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Abstract  

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

outcome for a 14-year-old female with social anxiety disorder (SAD). To maintain 

confidentiality “Emily” will be used in lieu of the client’s real name. Emily presented for 

treatment after moving to a new state and struggling to make friends at her new school. Emily’s 

goals for treatment were to feel more comfortable in social situations, increase motivation to 

make friends, and learn coping skills for her anxiety. This case study reviews the scientific 

literature to provide theoretically grounded conceptualizations of the etiology and maintenance 

of SAD, reports psychometric properties of diagnostic assessments used in differential diagnosis 

and to track treatment progress, and describes empirical evidence in support of using Cognitive 

Behavioral Therapy (CBT) to treat SAD in adolescents.  Following an overview of how the 

elements of CBT are employed to treat SAD, the components of CBT used in Emily’s treatment 

are discussed, which included multiple diagnostic assessments, psychoeducation, cognitive 

restructuring, and exposure therapy. This case study concludes with a complete transcript of one 

entire session, followed by a self-critique of this therapist’s strengths and weaknesses.   
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Treatment of Social Anxiety Disorder: A Case Study 

According to the Diagnostic and Statistical Manual of Mental Disorders-Fifth Edition 

(DSM-5; American Psychiatric Association [APA], 2013), social anxiety disorder (SAD) is 

defined by the presence of anxiety about one or more social situations in which the individual 

faces possible scrutiny by others. For children, the anxiety must occur around interactions with 

peers and cannot be limited to interactions with adults. Furthermore, individuals fear they will 

act in a way or show anxiety symptoms that will lead to negative evaluation from others. The 

social situation(s) must almost always provoke anxiety, and the anxiety must be out of 

proportion to the actual threat posed by the social situation. Additionally, the anxiety-provoking 

social situations are either avoided or endured with intense anxiety, the anxiety or avoidance 

must persist for at least 6 months, and the anxiety or avoidance causes clinically significant 

distress or impairment in important areas of functioning. Lastly, the anxiety and avoidance 

symptoms cannot be attributed to the effects of a substance or better explained by another mental 

or medical condition.  

The estimated 12-month prevalence of SAD in the U.S. is approximately 7% for both 

adults and children and the lifetime prevalence for SAD is approximately 12.1% (APA, 2017; 

Ruscio et al., 2007). The onset of SAD typically occurs during adolescence, with 50% of 

individuals meeting criteria for SAD developing it by age 13 (Chavira & Stein, 2005). 

Additionally, females experience SAD at higher rates than males (Chavira & Stein, 2005). 

Individuals with SAD experience a broad range of dysfunctions in several important areas of life. 

In educational settings, individuals with SAD are less likely to be a part of school clubs and 

organizations, and overall avoid leisure activities that involve social interaction (Aderka et al., 

2012). Those with SAD are also 10% less likely to graduate college compared to individuals 
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with no psychopathology (Katzelnick et al., 2001). Impairment in social life includes having 

fewer good friendships, lower levels of satisfaction in their friendships, and higher levels of 

loneliness (Falk et al., 2010). Those with SAD experience suicidal ideation more frequently and 

are 17% more likely to attempt suicide compared to those without SAD (Katzelnick et al., 

2010).    

Kashdan and Herbert (2001) identified several important ways SAD can interfere with 

healthy psychosocial development during childhood and adolescence. First, SAD is likely to go 

unrecognized for long periods of time, as the fear of evaluation encourages children to be quiet 

and well behaved at school and in other social situations. Second, the ability to learn new 

information in school and other contexts may be more impaired in adolescence, as youth with 

SAD have been shown to have greater attentional focus difficulties than adults. Third, these 

attentional focus difficulties likely also interfere with a child’s ability to effectively communicate 

with same-aged peers and adults.  Furthermore, SAD can have a unique impact on adolescence 

in particular, as this is a time when individuals begin developing more meaningful peer 

relationships and begin feeling a strong desire to be accepted by their peers.  

While limited research has been done comparing the difficulties of children and 

adolescents with SAD, Rao et al. (2007) found that adolescents with SAD were likely to 

experience significantly more fear in anxiety provoking social situations than children with SAD. 

Additionally, these researchers reported adolescents were significantly more likely to avoid 

asking their teacher questions and significantly less likely to attend social events or invite friends 

to a get together.  
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Theoretical Foundation of Social Anxiety Disorder   

Triple Vulnerability Theory    

The triple vulnerability theory (TVT) suggests generalized biological vulnerabilities, 

generalized psychological vulnerabilities, and specific psychological vulnerabilities all play a 

part in the development of anxiety and emotional disorders (Barlow, 2000, 2002). Specifically, 

individuals inherit genetic vulnerabilities related to anxiety and mood that increase the chance of 

developing an emotional disorder. Early adverse life experiences are the most common cause of 

generalized psychological vulnerabilities. Specific psychological vulnerabilities develop, 

typically in childhood, when an individual experiences or observes a sensation or situation as 

being dangerous (Barlow, 2000, 2002). The TVT model posits generalized biological and 

generalized psychological vulnerabilities are sufficient for the development of generalized 

anxiety disorder and depression. However, specific psychological vulnerabilities are necessary 

for the development of specific anxiety disorders, such as social anxiety disorder (Barlow, 2000, 

2002).  

Detailed description of the three primary risk factors begins with generalized biological 

vulnerabilities. Barlow (2000, 2002) noted a predisposition toward an overactive stress response, 

or a low threshold for a fight-or-flight reaction, can explain the biological vulnerability 

component of TVT. Additionally, the biological component encompasses temperamental factors 

such as neuroticism and negative affectivity, which are associated with the development of 

anxiety disorders and may manifest as high levels of avoidance and low levels of approach 

behavior (Barlow, 2002; Elliot & Thrash, 2002). In SAD, high levels of avoidance and low 

levels of approach behavior contribute to fears of evaluation (Rodebaugh et al., 2017).  

Heritability of SAD is estimated to be 30% to 50% (Ollendick & Hirshfeld-Becker, 2002).  
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  The second vulnerability factor focuses on generalized psychological vulnerability, which 

most commonly results from negative early life experiences or unpredictable nurturing from a 

caregiver (Barlow 2000, 2002). A common result of negative early life experiences and 

unpredictable care is a perceived lack of control that leaves the individual more vulnerable to 

experiencing negative emotional states (Barlow 2000, 2002; Ollendick & Hirshfeld-Becker, 

2002).  

The third vulnerability factor of specific psychological vulnerability was described by 

Barlow (2000, 2002) as occurring when an individual experiences or perceives a specific feature, 

internal sensation, or situation as dangerous.  For individuals with SAD the specific 

psychological vulnerability refers to the fear of being evaluated by others. This fear may develop 

from experiencing social rejection in early childhood from same-aged peers or trusted adults, or 

it could develop vicariously through observing someone else experiencing social rejection or 

showing signs of being fearful of evaluation from others.  

More specifically, research by Ollendick and Hirshfeld-Becker (2002) identified several 

precursors of specific psychological vulnerability. First-degree relatives of persons with SAD are 

likely to have modeled anxious and avoidant behaviors in social situations that contribute to the 

development of a specific psychological vulnerability to social situations. Additionally, parents 

of children who develop SAD are more likely to convey expectations of being negatively 

evaluated and socially rejected.  Parents with SAD are also less likely to put their children in new 

social situations due to their own social anxiety.  Other factors that contribute to developing a 

fear of evaluation include being bullied in early childhood, having negative experiences with 

authority figures, or lacking friendships (Barlow, 2002).  

Cognitive-Behavioral Theory   
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The cognitive-behavioral theory of SAD originally proposed by Rapee & Heimberg 

(1997) describes how individuals with SAD think about social situations in a biased way and 

engage in behavioral avoidance that contribute to the development and maintenance of SAD. 

Specifically, individuals with SAD tend to have inaccurate beliefs about the potential danger 

posed by social situations, believe others are overly critical, and believe being liked by others is 

inherently important. Behavioral avoidance strategies are used to protect themselves from 

negative evaluation and perceived consequences of negative evaluation.  

Heimberg et al. (2014) explained the prototypical scenario in this way: when people with 

SAD are in a social situation, they perceive the people they are interacting with as an audience, 

and they are on stage. They perceive the “audience” to be critical and to have high standards for 

their social performance. Additionally, they may view themselves as being socially inept and 

unlikely to meet the audience’s standards. Anxiety sets in as soon as a perceived audience is 

detected. Then, the socially anxious individual takes on an “observer” perspective, as they begin 

to imagine how they look to the audience. The individual with SAD is likely to have a distorted 

mental representation of themselves, as their mental representations are based on information 

obtained from past social situations that have gone poorly, how they look in the mirror, and how 

they look in photographs. The mental representation is further distorted by internal and external 

stimuli during stressful social situations. For example, individuals with SAD have an 

exaggerated perception of how their physical (e.g., blushing, sweating) and behavioral (e.g., 

fidgeting, stuttering) manifestations of anxiety appear to the audience. Additionally, they have an 

attentional bias to social threat and, for example, are likely to perceive facial expressions from 

the audience in an overly negative way.  As the individual takes in new information, they adjust 

and monitor the mental representation of themselves. The attention paid to the mental 
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representation and how they are coming across to others may actually disrupt their social 

performance, as their attentional resources are divided and thus compromised. Individuals with 

SAD also engage in negative self-talk during social situations and tend to accept their negative 

thoughts as fact. This pattern may also interfere with initiating and maintaining social 

interactions as they judge things they might say in negative and biased ways.   

Socially anxious individuals also engage in a pattern of subtle and overt avoidance 

behaviors that contribute to the development and maintenance of SAD. Heimberg et al. (2014) 

referred to subtle avoidance behaviors as “safety behaviors” that include things such as avoiding 

eye contact, standing on the outside of a crowd, or minimizing participation during conversation. 

Safety behaviors hinder effective social performance, and this oftentimes elicits negative 

feedback from the audience.  

Socially anxious individuals have an attentional bias to negative feedback and become 

more anxious once they perceive negative feedback. Their anxiety manifests as physical 

symptoms (e.g., blushing, sweating) they view to be overly noticeable to the audience. 

Furthermore, the socially anxious individual will have exaggerated and overly negative thoughts 

about the consequences of their physical symptoms.  

Heimberg et al. (2014) described how focusing on external threat cues and adjusting the 

mental representation of the self as perceived by the audience do not operate in isolation but 

interact to maintain social anxiety in the form of a “positive feedback loop.” Specifically, the 

socially anxious individual has an attentional bias to negative feedback and has overly negative 

interpretations of the audience's behavior (e.g., “They’re yawning, they must be bored”). This 

bias likely increases their focus on their mental representation of the self and increases the 

frequency of negative cognitions. As a result, their physical, cognitive, and behavioral symptoms 
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of anxiety increase. The socially anxious individual is then likely to adjust their mental 

representation of the self to be even more negatively biased, and thus look to the audience to 

confirm their self-appraisals. The individual is likely to elicit negative feedback due to their 

anxiety symptoms compromising their social performance, and the cycle continues. 

SAD may develop differently in adolescents than in children and adults. Adolescence is a 

time when individuals are increasing their autonomy and independence and begin to rely upon 

peer influences more than their parents. Parental over-control and over-protection may be 

specific factors that contribute to the development of SAD in adolescence, as these parenting 

styles are more likely to discourage independent problem solving thereby hindering their child’s 

confidence to be more independent—especially when interacting with their peers (Leigh & 

Clark, 2018). Caster et al. (1999) found that adolescents who were highly socially anxious 

perceived their parents to be more socially isolating, more concerned with the opinion of others, 

less socially active, and more ashamed of their child’s shyness. Additionally, parents of the 

highly socially anxious group in this study were more likely to give their child permission to 

avoid social situations and to speak for their child in social situations. This behavior acts as a 

proxy safety behavior for the adolescent with SAD as they become reliant upon or expect their 

parent to handle challenging social situations for them. 

Maintenance  

Barlow (2002) described how avoidance behaviors are key factors in the maintenance of 

SAD. Avoidance can be any behavior that prevents an individual from fully engaging in a social 

situation, such as refusing to make eye contact, taking anti-anxiety medication, only socializing 

when a close friend or family member is around, leaving the social situation early, or missing the 

social interaction altogether. According to Barlow (2002), an individual experiences anxiety first 
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and then engages in avoidance or safety behaviors to reduce anxiety and/or remove the 

possibility of receiving negative evaluation from others.  

Avoidance is a natural response to anxiety-provoking situations and often provides short-

term relief from anxiety. Unfortunately, adopting avoidance as a habitual behavior can make 

anxiety much worse in the long-term (Barlow, 2002). When individuals with SAD are in a feared 

social situation, they are likely experiencing anxiety provoking thoughts and internal physical 

sensations, and displaying anxious behaviors. The individual perceives these thoughts, 

sensations, and behaviors as unpleasant and may have additional thoughts the anxiety will never 

go away or they will be unable to handle the anxiety. Naturally, individuals feel the urge to 

escape the uncomfortable situation. When escape is not possible, they are likely to engage in 

avoidance behaviors such as avoiding eye contact or avoiding conversation.   

A concept central to Operant Conditioning (Skinner, 1963) can be employed to 

understand how avoidance behavior increases in frequency and is maintained. When individuals 

engage in escape or avoidance behaviors they feel immediate relief from their anxiety, and the 

avoidance behavior is negatively reinforced as the avoidance behavior removes the aversive 

thoughts and physical sensations. Since the behavior is negatively reinforced, the individual is 

likely to engage in the same or similar avoidance behaviors more frequently in future anxiety 

provoking situations that share similar eliciting environmental stimuli. In addition, this cycle of 

avoidance prevents individuals from learning they can tolerate the anxiety, and the anxiety would 

eventually decrease if they would allow themselves to endure situations that are not ultimately 

dangerous or harmful (Barlow, 2002). Additionally, avoidance behaviors prevent the individual 

from developing a sense of mastery over the anxiety provoking situation.  
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Heimberg et al. (2014) described how rumination, defined as a self-focused thought 

process where persons with SAD replay the specific details of social events, contributes to the 

maintenance of SAD.  Pre-event and post-event rumination is typical for individuals with and 

without SAD but has been shown to be more prominent in individuals with SAD. Heimberg and 

colleagues (2014) proposed individuals with SAD engage in more rumination before and after 

social events to better understand their behavior and to reduce negative evaluations in the 

future. These authors demonstrated how pre-event and post-event rumination moderates the 

relationship between social anxiety and self-evaluation of performance. Specifically, the more 

individuals ruminate about a particular event, the more distorted the memory becomes. In 

addition, the high frequency of the recurring rumination makes the now distorted memory more 

available for retrieval.  

In summary, rumination contributes to the maintenance of SAD because it increases the 

amount of bias related to social memories and distorts the individual's predictions of how similar 

social events will play out in the future. The distorted memory conjures inaccurate predictions of 

how the event will proceed in the future, which causes the individual to be more aware of any 

indications of negative evaluation the next time they are in an anxiety provoking social situation 

(Heimberg et al., 2014).  

 Wells et al. (1995) described how subtle avoidance behaviors or “safety behaviors” are 

used to reduce the risk of being negatively evaluated by others and contribute to the maintenance 

of SAD. Safety behaviors are defined as any behavior an individual engages in to reduce distress 

or hide physical signs of anxiety that may be observable to others (Voncken et al., 2006). 

Individuals with SAD may try to hide visible signs of anxiety by covering their cheeks to conceal 

blushing, clasping their hands together to reduce trembling, or keeping their arms close to their 
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side to hide sweating (Wells et al., 1995; Voncken et al., 2006). Safety behaviors used to reduce 

distress may include avoiding eye contact, standing on the outside of a crowd, or minimizing 

one’s participation in conversation (Voncken et al., 2006). Unfortunately, the use of safety 

behaviors prevents socially anxious individuals from disconfirming their unrealistic beliefs about 

their physical manifestations of anxiety and feared consequences (Wells et al., 1995). Individuals 

are likely to attribute any success in social situations to the use of safety behaviors and are 

therefore likely to continue to engage in the behaviors (Wells et al., 1995). Additionally, 

although safety behaviors are intended to reduce the risk of interpersonal rejection, they have 

been shown to be viewed negatively by audience members and elicit negative verbal and 

nonverbal reactions (Voncken et al., 2006). These negative reactions confirm any beliefs 

individuals with SAD have about their ability to perform socially. Adolescents with social 

anxiety disorder may present with additional safety behaviors of relying on their parents to speak 

for them (Caster et al., 1999).   

Cognitive Behavioral Therapy  

Cognitive Behavioral Therapy (CBT) is the gold standard psychological treatment for 

SAD and has been shown to be at least as, if not more, effective than other psychological 

treatments or medications used for anxiety-related disorders (American Psychological 

Association, 2019). Core components of CBT for SAD include psychoeducation, cognitive 

restructuring, and exposures. Additionally, social skills training may be included as a part of 

CBT for SAD.   

Psychoeducation 

 According to Hope et al. (2019), Psychoeducation is the first component implemented in 

CBT for SAD and involves explaining the difference between normal social anxiety and 
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excessive social anxiety, providing the client with a general idea of what the course of treatment 

will look like, and providing the client the treatment rationale.  

 Explaining the difference between normal and excessive social anxiety involves 

informing the client that social anxiety is a continuum, and almost everyone experiences some 

degree of social anxiety. More specifically, a “normal” degree of social anxiety often involves 

anticipatory anxiety prior to important events such as a job interview or public presentation. On 

the other hand, those with SAD have excessive amounts of anxiety that affects their thoughts, 

physiological responses, and behaviors. Additionally, it’s helpful to use case examples to 

emphasize the cognitive, behavioral, and physiological symptoms of social anxiety. Describing 

social anxiety as being on a continuum and introducing different components of anxiety may 

help clients realize social anxiety interferes with their life and builds the client’s motivation for 

change.  

Lee et al. (2019) conducted research that suggests individuals with comorbid and 

internalizing disorders are more likely to adhere to treatment. It’s possible individuals with more 

internalizing symptoms experience higher levels of distress, which motivates them to engage in 

treatment. Additionally, youth from higher income families are more likely to adhere to 

treatment. The client’s relationship with the therapist has also been shown to be an important 

factor in treatment adherence for youth with anxiety disorders.  

 Explaining the course of treatment to the client involves outlining the main components 

of treatment including cognitive restructuring and exposure. This is also an ideal time to inform 

the client treatment works best when the therapist and client work as a team and emphasize both 

parties will play an active role in therapy. This is an ideal time to assess the client’s motivation 

and if needed, build that motivation. Building the client’s motivation may involve employing 
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approaches drawn from motivational interviewing, making a pros and cons list, and problem 

solving the client’s barriers to being successful in therapy. 

 Hope et al. (2019) emphasized providing the client with a rationale for engaging in 

exposures and for identifying cognitions and physiological responses. When providing a 

rationale for exposures, it’s important to first explain how avoidance and escape behaviors 

interfere with the clients’ ability to learn they can handle their anxiety and that anxiety naturally 

decreases over time. Next, the therapist explains how exposures naturally lead to the 

diminishment of physiological and emotional responses to the targeted social situations, also 

known as habituation. Psychoeducation related to the treatment rationale for identifying 

cognitions and physiological responses involves explaining how social anxiety includes 

components of thoughts, behaviors, and physiological responses. Furthermore, the therapist 

explains the three components impact each other, such that altering one component alters all the 

components and works to decrease social anxiety overall.   

Cognitive restructuring   

Cognitive restructuring is an important aspect of CBT for social anxiety as it teaches the 

client to identify and challenge negative thoughts that occur before, during, or after anxiety-

provoking situations; thereby, disrupting an important factor that promotes the maintenance of 

anxiety (Heimberg, 2002; Heimberg et al., 2014). In CBT, cognitive restructuring consists of 

teaching clients to view their negative, anxiety-provoking thoughts and beliefs as hypotheses, in 

which they are encouraged to question the reality and helpfulness of those thoughts (Hope et al., 

2019). When cognitive restructuring is successful, clients learn to view social situations as less 

threatening which increases their willingness to engage in exposures (Hope et al., 2019).    
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Negative thoughts are modified using disputing questions and behavioral experiments 

(Heimberg, 2002). Disputing questions encourage the client to think about the likelihood of the 

social fear occurring (e.g., “Do I know for certain that I will embarrass myself?”), encourage the 

client to consider the ability to cope (e.g., “What is the worst that could happen? How could I 

cope with that?”) and re-examine the meaning of the feared outcome (e.g., “Does stuttering have 

to mean that I am incompetent?”). Disputing questions can also be used to build the clients 

motivation (e.g., “How is facing this situation consistent with my values and goals?”).  

Behavioral experiments vary depending on the client’s specific fears (Hope et al., 2019). 

They are designed to provide experiential evidence that directly refutes the accuracy of the 

client’s fear. One example would be if a client worries about being perceived as annoying when 

talking to others, an appropriate behavioral experiment would be instructing the client to say 

“hello” to 10 people and see how many appeared annoyed. The client and therapist then discuss 

what this newly acquired evidence means and whether it is consistent with the negative thought 

of “everyone always thinks I’m annoying.”   

Once negative thoughts are identified and challenged, the client is taught how to use the 

new information to create rational alternatives to the negative thoughts. Clients are also 

encouraged to remind themselves of these rational alternatives during anxiety provoking 

situations (Heimberg, 2002). The reduction of negative cognitions is accomplished by replacing 

previous cognitions with new, more rational ways of thinking about social situations which free 

up attentional mental resources (Hope et al., 2019). Utilizing rational and helpful ways of 

thinking about social situations cause a natural decrease in perceived danger inherent in social 

situations, and thus reduces the physiological symptoms of anxiety as well (Hope et al., 2019). In 
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turn, the individual can focus more on the social task at hand, which may improve social 

performance, and decrease negative evaluations from the audience (Hope et al., 2019).  

 Lastly, client-specific exposures (which are discussed in more detail in the following 

section) can be designed and pursued to accomplish cognitive restructuring. Exposures can help 

clients cope with disappointment, acknowledge successes that occur in exposures, as well as   

decrease post-event rumination (Hope et al., 2019). Decreasing post-event rumination is 

important as studies have shown the more post-event rumination present following a social 

situation, the more anxiety the individual experiences the next time they face a similar social 

situation (Heimberg et al., 2014; Hope et al., 2019). 

Exposures   

Exposure techniques are a core component of CBT that are somewhat unique in the 

treatment of social anxiety. More specifically, systematic graduated exposures allow the client to 

face feared social situations in a manageable progression. Beginning with situations that provoke 

smaller amounts of anxiety and then working up to social situations that provoke larger amounts 

of anxiety has been shown to be particularly effective when treating SAD (Heimberg, 2002). The 

purpose of exposures is to help clients engage in typically avoided social situations so they can 

test dysfunctional beliefs and generate more realistic ways of understanding themselves and 

others (Hope et al., 2019).   

Heimberg (2002) described how the first step in utilizing exposures is having the 

therapist and client work together to create a hierarchy of the client’s feared social situations. 

This fear hierarchy guides the order of exposures, with social situations that cause moderate 

levels of anxiety being the first situation the client is exposed to. In other words, the first 

exposure should be a situation where the client is distracted and uncomfortable due to anxiety 
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but does not usually have thoughts of leaving the situation (Hope et al., 2019). Once the client is 

able to experience a sense of mastery over the moderately feared social situations, the therapist 

and client will work their way up the hierarchy by using exposures to systematically challenge 

the cognitions that have been perpetuating maladaptive responses to situations that are more 

anxiety-provoking.    

Heimberg (2002) also described various types of exposures that may be used throughout 

treatment, including imaginal exposures, role plays, and in-vivo exposures. Imaginal exposures 

involve having the client imagine they are in the feared situation while the therapist narrates the 

situation. Role-plays involve the client and therapist discussing what a feared social situation 

looks like, and then recreating the scenario in session to practice more adaptive responses. The 

client typically plays themselves and the therapist plays the individual the client will be 

socializing with. In-vivo exposures involve the client facing the feared social situation in real 

life, naturally occurring situations. For example, a client may purposefully stutter during a class 

presentation to challenge the belief that stuttering will lead to social rejection.  

In order for exposures to be effective, the client must minimize avoidance behaviors so 

they can be fully engaged. Being fully engaged allows clients to experience the anxiety, learn 

they can cope with the anxiety, and learn anxiety will decrease if they remain in the feared social 

situation (Heimberg, 2002). With repeated exposure to a feared social situation, the client's 

overall level of anxiety will naturally decrease (Hope et al., 2019). This reduction of anxiety as a 

result of repeated exposure to the feared situation is called habituation (Hope et al., 2019).  

Social Skills Training   

 It is unclear whether actual social skills deficits contribute to the development and 

maintenance of SAD, as research on this topic is mixed. As stated above, individuals with SAD 
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perceive themselves to be more socially inept than their non-anxious peers, and this perception 

plays a role in the development and maintenance of SAD (Heimberg et al., 2014). Additional 

research supports this notion. Bowels (2016) conducted a study with 200 adolescents to evaluate 

the role of social skills and self-esteem in SAD and found individuals with SAD scored 

significantly lower on measures of self-esteem than those without SAD. While the study found 

significant differences for specific social skills traits (e.g., assertiveness, empathy), there were no 

significant differences in social skills overall between individuals with and without SAD. 

Similarly, a study examining self-perception and social skills in children with SAD by 

Cartwright-Hatten and colleagues (2005) found that individuals with social anxiety scored 

similarly to those without social anxiety on observer rated measures of social performance. 

However, individuals with social anxiety rated themselves as significantly less socially skilled 

than those without social anxiety on self-report measures of social performance.  

 Other research suggests individuals with SAD experience actual social skills deficits that 

contribute to the development and maintenance of SAD. For example, Beidel & Turner (2001) 

conducted a study with 29 children and adolescents to examine facial affect recognition skills in 

individuals with and without SAD. The study found that individuals with social anxiety made 

significantly more errors when shown a picture and asked to label the facial affect presented. 

Individuals with SAD exhibited the most deficits for happy, sad, and disgusted facial 

expressions. More recent research suggests individuals with SAD perceive facial expressions 

from others to be more emotionally intense than individuals without SAD (Philippot & Douilliez, 

2005; Schwab & Schienele, 2017). Furthermore, Bolsoni-Silva & Loureiro (2014) conducted a 

study with college students and found that individuals with social anxiety experience deficits in 
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expressing positive and negative feelings, expressing opinions, and responding to criticism when 

compared to their non-socially anxious peers. 

 While research on whether individuals with SAD experience true social skills deficits 

remains unclear, some research has shown that adolescents with SAD may benefit more from 

treatment that includes Social Skills Training (SST). As stated above, individuals with SAD 

often experience negative cognitions related to social performance, and negative cognitions in 

general are thought to compromise social performance as they distract the individual from the 

social task at hand. Social skills training allows the individual to practice these real or imagined 

deficits in a controlled environment which improves the client's confidence in social situations 

(Herbert et al., 2005). Additionally, SST is thought to improve social performance as it restores 

the use of social skills that have been previously avoided due to anxiety, increase the amount of 

new social skills learned in treatment, and contribute to the reduction of anxiety related to social 

performance through practice and therapist modeling of peer coping (Olivares-Olivares et al., 

2019).  

 Several techniques can be used for SST such as therapist modeling, behavioral rehearsal, 

corrective feedback, and social reinforcement (Heimberg, 2002). SST can easily be combined 

with cognitive restructuring and exposures, making it a practical skill to implement within the 

structure of CBT. For example, the therapist may have the client repeatedly practice a feared 

social behavior in a role-play or exposure and then provide the client with corrective feedback 

about their performance during role-play scenarios (Herbert et al., 2005).  

Adolescents with SAD may benefit from a CBT approach that is slightly altered to 

account for their developmental level. However, development is different for every individual so 

it’s essential that therapists account for individual developmental differences rather than relying 
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on a “one size fits all” approach (Grave & Blisset, 2004). For example, if a younger client tends 

to view their behavior as being more greatly affected by external factors, rather than a 

combination of internal and external factors, behavioral strategies such as contingency 

management may be more effective (Sauter et al., 2009). For example, a parent may use a point 

system as a contingency management strategy. Specifically, the client could earn one point every 

time they engage in an exposure outside of session and earn a reward (e.g., money, a toy) when 

they achieve 10 points. An adolescent who is developing the ability to consider multiple 

perspectives may benefit from a treatment approach that emphasizes cognitive techniques (e.g., 

challenging irrational beliefs) (Sauter et al., 2009).  

Additionally, research suggests adolescents are more at risk for being disengaged and 

resistant during CBT because adolescence is generally a time when individuals develop a greater 

sense of autonomy (Sauter et al., 2009). Therefore, CBT approaches that allow for the level of 

parental involvement to be negotiated may improve engagement as the client is given the 

opportunity to practice being more autonomous (Siqueland et al., 2005).  

It is also important to assess the client’s cognitive skills when implementing CBT for 

anxiety disorders. Adolescence is a time when individuals develop more sophisticated emotion 

regulation and recognition skills, as well as metacognitive skills such as self-reflection, the 

ability to distinguish their own thoughts, feelings, and behaviors from those of others, and the 

ability to objectively identify causal interactions between their thoughts, feelings, and behaviors 

(Sauter et al., 2009). The client’s ability to understand, apply, and generalize the CBT model is 

directly dependent on the level of their cognitive development and emotion regulation, emotion 

recognition, and metacognitive skills. Therefore, while greater emphasis on cognitive skills is 
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generally effective when working with adolescents, treatment may need to be adjusted to account 

for developmental variations when working with adolescents (Sauter et al., 2009).  

Empirical Support for the Use of CBT with SAD   

Empirical support for CBT in the treatment of SAD among adolescents is found in a 

randomized controlled trial conducted in 2009 (Herbert et al., 2009) which has been followed by 

two large meta-analyses conducted within the last six years (Van Dis et al., 2020; Scaini et al., 

2016). Specific support for inclusion of cognitive restructuring and exposure-based components 

is evident. Support for supplementing CBT with SST is provided by one additional recently 

published research study (Olivares-Olivares et al., 2019).  

Herbert et al. (2009) conducted a randomized controlled trial comparing the effects of 

group cognitive behavioral therapy (G-CBT), individual cognitive behavioral therapy (I-CBT), 

and psychoeducational-supportive therapy (PST) for adolescents with SAD. The G-CBT and I-

CBT group included psychoeducation, breathing retraining, cognitive restructuring, simulated 

and in-vivo exposures, and social skills training. The PST group focused on providing support 

and psychoeducation and did not include cognitive restructuring, psychoeducation, or social 

skills training. The study included a total of 73 participants aged 12-17 who met DSM-IV 

diagnostic criteria for SAD. These authors reported all three treatment groups showed significant 

reductions in symptoms and functional impairment based on questionnaire responses.  

Herbert et al. (2009) also employed pre- to post-treatment measures of behavioral 

performance to assess the impact of treatment. Behavioral performance was measured based on 

participant’s performance during a dyadic role play with one confederate, a triadic role-play with 

two confederates, and an impromptu speech. Participants who received either the individual or 

group formats of CBT showed significantly greater improvements on behavioral performance 
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compared to participants in the PST group. Participants in the group-CBT and individual CBT 

conditions also showed greater improvement on the two role play behavioral measures when 

compared to the PST condition. Improvements in behavioral performance for the CBT 

conditions were shown when performance was observer-rated and when performance was 

subjectively rated. Lastly, individuals in the individual CBT condition reported significantly 

lower levels of anxiety during the role play performance when compared to the group CBT 

condition.   

Van Dis et al. (2020) conducted a meta-analysis using 69 randomized controlled trials 

and 4118 participants which found cognitive behavioral therapy for anxiety disorders was 

associated with significantly better treatment outcomes compared to control groups who received 

other forms of therapy or no therapy at all. The meta-analysis included randomized controlled 

trials that implemented core components of cognitive behavioral therapy such as exposures and 

cognitive restructuring as well as studies that implemented typical primary care, educational 

groups, psychoeducation focused groups, pill placebo groups, wait-list groups, relaxation 

techniques, and supportive therapy. All studies used mostly adult participants and no study used 

participants under 16 years old. All participants had to have a diagnosis of generalized anxiety 

disorder (GAD), panic disorder (PD), SAD, specific phobia, post-traumatic stress disorder 

(PTSD), or obsessive-compulsive disorder (OCD). These authors found that CBT for SAD 

yielded a small to medium effect size one to six months after treatment (ES = .38) that was 

maintained for 12 months after treatment (ES =. 36). In addition, CBT for SAD was one of three 

anxiety disorders where treatment effects were still present compared to control conditions more 

than 12 months after treatment ended (ES = .34), suggesting CBT for SAD has long lasting 

effects in terms of symptom reduction.   
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Scaini et al. (2016) conducted a meta-analysis including 13 reports and four studies to 

examine the effectiveness of CBT for children and adolescents with SAD. A large effect size (ES 

= .99) for pre-post designs was found for reducing social anxiety symptoms, suggesting 

participants had a significant reduction in SAD symptoms after treatment when compared to 

before treatment.  Similarly, a medium to large effect size (ES = .70) was found when comparing 

individuals in active treatment to individuals on a wait list. The average effect size of symptom 

reduction six to twelve months after treatment was large (ES = 1.18), suggesting the use of CBT 

for SAD has long lasting effects. Additionally, a larger effect size was found for studies that 

included social skills training as a component, suggesting social skills training may further 

enhance the effectiveness of CBT for SAD.  

Olivares-Olivares and colleagues (2019) conducted a study with 108 adolescents who had 

a diagnosis of SAD to test the role of SST in the treatment of adolescents with SAD. Participants 

were randomly assigned to either a treatment group that included SST, a treatment group that did 

not include SST, or a waiting list control group. Participants were assessed based on the level of 

fear and avoidance experienced in social situations and were evaluated using self-report 

measures, observational tests, and blind evaluators. While both treatment groups were successful 

in significantly reducing the number of feared and avoided social situations, the treatment group 

that included SST showed greater improvements in post-test measures and follow ups. 

Specifically, the SST group showed greater improvements at a 6-month and 12-month follow up, 

suggesting treatment that includes SST aids in the maintenance of treatment effects. 

Additionally, the SST group had significantly less participants drop out of treatment, with the 

non-SST group having 6x the number of dropouts than the SST group.  SST was thought to be a 

protective factor against dropout because it increases the amount of positive reinforcement the 
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client receives from the therapist and peers. Additionally, the client is likely to have improved 

social performance which leads to positive reinforcement in the form of social attention and 

approval.   

In summary of the empirical evidence cited, implementing CBT with exposures in an 

individual therapy format to an adolescent female is supported by the existing scholarly 

literature. The literature suggests symptom reduction will be maintained for as much as one year 

following cessation of treatment and will be evidenced by both subjective symptom reduction 

and behavioral manifestations of change.   

Presenting Problem and Relevant History   

Presenting Problem   

Emily is a 14-year-old girl referred for treatment by her mother and father. The parents 

found Emily’s journal which included content that raised concerns. Emily reportedly drew 

“violent” images (e.g., scissors, knives) in the journal and wrote “depressing lyrics.” Emily’s 

parents suggested Emily was struggling to cope with feelings of anger after recently moving to a 

new state. Originally, the journal was conceptualized as an expression of Emily’s anger related to 

moving to a new state, losing friends as a result of the move, and disliking her new school. The 

depressing lyrics she wrote about were conceptualized as a reflection of her mood and Emily 

stated they were lyrics from songs she enjoyed because they accurately captured her feelings and 

sentiments. Later, Emily was diagnosed with OCD and the violent images drawn in her journal 

were conceptualized as intrusive images and thoughts related to being afraid she would harm 

others on impulse. Specifically, Emily revealed she had a fear of being around knives and 

avoided using them, and also worried she would impulsively flip over a desk at school or yell at 

someone. While Emily’s anger was real, she tended to internalize and suppress her anger and 
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was described by others as being kind as they cited evidence of her having often stood up for 

others who were bullied, despite her social anxiety. Emily’s intrusive thoughts of harming others 

were especially distressing because they were not an accurate reflection of the types of coping 

strategies Emily actually employed and were inconsistent with her identity. Additionally, 

Emily’s parents finding her journal, along with the misunderstandings and parental reaction that 

ensued, had a negative impact on her willingness to share her emotional experiences with her 

parents.  Throughout treatment, Emily and her parents often had very different views of Emily’s 

mental health, with her parents often stating Emily was much happier and social than what Emily 

reported in sessions.  

Emily had a depressed presentation when she arrived at her first session, as she wore 

baggy clothes, avoided eye contact, had her hair covering her face, and talked quietly. During the 

intake session Emily described feeling angry at school but claimed to not know what was 

causing her to feel angry. She reported being worried that she may “snap” and cause a scene or 

hurt someone.   

Additionally, Emily described herself as having frequent mood swings, as she would feel 

happy and energized for several days and then feel depressed and fatigued for several days. 

Emily stated she had been experiencing mood swings for about 5 months prior to initiating 

therapy. Emily’s mood swings began around the time she was informed her family would be 

moving. Emily’s parents reported not noticing these mood changes that were very salient to 

Emily. Emily’s parents acknowledged she was more socially withdrawn than she had ever been 

before and expressed wanting to see Emily engaging with her peers and participating in clubs or 

sports more often. Emily stated she was not motivated to join clubs or participate in sports and 
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said there was “no point” in making friends in middle school because she didn’t think the 

friendships would last.   

Developmental History   

Emily was described as being a typically developing child with two notable exceptions. 

First, she experienced delayed mastery of bowel and bladder control as a toddler. Second, she 

struggled with a speech impediment as a young child, which the family addressed through 

speech therapy. The parents reported a significant improvement in her speech skills, and no 

lingering signs of the speech impediment were discernible during conversations with Emily.  

 Emily and her family moved states several times, as a result of her father’s job relocating 

him, with their first move occurring when Emily was five years old. During her school-aged 

years, Emily described having lived in three different cities and attending three different schools 

between kindergarten and 8th grade. Emily reported disliking that her family had moved multiple 

times during her childhood. Despite reassurances from her parents, they would not relocate until 

after Emily graduates from high school, Emily shared concern she would have to move again.   

Emily reported having a good relationship with her older brother but did not describe 

them as being close because he is five years older and has moved out of the home. While Emily 

reported having a strong and positive relationship with both of her parents, the frequent family 

moves placed strain on the parent-child relationship.   

Medical/Psychiatric History   

Emily’s direct requests to attend therapy were ignored by her parents for several months 

for unknown reasons, and only initiated after her parents found her journal. The parents’ 

reluctance to provide Emily with therapy occurred despite the revelation that Emily’s mom had a 

diagnosis of SAD at the time of treatment, and her father reported a family history of 
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depression. Additionally, Emily’s brother was thought to have obsessive-compulsive disorder 

(OCD) but had never been formally diagnosed. Emily reported having a hard time maintaining 

friendships since she was in second grade, which is shortly after the first time the family 

relocated.    

At the beginning of treatment, Emily and her parents were working with a 

gastroenterologist due to Emily experiencing significant stomach pain and irregular bowel 

movements. The parents reported that Emily had struggled “on and off” with irregular bowel 

movements since she was a toddler. Emily stated she noticed her IBS symptoms getting worse 

shortly before starting treatment but could not recall other instances where her mood was 

associated with IBS symptoms. Shortly after treatment began, Emily was diagnosed with irritable 

bowel syndrome (IBS) and prescribed Dicyclomine. Emily also began taking Senna concurrently 

to decrease IBS symptoms. Both Emily and her parents reported improvements in both Emily’s 

IBS-related symptoms and her mood shortly after beginning medication for IBS. Emily 

occasionally took Zofran for IBS symptoms but reported rarely needing to use it. 

Social Development   

Emily’s parents described their daughter as an outgoing and “goofy” child when she was 

younger. Emily was involved in several sports in her elementary school years including 

basketball, track, and cross country. Emily reported making nearly all of her friends through 

sports and claimed she almost always struggled making friends outside of sports. Emily reported 

having a small but close group of friends before the family moved to Kansas, and stated she still 

frequently talked with a couple of them over the phone. However, Emily reported losing one of 

her close friends shortly before the most recent move, as the friend stopped talking to her all 
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together, despite Emily’s attempts to reach out. Overall, Emily reported never having a close 

friendship that lasted for more than one year.  

At the time of treatment, Emily stated she did not have any close friends that lived near 

her. At school, Emily described talking occasionally with classmates, but typically only about the 

class content or school-related activities. Emily described herself as being shy and reserved at 

school, and worried others would perceive her as being “weird” or “annoying.” Additionally, 

Emily overtly expressed her rationale for not attempting to make friends was because of the 

possibility of losing them, as a result of her family moving again. Emily also worried that how 

she was treated by one former friend would reoccur--that a new friend would stop 

communicating with her altogether with no warning.    

Educational History   

At the time of treatment, Emily was in 8th grade and had recently begun her first year at a 

new middle school. Emily and her parents both reported that Emily enjoyed learning and had 

always earned mostly As and occasionally received Bs in her school classes. Emily reported 

disliking her new school and described most of her peers as being immature. Additionally, Emily 

complained the school ignored an incident involving another student being bullied and 

inappropriately touched, which increased her anxiety at school. Despite disliking her school, 

Emily reported she enjoyed helping other students, especially with math, and almost always took 

the opportunity to do so.  

Emily’s parents shared a suspicion their daughter might be experiencing symptoms of 

ADHD. In support of this diagnosis, Emily endorsed difficulties staying focused while the 

teacher was talking and while working on homework assignments. She also noted she tends to 

“zone out” during classes, particularly in classes she dislikes. Emily’s parents reported she often 
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had difficulty organizing papers and is forgetful when it comes to turning in homework and 

remembering due dates. However, the family stated Emily has never been formally evaluated for 

ADHD nor received specific accommodations at school. 

Assessment  

Mini-International Neuropsychiatric Interview for Children and Adolescents (MINI)  

The Mini-International Neuropsychiatric Interview for Children and Adolescents is a 

short and structured diagnostic interview that covers a broad range of mental disorders relevant 

for children and adolescents (Hogberg et al., 2019). The MINI covers the 30 most common 

psychiatric disorders and takes anywhere from 15 to 50 minutes to administer, with 30 minutes 

being the average administration time (Hogberg et al., 2019). Administration of the MINI 

involves the examiner reading one or more initial structured questions verbatim to the parent, 

child, or teacher that pertain to the core symptoms of the disorder being assessed. If core 

symptom(s) of a disorder are not endorsed, the examiner discontinues that portion of the MINI 

and moves onto the next disorder-specific domain. If core symptoms of the given disorder are 

endorsed, the examiner asks additional questions pertaining to the symptoms of the disorder 

being assessed (Hogberg et al., 2019). For all items on the MINI, the examiner uses their clinical 

judgment to rate each item either “Yes” or “No”, with “Yes” indicating the symptom was 

endorsed by the examinee. When an item is rated “Yes”, the examiner inquires about frequency, 

time frame, and severity of the symptom endorsed. After administering each disorder-specific 

domain, the examiner indicates whether the examinee meets or is likely to meet criteria for each 

disorder assessed.  

The MINI is available in multiple forms, including a parent version (MINI-Parent) and a 

child and adolescent version (MINI-Kid). Both forms assess for the same diagnoses and question 
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wording is relatively similar, with simpler language being used on the MINI-Kid (Hogberg, 

2019). The MINI-Kid includes questions directed at the child, with both the child and parent 

present. During administration of the MINI-Kid to a child client, the parent is asked to not 

respond to questions unless it is clear that the child is providing incorrect information. During 

administration of the MINI-Parent to the parents the child is asked not to be in the room.   

A psychometric evaluation of the MINI-Kid was conducted using 283 children aged 9-18 

years old and included individuals from both the general population and child mental health 

outpatient clinics (Duncan et. al., 2018). This research reported moderate to excellent interrater 

reliability for the MINI, with values ranging from k =.64 to 1.00 for all disorders except 

dysthymia (Duncan et al., 2018). Test-retest reliability varies from moderate (k=.33) to high 

(k=.79) depending on disorder, sample, and informants (Duncan et al., 2018). While child-parent 

agreement on many other disorders assesses by the MINI has been found to be low (k = .19) to 

moderate (k = .41), examination of parent-youth consensus agreement for the diagnosis of SAD 

is much higher with k = .69 (Duncan et al., 2018). The MINI has also been shown to have good 

to excellent sensitivity with values ranging from .61 to 1.00 and excellent specificity with values 

ranging from .81 to 1.00 (Duncan et al., 2018). These values suggest the MINI is equally adept at 

accurately identifying true positive and excluding true negative cases from within a larger 

population.  

The MINI was used as a diagnostic tool with the MINI-Parent being administered to 

Emily’s mother and father, and the MINI-Kid administered to Emily at the outset of treatment.   

 (See Appendix A for information on how to obtain a copy of the MINI). 

Columbia-Suicide Severity Rating Scale (C-SSRS) Risk Assessment  



TREATMENT OF SOCIAL ANXIETY DISORDER 32 

The Columbia-Suicide Severity Rating Scale (C-SSRS) is a questionnaire used to assess 

an individual's risk of suicide. The Risk Assessment Version of the C-SSRS assesses several 

types of suicidal behaviors and ideation and takes between 5 and 30 minutes to administer. 

Posner et al. (2011) designed and developed the C-SSRS to have two integrally related sections. 

The first section assesses the presence or absence of risk and protective factors of suicide and 

utilizes a checklist format where the administrator goes through each risk and protective factor 

and marks the items that are endorsed.  

 Secondly, the C-SSRS assesses for suicidal ideation using a “Yes” or “No” format and 

inquiries about 5 different categories of suicidal ideation. The categories are “Wish to be Dead”, 

“Non-specific Active Suicidal Thoughts”, “Active Suicidal Ideation with Any Methods (Not 

Plan) without Intent to Act”, “Active Suicidal Ideation with Some Intent to Act, without Specific 

Plan”, and “Active Suicidal Ideation with Specific Plan and Intent to Act”. The examiner asks 

about whether these behaviors have occurred over the past month or over the client's lifespan. If 

the client answers “No” to the “Wish to be Dead” and “Non-Specific Active Suicidal Thoughts” 

items, the other items regarding suicidal ideation are not to be administered.   

Next, the examiner asks about the intensity of the most severe type of ideation the client 

endorsed. The examinee is asked to provide a description of the most severe ideation they have 

experienced in their lifetime and the most severe ideation they have experienced in the past 

month. The intensity rating consists of five domains including frequency of ideation, 

controllability of ideation, duration of ideation, deterrents from attempting suicide, and reasons 

for ideation. Each intensity domain is rated by the examiner on a 0 to 5 or 1 to 5 Likert scale, 

with lower rating indicating less intensity within that domain. The five domain scores are 

summed to create a total intensity score. The total intensity score ranges from 2-25 with higher 
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scores indicating more intense ideation. While set cut-off scores for the intensity rating have not 

been established, research suggests that a score between 6-10 indicates the individual has 11x the 

risk of suicide, a score between 11-15 indicates 13x the risk of suicide, a score of 16-20 indicates 

19x the risk of suicide, and a score of 21-25 indicates 34x the risk of suicide.   

The next focus of the C-SSRS is assessing for suicidal behavior using four categories: 

“Preparatory Acts or Behavior”, “Aborted Attempt”, “Interrupted Attempt”, and “Actual 

Attempt (non-fatal)”. These items also utilize a “Yes” or “No” format. If the client endorses any 

suicidal behaviors, the clinician asks how many times the behavior occurred over their lifetime 

and how many times the behavior has occurred over the past month. For these times, the 

examiner is required to consider the density of suicidal behavior by adding up the total number 

of suicidal behaviors. The more suicidal behaviors one has engaged in, the higher the inferred 

risk of dieing by suicide.   

If suicidal behaviors are present, the examiner asks about lethality and medical damage 

using a 0 to 5 rating, with 0 indicating no physical damage or very minor physical damage, and 5 

indicating death. Finally, the examiner asks about potential lethality using a 0 to 2 rating, with 0 

indicating the behavior is not likely to result in injury and 2 indicating the behavior is likely to 

result in death despite receiving medical care.  In order to provide a rating for both items, the 

examiner asks about the most recent attempt, the most lethal attempt, and the first attempt.  

  Posner et al. (2011) described the process used to establish the psychometric properties of 

the C-SSRS which involved obtaining responses from adolescents and adults at three different 

sites. The internal consistency for the intensity subscale was found to be high with Cronbach's 

alpha = .937. The C-SSRS was also found to have good to excellent sensitivity and specificity 

for identifying near future attempts. Specifically, the assessment was found to have 99.4% 
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specificity and 100% sensitivity for identifying aborted attempts, and 100% specificity and 

sensitivity for both interrupted and actual attempts. Convergent validity with the Scale for 

Suicidal Ideation (SSI) was established with the C-SSRS and SSI moderately correlated at r = 

.52 for the severity items. A moderate correlation of r = 0.56 was also found between the SSI and 

C-SSRS for duration, frequency, controllability, and certainty items. Lastly, the C-SSRS 

significantly predicted suicide attempts during treatment (odds relation =1.45, 95% CI=1.07-

1.98, p=0.02).  

 (See Appendix B for a copy of the C-SSRS).   

 Children’s Yale-Brown Obsessive-Compulsive Scale - Second Edition (CY-BOCS-II)  

The Children’s Yale-Brown Obsessive-Compulsive Scale Second Edition (CY-BOCS-II) 

was developed by Storch and colleagues (2010) and is a semi-structured interview that consists 

of a list of common obsessions and compulsions seen in obsessive-compulsive disorder (OCD), 

as well as 10 separate items used to identify level of severity. In order to administer the CY-

BOCS-II, the examiner provides a definition of obsessions to the examinee along with 

illustrative examples. Then, the examiner inquires about current and past obsessions using a list 

of 29 commonly reported obsessions. Next, the examiner defines and gives examples of 

compulsions and inquires about the examinees current and past compulsions using a list of 29 

commonly reported compulsions. Avoidance of obsessions and compulsions is investigated 

using a list of eight commonly reported ways individuals with OCD engage in avoidance 

behaviors. Once the examinee’s obsessions and compulsions are identified, the examiner asks for 

the examinee’s top three most prominent obsessions, compulsions, and avoidance behaviors.   

Storch et al. (2010) described how the CY-BOCS-II also consists of five items that assess 

for severity of obsessions and five items that assess for severity of compulsions. The severity 
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items take into account time occupied by the symptoms, amount of time the examinee is 

symptom-free, the degree of control the examinee has over the symptoms, distress associated 

with the symptoms, and level of interference associated with the symptoms. All severity items 

are rated using a 6-point Likert scale where 0 indicates lower levels of severity and 5 indicates 

higher levels of severity. All ten severity items are summed to produce a total severity rating 

which can range from 10 to 50, with higher scores indicating more severe symptomology. The 

CY-BOCS-II also includes one item that inquires about examinees’ insight regarding their 

obsessions and compulsions using a 4-point Likert scale. Scores on the item assessing for insight 

range from 0 = excellent insight, to 4 = extreme lack of insight that may even be interpreted as 

delusional.  

The CY-BOCS-II includes two items where the examiner rates the reliability of the 

client’s previous ratings and rates their judgment of the current severity of the client’s OCD 

symptomology. On these two items, the clinician is required to consider the client’s 

cooperativeness, ability to communicate, and whether the types of obsessions the client 

experiences may interfere with the client’s reporting. These two items are rated using a 4-

point Likert scale where a rating of 0 = excellent and 3 = very low reliability. The item regarding 

the clinician’s judgement of the severity of the client’s OCD symptomology uses a 7-point Likert 

scale, with 0 = no illness present and 6 = extremely severe symptoms and completely 

nonfunctional. Lastly, the CY-BOCS-II includes an item for the clinician to rate the client's 

improvement since the first time the CY-BOCS-II was given. This item uses a 7-point Likert 

scale where 0 = notably worse and 6 = very much improved.  

  The psychometric properties of the CY-BOCS-II were evaluated in a study including 102 

children aged 7-17 who were receiving services at a specialty OCD treatment center (Storch et 
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al., 2019). The study found the CY-BOCS-II to have strong construct validity, as OCD symptom 

severity on the CY-BOCS-II was correlated strongly with clinician-rated measures of OCD 

symptom severity. The internal consistency of the overall severity scale was quite strong with 

Cronbach's alpha = .88. The internal consistency of specific subscales was also very strong, with 

the obsession severity scale posting an alpha =.86 and the compulsion severity scale an alpha = 

.75. All scales were found to have excellent test-retest reliability, with the obsession severity 

scale obtaining an r = .95, the compulsion severity scale r = .98, and the overall total severity 

scale r = .96. Inter-rater reliability was also shown to be excellent, ranging from k = .86 to .92 

across the various subscales.   

(See Appendix C for a copy of the CY-BOCS-II). 

 

Revised Child Anxiety and Depression Scale (RCADS)   

The Revised Child Anxiety and Depression Scale (RCADS) is a self-report measure 

developed by Chorpita et al (2005) used to identify symptoms of social anxiety disorder, 

generalized anxiety disorder, panic disorder, separation anxiety disorder, obsessive compulsive 

disorder, and major depressive disorder. The RCADS consists of 47 items which all use a four-

point rating scale of 0= never, 1 = sometimes, 2= often, and 3 = always. Each item is associated 

with one of the six disorders listed above and scores are added up within each domain to provide 

a final score for each disorder assessed. Once the scores are summed, a T-Score is calculated for 

each domain. T-scores below 65 are considered in the normal range, scores between 65-69 are 

considered in the borderline clinical range, and scores above 70 are considered in the clinical 

range. The RCADS is administered to the child as a self-report questionnaire and takes between 

ten and fifteen minutes to complete.  
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The psychometric properties of the RCADS were evaluated in a study by Chorpita et al. 

(2005) using a clinical sample of 513 children referred for mental health assessment at a 

university clinic. The RCADS showed good internal consistency for all disorders. Internal 

consistency for social anxiety was reported as Cronbach’s alpha = .87, and as alpha = .82 for 

OCD. The RCADS also showed medium to high convergent validity with the high convergent 

validity demonstrated through comparisons between the Revised Children’s Manifest Anxiety 

Scale (RCMAS) and the RCADS subscales of Social Anxiety and OCD, which produced 

correlations of r = .72 and .59, respectively. Sensitivity and specificity were also calculated for 

each disorder. Social anxiety showed sensitivity of .59 and specificity of .64, and the sensitivity 

for OCD was .70 with specificity of .65. These statistics demonstrate a relatively high risk of 

Type I and Type II errors when using the RCADS, in that it does a merely adequate job of 

capturing true positive cases and accurately excluding true negative cases of SAD and OCD.   

(See Appendix D for a copy of the RCADS; Appendix E for the Social Phobia subscale; 

and Appendix F for the Major Depression subscale).  

Diagnostic Assessment Results and Interpretations 

CY-BOCS-II  

The symptom checklist section of the CY-BOCS-II was administered during Emily’s first 

session with both of her parents present. All obsessions and compulsions listed in the CY-BOCS-

II were denied, therefore the severity scale portion was not administered. During the termination 

session, Emily was more open about experiencing intrusive thoughts, so the CY-BOCS-II was 

readministered.   

During the second administration of the CY-BOCS-II, Emily endorsed several obsessive 

thoughts and compulsive behaviors. Emily’s primary obsessive thoughts related to concerns that 
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she would harm other people, either by not cooking dinner correctly, not being careful enough to 

lock doors or turn the stove off, or on impulse (e.g., act on an aggressive intrusive thought). 

Additionally, Emily frequently had obsessive thoughts related to doing something embarrassing 

on impulse (e.g., cough loudly, make weird sounds, trip) and saying the wrong thing. Emily’s 

primary compulsions involved checking that doors were locked, appliances were turned off, and 

that chicken was fully cooked. Additionally, Emily frequently excessively checked her 

homework for errors, spending as much as 30 minutes per assignment before turning it in.  

Emily also endorsed actively avoiding several situations in an attempt to manage her 

obsessions and compulsions. For example, Emily avoided sharp objects like scissors and knives 

due to her fear she would impulsively hurt someone. Emily also avoided talking to others due to 

her fear of doing something embarrassing on impulse and her fear that she would say the wrong 

thing. Her overall severity rating of 22 during the termination session fell in the moderate range 

for both obsessions and compulsions. Further discussion revealed Emily displayed good insight, 

as she knew most of her fears were unrealistic and recognized that most of her compulsions were 

unnecessary. 

MINI  

For the Major Depressive Episode section of the MINI, during the initial session Emily 

and her parents endorsed Emily feeling sad or depressed for most of the day nearly every day for 

at least 2 weeks. This was despite the parents indicating they had seen some improvements in her 

mood over the last two weeks, a point on which Emily did not agree during her initial interview. 

Emily also indicated feeling bored and less interested in things she used to enjoy; however, her 

parents did not endorse this symptom being present for Emily. Emily and her parents both 

indicated Emily had been eating less and had lost weight, but this was attributed to her stomach 
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problems, as the interview occurred before she was prescribed medication for IBS. Emily 

indicated she had trouble sleeping as she would frequently wake up in the middle of the night, 

and her parents indicated that Emily had been sleeping more than usual. Additionally, Emily and 

her parents indicated she felt more tired than usual most of the time. Both Emily and her parents 

indicated Emily had occasionally talked slower than usual and was more fidgety than usual. 

Lastly, Emily and her parents both endorsed Emily experiencing difficulties with concentration.   

For the Manic and Hypomanic Episodes section, Emily and her parents both endorsed 

Emily experiencing a time where she was full of energy and felt “really good.” Although Emily 

and her parents both indicated Emily was in a high energy mood during the interview, this was 

not observable to the interviewer. Emily and her parents both denied her feeling annoyed or 

grouchy for several days at a time; however, Emily indicated that she currently felt grouchy or 

annoyed at school almost every day. Although her parents did not agree, Emily endorsed needing 

less sleep to feel energized at times, talking too much and too quickly without stopping at times, 

and having her thoughts run together in her mind to the point where she is moving quickly from 

one subject to another.  Emily and her parents also both endorsed that Emily is fidgety but 

reported this is unrelated to her mood state.   

Emily and her parents both endorsed all six items on the Mini-Kid and Mini-Parent that 

assess for SAD. Along with endorsing all social anxiety symptoms on the MINI, Emily and her 

parents provided several examples of Emily’s anxiety being much worse than her same aged 

peers and causing problems for her at school and at home. For example, Emily struggled to make 

friends at her new school as she almost always avoided talking with classmates due to her 

anxiety. Additionally, Emily avoided ordering food and eating in public because of her anxiety. 

Emily indicated she had been experiencing this anxiety for approximately 6 months and Emily’s 
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parents reported first noticing her anxiety approximately 1 year prior when Emily decided to quit 

playing basketball.   

For the Attention Deficit/Hyperactivity Disorder (ADHD) section of the MINI, neither 

Emily nor her parents endorsed the opening screening question as applying to Emily. However, 

the rest of the ADHD section was administered as Emily’s mother was specifically concerned 

about the possibility Emily had ADHD and expressed worry that Emily was not reaching her full 

potential at school due to disorganization. Both Emily and her parents’ indicated Emily had 

always been fidgety, she currently had difficulty staying focused while doing homework, and 

currently had difficulty staying organized. Emily’s parents also indicated she avoided starting her 

homework and forgot things that are needed for school, unless her mother made a list for her and 

helped her prepare for school. Emily indicated she was forgetful in her everyday routine and 

occasionally forgot to brush her teeth or wash her hair. Emily and her parents indicated that the 

only symptom present for Emily prior to age 12 was being fidgety.    

C-SSRS  

Emily was administered the C-SSRS due to her parents being specifically concerned 

about suicidal ideation after finding her journal. While Emily endorsed feelings of loneliness and 

isolation, she denied any history of suicidal thoughts or suicidal or self-injurious behavior. When 

asked about protective factors, Emily identified her friends from before she moved, family, and 

dogs as reasons for living. Additionally, Emily endorsed having supportive family members and 

friends.   

Although Emily did not endorse any suicidal thoughts or behaviors, a safety plan was still 

completed as part of the assessment process. Emily listed two friends from before she moved and 

one family member she could call to feel better and three family members she could call for help. 
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Emily listed activities such as exercising, listening to music, reading, and playing with her dogs 

as activities she could engage in when she was experiencing a low mood. Emily listed warning 

signs of sleeping more than usual, isolating herself in her room, and being more irritable than 

usual that she and her parents could look out for that indicated she was in a low mood. While 

Emily offered “kindness” as a personal strength, she struggled to come up with two additional 

strengths, so her parents offered “athletic” and “intelligent.” Emily and her parents brainstormed 

ways her family could be supportive and came up with checking in on Emily by asking if she 

was okay when any warning signs were present, cooking dinner with Emily, and watching a 

movie together as a family. Lastly, Emily was given two suicide hotline numbers she could call 

in case of an emergency, one local number, and one national hotline. Emily was also given a 

suicide hotline number she could text.  Throughout treatment, approximately every other week 

the therapist asked whether Emily had used her safety plan. If Emily’s response suggested the 

safety plan had not been used directly, the therapist asked Emily whether she engaged in any of 

the activities listed in the safety plan. Emily frequently listened to music and occasionally 

walked her dogs with her mom. The therapist also asked whether Emily had experienced any 

suicidal thoughts or ideation biweekly, with Emily having never endorsed experiencing suicidal 

thoughts or ideation. Emily’s mother reported noticing improvements in Emily’s depression 

periodically, and her initial concern with Emily being suicidal dissipated after several weeks of 

treatment.  

Revised Children’s Anxiety and Depression Scale (RCADS)  

Emily was administered the full RCADS self-report measure at the first session and 

scored in the clinical range for the social anxiety and major depression categories, with t-scores 
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of 74 and 70, respectively. Emily scored in the normal range for panic disorder (t = 51), 

separation anxiety (t = 50), generalized anxiety (t = 57), and OCD (t = 53).  

Emily was administered the self-report social phobia subscale and major depression 

subscale of the RCADS four times throughout treatment. As summarized in Table 1 below, 

Emily’s social anxiety symptoms became noticeably less problematic over the course of 

treatment, with her RCADS scores on the social phobia subscale dropping from an initial high of 

74 (Clinical range) to a termination session score of 54 (Normal range). Table 2 shows very 

stable scores on the Depression subscale of the RCADS with only a two-point difference 

between her initial session score of 70 (Clinical range) and a score of 68 (Borderline range) at 

termination.  

Emily’s scores on the RCADS suggest Emily experienced a decrease in depressive 

symptoms. Emily’s pattern of symptom change is consistent with findings from Moscovitch et 

al. (2005). These authors conducted a study including 66 participants with a primary diagnosis of 

SAD, and 12 of the participants had an additional diagnosis of major depressive disorder (MDD). 

Participants attended 12 group cognitive behavioral therapy (GCBT) sessions for social anxiety 

that included psychoeducation, in-session exposures, cognitive restructuring, and homework 

assignments. Symptom change was measured using clinician-administered and self-report 

measures of anxiety and depressive disorders. The authors found that while both depression and 

social anxiety improved significantly during treatment, decreases in social anxiety fully mediated 

decreases in depression and accounted for 91% of decreases in depression. Decreases in 

depression only partially mediated decreases in social anxiety and accounted for six percent of 

decreases in social anxiety. These results suggest that when GCBT produces reductions in social 

anxiety symptomology, depressive symptoms also tend to improve.  
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Moitra et al. (2008) found that avoidance behaviors play a significant role in mediating 

the relationship between social anxiety and depressive symptoms. Therefore, it is likely that 

reductions in Emily’s depression occurred as psychoeducation and exposure-based treatment 

interventions produced reductions in her avoidance behaviors. Specifically, as Emily’s began to 

engage in social situations she previously avoided (e.g., talking with peers at school, initiating 

conversations, maintaining conversations), she began forming closer, more meaningful 

relationships with her peers. As a result, Emily’s social support increased, which has been found 

to be a protective factor against depressive symptoms in adolescents (Luo et al., 2016).  

Table 1 

RCADS Social Phobia Subscale Scores Across 11 Weeks of Treatment 

RCADS Social 

Phobia Subscale  

Initial  Week 4  Week 7  Week 11  

T-score  74  68  60  54  

Interpretation   Clinical  Borderline  Normal  Normal  

 

Table 2 

RCADS Major Depression Subscale Scores Across 11 Weeks of Treatment  

RCADS Major 

Depression 

Subscale  

Initial  Week 4  Week 7  Week 11  

T-score  70  71  68  68  

Interpretation  Clinical  Clinical  Borderline  Borderline  
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Case Conceptualization  

Etiology  

Barlow’s (2002) triple vulnerability theory posits that the interaction of generalized 

biological vulnerabilities, generalized psychological vulnerabilities, and specific psychological 

vulnerabilities may manifest as anxiety disorders.  

Evidence supporting the presence of generalized biological vulnerabilities is found in 

Emily’s mothers report of experiencing social anxiety although she was never formally 

diagnosed and never sought treatment. Additionally, Emily’s father and many of his family 

members have a history of depression, which has also been shown to increase the risk of 

developing an anxiety disorder, including SAD (Ollendick et al., 2002). Considering Emily’s 

family history of anxiety and depression, it’s likely she possesses a genetic predisposition from 

both her mother and father’s side of the family, which may have manifested as her being 

emotionally reactive to environmental change and can be conceptualized as experiencing high 

levels of neuroticism. Being especially sensitive to environmental change likely contributed to 

her avoidance behaviors and low approach behaviors.   

Emily’s history of moving may have contributed to her developing a generalized 

psychological vulnerability. First, Emily’s family moved several times, starting when she was 

five years old, right before starting kindergarten. Emily moved again when she was nine years 

old, this time to a different state. This move likely had a bigger impact on her, as she had to 

change schools and was not able to stay in touch with the friends, she made in her early 

elementary school years. Emily remained in the same state and school from ages 9 to 14, and 

then her family moved again to a new state. Consistent with Barlow’s (2002) description of 

TVT, Emily’s family’s pattern of moving every 4 to 5 years likely contributed to development of 
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a generalized psychological vulnerability regarding Emily viewing the world as unpredictable 

and uncontrollable.   

For individuals with SAD the specific psychological vulnerability refers to the fear of 

being evaluated by others (Barlow, 2002). Emily’s specific fear of being evaluated by others may 

have developed from observing her mom either avoid or become anxious in social situations. 

Additionally, Emily had a stutter when she was younger, and remembers being self-conscious 

about her stutter since she was in kindergarten. While in treatment, Emily brought up the fear of 

stuttering and being judged by her peers for stuttering often. Although Emily could not recall a 

time when she was bullied for stuttering, she remembered feeling like she was different because 

she had to attend speech therapy.   

Emily also recalled losing several close friendships each time she moved and would also 

frequently bring up friendships that ended for reasons other than her moving. When asked about 

these friendships, Emily stated the friends just “randomly” stopped talking to her and she did not 

know why. All these factors could have contributed to Emily developing a specific fear of being 

evaluated by others and combined with a generalized psychological vulnerability and generalized 

biological vulnerability, led to the development of SAD.   

Consistent with Heimberg et al’s (2014) cognitive-behavioral theory of SAD, Emily 

perceived others to be critical and believed any social mishaps would have significant 

consequences. For example, Emily believed if she stuttered during a class presentation, she 

would receive a bad grade. When asked directly about this belief, Emily stated she believed she 

would lose up to 10 points due to stuttering. Emily also believed her classmates would perceive 

her to be dumb or weird if she stuttered or stood awkwardly during a presentation. She also 

frequently mentioned her classmates having bored expressions on their faces and her teacher 
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looking angry or disappointed during her presentations. During social situations involving more 

than one other person (including presentations), Emily indicated several physiological symptoms 

that can be observed by others such as shaking, sweating, and blushing. During several sessions, 

Emily stated her physical symptoms were very noticeable to others and said she often noticed 

others would look at her “weird” when she began to blush. During exposures where Emily gave 

a speech, she indicated she stuttered 5-6 more times than she actually did. This is consistent with 

Heimberg and colleagues (2014) cognitive-behavioral theory that individuals with SAD view 

their anxious symptoms in an exaggerated and inaccurate way and tend to exaggerate the 

consequences of their anxious behaviors.  

As Emily noticed her physiological symptoms of anxiety and negative thoughts, she 

would engage in safety and avoidance behaviors such as avoiding eye contact, talking quietly, 

and minimizing her participation in conversations. Emily often told others she didn’t feel well to 

avoid interacting with peers and adults and remembered engaging in this behavior since she was 

in 5th grade. These avoidance behaviors sometimes confirmed her existing negative beliefs, as 

she had a history of losing points during presentations for talking too quietly. Additionally, 

Emily’s pattern of minimizing her participation in conversations interfered with her ability to 

initiate new friendships, which strengthened her belief that she was socially inept. Specifically, 

Emily often had negative thoughts such as “I won’t know how to maintain a conversation” and 

“Others will get bored talking to me.” Other avoidance behaviors for Emily included walking to 

her classes quickly to avoid social interactions in the hallway, sifting through her backpack to 

look busy, avoiding participating in class, and answering questions when called on by a teacher 

with “I don’t know” even when she did know the answer. Consistent with Heimberg et al’s. 
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(2014) model, Emily’s avoidance behaviors played a role in eliciting negative feedback from 

others.  

These avoidance behaviors also taught Emily that avoidance relieved cognitive and 

physiological manifestations of anxiety in the short term, and therefore were negatively 

reinforced (Skinner, 1967). Consistent with Wells et al (1995), her avoidance behaviors 

prevented her from disproving unrealistic beliefs about the consequences of her physical 

symptoms of anxiety. Additionally, the avoidance behaviors prevented Emily from learning that 

her anxiety in social situations would decrease as time spent in the social situation went on. 

These behaviors also prevented Emily from experiencing the natural positive reinforcements that 

come from interacting with peers and attempting to make friends.  

DSM-5 Diagnoses   

300.23 Social Anxiety Disorder. During the administration of the MINI-Kid and MINI-

Parent Emily and her parents described Emily as avoiding social interactions at school and out in 

public. Additionally, Emily described being worried others will judge her or think she is weird 

and annoying. Emily and her parents both described Emily as having difficulties giving oral 

presentations at school as well. Furthermore, Emily and her parents both endorsed all of the 

social anxiety items on the MINI being present for Emily and Emily’s initial score on the 

RCADS Social Phobia domain was a 74, which fell in the clinical range.  

F32.1 Major Depressive Disorder, Moderate. During the administration of the MINI-

Kid and MINI-Parent Emily her parents indicated Emily had experienced a low mood nearly 

every day for at least the past two weeks, experienced changes in sleep, ate less than usual, and 

at times would talk slower than normal. Additionally, all parties endorsed Emily having more 

problems concentrating than usual when she experienced a low mood. Emily was also socially 
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isolated and did not have motivation to make friends or join sports teams at school, which were 

both things she previously enjoyed. Additionally, Emily’s score on the RCADS assessment 

indicated clinical levels of depression.   

300.3 Obsessive-Compulsive Disorder. During the intake session, the CYBOCS-II was 

administered due to Emily and her parents reporting she worried about acting out of anger and 

hurting someone in her class. Emily reported the thoughts typically only occurred in one of her 

classes and her anger stemmed from her new school, specifically mentioning a situation where a 

bullying situation (that did not involve her) seriously. Additionally, Emily and her parents both 

denied the presence of all obsessions and compulsions included in the CY-BOCS-II.  

During the termination session, the therapist inquired about Emily’s worry that she would 

hurt someone in her class. Emily reported she didn’t experience the thought much anymore, as 

she felt angry less often at school. However, Emily was more open to discussing how she 

experienced the thoughts during the beginning of the year, and described them as being intrusive, 

hard to control, and occurring in several of her classes almost every day. Additionally, this is 

when Emily mentioned being worried she would hurt someone with a knife and stated she 

avoided being around sharp objects. Emily made it clear she did not want to hurt anyone, but the 

intrusive thoughts she experienced when she was around knives caused significant distress. Since 

Emily was more comfortable being open with the therapist, the CY-BOCS-II was given again 

and Emily endorsed several obsessions and compulsions, which are referenced above. Emily did 

not receive a score on the CY-BOCS-II the first time it was administered because all obsessions 

and compulsions were denied.  The second time the CY-BOCS-II was administered, Emily 

earned a score of 22, which fell in the Moderate range for both obsessions and compulsions. 
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Newth & Rachman (2001) describe several common reasons why individuals with OCD 

may be reluctant to disclose their OCD symptoms. First, individuals with OCD often expect 

disclosure to cause others to be shocked, horrified, and rejecting of them. This fear of rejection, 

which is also consistent with Emily’s SAD diagnosis, causes the individual with OCD to avoid 

disclosure to preserve their reputation and possibly to neutralize obsessive thoughts. Similar to 

how SAD is conceptualized, avoidance behaviors provide short-term relief but play a role in 

maintaining OCD. Second, individuals with OCD may be ashamed of or frightened by their 

thoughts and may believe thoughts related to harming others means they are a bad person, 

dangerous, or crazy. At the time of the initial administration of the CY-BOCS-II, Emily was still 

viewing her thoughts as facts, and had not learned how to challenge her thoughts yet. Once 

Emily disclosed she avoided knives, the therapist provided psychoeducation about obsessions 

related to OCD and Emily was more willing to disclose other obsessions and compulsions she 

had experienced, likely because she was able to better understand her obsessions were not a 

reflection of her character.  Lastly, Emily’s parents were not in the room during the second 

administration of the CY-BOCS-II, which may have made Emily feel more comfortable 

disclosing.  

Emily was diagnosed with OCD during a session that was deemed the termination 

session for the purposes of this case study. The client has indicated her intention to continue 

treatment with her treatment plan adjusted to incorporate her OCD diagnosis. Exposure and 

response prevention (ERP) will be implemented based on Emily’s obsessions and compulsions 

as it is the most empirically supported treatment for OCD in adults and adolescents (Berman et 

al., 2017; Bolton & Perrin, 2008). ERP involves having a client expose themselves to a feared 

situation (e.g., holding a knife) and refraining from engaging in compulsive behaviors (e.g., 
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seeking reassurance by asking “Is it okay if I hold this?”, “Will I hurt someone?”) and also 

refraining from avoidance behaviors (e.g., avoiding sharp objects) (Riggs & Foa, 1993). Similar 

to how exposures for SAD are planned, Emily will create a hierarchy of feared situations with 

the therapist, and situations that are the least feared being addressed through ERP first. 

Additionally, psychoeducation about OCD will be incorporated using the “Talking Back to 

OCD” book (March & Benton, 2006). Emily and her mother will both be encouraged to read one 

to three chapters each week and the chapters read will be reviewed briefly at the beginning of 

sessions.  

Ruscio et al. (2010) conduced an epidemiological study and found OCD to be a highly 

comorbid disorder, with up to 90% of individuals with OCD having a comorbid disorder. 

Anxiety disorders are the most common comorbidities with approximately 75.8% of individuals 

with OCD having an anxiety disorder. Approximately 43.5% of participants had a diagnosis of 

SAD. Mood disorders were found to be the second most common comorbidity, with 63.3% of 

participants having a comorbid mood disorder. The study found that 40.7% of participants met 

diagnostic criteria for major depressive disorder (MDD). Avoidance behaviors, the tendency to 

have increased autonomic responses to certain stimuli, overestimation of risk, and catastrophic 

cognitions are common features present in both SAD and OCD (Lochner et al., 2003). 

Differential Diagnosis  

300.02 (F41.1) Generalized Anxiety Disorder 300.02. During the MINI-Kid and MINI-

Parent both Emily and her parents indicated Emily experienced symptoms of being easily 

fatigued, irritability, and stomach pains. Emily also reported her worry about her medical 

condition was frequent and impairing. Upon further questioning, Emily and her parents 

explained Emily was waiting to see a gastroenterologist for her stomach pain. Prior to her first 
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session, Emily had been experiencing stomach pains after eating for about 6 months. Two weeks 

after therapy sessions began, Emily was diagnosed with irritable bowel syndrome (IBS) and 

began taking medication. After about a week of being on medication for IBS, Emily and her 

mom both reported improvements in Emily’s mood, stating she was less irritable, less fatigued, 

and experienced stomach pains significantly less.   

The decision to not assign a diagnosis of GAD was further supported by Emily stating 

most of her worries were related to her social anxiety. For example, Emily explained she often 

worried after having a conversation with a peer that she said something embarrassing or rude. 

While Emily acknowledged worrying about school, most of those worries would be about 

socializing at school. For example, she reported worrying before presentations, specifically 

worrying she would stutter and be judged, and she would also worry before classes where it was 

likely she would have to participate. Therefore, a diagnosis of GAD was ruled out because 

Emily’s symptoms were better explained by SAD. 

Bipolar II Disorder. During the intake session, Emily reported experiencing mood shifts 

where she felt like she was “on top of the world” for anywhere from two hours to four days, 

followed by anywhere from two days to several weeks of feeling fatigued and depressed. On 

days where Emily experienced an elevated mood, she reported sometimes sleeping significantly 

less than usual and reported she did not feel any effects from the lack of sleep. Additionally, 

Emily reported inconsistent eating patterns, where she would eat a lot some days, and barely eat 

other days. However, Emily did not see her eating habits correlating with her mood.   

While Emily and her parents endorsed Emily experiencing some symptoms of 

Hypomania, Bipolar II disorder was ruled out because Emily did not report experiencing a time 

where she met full diagnostic criteria for hypomania. It is likely Emily’s mood fluctuations were 
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related to her IBS, as she reported experiencing less mood fluctuations after being prescribed 

medication for IBS. Emily’s mom also later reported that she was in a better mood when able to 

eat foods that minimized digestive problems.   

Course of Treatment  

Emily attended one intake session, two assessment sessions, and eight CBT sessions over 

the course of approximately three months. Throughout the course of treatment, Emily attended 

three sessions via telehealth due to COVID-19 complications. Emily missed two scheduled 

sessions due to family and school obligations, but generally attended sessions on a regular basis. 

Additionally, Emily engaged in three 10–15-minute phone calls with her therapist that were 

called “homework check-ins.” The content covered in each session is provided in the timeline 

below:  

Session One: Intake to review Informed Consent and obtain understanding of the Presenting 

Problem and Reason for Referral.  

 

Sessions Two and Three: Administration of CY-BOCS-II, MINI, RCADS, C-SSRS, additional 

clinical interview, and creation of a safety plan.  

 

Session Four: Introduction of “Managing Social Anxiety Workbook”; Psychoeducation on social 

anxiety disorder and treatment rationale and motivation building; Administration of RCADS; 

Assigned homework of completing a “Pros and Cons to Change” worksheet. 

 

Session Five: Creation of fear and avoidance hierarchy; Assigned homework of identifying 

physiological components of anxiety and avoidance behaviors. 

 

Session Six: Introduction to cognitive biases and categories of automatic thoughts; Assigned 

homework of completing a worksheet that involved reading examples of anxiety provoking 

social situations and identifying useful perspectives one could take. 

 

Sessions Seven and Eight: Administration of RCADS (session seven); Introduction to thinking 

errors, disputing questions, and rational responses; Review of exposure expectations; Assigned 

homework of identifying automatic thoughts and relevant thinking errors, dispute automatic 

thoughts, and identify one or more rational responses. 

 

Homework Check in: Emily completed previous homework and was assigned new homework of 

coming up with another rational response.  
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Session Nine: Role-play exposure with therapist (described below); Build client’s motivation to 

make and keep friends; Assigned homework of practicing cognitive restructuring and 

brainstorming treatment goals. 

 

Session Ten: Phone call exposure (described below and in Appendix G); Assigned homework of 

initiating conversations with three acquaintances. 

 

Homework Check-in: Emily completed the exposure of initiating conversations with three 

acquaintances; Therapist assigned new homework of making at least three phone calls to 

different businesses. 

 

Session Eleven: Giving a speech exposure (described below); Administration of RCADS; 

Assigned homework of practicing her speech with her parents and comparing parental feedback 

with her perception of the speech. 

 

Homework Check-in: Emily completed the previous homework assigned and was assigned 

homework of initiating a conversation with a group of people. 

 

Session Twelve: Review of helpful and unhelpful aspects of therapy; administration of CY-

BOCS-II; Review of fear and avoidance hierarchy. 
 

Psychoeducation   

Psychoeducation initially targeted SAD, including the core symptoms of social anxiety, 

how it can develop, and how it is maintained. When explaining the core symptoms of social 

anxiety (e.g., fear of judgment, situational avoidance, etc.), Emily was asked to give examples of 

how those symptoms applied to her in order to ensure she understood and agreed with the 

assigned diagnoses. Emily identified fears of being perceived as weird, annoying, rude, or 

confusing, as well as the fear of embarrassing herself. Additionally, Emily identified avoiding 

social interactions and judgment from peers by pretending to be busy, putting things into her 

backpack, telling people she has somewhere to be when she doesn’t so that she can leave social 

situations early, walking quickly in the hallway, and checking her homework three to four times 

before turning it in to ensure she did not make any mistakes. During the discussion about 

maintenance, the therapist described how avoidance relieves anxiety in the short term but 
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maintains anxiety in the long term because it prevents learning that the social situation causing 

anxiety is not actually threatening, and also prevents habituation.   

Next, psychoeducation about CBT was provided. The therapist explained how thoughts, 

feelings, and behaviors are connected. Additionally, the therapist explained how physiological 

symptoms of anxiety can create an increase in anxious thoughts. Emily identified shakiness and a 

racing heart as the most common physical symptoms of anxiety she experiences. She also 

identified thoughts of “I will embarrass myself,” “People don’t want to talk to me,” and “Others 

won’t understand me” as being common for her when she is in anxiety-provoking social 

situations.   

Fear and Avoidance Hierarchy  

A fear and avoidance hierarchy is a list of situations the client finds anxiety provoking 

and is used throughout treatment to guide exposures. Additionally, fear and avoidance 

hierarchies are helpful in tracking treatment progress. In order to create a fear and avoidance 

hierarchy, the client and therapist first devise a broad list of situations that make the client 

anxious, and then make the list more specific by asking clarifying questions about what makes 

the situation more or less anxiety provoking. Next, the client rates how anxiety provoking each 

situation is on a scale of 0-100, the level of anxiety is referred to as “subjective units of distress” 

(SUDS). A social situation rated a 0 is one where the client experiences no anxiety, a situation 

rated 25 indicates feeling mild anxiety that is manageable, a 50 indicates anxiety is bothersome 

and distracting, a 75 indicates anxiety difficult to cope with and thoughts of leaving the situation 

are present, and 100 is the most anxiety the client has experienced (Hope et al., 2019, p. 72-74). 

The social situations are then placed in order beginning with the highest rating.   
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The degree of avoidance the client engages in during the anxiety inducing social 

situations is also accounted for using a 0-100 scale. An avoidance rating of 0 indicates the client 

willingly approaches the situation and confronts all aspects of it, a rating of 25 indicates almost 

always chooses to face the situation and may engage in minor avoidance behaviors, a 50 client 

sometimes chooses to avoid the situation because of anxiety and engages in subtle avoidance 

behaviors when in the situation, a75 means usually avoided or the client engages in serious 

avoidance behaviors when in the situation, and an avoidance rating of 100 indicates the situation 

is completely avoided (Hope et al., 2019, p. 75-76). Avoidance ratings, like SUDS ratings, can 

be used to track client progress. Additionally, avoidance ratings are used when creating the 

hierarchy if two or more situations are given the same SUDS rating. For example, if a client 

provided a SUDS rating of 50 for two social situations, the situation with the highest avoidance 

rating would be ranked higher on the fear and avoidance hierarchy.  

Table 3 below provides a summary comparing Emily’s SUDs ratings at Pre-Treatment 

and Termination. Regarding SUDs ratings, the most noteworthy changes were obtained in social 

situations that required Emily to engage in “conversation.” The largest improvement was evident 

with “Starting conversations with a stranger” where Emily’s rating dropped 25 points. Decreases 

of 20 points were obtained in four areas: 1) Starting a conversation with an acquaintance; 2) 

Maintaining conversations with a friend; 3) Other people ending a conversation; and 4) Giving a 

presentation in class. Decreases of 15 points were evident on: Maintaining a conversation with a 

stranger; Walking down the hallway at school; and Eating in public. Though still in the direction 

of reduced social anxiety, the least improvement was shown in the situations of Talking 1:1 with 

an acquaintance (2-point drop); Starting a conversation with a friend (10-point drop); and 

Turning in homework to a teacher (10-point drop).  
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Table 3  

Fear Hierarchy with SUDs Ratings at Pre-Treatment and Termination 

Situation  SUDS at Pre-Treatment SUDS at Termination  

Starting a conversation with an 

acquaintance  50  30  

Maintaining conversations with 

a friend  60  40  

Eating in public  45  30  

Starting a conversation with a 

friend  50  40  

Starting a conversation with a 

stranger  80  55  

Other people ending a 

conversation  60  40  

Talking 1 on 1 with an 

acquaintance  62  60  

Walking down the hallway at 

school  65  50  

Turning in homework to a 

teacher  70  60  

Participating in class  80  55  

Maintaining a conversation 

with a stranger  85  70  
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Giving a presentation in class  90  70  

  

Table 4 provides a summary comparing Emily’s Avoidance ratings at Pre-Treatment and 

Termination. Regarding Avoidance, the most noteworthy changes were found in relatively 

unavoidable situations related to school-based activities, with a 30-point decrease found on both 

“Walking down the hallway at school,” and “Starting a conversation with an acquaintance.” 

Decreases of 20 points were obtained on four situations, including: 1) Turning in homework to a 

teacher; 2) Participating in class; 3) Giving a presentation in class; and 4) Starting a conversation 

with a friend. Decreases of 15 points were obtained on Maintaining a conversation with a friend; 

and other people ending a conversation. Situations that are not necessary to maintain adequate 

functioning at school produced the smallest changes, with a decrease of 10 points shown on 

Eating in public; Starting conversation with a stranger; and Talking 1:1 with an acquaintance.  

No change was seen on Maintaining conversation with a stranger. 

Table 4 

Fear Hierarchy with Avoidance ratings at Pre-Treatment and Termination 

Post-Treatment  

Situation  

Avoidance Rating at Pre-

Treatment  

Avoidance Rating at 

Termination  

Starting a conversation with an 

acquaintance  60  30  

Maintaining conversations with 

a friend  40  25  

Eating in public  50  40  
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Starting a conversation with a 

friend  50  30  

Starting a conversation with a 

stranger  70  60  

Other people ending a 

conversation  60  45  

Talking 1 on 1 with an 

acquaintance  60  50  

Walking down the hallway at 

school  70  40  

Turning in homework to a 

teacher  70  50  

Participating in class  80  60  

Maintaining a conversation 

with a stranger  60  60  

Giving a presentation in class  80  60  

  

Cognitive Restructuring   

Cognitive restructuring was frequently incorporated throughout treatment. The therapist 

first described how dysfunctional thinking patterns can impact how we feel and behave in social 

situations. Emily was given several hypothetical scenarios where someone might be socially 

anxious and asked to compare likely physical and behavioral responses when the situation is 

thought about in a dysfunctional way compared to when the situation is thought about in a more 
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objective manner. Next, Emily was asked to think of a recent social situation where she felt 

anxious and identify how her physical and behavioral responses might have been different if she 

thought differently about the situation.   

Next, the therapist explained “thinking errors” to Emily. Thinking errors are defined as 

“the problems of logic that characterize many Automatic Thoughts” (Hope et al., 2019, p. 91-

92). Emily was given a list of common thinking errors and first asked to identify thinking errors 

with hypothetical scenarios, then to identify which ones are common for her. Emily identified 

Labeling, Mind Reading, and Disqualifying the Positive as the most common thinking errors she 

experiences. For example, Emily frequently had thoughts of “They will think I’m weird” and 

“They will think I’m annoying”, which fit under the “Labeling” and “Mind Reading” thinking 

errors, as she is labeling herself as weird and assuming she knows what others are thinking about 

her. She connected her thoughts of “I stuttered too much to get a good grade” to the thinking 

error “Disqualifying the Positives” as she believed her stuttering would significantly impact her 

grade on a presentation and did not consider the quality of the content in her presentation.    

After learning to identify ATs and thinking errors, the focus of treatment shifted to 

challenging ATs. A list of disputing questions was given to Emily and discussed during the 

session.  Again, Emily was asked to practice using disputing questions with hypothetical 

scenarios first, and then applied the disputing questions to her own ATs. The disputing question 

“Why is this situation important?” helped Emily view the previously anxiety provoking social 

situation of starting a conversation with a friend as being consistent with her values and goals, 

which encouraged her to initiate conversations even when she was anxious rather than avoid 

them. Other disputing questions Emily found useful were “What’s the worst that could happen?” 
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“How can I cope with my feared outcome?” “What evidence do I have?” and “What could be 

another explanation?”  

The last step of cognitive restructuring is to come up with a “rational response” which is 

a statement that summarizes key points discovered from challenging the identified ATs. Rational 

responses can be used during anxiety provoking social situations, including during exposures, to 

help the client stay grounded and think more rationally despite feeling anxious (Hope et al., 

2019). In session, Emily was asked to go through all four steps of cognitive restructuring with a 

hypothetical scenario and then apply the four steps of cognitive restructuring to a real-life 

situation. Examples of rational responses developed by Emily in collaboration with this therapist 

included “The worst that can happen is an awkward silence and I can handle that,” and “I can 

find something to ask if there’s a pause in the conversation.”  

Exposures  

After practicing cognitive restructuring both in session and as homework outside of 

session, exposures were introduced. Exposures took place during three sessions, and outside of 

session several times, as part of therapy homework. First, psychoeducation about how exposures 

work and why they are helpful was given, including a description of habituation.   

In-Session Exposure #1  

The first in-session exposure targeted Emily’s fear of starting a conversation with an 

acquaintance. First, Emily picked a person she interacts with at school she believed she could 

actually start a conversation with over the upcoming week. Emily identified a classmate she saw 

several times a week in one of her classes and described her as being quiet. Before beginning the 

exposure, Emily imagined what it would be like to start a conversation with her classmate and 

identified three automatic thoughts, “I’ll embarrass myself” “She doesn’t want to talk to me” and 
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“I won’t know how to continue the conversation.” Emily chose to challenge the thought that she 

will embarrass herself and won’t know how to continue the conversation.   

After using disputing questions to challenge that AT, Emily came up with a rational 

response of “The worst that can happen is an awkward silence, and I can handle that.” Next, 

Emily came up with two behavioral goals, one being to ask one question, and the second one 

being to start the conversation. The therapist added a goal of staying in the exposure despite her 

anxiety level.   

The exposure was a role-play, with the therapist playing the acquaintance and Emily 

playing herself. The exposure was completed three separate times in session, each lasting four to 

five minutes. During the first role-play, the therapist was agreeable and made an effort to 

maintain the conversation. During the second role-play, the therapist was agreeable and kind, but 

made less of an effort to maintain the conversation. During the third exposure, the therapist was 

kind, but more disagreeable and did not make an effort to continue the conversation. Emily was 

informed the therapist would make the exposure more challenging each time prior to beginning. 

Emily rated her SUDS as a seven before the first role-play, a six before the second role play, and 

a seven before the third role-play. The therapist noted Emily’s SUDS every 90 seconds during 

the exposures and each time she rated her SUDS at a five or lower by the end of the exposure. 

Additionally, Emily’s SUDS increased by one to two points each time there was a pause in the 

conversation.  

 Despite her increased anxiety, Emily was able to successfully ask questions to maintain 

the conversation. After each role-play, Emily was asked whether she achieved her three goals 

and each time she acknowledged that she had. Additionally, the therapist pointed out that Emily 

successfully asked a total of 7 questions between all of the role-plays combined. Lastly, the 
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therapist and Emily discussed the usefulness of her rational response, in which Emily stated it 

was most useful during the last and most difficult role-play.   

In Session Exposure #2 (phone-call)  

The second in-session exposure took place via telehealth due to COVID-19 restrictions 

and was designed to target Emily’s fear of starting and maintaining conversations with strangers. 

This exposure involved another therapist who works at the same clinic but did not work with 

Emily directly. Before beginning the exposure, Emily identified automatic thoughts of “She’ll 

think I’m awkward,” “I won’t be able to maintain the conversation,” “I’ll be annoying,” “She'll 

think I’m rude,” and “I’ll be confusing.” Emily challenged the thought that she wouldn’t be able 

to maintain the conversation before beginning the exposure (See Appendix G for the full session 

transcript). Emily and the therapist came up with a rational response of “I can find something to 

ask if there’s a pause in the conversation.” Her goals for the exposures were to start the 

conversation, ask at least one question in order to help maintain the conversation, and to stay 

with the exposure until the therapist ended the conversation.   

Prior to the exposure beginning, Emily reported her SUDS rating as between a 6 and 7. 

Her SUDS gradually decreased throughout the exposure, increasing one time when there was a 

pause in the conversation. By the end of the exposure, Emily rated her SUDS as a three. Emily 

also successfully achieved all three of her behavioral goals and exceeded her goal of asking one 

question by asking a total of four questions. Emily stated that she used her rational response one 

time when she felt her anxiety increase and expressed it was somewhat helpful.  

In-session Exposure #3 (speech)  

The third in-session exposure targeted Emily’s fear of presenting and giving speeches. 

This was Emily’s highest rated item on the hierarchy, and ideally would have been saved for a 
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later exposure. However, Emily had an upcoming presentation that could not be avoided and 

agreed practicing in session would be helpful. Emily was unable to bring in her actual 

presentation because it was not finished yet, so the therapist printed out an article that was about 

a similar topic and first had Emily practice reading it aloud word for word. After Emily read the 

article aloud verbatim twice, she practiced summarizing the article two times. Once Emily was 

comfortable with the content, the therapist addressed avoidance behaviors and challenged Emily 

to minimize avoidance for the next exposures. Emily’s avoidance behaviors while reading and 

summarizing the article were avoiding eye contact and talking quickly and talking quietly.   

Before beginning the presentation again, Emily set two behavioral goals. The first goal 

was to make eye contact with the therapist at least twice and to make the presentation last six 

minutes, as the previous practices lasted four to five minutes. Emily identified two automatic 

thoughts, “I’ll stutter too much” and “I’ll forget important information and be confusing.” Emily 

challenged the automatic thoughts with minimal help from the therapist and came up with a 

rational response of “forgetting information doesn’t mean I’m incompetent.” Next, Emily gave 

the presentation to the therapist alone and successfully met her two behavioral goals.  

For this in-session exposure, the therapist noted Emily’s SUDS ratings before and at the 

end of the exposure, but not during the exposure in order to make it as realistic as possible. 

Before the exposure, Emily rated her SUDS as a 7 and at the end of the exposure her SUDS were 

rated a 4. Emily noted that her anxiety peaked when she stuttered on two different occasions. 

Lastly, Emily’s mom joined the session and Emily presented to both her mom and the therapist, 

using the same rational response and behavioral goals. She rated her SUDS before the exposure 

began a 7 and a 3 at the end of the exposure. Emily successfully met her behavioral goals.   
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Emily’s homework over the week was to practice her actual presentation at least four 

times in front of her parents. Additionally, after each practice she was instructed to write down 

how many times she stuttered, as this was a recurring automatic thought for her. Her mom was 

also instructed to write down how many times Emily actually stuttered so that Emily’s 

perception of how many times she stuttered could be compared with how many times a member 

of the audience would identify a stutter. The following week, Emily and her mom reported that 

Emily often thought she stuttered five to six more times than she actually did. This provided a 

useful opportunity to challenge her fear and perception of stuttering.  

Homework Check-Ins  

As treatment progressed, Emily was assigned more exposures to complete over the week 

and at times would struggle to complete them. When asked about barriers to completing 

exposures outside of session, Emily often stated she was “too tired” or forgot about them. As a 

solution, “Homework check-ins” were implemented. Homework check-ins were five-to-ten-

minute phone calls that occurred in the middle of the week where the therapist would call the 

client, ask if any exposures had been completed, and then assign new exposures or adjust pre-

existing plans for exposures when needed. Homework check-ins proved to be a successful 

implementation, as Emily’s homework compliance improved, and her social anxiety symptoms 

decreased.   

Parental Involvement   

Emily’s parents were dedicated to helping Emily during treatment. Toward the beginning 

of treatment, a contingency management plan was created with Emily, her mother, and the 

therapist all being involved in the planning. It was agreed that Emily would receive two dollars 

every time she ordered for herself at a restaurant, talked with employees at stores, or interacted 
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with people at her mothers work when she was there. The first week this was implemented, 

Emily earned six dollars. The second week it was implemented, Emily earned four dollars.   

Despite this relative success, after the second week of the contingency management plan, 

it was no longer followed because the family decided the plan was not sustainable. The family 

was worried about COVID-19 and wanted to minimize exposure as much as possible, so they did 

not go to stores very often, but instead used delivery services. Additionally, Emily’s mom also 

had social anxiety, which made it difficult for her to encourage the exposure and decreased the 

amount of times the family went out in public.   

It should also be noted that a majority of Emily’s exposures were planned to be 

completed at school so her mother’s own fears would not interfere with the implementation and 

because one of Emily’s therapy goals was to increase motivation to make friends at school. 

However, this also precluded Emily’s mother from confirming whether the exposures had taken 

place.  Due to these barriers, parental involvement was lessened. Emily’s mother was still given 

a summary of what occurred during session each week and helped with homework exposures 

occasionally, when the exposure took place outside the school setting.   

Self-Evaluation  

What I Did Well  

One thing I did well throughout treatment, which is highlighted in the transcript, is 

building the clients motivation to make friends. The client's lack of motivation and fear of 

making friends had a clear impact on her treatment progress. During some weeks, she would 

engage in successful exposures outside of session and naturally become closer with her peers. 

But, she would often have a harder time engaging in exposures the following week. I used 

motivational interviewing skills to help build her motivation to make friends, and I also added 
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weekly homework check-ins to boost motivation to engage in exposures when needed. Overall, I 

did a good job of incorporating motivational interviewing skills throughout treatment when 

needed and was able to further build rapport with Emily that way. The third and last in-session 

exposure that was the focus of discussion during the transcripted session (See Appendix G for 

the full transcript of this session) went particularly well, and I think I did a good job recognizing 

that it was important to take time to challenge Emily’s beliefs about how others perceived her 

stuttering, and I think doing this during a speech exposure was especially beneficial.  

Additionally, I effectively offered social skills training throughout treatment without 

assuming or implying that Emily was socially inept. Often, Emily opted out of direct social skills 

training (e.g., discussing what to say in conversations), but we often discussed aspects of 

interpersonal relationships and I challenged Emily’s perspective of how to form meaningful 

relationships and encouraged her to stand up for herself and accept minor conflict which in turn 

improved her self-esteem and relationships.  While the degree to which Emily’s parents were 

involved in treatment varied, I allowed Emily to express her opinions about her parents being 

involved and often adjusted involvement based on Emily’s stated and implied preferences.  

Lastly, although I did not recognize Emily’s OCD symptoms originally, I assessed for OCD 

early on and was able to later recognize Emily’s fear of embarrassing herself was related to OCD 

as well as social anxiety.   

Needs Improvement  

Reviewing the transcribed session also allowed me to recognize areas I could improve on 

in the future. First, I could have taken time in session to review the purpose and importance of 

completing weekly homework, as the client only partially completed her homework from the 

week before. Additionally, I only had her rate how one of her therapy goals was going on a 1-10 
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scale, and it would have been better to have her rate all three of her goals on the 1-10 scale every 

session. While reviewing the transcript I noticed the client almost always provided short 

answers, and I did most of the talking. I could have been more patient and allowed a longer 

pause before making a comment when she provided a short response. I could have mentioned to 

the client that I noticed her responses were typically short and challenged her in the moment to 

provide longer and more in-depth responses. I could have also intentionally reinforced her when 

she contributed to the discussion.  Lastly, I could have prompted Emily to challenge her 

automatic thoughts more and used more Socratic questioning to gain a better understanding of 

the core beliefs that were at the root of Emily’s automatic thoughts. 
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Appendix A 

   

The Mini International Neuropsychiatric Interview (MINI-5; Sheehan, 2015) is a copyrighted  

measure that cannot be reproduced. A detailed description of the measure, including information 

for obtaining copies of the specific modules, can be accessed using the information provided  

below.  

Sheehan, D. V. (2015). Mini International Neuropsychiatric Interview 7.0. Jacksonville, FL:  

Medical Outcomes Systems.  
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Appendix F 

 

Revised Child Anxiety and Depression Scale (RCADS) 

Major Depression Subscale 
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 Appendix G  

Session Transcript   

  

Therapist: Hi Emily. It’s good to see you.   

Client: Hi.  

Therapist: How are you doing this week?  

Client: I’m ok. I’ve just been kind of sick, so I haven’t been doing much really.   

Therapist: I’m sorry to hear that you’ve been sick. Do you know what’s going on?  

Client: I think it was just something I ate.   

Therapist: Oh, maybe you just ate something bad? That’s not fun. Do you know what it was?  

Client: I think maybe it was some chicken I had, but I don’t know. I haven’t felt that bad today 

though so I think I'm starting to get better.   

* It was later discovered that one of Emily’s OCD-related fears was that chicken would be 

undercooked  

Therapist: I’m glad to hear that you’re feeling better.  

Client: Thanks.  

Therapist: Of course. Are you okay if we go ahead and get started today? I’ll start by talking 

about today’s plan again.   

Client: Yeah, that works.   

Therapist: Okay, so we’ll review the homework from last time, then get ready to do the in-

session exposure we talked about, then actually do the exposure, and we’ll talk a little bit about 

how it went afterwards. What do you want to make sure we have time to talk about today?  

* The therapist is setting an agenda for the session to ensure the client and therapist have a 

shared understanding of what will happen in session and to provide the client with an 

opportunity to bring up anything she would like to discuss in session that is not already apart of 

the agenda. Setting an agenda is a part of every session and provides consistency.  

Client: Nothing really. It’s been a pretty boring week.   

Therapist: Okay, well if you think of something you’d like to make sure we talk about don’t 

hesitate to bring it up.   

Client: Okay.   

Therapist: How did your homework go? Were you able to do it?  

Client: Yeah, I did it.   

Therapist: Awesome. Let’s take a minute to go over it. Did you challenge the thought we came 

up with last time in session? That making friends means you’ll eventually end up getting hurt.   

Client: Yeah, I did the alternative possibilities thing, but I only came up with 2.   

Therapist: 2 sounds good! What were the other possibilities?  

Client: That making friends means I’ll have someone to talk to and lean on for support. That was 

the first one. The other one was that making friends will give me more things to do and that will 

help with being depressed and stuff.   

Therapist: I like both of those! How did you feel before and after challenging the thought?  

Client: I mean I didn’t want to make friends before and I still feel unsure about it but a little 

more open to it, I guess.  

Therapist: Sounds like progress to me. I’m really glad you were able to do that this week. What 

about the second half of the homework?  

Client: Do you mean the goals?  
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* Part of the previous session was spent building the clients motivation, and it was decided that 

tracking specific goals would be helpful in maintaining motivation   

Therapist: Yes. I remember we decided that motivation to make friends was one, were you able 

to come up with any others?  

Client: No, I couldn’t really think of any.   

* I should have taken time in session to address any barriers that got in the way of her 

completing this part of the homework   

Therapist: That’s okay. Let’s try to come up with at least one more today though.  

Client: Okay. I couldn’t think of any though. I don’t know what a good goal would be.   

Therapist: That’s okay. I wonder if connecting more with others at school would be a good 

goal. I know it sounds similar to being motivated to make friends but I’m already noticing that 

you’re talking to kids at school more than when I first met you, even just in casual 

conversations.  

Client: Yeah, I guess so.   

Therapist: How has having more casual conversations at school affected your social anxiety?  

Client: I mean I'm anxious when I'm doing it a lot of the time, but it has gotten a little easier. 

Some people are easier to talk to than others.  

Therapist: I get that. I’m really impressed with how you’ve been able to push yourself even 

outside of the exposures.   

Client: Thanks.  

Therapist: I don’t want to make your goals for you though. I want you to tell me if I’m missing 

the mark with something here. Tell me your thoughts about the goal of connecting with others.  

Client: I mean I think it’s a good goal, it just seems like it’s hard right now but maybe it’ll get 

easier over time.   

Therapist: That’s fair, and the goal of the goal is that it will get easier over time. I just wanted to 

make sure you’re really on board with that as a goal, and it’s okay if you’re not.  

Client: I’m on board with it.   

Therapist: Awesome.   

Client: (nods head yes)  

Therapist: Let’s come up with one more goal and this time I want it to be your idea, but I’ll still 

help you out.  

Client: Okay.  

Therapist: So, how do you think working on your social anxiety will make your life better?  

* There was a pause in conversation here, so this question was used to prompt her in coming up 

with a goal   

Client: I don’t know, I’ll be able to do things without feeling anxious and that would be nice.  

Therapist: What are some things you’d like to be able to do without feeling anxious?  

Client: I don’t know. Go shopping, go out to dinner with my family. I can still do those things, 

but I feel anxious pretty much the whole time.  

Therapist: I’m proud of you for still doing those things even though they make you anxious. 

You do a really good job of pushing yourself and that can be really helpful in challenging your 

social anxiety.  

Client: Yeah, It’s hard sometimes.  

Therapist: Yeah, it is hard sometimes. That’s why we’re doing what we’re doing though, to 

make it easier.   

Client: Mhm.  
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Therapist: I know anxiety is kind of the big overarching thing that makes eating and shopping 

hard. What do you think we could work on, specifically, to make it easier?  

Client: I don’t know.   

*This is an example of how Emily frequently responded to questions and comments from the 

therapist and shows how her social anxiety and fear of close relationships manifested in therapy, 

and this is likely similar to how she interacted with peers at school.  

Therapist: Well, let's take some time to brainstorm. There are a lot of strangers around when we 

go shopping or go out to eat. Do you think being around a lot of people is something that makes 

those things particularly hard?  

Client: Yeah, probably. It would also be easier if I felt better about myself, like had more 

confidence, I guess.   

Therapist: Yeah, I can see how being more confident would make those things easier.   

Client: So, could that be a goal?  

Therapist: That can definitely be a goal and I think that’s a really good one.   

Client: Okay, that works then.  

Therapist: Perfect. Let’s get an idea of where you are with your goals right now so we can track 

progress throughout our sessions. When you first started coming to sessions, you were not very 

motivated to make new friends because of how scary it can be. What about now? On a 1-10 

scale, 1 being you absolutely don’t want to try and make friends and 10 being you’re ready to go 

make a best friend today.  

Client: Maybe a 5 or a 6.   

Therapist: Okay, it sounds like you’re feeling at least a little more motivated to make friends 

now compared to when I first met you. Am I right about that?  

Client: Yeah. Yesterday I was helping Adam (classmate client frequently talks to) with 

homework, and I don’t know exactly what we were talking about, but he did mention that I was 

his friend. It kind of startled me and I felt like “oh no, I’m starting to make friends now and I’m 

kind of scared”.  

* I could have reinforced her for sharing this moment with me, as I typically had to prompt her 

several times to get her to share her experiences. 

Therapist: Okay, great. So, it sounds like Adam considers you his friend and it was startling to 

hear him say that. Do you consider him your friend?  

Client: Yeah, I guess. Kind of. I don’t know.  

Therapist: What do you think it is about your guy’s interactions that makes him say that you’re 

his friend?  

Client: We get along well, we have things in common, we talk almost every day.  

Therapist: Mhm. That makes a lot of sense. I feel excited to hear that you have someone to talk 

to at school pretty often and you’ve made a new friend.   

Client: Yeah, thanks. I wasn’t expecting it.  

Therapist: You’ve been smiling a little more than usual during this conversation and I know you 

said it was kind of scary in the moment. What other feelings do you have about it?  

Client: Yeah, I am happy about it too, I guess. I’m just also scared.  

*Emily experiencing fear and anxiety when developing friendships is likely related to a core 

belief that close relationships are unsafe and cause pain. The therapist could have prompted the 

client to identify and challenge her thoughts and beliefs related to developing close friendships. 

Therapist: I’m so glad to hear that you’re happy about it even if you’re scared too. Can we 

officially refer to him as one of your friends now?  
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Client: (chuckled) Fine, sure.  

Therapist: Let’s rate your other two goals on the same kind of 1-10 scale. How would you say 

connecting with others at school went over the week?  

Client: I’d say like a 5.   

Therapist: Okay, a 5. Could be worse. How would you rate your confidence over the last week 

from 1-10? 1 being the worst you’ve ever felt about yourself and 10 being the best.  

Client: Like a 4.   

Therapist: Okay, so I can see that confidence is something that will be good to keep working 

on. That’s helpful to know.  

* Several of the client’s automatic thoughts are related to negative beliefs about herself (e.g., 

“People think I’m weird, “I’m annoying”). The client’s lack of self-confidence is likely related to 

these negative automatic thoughts and is indicative of a core belief related to not being good 

enough or not being likable.  

Client: Yeah.   

Therapist: Great! Well, last week we talked about doing an exposure in session today, what do 

you remember about that?  

Client: I don’t know. I remember you gave me options, but I can’t remember which one I 

picked.   

Therapist: I believe last week you said a phone call exposure sounded like a good plan. Does 

that still feel doable for you?  

Client: Yeah, I guess. It might be kind of hard.   

Therapist: Well, exposures wouldn’t be helpful if they didn’t push us a little bit. I know it might 

feel kind of hard but don’t forget about how well the other exposures have gone, and they felt 

hard at first too.   

Client: Yeah.  

Therapist: So, let’s talk about what the exposure will look like first then talk about what 

automatic thoughts come up for you when you think about doing it.   

Client: Okay, sure.   

Therapist: So, there’s another therapist that I work with that said she was willing to participate 

in the exposure. Her name is Amy so I’ll have you give her a call and you guys will have a 

conversation for a little bit.   

Client: Okay.   

Therapist: What questions do you have about the phone call?  

Client: What are we supposed to talk about?  

Therapist: It might feel a little unnatural since you don’t typically call strangers just to talk for a 

few minutes, but she’ll be expecting the call and she knows it’s for an exposure. To make it feel 

a little more natural how about you just talk to her like you would with anyone else you’re 

meeting for the first time.   

Client: Okay, I can do that. How long will it be?  

Therapist: We’ll do the exposure for a few minutes. Remember from last time the therapist 

should be the one to end the conversation, so if it starts to feel uncomfortable or you start to 

notice your anxiety increasing, just push through and keep going. How does that sound?  

Client: I mean it doesn’t sound great, but I can do it.  

Therapist: Great! How do you see this exposure fitting in with the hierarchy we made earlier?  

Client: Well, I’ll be talking to a stranger which makes me anxious and I’ll probably have to help 

maintain the conversation which is something I worry about.   
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Therapist: Yes, exactly. We really want to focus on the things that make social interactions 

anxiety provoking, even though it’s hard. Let’s come up with a couple goals for the exposure and 

then talk about what automatic thoughts come up for you. What do you think would be a good 

goal?  

Client: to maintain the conversation, I guess.   

Therapist: I like that goal; it shows you’re really focused on the parts of the conversation that 

typically make you anxious. What do you think is one good way to maintain a conversation?  

Client: Uhm. I don’t know. I guess I could ask her questions.   

Therapist: I think that’s a really good idea. Let’s have the first goal be to ask Amy at least 1 

question during the conversation.   

Client: Okay.   

Therapist: What’s another goal you can think of?  

Client: Uhm. I could start the conversation after we say hello since I also don’t really like doing 

that.   

Therapist: I think that’s great!  

Client: (chuckles) okay.   

Therapist: I’m going to say a third goal should be to make sure the therapist is the one to end the 

call. Does that sound okay to you?  

* I could have engaged her more here by asking if she remembered the goal that we talked about 

as always being a part of exposures  

Client: Yeah that works.  

Therapist: Perfect. Let’s talk about automatic thoughts now. What automatic thoughts come up 

for you when thinking about this phone call?  

Client: Uhm, I don’t know. I know it’s set up so I might not have any.   

Therapist: Yeah, it is set up and I can see how knowing that could take away some of the 

anxiety. Would you say you’re not feeling anxious about it at all?  

Client: No, I'm still nervous and don’t want to do it.  

Therapist: Okay, well what things are you nervous about?  

Client: It could be awkward.   

Therapist: It could be. What’s bad about it being awkward?  

Client: I don’t know this person and they might think I'm weird or awkward.   

Therapist: Okay, you don’t know Amy and she might think you’re weird or awkward. What 

does that sound like in the form of an automatic thought?  

Client: She’ll think I'm awkward.   

Therapist: Right. What kind of automatic thought do you think that is?  

Client: Uhm, like labeling or something?  

Therapist: Yeah, it’s called labeling. Good memory. I could also see mind reading fitting.  

Client: Oh yeah, I guess that kind of fits.   

Therapist: How do you see mind reading fitting that one?  

Client: I'm assuming I know what she will be thinking of me but I don’t.  

Therapist: Exactly. What other thoughts are coming up?  

Client: If I were talking with a friend, I’d also be worried that I’m annoying them but I don’t 

know if I’ll feel that way today.   

Therapist: Okay, well let’s go ahead and write that one down just to see if it comes up. What 

type of automatic thought is that statement?  
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Client: That’s also labeling. Another one is that I won’t be able to keep the conversation going. I 

can’t remember what type of thought that is.   

Therapist: Yes, the thought that you’ll be annoying is labeling. I would put the thought that you 

won’t be able to keep the conversation going as fortune telling. Does that sound familiar?  

Client: Yeah, I think so. It’s like thinking you’ll know how something will turn out even though 

you don’t.  

Therapist: Exactly. You’re predicting how the conversation will go even though you don’t 

really know how it will go yet. What else can you think of?  

Client: I don’t want to end a conversation too early, but I know she’ll be the one to do that 

today.  

Therapist: Yeah, I know ending conversations is something that’s hard for you and you’re right, 

you won’t have to do that today. Let’s go ahead and write that one down anyway. What’s hard 

about ending conversations?  

Client: I don’t want to sound rude or end it too early.  

Therapist: What would happen if you sounded rude or ended it too early?  

Client: I don’t know, I just wouldn't want whoever I'm talking to to think I'm rude.    

Therapist: Okay. I wonder if a thought is “I’ll be rude”?  

Client: Yeah, probably.  

Therapist: I’m starting to see a pattern with the labeling thoughts. What do you think?  

Client: Yeah, I think I do that a lot.   

Therapist: Yeah. It’s normal to have a certain kind of thought that pops up more often than 

others, and it’s helpful to realize that you tend to label yourself and others because that will make 

it easier to notice when you start to label yourself and others.  

Client: I’m also worried that my questions won’t make sense, or I’ll be confusing.  

Therapist: Okay, what kind of thought is that do you think?  

Client: I don’t know. I guess labeling too. Like labeling myself as confusing.   

Therapist: Yeah, I think that fits. I can also see mind reading fitting with this one since you are 

assuming that others aren’t understanding you.   

Client: Mhm.   

Therapist: I think we have a good list of automatic thoughts, which ones do you think are the 

most likely to come up during the exposure?  

Client: Probably that I’ll be confusing or I won’t be able to keep the conversation going.   

Therapist: Oh, so maybe “I won’t be able to maintain the conversation” is another automatic 

thought?   

Client: Yeah, I worry about that a lot. Like no matter who I’m talking to.   

Therapist: I remember talking about that one briefly before. What do you think about 

challenging the thought that you won’t be able to keep the conversation going?  

Client: Yeah, we can do that.   

Therapist: Awesome. As always, we’ll start by asking some challenging questions. How likely 

do you think it is you won’t be able to maintain the conversation? What are the chances you 

won’t be able to?  

Client: I don’t know, maybe like 50%.   

Therapist: 50%, okay. Are you able to maintain more than 50% of the conversations you have 

with your peers and family members?   

Client: Yeah, but this is a little different.  
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Therapist: You’re right, this is a little different. I think it can be helpful to think about past 

successes though. Tell me about a time it was a little difficult to maintain a conversation but you 

did it anyway.   

Client: Uhm I don’t know. It’s hard to think of a specific time but I'm sure it’s happened before.  

Therapist: That’s okay, I can give you a minute to think about it.   

Client: Well, there was this one time at the beginning of the year when we got assigned partners 

for an assignment and the girl I was partnered with is pretty quiet and we finished talking about 

our project before everyone else so we were just kind of silently waiting for everyone else to be 

done. I ended up asking her something random like about where a classroom was or something 

since I was still pretty new to the school.   

Therapist: That’s a great example! What happened after you asked her where the classroom 

was?  

Client: Well, uhm, she told me obviously and then we did end up having a little bit more of a 

conversation, like about the class and stuff.   

Therapist: It sounds like you were definitely able to maintain the conversation at that moment. 

It sounds like you even carried the conversation for a little bit in that situation.   

Client: Yeah, but there were still some awkward moments.   

*This is an example of a “Disqualifying the Positives” thinking error. 

Therapist: Mhm. Awkward moments and awkward silences are to be expected sometimes. I 

would bet the awkward moments felt longer to you than they actually were.  

Client: yeah, probably.  

Therapist: One more question before we come up with a rational response. One possibility is 

that your thought is true, that you won’t be able to keep the conversation going. What’s another 

possibility?  

Client: That I’ll be able to think of something to keep the conversation going  

Therapist: That’s definitely a possibility! What do you think would be a good rational response 

to use if the worry you won’t be able to maintain a conversation comes up?  

Client: Uhm. I don’t know. I’ll be able to find something to ask if there’s a pause or something, I 

guess.   

Therapist: Yeah, I like that! I can find something to ask if there’s a pause. What do you think 

about that statement?   

Client: Yeah, that’ll work.   

Therapist: Great. I’ll send it in the chat so you can refer to it if you forget.   

Client: Okay.   

Therapist: Since we’re on telehealth and you’ll be on a phone call, I don’t really want to 

interrupt to ask you for your SUDS every minute or so. What if I just give you a signal and you 

can write down your SUDS each time and then we’ll review?  

Client: Yeah that works.  

Therapist: Okay, I’ll point to my wrist when it’s time to write them down. Does that work?  

Client: Yeah.   

Therapist: I know it’s not the most fun thing to do an exposure but are you ready to give it a 

shot?  

Client: Yeah, I guess.  

Therapist: Okay, I’ll type your goals in the chat so you can look at them if you forget. The first 

one is to start the conversation and the second one is to ask Amy at least one question, and the 

third one is to let Amy be the one to end the conversation.   
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Client: (nods head yes)  

Therapist: Okay, go ahead and give Amy a call. She should be ready.   

Client: Okay. (Client calls Amy)  

* on the phone   

Amy: Hello  

Client: Hi  

Amy: Hi, who is this?  

Client: Uhm Emily  

Amy: Oh, Hi Emily.   

Client: Um, how’s your day going?  

Amy: It’s going well. By the way, I don’t know if you know this, but my name’s Amy.   

Client: Um yeah, I did. Hi.   

Amy: Awesome, it's nice to meet you. My day is going well, I had a nice morning, I did a few 

work tasks, and now I'm just doing some work from home.   

Client: That’s fun.  

Amy: Yeah! How is your day going?  

Client: Oh, I don’t know. I haven’t been feeling great so I’ve just kind of been home all day.  

Amy: Oh, I’m sorry to hear that. That stinks.   

Client: Yeah.   

Amy: Are you sick?  

Client: No, not really. I think it was something I ate.  

Amy: Oh, I know how that is. Hopefully it passes soon.   

Client: Yeah, I hope so too.  

Client: I don’t know. Have you done anything like new lately?  

Amy: Let’s see. I was gone for a really long time for winter break. I was out of town, I went to 

see my family in Florida. I just got back yesterday. My husband scheduled for us to go see some 

live music this Friday so I’m pretty excited about that.   

Client: Who are you going to go see?  

Amy: That’s a really good question. Let me check my calendar to see if it says.  

Client: okay.   

Amy: I don’t actually have who’s playing noted down. It looks like it’s at the performance 

center downtown though.   

Client: Cool, I haven’t been there.  

Amy: I haven’t either! I think it will be classical music.   

Client: Oh, interesting.   

Amy: Yeah, he took the lead on this one. I’m not really into classical music but I think it’ll be 

fun.  

Client: Yeah, that should still be fun.  

Amy: Yeah, what kind of music do you listen to?  

Client: Uhm. Pretty much anything besides country (chuckles).  

Amy: Well, that’s good. That includes a lot. I agree, I like a lot of music but I probably like 

country the least.   

Client: Yeah. I don’t know what else. What did you do when you were in Florida?  

Amy: I mainly hangout with a lot of family members. It was nice to see family, I hadn’t seen 

them for a few months. For Christmas we had a small family gathering. We try to be safe, you 
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know. Then, we had just another small gathering for new years. We went out to dinner a few 

times but that was it. A lot of family gatherings which is special.  

Client: Yeah that sounds like fun. It sounds special.  

Amy: Did you have time off for winter break?  

Client: Yeah, we had like 2 weeks off or something.  

Amy: Did you do anything over those 2 weeks?  

Client: Not really. We went to my grandparents this last weekend for a Christmas celebration. It 

was like a family gathering.   

Amy: Oh, that sounds nice. Do your grandparents live nearby?  

Client: They live in another city but it's not too far.   

Amy: Oh, so a little bit of a drive but they’re not too far it sounds like.  

Client: Yeah. It’s not bad.   

Amy: How was Christmas at your grandparents?  

Client: It’s the same as always. We do the same thing every year. It’s pretty chaotic because 

there’s like 20 of us in one building.   

Amy: I know how that is. The joys of the holidays. It’s nice to get to see everybody, but 

sometimes family gatherings can be a little chaotic.   

Client: Yeah. I don’t know.   

Amy: Did you get to see anything in St. Louis while you were there?  

Client: Uhm. not too much. Every time we go there we pass the arch so I see that a lot.   

Amy: Okay, so nothing too new.   

Client: yeah, pretty much.   

Amy: Well, cool. It’s cool you were able to see family, especially since COVID makes 

everything a little different.   

Client: Yeah, it really does.   

Amy: Well, I’m so glad you called Emily. It was really nice getting to know you for a little bit. 

I’m going to start preparing some dinner now, so I'll let you go but I really appreciate you 

calling.   

Client: Yeah, it was nice meeting you.  

Amy: I hope you have a nice rest of your evening.  

Client: Okay, you too. Bye.   

Amy: Bye.   

* End phone call  

  

Therapist: How was that for you?  

Client: It was fine.   

* I could have prompted her to elaborate here by asking for specific examples of what she 

thought went well and what she thought could have gone better.  

Therapist: From what I heard, it sounded pretty good. I noticed that there were some points with 

short silences, but you did a good job finding something to say. I know it can also be odd to have 

a random conversation with someone you’ve never met, but there were still several times you 

were able to say something to keep the conversation going.   

Client: Yeah, I guess.  

Therapist: Well, let’s look specifically at your goals and see if you achieved them. What was 

one of your goals?  

Client: To start the conversation.  



TREATMENT OF SOCIAL ANXIETY DISORDER 109 

Therapist: And were you able to do that?  

Client: Yeah, I asked her how her day was going, I think.  

Therapist: Yeah, you definitely accomplished that one by asking her how her day was going. 

What was the second goal?  

Client: To ask her a question and maintain the conversation.  

Therapist: Yeah, to ask her a question. Were you able to accomplish that one?  

Client: Yeah, I asked her a question about the concert she’s going to, I think.  

Therapist: Yeah, I did hear that. I actually heard you ask her several questions. I noted you 

asked her 4 questions and there could have been some I missed.  

Client: Really? It didn’t seem like that many.  

Therapist: Yep, I remember you asked about her going to Florida, the concert, if she had done 

anything new lately.   

Client: Oh yeah, I guess I did.   

Therapist: You did a really great job. You should give yourself credit for that!  

Client: (nervous laugh) Okay.   

Therapist: I saw that writing down your SUDS. Let’s review those.   

Client: Okay. Before she answered I wrote down like a 6 or 7. The next one was a 6, then 5, then 

5, then 7, 5, 4, and the last one at the end I wrote down 3.   

Therapist: Awesome. Great job writing those down. As strange as it sounds, I’m glad you rated 

the beginning a 6 or a 7 because that’s about the level we want to do at for exposures. It looks 

like your anxiety gradually decreased and then it spiked back up to a 7 somewhere in the middle. 

Tell me about what was happening then.  

*I asked the client to elaborate on why her anxiety increased during the exposure to increase her 

awareness of her anxiety and to emphasize that even when anxiety increases unexpectedly, it will 

eventually decrease again and the client can handle the situation even when she is anxious.  

Client: I don’t remember exactly what we were talking about, but I think it was when there was 

a long pause and I didn’t know what to say next.   

Therapist: Okay, it makes sense that your anxiety would increase some during a longer pause. It 

looks like it didn’t take too long for it to go back down after that.   

Client: Yeah, once we started talking back and forth again, I noticed I felt better.  

Therapist: Were you able to use your rational response at all?  

Client: Yeah, just that one time, I think.  

Therapist: Awesome! How was it?  

Client: I think it helped a little.   

Therapist: I’m glad.   

Therapist: For homework this week, how do you feel about practicing starting conversations 

over the week?  

Client: I guess I could do that.  

Therapist: When you’re at school and talking with people, how often are you starting 

conversations?  

Client: I usually don’t start them, I just wait for the other person too.  

Therapist: Okay, well let’s give it a shot then. Would Adam be a good person to start a 

conversation with this week?  

Client: Yeah, I could do that since we already talk.  

Therapist: Great! How many times do you see him?  

Client: I have a lot of classes with him so I see him every day we have school.  
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Therapist: Okay, so do you think starting a conversation with him at least two times this week is 

doable?  

Client: Yeah, probably.   

Therapist: Okay, so let’s go ahead and have that be the homework. Can you think of one other 

person you can start a conversation with this week?  

Client: I could probably do it with this girl Jessica. I have homeroom with her.  

Therapist: Perfect. So this week you’ll start a conversation with Adam at least twice and you’ll 

start a conversation with Jessica at least once. Does that good?  

Client: Yeah.   

Therapist: Would it be helpful to talk about how you’ll start the conversations?  

* I asked this to be consistent with social skills training and ultimately left the decision up to the 

client so she did not perceive the question as me assuming she is socially inept, as that could 

reinforce some of her negative beliefs that maintain her anxiety.  

Client: No, I think I’m okay. I can just ask them how their day is going or mention something 

about the class we’re in. I always see Aaron in the hallway after our math class so if I don’t talk 

to him in class I could say something about class afterwards.   

Therapist: Okay, that sounds like a good plan!  

Therapist: I have one last question for you. What is your takeaway from the exposure today?  

* Asking for the client’s take away reinforces what was learned from exposures and ensures the 

therapist and client have a shared understanding of the effects of what occurred during session.  

Client: Uhm, I can continue a conversation and like ask the other person questions.  

Therapist: Yeah, I think that lines up with what I saw in the exposure today! Remember too, it’s 

okay if there’s a little bit of a pause and it feels a little bit uncomfortable for a moment.  

Client: Mhm.   

Therapist: Okay, do you remember how to fill out the exposure worksheets from last time? We 

can take a minute to review it if we need to.  

Client: Yeah, I remember how. I have extras too.  

Therapist: Perfect! I’ll be excited to see how it goes.  

Client: Okay.  

Therapist: Alright. Well, I hope you have a good week and I will plan on seeing you next week 

at the same time.   

Client: Okay, thank you. Bye.  

Therapist: Bye.  
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