
reported that school attendance 2 months following treatment was lower for school-
refusing adolescents who still met criteria for SAD (18 % of school-time attended)
relative to those who had no disorder or a disorder other than SAD following

2Social anxiety disorder was not analyzed as a predictor of treatment outcome.
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treatment (68 % of school-time attended). Interestingly, adolescent school refusers
who still met criteria for SAD at 2-month follow-up less commonly had friends in
the same class at pretreatment, relative to adolescents who did not meet criteria for
SAD at follow-up (50 % versus 80 %, respectively). McShane et al. (2004) investi-
gated longer-term outcomes for 192 youth who were aged between 12 and 18 years
when treated for school refusal. A pretreatment diagnosis of SAD was found to
predict poorer functional outcomes (i.e., unemployment or home schooling) 3 years
after treatment. More specifically, only 40 % of those with SAD at pretreatment
were doing well 3 years after treatment, compared with 79 % of those without SAD.

In all, social anxiety and related social factors (e.g., difficulty with peer relation-
ships) are linked to the difficulty that some young people have with attending school
regularly. Among school refusers with SAD, the refusal to attend school may be
regarded as the avoidance component of the youths’ social anxiety. Studies suggest
that SAD among school-refusing adolescents is often treatment resistant and that
SAD is associated with poor outcomes well after the end of treatment for school
refusal. Suggestions to improve outcomes for school refusers with SAD have
included the following: adjunctive interventions such as social skills training and
pharmacotherapy (Layne et al. 2003); starting with individual treatment and pro-
gressing to group-based treatment (Albano 1995); greater flexibility at school, such
as reduced academic demands for adolescents already burdened with the challenge
of social anxiety (Heyne et al. 2011); longer and more intensive treatment (Heyne
etal. 2011; McShane et al. 2004); and targeting social isolation and promoting par-
ticipation in prosocial activities (Ingul and Nordahl 2013). According to Place et al.
(2000); there is little likelihood of school refusers ever returning to mainstream
schooling if peer functioning cannot be improved.

Factors Explaining Social Anxiety in the School Setting
Social Interactions with Classmates

Socially anxious adolescents may encounter all sorts of negative outcomes from
their interactions with classmates. The range of negative behaviors that can be expe-
rienced in the classroom varies from neglect, and lack of acceptance and support at
one end to rejection and direct teasing and physical aggression at the other (see
Kingery et al. 2010 for a review). The relation between social anxiety and these
forms of victimization appears to be bidirectional (for a review, please see Garcia-
Lopez et al. 2011). A meta-analysis of longitudinal studies showed that internaliz-
ing problems, including withdrawal and anxiety, predicted an increase in peer
victimization and peer victimization, in turn, predicted an increase in internalizing
problems (Reijntjes et al. 2010). Socially anxious students seem to be trapped in a
vicious cycle of social anxiety and victimization (Ollendick and Hirshfeld-Becker
2002; Siegel et al. 2009). This conclusion is based on studies using self-report
measures (e.g., La Greca and Harrison 2005; Ranta et al. 2009; Storch and
Masia-Warner 2004) as well as ratings from classmates in sociometric studies
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(e.g., Erath et al. 2007; Inderbitzen et al. 1997). Furthermore, observations in the
school and classroom have substantiated the negative treatment of socially anxious
students (Blote et al. 2007, 2010; Spence et al. 1999).

Some features of the social environment may to some extent protect socially
anxious youth against the harmful effects of negative peer treatment. For example,
the number and quality of friendships, being a member of a “crowd” (be it a high-
status or low-status crowd), and being liked by at least some peers have all been
found to predict lower levels of social anxiety (La Greca and Harrison 2005; London
et al. 2007) over time. However, there is no evidence that friendship and crowd
membership variables play a mediating or moderating role in the link between vic-
timization and social anxiety (La Greca and Harrison 2005). These variables pre-
dicted lower levels of social anxiety independent of the degree of victimization.

In the following section, we explore why socially anxious adolescents are treated
in a negative way by classmates. We firstly address factors in socially anxious stu-
dents themselves and then factors in the peer group.

Factors in the Socially Anxious Student

Most socially anxious youth are withdrawn, inhibited, or shy in the social situations
they fear. They lack social skills or, if they have those skills, do not employ them in
feared situations (Kingery et al. 2010). They may show safety behaviors (Clark
2001; Garcia-Lopez 2013; Hodson et al. 2008; Ranta et al. 2014) to keep the social
interaction at a minimum (e.g., by avoiding eye contact and keeping quiet, using
“shadow friend”) and to prevent making a negative impression on others (e.g., by
firmly holding an object to keep their trembling under control or keeping their arms
close to their body to hide sweat stains). A number of studies have been conducted
on the relation between these behavioral features and peer responses, some of the
studies in the domain of social anxiety and some in the domain of social withdrawal
and inhibition.

At the behavioral level, there is a clear overlap between social anxiety and social
withdrawal and inhibition, although not all socially anxious adolescents are inhib-
ited and withdrawn, with some even being risk-seeking and aggressive (Erath et al.
2012; Hanby et al. 2012). At the same time, not all socially withdrawn, inhibited
youth will be socially anxious, although in childhood as well as adolescence, social
withdrawal is associated with (social) anxiety (Rubin and Coplan 2004). The reason
we do not know the extent to which social withdrawal overlaps with social anxiety
is that social anxiety studies and social withdrawal studies are conducted in differ-
ent domains of psychological/psychiatric research, the clinical psychology and
developmental psychology domain, respectively (Kingery et al. 2010). Nevertheless,
studies on social withdrawal and its consequences for young people’s development
might be useful in understanding the peer relations of socially anxious youth. For
this reason, we review these studies in this chapter.

In the following sections, we address the question of what actually determines
whether socially anxious adolescents will be neglected, disliked, rejected, or victim-
ized in their school environment. Is it because of socially anxious students’ social
withdrawal, their safety behaviors, lack of confidence, and nervousness? Is it
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perhaps because their anxiety is expressed in their body posture, facial expression,
voice, way of verbally communicating, and physical appearance? We also consider
how much time it takes before these students are perceived as socially anxious and
are treated in a negative way. We therefore discuss studies related to (a) the first
impression that socially anxious adolescents make on peers who are not acquainted
with them; (b) research on emerging social relations in new peer groups; and (c)
socially anxious adolescents’ ongoing relations in groups with familiar peers.

First Impressions

Recently, a few studies investigated the impression that socially anxious adolescents
make on unfamiliar peers. A study by Miers et al. (2010) addressed peer perceptions
of the social performance of socially anxious youth. Participants in this study were
adolescents aged between 13 and 17 years, divided into a high and a low socially
anxious group based on their anxiety scores on the SAS-A (La Greca and Lopez
1998). These participants gave a speech in front of a prerecorded audience. Video-
recorded 2-min fragments of the speeches were observed by whole school classes of
unfamiliar peers who individually rated the fragments. Peer observers rated speaker
behavior on speech content, facial expressions, posture/body movement, and way of
speaking (voice, language). Results showed that high socially anxious speakers
were judged as performing more poorly on all four behavioral aspects. After con-
trolling for self-reported depressive symptoms, the differences between the high-
and low-anxiety groups were still significant, except for facial expression. So, peer
responses to the speakers’ behavior could mainly be ascribed to speakers’ social
anxiety and not their depressed mood. Furthermore, the four aspects of perceived
speaker behavior were strongly related, and the authors concluded that because no
particular behavior made a unique contribution to predicting which group speakers
belonged to (i.e., high or low anxious), there may be a general lack of social skills
in socially anxious speakers. An alternative conclusion reached by the authors was
that socially anxious speakers exhibit certain behavior that elicits a negative halo
effect (a general impression determining the judgment of individual qualities of a
person, Thorndike 1920) in other people’s judgments.

Another study further supports the proposition that socially anxious adolescents
make a general negative impression on unfamiliar peers, and it also presents evi-
dence regarding mediators in the social anxiety — rejection link. Blote et al. (2015)
divided adolescents (13—17 years) into a high socially anxious group and a low
socially anxious group. The video-recorded speeches of these adolescents were
observed by whole classes of unfamiliar same-aged peers. The peers rated the
speeches with respect to the social performance of the speaker and the speaker’s
likeability (rejection). Each peer rated the speakers on only one of the four behav-
ioral aspects in order to prevent carryover effects that might have caused the high
intercorrelations in the Miers et al. (2010) study. Trained adult observers also rated
the social performance using the Performance Questionnaire (PQ; Cartwright-
Hatton et al. 2005; Miers et al. 2009). The physical attractiveness of the speakers
was rated by different peers (i.e., different to those rating social performance and
likeability) using photographs (screenshots) of the speakers taken before they
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started their speech. Results showed that the ratings of the four different aspects of
social performance were once again strongly related. That is, the result replicated
that of the Miers et al. (2010) study, even when different peers rated different aspects
of social performance. The main findings of the study were that socially anxious
adolescents were relatively less liked compared to their non-anxious counterparts
and that physical attractiveness and social performance equally mediated the link
between social anxiety and peer liking. However, the mediation effect was partial,
as the direct link between social anxiety and peer liking was still significant after
including the mediators in the model. The authors argued that there may be one or
more characteristics other than physical appearance and social performance that
lead peers to reject socially anxious adolescents who are unfamiliar to them.

A study by Verduin and Kendall (2008) suggests that overt nervousness may be
one of these other mediators in the link between social anxiety and likeability. The
study investigated the effect of anxiety on peer liking in children and young adoles-
cents (9—13 years). Same-aged unfamiliar peers rated video-recorded speeches of
youth with different anxiety disorders, among them a group with social phobia and
a control group without any anxiety disorder. Peers rated the state anxiety and like-
ability of the speakers. Results suggested that peer-rated state anxiety partially
mediated the link between social phobia and peer liking. The authors argued that
there must be other characteristics in addition to overt nervousness, such as depres-
sion or poor social skill, that make socially phobic youth less attractive to unfamiliar
others. This conclusion and the conclusion from the Bléte et al. (2015) study sug-
gest that at least three variables mediate the link between social anxiety and peer
liking in first impressions, namely, overt nervousness, social performance, and
physical appearance.

There is also evidence that high socially anxious adolescents are perceived as
“different” by same-aged unfamiliar peers. Blote et al. (2012) asked the entire class-
rooms to rate the video-recorded speeches of high and low socially anxious adoles-
cents from the Miers et al. (2010) study. Results showed that high socially anxious
speakers were perceived as less similar to the peer raters themselves compared to
low socially anxious speakers and that similarity perceptions mediated the link
between social anxiety and peer rejection. Notably, not only low, but also high,
socially anxious peer raters perceived high socially anxious speakers as different.
As suggested by the authors, the similarity rating may have been influenced by
wishful thinking, with peers not wishing to be like the high anxious speakers. The
perception of dissimilarity may be part of the general negative halo in the judgments
of both high and low socially anxious peers.

A recent study helps to shed further light on the question of why high socially
anxious adolescents are less effective in social situations relative to nonsocially
anxious adolescents. Blote et al. (in press) aimed to identify explicit differences in
behavior between high and low socially anxious youth. The study used naive observ-
ers to describe conspicuous features in the video-recorded speech behavior of
socially anxious speakers (9—16 years). Based on these descriptions, the Speech
Performance Observation Scale for Youth (SPOSY) was developed, including sub-
scales related to expressiveness, confidence, and agitation. Expressiveness as
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measured with the SPOSY comprises behavioral features such as looking friendly,
having a good intonation, using adequate gestures, and showing facial expressions.
It also comprises directing attention to the public. It was found that expressiveness
and confidence are important features distinguishing between high and low socially
anxious youth. Low expressiveness in combination with a lack of confidence may
explain the negative peer responses towards socially anxious youth (Blote et al. in
press; Van Beek et al. 2006).

Emerging Relationships

Very few studies have addressed the relation between social anxiety and peer rejec-
tion/victimization in the first weeks or months of newly formed groups. One study
by Vernberg et al. (1992) investigated peer relations of relocated adolescents (12—
14 years) followed over a period of 8 months. Victimization measures were exclu-
sion and direct aggression. It was found that the level of adolescents’ social anxiety
did not predict self-reported exclusion or direct aggression experiences in the new
social group, but it did negatively affect the development of friendships.

A study by Gazelle et al. (2005) examined the effect of anxious solitude on social
interactions with familiar and unfamiliar same-aged peers in young preadolescent
girls (9-year-olds). Anxious solitary girls and a control group participated in two
playgroups, one made up of familiar female classmates and the other made up of
unfamiliar girls. In general, anxious solitary girls were perceived by playmates as
less socially competent and were less liked and more victimized by playmates com-
pared to the controls. Notably, these effects were larger in the playgroup of familiar
classmates relative to the so-called unfamiliar playgroup. Anxious solitary girls
showed more whining, complaining, and repetitive behavior in the familiar play-
group than in the unfamiliar playgroup, and the familiar playgroup reacted more
negatively towards them than the unfamiliar playgroup. So, the girls were better off
in the new group of unfamiliar peers than in the group of familiar classmates. This
does not mean that it is generally better for socially anxious youth to be placed in a
new social environment. Gazelle et al. (2005) argue that relatively positive peer
behavior in unfamiliar groups may become more negative with time. Once a social
group starts to agree on the low social status of the anxious solitary youth, exclusion
and victimization may start.

Established Relationships

A number of studies have focused on the social interactions of socially anxious
students in their school environment. Spence et al. (1999) conducted school-based
observations of socially phobic children and adolescents (7-14 years) and found
that youth with social phobia were less socially skilled compared to a control group.
They were also treated less positively by school peers. Relative to the control group,
the socially phobic youth initiated fewer social interactions and had less interactions
with their schoolmates. The socially phobic youth were less socially competent,
according to parents’ perceptions and the perceptions of the youth themselves. The
authors argued that the poor social skills of socially phobic youth may result in
negative peer responses.
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Erathetal. (2007) ascertained whether social skills and withdrawal-disengagement
mediated the link between social anxiety and peer acceptance and victimization.
Subjects were 6th and 7th graders (11-12 years) divided into a socially anxious
group and a control group. The study used a social interaction task with a research
assistant to investigate target students’ social skills. A peer nomination procedure
(on grade level and school level) was used for measuring peer acceptance and vic-
timization. Teachers rated students’ withdrawal-disengagement. Social skills during
the interaction task were rated by independent observers. The study found relations
between social anxiety on the one hand and peer acceptance and victimization on
the other. The link between social anxiety and peer acceptance was mediated by
target students’ expectations about the quality of their performance and their
withdrawal-disengagement. However, no significant mediators were found for the
link between social anxiety and victimization. The authors suggested that this is
probably due to gender differences in the relations between various variables and
victimization. For example, the relation between victimization and social anxiety
was stronger in boys than in girls. It is argued that gender differences in adolescent
peer interactions and in particular the role of withdrawal and aggression in gender
groups are important factors in explaining gender-related victimization.
Unexpectedly, students’ social skills during the conversation were not related to
their social anxiety level. The authors argued that using adults as interaction part-
ners instead of same-aged peers might explain why socially anxious adolescents did
not perform more poorly in the interaction task.

Two studies from our own research group on the link between social anxiety and
victimization investigated the behavior of classmates towards socially anxious stu-
dents (13-16 years) giving an oral presentation in their own classroom (Bléte et al.
2007, 2010). An important question posed in the first study was how class behavior
is related to speakers’ trait social anxiety and state anxiety as indicated by observa-
tions of nervous and communicative behavior (Blote et al. 2007). An independent
observer rated the behavior of the speakers as well as class behavior. Class behavior
was also rated by the speakers themselves. Both the independent observer and
speakers used the Class Behavior List (CBL) which consists of a selection of items
from the Perception of Treatment Lists (PTLs) (Bléte and Westenberg 2007).
Furthermore, the independent observer rated the speaker’s nervousness and level of
interaction with the class. It was found that class behavior as rated by the indepen-
dent observer was related to speakers’ trait social anxiety. Speakers with higher
levels of social anxiety were treated more negatively. Class behavior was not related
to speakers’ overt nervousness during the speech. This is remarkable because
socially anxious individuals assume that their nervousness is apparent and nega-
tively influences others’ behavior towards them (e.g., Cartwright-Hatton et al. 2005;
Rapee and Lim 1992). Given that the level of the speaker’s interaction with the class
was not related to class behavior either, the question of how trait social anxiety may
affect peer behavior could not be answered.

The second study looked more closely at the characteristics of socially anxious
adolescent speakers (13—18 years) in order to explain negative responses from class-
mates (Blote et al. 2010). For example, what is the importance of social skills, such
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as looking friendly and speaking in a clear voice, and of overt nervousness, as
indicated by blushing or stuttering? And what role does the quality of the speech
play? Social skills and nervousness were observed and recorded by an independent
observer using an adapted Dutch version of the PQ (Cartwright-Hatton et al. 2005;
Miers et al. 2009). To evaluate the speeches, the Speech Content Evaluation Scale
was developed. Using the CBL, class behavior was rated by an independent observer,
the teacher, and the speakers themselves (Blote et al. 2007). Results showed that,
according to the independent observer, the teacher, and the speakers themselves,
socially anxious speakers were treated more negatively by their classmates.
Furthermore, class behavior was better predicted by the social skills of the speakers
than by their overt nervousness. Surprisingly, with all other variables controlled for,
higher-quality speeches elicited more negative class responses (i.e., speeches with
the speaker’s point of view made clearly, presented systematically, with a logical
line of thought). The authors argued that classmates might respond more positively
to socially attractive behavior, such as making personal remarks and jokes, than to
a well-prepared speech (Blote et al. 2010).

Peer Group Factors

Studies on specific peer and peer group factors that influence the rejection/
victimization of high socially anxious adolescents are few. As far as “first impres-
sion” studies are concerned, one would expect that peers who are socially anxious
themselves may not immediately reject unfamiliar adolescents who appear
anxious. However, the study by Verduin and Kendall (2008) did not support this
proposition. Although peer observers with higher levels of social anxiety did rate
speakers as more likable, their social anxiety was not a moderator in the link
between perceived anxiety and liking of the speakers. That is to say, peers who
themselves were socially anxious still liked non-anxious speakers more than
anxious speakers. This finding was corroborated by the Blote et al. (2012) study,
which showed that the actual similarity in social anxiety level between speakers
and peers was neither related to perceived similarity with the speakers nor to lik-
ing of the speakers.

As far as the influence of peer group characteristics on victimization of socially
anxious youth in emerging and established relationships is concerned, research has
focused on socially withdrawn children. The results of these studies are ambiguous.
One study showed that in first-grade classrooms with predominantly withdrawn
children, withdrawn boys had a higher social status relative to withdrawn boys in
classrooms that had less withdrawn children (Stormshak et al. 1999). Another study,
which was longitudinal, found no specific effect of classroom climate on exclusion
(Avant et al. 2011). Although solitary anxious students (followed from third through
fifth grade) were excluded less during the course of the school year, this was not
related to classroom climate. This effect occurred in classrooms with emotionally
supportive climates and in classrooms with emotionally unsupportive climates. So,
this positive finding is difficult to interpret.

In sum, available research does not clearly identify peer group factors related to
social anxiety and peer victimization.
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Role of Gender in the Relation Between Social Anxiety
and Peer Victimization
Girls and boys differ in their relationships with peers. For example, girls experience
more stress in peer relationships and tend to talk more with friends about their prob-
lems, possibly making the problems bigger, whereas boys tend to ruminate less,
taking problems more lightly (Rose and Rudolph 2006). Therefore, the relation
between social anxiety and peer victimization might be different for boys and girls.
However, studies on gender as a moderating variable in the relation between social
anxiety and peer victimization have yielded mixed results. For example, in a pro-
spective study, Siegel et al. (2009) found that social anxiety predicted an increase in
relational victimization (exclusion, friendship withdrawal) in both sexes. In con-
trast, other prospective studies showed that social anxiety predicted an increase in
victimization only for girls (Tillfors et al. 2012) or only for boys (Ranta et al. 2013).
As far as the influence of victimization on social anxiety is concerned, relational
victimization predicts an increase in social anxiety in girls (Ranta et al. 2013; Siegel
et al. 2009; Vernberg et al. 1992) whereas direct victimization predicts social anxiety
in boys (Ranta et al. 2013). In addition, the effect of victimization on social anxiety
appears to depend on adolescent males’ self-worth. A cross-sectional study on 6th
graders (11-13 years) found that boys’ self-worth was a moderator in the link between
victimization and general anxiety (that included social anxiety; Grills and Ollendick
2002). That is to say, boys with higher self-worth were affected less by victimization.
Their self-worth may protect them from becoming anxious. However, girls’ self-
worth seems to play a different role as it was found to be a mediator between victim-
ization and anxiety. This suggests that victimization negatively affects girls’ self-worth
and low self-worth then makes them more anxious (Grills and Ollendick 2002).

Conclusion and Discussion of Social Interactions

In sum, for socially anxious adolescents, interactions with classmates are rather dif-
ficult. Socially anxious students are more likely than nonsocially anxious students
to be victimized, not accepted, and not supported, and these negative outcomes from
social interactions in turn increase their social anxiety (Reijntjes et al. 2010).
Figure 7.1 presents a schematic overview of the course of peer relationships over
time. The figure is partly based on the results of the reviewed studies and partly,
where studies were lacking, on extrapolations. Importantly, Fig. 7.1 shows that neg-
ative judgments and rejection by peers start in the very first minutes of social con-
tacts. Probably, negative outcomes from social interactions then worsen when
students get to know each other more and their low social status in the group has
been determined, up to the point where, in their ongoing relationships, a certain
negative interaction pattern is firmly established.

The first impression socially anxious students make (relative to their non-anxious
counterparts) on unfamiliar age-mates is generally a negative one. They are per-
ceived as anxious (Verduin and Kendall 2008) and socially ineffective (Miers et al.
2010). Socially anxious students are also seen as “different” (Blote et al. 2012) and
as physically less attractive (Blote et al. 2015). These perceptions seem to play a
role in the immediate dislike/rejection by peers towards them. However, we cannot
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conclude from the reviewed studies that some aspects in the behavior of socially
anxious students are more important than others in eliciting negative peer judg-
ments. The studies seem to suggest that a general negative halo effect (Alden and
Taylor 2004; Miers et al. 2010) is at work in peer judgments of high socially anxious
adolescents. Future studies are needed to ascertain whether this immediate negative
impression is triggered by one or more specific characteristics, which is then carried
over to other aspects of the person judged. High socially anxious adolescents may
show their anxiety in their behavior and facial/body expression (possibly lacking
expressiveness), and peers may not like this, consequently extending their negative
opinion to the whole person (Blote et al. 2015). The finding that socially anxious
students are negatively judged and disliked very quickly, in the first minutes of their
social performance, is quite disconcerting in view of the possible consequences of
this response. Negative self-perceptions of socially anxious students about their
social performance seem to be immediately confirmed by peers. This in turn will
have consequences for their behavior in subsequent peer interactions.

In light of the negative first impression socially anxious students make on peers, it
is not surprising that they encounter negative social outcomes when entering unfa-
miliar social groups. It is not yet clear which behaviors specifically elicit the negative
peer responses in emerging social relationships (just as it was not clear in first impres-
sions), although the Gazelle et al. (2005) study suggests that in girls, “annoying”
behaviors like whining and complaining might (partly) mediate the link between
anxious solitude and victimization. Furthermore, this study suggested that placing a
victimized socially anxious student in a new social group will have some positive
effect at first, when the social status of this student is not yet determined by the group.
However, this effect is only temporary and victimization may increase over time.

In established relationships, socially anxious students’ poor social skills may
(partly) explain why they are treated in a negative way by schoolmates (Bléte et al.
2010). Nervous behavior that appears to be a trigger for dislike/rejection at first
sight (Verduin and Kendall 2008) does not seem to have this effect among class-
mates who have known each other for some time (Blote et al. 2007, 2010). In that
situation the social status of individual students has been agreed on and unpopular
students are disliked by classmates regardless of whether or not they are nervous
during a social performance. However, this explanation needs the necessary caution
because of method differences between studies, in particular differences in age and
diagnostic status of the participants and in the age of the observers. Verduin and
Kendall (2008) studied preadolescents and young adolescents with social phobia
and used peer-rated nervousness, whereas Blote et al. (2007) and (2010) studied a
normative sample of older adolescents whose nervousness was judged by an adult
observer. Future studies will be needed in order to better understand the role of overt
nervousness in peer rejection/victimization.

In view of differences in peer interactions between boys and girls (Rose and
Rudolph 2006); it seems likely that the relation between social anxiety and victim-
ization is different between the sexes. Some studies indeed found evidence for the
moderating effect of gender (Ranta et al. 2013; Siegel et al. 2009; Tillfors et al.
2012). At the same time, it is difficult to draw conclusions from these studies
because of the dissimilar findings. They present an ambiguous picture of the effect
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of social anxiety on victimization and, in turn, also of victimization on social anxiety
for boys and girls. A complicating factor is that different forms of victimization are
used in studies, for example, overt/direct victimization (physical or verbal),
relational victimization (social exclusion, friendship withdrawal), and reputational
victimization (negative interference in other person’s relationships). Focusing on
these specific kinds of victimization, however, further complicates drawing conclu-
sions as results on the specific kinds of victimization have also been equivocal.
More research is needed that pays attention to the different forms that victimization
takes for boys and girls. Moreover, the moderators in the relation between victim-
ization and social anxiety might be different for boys and girls. Self-worth has been
shown to play a different moderating role between the sexes (Grills and Ollendick
2002), and depression may also play such a role (Ranta et al. 2013).

Very little is known about which peer group factors influence the victimization
of socially anxious students in classrooms. This is unfortunate because it means that
schools cannot yet be informed about evidence-supported ways to prevent or stop
victimization of socially anxious students. Having (good) friends and belonging to
a social group may protect socially anxious students (as well as non-anxious stu-
dents) to some extent from becoming (more) socially anxious (La Greca and
Harrison 2005). Furthermore, common sense would say that the presence of more
socially anxious students in a group would have a positive effect because these stu-
dents would be less negative towards each other. However, studies on first contacts
show that both socially anxious and non-anxious students do not like their socially
anxious counterparts (Blote et al. 2012; Verduin and Kendall 2008). It is still pos-
sible that socially anxious students who are familiar with each other will support
and protect each other from the negative effects of victimization in the classrooms.
For example, they may make friends or form a “crowd” which may help them to be
more assertive or to be less affected by peer victimization. New studies are needed
to draw any firm conclusions about this and other classroom effects on socially
anxious students.

Cognitive Factors

The previous sections show that there is quite substantial evidence for negative
treatment of socially anxious youth by their age peers, both familiar and unfamiliar,
as compared to non-anxious youth. That is, socially anxious youth are more likely
to be rejected, neglected, and victimized. In contrast, the cognitive theories of SAD
(Clark and Wells 1995; Rapee and Heimberg 1997) place more emphasis on the
negative perceptions socially anxious individuals have of social situations and their
own performance in these situations. Several empirical studies show that socially
anxious youth indeed have negative social perceptions. Compared to non-anxious
youth, they interpret ambiguous social cues in a negative way (e.g., Blote et al.
2014; Miers et al. 2008; Vassilopoulos and Banerjee 2008) and engage in negative
interpretations or evaluations of their own behavior in social situations (Alfano et al.
2006; Inderbitzen-Nolan et al. 2007; Miers et al. 2009, 2011; Ranta et al. 2014).



7 Social Anxiety and the School Environment of Adolescents 173

One of the main questions to arise out of the cognitive approach is whether the
negative perceptions of socially anxious individuals are based on a “kernel of truth”
(Norton and Hope 2001) or are biased relative to an objective source of information.
Cognitive theories imply that social experiences and feedback from other persons in
social situations influence the development of negative perceptions of one’s own
social performance. Given the evidence reviewed in section “Social interactions
with classmates” that socially anxious youth experience more negative social inter-
actions at school, this would suggest that negative social perceptions in socially
anxious youth are, at least to some degree, warranted. Indirect evidence for the
kernel-of-truth hypothesis was provided in a study on the social perceptions of high
socially anxious students and their classmates (8th—10th graders; aged 13—18 years).
All pupils in a class were asked to imagine an oral presentation situation in their
class where they or their classmates give a presentation (Blote and Westenberg
2007). They then filled in a questionnaire how they saw themselves treated in such
a situation and how hypothetical classmates showing either fearful or relaxed behav-
ior were treated. The socially anxious students reported that they felt negatively
treated by classmates when giving a speech. These perceptions seemed warranted as
their classmates also perceived that the behavior towards the hypothetical socially
anxious (fearful) students in their class was more negative compared to class behav-
ior towards students who were nonsocially anxious (i.e., relaxed) (Blote and
Westenberg 2007).

Direct evidence for the kernel-of-truth hypothesis could be provided by a direct
comparison between self-evaluations of high and low socially anxious youth with
evaluations of peer observers. If high socially anxious youth would evaluate them-
selves as poorer with respect to social performance than their low-anxious counter-
parts while the peer observers would not perceive a difference between these groups,
then we could speak of biased self-perceptions (Miers et al. 2009). Alternatively, if
the peer observers would also perceive a difference between high- and low-anxious
youth, the negative perceptions would be warranted, supporting the “kernel-of-
truth” notion.

We are not aware of a study that has compared the self-evaluations of socially
anxious youth with evaluations of peer observers. However, some studies have
investigated whether socially anxious youth have negatively biased perceptions of
their social performance using the performance evaluations of adult observers as a
standard. In terms of appearing nervous during a social performance situation, stud-
ies consistently show that socially anxious youth perceive themselves as looking
more nervous than do adult observers of these socially anxious youth (e.g.,
Cartwright-Hatton et al. 2005; Inderbitzen-Nolan et al. 2007; Miers et al. 2009).
Thus, socially anxious youths’ negative perceptions of their nervous behavior seem
to be unwarranted.

When comparing self- to observer evaluations of social skills, a negative bias
may not apply to all socially anxious youth. Miers et al. (2009) investigated high
and low socially anxious youth’s (aged 9-17 years) evaluations of social perfor-
mance during a short speech. The speeches were recorded and shown to indepen-
dent adult observers who evaluated the performance using the same questionnaire
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as the participants. When analyzing the whole high socially anxious group, Miers
et al. (2009) found that participants and observers were in agreement about the
poorer social skills of high socially anxious youth. This suggested that the percep-
tions of high socially anxious youth were warranted. However, the authors also split
the high socially anxious group into two groups using the observers’ performance
evaluations: those with a good speech performance and those with a poor speech
performance. This analysis showed that the negative self-perceptions were justified
only for the socially anxious youth who had a poor speech performance. In contrast,
for the socially anxious youth whose performance was judged as good, their nega-
tive perceptions were unwarranted. Hence, the “kernel-of-truth” hypothesis seems
to apply only to socially anxious youth who are indeed less socially skilled (as
determined by adult observers).

In sum, with regard to the way they are treated by peers, the negative cognitions
of socially anxious adolescents seem partly warranted and partly colored by internal
processes. Socially anxious adolescents rightly expect negative responses from oth-
ers. Based on these expectations, they interpret neutral responses in a negative way.
As far as adolescents’ self-perceptions of social performance are concerned, they
are “incorrect” in thinking that they make a nervous impression (more nervous than
others), and some of them are right in evaluating their own social performance as
poor. Socially anxious adolescents who perform well may have negatively biased
self-perceptions, whereas poor performing socially anxious adolescents may be cor-
rect in judging their performance as poor.

It seems important that future studies make a direct comparison between self-
evaluations of performance, on the one hand, and performance evaluations by peers
(using the same measure) on the other hand. In this way, we can better investigate
whether the negative self-perceptions are based on a kernel of truth or are biased.

Implications: How to Break the Vicious Cycle?

The school environment, and more specifically the formal classroom situation,
clearly presents a real challenge to socially anxious adolescents. A number of these
adolescents experience considerable distress at school and try to avoid distressing
classroom situations. In some cases, socially anxious adolescents may show a more
severe form of avoidance by refusing to go to school altogether. Moreover, studies
indicate that school refusers with AD or SAD have poorer school attendance and
that SAD among school-refusing adolescents is often treatment resistant. In all, this
chapter sketches a rather bleak picture of the school experiences of socially anxious
students.

What makes successful interventions for socially anxious students particularly
difficult is that these students not only think that they perform poorly in social
situations but that some of them actually are less socially skilled, less confident,
and less expressive and consequently elicit negative responses from peers. At first
glance, peers see them as different and reject them. Later on, when social
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relationships are being formed, socially anxious students may be victimized.
In sum, these students are trapped in a vicious cycle of social anxiety, negative
expectations about their social performance and how peers will respond to their
performance, actual negative peer responses, and, as a result, increased social
anxiety.

It is a complex task to break this vicious cycle, because so many aspects of the
socially anxious student and their environment are involved: not only their social
skills but also their social cognitions; not only their behavior, but also their physical
appearance; and not only these factors on their own, but also the transactions
between them. In view of this multiplicity of factors, effective interventions should
address a variety of factors, notably negative thinking, poor social skills, as well as
physical appearance features. In addition to a change towards less negative thinking,
learning more expressive behavior and wearing more attractive clothing and hair-
style may diminish the immediate negative response from peers and create a more
positive halo effect. Improved social skills and greater physical attractiveness may
also support more positive self-perceptions. Furthermore, the school context would
ideally be included in the intervention, since an established pattern of negative
social interactions is not easily changed by changes in just one of its participants.
Teachers could play an important role by modeling supportive behavior towards
socially anxious students and facilitating positive responses from socially anxious
students’ peers. In order for interventions to have a positive effect, socially anxious
students need the opportunity to practice newly learned behavior in their classroom
without being bullied or laughed at.

Regarding school refusal, no prospective studies have yet been reported which
identify social anxiety as a risk factor for school refusal. Social anxiety should be
studied in this respect, together with school- and family-based factors that might
exacerbate or mitigate against the development of school refusal among socially
anxious youth. To our way of thinking, the apparent link between social anxiety and
school refusal calls for indicated prevention interventions for school refusal, target-
ing youth with social anxiety. Interventions which help improve socially anxious
youth’s social connection may help prevent school refusal. In indirect support of
this, Alfano et al. (2009) found that decreases in loneliness mediated treatment-
related improvements in socially anxious children and adolescents. Because of the
inherently social nature of schooling and the increased importance of being able to
“fit in” with the peer group (Holmbeck et al. 2012); reduced loneliness may be
especially important for school-refusing adolescents. A related factor is friendship
quality. Baker and Hudson (2013) found that children and young adolescents (aged
7-13 years) who reported higher friendship quality were more likely to be free of
anxiety disorder 6 months following CBT for anxiety. The role of friendship quality
will be especially important in interventions to prevent or treat school refusal among
socially anxious youth. Because bullying and teasing have also been linked with
school refusal (Egger et al. 2003); they require specific attention at the individual
level (e.g., social skills training addressing assertiveness) and at the school level
(i.e., school-based prevention and response to bullying).
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Future Studies

As far as research on social anxiety in students is concerned, there is a lack of
knowledge about potential moderators and mediators in the link between social
anxiety and victimization. We need to know more about the moderating role gender
plays in this link. A number of studies found that the effect of victimization on
social anxiety and, reversely, of social anxiety on victimization is different for boys
and girls. Unfortunately, until now, the findings are ambiguous with regard to how
gender affects the link between social anxiety and victimization. There is also a lack
of knowledge about which factors give rise to victimization of some socially anx-
ious students but not others and which factors may protect socially anxious students
against the harmful effects of victimization.

Finally, it seems important to focus on same-aged peers as observers and judges
of socially anxious students’ behavior, because (a) students will behave differently
in interactions with same-aged peers than with adults, for example, showing social
skills during interactions with adults which they do not show during interactions
with peers; (b) students’ social interactions are mostly with classmates and not
adults/teachers; and (c) same-aged peers are likely to have different standards for
appropriate behavior and appearance relative to adults. In view of the high degree of
socially anxious students’ distress and avoidance encountered when they give a
speech in class, an oral presentation task may provide a good opportunity to study
social anxiety in students.
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Lisa R. Starr and Joanne Davila

Social Anxiety and Romantic Relationships

One of the most dramatic developments in adolescence is the onset of romance.
The emergence of romantic relationships introduces adolescents to a key
interpersonal context that will continue throughout the life span to be an important,
often central, component of social well-being. Little research has explicitly
examined how social anxiety—a prevalent problem in adolescence—influences the
development of romantic behaviors in adolescence, but existing studies strongly
suggest that it is linked to impairments in both romantic behaviors and the
interpersonal environment in which they emerge. We begin by describing the nature
and developmental significance of adolescent romantic relationships and then
discuss how social anxiety affects, and is affected by, them.

Nature of Romantic Relationships in Adolescence

Romantic relationships in adolescence are a normative aspect of development,
whose prevalence in the USA rises with age. By age 13, over one-third of adoles-
cents have had a romantic relationship, and by age 17, over 70 % have done so
(Carver et al. 2003). Although relationships tend to be short-lived in early
adolescence, they increase in length over time (Carver et al. 2003), as well as in
depth. In early adolescence, relationships are characterized by affiliation and
companionship rather than intimacy (Shulman and Scharf 2000). As adolescence
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progresses, teens are more likely to engage in dyadic dating that involves higher
levels of intimacy and closeness, deeper mutual feelings, and more extensive sexual
activity (Connolly and Goldberg 1999; Shulman and Scharf 2000). By late
adolescence, teens’ romantic relationships also include caretaking and caregiving
functions and begin to resemble what we typically think of as adult dyadic relation-
ships (Furman and Wehner 1994). In addition, over time, youth spend more time
with romantic partners and, by late adolescence, report greater closeness with their
romantic partners than with their best friends or their parents (Kuttler and La Greca
2004; Laursen 1996).

The rates of engagement in sexual intercourse among never-married US
adolescents show a similar developmental progression to romantic relationships.
Approximately 15 % of youth have engaged in sexual intercourse before age
15 years, and rates rise to nearly 70 % by age 19 (Abma et al. 2004). Not surpris-
ingly for most adolescents, dating activities and romantic relationships provide the
context for engaging in sexual activities (Kuttler and La Greca 2004).

Adolescent romantic relationships are adaptive in numerous ways that may
benefit development and emotional functioning, particularly with regard to identity
development and the capacity for intimacy (see Collins 2003; Furman and Shaffer
2003). For instance, high-quality romantic relationships are associated with positive
affect, positive self-worth, and a sense of social competence (Connolly and
Konarski 1994; Harter 1999; Larson and Richards 1998; Masten et al. 1995;
Zimmer-Gembeck et al. 2001, 2004). In addition, affectionate intimate behaviors
(e.g., kissing, hugging, holding hands) are associated with positive family relation-
ships, romantic relationship satisfaction, and commitment (e.g., Welsh et al. 2005;
Williams et al. 2008).

Adolescent romantic relationships also provide learning experiences that can set
the stage for romantic functioning in adulthood. For example, lower romantic
competence is associated with early adolescent girls making stronger predictions
that they will be unlikely to marry and also with greater engagement in potentially
risky sexual activity (Davila et al. 2009a). In addition, higher-quality romantic
relationships in adolescence are associated with positive relationships and commit-
ment in early adult relationships (Seiffge-Krenke and Lang 2002), as well as with
more adaptive relationship processes (e.g., better conflict resolution and caregiving)
in young adulthood (Madsen and Collins 2011).

Adolescent romantic relationships can, however, be a significant challenge or
stressor that contributes to psychosocial distress. Romantic relationships are
associated with strong negative emotions (e.g., anxiety, anger, jealousy, and
depression) among high school youth (Larson et al. 1999). In addition, most adoles-
cents will face specific relationship stressors, including breakups, and interactions
with a romantic partner that may involve criticism, conflict, and pressure. Some
adolescents will engage in risky sexual activity (e.g., failure to use condoms, mul-
tiple sexual partners) that results in negative outcomes (e.g., unplanned pregnancy,
sexually transmitted infections), and they will face or engage in relationship
aggression. Romantic experiences also can teach young people dysfunctional
beliefs about relationships and maladaptive interpersonal behaviors, which they
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may repeat over time (Waldinger et al. 2002). Not surprisingly then, adolescent
romantic relationships and what happens in them are associated with numerous
types of psychopathology, including externalizing problems, depression, and
anxiety disorders (for a review, see Davila et al. in press).

Adolescent Romantic Relationships and Social Anxiety

Research on associations between social anxiety and romantic processes in
adolescence is strikingly limited. This represents a significant shortcoming of the
literature, as there are strong empirical and conceptual reasons to believe that social
anxiety would influence the development of romantic behaviors. Social anxiety is
fundamentally an interpersonal problem, and romantic relationships become an
increasingly salient interpersonal context during adolescence. Fear of negative
evaluation is a core aspect of social anxiety disorder, and beginning to date inher-
ently exposes youth to interpersonal scrutiny. Thus, the emergence of dating may
activate socially anxious youth’ fears. In turn, social anxiety may impair the acqui-
sition of romantic skills. We begin with a discussion of how social anxiety impairs
a key context in which romantic relationships emerge—peer relationships.

Peer Dysfunction and Implications for the Emergence
of Romantic Relationships

Although research explicitly examining the link between social anxiety and
adolescent romantic functioning has been fairly limited, studies have clearly tied
social anxiety to a variety of impairments in peer relations during adolescence (see
Biggs et al. 2011; Davila et al. 2010; Starr et al. 2011), and these may in turn have
implications for romantic relationships. Social anxiety is related to peer rejection
(Inderbitzen et al. 1997; Vernberg et al. 1992). Peer victimization and exclusion
predict social anxiety both cross-sectionally and longitudinally (La Greca and
Harrison 2005; Ranta el al. 2009, 2013; Siegel et al. 2009; Storch and Masia-Warner
2004; Vernberg et al. 1992), and socially anxious youth may be more likely to be
targeted with peer victimization (although evidence for the latter is somewhat
mixed; Siegel et al. 2009; Storch et al. 2005; Vernberg et al. 1992). Socially anxious
adolescents are also less likely to belong to high-status peer crowds (La Greca and
Harrison 2005). Furthermore, adolescents with social anxiety also report fewer
close friends, including friends of the opposite sex (La Greca and Lopez 1998; La
Greca and Mackey 2007; Starr and Davila 2008a). Within existing peer relation-
ships and friendships, social anxiety predicts lower perceived support, intimacy,
communication, and trust, and fewer positive and more negative interactions (La
Greca and Harrison 2005; La Greca and Lopez 1998; Starr and Davila 2008a). In
addition, compared to non-anxious youth, socially anxious youth perceive them-
selves as less interpersonally competent (Starr and Davila 2008a). Disruptions in
peer functioning are maintained when controlling for concurrent depressive
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symptoms (Starr and Davila 2008a), suggesting that they are relatively specific to
social anxiety. In sum, adolescents who are socially anxious often find themselves
with fewer friends, lower quality friendships, fewer interpersonal skills, and more
negative peer experiences.

These impairments in peer relations are likely to generalize to romantic contexts.
Romantic relationships rely on many of the same competencies that are important
to friendships (e.g., conflict management, emotion regulation, capacity for intimacy,
support provision), so to the extent that socially anxious youth lack these skills, they
may have difficulty navigating romantic activities. Moreover, early romantic
experiences often take place directly within peer contexts. Partners are typically
drawn from within social cliques, early dating activities frequently occur in mixed-
sex group settings, and friends are often key sources of social support (Brown 1999;
Connolly and Goldberg 1999). Thus, if socially anxious youth have fewer friend-
ships, they may have a more difficult time finding a partner in the first place and
fewer available social resources for managing the relationships that they are able to
establish. Friendships also provide a setting in which interpersonal skills needed for
relationships can be modeled, practiced, and mastered; in particular, other-sex
friendships provide opportunities to learn how to interact with and relate to other-
sex peers (Collins et al. 2009; Connolly et al. 2004; Connolly and Goldberg 1999;
Zimmer-Gembeck 2002). Consequently, if social anxiety impedes the development
of strong friendships (including heterosocial friendships), it may also leave the
youth less developmentally prepared for the relational demands of romantic
involvement. Finally, adolescents who are sensitive to stressful peer experiences,
such as peer victimization and rejection, may also struggle with romantic activities,
which often expose the youth to potentially anxiety-provoking circumstances.
In direct support of the idea that the effects of social anxiety on platonic peer
relationships generalize to romantic experiences, Hebert et al. (2013) found cross-
sectional support for a mediation model in which social anxiety indirectly influ-
enced romantic functioning via disruptions in same-sex friendships, which then
predicted impairments in other-sex friendships, which was in turn associated with
romantic relationship functioning.

Dating Anxiety

Among some adolescents, social fears and avoidance are relatively specific to
romantic situations. Dating anxiety refers to worries and inhibition in mixed-sex
social situations involving interaction with romantic partners or potential partners,
including concerns about negative romantic evaluations (Chorney and Morris 2008;
Glickman and La Greca 2004). The construct of dating anxiety is conceptually
rooted in social anxiety, and social anxiety is highly correlated with but empirically
distinct from dating anxiety (Glickman and La Greca 2004). For example, dating
anxiety predicts dating activities beyond the contributions of social anxiety
(Glickman and La Greca 2004), predicting lower engagement in dating and hetero-
social friendships and fewer positive and more negative qualities within existing
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romantic relationships (Glickman and La Greca 2004; La Greca and Mackey 2007).
Fortunately, dating anxiety appears to decline with age (Glickman and La Greca
2004; Nieder and Seiffge-Krenke 2001), perhaps decreasing as familiarity with
dating situations increases and relational skills are acquired.

Romantic Behaviors of Socially Anxious Youth

Social anxiety creates numerous barriers to the formation of romantic relation-
ships. Avoidance of social situations, particularly those that present opportunities
for negative evaluation by others (such as asking someone out or going on a date),
is a core feature of social anxiety disorder. Social anxiety is also tied to difficulties
with key relationship formation mechanisms, such as self-disclosure (Alden and
Ta