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Abstract 

The following is a de-identified case study that presents the treatment process and outcome for 

Hannah, an 11-year-old female with social anxiety disorder, along with her mother, Debra 

(names and other details of the case have been changed for confidentiality). The client is an 

elementary school student residing in a midsize city in Midwest America. Hannah was seen at a 

community mental health center after being referred by her primary care provider. Hannah 

presented with severe anxiety symptoms that impacted her ability to interact with adults and 

peers. Hannah’s anxiety affected her cognitions, emotions, physiological symptoms, behaviors, 

and overall functioning. Consistent with the literature on empirically supported approaches to the 

treatment of anxiety in children, this therapist employed Cognitive Behavioral Therapy (CBT) to 

assist Hannah in learning skills to effectively manage and reduce her anxiety symptoms. The 

interventions included psychoeducation about anxiety, relaxation training, cognitive 

restructuring, and exposure therapy. This case study reviews the relevant scientific literature, 

initial interview, process of diagnosis, utilization of assessments to clarify diagnosis and measure 

treatment progress, development of treatment plan, implementation of the treatment 

interventions, and barriers to treatment. A transcription of one complete session is included to 

provide a glimpse into Hannah’s presentation in session and offer insights into how the therapist 

processed session content to make informed decisions regarding implementation of CBT-based 

treatment interventions. Hannah attended sessions regularly. Her compliance with homework 

assignments was inconsistent but she did engage in activities that challenged her social anxiety in 

her personal life such as ordering for herself at restaurants and engaging with adults and peers in 

one-on-one conversations. Treatment was still in progress during the writing of this report, and 

Hannah had made some treatment gains. 
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Treatment of Social Anxiety Disorder: A Case Study of an 11-Year-Old 

 The Diagnostic and Statistical Manual of Mental Disorders (DSM-5; American 

Psychiatric Association [APA], 2013) presents the core symptomatology of social anxiety 

disorder (SAD) as marked fear or anxiety about one or more social situations in which the 

individual is exposed to possible scrutiny by others. SAD is distinguished from other anxiety 

disorders through an emphasis on fears they will act in a way or show anxiety symptoms that 

will be negatively evaluated by others. Individuals with SAD often avoid social situations, or the 

social situations are endured with intense fear, which is out of proportion to the actual threat 

posed by the social situation.  

In relation to children and adolescents, the DSM-5 (APA, 2013) states the anxiety must 

occur in peer settings and not just during interactions with adults. The fear or anxiety may be 

expressed by crying, tantrums, freezing, clinging, shrinking, or failing to speak in social 

situations (APA, 2013). To meet diagnostic criteria, children and adolescents with SAD suffer 

distress and/or impairment in social, academic, emotional, and behavioral functioning. The most 

feared situations are typically everyday activities, such as performance situations (e.g., reading 

aloud in class) and conversational interactions (Van Roy et al., 2009). 

Epidemiological studies have found SAD to be the most common anxiety disorder and 

the third most prevalent psychiatric condition in the United States, affecting around 12% of 

individuals at some point during their lifetime (Kessler et al., 2005). Research suggests that SAD 

is quite common among adolescents, affecting 5 to 15% of adolescents in the United States 

(Heimberg et al., 2000). In contrast to most other anxiety and mood disorders, the onset of SAD 

occurs at a relatively early age, typically during mid-to-late adolescence (Kessler et al., 2005). In 
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general, higher rates of SAD are found in females than males (with odds ratios ranging from 1.5 

to 2.2) (APA, 2013). Men and women with SAD reported similar ages of onset in adolescence, 

ranging from 11-12 years old (Asher & Aderka, 2018).  

The most common comorbid conditions with SAD are other anxiety disorders including 

specific phobia (SP) and generalized anxiety disorder (GAD) (Canals et al., 2019). Mood 

disorders such as major depressive disorder (MDD), oppositional defiant disorder (ODD) and 

substance use disorders have also been reported in individuals with SAD (Knappe et al., 2011). 

Females with social anxiety disorder report a greater number of social fears and comorbid 

depressive, bipolar, and anxiety disorders, whereas males are more likely to fear dating, have 

oppositional defiant disorder or conduct disorder, and use alcohol and illicit drugs to relieve 

symptoms of the disorder (DSM-5; APA, 2013). 

Adolescence is a time of strong sensitivity to peer influence as it is a crucial phase of 

social learning. Social relationships during adolescence are especially rewarding during this 

time, and it has been suggested that a preoccupation with peer relationships increases the impact 

of both positive and negative aspects of social interactions (Kilford et al., 2016). Research 

demonstrates that peer rejection leads to increased distress, anxiety, and lower mood in 

adolescents compared to children and adults (Platt et al., 2013). When considering treatment, it is 

clear that understanding and intervening in social anxiety disorder in adolescence is vital in order 

to prevent long-term consequences. 

As will be discussed in more detail below, Cognitive Behavioral Therapy (CBT) 

programs have demonstrated effectiveness in treating children and adolescents with anxiety 

disorders (Asbrand, 2020). Traditionally, cognitive behavioral therapies have not employed 

different interventions to target specific anxiety disorders in adolescents. Instead, social, 
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separation, and generalized anxiety disorder were all treated with the same set of techniques 

(Leigh & Clark, 2018). Creswell et al. (2014) suggested this approach was motivated by two 

principal factors: the high comorbidity among the anxiety disorders in children and young people 

and the lack of well-validated disorder-specific maintenance models. The most well-known 

examples of the ‘generic’ CBT approach used with non-adult clients are ‘Coping Cat’ for 

children (Kendall & Hedtke 2006) and the ‘CAT Project’ for adolescents (Kendall et al., 2002).  

Because Hannah was an 11-year-old child, the Coping Cat manual provided the structure and 

format of therapeutic interventions in the current case study. 

Theoretical Model 

Cognitive Model 

 Beck’s cognitive model describes how people’s perceptions of situations influence their 

emotional, behavioral, and physiological reactions (Beck, 1976). According to this model, 

individuals’ perceptions are often distorted when they are in an anxiety provoking situation. 

Fundamental to the cognitive model is the way in which cognitions are conceptualized. Beck 

(1976) outlined three levels of cognition: 1) core beliefs, 2) dysfunctional assumptions, and 3) 

negative automatic thoughts. 

 Core beliefs or schemas form the first level. These are deeply held beliefs about self, 

others, and the world. Core beliefs are generally learned early in life and are influenced by 

childhood experiences. These beliefs are often rigid, inflexible, and concrete compared to the 

beliefs of healthy individuals (Beck, 2011). The cognitive model explains that core beliefs 

negatively influence processing of information (e.g., an attention bias for threatening 

information; an interpretation bias such that neutral information is interpreted as threatening). 
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 The second level of cognition, dysfunctional assumptions, are rigid attitudes, rules, and 

assumptions. These intermediate beliefs often take the form of “if-then” rules (e.g., If I make a 

mistake, then others will reject me; If I allow myself to be vulnerable with others, then they will 

hurt me). We see that this “middle” level of cognition is influenced by core beliefs and 

influences automatic thoughts.  

 Beck defines the third level of automatic thoughts as spontaneously occurring verbal or 

imaginal cognitions (Beck, 2011). These thoughts are more closely tied to specific social 

situations (e.g., I am making fool of myself; I don’t have anything to say) than the other two 

levels of cognition. The individual can learn to identify and challenge their automatic thoughts so 

that their thinking more closely resembles reality. When automatic thoughts are challenged, the 

individual’s distress usually decreases which allows them to behave more adaptively and have a 

decrease in physiological arousal (Fenn & Byrne, 2013).  

 Anxious children can lack the skills to modify their emotions (Kendall & Hedtke 2006). 

The Coping Cat program specifically addresses this limitation within the first module as the child 

learns how to recognize and modify anxious “self-talk.” Next, the child learns to modify their 

anxious self-talk into coping self-talk and develop plans for coping with anxiety more effectively 

in different situations. The goal of the program is to teach children to recognize signs of 

unwanted anxious arousal and to let these signs serve as cues for the implementation of anxiety 

management strategies, including cognitive coping techniques.  

Behavioral Model 

 Exposure therapy is an effective treatment strategy for anxiety disorders (Norton & Price, 

2007) whereby clients face the situations they fear and avoid. In this form of therapy, therapists 

create a safe environment in which the individual is “exposed” to feared objects and situations. 
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The goal is for the client to stay psychologically engaged so the natural processes involved in 

fear reduction (extinction) can occur (Heimberg, 2002). Exposure can take various forms 

including imaginal, interoceptive, or in vivo (in real life). Through repeated exposure, the 

individual’s fear elicited by a stimulus gradually decreases and extinction occurs. Fear 

conditioning is considered a valid model for many of the anxiety disorders, including panic 

disorder, social anxiety disorder, specific phobia, obsessive compulsive disorder, and 

posttraumatic stress disorder (Grillon, 2008). One powerful way to reduce conditional fear 

reactions is through exposure, in which the CS (conditioned stimulus) is repeatedly presented in 

the absence of the associated aversive event.  

 Inhibitory learning is recognized as being central to extinction (Craske et al., 2014). 

Within a Pavlovian conditioning approach, the inhibitory learning model suggests that the 

original CS-US (conditioned stimulus-unconditioned stimulus) association learned during threat 

conditioning is not erased during intentional extinction trials. Instead, while the original learning 

remains intact, a new, secondary, inhibitory learning occurs (Craske et al., 2014). In other words, 

after extinction the CS possesses two meanings: its original excitatory meaning (CS-US) as well 

as an additional inhibitory meaning (CS-no US).  

 Research suggests that youth with anxiety disorders are particularly prone to exhibit 

impairments in fear extinction, predominantly characterized by deficits in inhibitory learning 

(McGuire et al., 2016). Therefore, the implementation of strategies that optimize inhibitory 

learning during exposures may compensate for identified deficits and maximize extinction 

processes during treatment. For example, one strategy is to practice exposures in multiple 

contexts to facilitate the generalization of extinction learning across contexts, thereby promoting 

inhibitory learning. Context variability pertains not only to in vivo exposures conducted within 
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therapy sessions but to internal states as well (e.g., interoceptive and imaginal exposures). When 

applying this strategy, the in vivo exposures should be conducted both in and outside the 

therapist’s office (McGuire & Storch, 2019).  

 Another major theory that has contributed to an understanding of how reduction of 

anxiety can be achieved is social learning theory (Bandura, 1969), which emphasizes learning 

via observation. Bandura’s theory is consistent with the notion that exposure to a feared stimulus 

minus the feared outcome should result in eventual fear reduction, but also offers an additional 

strategy: modeling. Modeling involves the child’s observation of another person interacting 

successfully with a feared stimulus. Research has supported both modeling and exposure as 

methods of fear reduction (Bandura et al., 1969), although modeling is typically implemented as 

a supplement to exposure. Modeling is an important component of the Coping Cat program. 

Throughout the program, the therapist functions as a coping model as new skills are introduced, 

demonstrating not only the skill for the child, but also the difficulties that might be experienced 

and the strategies to overcome the difficulties. Parents of anxious children often experience 

anxiety themselves, and many have served as a model for anxious behaviors. Coping Cat also 

serves to teach parents to model optimal coping, to praise the child’s efforts at good coping, and 

to help the parents manage their own anxiety.  

 There is also sizeable literature concerning the use of techniques derived from the 

behavioral theory of operant conditioning in the treatment of childhood anxiety disorder 

(Ollendick, 2001). Operant conditioning is a consequence-based process of learning that employs 

rewards and punishments to strengthen or weaken behavior (Skinner, 1963). Rewards are an 

important component of the Coping Cat program—especially in regard to the FEAR plan 

treatment component. Following the “Feeling Frightened?” (the F step), “Expecting Bad Things 
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to Happen” (the E step), and “Attitudes and Actions that Can Help” (the A step), the “R” step of 

the FEAR plan teaches youth to recognize the effort and progress they are making and to reward 

themselves for their work (Kendall & Hedtke 2006). Each week, the child receives points for 

completing their homework tasks. Rewards can also serve as incentives to participate in 

exposures as well as a means of acknowledging and celebrating the child successfully facing 

his/her fears.  

 The Coping Cat program includes several chapters dedicated to psychoeducation and the 

completion of exposure exercises. The interventions and strategies learned from the manual are 

discussed and practiced with the child during each treatment session to increase understanding. 

Much of the success of behavioral interventions is achieved through practice exercises that teach 

the child, through both experience and reasoning, that what he or she perceives as dangerous is 

actually safe.  

Empirical Support for Intervention 

In the past 20 years, meta-analyses have shown that psychological interventions are 

efficacious in treating SAD (Hunsely et al., 2014). This review of empirically supported 

treatments will focus on four meta-analyses examining therapy interventions for children with 

SAD conducted within the last 15 years. Three of these meta-analyses examined the general 

efficacy of CBT in the treatment of pediatric SAD. One meta-analysis specifically examined the 

role of Coping Cat as a manualized treatment option for children with SAD. 

A meta-analysis conducted by Segool and Carlson (2008) evaluated the efficacy of two 

major treatments for social anxiety disorder in children: cognitive-behavioral therapy and 

selective serotonin reuptake inhibitors (SSRIs). The review included 14 studies involving 

children diagnosed with SAD, ages five to 18 years old published in the years 1994 to 2004, and 
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included a total of 332 participants. Results were based on self-report, parent report, and 

clinician interviews. Treatment studies in the literature were evaluated using meta-analytic 

techniques to compare pre- and post-treatment measures of social anxiety symptoms, general 

anxiousness, social competency, and impairment. The core symptoms of social anxiety, 

including social worries and fears, maladaptive cognitions, and social avoidance were reduced by 

both cognitive-behavioral treatment (ES = 0.86) and SSRI treatment (ES = 1.30). Similarly, 

peripheral systems of general anxiousness, including generalized psychological and somatic 

distress were reduced by both cognitive-behavioral treatment (ES = 0.75) and SSRI treatment 

(ES = 1.29). With respect to the overall dysfunction or impairment experienced by subjects, both 

cognitive-behavioral treatment (ES = 1.56) and SSRI treatment (ES = 2.29) resulted in 

significant improvement. Finally, in terms of promoting adaptive functioning, including 

children’s social skills and social engagement, both cognitive- behavioral (ES = 0.68) and SSRI 

treatment (ES = 0.68) resulted in increased social competence.  

A more recent meta-analysis conducted by Schwartz et al. (2019) analyzed randomized 

controlled trials (RCT) evaluating interventions addressing anxiety problems in young people. 

The review included 33 RCTs evaluating eight prevention programs (i.e., Coping and Promoting 

Strengh), 12 psychosocial treatments (i.e., Coping Cat), and seven pharmacological treatments 

(i.e., SSRIs). Meta-analyses were then conducted by intervention type. Overall, the review 

involved children, adolescents, and teens who were 18 years or younger, included articles 

published in the years 1950-2018, and included over 5,000 participants. Based on the review, the 

case for CBT for treating childhood anxiety disorders is particularly strong. In regard to 

pharmacological treatments and looking at social anxiety specifically, one reviewed study found 

that fluoxetine was less effective at reducing social anxiety diagnoses as well as at reducing 
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symptoms on anxiety measures. Adverse events were common for most medications and showed 

25% of children experiencing abdominal pain/nausea and drowsiness with fluoxetine. The data 

suggests that CBT should be offered to all children with anxiety disorders as first-line treatment, 

while SSRIs such as fluoxetine should be considered for children who do not improve with CBT 

alone. 

In a recent meta-analysis, Yang et al. (2018) analyzed randomized controlled trials 

(RCTs) that compared psychological interventions (e.g., CBT and behavioral therapy (BT)) for 

SAD with control conditions in children and adolescents. The 17 studies included in this meta-

analysis were published between 2000 and 2017 and had a total sample size of 1134. Overall, 

696 participants were randomized to psychological interventions (CBT, n = 593; BT, n = 103), 

and 438 participants were randomized to control conditions. Psychological interventions 

(including CBT and BT) were significantly more effective than control conditions, with a 

standardized mean difference (SMD) of − 1.13, and remission with a risk ratio (RR) of 8.99. 

Psychological interventions were superior to control conditions in improving quality of 

life/functioning (SMD = 0.79) and reducing depressive symptoms (SMD = − 0.39). These 

findings suggest that psychological interventions are efficacious in the treatment of SAD among 

children and adolescents and may improve quality of life and functioning in this population.  

Lenz’s (2015) meta-analysis identified randomized controlled trials from 1994 to 2015 

that evaluated the efficacy of Coping Cat for treating the symptoms of anxiety across therapy 

settings. The meta-analysis included 18 peer-reviewed articles and one dissertation. There were 

1,358 participants across the selected studies with 698 receiving Coping Cat as their primary 

intervention, 376 receiving an alternative treatment, and 284 serving as no treatment controls. All 

studies implemented the same Coping Cat manualized CBT protocol within the treatment 
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condition. Among the 19 studies included within the analyses, 9 (47%) utilized waitlist/no-

treatment comparisons, 7 (38%) implemented alternative treatment comparisons, and 3 (15%) 

implemented trials with both a waitlist/no-treatment and an alternative treatment comparison 

condition. The 13 studies included in the analysis of Coping Cat versus waitlist or no-treatment 

comparisons yielded a mean effect side of -.67 (95% CI = -.88, -.45), p < .01, which is indicative 

of a large effect size. This finding suggests participants receiving Coping Cat tended to report 

anxiety symptoms about 67% of one standard deviation less than those who received no 

intervention. The 12 studies included in the analysis of Coping Cat versus alternative treatment 

comparisons yielded a mean effect size of −.15 (95% CI = −.29, −.01), p = .03, which is 

indicative of a small effect size. This finding suggests participants receiving Coping Cat tended 

to report anxiety symptoms about 15% of one standard deviation less than those who received an 

alternative intervention.  

This review suggests the strong empirical evidence in support of utilizing the Coping Cat 

treatment protocol, which includes modeling, exposure, and rewards for children who present 

with SAD.  Therefore, it was decided that Coping Cat would be the best option when working 

with the client described below. 

This case study examined the effects of treating an 11-year-old girl with SAD and 

previous diagnoses of Attention Deficit/Hyperactivity Disorder, Combined Presentation (ADHD-

C), and Disruptive Mood Dysregulation Disorder (DMDD). The interventions described in the 

Coping Cat program were utilized. The Coping Cat program is a 16-session manualized 

approach that facilitates cognitive-behavioral coping skills training and practice with children 

and adolescents ages six to 17. The Coping Cat program includes some parental involvement 

(i.e., 2 parent sessions) as well as parental collaboration and consultation in exposure planning 
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and homework. When using Coping Cat, the therapist supports a change in the clients’ schemas 

by developing coping strategies that the client can use during times of anxiety and distress. In 

addition, the therapist serves as a coping model and source of social reinforcement that 

encourages commitment and consistency with skill development and implementation. Cognitive-

behavioral therapies promote independence and self-sufficiency; therefore, they are well suited 

for the developmental stage of children, adolescents, and teenagers who are striving for a sense 

of autonomy (Lenz, 2015).  

 Throughout treatment, clients learn concepts, summarized by the acronym FEAR 

(Kendall & Hedtke, 2006), to help answer four questions: 

 Feeling frightened? 

 Expecting bad things to happen? 

 Attitudes and Actions that will help? 

 Results and rewards? 

As clients progress through Coping Cat, they learn to recognize thoughts, feelings, and 

bodily reactions associated with anxiety, identify and challenge anxious self-talk, develop coping 

strategies, evaluate effectiveness of skill use, and reward themselves for success. Each skills 

module is associated with therapeutic homework referred to as a Show-That-I-Can (STIC) tasks 

that supports practice between sessions and development of a personal coping template. As skills 

training modules progress and the protocol transitions predominantly to skills practice, exposure-

based interventions are enacted in imaginary and real-life scenarios to combat increases in the 

nature of associated distress over time in accordance with each client’s unique hierarchy of 

anxiety-provoking situations. 
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Presenting Problem and Relevant History 

Presenting Problem 

Hannah was referred for anxiety treatment by her primary care provider due to concerns 

about social anxiety. When asked for a brief synopsis of Hannah’s problems, the client’s mother 

Debra explained that Hannah appears nervous in social situations, such as at school, in new 

places, and around new people. The client’s mother reported Hannah seems to feel like she’s not 

doing as well as she thinks she should. Notably, the referral report from the primary care 

provider indicated that Hannah tends to frequently compare herself unfavorably to her older 

sister and seems to strive for unrealistic perfection.  

Demographics 

Hannah is an 11-year-old female who resides in a midsize city in the midwestern United 

States. Hannah currently lives with her mother, stepfather, and 12-year-old sister. Debra reported 

that Hannah does not know her biological father due to her leaving him when she was six months 

old. Debra shared that Hannah’s biological father was abusive towards her and used drugs. 

Hannah recognized her mother’s current husband as her father.  

Developmental/Medical/Psychological Treatment History 

 Debra reported she had a healthy pregnancy. However, she indicated having hypertension 

when pregnant which resulted in Hannah being born by C-section. Debra reported Hannah was a 

healthy baby but needed tubes in her ears due to severe ear infections as a baby. Debra noted 

Hannah received speech therapy through TARC and her school. Debra reported Hannah met her 

gross motor and fine motor appropriately. Debra reported no other concerns with development. 

Hannah is currently healthy.  
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 Hannah has been seen for psychological treatment since she was four years old for 

inattentive and hyperactive behaviors after being diagnosed with Attention Deficit Hyperactivity 

Disorder, combined type. Hannah’s ADHD is currently under control due to stimulant 

medication. Additionally, Hannah was diagnosed with Disruptive Mood Dysregulation Disorder 

when she was six years old due to outburst of anger, defiance, and severe tantrums. With the help 

of therapy, Hannah has made significant gains in this area through intentional implementation of 

coping strategies deep breathing, emotional awareness, and distraction. Hannah receives 

medication from a local psychiatrist and is adherent with her medication regimen. Currently, 

Hannah takes Vyvanse 20mg in the morning for ADHD, Intuniv 3mg at bedtime for ADHD, and 

Quetiapine 50mg at bedtime to manage depressive mood. Hannah also takes a stool softener for 

constipation relief. 

Approximately 25% of children with ADHD meet criteria for an anxiety disorder (Jarrett 

& Ollendick, 2008). The evidence regarding the efficacy and importance of pharmacotherapy in 

the treatment of ADHD is extremely high. Because of this, pharmacotherapy is often part of 

treatment recommendations and practice guidelines for ADHD (Kritchman et al., 2019). The 

effect of stimulant medications on anxiety in clients with ADHD bears important consideration. 

Non-adherence to pharmacotherapy is a major obstacle to effective treatment for children 

suffering from ADHD (Frank et al., 2015; Kovshoff et al., 2016). Side effects include loss of 

appetite, “not feeling like myself”, and feeling tense and stressed and these were identified as 

leading reasons for non-adherence. Stimulant medication like methylphenidate, can potentially 

cause a rise in tension, stress, and anxiety through the same mechanism (Kritchman et al., 2019). 

The Multimodal Treatment of ADHD Study (MTA Study; MTA Cooperative Group, 1999) 

found children with ADHD-Combined Type comorbid with anxiety responded equally well to 
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medication and behavioral treatments for core symptoms of ADHD at short-term follow-up 

compared to the control group. Additionally, a small number of pre- and post-test studies have 

reported CBT improves anxiety in children with ADHD (Houghton et al., 2013; Jarrett & 

Ollendick, 2012). Therefore, developing and practicing CBT-based coping strategies to manage 

anxiety may be one way of improving the broader functioning of children with ADHD (Sciberras 

et al., 2015) 

Education 

Hannah was in fifth grade at a medium sized elementary school. Due to COVID-19, 

Hannah was completing hybrid learning where she was in-person two days out of the week and 

involved in online school three days a week. Hannah reported enjoying school pre-COVID. This 

year, Hannah reported she does not like school. Debra explained that school has been more 

stressful due to the hybrid style of learning and Hannah’s friends are not at school when she is 

because they are in-person on other days of the week. Debra reported that, consistent with pre-

COVID school performance, Hannah has continued to earn mostly A’s and B’s in school. Debra 

denied noticing Hannah’s anxiety interfering with her academic achievement, and focused her 

concerns on Hannah’s ability to interact with others while at school.  

Social 

 Hannah reported she has the same number of friends as most kids her age but mentioned 

she would like to have more friends. Hannah indicated she has a best friend of five years. 

Hannah denied having trouble making friends or keeping friends. Debra stated last year Hannah 

participated in gymnastics and took piano lessons which were discontinued due to COVID-19. 

Debra reported being able to recognize anxiety during these activities. For instance, she noticed 

Hannah would frequently go to the end of the line when expected to practice a new or 
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challenging stunt in gymnastics in order to avoid it for as long as possible. Debra and Hannah 

both reported that despite the intense anxiety, Hannah still completes tasks and engages in 

activities as expected.  

Assessment 

Diagnostic Measures 

The Anxiety Disorders Interview Schedule for DSM-IV: Child Version  

 The Anxiety Disorder Interview Schedule for DSM-IV: Child Version (ADIS for DSM-

IV: C; Silverman & Albano, 1996) is a semi-structured interview designed for diagnosing 

anxiety and other related disorders in children and adolescents. The ADIS-C has been described 

as the ‘gold standard’ assessment tool for the diagnosis of anxiety disorders in children (Evans et 

al., 2017). The ADIS-C assesses for the full range of anxiety disorders including separation 

anxiety, social anxiety, specific phobia, panic disorder, agoraphobia, generalized anxiety, 

obsessive-compulsive disorder, and posttraumatic stress disorder. Additionally, this assessment 

tool queries the child and parents about affective disorders such as major depressive disorder and 

externalizing disorders such as ADHD.  

The ADIS-C includes questions regarding both symptoms and functional impairment 

associated with anxiety. Impairment is described as symptoms that are causing problems in the 

child’s school life, family life, or with peers (Albano & Silverman, 1996). With the help of the 

child and parent, therapists assign Clinical Severity Ratings (CSR) for each anxiety disorder on a 

scale of 0 (complete absence of psychopathology) to 8 (severe psychopathology). The Anxiety 

Disorders Interview Schedule for DSM–IV, Child Version: Clinician Manual (Albano & 

Silverman, 1996) recommends that diagnoses be assigned when the CSR is a 4 (moderate 

psychopathology) or greater on the basis of either child or parent report.  
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Strong psychometric properties have been reported for the ADIS-C. Initial reliability 

testing of the ADIS-C was evaluated using the interviewer-observer paradigm with 51 

outpatients who presented at a childhood anxiety specialty clinic. Silverman and Nelles (1988) 

found overall substantial agreement (K = .75), substantial agreement for Generalized Anxiety 

Disorder (K = .64), and perfect agreement for Specific Phobia (K = 1.00).  In a subsequent study 

of 50 outpatients who presented at a childhood anxiety specialty clinic, Silverman and Eisen 

(1992) examined test-retest reliability 10-14 days later. Silverman and Nelles (1988) found 

overall substantial agreement (K = .75), substantial agreement for Generalized Anxiety Disorder 

(K = .64), and almost good agreement for Specific Phobia (K = .84). The test-retest reliability of 

the “symptom summary scores” (e.g., total “yes” responses to the symptoms that compose each 

diagnostic subcategory) was examined and found to be satisfactory (r = .71). (See Appendix A 

for information to access the ADIS-C).  

Achenbach Child Behavior Checklist – (CBCL/6-18) 

 The CBCL/6-18 is for ages 6 to 18 years old and is a component of the Achenbach 

System of Empirically Based Assessment (ASEBA). The ASEBA system is comprised of 

various forms to assess the behavioral, emotional, and social functioning of individuals ranging 

from 18 months to over 90 years. Although the CBCL is offered in a variety of forms depending 

on the age of the child and the rater (i.e., parents, teachers, or caregivers), this case study utilized 

the CBCL/6-18 parent version. The CBCL/6-18 does not require training to administer and can 

be completed in 10-15 minutes. Parents rate 120 items on how true each item is based on the 

child/adolescent/teenager’s behavior within the past six months on a three-point scale: 0 = not 

true, 1 = somewhat or sometimes true, 2 = very true or often true.  
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 The CBCL/6-18 yields eight “syndrome” scales and five of the syndrome scales cluster 

under two broad scales, Internalizing and Externalizing. Syndromes included within the 

Internalizing cluster include anxious/depressed, withdrawn/depressed, and somatic complaints. 

Externalizing scales include rule-breaking behavior. and aggressive behavior. The social, 

thought, and attention problems scales coupled with the other four scales contribute to the Total 

Problems scale. (Achenbach & Rescorla, 2001). The form also provides five “DSM-oriented” 

scales: Affective Problems, Anxiety Problems, Attention Deficit/Hyperactivity Problems, 

Pervasive Developmental Problems, and Oppositional Defiant Problems.  

 For the CBCL/6-18, standardization was completed with a sample of 1,753 children from 

40 states. Two age groups were constructed (6-11) and (12-18), and genders were separated 

(Achenbach & Rescorla, 2001). Achenbach and Rescorla (2001) provided information which 

supports strong reliability of the CBCL/6-18 based on test-retest, inter-rater, and internal 

consistency coefficients. The scales revealed a test-retest reliability ranging from .80 to .94, with 

a mean of .88 across all scales. The degree of internal consistency was represented by 

Cronbach’s alpha, which determines reliability by examining the pattern of responses within a 

set of items. A comparison of the syndrome scales revealed alpha coefficients ranging from .63 

to .97. Inter-rater reliability between parents ranged from r = .57 to .88, with an average of .73. 

(Achenbach & Rescorla, 2001). (See Appendix B for information for accessing the CBCL/6-18). 

Measures of Treatment Progress 

The Screen for Child Anxiety Related Emotional Disorders: Child and Parent Version 

 The Screen for Child Anxiety Related Emotional Disorders (SCARED; Birmaher et al., 

1997) is a child and parent self-report measure used to screen for childhood anxiety disorders. 

The SCARED consists of 41-items that produce scores on five factors: Generalized Anxiety 



TREATMENT OF SOCIAL ANXIETY DISORDER 21 

(GD), Panic/Somatic Symptoms (PN), Separation Anxiety (SP), Social Phobia (SOC), and 

School Phobia (SCH) (Birmaher et al., 1997). Each question instructs the parent and child to 

judge how true the questions is of them from not true (0) to somewhat true (1) to very true (2). 

Possible scores range from 0 to 82, with scores equal to or greater than 25 indicating a possible 

anxiety disorder. Individual response scores are summed for each factor. Each of the five factors 

have a separate cutoff score that indicates that the child may be experiencing symptoms related 

to that disorder. Birmaher et al. (1997) found both the child and parent report versions of the 

SCARED demonstrated strong internal consistency ( = .74-.93), strong test-retest reliability 

(intraclass correlation coefficients = .70-.90), and moderate parent-child agreement (r = .20-.47 p 

< .001). The SCARED showed good discriminative validity between children with anxiety 

versus children without anxiety disorders (Birmaher et al., 1997). (See Appendix C for 

information for accessing the SCARED – Child and Parent Versions). 

Fear Hierarchy with Feelings Thermometer 

 A Fear Hierarchy is an individualized list of situations that provoke anxiety in the child. 

The first step in creating a hierarchy is to collaboratively brainstorm with the child and parents 

by categorizing fears into “easy”, “medium”, and “challenging” situations. It is important that 

situations be specific (i.e., taking a math test at school) rather than using vague language (i.e., 

going to school). Next, the child and therapist determine the level of anxiety provoked by each 

situation using a Feelings Thermometer (Kendall & Hedtke, 2006). The therapist asks the child, 

“How much anxiety do you feel when____? Give it a number.” A Feelings Thermometer ranges 

from 0 (no anxiety; not necessarily happy but calm and relaxed) to 10 (very anxious; worst 

anxiety the child has experienced). Lastly, the child and therapist rank order the situations from 

the highest rating on the Feelings Thermometer to the lowest rating. The Feelings Thermometer 
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is continually monitored throughout exposure exercises to gauge the level of anxiety maintained 

by the client.  By using the Fear Hierarchy along with the Feelings Thermometer, the therapist is 

able to assess how the child is improving throughout therapy. For example, a child might say at 

the beginning of treatment that “taking a math test at school” is a 7 on the Feelings 

Thermometer. After completing a series of exposure exercises that are targeted to taking a math 

test at school, the child may state that this situation is now a 2. The therapist is able to see the 

child has made progress in managing the anxiety related to this particular fear.  

Diagnostic Assessment Results and Objective Interpretation 

 The therapist administered the Social Phobia, Generalized Anxiety Disorder, School 

Refusal, and Interpersonal Relationships sections of the ADIS-C to obtain information relevant 

to making an accurate anxiety diagnosis. The CBCL was used to gather relevant information of 

parental concerns about maladaptive behaviors and perceived emotional problems. The 

SCARED was used to assess treatment progress. 

ADIS-C 

 During the administration of the ADIS-C sections, Hannah reported getting nervous and 

scared about having to go to school and while in school. Debra reported that about once a week 

Hannah will try to stay home from school and complain of having either a headache or 

stomachache. She added that Hannah does struggle with constipation which could contribute to 

her abdominal pain. Regarding school, Hannah rated the following situations with a feelings 

thermometer rating of 4 or higher: Speaking to peers (4), taking tests (4), writing on the board in 

front of the class (5), talking in class/answering questions (6), completing homework (6), eating 

in front of others such as in the cafeteria (7). Debra reported that Hannah has always been “shy”, 
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but the anxiety surrounding school has gotten worse as Hannah has encountered more 

demanding assignments and higher expectations. 

 Regarding social situations, Hannah indicated being uncertain if she worries about what 

others think or worries about doing something embarrassing. Debra reported having observed 

Hannah become incredibly anxious and avoid situations where others may judge her 

performance, whether doing a stunt in gymnastics or completing homework. Debra identified 

several social situations that are not specific to school and cause a significant and distressing 

degree of anxiety for Hannah. Social situations rated as a 4 included: attending birthday parties, 

using public restrooms, joining/starting conversations, taking tests, asking teachers for help, 

speaking to adults such as servers, and getting her picture taken by someone she doesn’t know 

well. Situations rated as a 5 included: writing in front of the class, working or playing with a 

group of kids, eating in front of others at school, and telling someone “no”. Ratings of 6 were 

assigned to: answering questions in class and talking to people she doesn’t know well. The 

highest ratings of 7 and 8 were reserved for an athletic or musical performance and giving a 

report and reading in front of the class, respectively, Hannah reported that the level of anxiety 

she experiences in these situations is buffered by being with friends or family, with girls only, 

with people younger than herself or at least her same age, and in a small group of about 3-4 

people versus a large group of about 10-12 people. When asked how this anxiety causes distress 

or interference in her life, Debra reported Hannah does not complete some of her homework but 

emphasized that she appears to “bottle up” her stress while in these situations as Debra and 

Hannah both reported minimal avoidance behaviors. Debra explained that because the anxiety 

gets bottled up, it later comes across as anger where Hannah will hit herself, pull her hair, and 
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yell. Debra reported frequently having to hold Hannah and breathe with her in order for Hannah 

to calm down. Interestingly, Hannah denied that this ever happened. 

 Hannah was assessed regarding whether she appears to worry more often than others her 

age. Hannah initially denied having any worries, but when the therapist provided behavioral 

examples that would indicate frequent worry, Debra was able to describe various situations 

where worry appears to be present. She reported that Hannah frequently asks her to check her 

work beyond what is needed and frequently seeks reassurance on her work or otherwise may 

have a meltdown as described above. Debra reported that Hannah is also very focused on plans 

and “likes to know the details” of what they are doing. However, Debra explained Hannah is able 

to cope with changes in plans with minimal anxiety. Debra reported that Hannah appears to 

worry about making mistakes as evidenced by avoiding certain challenging tasks, but that this 

appears to stem more from the fear that other people will notice the mistake being made rather 

than an internal sense of worry or perfectionism. 

 Hannah and Debra denied fears, worries, feelings, or behaviors related to OCD, Panic 

Disorder, Panic Attacks, Agoraphobia, Specific Phobia, Major Depressive Disorder, or Persistent 

Depressive Disorder. Given that she endorsed social situations as distressing and interfering to 

her daily functions and rated several social situation examples at a level of 4 or above, all 

diagnostic criteria were met for SAD. 

CBCL/6-18 

 The Child Behavior Checklist was completed by Hannah’s mother to obtain her 

perception of Hannah’s competencies and problems. On the CBCL problem scales, Hannah’s 

Total Problems and Externalizing scores were both in the normal range for girls aged 6-11. Her 

Internalizing score was in the borderline clinical range (84th to 90th percentiles). Within the 
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Internalizing subscales, her highest score occurred on the Somatic Complaints syndrome which 

was in the borderline clinical range (93rd to 97th percentiles). More specifically, Hannah endorsed 

somatic complaints of constipation, aches, headaches, nausea, and stomachaches. These results 

indicate that Hannah’s mother reported more problems than are typically reported by parents of 

girls aged six to 11, with a particular attention to somatic complaints. Her scores on the 

Anxious/Depressed, Withdrawn/Depressed, Social Problems, Thought Problems, Attention 

Problems, Rule-Breaking Behavior, and Aggressive Behavior syndromes were all in the normal 

range. On the DSM-oriented scales, her score on the Somatic Problems scale was in the 

borderline clinical range (93rd to 97th percentiles).  

SCARED – Child and Parent Version 

 The SCARED was completed by both Hannah and Debra at the start of treatment and 

then every 90 days to assess progress. Questions related to social anxiety were most commonly 

endorsed by Hannah and her mother. Within the Social Anxiety factor, a score of 8 or more may 

indicate social anxiety. Hannah reported a score of 10 and her mother reported a score of 14. 

However, Hannah’s total score was 20, which does not indicate the presence of an anxiety 

disorder. Hannah’s mother’s total score was 39, which does indicate the presence of an anxiety 

disorder. Hannah’s scores can be seen in Table 1. Debra’s scores can be seen in Table 2. 

  



TREATMENT OF SOCIAL ANXIETY DISORDER 26 

Table 1 

SCARED Scores Throughout Treatment – Client 

 Initial 90 Days 

Panic Disorder 3 4 

Generalized Anxiety Disorder 4 2 

Separation Anxiety 1 1 

Social Anxiety Disorder 10 9 

Significant School Avoidance 2 2 

Total 20 18 

 

Note: A summed total score of ≥ 25 across all items may indicate the presence of an Anxiety 

Disorder. Scores higher than 30 are more specific. A summed total score of 7 for items 1, 6, 9, 

12, 15, 18, 19, 22, 24, 27, 30, 34, 38 may indicate Panic Disorder or Significant Somatic 

Symptoms. A summed total score of 9 for items 5, 7, 14, 21, 23, 28, 33, 35, 37 may indicate 

Generalized Anxiety Disorder. A summed total score of 5 for items 4, 8, 13, 16, 20, 25, 29, 31 

may indicate Separation Anxiety Disorder. A summed total score of 8 for items 3, 10, 26, 32, 39, 

40, 41 may indicate Social Anxiety Disorder. A summed total score of 3 for items 2, 11, 17, 36 

may indicate Significant School Avoidance. 

 

Table 2 

 

SCARED Scores Throughout Treatment – Mother 

 Initial 90 Days 

Panic Disorder 8 4 

Generalized Anxiety Disorder 7 6 

Separation Anxiety 5 2 

Social Anxiety Disorder 14 14 

Significant School Avoidance 5 5 

Total 39   31 

Note: A summed total score of ≥ 25 across all items may indicate the presence of an Anxiety 

Disorder. Scores higher than 30 are more specific. A summed total score of 7 for items 1, 6, 9, 

12, 15, 18, 19, 22, 24, 27, 30, 34, 38 may indicate Panic Disorder or Significant Somatic 

Symptoms. A summed total score of 9 for items 5, 7, 14, 21, 23, 28, 33, 35, 37 may indicate 

Generalized Anxiety Disorder. A summed total score of 5 for items 4, 8, 13, 16, 20, 25, 29, 31 

may indicate Separation Anxiety Disorder. A summed total score of 8 for items 3, 10, 26, 32, 39, 

40, 41 may indicate Social Anxiety Disorder. A summed total score of 3 for items 2, 11, 17, 36 

may indicate Significant School Avoidance. 
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Fear Hierarchy with Feelings Thermometer 

 Hannah’s hierarchy was developed collaboratively with the child, her mother, and the 

therapist. A list of anxiety provoking situations and respective Feelings Thermometer ratings 

were generated during the “How Am I Doing?” chapter of the Coping Cat workbook. Table 3 

represents a fear hierarchy that was created based on exposures Hannah is expected to complete 

during Session 10-15 of the workbook. 

Table 3 

Fear Hierarchy 

Situation Feelings Thermometer Ratings 

Writing on the white board 2 

Staying the night at a friend’s house for two nights 2 

Ordering Food at a restaurant 3 

Going to school 3.5 

Talking in the classroom at school 4 

Staying the night at a friend’s house for more than two 

nights 
4 

Taking timed test 4 

Saying “no” to peers 5 

Being far away from home 5 

Talking to strangers 5 

Talking to peers 6 

Talking to a large group of people 6 

Talking to other people 7 

Reading in front of the class 7 

Being late to school 7 

Being the last one to finish an assignment or test 7 
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DSM-5 Diagnoses 

F40.10 Social Anxiety Disorder (Social Phobia) 

F90.2 Attention Deficit/Hyperactivity Disorder, Combined Presentation (Effective 10/2015) 

F34.81 Disruptive Mood Dysregulation Disorder (Effective 10/2016) 

Differential Diagnosis: 

300.02 (F41.1) Generalized Anxiety Disorder 

 During the clinical interview, Hannah’s mother endorsed the presence of excessive 

anxiety and worry in Hannah. Debra reported Hannah frequently asks for her work to be checked 

beyond what is needed and frequently seeks reassurance on her work. Debra reported that 

Hannah is also very focused on plans and “likes to know the details” of what they are doing. 

However, Debra explained, Hannah is able to cope with changes in plans with minimal anxiety. 

Debra reported that Hannah appears to worry about making mistakes as evidenced by avoiding 

certain challenging tasks. These anxieties were best conceptualized with SAD. Specifically, 

Hannah’s fears were more about people noticing her making mistakes rather than an internal 

sense of worry about a number of different areas.  

Case Conceptualization 

Etiology 

 Barlow (2000) suggests there are three vulnerabilities relevant to the development of 

anxiety disorders. The triple vulnerability model proposes that anxiety disorders develop due to 

an interaction between a generalized biological vulnerability, generalized psychological 

vulnerability, and a specific psychological vulnerability.  

 First, a generalized biological vulnerability must be present, typically in the form of a 

genetically inherited tendency to respond anxiously. Next, a generalized psychological 
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vulnerability is formed through the perception that environmental events are unpredictable and 

uncontrollable (Barlow, 2000). Lastly, a specific psychological vulnerability must be present 

along with the generalized biological and psychological vulnerabilities in order for a specific 

clinical disorder to develop (Barlow, 2002). Specific psychological vulnerability is developed by 

learning through early experiences or observation that a specific feature, internal sensation, or 

situation is dangerous.  

 Hannah presented with multiple contributing factors that led to the development of her 

anxiety. Hannah’s mother indicated that her side of the family struggles with anxiety. Research 

studies investigating the role of heritability in SAD have identified genetic factors play an 

important role in SAD development (Bandelow et al., 2004; Hudson & Rapee, 2000). Hannah 

may have inherited a genetic predisposition from her mother’s side of the family.  

 Environmental factors may also contribute to the onset of SAD. Hannah’s mother 

reported she has always had high expectations of Hannah and her oldest daughter. Debra 

reported Hannah is expected to complete her chores in a timely manner, get along well with her 

siblings, do well in school, and have strong friendships. Chorpita and colleagues (1998) 

hypothesized that overcontrolling family environments fostering a lack of personal control may 

produce a sense of uncontrollability, which in turn foster an external locus on control, similar to 

Barlow’s theory of generalized psychological vulnerability (Chorpita et al, 1998). Hannah 

learned that she would constantly need to strive to be the “best version” of herself which put her 

in a perpetual state of inadequacy as she strove for the impossible standard of perfection. 

 Perhaps the most compelling precipitating factor for Hannah’s symptoms are her early 

learning experiences. Hannah first noticed her worries about being evaluated began at school in 

3rd grade when her teacher yelled at her multiple times in front of her peers and classmates. 



TREATMENT OF SOCIAL ANXIETY DISORDER 30 

Negative experiences related to the development of SAD typically involve socially related events 

such as being called on in class, speaking in public, making a mistake in a social situation, or 

being with a group of friends. Consistent with Barlow’s specific psychological vulnerability, 

direct exposure to socially traumatic events is believed to mark the onset or the increase in 

symptoms (Higa-McMillan & Ebesutani, 2011). Additionally, Hannah has a mixed friend group 

including some people who only spoke nicely of others and other people who offered frequent 

negative judgements towards others. Recently, Hannah reported an increase in friends talking 

badly about one another. Hannah learned through these experiences that other people can be 

threatening or judgmental and thus should be feared. 

Maintenance 

 The James-Lange Theory of Emotion is relevant to why Hannah’s symptoms have been 

maintained over time. This theory proposes our emotions are influenced by our physiological 

reactions to events (James, 1890). In other words, this theory proposes that people have a 

physiological response to a stimulus in the environment and their interpretation of that physical 

response results in an emotion. Beck et al. (1985) took this theory a step farther in determining 

anxiety provoking situations influence how we think, how we feel, and how we react.  

 Hannah’s anxious thoughts were focused on fear of being evaluated or judged by peers 

and authority figures. Hannah most often feared speaking in front of others, giving a presentation 

or report, and talking with strangers. Individuals with SAD tend to over-estimate the degree of 

danger in social situations which then leads them to perceive their anxious thoughts about the 

situation as true. Like other individuals with SAD, Hannah exhibited thinking errors such as 

predicting that bad things will happen and mind reading others perception of her. Hannah’s 
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thinking errors lead to her experiencing uncomfortable physical symptoms during anxiety 

provoking situations. 

 Hannah reported experiencing several physical symptoms when anxious. In moments of 

anxiety, Hannah noticed an increase in heart rate, shortness of breath, tensing her muscles, 

stomachache, and a shaking sensation. Hannah reported that her physical symptoms were more 

bothersome when compared to her thoughts. However, from a cognitive perspective, physical 

symptoms are generated by the perception of threat; therefore, changing cognitions would be 

expected to decrease physiological arousal. 

 Behaviors such as avoidance and reassurance seeking prevent individuals with social 

anxiety from learning that their feared outcome is unlikely to happen. Hannah engaged in a 

number of behaviors to help reduce her distress which caused her symptoms to be maintained 

over time. Hannah tried to avoid going to school by asking her mom if she could stay home from 

school on a regular basis. At school, Hannah went to the school nurse multiple times during a 

day reporting she felt sick in hopes that the nurse would send her home. Additionally, during 

gymnastics practice, Debra saw Hannah frequently going to the end of the line when expected to 

practice a new or challenging stunt in order to avoid it as much as possible. Debra reported that 

Hannah often engaged in reassurance-seeking behaviors but found it difficult to help due to 

Hannah not sharing the content of her worries. Hannah’s behaviors are consistent with the 

inhibitory learning model. She engaged in behaviors that were a short-term solution for her 

anxiety which didn’t allow her to learn that her feared outcome is unlikely to happen.  

 Hannah’s experience was consistent with what we know from the cognitive model. The 

thought (e.g., “I am going to be judged at school”) influenced how she felt (e.g., stomachache), 

which influenced her behavior (e.g., Asking to stay home from school). Prior to seeking 
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treatment, this cycle of anxiety was maintained due to Hannah’s inability to cope with her own 

anxiety and ultimately led to avoidant and reassurance-seeking behaviors in response to her 

thoughts and feelings.  

Treatment Goals and Plan 

Assessment 

• Diagnostic Evaluation 

• Monitor symptoms every 90 days using the SCARED 

Psychoeducation 

• Develop an understanding of SAD and anxiety treatment 

Treatment 

• Complete Coping Cat workbook to develop a strong knowledge of cognitive behavioral 

skills  

• Develop a strong knowledge of cognitive coping skills 

• Engage in relaxation exercises like deep breathing and progressive muscle relaxation 

• Engage in exposure exercises to face fears and avoided activities 

• Develop a plan to help Hannah maintain gains independently, outside of session 

Overall Goals for Hannah 

• Decrease symptoms of anxiety 

• Improve ability to express thoughts and feelings in appropriate ways 

• Identify and use specific strategies such as deep breathing, PMR, coping thoughts, and 

exposures to reduce feelings of anxiety at least once a day 

Course of Treatment 
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 Hannah has been attending therapy for five months and has attended a total of 12 sessions 

at the time of this writing; treatment is ongoing. Sessions have consisted of a diagnostic 

interview, subjective assessments, psychoeducation of SAD and anxiety treatment, identifying 

treatment goals, completion of Coping Cat workbook chapters, and engaging in homework tasks 

outside of session.  

Assessment & Psychoeducation 

 The first and second sessions were focused on assessment and psychoeducation. 

Following the diagnostic interview, Hannah received psychoeducation on the three components 

of anxiety and how CBT could be used to help cope with her symptoms. When Hannah 

presented for treatment, she had limited knowledge about anxiety treatment and had minimal 

insight into her cognitive processes as they pertain to her anxiety. Because of Hannah’s limited 

awareness, Coping Cat was seen as a promising tool. 

Coping Cat Workbook 

 The Coping Cat protocol was started during the third session. The following sections 

contain a detailed description of the chapters from the workbook that were completed by Hannah 

throughout treatment.  

Chapter 1: Introduction 

 The purpose of Chapter One was to get to know Hannah and explain basic information 

about the treatment. Therapist provided a brief overview of the treatment in order to orient 

Hannah to the two phases of the Coping Cat protocol: (a) teach Hannah to know when she is 

feeling anxious and what she can do about it and (b) give her the opportunity to practice the 

skills she will learn in “challenges” (exposures). The primary goal for the remainder of the 

session was to build rapport. Hannah and therapist engaged in an “icebreaker” activity focused 
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on getting to know one another. After the activity, the therapist normalized Hannah’s experience 

of anxiety (e.g., everyone feels this way at times), and emphasized the goal is not to get rid of 

anxiety entirely, but to learn to manage it and to be able to differentiate between anxiety “false 

alarms” and “true alarms.”   

 At the end of session, a STIC task (Show That I Can) was assigned that asked Hannah to 

write an example of a time when she felt great, not upset or worried. Hannah was encouraged to 

describe the situation, how she was thinking, and how she was feeling. STIC tasks are assigned 

weekly and are reviewed at the beginning of each session. The therapist explained to Hannah 

when STIC tasks are completed, she will earn points toward a reward (e.g., a small toy or treat), 

or a reward agreed upon with her parents.  

Chapter 2: Recognizing Feelings 

 Chapter Two focused on teaching Hannah to be a “feelings detective” by identifying and 

labeling different types of feelings. This concept was particularly critical for Hannah in order to 

teach her to differentiate between stomachaches that require a trip to the school nurse versus 

stomachaches that might be clues she is feeling anxious, indicating that it is time for her to use 

her coping skills. Therapist discussed the physical clues Hannah can use to identify the emotion 

she is feeling. This discussion served as an additional opportunity to normalize the experience of 

anxiety. Therapist shared clues for identifying when she felt anxious (e.g., “I always get butter-

flies in my stomach right before I have to give a talk). This self-disclosure helped Hannah 

identify clues that indicate when other people in her life (e.g., her parent, a friend) are feeling 

anxious. Notably, Hannah struggled to identify and describe her own emotions but did better at 

explaining other’s emotions. According to the workbook, Chapter Two should also be dedicated 

to the development of the fear hierarchy. Due to Hannah’s limited insight about what makes her 
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anxious, it was decided to postpone the development of the hierarchy until Hannah appeared 

ready.  

Chapter 3: How Does My Body React 

 Chapter Three called for the continued practice of identifying Hannah’s specific somatic 

reactions to anxiety. Therapist introduced Hannah to the FEAR plan. Therapist explained the 

first step (the F step) is for checking in with our bodies to see if there are any clues that we are 

feeling anxious. It was emphasized that unless we recognize that we are feeling anxious, we will 

not know when to use coping skills. It was evident from this session that Hannah struggles with 

identifying her own feelings and bodily reactions that occur when she feels anxious. Therapist 

and Hannah spent one additional session identifying somatic responses to anxiety. The Coping 

Cat manual adopts a “Flexibility within Fidelity” mindset. In other words, the program is 

structured but allows for flexibility so the therapist can individualize the program for each child’s 

specific needs in order to maximize gains.  

Session 4: Parent Meeting 

 After having a sufficient opportunity to connect with Hannah, the therapist met 

individually with her mother to provide additional information about treatment and to discuss 

ways in which she can be involved with her treatment. For example, modeling coping skills and 

rewarding brave behavior. Therapist explained the rationale behind the exposure tasks that will 

be completed later in therapy and introduced and discussed the idea of habituation. It was 

emphasized that if Hannah can stay in her anxiety for long enough, her anxiety will start to go 

down. Therapist also explained the unwanted effect of avoidance in maintaining the cycle of 

anxiety, and how it is important to reduce avoidance.  

Chapter 5: Let’s Relax 
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 The purpose of Chapter Five was to review the somatic cues that indicate when Hannah 

is tense and anxious. This session also introduced the idea that somatic feelings of anxiety 

typically involve muscle tension. Hannah was asked to imagine herself as a rag doll versus a 

robot. Therapist and Hannah took turns acting these examples out and pointing out the 

differences between states of relaxation and tension. It was emphasized that muscle tension is 

typically a part of the somatic symptoms of anxiety, or body “clues,” that have been discussed. 

To address this muscle tension, Therapist and Hannah practiced feeling more relaxed using 

progressive muscle relaxation and deep breathing exercises. Therapist discussed the importance 

of practicing these exercises, and others, regularly outside of session. Again, due to Hannah’s 

limited understanding and awareness of her bodily sensations, an additional session was spent 

practicing relaxation techniques. 

Chapter 6: What Am I thinking? 

 Chapter Six transitioned from a focus on physical sensations of anxiety to the cognitive 

aspects of anxiety by introducing the concept of self-talk (thought bubbles; the E Step). 

Hannah’s goal for session was to identify her thoughts and understand that what she is thinking 

influences how she is feeling. To help build this skill, she identified what is in the “thought 

bubble” of two people in the same situation who appear to be feeling quite differently. As 

Hannah learned to identify anxious self-talk and understand the connection between her thoughts 

and feelings, Therapist discussed the idea of alternate thoughts, or coping thoughts. Hannah was 

not asked to simply think “positive thoughts.” Instead, she was asked to take a “detective” stance 

toward what her mind is saying. When she noticed she is having an anxious thought, Therapist 

asked her to evaluate it by answering two questions: (a) how likely is it that this will happen and 
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(b) could I handle it if it did happen. Therapist let Hannah know that the use of coping thoughts 

is part of the Attitudes that can be helpful in managing anxiety outlined in the A step.  

Chapter 7: What Should I Do? 

 In Chapter Seven, Therapist introduced problem-solving as another helpful action to take 

in anxiety-provoking situations (A step). Hannah was shown a specific set of steps for problem-

solving, which include (a) identifying the problem, (b) brainstorming possible solutions, (c) 

ranking the options we have listed based on how they make one feel and how likely they are to 

be helpful, and (d) making a choice and giving it a try. Once the fundamentals of the problem-

solving process were in hand, Hannah was asked to apply the skills to a current problem she was 

dealing with. Hannah chose to speak about how her best friend was upset with her. Therapist, 

acted as a coping model, both to demonstrate the skill of problem-solving and to normalize the 

difficulties that Hannah was experiencing.  

Session 8: How am I Doing? 

 Session eight was devoted to a discussion of self-evaluation and reward (the R step). The 

goal for this chapter was for Hannah to understand the importance of not striving for 

“perfection.” Rather, Hannah was taught the importance of rewarding effort. Therapist 

emphasized being brave and approaching (not avoiding) fearful situations. This session was also 

focused on creating Hannah’s fear hierarchy. Hannah struggled to name situations that make her 

anxious, and ultimately needed the Therapist’s help to create a finalized list.  

Evaluation of Treatment Outcomes and Future Directions 

 At the present time, Hannah continues to come to weekly therapy sessions. As Hannah 

has advanced through the Coping Cat workbook, it is evident that she has progressed minimally 

towards her goals and has limited ability to manage her symptoms. During the course of 
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treatment, Hannah continually struggled to identify her specific somatic complaints and anxious 

thoughts and had difficulty recalling and remembering skills she had learned in previous 

chapters. Additionally, Hannah had very little homework adherence. She often forgot to 

complete her STIC tasks from the previous week or would forget her workbook at home all 

together. It was often noticed by Therapist that Hannah would minimize her anxiety and under 

report her symptoms. This can be seen when comparing Hannah’s SCARED scores to her 

mother’s SCARED scores. During the initial SCARED assessment, a 19-point different can be 

seen between Hannah and Debra’s total scores. She was often disengaged throughout session and 

would regularly reply to the therapist in one-to-three-word sentences. Taking all factors into 

consideration, it is recommended that Hannah continue with intensive anxiety treatment until 

progress has been made.  

 As for future directions, it is recommended that Hannah finish Chapters 9-16 in the 

Coping Cat workbook. Hannah should begin in-session exposure exercises with the therapist 

targeting the items on her fear hierarchy. In addition to in-session exposures, Hannah and 

Therapist should work to design exposures for Hannah to complete outside of session. As for 

homework compliance, Hannah and Therapist should spend time addressing why homework is 

not being done outside of session. It may be beneficial to include Debra in this discussion so both 

Hannah and Debra know the importance of outside work. Additionally, providing Hannah with a 

better reinforcement system for completing homework exercises and practicing her cognitive and 

relaxation skills outside of session may be helpful for Hannah to increase compliance.  
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Transcript: Self-Evaluation 

 This case study includes a transcription of “Chapter 7: What Should I Do?” from the 

Coping Cat workbook with additional comments highlighting areas of clinical strength, areas to 

improve, and relating concepts from the session to the theory. Due to a winter weather storm, the 

transcribed session was conducted via televideo. Each session was conducted with an additional 

therapist, who helped supervise the case. The supervisor of this case is known as “Therapist 2” in 

the transcript. A copy of the transcribed session with the addition of comments can be located in 

Appendix D. 

What I Did Well 

 Reflecting back on the transcribed session I was able to determine areas where I 

demonstrated effective clinical and therapeutic skills. As I was going through the chapter with 

Hannah, I had a collaborative approach and encouraged Hannah to provide examples of her own. 

Hannah had the opportunity to pull from the skills and knowledge she has developed during her 

time in therapy. Given Hannah’s SAD diagnosis, she often lets others speak for her and avoids 

talking much in session, which I addressed directly in the context of sessions by effectively and 

frequently praising her for answering questions and offering examples. An additional strength 

throughout the session was that I provided opportunities for Hannah to ask questions and to 

elaborate more on physical sensation, a feeling, or a thought she was having to help check for 

understanding of treatment concepts. As for overall areas of success, I was able to provide 

thorough pre-assessment with standardized measures for differential diagnosis and conduct a 

strong theory-based treatment. I was able to utilize the “Flexibility within Fidelity” structure of 

the Coping Cat program in order to meet the client where she was at.  
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Needs Improvement 

 Reviewing the transcribed session also allowed me the opportunity to reflect on areas of 

continued growth. During the transcription process, I realized I had not followed the Coping Cat 

manual protocol. At the beginning of session, I forgot to discuss Hannah’s homework from the 

previous week. Furthermore, as Hannah did not complete her homework from the previous 

session, this could have served as an opportunity to establish and reinforce the precedent of the 

importance of homework, and that it would be reviewed each week. It would have been 

important to go through last week’s homework before moving on to discuss the next chapter. At 

the end of session, when Hannah reported she had not been engaging in relaxation exercises at 

home, this would have been a good opportunity to address homework compliance and the 

importance of completing homework and coping skills exercises in more detail.  

 Additionally, throughout the case I could have been more intentional in asking Hannah 

and her mother about Hannah’s health such as her sleep quality, diet, and activity levels. More 

specifically, it would be helpful to know more about how Hannah’s health choices are impacting 

her ADHD, anxiety, and mood. Health is an important factor to assess, especially when it comes 

to developing children. In reflecting on the case, I could have been more intentional in 

incorporating more opportunities for this conversation with Hannah and her mom.  

  



TREATMENT OF SOCIAL ANXIETY DISORDER 41 

References 

Achenbach, T. M., & Rescorla, L. A. (2001). Manual for the ASEBA School-Age Forms & 

Profiles. Burlington, VT: University of Vermont, Research Center for Children, Youth, & 

Families. 

Albano, A. M., & Silverman, W. K. (1996). Anxiety Disorders Interview Schedule for DSM–IV, 

Child version: Clinician manual. New York, NY: Graywind Publications, New York: 

Oxford University Press.  

Asbrand, J., Heinrichs, N., Schmidtendorf, S., Nitschke, K., & Tuschen-Caffier, B. (2020). 

Experience versus report: Where are changes seen after exposure-based cognitive-

behavioral therapy? A randomized controlled group treatment of childhood social anxiety 

disorder. Child Psychiatry and Human Development, 51(3), 427–441. 

https://doi.org/10.1007/s10578-019-00954-w 

 Asher, M., & Aderka, I. M. (2018). Gender differences in social anxiety disorder. Journal of 

Clinical Psychology, 74(10), 1730–1741. https://doi.org/10.1002/jclp.22624 

Bandelow, B., Torrente, A. C., Wedekind, D., Broocks, A., Hajak, G., & Rüther, E. (2004). Early 

traumatic life events, parental rearing styles, family history of mental disorders, and birth 

risk factors in patients with social anxiety disorder. European Archives of Psychiatry and 

Clinical Neuroscience, 254(6), 397–405. https://doi.org/10.1007/s00406-004-0521-2 

Bandura, A. (1969). Principles of behavior modification. Holt, Rinehart & Winston. 

Bandura, A., Blanchard, E. B., & Ritter, B. (1969). Relative efficacy of desensitization and 

modeling approaches for inducing behavioral, affective, and attitudinal changes. Journal 

of Personality and Social Psychology, 13(3), 173–199. https://doi.org/10.1037/h0028276 



TREATMENT OF SOCIAL ANXIETY DISORDER 42 

Barlow, D. H. (2002). Anxiety and it’s disorders: The nature and treatment of anxiety and panic. 

Guilford Press. 

Barlow, D. H. (2000). Unraveling the mysteries of anxiety and its disorders from the perspective 

of emotion theory. American Psychologist, 55(11), 1247–1263. 

https://doi.org/10.1037/0003-066X.55.11.1247 

Beck, A. T. (1979). Cognitive therapy and the emotional disorders. Penguin. 

Beck, A. T., Emery, G., & Greenberg, R. L. (1985). Anxiety disorders and phobias: A cognitive 

perspective. Basic Books. 

Beck, J. S. (2011). Cognitive behavior therapy: Basics and beyond (2nd ed.). The Guilford Press. 

Birmaher, B., Khetarpal, S., Brent, D., Cully, M., Balach, L., Kaufman, J., & Neer, S. M. (1997). 

The Screen for Child Anxiety Related Emotional Disorders (SCARED): Scale 

construction and psychometric characteristics. Journal of the American Academy of Child 

& Adolescent Psychiatry, 36(4), 545–553. https://doi.org/10.1097/00004583-199704000-

00018 

Canals, J., Voltas, N., Hernández-Martínez, C., Cosi, S., & Arija, V. (2019). Prevalence of DSM-

5 anxiety disorders, comorbidity, and persistence of symptoms in Spanish early 

adolescents. European Child & Adolescent Psychiatry, 28(1), 131–143. 

https://doi.org/10.1007/s00787-018-1207-z 

Chorpita, B. F., Brown, T. A., & Barlow, D. H. (1998). Perceived control as a mediator of family 

environment in etiological models of childhood anxiety. Behavior Therapy, 29(3), 457–

476. https://doi.org/10.1016/S0005-7894(98)80043-9 



TREATMENT OF SOCIAL ANXIETY DISORDER 43 

Craske, M. G., Treanor, M., Conway, C. C., Zbozinek, T., & Vervliet, B. (2014). Maximizing 

exposure therapy: An inhibitory learning approach. Behaviour Research and Therapy, 58, 

10–23. https://doi.org/10.1016/j.brat.2014.04.006 

Creswell, C., Waite, P., & Cooper, P. J. (2014). Assessment and management of anxiety 

disorders in children and adolescents. Archives of Disease in Childhood, 99(7), 674–678.  

Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition. Arlington, VA, American 

Psychiatric Association, 2013.  

Evans, R., Thirlwall, K., Cooper, P., & Creswell, C. (2017). Using symptom and interference 

questionnaires to identify recovery among children with anxiety disorders. Psychological 

Assessment, 29(7), 835–843. https://doi.org/10.1037/pas0000375 

Fenn, K., & Byrne, M. (2013). The key principles of cognitive behavioural 

therapy. InnovAiT, 6(9), 579-585. 

Frank, E., Ozon, C., Nair, V., & Othee, K. (2015). Examining why patients with attention-

deficit/hyperactivity disorder tack adherence to medication over the long term: A review 

and analysis. The Journal of Clinical Psychiatry, 76(11), e1459–e1468. 

https://doi.org/10.4088/JCP.14r09478 

Grillon, C. (2008). Models and mechanisms of anxiety: Evidence from startle 

studies. Psychopharmacology, 199(3), 421–437. https://doi.org/10.1007/s00213-007-

1019-1 

Heimberg, R. G. (2002). Cognitive-behavioral therapy for social anxiety disorder: Current status 

and future directions. Biological Psychiatry, 51(1), 101-108. 

Higa-McMillan, C. K., & Ebesutani, C. (2011). The etiology of social anxiety disorder in 

adolescents and young adults. In C. A. Alfano & D. C. Beidel (Eds.), Social anxiety in 



TREATMENT OF SOCIAL ANXIETY DISORDER 44 

adolescents and young adults: Translating developmental science into practice. (pp. 29–

51). American Psychological Association. https://doi.org/10.1037/12315-002 

Houghton, S., Alsalmi, N., Tan, C., Taylor, M., & Durkin, K. (2017). Treating comorbid anxiety 

in adolescents with ADHD using a cognitive behavior therapy program 

approach. Journal of Attention Disorders, 21(13), 1094–1104. 

https://doi.org/10.1177/1087054712473182 

Hudson, J. L., & Rapee, R. M. (2000). The origins of social phobia. Behavior 

modification, 24(1), 102-129. 

Hunsley, J., Elliott, K., & Therrien, Z. (2014). The efficacy and effectiveness of psychological 

treatments for mood, anxiety, and related disorders. Canadian Psychology/Psychologie 

Canadienne, 55(3), 161–176. 

James, W. (1890). The principles of psychology (Vols. 1 & 2).New York: Holt. 

Jarrett, M. A., & Ollendick, T. H. (2012). Treatment of comorbid attention-deficit/hyperactivity 

disorder and anxiety in children: A multiple baseline design analysis. Journal of 

Consulting and Clinical Psychology, 80(2), 239–244. https://doi.org/10.1037/a0027123 

Jarrett, M. A., & Ollendick, T. H. (2008). A conceptual review of the comorbidity of attention-

deficit/hyperactivity disorder and anxiety: Implications for future research and 

practice. Clinical Psychology Review, 28(7), 1266–1280. 

https://doi.org/10.1016/j.cpr.2008.05.004 

Kendall, P. C., Choudhury, M., Hudson, J. L., & Webb, A. (2002). “The C.A.T. Project” manual 

for the cognitive-behavioral treatment of anxious adolescents. Workbook Publishing.  

Kendall, P. C., & Hedtke, K. A. (2006). Cognitive-behavioral therapy for anxious children: 

Therapist manual, 3rd ed. Workbook Publishing.  



TREATMENT OF SOCIAL ANXIETY DISORDER 45 

Kessler, R. C., Berglund, P., Demler, O., Jin, R., Merikangas, K. R., & Walters, E. E. (2005). 

Lifetime prevalence and age-of-onset distributions of DSM-IV disorders in the National 

Comorbidity Survey Replication. Archives of general psychiatry, 62(6), 593-602. 

Kilford, E. J., Garrett, E., & Blakemore, S. J. (2016). The development of social cognition in 

adolescence: An integrated perspective. Neuroscience and Biobehavioral Reviews, 70, 

106–120. https:// doi.org/10.1016/j.neubiorev.2016.08.016.  

Knappe, S., Beesdo-Baum, K., Fehm, L., Stein, M. B., Lieb, R., & Wittchen, H. U. (2011). 

Social fear and social phobia types among community youth: differential clinical features 

and vulnerability factors. Journal of psychiatric research, 45(1), 111-120. 

Kovshoff, H., Banaschewski, T., Buitelaar, J. K., Carucci, S., Coghill, D., Danckaerts, M., 

Dittmann, R. W., Falissard, B., Grimshaw, D. G., Hollis, C., Inglis, S., Konrad, K., 

Liddle, E., McCarthy, S., Nagy, P., Thompson, M., Wong, I. C. K., Zuddas, A., & 

Sonuga-Barke, E. J. S. (2016). Reports of perceived adverse events of stimulant 

medication on cognition, motivation, and mood: Qualitative investigation and the 

generation of items for the medication and cognition rating scale. Journal of Child and 

Adolescent Psychopharmacology, 26(6), 537–547. https://doi.org/10.1089/cap.2015.0218 

Kritchman, M., Koubi, M., Mimouni Bloch, A., & Bloch, Y. (2019). Effect of methylphenidate 

on state anxiety in children with ADHD-A single dose, placebo controlled, crossover 

study. Frontiers in Behavioral Neuroscience, 13. 

https://doi.org/10.3389/fnbeh.2019.00106 

Leigh, E., & Clark, D. M. (2018). Understanding social anxiety disorder in adolescents and 

improving treatment outcomes: Applying the cognitive model of Clark and Wells 



TREATMENT OF SOCIAL ANXIETY DISORDER 46 

(1995). Clinical child and family psychology review, 21(3), 388-414. 

https://doi.org/10.1007/s10567-018-0258-5 

Lenz, A. S. (2015). Meta-analysis of the coping cat program for decreasing severity of anxiety 

symptoms among children and adolescents. Journal of Child and Adolescent 

Counseling, 1(2), 51-65. 

McGuire, J. F., Orr, S. P., Essoe, J. K.-Y., McCracken, J. T., Storch, E. A., & Piacentini, J. 

(2016). Extinction learning in childhood anxiety disorders, obsessive compulsive disorder 

and post-traumatic stress disorder: Implications for treatment. Expert Review of 

Neurotherapeutics, 16(10), 1155–1174. https://doi.org/10.1080/14737175.2016.1199276 

McGuire, J. F., & Storch, E. A. (2019). An inhibitory learning approach to cognitive-behavioral 

therapy for children and adolescents. Cognitive and Behavioral Practice, 26(1), 214–224. 

https://doi.org/10.1016/j.cbpra.2017.12.003 

MTA Cooperative Group. (1999). Moderators and mediators of treatment response for children 

with attention-deficit/hyperactivity disorder. Archives of General Psychiatry, 56, 1088–

1096. doi:10.1001/archpsyc .56.12.1088  

Norton, P. J., & Price, E. C. (2007). A meta-analytic review of adult cognitive-behavioral 

treatment outcome across the anxiety disorders. The Journal of Nervous and Mental 

Disease, 195(6), 521-531. 

Ollendick, T. H., Vasey, M. W., King, N. J., Vasey, M. W., & Dadds, M. R. (2001). Operant 

conditioning influences in childhood anxiety. The developmental psychopathology of 

anxiety, 231-252. 

Platt, B., Kadosh, K. C., & Lau, J. Y. F. (2013). The role of peer rejection in adolescent 

depression. Depression and Anxiety, 30(9), 809–821. https://doi.org/10.1002/da.22120.  



TREATMENT OF SOCIAL ANXIETY DISORDER 47 

Schwartz, C., Barican, J. L., Yung, D., Zheng, Y., & Waddell, C. (2019). Six decades of 

preventing and treating childhood anxiety disorders: a systematic review and meta-

analysis to inform policy and practice. Evidence-based mental health, 22(3), 103-110. 

Sciberras, E., Mulraney, M., Anderson, V., Rapee, R. M., Nicholson, J. M., Efron, D., Lee, K., 

Markopoulos, Z., & Hiscock, H. (2018). Managing anxiety in children with ADHD using 

cognitive-behavioral therapy: A pilot randomized controlled trial. Journal of Attention 

Disorders, 22(5), 515–520. https://doi.org/10.1177/1087054715584054 

Segool, N. K., & Carlson, J. S. (2008). Efficacy of cognitive-behavioral and pharmacological 

treatments for children with social anxiety. Depression and Anxiety, 25(7), 620–631.  

Silverman, W. K., & Albano, A. M. (1996). The Anxiety Disorders Interview Schedule for DSM–

IV—Child and parent versions. Psychological Corporation.  

Silverman, W. K., & Eisen, A. R. (1992). Age differences in the reliability of parent and child 

reports of child anxious symptomatology using a structured interview. Journal of the 

American Academy of Child & Adolescent Psychiatry, 31(1), 117-124. 

Silverman, W. K., & Nelles, W. B. (1988). The anxiety disorders interview schedule for 

children. Journal of the American Academy of Child & Adolescent Psychiatry, 27(6), 

772-778. 

Skinner, B. F. (1963). Operant behavior. American Psychologist, 18(8), 503–515. 

Van Roy, B., Kristensen, H., Groholt, B., & Clench-Aas, J. (2009). Prevalence and 

characteristics of significant social anxiety in children aged 8–13 years: A Norwegian 

cross-sectional population study. Social Psychiatry and Psychiatric Epidemiology: The 

International Journal for Research in Social and Genetic Epidemiology and Mental 

Health Services, 44(5), 407–415. 



TREATMENT OF SOCIAL ANXIETY DISORDER 48 

 

Appendix A 

The Anxiety Disorders Interview Schedule for DSM-IV – Child and Parent Versions is a 

copyrighted measure that cannot be reproduced. A detailed description of the measure, including 

information for obtaining copies of the specific items, can be accessed using the information 

provided below. 

Silverman, W. K., & Albano, A. M. (1996). The Anxiety Disorders Interview Schedule for DSM–

IV—Child and parent versions. Psychological Corporation.  
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Appendix B 

The Child Behavior Checklist is a copyrighted measure that cannot be reproduced. A detailed 

description of the measure, including information for obtaining copies of the specific items, can 

be accessed using the information provided below. 

Achenbach, T. M., & Rescorla, L. A. (2001). Manual for the ASEBA School-Age Forms & 

Profiles. Burlington, VT: University of Vermont, Research Center for Children, Youth, & 

Families. 
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Appendix C 

Screen for Child Anxiety Related Disorders (SCARED) 
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Appendix D 

Session Transcript:  

Therapist 1: Hi Hannah. Thank you for being flexible with our session today. I know you guys 

had school canceled today, right?  

 

Hannah: Yeah.  

 

Therapist 1: So, you've just been hanging out, having fun at home?  

 

Hannah: Yeah.  

 

Therapist 1: I don't think Therapist 2 and I gave you the chapter we're going to do today. So, I'm 

just going to share my screen and then we can print it out for you next time that we're in 

session together. We'll just go through it together like we normally do. Let me share my 

screen. Can you see that Hannah?  

 

Hannah: Yeah.  

 

Therapist 1: Okay. We are all the way on session six! This section, as you can see, at the top, it 

says, "What am I thinking?" Our little Coping Cat over here says, "In this session, we're 

going to talk about the kinds of thoughts that people have in different situations. For 

example, if I won a catnip mouse at a raffle drawing, I would probably think I'm so 

excited. I can't wait to play with it. These thoughts are talking to myself. So sometimes I 

call them self-talk.” We're going to go down to our activity’s menu. This says, "What is 

in the Thought Bubble? This is a cartoon drawing of the Lincoln memorial statue to 

memorialize one of the great presidents of the United States, we call the balloon over his 

head a thought bubble. It's where the cartoon characters thoughts go. His thought bubble 

is empty. What might he be thinking? Take a minute to think and then we'll turn the page 

to see what he's actually thinking.” What do you think, Hannah? 

 **Introducing the concept of self-talk to the client. 

 

Hannah: I don't know.  

 

Therapist 1: If you could guess. Have you ever seen the Lincoln Memorial before?  

 

Hannah: No.  

 

Therapist 1: Okay. This is a pretty good drawing of it. Our Coping Cat says that he's thinking 

"Lincoln is stiff and cold from sitting on the hard seat." What do you think? 

 **Here I could’ve asked the client what she was thinking again instead of answering the 

question for her. 

 

Hannah: Yeah.  
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Therapist 1: Therapist 2, what do you think he's thinking? 

 

Therapist 2: I think, maybe, he could be thinking, "I've been sitting here a long time. I need some 

food." 

 

Therapist 1: Ooh, that's a good one. Hmm, maybe he's thinking he has an itch on his nose and he 

really wishes he could scratch since he always has to sit with his arms on his chair. 

Alright, so let's see. Oh! He wishes he had a recliner chair. 

 

Therapist 2: You know, lay back and relax. 

 

Therapist 1: Yeah, that seems way comfier than a hard rock chair. What do you think, Hannah? 

 

Hannah: Yeah. 

 

Therapist 1: It says, "He's thinking of a recliner, he wants to relax." So now we're going to look 

at some other situations. We're going to look at different cartoons and figure out what 

each person might be thinking. We're going to fill in the Thought Bubble. So, we can do 

exactly what we did last time. We can each say what we think this person is thinking. 

Hannah, you can go first. What do you think this person is thinking? 

 **Introducing the function of personal thoughts and their impact on response in anxiety 

provoking situations. 

 

Hannah: I think he is excited to eat. 

 

Therapist 1: Hmm, yeah, I would agree. I think he's thinking about that delicious hot dog and 

he's excited to eat it because he's worked so hard to cook it. 

 

Therapist 2: I agree. It looks like his tongue sticking out. So, maybe he's just thinking "I'm so 

hungry." 

 

Therapist 1: Those are all really good options. Sometimes it's not that easy to tell what someone 

is thinking in a situation. Let's look at this next thought bubble first. What do you think 

this girl is thinking? 

 **Here I am praising the client for providing examples and reinforcing the 

understanding that sometimes it can be harder to identify others self-talk. 

 

Hannah: Um, she's scared.  

 

Therapist 1: Why do you think she's scared?  

 **Here I am encouraging the client to think of a reason behind why this character is 

feeling scared. I am doing this to reinforce and encourage her to pull from her cognitive 

skills and knowledge she had learned from previous chapters. 

 

Hannah: Because it's dark out. 
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Therapist 1: I think she might be scared like you said, Hannah. Maybe there's an animal outside 

or she heard a noise outside. So, she's going to check it out with her lamp. What do you 

think Therapist 2? 

 

Therapist 2: I think maybe she's thinking to herself, "What's that noise? I better go check it out to 

make sure I'm safe." 

 

Therapist 1: You can see that each of us had a different idea of what this cartoon might be 

thinking. Now we're going to look at this scenario. It says, "A teacher just announced that 

the class would be going to the roller rink. Let's meet two of the students in the class. 

Chris has taken rollerblading lessons for a year and hopes someday to compete in 

contests. Terry went rollerblading only once before, fell too many times to count and 

went home with sore ankles. What do you think Chris and Terry would be thinking when 

they hear about the class trip? Do you think that they have similar thoughts or different 

thoughts?” Let's do Chris's thoughts first. Chris was the one that has done rollerblading 

lessons and wants to compete someday. What so you think he's thinking about? 

 **Reinforcing the idea that self-talk or expectations for a situation can vary from person 

to person. Introducing a non-stressful but fairly ambiguous situation and how our 

thoughts can vary from coping thoughts to negative thoughts depending on our 

experience in the situation. 

 

Hannah: He's excited. 

 

Therapist 1: Yeah. Why might he be excited? 

 **Reflection of feeling. Pulling for a more detailed explanation of the feeling.  

 

Hannah: Because he's been taking lessons. 

 

Therapist 1: What else do you think? 

 **Pulling for additional coping thoughts. 

 

Hannah: I don't know. 

 

Therapist 1: Hmm, I wonder if since he's been taking lessons for a year that he is maybe more 

confident in his ability to roller skate? What do you think? 

 

Hannah: Yeah. 

 

Therapist 1: I think he might be thinking that he is excited to show off for all of his friends 

because he's really good at it. What do you think? 

 

Hannah: Yeah. 

 

Therapist 1: Do you have an idea Therapist 2? 

 

Therapist 2: Yes, I agree. I think Chris is feeling pumped and ready to show off his skills. 
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Therapist 1: On the other hand, what about Terry? Terry was the one that only went rollerblading 

once before, he fell a lot of times, and went home with sore ankles. What do you think 

Terry is thinking, Hannah? 

 

Hannah: He's not excited cause he might fall a lot. 

 

Therapist 1: What else do you think he's thinking? 

 

Hannah: Scared. 

 

Therapist 2: And other than falling, can you think of other things you might be scared about in 

this situation? 

 **Pulling for more negative or anxious thoughts. Relating situation back to the client’s 

life. 

 

Hannah: Being embarrassed.  

 

Therapist 2: He could be thinking to himself, "I'm going to embarrass myself, especially if I fall." 

 

Therapist 1: He could be thinking that he's going to fall in front of all of his classmates, and that's 

going to be embarrassing for him. Anything else that you can think of for Terry?  

 

Hannah: No. 

 

Therapist 1: Okay, good job. Now, we're going to look at this cartoon. This time the character 

has two different thought bubbles. We're going to try to think of two very different 

thoughts that person might have. Some opposing thoughts he might have. What do you 

think could be one thought that this person is having?  

 **Reinforcing the idea that people can have varying thoughts (coping or negative 

thoughts) while in the same situation. 

 

Hannah: He's hungry.  

 

Therapist 1: Why do you think he's hungry? 

 

Hannah: Because he's been skating. 

 

Therapist 1: That's a good point. We can even think about the times that you've been at 

gymnastics before. You were doing all of your stunts and all your tricks for a really long 

time and I bet you are hungry afterwards, too. That's a good one. I didn't even think about 

that, Hannah. What do you think is something else that he's thinking? That's completely 

different than feeling hungry? 

 **Offering praise. Relating client’s answer back to her own life. 

 

Hannah: That it's fun. 
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Therapist 1: Why do you think he might be having fun? 

 

Hannah: Because he's skating and that's fun. 

 

Therapist 1: Yeah, that might be something that he enjoys doing. Those are two good opposing 

thoughts to have. I'm thinking that one of his thoughts could be he's scared or worried 

that he's going to fall and hurt himself because he's all by himself. And then maybe one 

of his other thoughts could be, like you said, he's excited. He's having fun because he 

really enjoys ice skating. 

 **Offering praise. Suggestion of possible thoughts the character might be having. 

Connection between the thought “something bad is going to happen” and anxious 

feelings. 

 

Therapist 2: What we want to do next is pick two very different thoughts. Between you and 

Therapist 1, there's been a lot of different thoughts that have come up. Let's pick two very 

different ones. Then we're going to discuss how they influence how the person feels in 

terms of, what they're feeling in their body, and then also what emotions they're having, 

and then what they might do next. What their action would be. 

 **Encouraging client to think of thoughts that would lead the character to experience 

more distress (i.e., anxious self-talk) and what would help the character to reduce 

distress in anxious situations.  

 

Therapist 1: Does that make sense? 

 **Checking for understanding of instructions and new concepts. 

 

Hannah: Yeah. 

 

Therapist 1: Do you want to use the thoughts that you came up with? 

 

Hannah: Yours. 

 

Therapist 1: You want to do mine? Okay. My first one was that he was scared that he might fall 

because if he falls, there's no one around to help him. So, how would he feel if he had 

that thought? 

 

Hannah: Scared and nervous. 

 

Therapist 1: Mmhmm. Scared. Nervous. What else can you think of? What other feelings?  

 **Reflection of feeling. Pulling for more anxious thoughts. 

 

Hannah: That he wants to stop. 

 

Therapist 1: Yeah, that's good. That's almost an action step. That's how he might react in that 

situation after having that thought. I'm scared and I'm nervous. I'm going to stop ice 
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skating, so I don't hurt myself. Okay, so that's an action and that's our next step. What 

other things might he feel or do in that situation? 

 **Reflection of feeling. Offering praise for coming up with an action step. 

 

Hannah: I don't know. 

 

Therapist 2: How do you think his body would be feeling? If he's feeling scared and nervous and 

he's having the thought, "I'm going to fall." What might his body be experiencing? 

 **Pulling for somatic symptoms.  

 

Hannah: Sweating. 

 

Therapist 1: Yeah, he might be sweating. What else? Think back to some of the feelings that you 

get when you're nervous or scared? What can you think of if you put yourself in that 

situation? 

 **Here I am encouraging the client to identify her own somatic complaints if she was in 

this situation. Identifying somatic complaints has been a continuous struggle for client so 

this was important to address. 

 

Hannah: I would start to shake. 

 

Therapist 1: Yeah, definitely. We might be sweaty. We might be shaky. What else? 

 

Hannah: He might want to leave and go home.  

 

Therapist 1: Yeah, so that's another action, like we talked about. He might leave to go home. I 

was thinking that maybe for an action, he might go invite a friend. Maybe a friend would 

go skating with him and if he did fall, he'd have someone there with him. Okay, those 

were really good examples for first thought. 

 

Therapist 2: I just want to point out that, you know, like you guys just talked about, even though 

he starts with the same thought, and we both we can all agree he's probably feeling 

nervous and scared. Even the actions can be a little different. Right? Everybody can act in 

a different way, even though they're feeling the same emotion. And that's also really 

important to notice is that we get to choose what we do when we're feeling a type of way. 

 

Therapist 1: Exactly. That's a good point. I feel like we've talked about this before, that you and 

someone else might be in the exact same situation and you could have different thoughts, 

different feelings, different actions about the situation. So, nothing is ever the same for 

each person. No one ever feels the same things or does the same things. Does that make 

sense, Hannah? 

 **Reinforcing the idea that people can have varying thoughts (coping or negative 

thoughts) while in the same situation. Checking for understanding of chapter concepts. 

 

Hannah: Yeah. 
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Therapist 1: Let's move on to our second thought, which was, "I'm excited. I really enjoy ice 

skating." What would he be feeling in that moment? 

 

Hannah: He's excited he got to come. 

 

Therapist 1: Yeah, he's excited that he got to come. That's a really good one.  

 **Offering praise. 

 

Hannah: He's happy. 

 

Therapist 1: Yeah, he's doing something that he enjoys, which makes him feel happy. We can 

think about a time when you were doing something that you enjoyed, like gymnastics. 

How did going to gymnastics make you feel? 

 **Inviting feedback from the client  

 

Hannah: Excited, because I got to do something that I wanted to do. 

 

Therapist 1: Exactly, you were excited because you were doing something that you wanted to do! 

And it wasn't something that someone else was making you do. This was something that 

you chose to do, and you were excited about. That's really good. Before we move on to 

our action steps, what are some feelings that he's having in his body during this moment? 

 

Hannah: I don't know.  

 

Therapist 1: What let me ask you this, what does your body feel like when you're happy and 

excited? Usually, we talk about what your body feels like when it's anxious and worried, 

but I feel like we've never talked about the flip side of that. So, what does it feel like in 

your body when you're really happy, really excited? 

 **Encouraging client to reflect on her bodily reactions for other emotions rather than 

just thinking about her bodily reactions when she is feeling anxious or worried.  

 

Hannah: Jumpy. 

 

Therapist 1: Jumpy? Explain that to me. What do you mean by jumpy?  

 

Hannah: Like, you're jumping.  

 

Therapist 1: So, almost like jumping for joy? 

 

Hannah: Yeah. 

 

Therapist 1: Okay, so we're jumping. We're really excited. What else do you notice in your body 

when you're happy or excited? 

 

Hannah: I ask if my friend could come. 

 



TREATMENT OF SOCIAL ANXIETY DISORDER 61 

Therapist 1: Oh, you ask if your friend could come? So, you're so excited that you want to 

include other people in your excitement and let them experience it? Is that what you're 

getting at?  

 

Hannah: Yeah. 

 

Therapist 1: That's awesome, Hannah. When you're so excited, you even think of other people, 

that you want them to be happy and excited to. That's awesome. Okay, so what would be 

our action in this situation? What might this person do? 

 

Hannah: Tell other people. 

 

Therapist 1: Hmm, tell other people. So kind of getting at what you were talking about earlier, 

trying to include other people in something exciting and something that makes you 

happy. What else might he do this situation? 

 

Hannah: Tell your mom how happy you are. 

 

Therapist 1: Yeah. We can tell other people how we're feeling. That's awesome to let other 

people know that you're excited but also let them know that you're anxious or any of our 

other feelings that we have. I'm thinking, if he's so excited and happy about it, that he 

would probably keep doing it. Okay, did this make sense to break it down a little? 

Recognizing the thought, recognizing the feeling, and then recognizing our action or what 

we do in that situation? Does that make sense?  

 **Here I am referring to the cognitive model and checking for the client’s understanding 

since this chapter puts all three components of anxiety together.  

 

Hannah: Yeah.  

 

Therapist 1: Okay. So, the second step. This says, “Some types of thoughts can help people relax 

in the situation, while others might make people feel more nervous or scared.” We're 

going to look at this cartoon scene to identify the cat that would be more frightened. 

Looking at our picture and looking at our two different dogs, what cat would be more 

frightened?  

 

Hannah: The white one. 

 

Therapist 1: This one? Why do you think that is? 

 

Hannah: Because he thinks the dog is mean. 

 

Therapist 1: What do you think this cat is doing?  

 

Hannah: Watching the dog. 
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Therapist 1: Yeah, so it looks like the dog is sleeping and the cat is thinking the dog is going to 

be mean. I wonder if the cat is trying to wake him up, or maybe even walk past him 

without being noticed. What do you think? 

 

Hannah: He's trying to walk past him.  

 

Therapist 1: What do you think the other cat is thinking?  

 

Hannah: Excited to wake the dog up because he wants to play. 

 

Therapist 1: Yeah, it looks like this cat and this dog seem to be a bit more friendly with each 

other. This cat is excited to wake the dog up because then they're going to play and he's 

going to be excited about it. 

 

Therapist 2: You know how Therapist 1 mentioned earlier how two people can be in the exact 

same situation and have completely different reactions. This is a perfect example. We 

have these two cats, and literally the exact same situation looking at the sleeping dogs. 

But because of the way they are thinking the dog will act when he wakes up, it influences 

how they're feeling. So, the cat on the left is thinking that he is feeling scared, the cat on 

the right is feeling really excited. And as you described, Hannah, the cat on the left is 

going to try and walk by and not be noticed. But the cat on the right probably is going to 

go play. Right? Good deal. 

 **Here Therapist 2 is discussing how a character or person might change their behavior 

depending on the way they thought about what had happened. Reinforcing the cognitive 

model for the client.  

 

Therapist 1: “Recognizing thoughts that might make you feel anxious or worried is the next step 

in our plan for coping with anxious thoughts. I call this step Expecting Bad Things to 

Happen. Let's roleplay. When I'm in a situation that makes me feel anxious, it helps me to 

notice what my thoughts are. For example, one day last spring, as I was chasing a 

squirrel, I followed it up the tree in my backyard. I didn't catch the squirrel, I never do. 

But I was high up in the tree and suddenly felt really scared. I didn't think I'd be able to 

climb down without falling. My thoughts were that I would be stuck in the tree forever. 

And when I noticed what I was thinking, I asked myself, is it likely that I won't be able to 

get down. I remember that I had climbed this tree several times before. Each time I had 

climbed the tree, I also had been able to climb down.” I think this is a really good 

example of challenging our thoughts. What this Coping Cat did was in a moment when 

he was really anxious, and instead of just getting stuck in all of his anxious thoughts, he 

decided to take a step back and take a moment and say, "How likely is it that I won't be 

able to get down?" Which is a really good challenging question to ask himself in that 

situation. And then he was able to remember, oh, I've climbed this tree so many times 

before, and each time I climb the tree, I was able to get down. So, the odds are that I'm 

going to get stuck up here are pretty slim, because I've always been able to get down 

before. Does that make sense?  

 **Here I am introducing the “E” step to the client. I am explaining to the client that as 

part of the “E” step, the client monitors her thoughts associated with her anxiety and 
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asks herself, “What is my self-talk?” ”What am I expecting to happen?” Here I am 

illustrating how if someone is thinking negative thoughts, the person can then attempt to 

reduce their distress through changing the self-talk to coping self-talk  

 

Hannah: Yeah. 

 

Therapist 1: Okay, so we're going to do the same thing that our Coping Cat did. I want you to 

think of a situation in which you felt nervous or scared. And this could be something that 

happened in the past, something that happened this week, or it could even be something 

that you're anxious or nervous about in the future. Imagine that you're in that situation 

and I want you to roleplay with us what happened. 

 **Encouraging client to practice coping self-talk by using the first 2-steps in the FEAR 

plan. 

 

Hannah: Um, last night, I spilled paint on my floor. 

 

Therapist 1: Okay, so walk us through what happened. What were you doing before you spilled 

the paint? 

 

Hannah: I was walking towards my door and my arm was sticking out. 

 

Therapist 1: You were walking towards your door and you said your arm was sticking out?  

 

Hannah: Yeah.  

 

Therapist 1: Okay, so then what happened next? 

 

Hannah: My paint was on my desk and I spilt it. And it was already too late to tell my mom 

because she was already in bed. 

 

Therapist 1: First question, what were you painting? 

 

Hannah: A picture for my friend. 

 

Therapist 1: A picture for your friend, that's so awesome. You were leaving your room to go do 

what? 

 

Hannah: Upstairs to go get a drink. 

 

Therapist 1: Okay, you were leaving your room to go get a drink and you were walking by your 

desk and then did you hit the paint with your arm? 

 

Hannah: Yeah.  

 

Therapist 1: Okay. And then the paint fell over onto your carpet? 
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Hannah: Yeah. 

 

Therapist 1: What color was the paint? 

 

Hannah: Orange. 

 

Therapist 1: Oh, no. Okay, so we knocked over some orange paint onto our carpet. And then did 

you said that it was too late in the night to tell your mom because she was already asleep?  

 

Hannah: Yeah.  

 

Therapist 1: Okay, so then what did you do after that? Once you came to that realization of, “I 

probably can't wake my mom up because she's sleeping.” What did you do after that? 

 

Hannah: I went to go get napkins to clean up as much as I could. 

 

Therapist 1: What did you do after that? 

 

Hannah: I went upstairs to go watch a movie with my sister. 

 

Therapist 1: What happened this morning? Were you able to tell your mom that you spilt the 

paint? 

 

Hannah: She gets up at like five in the morning to go to work. So, I was still awake when my dad 

got home from work. So, I told him. 

 

Therapist 1: What did dad say? 

 

Hannah: He said just try to get as much as you can. 

 

Therapist 1: Okay. We're going to go through our thoughts, feelings and actions for that 

situation. Our main thing I feel like you were worried about was spilling the paint. Right?  

 **Here I should have asked the client about her main anxious thoughts instead of 

assuming was her anxious thought was. This is negatively reinforcing to the client’s 

progress and ability to figure out her own thoughts and feelings.  

 

Hannah: Yeah. 

 

Therapist 1: Okay, so what were some of your anxious thoughts or worried thoughts after you 

spilt the paint? 

 

Hannah: I'm going to get in trouble, and I won't be able to get all of it.  

 

Therapist 1: Any other thoughts that you were having? That you were anxious about? 

 

Hannah: Um, scared. 
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Therapist 1: Yeah, we can move towards our feelings. So, you were feeling scared? What else 

were you feeling?  

 

Hannah: Sad  

 

Therapist 1: Why were you feeling sad?  

 

Hannah: Because it is in the middle of my room. 

 

Therapist 1: So, you were sad that now you have this big orange spot in the middle of your 

room? That makes sense. I'd probably be sad about that, too. What was your body feeling 

in that moment when you spilt the paint? 

 

Hannah: I started shaking.  

 

Therapist 1: What else?  

 

Hannah: I don’t know. 

 

Therapist 1: You don’t remember? What did you start to feel like when you realized, "I can't tell 

mom right now. I'm going to have to wait to tell her?" 

 

Hannah: I started to rush. 

 

Therapist 1: Tell me a little bit more about that. 

 

Hannah: Like, I ran upstairs instead of walking. 

 

Therapist 1: It sounds like you were trying to quickly grab napkins and quickly grab stuff to 

clean it up. So that was kind of our action step. You spilled the paint, you were scared 

and sad, and you're having these anxious thoughts of I'm going to get in trouble and I'm 

not going to be able to get it out. So instead of calmly walking to the kitchen, or to the 

bathroom to get stuff, we quickly ran get napkins. What else did you do? 

 

Hannah: I started thinking that I could buy a small carpet and put it over it.  

 

Therapist 1: Oh, so you were thinking about what to do even after this situation? You're thinking 

maybe I can buy a cute little rug to cover the orange stain. That makes sense. And what 

were you thinking when dad walked through the door? And you're like, "Oh, I probably 

have to tell dad now." 

 

Hannah: I wasn't that worried because he's always calm. 

 

Therapist 1: You realized because dad is calm, that I can probably be calm in this situation. Dad 

told you to try to clean it up as much as possible and then what happened after that? 
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Hannah: I finished the movie with my sister and then went to bed. 

 

Therapist 1: That was a really good example of something that just happened. Did it make sense 

to go through the thoughts, feelings and actions for that situation? 

 

Hannah: Yeah. 

 

Therapist 1: Because, if we're able to do that in the future during other situations that make us 

nervous or anxious, and we can do that in the moment, then that's going to be helpful for 

us to get through that situation without having a huge amount of anxiety, we can break up 

those steps. We can say to ourselves, “What am I thinking right now? What are my 

anxious thoughts? How is my body feeling in this moment because of what happened? 

And then what can I do in this situation to make myself feel better or make this situation 

bearable to get through?” Does that make sense?  

 **Modeling for the client how she can go through the FEAR plan in other anxiety 

provoking situations that happens outside of session. 

 

Hannah: Yeah. 

 

Therapist 1: Okay, Therapist 2, do you have any thoughts? 

 

Therapist 2: I don't think so. That was a good example to go through.  

 

Therapist 1: I wanted to ask, because last time when we had session with you and mom, we 

talked about doing some of the relaxation stuff at home. Have you done any of the 

relaxation stuff at home since we last saw you?  

 **This and reviewing the client’s homework should have been done at the beginning of 

session. I should’ve addressed client’s homework compliance and reinforced why 

homework and coping exercises should be completed outside of session.  

 

Hannah: No. 

 

Therapist 1: Okay, so we have to remember to keep trying to do that. That's going to help keep 

our bodies calm and help us get through those anxiety provoking situations. Okay, so try 

to remember to do it at least once this week. Okay. Does that sound good?  

 **Here I do some reinforcing of why homework and coping skills should be completed 

outside of session, but I would’ve liked to spend more time discussing this in more detail. 

Also, the homework called for client to record one of her relaxation exercises, but I 

should’ve encouraged client to do the relaxation exercises more than just once during the 

week.  

 

Hannah: Yeah. 

 

Therapist 1: Okay. I am going to email you Chapter 6 because this will be your STIC tasks for 

next time. It's the same thing that we just did. You're going to tell us a time when you felt 
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nervous, scared or worried and how did your body react? What were you thinking? And 

then what did you think instead or what did you do instead? There's two different times 

for that. It also says to practice your relaxation and describe what happened and you'll do 

that once. Is that okay for me to send you this to your email? 

 

Hannah: Yeah 

 

Therapist 1: Okay, I’ll do that. Any other comments, questions, or concerns? 

 

Hannah: No 

 

Therapist 1: Well, great job today. You gave us really good examples today. Have a good rest of 

your snow day. 

 

Hannah: Thank you, bye. 

 

Therapist 1: Bye! 

 

Therapist 2: Bye! 
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