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            Introduction 

 Whether a child presenting for treatment for the fi rst time, or an adult recalling 
when they fi rst began to struggle with excessive fear in social performance situa-
tions, the teenage years have been identifi ed repeatedly as a key time for social anxi-
ety disorder (SAD) to take root and fl ourish in ways that can be determinant for the 
entire course of the person’s life. For this reason, study of SAD during the adoles-
cent years provides both fruitful insight into the origins and course of the disorder 
and may also offer a crucial context for intervention. 

 Among anxiety disorders, SAD has one of the earliest onset and, without inter-
vention, tends to follow a chronic course (Brown et al.  2001 ; Burstein et al.  2011 ; 
Juster and Heimberg  1995 ; Reich et al.  1994 ; Rosellini et al.  2013 ; Stein and Stein 
 2008 ). In fact, the median age of onset of SAD appears to be more accurately 
described as bimodal; in one large sample of individuals presenting for treatment, 
21 % reported an age of onset before the age of 10, and 47.6 % reported an age of 
onset during adolescence/early adulthood (14–22) (Rosellini et al.  2013 ). Age of 
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onset in the middle childhood years (10–14) or adult years (over 23) 1  is relatively 
rare (Rosellini et al.  2013 ; Wittchen and Fehm  2003  2 ). For more details, please see 
Chap.   3    . A 3-year longitudinal study found that whereas depression typically fol-
lowed an episodic course, anxiety and symptoms of social anxiety, in particular, 
tended to operate with trait stability akin to personality attributes (Prenoveau et al. 
 2011 ). The early developmental stages of psychopathology (EDSP) study, a pro-
spective, longitudinal study of 3,021 community participants reported that generally 
by the age of 19, the individual’s SAD stabilized or began a progressive worsening 
that persisted into adulthood (Wittchen and Fehm  2003 ). 

 When one looks at the particular challenges of the developmental stage, it is 
perhaps no surprise that adolescence is such a fertile ground in which SAD can take 
root. Traditionally, the period between 13 and 18 years old is viewed as one of 
tumultuous change. Almost immediately after adolescence emerged as a distinct 
developmental phase, it was famously characterized as a period of “storm and 
stress” (Hall  1904 ), during which questions of identity become paramount (Erikson 
 1959 ). Of course, the major change that comes to mind for many is the development 
of sexual maturity through puberty; however, of late the organizational changes 
within the brain are now thought to be equally epochal. Through the process of 
synaptic pruning, massive numbers of neuronal connections die off as the brain 
shifts from a sponge seeking maximal input to a powerfully effi cient processing 
machine (Compas  2004 ). Adolescents’ abilities to represent information symboli-
cally and to reason abstractly signifi cantly mature. Of course, this ultimately posi-
tive reorganization has a few short-term costs; the attrition of neuronal connections 
between the frontal lobes and limbic structures has been implicated in the higher 
propensity to risky behavior often observed in teens (Steinberg  2004 ). 

 In tandem with these improvements in functioning, everyday tasks of living 
become more diffi cult during adolescence. Expectations at school and home tend to 
increase dramatically, as adolescents are expected to function more independently 
(although often without commensurate increases in freedom). Adolescents at school 
take on not just more work, but more complicated and academically challenging 
work. “Multitasking” is expected with greater frequency and fl awlessness. 
Expectations at home can shift to include more responsibility (e.g., more chores or 
more work) and increased self-direction (e.g., waking oneself up, initiating home-
work with less monitoring). 

1   One will note that the age-group labels differ somewhat from conventional labels (including, 
indeed, other chapters in this volume). For the purposes of accurate reporting, we have chosen to 
conform to the labels used in the research reviewed in this study. We will address this labeling 
concern in more detail in the conclusion of this chapter. 
2   In fact, the earlier Wittchen and Fehm article reported that epidemiological samples fi nd a uni-
modal peak onset during childhood and adolescence, between the ages of 10 and 16, while clinical 
samples report evidence for somewhat lower age of onset of the generalized subtype as compared 
with the nongeneralized subtype. The nature of these subtypes, as well as their continued redefi ni-
tion, has been debated as recently as the latest edition of the  Diagnostic and Statistical Manual  
( DSM-5 ; APA  2013 ). 
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 Relationships with parents can become more complicated as well, although 
not necessarily in the expected way. Relationship patterns change dramatically 
within the stage of adolescence. For example, in a sample of 495 Slovenian teens 
between the ages of 13 and 19, Puklek Levpušček ( 2006 ) reported that support 
seeking from and idealization of parents decreased signifi cantly during early and 
late adolescence; mid-adolescence (during eighth grade) appeared to be a par-
ticularly critical point, during which children were most likely to report high 
self-suffi ciency and defensiveness around need for parental support, before 
developing a more balanced view of self in relation to family during late adoles-
cence. Parents often view their relationships with teens as suddenly more fraught 
and diffi cult, as they fi nd their child questioning their authority and values more 
and more frequently. Infuriatingly, they see their teens walk away from pitched 
battles over house standards and rules relatively unscathed, viewing the confl ict 
less as a death match over the future and more as an exchange of opinion (Smetana 
 1997 ; Steinberg  2001 ). 

 Peer relationships become substantially more salient and charged. With the rise 
of the “invisible audience” and increasing questions about identity and one’s future 
(presumably offshoots of the improved ability to reason symbolically), adolescents 
become more aware that their own views of self may differ substantially from their 
peers’ opinions, and even the uncertainty over what others’ opinions might be can 
be threatening and worrisome (Elkind  1967 ). At the same time, the importance of 
peers becomes paramount as adolescents step into taking charge of their friend-
ships, and the fi rst tentative fi rst steps toward establishing their sexual identity 
(Buote et al.  2007 ; LaGreca and Prinstein  1999 ), just at a moment where their brains 
and bodies may be least equipped to manage all the input. For more details, please 
see Chap.   3    ,   5     and   8    . 

 All this change and much more happen just in the course of normal develop-
ment. Successful transition through adolescence depends on meeting these new 
challenges with a strong foundation of early experience. Compounding their sig-
nifi cance, the manner and degree to which adolescents are able to meet these chal-
lenges may variably confer risk and resilience as they navigate through subsequent 
developmental transitions during later adulthood. The ways in which SAD further 
complicates these developmental transitions are myriad and pervasive. For exam-
ple, symptoms of social anxiety can interfere with the process of differentiating 
from parents and adopting a more independent role, contribute to avoidance of 
peers at exactly the moment when peers are meant to become major infl uences in 
the development of one’s proto-adult identity, and as a result often inhibit or even 
bring the transition into adulthood to an effective halt. In addressing SAD clini-
cally, therefore, clinicians must take into account all of the vulnerabilities and 
developmental challenges present in this period and respond in a comprehensive 
and inclusive way. 

 This recognition and the recognition that adolescents face specifi c challenges that 
are qualitatively distinct from other age groups led Albano and colleagues ( 1991 ) to 
develop cognitive-behavioral group treatment for adolescents (CBGT-A). CBGT-A, 
a developmental adaptation of Heimberg’s successful protocol for treating adults 
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with SAD (Heimberg et al.  1985 ,  1990 ; Hope and Heimberg  1993 ), is designed to be 
delivered by co-therapists for groups of adolescents between the ages of 13 and 
17 years. CBGT-A consists of 16 to 20 90-min group therapy sessions with adoles-
cents scheduled over a 3- to 4-month time period and adds meetings with parents at 
four strategically placed sessions during the program. The multicomponent protocol 
is divided into two phases, with the fi rst phase of treatment (i.e., sessions 1 through 
8) focusing on psychoeducation and skill building in such areas as social problem-
solving, assertiveness, and cognitive restructuring; and the second phase (i.e., ses-
sions 9 through 14) emphasizing within-session behavioral exposure and homework 
exposure assignments. Session 15 involves exposure tasks performed in front of an 
audience of parents, and session 16 focuses on fi nal exposures and termination 
(Albano and Barlow  1996 ). Empirical research, though limited somewhat in scope, 
has supported the effi cacy of this approach (Albano et al.  1995 ; Garcia-Lopez et al. 
 2002 ,  2006 ; Hayward et al  2000 ; Olivares et al.  2002 ). 

 This multifaceted approach was an early recognition of the fact that adapting 
group (or, for that matter, individual) treatment for adolescents requires careful 
attention not just to the course and challenges in normal development, but also to the 
early risk factors that render the child vulnerable to anxiety and the conditioning 
factors and challenges that occur during adolescence which exploit this vulnerabil-
ity. We will now consider the specifi c developmental challenges that predict SAD 
and the types of interventions that can target those challenges. As we will see, effec-
tive evidence-based interventions for SAD in adolescents have consistently empha-
sized a multifaceted approach, consistent with the complex interplay of factors that 
leads to the onset of SAD. 

 Anxiety disorders do not typically appear sui generis; they are frequently the 
product of distal developmental infl uences, so that an anxiety problem that arises at 
14 or 23 can still be infl uenced by factors that were present at (or even before) birth. 
Developmental psychologists (and increasingly clinical psychologists) place a pre-
mium on developmental pathways, highlighting the various vulnerabilities, condi-
tioning events, and maintaining factors underlying a disorder (Higa-McMillan and 
Ebesutani  2011 ; Vasey and Dadds  2001 ). Although age of onset during adolescence 
appears to be more strongly related to the presence of some acute stressor or stress-
ors around the time the SAD developed, most researchers believe the individual’s 
response to these stressors is strongly infl uenced by a variety of vulnerabilities pro-
duced by exposure to any number of risk factors (Rosellini et al.  2013 ). It is also 
worth considering early factors in the onset of SAD because earlier age of onset 
predicts increases in symptom severity, autonomic arousal, depression, higher lev-
els of neurotic temperament, and functional impairment (Rosellini et al.  2013 : see 
Knappe et al. Chap.   3    , this volume). Failing to consider the early factors that predict 
SAD in adolescence would therefore mean that not only would we miss the key 
predictors of why SAD develops in adolescence, but that we would also neglect the 
most severely affl icted, those who may experience exponentially exacerbated diffi -
culties during their teenage years.  
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    Biological Risk Factors 

 As with so many mental and emotional disorders, the road toward adolescent SAD 
can begin before the child is even born. A broad scientifi c consensus has gathered 
in support of the heritability of SAD (e.g., Fyer et al.  1993 ,  1995 ; Hughes et al. 
 2009 ; Kendler et al.  1992 ; Mannuzza et al.  1995 ; Reich and Yates  1988 ). First- 
degree relatives of adults with SAD are three times more likely to be affl icted with 
SAD (compared with fi rst-degree relatives of control participants) (Fyer et al.  1993 , 
 1995 ; Mannuzza et al.  1995 ; Reich and Yates  1988 ). Twin studies have yielded heri-
tability estimates of 30–65 % (Kendler et al.  1992 ; Beatty et al.  2002 ). These esti-
mates are more pronounced as a function of subtype of SAD. For example, Stein 
and colleagues ( 1998 ) found that fi rst-degree relatives of adults with generalized 
SAD were ten times more at risk for generalized SAD; no enhanced risk was found 
for the nongeneralized subtype. 

 It should be noted that the heritability estimates reported here are not necessar-
ily specifi c risk for SAD. Whereas both of the Fyer et al. ( 1993 ,  1995 ) and the 
Reich and Yates ( 1988 ) studies found evidence for specifi c risk, other studies have 
found more complicated pathways, fi nding evidence that a variety of parental 
mental illnesses, including panic disorder and especially major depression, can 
predict SAD in offspring (Horwath and Weissman  1995 ; Biederman et al.  2001 ; 
Lieb et al.  2000 ). Inheritance of SAD demonstrates concordance or nonsignifi cant 
differences in heritability between monozygotic and dizygotic twins (Kendler 
et al.  1992 ; Skre et al.  1993 ). Stein and Stein  2008  has suggested that genetic 
inheritance of internalizing disorders may be best characterized as the passing on 
of broad, nonspecifi c traits that are predictive of anxiety disorders in general 
rather than of SAD in particular. 

 A key inherited nonspecifi c set of traits appears to be behavioral inhibition to the 
familiar (BI), fi rst identifi ed by Kagan and colleagues ( 1988 ; Kagan  1989 ). BI was 
used to describe observation of generalized emotional and behavioral tendencies 
among 10–15 % of Caucasian infants to withdraw or become upset when presented 
with new or otherwise unfamiliar stimuli. In the youngest children, BI might look 
like withdrawal, looking to parents or becoming upset when presented with a new 
toy. In preschool-aged and elementary school-aged children, this temperamental 
tendency might manifest as constricted emotional expression, hesitancy when 
speaking or approaching a new situation, and/or reluctance to engage in conversa-
tion with peers or adults. In a meta-analytic review of the link between BI and SAD, 
researchers indicated that BI predicted a three- to sevenfold increase in risk, trans-
lating to 40 % of children with BI developing SAD (Clauss and Blackford  2012 ). 
However, it is worth noting that the same study concluded that BI was best con-
strued as a generalized risk factor for SAD, not an early precursor; in support of this 
contention, Clauss and Blackford ( 2012 ) cite that the majority of children with BI 
do not develop SAD, and children with BI do not automatically suffer from the 
same defi cits in emotional regulation and pervasive fear of negative evaluation seen 
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in children with SAD. On the other hand, as noted by Perez-Edgar and Guyer 
( 2014 ), the precise relationship between BI and SAD has not been defi nitively 
established by any direct research. 

 Multiple studies have supported the stability of BI from infancy through tod-
dlerhood and into middle and late childhood (Caspi and Silva  1995 ; Asendorph 
 1994 ; Fordham and Stevenson Hinde  1999 ; Goldsmith and Lemery  2000 ). Kagan 
and colleagues ( 1988 ) posited that the observed emotional and behavioral corre-
lates of BI were a function of a lower response threshold of the basolateral and 
central nuclei of the amygdala and projections to the striatum, hypothalamus, and 
the sympathetic chain and cardiovascular system. This hypothesis has been sup-
ported in some studies, although not consistently (Hirshfeld et al.  1992 ; also, for 
a review, see Ollendick and Hirshfeld-Becker  2002 ). Similarly, BI and SAD have 
been frequently linked in the literature. Among the children from the original 
Kagan et al. studies, the rates of generalized SAD were found to be substantially 
higher among those who demonstrated highest BI as toddlers, as compared with 
the adolescents who were most extroverted as toddlers (34 % vs. 9 %, respec-
tively) (Schwartz et al.  1999 ). The differences were even starker among girls 
(44 % vs. 6 %). A separate study found that adolescents with childhood BI were 
four to fi ve times more likely to develop social anxiety disorder than adolescents 
without childhood BI (Biederman et al.  2001 ). At least one study suggested that 
BI was uniquely predictive of lifetime SAD (as opposed to being more generally 
predictive of the presence of any anxiety disorder) (Chronis-Tuscano et al.  2009 ). 

 Consistent with the BI hypothesis, researchers have also noted signifi cant links 
between hyperreactivity of the amygdala in response to emotional expression in oth-
ers and SAD (Battaglia et al.  2012 ; Blair et al.  2011 ; Guyer et al.  2008 ). The fi rst 
critical fMRI study of adolescents found evidence for signifi cantly higher amygdala 
and fusiform gyrus activation in response to fearful faces; in addition to the amyg-
dala’s role coordinating fear activities, the fusiform gyrus is implicated in facial rec-
ognition (Guyer et al  2008 ). Battaglia and colleagues ( 2012 ) were able to successfully 
predict onset of SAD in a group of 14- to 15-year-olds by measuring brain reactivity 
(particularly in the amygdala) to angry and fearful faces at the age of 8–9 years old. 
Blair and colleagues ( 2011 ) reported signifi cantly increased reactivity in the amyg-
dala and rostral anterior cingulate cortex in both adolescents and adults with SAD in 
response to others’ emotional expression. The authors went on to note that the failure 
to fi nd any signifi cant interactions except in the context of SAD and reactivity to 
target emotion suggested a developmentally stable disruption (as opposed to a devel-
opmental deterioration) (Blair et al.  2011 ). That is, the disruption associated with 
SAD appears to be an independent interference on the normal development of facial 
recognition and recognition of emotion in others’ faces. Although these studies offer 
important support for long-held conventional wisdom around the role of the amyg-
dala in anxiety disorders, it is worth noting that each of these studies suffers from 
relatively small samples and accompanying power diffi culties. 
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    Addressing Biological Risk Factors in Clinical Treatment 

 In effective evidence-based treatment, consideration of biological vulnerabilities 
can infl uence both assessment and psychoeducation about the nature of the dis-
order. Clinicians may want to attend in particular to adolescents endorsing early 
onset of SAD or families endorsing high prevalence of anxiety among fi rst-
degree relatives. These adolescents may be at particularly high risk for high lev-
els of social anxiety and avoidance, and referral for psychiatric consultation or 
more intensive treatment options may be appropriate to consider at an earlier 
point in treatment. In our clinic, for example, adolescents with earlier onset and 
higher family loading for anxiety and youth with greater functional impairment 
may be offered individual and group therapy to occur concurrently as a means of 
giving a higher “dose” of intervention. 

 Of equal, or perhaps even more importance, appropriately educating families 
about genetic and temperamental risk for anxiety disorders is crucial. As noted 
previously, SAD can manifest as more of a trait personality factor rather than an 
illness with a more chronic or intermittent course (Wittchen and Fehm  2003 ). 
Accordingly, many individuals can interpret the notion that SAD is partially heri-
table as more or less a “life sentence” or that their symptoms are not amenable to 
psychosocial change. Given the importance placed on developing a strong sense 
of identity during this stage, defi ning oneself as an “anxious person,” as our 
patients all too frequently do, can be an especially sticky and pernicious form of 
self-fulfi lling prophecy. It can be important to engage and challenge these ideas. 
It can be worth noting that it was only among the extreme 10–15 % of individuals 
with BI that Kagan and his team saw stability of symptoms into adulthood, and 
even among that 10–15 %, quite a few demonstrated apparently spontaneous 
shifts toward increased comfort with the unfamiliar or even extroversion. As 
noted above, even the largest estimate of individuals identifi ed with BI who later 
develop SAD peaks at 48 % (Clauss and Blackford  2012 ). During the psychoedu-
cation process, therefore, it is crucial for clinicians to discuss the overall plastic-
ity of the brain, especially in these early years, and that early trends toward 
distress and dysfunction are amenable to amelioration or even radical change. It 
is also crucial to help those adolescents who have a nascent, or even well-devel-
oped notion of themselves as “anxious people” to use cognitive restructuring to 
challenge this inaccurate (and often self-fulfi lling) label and help them become 
more aware of other constructive aspects of identity. 

 There is a diametric peril for the psychoeducating clinician, of course. While 
communicating optimism or the potential for change, the clinician should be careful 
not to share an overly rosy perspective; increasing numbers of clinicians are consid-
ering the possibility that while anxiety can be regulated effectively, it may also 
require a lifelong commitment to challenging one’s anxiety and using skills gained 
in treatment to sustain gains from therapy.   
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    SAD and Family Organization 

 In early childhood, parents assume a crucial role, from facilitating to disrupting the 
arc of development. For example, parents can infl uence positive growth during early 
life by directly and indirectly promoting social skills, encouraging peer interactions 
through supervision and direct facilitation (such as scheduling play dates), and 
offering feedback on appropriate and inappropriate types of play (Masia and Morris 
 1998 ). In contrast to nonaffected individuals, adults and teens with social anxiety 
disorder are more likely to report memoires of less affectionate parents who were 
more socially isolated and hyperconcerned about the opinions of others, who 
behaved in both overprotective and in rejecting or neglectful ways, who were 
ashamed of their own shyness and poor social performance, who tended to disci-
pline by shaming, and who tended to isolate their children as well (Arrindell et al. 
 1989 ; Bogels et al.  2001 ; Bruch and Heimberg  1994 ; Burgess et al.  2001 ; Caster 
et al.  1999 ; Lieb et al.  2000 ; Parker  1979 ). In complement to these retrospective 
reports, other studies have found that parents of anxious children have demonstrated 
both impaired ability to help their children engage with peers and are more likely to 
encourage avoidance of potentially threatening situations (Barrett et al.  1996b ; 
Finnie and Russell  1988 ). Notably, these problematic parental behaviors appear to 
be uniquely predictive of diffi culties in their offspring. One study found that while 
parental lack of emotional warmth and family dysfunction were both uniquely pre-
dictive of adolescent SAD, parental psychopathology only predicted SAD in the 
context of other vulnerability factors (although the authors added that psychopa-
thology may be crucial to disorder onset, they qualifi ed that this variable likely 
plays a more secondary role in contributing to the maintenance of symptoms over 
time) (Knappe et al.  2009 ). 

 Given that so many of these studies have a limited frame of reference or rely on 
self-report or memories of past interactions, the possibility cannot be ruled out that 
the nascent vulnerability to anxiety may have infl uenced (or even coerced) parental 
responses. Still, these conclusions are bolstered by the results of some work focus-
ing on parental and sibling impressions of their own behaviors and observational 
studies, which fi nd that parents of anxious youth also view themselves as overpro-
tective and relatively more rejecting than the average parent (Garcia-Lopez et al. 
 2009 ,  2014 ; Gulley et al.  2014 ; Hudson and Rapee  2001 ,  2005 ; Lieb et al.  2000 ; 
Rubin and Mills  1990 ; Siqueland et al.  1996 ; also, see Wong and Rapee, Chap.   2    ; 
Knappe et al., Chap.   4    , this volume, for a comprehensive review). It is also worth 
noting that in this literature, “parenting” is often code for the relationship with the 
mother; fathers remain underrepresented in these research studies. Among the few 
studies that have focused in particular on father nurturing behaviors, there is little 
consistency. One study supported a connection between overcontrolling parenting 
behaviors and social anxiety (Greco and Morris  2002 ), while another study failed to 
fi nd any clear link between a father’s parenting style and social anxiety (Hudson and 
Rapee  2002 ). 

 More recently, researchers have begun to address this defi cit—Bogels and col-
leagues ( 2011 ) suggested that the behavior of fathers might be more impactful on 
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the anxiety of their children than maternal behaviors. In contrast, Knappe et al. 
( 2012 ) reported distinct and contrasting patterns of parental dysfunction, such that 
maternal overprotection and paternal rejection and lower emotional warmth pre-
dicted SAD in their children. Interestingly, the crossover relationships were not 
found to be true—paternal overprotection and maternal rejection or lack of warmth 
failed to signifi cantly predict SAD in their children (Knappe et al.  2012 ). 

    Intervening at the Familial Level 

 Research indicates that the nature of parenting of children with SAD can be ambiva-
lent and inconsistent, refl ecting patterns of overprotectiveness, overcontrolling 
behaviors and neglect, and tendency to encourage avoidance or social isolation. 
Clinically, we often see other complicated parental emotions underlying these pat-
terns. A representative sample can include emotions such as concern and anxiety 
over their child’s future; anger or upset around the teen’s failure to take responsibil-
ity or initiative; confusion over the “can’t vs. won’t” issue (i.e., whether their child 
is avoiding or truly incapable of engaging with a particular task or challenge), and 
therefore when to push and when to be understanding; and sadness in recognizing 
similar patterns or struggles from their own past or present lives. We have seen these 
emotional responses, and many others, in the course of treating adolescents (and, in 
turn, their parents) in our clinic. 

 These clinical observations have been borne out in research. Garcia-Lopez and 
colleagues ( 2009 ) reported that in a clinical sample of 16 adolescents with SAD, 
adolescents with parents who were high in parental overinvolvement, criticism, and 
hostility (a construct known as expressed emotion) failed to benefi t from a school- 
based CBT intervention. Garcia-Lopez and colleagues ( 2009 ) also emphasized that 
this pattern differentiated socially anxious adolescents from their adult counter-
parts, for whom outside criticism was less of a variable. 

 These parental emotions can lead to a variety of other mutually detrimental 
patterns. Frequently, parents can become overly intrusive, offering instrumental 
support or even solutions as opposed to encouraging independence or effi cacy on 
the part of the child and offering support only when needed. All too often we have 
seen parents complete therapy and school homework assignments or otherwise 
advocate for their anxious adolescent because they were afraid to let the adoles-
cent negotiate the situation on his or her own. Another common pattern is incon-
sistency in parenting behaviors, as parents often attempt to compensate for their 
ambivalence and confusion by vacillating between disciplinary and supportive 
approaches in unpredictable ways. The inconsistency can come at the between-
parent level, where father and mother have different points of view and apply 
those perspectives simultaneously, resulting in confusion for the child and bring-
ing the parents into confl ict. Inconsistency can also come at the within-parent 
level, where a mother or father can apply supportive approaches until suddenly 
losing temper at the lack of progress, or meet the child’s avoidance with strong 
discipline only to immediately retreat into support or apologies. Parents 
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frequently struggle with the paradox of knowing they need to encourage indepen-
dence but being afraid to let the child struggle, and on occasion fail, or being 
unsure how to encourage or discipline because they cannot discern willful viola-
tions of expectations or rules from impairing symptoms of anxiety. 

 Given that, developmentally, the hope is that parents are becoming somewhat 
less involved during adolescence, bringing them into treatment can seem somewhat 
counterintuitive. The truth is, parents can still play crucial roles as allies; the impor-
tant part is helping them to become more involved in constructive ways as a support 
system (as opposed to a strict authority) and help the entire family unite around a 
shared goal and purpose, with clearer understanding of the best skills to help the 
child move forward. 

 Albano and colleagues ( 1991 ) understood the importance of involving parents in 
CBGT-A in transitional sessions. By directly involving parents in treatment at key 
times, parents could get crucial instruction in the skills their children were using in 
order to help support their adolescent’s practice and use of those skills. Involving 
parents in goal setting helps them better direct their efforts. For example, as opposed 
to “shotgunning” feedback—that is, giving reactive and inconsistent feedback in a 
variety of areas, often in the form of criticism—feedback could be more focused 
around specifi c goal areas. In other words, feedback could be strategically directed 
at supporting improvement within two or three specifi c domains where the child 
could consistently challenge him or herself, and the parent could give both praise 
and constructive feedback in a consistent manner, building better reinforcement of 
gains. In concert, by observing exposures, parents could gain valuable insight into 
their child’s independent capabilities and challenges as well as see how facilitating 
exposure with effective application of cognitive restructuring and processing of the 
situation critically differs from simply compelling a child to engage in an anxiety- 
provoking situation. Each of these is a key technique to help parents become more 
constructively involved, while also allowing the teen signifi cant independence and 
authority over their own treatment and life choices. 

 Other treatment models involve parents in different ways. In a small, random-
ized, controlled trial examining the effi cacy of social skills training (SST; Spence 
 1995 ) in treating children and adolescents, a clinical sample of socially anxious 
children and adolescents (ages 7–14) were assigned either to SST plus parental 
involvement (PI;  n  = 17), SST with no parent involvement (NPI;  n  = 19) or a wait list 
control group (WLC;  n  = 14) (Spence et al.  2000 ). In the PI condition, parents 
viewed all child-focused SST sessions through a one-way mirror and simultane-
ously received 12 weekly group parent training sessions. Children and adolescents 
who received SST with either PI or NPI both improved compared to WLC. Although 
no signifi cant differences were found in outcomes between PI or NPI SST groups at 
either posttreatment or 12-month follow-up time points, investigators noted a trend 
toward superior results when parents were involved in treatment. 

 A third use of parents can be simply involving them at the outset of treatment, 
during the orientation and psychoeducation phases. Beidel and colleagues employed 
such a model in their social effectiveness training for children (SET-C; Beidel et al. 
 1998 ). In this case, although the treatment was found to be effective overall in both 
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immediate and long-term follow-ups, the contributions of the parental component 
were not directly assessed. This treatment also targeted children slightly before the 
teen years (age 8–12), further complicating the direct comparison with other 
models. 

 Another school-based intervention also incorporated targeting parents high in 
expressed emotion in the form of high overinvolvement, criticism, and hostility. 
This treatment program, called Intervencion en Familias & Adolescentes con Fobia 
Social (IFAFS; Garcia-Lopez et al.  2014 ), was an adaptation of a program targeting 
social anxiety in adolescents without directly targeting families. The original pro-
gram consisted of 12 weekly group sessions of 90 min each and incorporated psy-
choeducation, social skills training, cognitive restructuring, and exposure through 
use of peer assistants and video feedback, all during school hours and with addi-
tional, optional individual sessions. IFAFS built on this previous clinical program 
by incorporating fi ve additional 120-min group sessions specifi cally for parents, 
offering psychoeducation about social anxiety and expressed emotion, and giving 
parents feedback on communication skills and use of contingency management to 
help them better manage their child’s anxiety. In direct comparison of the derivative 
and parent component-enhanced IFAFS programs, adolescents in the IFAFS pro-
gram reported somewhat higher diagnosis remission rates (although not statistically 
signifi cant). 

 Still, one may reasonably conclude as a result of the research that parents play a 
crucial role in the development of SAD and may also be a crucial component of 
treatment. However, as we can see here, there are several models for how one might 
approach this issue (not to mention the numerous trials that fail to include parents at 
all), and more research is critical to determine whether one model offers greater 
benefi ts and change relative to the others.   

    Conditioning Events 

 During adolescence, the research focus has narrowed on the role of conditioning 
events, proximal events that lead directly to the manifestation of social anxiety, or 
cause a nascent vulnerability to fl ower (Higa-McMillan and Ebesutani  2011 ). 
Consistent with behavioral learning models of anxiety, anxiety arises in response to 
direct classical or operant conditioning (e.g., a child is ridiculed or bullied by peers, 
leading to social withdrawal or avoidance) or through modeling or observational 
learning (e.g., a child observes parental social withdrawal and apes that avoidance 
among peers). Previously unthreatening events, such as raising a hand in class, 
speaking to unfamiliar people, or talking to peers can become a fraught and compli-
cated situation as the awareness of others increases in tandem with the ability to 
abstractly reason. Indeed, a single instance of physiological hyperarousal and real 
or perceived social humiliation can be enough to poison performance in a narrow or 
wide array of social performance situations (Higa-McMillan and Ebesutani  2011 ). 
Estimates of adults with social anxiety disorder who can recall their anxiety rising 
in response to a single social performance failure range between 23 and 58 %, 
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although evidence is generally in favor of the majority of adults recalling a condi-
tioning incident (Kendler et al.  2002 ; Öst and Hugdahl  1981 ; Öst  1985 ; Stemberger 
et al.  1995 ). 

 Active peer rejection appears to be a signifi cant proximal risk factor or condition-
ing event for SAD (Inderbitzen et al.  1997 ; La Greca and Lopez  1998 ). Adolescents 
with social anxiety tend to have fewer close friends and often view the quality of 
the friendships they do have to be low (La Greca and Lopez  1998 ). Prospective 
studies have linked peer victimization to increasing rates of both the experience 
of social anxiety and the onset of SAD in adolescence (Siegel et al.  2009 ; Storch 
et al.  2005 ). Although peer victimization has been linked with onset of a number of 
disorders, including depression, its relationship with SAD appears to be unique and 
pernicious. Ranta and colleagues ( 2009 ) reported that adolescents meeting criteria 
for SAD were more likely to report past episodes of peer victimization than ado-
lescents who did not have SAD; although higher levels of peer victimization were 
more prevalent among adolescents with both depression and SAD, peer victimiza-
tion and depression were not directly related. Follow-up work in this area drew pat-
terns in longitudinal development (Ranta et al.  2013 ). Direct peer victimization at 
the age of 15 predicted SAD in boys at the age of 17, and SAD also predicted later 
peer victimization. Ranta and colleagues ( 2013 ) proposed a reciprocal and mutually 
reinforcing relationship between these variables, such that social avoidance led to 
risk in victimization, which in turn predicted avoidance and again victimization. In 
girls, only relational victimization was predictive of SAD. Persistence of victimiza-
tion was also reported to be four to fi ve times more frequent in boys than it was in 
girls in the sample. 

    Addressing Conditioning Events in Treatment 

 Whereas learning theory predicts the development of a disorder, it can also play a 
crucial role in helping overcome those learning events through effective use of 
exposure. Given the key role of conditioning events in kindling SAD and social 
avoidance during adolescence, it is no surprise that every empirically effective treat-
ment for SAD in adolescence employs some form of exposure (Albano et al  1995 ; 
Beidel et al.  2000 ; Gallagher et al.  2004 ; Garcia-Lopez  2000 ,  2007 ; Hayward et al. 
 2000 ; Spence et al.  2000 ). 

 Additionally, the focus on group treatments and social skill development rein-
forces the importance that treatment research has placed on engaging potential defi -
cits in functioning and the need to overcome social neglect and improve overall 
social functioning. As previously mentioned, CBGT-A places social skill develop-
ment as a core priority of treatment (Albano et al.  1991 ). Spence’s SST places even 
greater emphasis on social skills training through modeling, role-playing, prompts, 
and reinforcement, fi rst taught didactically as “micro-skills” and later in the context 
of in-session practice. The 12-week program consists of weekly, hour-long group 
sessions followed by 30 min of social practice “games.” Beidel and colleagues’ 
( 1998 ) SET-C goes even further still; during the 24 twice-weekly treatment sessions 
spanning 12 weeks, participants attend both a 60-min individual exposure session 
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and a 60-min social skills training group. In addition, immediately following each 
social skills training group, children participate in a 90-min peer generalization ses-
sion with a group of outgoing, unfamiliar peers. These sessions are designed to 
provide participants with opportunities to practice social skills with nonanxious 
peers through collaborative group activities (e.g., bowling, pizza parties, etc.). 

 Masia and colleagues ( 1999 ) developed Skills for Academic and Social Success 
(SASS) program, which was primarily derived from SET-C with adaptations for 
practical delivery in a high school environment (e.g., briefer sessions, incorporation 
of teachers) and developmental modifi cations for an adolescent population (e.g., 
age- appropriate social skills training, addition of training in “realistic thinking”). 
The SASS program consists of 14 group sessions: one session of psychoeducation 
and orientation, one session of instruction in realistic thinking, fi ve sessions each of 
social skills training and exposure, and the remaining sessions focusing on relapse 
prevention and the opportunity to practice skills in the context of two unstructured 
social activities (e.g., pizza parties). Another unique aspect of the protocol pertains 
to direct involvement of teachers who were asked to conduct practice exposure exer-
cises with group members (e.g., spontaneously calling them in class). 

 Although bullying and peer victimization have received signifi cant study as 
their own phenomena, they have never been directly studied in the context of treat-
ment for SAD. However, there is recent work by La Greca et al. ( 2014 ) on the 
development of the PEERS/UTalk program for the prevention of depression and 
SAD among adolescents with elevated social anxiety and depressive symptoms. 
This interpersonal treatment program also includes components that are aimed at 
enhancing adolescents’ strategies for dealing with interpersonal peer victimization 
(see Chap.   11    ). Even among the social skills groups mentioned here, it is unclear 
how much focus has been given to negotiating peer victimization. Again, we see 
that there is a sound empirical basis for attention to intervention in challenging the 
impact of conditioning events through the use of exposure, social skills training, 
and other forms of adaptive skills. What remains unclear are what components 
might be most vital or what approaches might be most effective in accomplishing 
this goal.   

    Future Directions: Developmental Functioning as a Target 
of Treatment Intervention 

 Although one can reasonably fi nd evidence for a building consensus around the 
development, phenomenology, and effective treatment of SAD in adolescence, a 
close examination of these issues will reveal substantial issues. Defi nitions of basic 
constructs and populations of interest have shown considerable variability. SAD 
fi rst appeared in the third edition of the  Diagnostic and Statistical Manual for 
Mental Disorders  ( DSM ; APA  1980 ). Since then, the diagnostic construct has 
undergone substantial revisions in every edition, and  DSM-5  (APA  2013 ) is no 
exception. Children and adolescents did not receive diagnoses of social phobia (the 
former SAD) in  DSM-III  and  DSM-III-R , instead receiving a diagnosis of avoidant 
disorder of childhood or adolescence.  DSM-5  offi cially changed the name from 
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social phobia to social anxiety disorder in an attempt to better communicate the 
scope and consequence of the disorder.  The DSM-5  also expanded the defi nition of 
SAD to include fear of any form of negative evaluation (as opposed to fear of only 
humiliation or embarrassment), as well as the role of clinician judgment in evaluat-
ing how disproportionate the individual’s fears might be in sociocultural context 
(Heimberg et al.  2014 ). In a similar vein, defi nitions of periods of childhood and 
adolescence have also varied in research samples, contributing to complexity in 
making direct comparisons of results across research studies. 

 What this means is that the defi nitions of SAD and adolescence have been some-
what moving targets, and although many of these results have been presented here 
as equivalent, they can include somewhat different groups and fail to include others 
who perhaps had fl awed understanding of their condition. For example, rather than 
the generalized/nongeneralized subtype frequently alluded to in this paper,  DSM-5  
has opted for a new specifi er, “performance only,” emphasizing a narrower range of 
the condition in a subgroup of individuals. The implications of these defi nitions and 
redefi nitions have unclear and understudied implications for the operationalization 
of SAD both in the past and in the future. 

 One may also note that despite  DSM-III ’s early suggestion that SAD in child-
hood might be somewhat different from adult SAD, most techniques represent 
downward extensions of adult models. Adult models have hypothesized that 
social anxiety is maintained through mental imagery or schema defi ning what is 
expected as a performance standard in a given social situation and then evaluating 
all the ways in which the mental image of self deviates from that ideal standard 
(Rapee and Heimberg  1997 ). What is less clear is how well these adult models 
describe SAD in adolescence; given that SAD primarily onsets in adolescence, 
the reader may be forgiven for thinking this process has a bit of a backwards 
quality. 

 A number of studies have found evidence that, relative to their nonsocially anxious 
counterparts, socially anxious teens generate more negative interpretations of ambigu-
ous and neutral social performance situations, worry about negative outcomes, and 
have fl awed representations of both social threat and their own ability to perform effec-
tively in social situations (Cartwright-Hatton et al.  2005 ; Miers et al.  2008 ; Muris et al. 
 2000 ; Rheingold et al.  2003 ; Spence et al.  1999 ). Higa and Daleiden ( 2008 ) reported 
that heightened SAD was associated with heightened self- focus in teens, but experi-
mental manipulation of self-imagery to heighten negative self-awareness did not infl u-
ence ratings of social anxiety in nonanxious teens, whether self- or observer reported 
(Alfano et al.  2008 ). Such events can be further complicated by cognitive factors; 
socially anxious children and teens have been found to be hypervigilant for threatening 
social-evaluative cues relative to their less anxious peers (Foa et al.  1996 ; Lucock and 
Salkovskis  1988 ; Muris et al.  2000 ). Socially anxious teens also demonstrate defi cits in 
executive control, such as fi nding it more diffi cult to eliminate no longer relevant mate-
rial from memory in a directed forgetting task (Gomez-Ariza et al.  2013 ). And, although 
interest in selective attention for threatening stimuli has become an area of hot research 
interest over the last decade, thus far no studies have examined adolescents for these 
biases (Higa- McMillan and Ebesutani  2011 ). 
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 Besides concerns over the gaps in research that might help us further understand 
SAD, we must also consider that even the extensive extant research on SAD in ado-
lescence, particularly of the biological and especially neurological underpinnings of 
SAD, is plagued by small and overwhelmingly white samples. In addition to the 
concerns over suffi cient power, especially as the ambitions and analyses of these 
samples grow ever more complex, we must be concerned over the homogeneity of 
the samples as well. In their seminal review regarding the study of anxiety disorders 
in African-American populations, Neal and Turner ( 1991 ) noted that the mode of 
nonwhite participants in research studies on anxiety was zero. Lamentably, a cur-
sory review of the literature will indicate that in the ensuing two decades, this situ-
ation has not improved much. 

 With these major caveats in mind, we can note that the last two decades have also 
generated exciting progress in understanding SAD in adolescence, and we can best 
regard these as challenges and directions for growth. The chronic and often deterio-
rating lifetime course of SAD makes a strong case for early recognition and early 
intervention in this disorder. As we have come to use more developmentally 
informed approaches in the conceptualization and targeting of the illness, our own 
understanding has grown exponentially. Treatment models have shown great fore-
sight in emphasizing a multidimensional approach to this multifaceted problem. 
Further armed with research about the early risk factors and stressors that cause 
social anxiety to take hold over the individual, we are now able to think of the period 
in a way that is even more embedded in the specifi c developmental tasks and chal-
lenges of adolescence. To that end, treatment of the adolescent (ages 13–17) and the 
emerging adult (ages 18–28) in our clinic now involves a multifaceted, exposure 
and family-based approach that is patient-centered with intervention components 
prescribed according to functional and developmental impairments. 

 The launching emerging adults program (LEAP; Albano A.M. (unpublished)) 
incorporates our earlier model of CBGT-A and expands upon the role and tasks of 
development in the healthy transition from adolescence to independent adult func-
tioning. It is well established that an interaction of adolescent avoidance of social-
anxiety provoking situations and parental overprotection (e.g., inadvertent or 
deliberate reinforcement of avoidance, assisting with task completion) serves to 
maintain anxiety. This parental involvement also prevents or delays the adolescent’s 
development of the ability to take on situations and tasks that are normative for their 
emerging independent functioning (see Table  9.1 ). These tasks involve everyday 
activities from shopping for one’s self to arranging for healthcare visits, to seeking 
out opportunities for education or employment, to effectively managing social and 
romantic relationships and their ups and downs, without parental intervention. If 
parents continue to be centrally engaged in the completion of behaviors, on adoles-
cent’s behalf, that promote the adolescent’s development, then the teen is compro-
mised not just with greater anxiety but also with having less skill and ability to 
function independently over time. Indeed, through a pattern of parental leveling and 
even removal of essential opportunities for developmentally appropriate challenge 
and growth, it is proposed that this cycle takes the adolescent off of the track of 
normal or typical development, fostering a greater and longer dependency on the 
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parents and inhibiting their transition to adult functioning. Therefore, effective 
treatment needs to address not only the adolescent’s anxiety but also the context of 
parent-adolescent interactions that maintain anxiety and stalls development. 
Figure  9.1  presents a schematic representation of the LEAP treatment model, 
whereby adolescents engage in individual and/or group CBT, with specifi c “transi-
tion sessions” designed to address parent-adolescent interactions.

    LEAP is in development in response to the absence of a focus in CBT programs 
on developmental tasks of transition from one stage to the next and, specifi cally, to 
increase independent functioning as the adolescent prepares for adulthood. Few CBT 
programs explicitly address autonomy issues and the implications for the transfer of 

   Table 9.1    The tasks of adolescent development and associated behavioral indicators of 
accomplishment   

 Task  Behavioral indicators 

 Establish emotional 
independence from 
parents 

 Soothes self when confronted with disappointment or challenge; 
seeks advice appropriately and weighs options; able to own feeling 
states and reactions 

 Develop self-identity  Affi rmatively describes self in terms of aspirations, interests, 
abilities, and skills; recognizes own limits 

 Establish behavioral 
independence from 
parents 

 Completes tasks on own; takes initiative; asserts self to meet needs 

 Manage money 
responsibly 

 Spends money in relation to budget and awareness of meeting 
responsibilities; makes own purchases for food, clothing, and other 
needs; manages fi nances so that relaxation/hobbies/interests are 
pursued with little fi nancial tension 

 Make and keep 
long-term friendships 

 Engages with others and pursues relationships on own 

 Controls personal 
self-care 

 Regulates own sleep patterns; aware of and engages in healthy diet 
and exercise routine; self-soothes appropriately 

 Controls personal 
medical/health care 

 Makes regular appointments in timely way (annual physical, mental 
health visits); seeks healthcare consultations as needed and in timely 
way; manages medications on own 

 Engage and accept 
sexual identity 

 Is engaged in pursuing sexual knowledge and understands own 
sexual identity; accepts sexual identity 

 Form romantic 
relationships 

 Has interest in and pursues romantic partner(s) in a healthy and 
meaningful way 

 Formulate and engage 
in long-term vocational 
goals 

 Able to articulate interests and pursue education or training in areas 
related to the interest; develops set of skills/abilities to pursue goals 

 Complete educational 
requirements 

 Completes compulsory educational requirements of high school or 
equivalent; seeks further education to pursue goals for career/
vocation 

 Establish fi nancial 
independence 

 Earns and saves own money 

 Lives independently  Moves away from home (potentially in stages, such as for college or 
with housemates until independent); establishes own residence and 
maintains all aspects (fi nancial, upkeep) on own 
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responsibility for everyday tasks but also for managing the youth’s social anxiety 
(and related disorders) from parent to the adolescent. Adolescents (or young adults) 
are offered individual CBT, with the traditional anxiety exposures being largely con-
ducted in group format, as in CBGT-A (Albano et al.  1991 ). This allows for individu-
alized attention to the adolescent’s needs and for establishing a therapeutic alliance 
along with goal setting and cognitive work, while simultaneously capitalizing on the 
rich ecological validity of the group format with similar-aged peers for conducting 
exposures. These exposure groups are initially conducted within the clinic, using 
mainly the role-play format found in CBGT-A and in the Heimberg model. However, 
exposures then move to an in vivo format, to situations and activities found in the 
local environment, such as in stores, on subways, restaurants, and other public set-
tings. The idea is to capitalize on the contextual elements of real situations to enhance 
the validity of the exposure and the unpredictability of the real world. 

 In addition, LEAP involves a series of parent-adolescent “transition sessions.” In 
these sessions conducted by an individual therapist, a developmental hierarchy is 
created in collaboration with the adolescent and parent, and then subsequent contex-
tual exposures make explicit the parents’ stepping back to allow for focus on 

Patient-focused
CBT: Individual
and/or group  

Anxiety-Maintaining 
Parental Behavior 

Overprotection

Over control 

Modeling and 
reinforcement of 
avoidance and escape 

Rescue from negative 
outcomes 

Inconsistent 

contingencies

Adolescent/Emerging
Adults with an Anxiety

Disorder 

Avoidance behavior

Cognitive distortions 

Physiological arousal

Stalled developmental 
tasks 

Developmentally-informed CBT for
Adolescents/Emerging Adults 

Incorporate Patient-Focused CBT plus
developmentally appropriate parent/caretaker

involvement sessions to target stalled
development 

LEAP: A Model for Developmental CBT for
Adolescents and Emerging Adults with Anxiety  

  Fig. 9.1    A model for developmentally informed CBT for adolescents and emerging adults with 
social anxiety disorder: The launching emerging adults program (From Detweiler et al. ( 2014 ), 
with permission of Elsevier)       
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remediating the adolescent’s functional impairment while addressing anxiety and 
arrested development. Further, in these supportive contexts, adolescents and parents 
discuss their beliefs, frustration, wishes, and other aspects of emotion that they 
experience with each other, and through communication training and family 
problem- solving, they co-negotiate action plans for allowing more autonomy and 
acceptance of responsibility on the part of the adolescent for managing age- 
appropriate tasks. We often address the parents’ fear of their child “failing” in a 
given situation and work through the value of allowing “mess ups” to occur for the 
learning experience. In this way, parents are taught how to reduce the tendency to 
respond impulsively and emotionally and instead assume the role of effective, plan-
ful coaches and how to assist the adolescent without taking over the situation. 

 Related work by Garcia-Lopez and colleagues ( 2014 ) found promising results for 
adding a parent training component to a school-based treatment for social anxiety in 
adolescents (ages 13–18). For parents who evidenced high expressed emotion (EE), 
training to reduce EE via communication skills and appropriate contingency manage-
ment led to greater decreases in social distress, avoidance, and social anxiety in their 
adolescents, as compared to the group treatment without parent training. Similarly, 
LEAP is designed to address family communication in the context of development. 
The ultimate goals of LEAP are to improve the adolescent’s management of anxiety, 
decrease avoidance, change family interaction patterns to be supportive rather than 
enabling, and to improve developmental outcomes that support independent function-
ing over the long term. Evaluation of the LEAP approach is underway. 

 In conclusion, viewing SAD and its treatment through a developmentally 
informed lens can help us tighten our operationalization of what SAD is and provide 
for the most rigorous scientifi c examination of the phenomenology and etiology 
associated with this disorder. Armed with this greater understanding and as we 
increase the size and diversity of our samples to refl ect the true complexity of this 
condition, we can insure that our fi ndings remain both fl exibly cognizant of the 
intense variability inherent in this condition and robust to the challenges of measur-
ing shifts in our understanding of what is happening for these at-risk teens and what 
is the best thing to do about it. The context of the family, within which the adoles-
cent lives and is dependent upon for meeting his or her needs, needs to be a focus of 
evaluation and treatment for youth with social anxiety, despite the prevailing and 
commonplace ideas that a wide boundary between therapist and parents is neces-
sary for engaging adolescents during treatment. And fi nally, exposure remains the 
cornerstone of effective treatment for SAD. We advocate for using enhanced, eco-
logically valid, and contextually rich exposures to maximize the potential for 
improvement in symptoms but also in overall adaptive functioning.     
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