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ABSTRACT

Twenty-four participants with a diagnosis of social anxiety were compared with fourteen
participants with anxiety disorders other than social anxiety and twenty-nine comparison
participants. Participants were matched on IQ and read strange stories to assess second-
order false belief understanding. On the basis of previous research it was hypothesised that
participants with social anxiety would spend significantly longer responding to non-mental
and mental state questions compared to the other two groups and would give significantly
poorer responses. As hypothesized, the social anxiety group did spend significantly longer
responding to the mental state questions than both the other groups and the quality of
their responses was poorer. The longer response times and poor quality of response were
conceptualised as having a poor Theory of Mind. This link to Theory of Mind suggests a new
understanding of the cycle of anxiety in social anxiety, and suggests the future of
counselling with these clients may be altered to further improve effectiveness of treatment.
There was also an unexpected finding for all groups, which showed that on the whole the
faster a participant responded the more accurate they tended to be. The implications for

this will also be discussed.
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SECTION A: INTRODUCTION




The idea for my hypothesis came to me about ten years ago whilst sitting on a bus travelling

home from my behavioural work with children diagnosed on the autistic spectrum. The

social impairments seen in autism, otherwise known as the triad of impairments (Wing &

Gould, 1979), which are seen in the way these individuals socialise, communicate and rigid

think (lack of imagination) made me wonder if this was only something seen in autism or

whether it could be applicable to other disorders as well. The impairments would show

themselves in the following ways:

Socialisation

Communication

Imagination

¢ Inappropriate
touching of other
people.

¢ Difficulty in
understanding and
using nonverbal
behaviour

e Standing too close to
people

e Lacking awareness of
the different ways to
interact with friends

e Having a desire to
have friends and
relationships but
struggling to initiate

and maintain these

e Asking repetitive
questions

* [nability to ‘read
between the lines’ of
what people mean

e Talking about one’s
own interests
regardless of the
listeners response

e Making factual
comments
inappropriate to the
context

* An absence of desire
to communicate

e Communication for
one’s own needs,
rather than for

‘social’ engagement.

e Not understanding
other people’s points
of view or feelings

e Becoming agitated by
changes in routine

¢ Inability to generalise
information

e Having special
interests

e Taking everything

literally

(Wing & Gould, 1979)




Although | hadn’t started working with clients diagnosed with social anxiety, it made sense
to me that these impairments might be present in that disorder too. If a person cares about
socialising, unlike individuals on the autistic spectrum, but like people with social anxiety,
then having these social impairments would most certainly lead to the person feeling
anxious. In order to make this a testable hypothesis | decided to use the concept of a ‘theory
of mind’ to represent all of the impairments in the triad. Theory of mind represents an
individual’s ability to see things from another person’s perspective. Theory of mind is a
concept often referred to in the autism literature as it is believed that individuals with
autism have a poor theory of mind if any at all (Baron-Cohen, 1985). This has been tested in
children with autism using among other tests, Happe’s strange stories (1995) which requires
children to understand the difference between what they know and what the people in the
stories know combined with an understanding of social context. Research findings have
shown that individuals on the autistic spectrum either miss the point all together, respond
based on what they know, not what the people in the stories know or at the very least
respond much slower than comparison groups ( Bowler. D,1997).

| started testing the hypothesis that individuals diagnosed with social anxiety have a worse
theory of mind compared to comparison groups for my counselling psychology master’s
dissertation. Unfortunately due to time constraints (only having one year) the sample size
was too small to be significant to the population. My results did indicate however that the
social anxiety group was taking longer to respond to the strange stories and responding less
correctly than the comparison group. For my doctoral research | decided to change Happe's
strange stories to contain more adult themes, pilot tested them to make sure | was getting
consistent responses and then aimed to test 90 participants, 30 in a comparison, anxiety
and social anxiety group respectively. As is often the case in research, unforeseen difficulties
arose in recruiting participants and my final numbers did not quite reach the 90 | was aiming
for but was a respectable 67, which still meant the results would be significant to the
population. Again the results supported the experimental hypothesis that individuals with
social anxiety do have a worse theory of mind.

Throughout the last six years of testing this hypothesis | have also been practicing as a
qualified counselling psychologist, working oftentimes with clients suffering from social

anxiety both in individual and group settings. This work has provided some interesting




insight into where this lack of theory of mind has originated from and what treatment
seems to be most effective. From my personal experiences it seems that the poor theory of
mind has originated from traumatic social experiences in the past, including being overly
criticised by parents, abused, criticised at school, bullied or have had very negative first
romantic relationship experiences, leading to the conditioned response of anxiety to social
situations. This clinical work has changed my original belief that like autism there was
possibly a strong genetic component and has led me to believe that instead there is a strong
learned one. The conditioned response of “social situation + anxiety = poor theory of mind”
is supported by feedback from these clients reporting social fluency when they are relaxed
and is evidenced by the fact that they become more socially skilled in the therapy room as
they become more comfortable with me in therapy. This then led to me thinking about
anxiety as the cause of a poor theory of mind, not only in social anxiety per se. Previous
research on the effects of anxiety on cognitive functioning has demonstrated that it slows
people down and makes them less accurate in their responses. If research findings continue
to replicate the results from this dissertation, then the implications this has to therapeutic
work would be for us clinicians to focus more on exposure work to foster social confidence,
getting the client to recognise their social skills, not encourage them to believe they are
socially inadequate, which an approach like social skill streaming would do.

There was also an accidental research finding from this work which has implications not only
for social anxiety but psychology as a whole. When looking at how quickly each group
responded and the quality of the response given, a negative correlation was found for all
groups. In other words, the quicker the participant responded the more accurate the
response given. Recent literature from cognitive and behavioural theorists have already
started suggesting as much in books such as “Blink” by Malcolm Gladwell, who points out
the power of listening to our intuition when schemas for how something works have already
been established. He uses examples like the fireman who upon entering a building that is on
fire suddenly gets the’ sense’ that the building is going to collapse. Sure enough seconds
later it does. If you were to ask the fireman why he thought the house was going to collapse,
he wouldn’t be able to say, because he is not conscious of the reason. Malcolm Gladwell
points out that the reason is because there was a backdraft. The fireman has enough
knowledge about fires to know that backdrafts mean buildings collapse and although he

might not be conscious of this knowledge at the time of seeing the backdraft, it is stored




knowledge and once the information of the backdraft matches the stored knowledge his
brain will feedback information about needing to get out of the building, which if he listens
to will save his and other people’s lives. In comparison to this, social information could be
seen in the same way. Think about the number of people we come into contact with on a
daily basis over our lives. All of the social interactions we observe and are a part of. Also
consider the fact that we are social beings and that we rely on others to survive. Surely one
of the first schemas we are going to develop is one for socialising. As we get older and
understand more about relationships it adapts, but it must be one of the most sophisticated
schemas we have. Social learning experiences that are negative, such as growing up with
overly critical parents gives the individual faulty information about how people generally
behave. Because parental feedback is so important to the development of self-esteem, the
person is likely to develop a core belief about not being good enough, and will interpret
what other people say according to that belief. However, the person will also get a lot of
social information that others are not as critical but because parents are such significant
people in our development it seems the person is most likely to opt for interpreting current
social interactions according to the original ‘trauma’ where others are critical and they are
not good enough. An example of this that | often see in my therapy room is where | praise a
client for doing well on a homework task. The praise is met with silence and a confused look
from the client. When | ask the client what this is about, the client responds, “Well you have
to say that don’t you...You are my therapist”. It is no wonder therefore that individuals who
have had disruptive social experiences start to doubt which schema (belief system about the
world) to resort to, being understandably afraid that the abuse might re-occur, they are
more likely to opt for the faulty schema, therefore disrupting the everyday flow of a social
interaction. The slower response would have to do with competing schemas being activated
and the poor response has to do with opting for the negative schema. Encouraging clients to
recognise that the stored social schema of the majority is in fact accurate and that they have
all of this information already must be a goal of therapy combined with exposure to practice
and reinforce this which will reduce anxiety. The client study that | have decided to present
in this doctorate looks at a piece of work | did with a client presenting with social anxiety.
This is a way of demonstrating the link between what is discussed in the research and how it

actually works in practice.



Isabel, my client whom | write about presented with classic social anxiety and due to being
highly motivated and establishing a positive therapeutic relationship with me, worked hard
at challenging her negative beliefs, established through faulty social learning in childhood
and ended up completing all of her exposure homework tasks. The therapeutic outcome

was very good.

For my critical literature review | have chosen to present and compare three treatment
options for post-traumatic stress disorder. As mentioned previously, social anxiety quite
often results from traumatic social experiences in the persons past, and as PTSD is classified
as an anxiety disorder it felt fitting to present something slightly different to social anxiety
but which often overlaps and is a part of the development of social anxiety.

It was very important to me to be researching something that could be used in practice. |
have already altered the psycho educational part of my therapy with this client group. | have
started challenging my clients to notice when their social skills are intact (when they are
relaxed) to reinforce the idea that they are not socially impaired, just anxious. The initial
exposure work | set out to do with my clients (where | perform the tasks) aims to get my
clients to notice how little people pay attention and how non-critical they actually are.
Finally, | will very often ask my clients where they learned their faulty/negative beliefs. |
emphasise the word ‘learned’ because what can be learned can be unlearned and we all
know that we learn incorrect information at times, so it opens the client up to the possibility

that what they have learned is incorrect and can be changed.
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SECTION B: CLIENT STUDY



Part | — Introduction and the Start of Therapy

Introduction/Implicit rationale for the choice of the case

| have chosen to present a client (whom | will name Isabel for confidentiality purposes)
where therapeutic theory and research fit well with the practice application. It can at times
be one of the frustrations of the practitioner to apply therapeutic techniques within a model
to ones work and then find that the client does not respond as predicted. It is also one of
the on-going challenges for practioners to look at when theory works and does not and to
understand why. | hope to give an insight into how and why | believe it worked so well with

Isabel, which continues to affect my work with similar clients today.

Summary of Theoretical Orientation

Cognitive-Behavioural therapy was used with Isabel. Cognitive-Behavioural therapy derives
from early behavioural experiments, in which behaviours were found to either increase or
decrease based on the principles of classical and operant conditioning (Paviov, Thorndike,
Tolman & Guthrie). Classical conditioning involved creating a conditioned response to a
pr_eviously unconditioned stimulus. The principles of Operant conditioning show how
behaviours can be increased based on the type of response received, whether that is
positive or negative reinforcement. Behaviours were also shown to be extinguished by

ignoring them or through forms of punishment.

The behavioural therapies assumed that people are part of the animal kingdom and
therefore will respond as other animals do. Aaron Beck (1976) and later Albert Ellis (1977)
saw a flaw with this type of thinking. They believed that humans are more complex than
other animals and that an individual’s cognitions affect feelings and behaviours. Early

philosophers such as Descartes had suggested as much. Was not our ability to think proof of



our existence? To discount cognitive processes suggested humans just responded to outside
environmental cues, whereas there is a whole internal world that humans are responding

to.

Cognitive-Behavioural therapy uses a combination of these two different theoretical models
so that the person previously struggling with a certain situation may begin to think about
their situation in more adaptable and realistic ways. The exposure is used as a way of
providing the person with evidence that the new thinking style is true, not to just replace
previous long-standing negative beliefs with new positive ones. If the client does not believe
the new cognition they will not feel and behave differently and therefore the therapy is
ineffective. The only way a client will be prepared to consider a new thinking pattern is if

they have enough evidence to suggest their previous thinking pattern is faulty.

Isabel presented with social anxiety, a fear of social interactions in which she perceives
other people as threatening. Cognitive-behavioural therapy is effective with this type of
presenting problem because new adaptive thoughts about people being neutral are
demonstrated well with exposure tasks in which the client predicts negative outcomes and
then realises after doing them that the predictions are way off the reality of what actually

happens.

Using Cognitive-Behavioural therapy effectively with Isabel involved a process of primarily
forming a strong therapeutic relationship, educating the client about the model,
understanding and identifying the negative automatic thoughts and which negative core
beliefs they were linked to and where Isabel had learned these beliefs. The next step was to
start challenging the negative automatic thoughts and use exposure tasks to support the
new alternative beliefs. Some of these exposure tasks were initially carried out by me with
Isabel watching how other people responded. Throughout therapy | asked Isabel to work on

two workbooks, one on Overcoming social anxiety and the other on Self-esteem. Homework

10



tasks were given weekly to continue exposure tasks and thought challenging outside of
session times. This was to enable Isabel to become more independent in her ability to carry
out the CBT on her own, and also, to generalise the new alternative beliefs to all social
contexts. Relaxation techniques were also learned to help control the levels of anxiety when
carrying out the exposure tasks. The main relaxation technique was applied relaxation (Ost,
1987), which is more commonly known as progressive muscular relaxation. This technique
teaches the client to become aware of when muscles are tense and how to become more
mindful and in control of releasing unnecessary tension. This helps the brain process trigger

events as safe when used during exposure.

The Context of the Work

The work with Isabel took place at Cygnet Hospital Harrow. Cygnet Hospital is a private
psychiatric hospital that offers inpatient and outpatient care. Most referrals come through
psychiatrists working at the hospital who are referred patients from a number of general
practitioners in the area. There are a number of psychiatrists, an addiction team and
sessional psychologists that work there. It is quite often the case in private practice, that the
client’s motivation is higher than those in the public sector. This is possibly due to the

financial investment that goes into funding a course of counselling.

The Referral/ the Presenting Problem

Isabel was referred to me by a consultant psychiatrist at the hospital. The referral letter
outlined a history of social anxiety that was so severe at times that it often led to avoidance
of almost all social interactions, leaving Isabel in a very isolated and depressed mood. The
referral letter did not explain why Isabel was seeking help at this point however it did
suggest that motivation for change was high and that she would like therapy to commence
as soon as possible. The referral letter also outlined a brief history, which included a story of
an African/Caribbean family immigrating to the United Kingdom when Isabel was six. Isabel

is an artist and met her husband at University and has three children, who are all now young

11




adults. Isabel’s husband was seen as her main support as were her children. It was
recommended by the psychiatrist that she start a course of Prozac however Isabel had

opted not to take any medication and wanted to try therapy first.

As is the case with anyone suffering from an anxiety disorder, exposure to the feared
situation (in Isabel’s case people), led to panic like symptoms. She experienced heart
palpitations, dizziness, sweating and a fear that she would pass out or make a fool of herself
in public. The avoidance of social situations led to increased levels of anxiety when next
confronted with a social event and depressed mood because ultimately human beings are
social and when the social need of belonging is not met negative beliefs about oneself are

inevitably triggered.

Convening the first session

When Isabel came into the room | had an immediate sense of how difficult this was for her
due to how anxious she was feeling. She spoke in a very soft/low voice and looked down
almost the whole time. She did not take off her jacket and kept taking out a tissue to wipe
her forehead. As is quite often the case when | see anxious clients, | end up feeling anxious
myself, although this transference is not described or discussed within the cognitive-
behavioural model, there is no doubt that it is a very real part of the therapeutic process. As
a way of compensating for my clients anxiety, | often take more of a lead in the first session.
1 discuss what previous clients presenting with social anxiety have experienced and how |
have worked with them. This led to Isabel feeling less anxious by normalising what she had

and gave her positive expectations of the outcome.

12



Initial Assessment and Hypothesis Formulation of Problem

Isabel’s social anxiety was seen as the presenting problem by the GP, Psychiatrist and
myself. Isabel displayed all of the common features of social anxiety outlined by Clarke and
Wells (1995): Firstly, when Isabel described going into social situations she began detailed
monitoring and observations of herself. Secondly, she engaged in a number of safety-
behaviours to reduce the possibility of rejection. She avoided the social events outright or
hardly spoke, only talked about certain topics, and waited for others to approach her and
hardly spoke about herself. Thirdly, Isabel showed an anxiety-induced performance deficit,
which included over-estimating how negatively others would perceive her and her
‘performance’. Finally, there was the pre and post- catastrophising of social events. This is
when Isabel would go through each social event in a detailed way, picking out anything that
could have been perceived negatively by others. This is of course “a trap” because even
neutral situations could be perceived as negative, and someone like Isabel is more likely to

assume the worse.

According to the DSM-1V, Isabel would be classified in the generalised social anxiety group
because her fears were related to most social situations and not specific ones such as public

speaking which tends to be the most common one.

When looking at Isabel’s past it was clear that she had grown-up in a strict household in
which her parents had been overly critical of her. She would often receive feedback from
her mother about not wearing the correct clothes, not behaving appropriately in social
situations, and suggestions that her mother was embarrassed by her. At school Isabel was
bullied for being quiet and had few friends. Her father on the other hand, was austere and

cold. If Isabel ‘misbehaved’ it was not uncommon for her to get hit.
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It was hypothesised that Isabel’s upbringing had led to core beliefs about being an outsider,
not likeable and generally not good enough. The belief about being an outsider mainly
developed due to her anxiety, which led to her being quiet and therefore always being on
the outside of social interactions and events. The negative automatic thoughts which Isabel
and | were able to identify in the first session were around others thinking she was strange
or stupid and believing she would be rejected suggested these would be the underlying
beliefs. Isabel had therefore avoided most social interactions or had pushed herself through
them with high levels of anxiety. Both these situations leading to her brain pairing social
events with a high level of perceived threat which had maintained her social anxiety
throughout her life. Her love of art and desire to complete an art class and attend art groups
suggested that there would be high levels of motivation to engage in the therapy. This is
especially important when conducting exposure tasks as it is so difficult for the client

initially.

Negotiating a Contract and Therapeutic Aims

A contract of twelve sessions with a review half way through was agreed on by Isabel and
me. Isabel was coming to see me on private health insurance and the insurance providers
tend to agree to twelve sessions as a standard number. It is then possible to apply for
further sessions if it is needed. Research suggests any number between 8 and 16 sessions
are needed (Hoffmann & Otto, 2007). However in my experience it can take longer to really
generalise the new cognitions and behaviours. The agreed goal was for Isabel to be able to
join art groups and classes without feeling a huge amount of anxiety and to eventually be
able to present her work to others without fearing rejection. This would be achieved by
initially educating Isabel about social anxiety and understanding how her experience related
to the model. Once the cognitions were identified we agreed we would challenge her beliefs
and then conduct a number of exposure tasks to reinforce that the new cognitions were in

fact true. The sessions would take place on a weekly basis and confidentiality was discussed.
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Biographical Details

Isabel is a 48-year-old Afro-Caribbean woman. Her genogram can be seen below. Isabel has
been married for twenty-four years and has three children, two twin daughters and a son.
Her father died seven years ago and her mother is still alive. Isabel has been suffering with
social anxiety since she can remember, initially believing it was just shyness until it became
so severe that she realised she was occasionally not leaving the house and it was interfering
with her functioning. Her husband is extremely supportive and tries on every occasion
possible to encourage Isabel out. She often joins him for business dinners, but as he is
socially confident she relies on him to make conversation and take the lead in all social
events, which effectively is one of her safety behaviours. Since her father’s death seven
years ago, her mother has become very reliant on Isabel to take care of her. This will be
discussed later in this report but is difficult given the history. There are no reported
psychiatric illnesses in the family history. Isabel could be classified as suffering with

moderate depression, which as mentioned previously is secondary to her anxiety.
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Part 2- The development of the therapy

The Pattern of Therapy

Isabel had eighteen sessions in total. Isabel and | continued to feel anxious in the first three
sessions but then started to get used to each other and formed a strong therapeutic
alliance. This developed from an ability to display the three basic principles of the person-
centred approach: unconditional positive regard, congruence and empathy (Rogers 1957).
Isabel visibly became less anxious, started making more eye contact, took off her jacket,
spoke in a more audible volume, and became more expressive. Our sessions would often be
filled with laughter as well as tears, which initially Isabel was too anxious to express. When
we began the exposure sessions | asked Isabel to watch me and how others responded. This
helped Isabel to pay attention to what other people really were doing and helped her to
build trust in me and the therapy. By demonstrating that the exposure tasks were in fact not
that bad, Isabel was able to have more confidence in trying them out herself. By the end of
therapy Isabel was going to art groups, classes and displaying her work. She continued to
have some negative beliefs about social events before attending them but realised that
these were just part of her previously held automatic thoughts and that in reality these
events were always positive. Alongside challenging the negative beliefs and behaviours
around social anxiety, Isabel and | also worked on self-esteem and looked at ways in which
she could set new boundaries with her mother and recognise her strengths as an artist,

mother and wife.

Therapeutic Plan and Main Technigues Used

Initially an open and trusting relationship was developed using, as mentioned, the principles

of the person-centred approach. Relating my previous experiences of working with clients




suffering with social anxiety to Isabel, helped to normalise her experience and conceptualise
how therapy could be effective. | clearly communicate to all of my clients their responsibility
in the process. It's all very well challenging thoughts and behaviours inside the session, one
hour a week, but unless that is maintained outside of the session there will be very little
change, if any. Isabel seemed to understand this and her willingness to carry out homework
exercises was evidence of this being the case. The therapeutic plan was then to draw out a
hierarchy of feared situations and gradually work through each level by initially
restructuring thoughts about the events and then carrying out exposure tasks to evaluate

whether the alternative thoughts were true.

The main techniques used as mentioned above were cognitive restructuring and exposure
for the social anxiety. Having lived with these negative and threatening beliefs most of her
life, Isabel’s self-esteem/ confidence was not surprisingly low. By challenging the negative
beliefs around the social anxiety, Isabel’s self-esteem was also challenged in a positive
direction. However, we spent a few sessions looking at what it means to be good enough
and also asserting boundaries with her mother, who was constantly demanding
unreasonable amounts of attention from Isabel. In exploring where her negative core beliefs
came from, Isabel, like most clients, began to feel angry with her parents and how they had
behaved towards her. The angrier she was allowed to be, the less anxious she
communicated being. This emotional consequence is looked at in James Pennebaker’s
(1997) book, and is an interesting observation | have had with most clients. It seems the
more a client is able to see what is their responsibility and what is others, the less
guilty/shamed the client feels and the less anxious they express being. This is likely to be
due to the cognitions changing around “l am not good enough” to one in which the client
was always good enough but the parents, friends, teachers etc. had their own issues that
were expressed in unhelpful ways to the client. It also helped Isabel to see that she had
learned these beliefs and that there wasn’t something inherently wrong or bad with her.
The fact that beliefs and behaviours are learned means they can be unlearned, something

which is helpful to the client in increasing motivation for change.
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The exposure tasks followed the hierarchy that Isabel had written up at the beginning of
therapy. Her level 1 social situations were the least anxiety provoking with each level
becoming increasingly more difficult. Isabel had 7 levels. For Isabel level 7 was presenting
her work, which was perceived as the most threatening and which was always avoided.
Using graded exposure has always been a useful strategy when working with clients
suffering with social anxiety. It means that the anxiety levels are controlled and low enough
for the exposure to be effective. With each level we would spend the session time
challenging the thoughts around the situation in a thought chart (see Appendix 1) and then
Isabel would go away and try to do the exposure without her safety behaviours. Paying
attention to how others actually responded and reporting back to me in the next session. To
give Isabel the confidence to do this we set up three exposure tasks within session time for

me to carry out and for her to observe.

The first in-vivo exposure task was for me to drop my keys. | asked Isabel to predict how
many people would look at me if | dropped the keys in front of them. | also asked her to
predict how they would respond. Isabel predicted that at least 8 people out of 10 would
look at me and most of them would be annoyed, probably even making sounds indicating as
much. So off we went down the high street with me dropping the keys and Isabel watching
the people. To her amazement only two people looked and neither of them seemed
annoyed. In fact, she wondered if they had even registered what they were looking at and
perhaps had just looked because they heard a noise. The second exposure task was for me
to eat something in a messy way. Again, how many people would pay attention and what
would they be thinking? Isabel predicted that almost everyone who walked past me would
pay attention and would give me ‘what is she doing?!’ disapproving looks. In reality, hardly
anyone bothered looking and no one gave me any disapproving looks. Isabel was so
surprised by this that she actually laughed for several minutes in the session when
debriefing. Finally, what would happen if | walked down the street speaking gibberish? This
was meant to be perceived as the most embarrassing task by Isabel and it was. When | told
her what | was going to do, her eyes went all wide and she said, “you wouldn’t?!” and again

off we went down the high street and Isabel watched as no one seemed to notice or care.
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These in-session exposure tasks were helpful in getting the exposure work started. They not
only challenged Isabel’s faulty belies about how much people pay attention and how
negative they are, but it helped to build trust between the two of us. If | was correct about
these three situations then she was more likely to believe my challenges when it came to
her own situations that she was going to do exposure on for homework. Her homework
tasks included: asking a new acquaintance to a museum, joining an art group, presenting her
work and off of her own back Isabel joined the art society. Before each new exposure task
Isabel and | would challenge her negative thinking in the session using a thought chart.
Isabel’s thoughts usually revolved around other people thinking she didn’t belong there and
that she wasn’t good enough/ an outsider. The challenges that most helped Isabel were
reflecting on who was ‘good enough’ what was bringing them all there together, when had
she ever thought someone else wasn’t good enough to be in a group, and what were her
thoughts when other people asked her to museums or other social events. The more Isabel
did the exposure tasks following these sessions, the more she began to access information
about the alternative beliefs regarding them, until she was eventually feeling much less

anxious doing them.

Other than the standard thought charts and exposure work, | also taught Isabel breathing
techniques and applied relaxation (Ost, 1987). Applied relaxation has been shown to be as
effective as standard CBT techniques. This is because if one is relaxed in the previously
feared situation the brain starts to pair the situation. In Isabel’s case, speaking to a stranger
as safe, which just makes exposure more effective. It also helps the client to feel more in
control in a real way. All of the safety-behaviours set up in any anxiety disorder are done by
the client with a misconception that it will lead to feeling more in control, when in fact it
makes the client feel less in control because it makes them more anxious. By finding real
ways of being in control, the client can hopefully feel more able to give up their safety-

behaviours.
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The Key Content Issues

Initially the content issue of the sessions was to understand how Isabel’s negative thoughts
were leading to anxiety and how her behaviours were perpetuating the anxiety. The
sessions quickly moved onto where she had learned these faulty core beliefs and then how

we were going to challenge them.

As Isabel and | worked through the hierarchy, the content issue also started to revolve
around her relationship with her mother and how she could manage her boundaries better.
Her mother had become very reliant on Isabel since the death of her father and was
requesting that she spend more and more time at her house until she was there aimost the
whole week. How could Isabel learn to say no without believing she was a bad person? In
turning the situation around by asking her what her expectations of her children were, and
what were reasonable and unreasonable requests, Isabel was able to begin a process of re-
establishing boundaries. She realised that by not doing everything for her mother, her
mother started becoming more active. This in turn, made her feel better and therefore she

was more pleasant to be around.

Finally, the effect the social anxiety had had on her self-esteem was looked at and goals for
building her self-esteem. This partially included the work on the social anxiety and
assertiveness with her mother. | also asked that she start looking at all of the things she was
doing well, positive feedback she had received about her work, the positive relationships

she had built with her family and encouraged her to join societies and art groups to

continue building on this evidence.




The Therapeutic Process

It is not surprising that | chose to do my research on social anxiety. | have suffered with it
mildly throughout my life. | have challenged it as | do with my clients and gradually | have
become less anxious and built-up my self-esteem in similar ways. | am aware of my own

struggles with anxiety and have worked on them in my personal therapy.

When Isabel began talking about her fears of others and how embarrassing certain
situations, especially in the exposure tasks would be, | recognised that these beliefs
resonated with my previously held beliefs. | know how uncomfortable it is to be anxious in
unthreatening situations and | am aware that | sometimes have thoughts around fear of
losing control in the sessions like, “I can’t be anxious now when my client is anxious because
that would make me look like | wasn’t a good therapist”, this of course inevitably leads to
me feeling anxious, so in a sense | am mirroring the exact same process as my client. After
so many years of being a psychologist | am able to quickly challenge these thoughts, but

they do appear occasionally none-the-less.

The more Isabel opened up and learned to trust in me and the process, the less concerned |
felt about proving myself and the less anxious we felt around each other. When discussing
boundary issues, | could hear myself being quite insistent, which is probably helpful to Isabel
in that it helped her to recognise how important it is. The forcefulness however derives from
my own previous difficulties in setting boundaries. | was aware of this and was able to use
one of my own experiences with boundary setting and the consequences to Isabel in a
session. | know all psychologists have different views on whether or not to divulge personal
information to the client. My belief is that if it is relevant to the client then it can be very

useful. Firstly it heips the client see the practitioner as a person. Secondly, it backs up what |
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am saying along with other clinical examples, and finally, it helps show the client advanced

empathy for what they are going through.

As Isabel and | worked through her hierarchy, there were several sessions filled with tears,
as she was so anxious about taking the chance on the exposure tasks. It is incredibly brave
for anyone to really stand up to their fears and perform the action that the body is
indicating not to. | found myself taking on a ‘nurturing mother’ role of encouragement and
helping her to access previous successes with exposure. This was of course the type of
mother that she had not grown-up with and helped to give her a new experience she could

learn from and hopefully internalise.

Difficulties in the Work

Other than managing my own anxiety in the sessions, the only other difficulty was Isabel’s
insurance running out due to her husband leaving his current employment and their
insurance therefore being cut off. Isabel had made significant progress and she knew how to
continue challenging her thoughts and behaviours, but in an ideal world she would have had
on-going support. The cognitive-behavioural research often indicates that anything from 8
to 16 sessions can ‘cure’ someone of their anxiety or depression. This number of sessions is
cited in the National Institute for Health and Clinical Excellence (NICE) and therefore used as
a guideline for practice in the National Health Service. In my clinical experience however, 8-
16 sessions is a good start, but change takes time and generalising new schemas of the
world takes on-going work. If given more sessions, | will often start spreading out the
sessions, so that the client continues to stay focused on their goals and exposure work and

gives them a space to continue reflecting on progress made.

As a client, Isabel was an ideal candidate for cognitive-behavioural therapy. She was
motivated to take on the challenge because she loved her art work so much that her goal

was very personal to her. She is very intelligent and insightful and was able to understand
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the social anxiety model and immediately put theory into practice. She also had a very good

support group that continued to encourage her outside of session times.

Making Use of Supervision

In supervision | looked at how some of my processes were mirroring my client’s. We looked
at the concept of control and anxiety. What if | become anxious in a session? Does this
mean that | should not be helping someone else with their anxiety? Believing that to be a
good therapist | must be serene, calm, and in control at all times, is of course “a trap”. My
supervisor helped to challenge me to see that as a human | too experience all ranges of
emotions. It was helpful to accept that | cannot always be in control because no one can.
The more | accept this fact the less anxious | become. | was able to use the exact same
challenges with Isabel. Individuals who are socially anxious always hold all-or-nothing beliefs
about what is and is not acceptable to others and themselves. Due to the fact that there is
no room for mistakes or fallibility it means the individual effectively believes that they must
always be perfect. This condition or rule for living is not achievable and keeps the individual

consistently anxious.

When it came to the exposure tasks, my supervisor wisely reminded me that | must make
sure to communicate that the task should ideally feel about 45-70% anxiety provoking. If the
anxiety is higher than this then exposure is ineffective because the individual’s brain is still

associating the situation as a threat and is unable to take in other important pieces of

information. Such as what other people are actually doing and how they are responding.

Finally, just using the supervision hour every few weeks was important for me in order to
reflect on where | was going with the sessions, and remaining focused on the goals each
week. It gives me a space like my personal therapy to voice my concerns and recognise what

is working well so that | may implement the same strategies again with future clients.




Changes in the formulation and therapeutic process

The formulation did not change throughout the therapy. Isabel had been diagnosed by her
general practioners and psychiatrist with social anxiety, so this is perhaps not surprising. The
therapeutic process started out as quite ‘clinical’. We were identifying thoughts and
behaviours according to the model to help Isabel make sense of the overall picture of her
social anxiety and how it was being maintained. The thought charts were used throughout

the therapy, but in the beginning of therapy were the main focus of the sessions.

Towards the middle sessions, when Isabel and | had done a few exposure tasks, the
relationship dynamics between us became more significant and therapeutic. This could be
viewed in a psychodynamic and systemic way. Isabel had grown-up with critical/negative
parents. By demonstrating a positive/nurturing dynamic, | was demonstrating something
different to Isabel. | hoped that this new feedback/dynamic would become internalised and
replace the old pattern of self-critical thoughts. To emphasise this, we looked at the
importance of being compassionate with oneself (Compassionate Minds). Being able to be
compassionate with one self involves understanding where one has learned irrational
thoughts and patterns of behaviour. It is a process by which one recognises the lack of
choice one had in ending up in a family and having the childhood experiences one had,
therefore blaming oneself for them is senseless and unhelpful when learning how to change

them.

| was genuinely pleased to see the progress Isabel was making in therapy, my joy was shared
by Isabel who was now able to attend art groups and display her own work. She decided to
apply for membership to a well - respected art society that she would have to be
interviewed for by a panel of established artists. She went, and was given honorary

membership because the panel was so impressed by her work. it is the most pleasing and
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exciting part of being a psychologist, when one gets to be a part of such positive change in

an individual’s life.




Part 3 - The conclusion of the therapy and the review

The Therapeutic Ending

Isabel’s husband had decided, due to changes in the company that he worked for, to leave
quite abruptly. So Isabel and | only had a few sessions to wrap up the work and plan for the
future. | ask all of my clients to reflect on what they have learned from the sessions, what
they will continue to work on and how they will do this (thinking about what support
systems are available to them once therapy has finished). As mentioned earlier, Isabel was
very psychologically minded and motivated she was able to reflect well on what she had
learned about social anxiety and how she would continue to challenge her negative beliefs

and safety-behaviours.

Isabel made significant progress, and we looked at how she had been able to do that. We
wrote-up a continuation plan, what the next steps of exposure would be and how she would
keep herself on track. Again, Isabel seemed very aware of herself and what needed to

happen.

| always remind my clients that should they need a follow-up session in the future that this
is always available and remind them of other counselling and support services in their area.
When Isabel left she became slightly tearful, she expressed how much this process had
meant to her and it left me feeling grateful as | always feel that | was able to play a partin

that change.




Evaluation of the Work

| felt that the counselling was successful in achieving what it realistically could in eighteen
sessions, considering Isabel had been living a lifetime in fear and isolation. By the end of
therapy Isabel was socialising with different art groups, a member of a well-established art
society and displaying her work at different exhibitions. Isabel continued to feel anxious
about these events, but the reported amount of time Isabel spent feeling anxious in social
situations reduced significantly from the whole way through to the first ten minutes, and
more importantly at least she was going! Isabel reported that her whole family had noticed

the changes, although her mother was less pleased about the newly established boundaries.

What | Learned About Psychotherapeutic Practice and Theory

As with every client | learned yet again how important it is to be aware of my own issues in

the therapy room. This is important because it could be mirroring what my client is going
through and therefore helpful to the client, but also important for my self-awareness, to be

able to distinguish between what are my issues and what are my clients.

| learned yet again that if | just take a little extra time at the beginning of therapy to review
the model of whatever anxiety/depressive disorder | am working with and identify the
thoughts and behaviours that match the model then the client and | both seem to have a

clear direction in terms of the stages that the therapy needs to head in.

Finally it is worth reflecting on what all the research suggests about the importance of the
therapeutic relationship regardless of which model one is working in. It was obvious that the
more comfortable Isabel and | became with each other, the more she trusted me, the more
of an impact the work had. As mentioned previously, the therapy gave Isabel a safe place

not only to explore her fears and make sense of where they came from, but to experience a




new relational dynamic, one in which she was being encouraged and not criticised. She did
have other relationships in her life that were like this, like the one with her husband, but she
had no female ones with another adult in a position of what she would perceive as
‘authority’. Very often in social anxiety the perceived ‘authority’ figure is imagined to be

more critical. This opportunity gave Isabel the evidence to realise that this is not the case.

What | Learned About Myself

| realised through working with Isabel that | too am not totally over my social anxiety.
Through the supervision and personal therapy that | have, | was able to look at my issues
around perceived control, acceptance of myself as a fallible human being and self-esteem
issues. | suspect there is a function at this point to me holding on to a small amount of social
anxiety, it keeps me quite focused in the therapy room. | wonder if | would be as effective
without it. | find that a little bit of anxiety keeps me motivated, it is only once it reaches a
certain level that it no longer stays functional. | only very rarely experience those high levels
of anxiety, so on the whole it seems to have more of a positive consequence than a negative

one.
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APPENDIX 1

CBT ANXIETY GROUP
ABC CHART
Actual Event Belief Consequence Alterative Belief Alternative Consequence
A B C Alt.B Alt. C
The others will not like my
Going to art group art work e Anyone who is an
" Anxious artist belongs in the *Go to the group and drop
zg: ‘t’l‘]’P' Ifam i'm safety behaviours.
ist therefore
They think I don’t belong belong. :
here Behaviour: % Atis subjective: I Start talking to people as
don’t like everyone’s | S0OM 3 I get there and
U Avoidance work but that doesn’t | Write down all of the

Maybe I don’t belong here
U

I am not good enough

mean I don’t think
they should be in the
group.

They will probably
appreciate another
artist joining.

evidence I get that others
are pleased I am there.
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SECTION C: CRITICAL LITERATURE REVIEW

PTSD




Introduction

Post-Traumatic Stress Disorder is estimated to affect approximately 8% of the adult
population of the United States (DSM-1V, 2000). Although the exact numbers are unknown
in the United Kingdom, it could be assumed to be equally high based on the recent Iraq war
and the number of asylum seekers in the UK. It is estimated that 1 in 8 soldiers returning
from war are suffering from PTSD (Associated Press, 2004). PTSD is a disorder that most of
the counselling services will come into contact with, and as such need clear guidelines on

how to manage. The National Institute for Clinical Excellence recommends that,

“More severe or persistent PTSD symptoms should be offered trauma focused
psychological therapy such as CBT or Eye movement desensitisation and reprocessing”

(NICE, 2010)

With an ever decreasing budget for the National Health Service in our current economic
climate, the government is interested in finding ever more efficient short-term counselling
solutions to severe anxiety disorders. It is therefore important for practioners to not only be
trained in these techniques if they are proven to be effective, but to understand how and
why they work. This paper will be looking at three short-term techniques known as Eye
Movement Desensitisation and Reprocessing (EMDR), The Rewind technique and Cognitive-
Behavioural Therapy. This paper will first examine what PTSD is, then what these three
different techniques are, how they work in practise, an evaluation of the techniques
compared to each other, what factors they have in common and finally as a way of putting
theory into practice, the writer of this paper was trained in each approach and will provide a

personal account of how effective each approach has been to date.
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Post-Traumatic Stress Disorder

Post-traumatic stress disorder was only recognised as an independent anxiety disorder in
1980 and included as an anxiety disorder in the DSM-III (Lilienfeld, S., 1998). Before this time
however, the cluster of symptoms had been recognised in relation to veterans coming home
after World War | and 1l, in which it was discussed as “shell shock” or “battle fatigue”. Itis
defined as the development of characteristic symptoms following exposure to an extreme
traumatic stressor involving direct or indirect personal experience of an event that involves
actual or threatened death or serious injury, or a threat to one’s personal integrity or to that
of another person, or learning about an unexpected or violent death (DSM-1V, 2000). Among
the most frequent precipitants of PTSD are military combat, rape, physical assault, motor
vehicle accidents, natural disasters and the witnessing of a murder or accidental death. The
resulting symptoms fall into three categories: The psychological re-experiencing of the
traumatic event, avoidance of stimuli that remind the individual of the event and

heightened arousal. What sets PTSD apart from the other anxiety disorders is that it always
originates from an actual traumatic event even if it is through vicarious learning, in other
words hearing about another person’s traumatic experience, whereas a phobia of spiders
(arachnophobia) for example does not need to originate from an event in the past. The
symptoms that result are set apart from other anxiety disorders by the reoccurring
flashbacks that lead to the sufferer feeling as if they are re-experiencing the traumatic event
continuously and the increased startle response. It is estimated that about thirty percent of
individuals that are exposed to an event that could be classified as ‘traumatic’ go on to
develop PTSD (NICE, 2010). Based on the research it appears as if previous family stressors
predispose an individual to developing PTSD, including depression, alcoholism and

unemployment (Emery, O., & Emery, P., 1991).

In the revised DSM-IV definition of PTSD more emphasis is placed on the way in which the
individual interprets the perceived threat as a determinant of whether the symptoms
develop or not. It is important to consider cultural variants, for example what may be
considered ‘traumatic’ in one country may not in another. This has to do with what has

been normalised within one society versus another. For example, upon hearing an
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explosion, someone in iraq is unlikely to develop PTSD given the non-stop wars that have
been taking place there, whereas someone walking down the middle of Oxford Street in

London is more likely to develop PTSD given the rarity of the occurrence.

The way in which trauma memories are stored versus non-traumatic memories has been

shown to vary. Joe Griffin (2003), a research psychologist sees PTSD as resulting from

traumatic memories being stored in the amygdala, the emotional centre of the brain as
opposed to the neo-cortex, the rational centre of the brain. He believes that when
memories are stored in the amygdala, the brain constantly scans the environment for any
matching stimuli that was experienced in the original traumatic event. The result is a
constant state of arousal, as the body is always in fight-or-flight mode prepared for the
repeated threat. Joe Griffin uses the example of a butcher who upon smelling perfume,
lemon oil, banana oil or ether would have ‘strange spells’ where his heart would beat
quickly, he would vomit and then lose consciousness. It turned out that during the Great
War of 1914-18, the butcher had experienced the traumatic event of being gassed in the
trenches whilst asleep. The perfumed smells were enough of a match to the amygdala, and

so the resulting fear response would emerge.

PTSD is only diagnosed if the person has been exposed to an event that qualifies as
traumatic, has been repeatedly re-experiencing the trauma, avoids activities and stimuli
associated with the trauma and emotional numbing, experiences heightened arousal,
irritability or an exaggerated startle reflex and the symptoms have persisted for at least one

month (DSM-IV, 2000).

As with any disorder there are a number of therapeutic approaches available. Research has
shown EMDR and CBT to be the most effective (NICE, 2010) and will therefore be explored
in this paper alongside the Rewind technique that has yet to prove itself through research
but which its creators claim to have equal efficacy. Is it possible to cure PTSD in only a few

sessions and if so how does it work?




Eye Movement Desensitisation and Reprocessing

The eye movement desensitisation and reprocessing (EMDR) procedure was developed by
Francine Shapiro (1987), an American psychologist, who recalls having fortuitously
“discovered” that when she moved her eyes back and forth it reduced her own anxiety.
EMDR involves getting clients to recall traumatic episodes whilst tracking the movement of
the therapists hand back and forth. Several episodes of tracking the hand movements may
be required for a single traumatic event to be reprocessed. The research on EMDR is
convincing although even Francine Shapiro couldn’t fully explain why it works. Possible
explanations such as it might work on the same principles as REM sleep has yet to be
proven. There are eight phases to EMDR which will be described below and are from the

EMDR training manual designed by Shapiro (1998):

The first phase involves taking a history of the traumatic event, in which the therapist
documents symptomology, recent distressing events that elicit emotional disturbance,
related historical incidents and the specific skills and behaviours that will be needed by the

client in future situations.

The second phase is about building rapport, explaining what EMDR is, and ensuring that the
client has methods of handling emotional distress and good coping skills. The therapist also

wants to assess that the client is in a relatively stable state.

In phases three through six, a target is identified and processed using the back to forth hand
movements. This involves formulating a picture along with a statement representing the
worst part of the incident (for example, the picture is as the car hit another car. The
negative belief is, “I am bad”). EMDR is non-directive, so after each set of hand movements
the therapist asks the client what came up for them, in other words where did their brain
(processing) take them. The client responds and the therapist asks them just to notice it and

identify where in their body they feel the emotion that is associated with the statement.

Then another round of hand movements until the client reports no longer experiencing any

anxiety with the negative picture/belief.




Phase five is all about installation of the new positive/neutral statement to replace the

previously held negative one (i.e. “ am good enough”).

Phase six teaches the client how to body scan for any heightened state of arousal and how

to systematically relax.

Phase seven is the closure stage, when the client and therapist debrief, the client is asked to

keep a log, and a follow-up session is scheduled.

Phase eight is a re-evaluation, when the client is asked for a follow-up session and again is
asked to reassess the picture that was associated with the original traumatic event,

thoughts and emotions are assessed and the review log is looked at.
Research supporting EMDR

Francine Shapiro’s original research looked at PTSD in 22 participants that were Vietham
veterans. The results indicated that a single session of EMDR procedure successfully
desensitized the participant’s traumatic memories and dramatically altered their cognitive
assessments of the situation, the effects were found to be maintained at a 3-month follow-
up. The therapeutic benefit was accompanied by behavioural shifts which included the
alleviation of the participant’s primary presenting complaints (Shapiro, 1988). Since

Shapiro’s research there have been a number of other findings to support the use of EMDR.

The journal of EMDR Practice and Research lists several studies not surprisingly supporting
the use of EMDR, when taking a closer look at sample sizes however several of these studies
are case reports (Barker, Randolph T., & Sandra B., 2007) or pre and post- effectiveness
studies on work with for example Tsunami survivors that were only carried out on five
participants (Jayatunge, Ruwan M., 2008). These numbers are too small to be considered

significant to the population.

Of the few studies with significant sample sizes, 124 children who experienced disaster

related trauma during a massive flood found that significant improvements continued at a
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3-month follow-up with the use of EMDR (Aduriz, M.E., Bluthgen, C. & Knopfler, 2009).
Another convincing piece of research looked at a sample of 1500 earthquake victims whom
underwent five sessions of EMDR which successfully eliminated PTSD in 92.7% of those
treated, with a reduction of symptoms in the remaining participants (Konuk,. E., Knipe, J.,

Eke, I., Yuksek, H., Yurtsever, A., Ostep, S. (2006).

Non-supportive Research

Some of the research of EMDR has not been as complementary. One study for example
found no drop in the pre and post-therapy subjective units of disturbance (SUD) and a
greater psycho-physiological responding in an exposure condition (Boudewyns, Stwertka,

Hyer, Albrecht & Sperr, 1993).

Although EMDR technically requires the use of eye movements, Shapiro (1994) claimed that
she had successfully used the technique with blind clients by substituting the visual
movements for auditory tones (a headset administering a beep in the left ear and then the

right).

There are a number of studies that have shown EMDR to be no more effective than
exposure control conditions (Refrey & Spates 1994, Sanderson & Carpenter, 1992). Some
writers have argued that there are few controlled outcome studies on EMDR (Lilienfeld,
1998) and that one might wonder whether the fact that Shapiro elicited the SUDs and
validity of cognitions from participants lent her findings to be attributed to the
experimenter expectancy effect (Rosenthal, 1967). Specifically, Shapiro might have
unwittingly delivered treatment more effectively or convincingly to the EMDR group or

subtly influenced participants in this group to report greater improvements.

From my own clinical experience, | have had three successful outcomes using this technique
and two that have made no difference. In fact | wondered with one of the non-successful

clients if it actually made her worse for a certain period of time, but it was impossible to be
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certain as | couldn’t control the other variables in her life, such as dissatisfaction with
employment and relationships. In the success group | used EMDR only after trying CBT with
some success, from these experiences it seemed as if the EMDR tapped into the more
emotional component of the trauma that helped the client ‘experience’ the fear more. It is
impossible again from such a small sample size to make any absolute conclusions about the

use of EMDR but certainly | will continue to explore its use.

The research seems to provide mixed support for EMDR'’s effectiveness. Despite some of the
negative findings, there still appears to be enough research supporting its use, which is why
the NICE guidelines recommend it as one of two options in the treatment of PTSD. It is
therefore important for practitioners to understand what it is about EMDR that works, so
that it may be used in practice. Before breaking down EMDR into its component parts, this
paper will consider another up and coming technique in the treatment of PTSD called the

rewind technique.

The Rewind Technique

The rewind technique (also known as the fast phobia cure or visual-kinaesthetic dissociation
technique) was first developed by Richard Bandler, one of the co-founders of
Neurolinguistic Programming (NLP), after observing films of Milton Erickson detraumatising
people in hypnosis. The technique works by allowing the traumatised individual in a relaxed
state to reprocess the traumatic event by pretending to watch the trauma incident in fast
forward and rewind motion. The technique is said to reprocess the trauma memory in the

neocortex instead of the amygdala (which triggers the fight-or-flight response).

The procedure works in the following way; once the client is fully relaxed through the use of
progressive muscle relaxation he/she is asked to imagine a television screen in front of them
(if it helps to put a chair or box in front of them to do this then that is placed in front of
them). The client is told that they have the remote control for the dvd/vhs recorder and the
film inside the dvd/vhs is a film of the trauma. The client is told that when they are ready

they can press the fast forward button and watch the traumatic incident in fast forward
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motion only. When they have reached the end of the film the client is instructed to tell the
psychologist, an anxiety rating is taken and then the same procedure is followed only in
rewind motion. This is carried out until the client reports experiencing no anxiety around
watching the incident. If it is desirable to instil confidence in the future, for instance, driving
a car or using a lift, then the client is asked to imagine a scenario in which they are doing so
and are feeling confident and relaxed. Once accomplished, clients are brought out of the
trance and the work is complete. Besides being safe, quick and painless and side effect free,
the technique has the advantage of being non-voyeuristic. Intimate details of the traumatic
incident do not need to be voiced and it is the client that watches the film, not the

counsellor (Griffin & Tyrell, 2004).

Research supporting the rewind technique

The rewind technique has a surprisingly sparse amount of research to support its use.
Proponents of the technique state that it reduces post-traumatic symptoms in over 70% of
patients in one session (Dr George Simon, 2009) but the actual studies to back up these

claims seem non-existent or scientifically flawed.

One piece of research that looks scientifically sound asked 30 participants with PTSD to rate
the technique. 40% of clients rated it as extremely successful, 53% as successful and 7% as

acceptable. No one rated the method as poor or as a failure (Guy & Guy, 2004).

The only other research noted was set up by Barnardo’s charity whom support individuals
and families who have been traumatised, primarily as a result of their experiences in

Northern Ireland. This is a quote regarding the research:

“The team worked with forty seven people, 57% of whom were treated with the

rewind technique only. Twenty six would have met the criteria for PTSD. The results show
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that after treatment none of the forty-seven people treated met the criteria for PTSD. There
was also a significant reduction in all sub symptoms associated with PTSD, five categories

had zero reports after the treatment” ({ Murphy, 2007).

This all sounds very good but when taking a closer look what does it actually mean? The
dubious wording of ‘would have met the criteria for PTSD’ suggests the participants weren’t
properly screened for PTSD. If half of the participants were treated with the rewind
technique only, what were the other halves treated with as well? Could the positive results
be attributed to the other treatment? All of this ‘research’ is inconclusive. In my own clinical
experience | have used the technique twice with success. Again it remains to be seen with

further use whether it is a trusted technique.
It should be noted that a trusted colleague of mine as said,

“The rewind technique is in my opinion the best technique | have for the treatment
of PTSD. | have trained in EMDR and CBT approaches, but believe the rewind technique is
most effective because it combines exposure without getting into the traumatic event and
therefore not re-traumatising the client. It is also more short-term. Often the technique only
requires one session.” (Felix Economakis, Chartered Counselling Psychologist and

hypnotherapist, 2010).

All of this is of course only hearsay and without the proper research to back it up there is no

further conclusion that can be reached other than to note it appears promising.

Cognitive-behavioural therapy

Cognitive-behavioural therapy derives from the early behavioural experiments in which
behaviours were found to increase or decrease based on the principles of classical and

operant conditioning (Pavlov, Thorndike, Tolman & Guthrie). Classical conditioning involved
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creating a conditioned response to a previously unconditioned stimulus. The principles of
Operant conditioning show how behaviours can increase or decrease depending on the type
of response received, whether that is positive reinforcement (praise) or through negative

reinforcement (punishment/ignoring behaviour).

The behavioural therapies emphasised the link between animal behaviour and human
behaviour. Many behavioural experiments in the past and present use animals as their
research subject and then use the outcomes to describe human behaviour. Aaron Beck
(1976) and later Albert Ellis (1977) saw a flaw with this type of thinking. They believed that
humans are more complex than other animals and that the school of behaviourism leaves
out the crucial element of cognitions and the part cognitions play on feelings and behaviour.
If one is effectively going to change dysfunctional behaviours in other words then one must

first change the beliefs that lead to them.

Aaron Beck suggested that using the principles of cognitive therapy with the behavioural
therapy would have the best outcome. Using these two therapeutic approaches effectively
together involves a process of primarily forming a strong therapeutic relationship, educating
the client about the model, understanding and identifying the negative automatic thoughts
and which negative core beliefs they are linked to. The next step is to look at the automatic
thoughts and see if there is stronger evidence for an alternative belief (a process known as
cognitive restructuring), homework tasks to find the alternative evidence (by doing
something different) and to try out the new thoughts and behaviours together. Finally the
aim is to generalise the new set of beliefs and behaviours to all situations which is continued
once therapy has concluded. To control the physical elements of anxiety relaxation

techniques and guided imagery are often used.

As mentioned previously, only thirty percent of those who experience what could be
considered a “traumatic” event go on to develop PTSD. This means that it is the way in
which the individual thinks about the traumatic event that will determine whether PTSD
results or not. Catastrophic thoughts such as, “I am going to die” that may have been
present during the trauma will continue to be re-experienced and so keep the individual in a

heightened state of arousal known as the fight-or-flight response. Through cognitive
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restructuring, the client will be able to put a new perspective on the trauma, for example “It

was dangerous but | did cope and | am safe now”.

Recent CBT work in the treatment of PTSD has looked at using virtual worlds which recreate
the environments that the client is phobic of in order to conduct exposure treatments safely
(under the therapists control) (Rothbaum, 2005). This can be especially useful if the trauma
originated from war, where outdoor exposure would be impossible, for example there is

currently an lraq programme (see: www.virtuallybetter.com).

Research supporting CBT

Two studies looking at the efficacy of cognitive-behavioural therapy (CBT) to prevent the
development of chronic and severe post-traumatic symptoms in vulnerable individuals
focused on ten victims of sexual assault. The victims were offered a four-session, multi-
component CBT programme. Two months post treatment results showed the women had
significantly less severe PTSD symptoms relative to a matched, untreated group (Foa,
Hearst-lkeda & Perry, 1995). As a clinician and researcher myself | wonder how these victims
were matched and note a word of caution with studies such as these as all variables outside
of the assault are very difficult to match (for example how much support someone has or
whether they have gone through a previous trauma, both of which are variables shown to

greatly effect recovery outcome).

In the other study 24 victims of various civilian traumas, all of whom met the DSM-IV criteria
for acute stress disorder, were randomly assigned to receive five sessions of either CBT or
supportive counselling within two weeks of the traumatic event. Compared with the
supportive counselling group, participants treated with CBT had fewer symptoms and lower

rates of PTSD at both post treatment and at the six months post trauma (Bryant, 1998).

Resick et. al (2002) compared CBT with a strong cognitive restructuring focus to CBT with a
strong exposure focus and to waiting list of controls in rape survivors. Both therapies were
superior to the waiting list condition. Approximately 80% of the clients who completed

either form of CBT no longer met the criteria for PTSD and most showed a marked
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improvement in depressive symptoms. In contrast only 2% of the women in the waiting list

condition had lost their PTSD symptoms.

There was no evidence reported against the use of CBT and most of the studies looking at
CBT suggest that it is as effective as EMDR and in some instances more so (Davidson &
Parker, 2001). In my clinical experience | have used CBT with eight clients presenting with
PTSD and it has been effective in six cases. CBT was the technique | learned first and it has
consistently been effective with other anxiety disorders so | tend to use it initially and only
try EMDR or the rewind technique after a failed attempt unless the referring consultant
specifically requests EMDR. It appears as if all three approaches to the treatment of PTSD
are effective, and although they all go under different names, there seems to be
commonalities between the approaches that could account for their effectiveness in

treatment.

What are the commonalities between treatments?

These three approaches all involve an element of exposure. This includes exposure to the
distressing thoughts, images and memories associated with the trauma. In EMDR this is
done in the beginning stages, in which the client has to come up with an image that
represents the most critical phase to the trauma and a sentence or phrase that goes with
that. The client is then asked to visualise the trauma whilst tracking the finger of the
therapist. This serves to expose the client to the trauma and at the same time distract them
from fully engaging in it. In the rewind technique the client is indirectly exposed to the
trauma by imagining watching it in fast forward or rewind motion. Again this serves to
distract the client sufficiently whilst at the same time exposing them to the traumatic event.
In CBT the client will end up being asked to drop safety behaviours around the traumatic
event (for example never going out at night time) and will be encouraged to do so in order
that the client may re-learn that it is safe and therefore not experience such high levels of

anxiety.

So what is it about exposure that helps facilitate the client with PTSD to recover? Learning
theorists stress habituation of classically-conditioned fear responses, whereas cognitive
theorists stress the modification of internal fear structures. As discussed at the beginning of

this paper, it is also possible that what is happening during exposure treatments is that the
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memories of the traumatic event are being restored into the neo-cortex so that the
amygdala is no longer scanning the environment to match the original traumatic event. For
this to happen, the client needs to be in a rational/relaxed state of mind, therefore
associating the trauma with a new sense of control, this can be seen working in the well-
established use of applied relaxation (progressive muscular relaxation) and extinguishing |
panic attacks. The client with the panic attack teaches them self to physically relax in the |
anxiety provoking situation, therefore re-programming the brain not to associate the |

stimulus with the response (Ost, 1987).

All of the approaches involve a form of cognitive restructuring. In EMDR the negative
catastrophic belief is replaced by a positive alternative. If the client starts to ‘loop’, in other
words is not able to access alternative beliefs on their own the practitioner will eventually
ask a question that steers the client in a different direction. For example, if a client keeps
getting stuck on, “l thought | was going to die” the therapist might say, “but did you die?”
and let the client take it from there. In the rewind technique the client is directed to rewind
and fast forward from one place of safety to another, therefore emphasising that although
the trauma was frightening, they are safe now. in CBT the clients negative/catastrophic
thoughts are challenged in order that the client may access alternatives that are more

functional in being able to move forward.

The client suffering from PTSD often feels out of control. They believed themselves to be out
of control and helpless at the time of the trauma and continue to think of themselves as
helpless currently (Seligman, 1975). Cognitive restructuring helps to emphasise and enhance
the client’s sense of their own coping strategies and to put the trauma into perspective.
Ways in which the client can feel a sense of control are explored and tested, perhaps taking
up a self-defence class or something similar. The common belief that “l am going to die”
which often comes up in trauma work is challenged with “but did you die?” which the client
realises they didn’t and a new perspective of “how did you cope?” is looked at. Once the
client feels in control again, the fear of dealing with a new threat will not seem as

overwhelming or catastrophic.

There are factors common to all types of therapy that will affect the outcome results. These

include the expectations of the counsellor and client, and the relationship formed between
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client and counsellor. Southworth and Kirsch (1988) randomly divided agoraphobic patients
into two exposure conditions. One group was defined as the “treatment” group and the
other as the “assessment” group. Both groups received ten identical in vivo exposure
sessions. The outcome showed that the participants provided with therapeutic expectancies
demonstrated greater and more rapid improvement than those in the assessment

expectancy condition.

The importance of the working alliance, or relationship, between counsellor and client has
long been known to be a good predictor of outcome. Provided the client feels safe,
empathised with and not judged, the client is likely to form a positive relationship with the
counsellor. Again the expectations the client has of the counsellors ability will come into
play as will the counsellors perceptions of the client’s problem solving abilities (Wei &
Heppner, 2005). The counsellors understanding of PTSD and the expected prognosis will
also come into play when looking at recovery rates. Biological psychiatrists attempt to
legitimise PTSD as a “real” medical condition by searching for biological markers associated
with the condition. This attempt creates an expectation among clinicians that even relatively
traumatic events produce quasi-permanent pathological symptoms mediated by scarring of
the brain, which will result in severe and long-lasting impairments in functioning. Some
research has found significantly smaller hippocampal volumes however group differences
were moderated by MRI methodology (Kari, A. et al. 2005). What interventions should aim
to do is normalise the reactions to trauma and foster expectations that the individual will be

able to cope effectively without an elaborate intervention.

What differentiates the approaches?

EMDR is different from the other two approaches in that it uses eye tracking, auditory tones
or taps as an integral part of the technique. Clients are asked to visually track the therapist’s
finger as it sweeps rhythmically from right to left in sets of 12 to 24 strokes, alternated at a

speed of two strokes per second.

Although there is no convincing evidence that EMDR is more effective for PTSD than
standard exposure treatment, Joe Griffin (2003) argues that what the finger tracking is
useful for is keeping the client present, whilst at the same time recalling the past trauma,

therefore it may aid in re-programming the trauma memory. This has been supported by
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research findings that suggest vividness and distress during imagining are lower during eye

movements than exposure alone (Kavanagh, Freese, Andrade & May., 2001).

The rewind technique is different from the other two approaches in that it does not ask the
client to recall the specific details of the traumatic event with the therapist. It also uses the
idea of watching the trauma on a television screen which distances the client from the
trauma and can be removed one-step further by imagining them self watching them self
watching the traumatic event. The idea of rewinding and fast-forwarding could lead to the
client feeling more in control of the trauma an as the recall of the trauma will not have been

stored at such speeds it is an interesting option to exposure.

CBT is different from the other two approaches in that it may use thought charts and more
of a psycho educational element. The exposure will happen outside of the session room as
well whereas the other two happen within the session. The client is expected to do
homework tasks outside of session time (filling in thought charts, carrying out exposure
tasks and signing up for classes that will enable the client to feel more in control). The
homework tasks aim to make the client more self-reliant and pro-active in their recovery,

whereas the other two approaches rely on the therapist being present.

Although there are differences between the different approaches, there is no convincing
evidence for one approach being any better than the other in treating PTSD. Perhaps it is

not down to one approach being most effective, but rather, which approach is best suited to

the client and therapist. As mentioned previously, if the therapist and client believe in the

approach and practice it correctly, then surely the recovery of the client is more likely.
Conclusion

Eye movement desensitisation and reprocessing, the rewind technique and the

conventional cognitive-behavioural therapy were all explored in this paper. From the

writer’s perspective it was initially assumed that CBT would be the most effective approach,

and the other two approaches something of a con. This however turned out not to be the
case. What the writer realised while researching these approaches was that each provided a

means of exposure and restructuring just in different forms.



It seems that provided there is a good working alliance and an expectation that the

treatment leads to recovery they can be equally effective. EMDR and the rewind technique

require more imagination, not surprising considering they derive from a hypnotherapeutic

background and the CBT approach relies more on the rational brain. Perhaps counselling
and clinical practioners would benefit from learning the different approaches and then
make a decision based on the client as to which approach to use, or if one is unsuccessful to

have another as a back-up plan.

As a final comment, it might be that the only benefit that any of the approaches have over
the others is the rewind technigue because it does not demand for details of the trauma to

be recounted. As debriefing has previously been shown to either have no effect or a harmful

living the trauma, even much later on is harmful or might delay recovery. More research

one in the treatment of PTSD (Szumilas, M et. al., 2010) it is possible that any type of re-
remains to be done and as of yet is inconclusive.
|
|
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SECTION D: RESEARCH STUDY

Social Anxiety; A Question of Theory of Mind?




l. Introduction

Social anxiety is the most common occurring phobia listed in the Diagnostic and Statistical
Manual of Mental Disorders (DSM-1V, 2000), affecting three to thirteen percent of the
population at any given time (DSM-IV, 2000). Given that human beings are social beings and
that the need for social support has been so closely linked to physical and mental well-being
(Cohen, S., & Willis, T.A., 1985) the consequences of having this disorder can be devastating.
This phobia presents itself as either general or specific and always involves an irrational fear
of social situations (DSM-IV, 2000). The literature so far suggests an aetiology that is both
environmental and genetic, however, more recently there have been suggestions that there
could be different types of Social Anxieties that may perhaps originate either through critical
home/school environments (environmental) or through a genetically-mediated social skills
deficit (Hofman, S., & DiBartolo, 2010). The research and understanding of this to date
however is inconclusive and the categorisation of Social anxiety disorder (SAD)/ Social

Phobia is still seen as a single disorder.

From a counselling psychologists perspective social anxiety is seen as a consequence to a
number of negative/irrational beliefs about social situations that result in varying levels of
anxiety depending on how negative/extreme the belief about the social situation is. The
anxiety is perpetuated through a number of safety-behaviours most markedly outright
avoidance of social interactions of any kind. Considering the high prevalence of this disorder
and the knock-on consequences it has to the persons functioning and second order
disorders that the health services see as a result, such as depression and substance abuse, it
is very important that clinicians supporting individuals with this disorder understand what
they are dealing with. They need to understand how social anxiety comes about and what
treatment methods work and why. This paper attempts to take one step further in
explaining what social anxiety is and how it could possibly be linked to a particular social

skills deficit known as theory of mind.

Theory of mind refers to the ability to attribute independent mental states to one self and
others in order to explain behaviour (Baron-Cohen, 1985). It is the ability to predict what
someone else is thinking based on information available to that person, what motivates

someone, and thus what another person is likely to do with that information. If someone.
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has a good theory of mind it would suggest they have more control over their social

environment. The importance of control whether perceived or real is a predictor of how

much anxiety one experiences (Seligman, 1975).

The hypothesis that individuals diagnosed with social anxiety have a poor theory of mind
originated from my work with children on the autistic spectrum. One of the main diagnostic
criteria for autism is a poor or non-existent theory of mind (Baron-Cohen, 1985). | started
wondering whether theory of mind was something only pertinent to autism or whether it
could be used as a diagnostic criterion for other disorders too. Theory of mind shows itself
behaviourally in autism through the social skills deficits that can be observed in that group. |
therefore made the link that perhaps it had something to account for in social anxiety
disorder as well. For my masters dissertation | looked at three socially anxious participants
on a second-order false belief test devised by Happe (1994) and compared them to fifteen
comparison participants. The results showed that the social anxiety group did spend longer
responding to questions and the responses given were negatively biased (Schjelderup,
2005). As the participant number was too low to yield statistically significant results, |
decided to extend the research using three groups instead of two and increase participant

numbers to increase the statistical power of the study.

If someone has a poor theory of mind they may well take longer to analyse social
interactions if they analyse them at all. An individual with autism is not aware of this deficit,
but if an individual was aware of the deficit and how important it was in order to be able to
engage positively with others then it should lead to the individual feeling anxious. The
question this piece of research does not unfortunately answer but which is important in
understanding the function of theory of mind in social anxiety is whether the individual is
born with this deficit or whether through faulty learning experiences a poor theory of mind
develops. Is the anxiety creating a poor theory of mind or is a poor theory of mind creating
the anxiety? Whichever may be the case this piece of research attempts to make a link
between theory of mind and social anxiety. In order to understand the rationale behind
making this link the current literature on social anxiety will be discussed followed by an
explanation of theory of mind. The link between theory of mind and control and the

importance of control in predicting anxiety will help further explain the hypothesis.
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1.1 Defining Social Anxiety

Most researchers in Western nations adopt the most current DSM-IV definition of social
anxiety which, highlights as an essential feature the clinically significant anxiety provoked by
exposure to certain types of social or performance situations often leading to avoidance
behaviours (American Psychiatric Association, 2000). Clinically significant anxiety would be
considered in individuals whom report that the anxiety is interfering with their life
significantly (American Psychiatric Association, 2000). As most human beings suffer with
some social anxiety, it would only be considered a disorder when it hinders the individual
from functioning in their daily life. This can be seen as hindering job opportunities,
relationship development, or on the more extreme end of the spectrum stopping the
individual from even leaving the house. Worryingly the ICD-10 classification of Social Anxiety
only holds between a 39 and 66% diagnostic concordance rate with the DSM-IV (Andrews,
Slade, Peters, & Beard, 1998) and as social anxiety disorder is found in all cultures it is
important that an agreed general definition of the disorder is reached. For the purpose of
this research the DSM-IV criteria has been used to define the disorder. Social anxiety is
labelled as Social Phobia in the DSM-IV but in the DSM-V will be re-defined as Social Anxiety
disorder, which again will be the term used throughout this paper. The DSM-IV (2000) lists a
number of associated descriptive features which include: hypersensitivity to criticism,
negative evaluation, or rejection; difficulty being assertive; and low self-esteem or feelings
of inferiority. Below is a list of all the DSM-IV criteria for a diagnosis of Social Anxiety to be

made:

Diagnostic Criteria for Social Anxiety (DSM-IV):

A. A marked and persistent fear of one or more social or performance situations in
which the person is exposed to unfamiliar people or to possible scrutiny by others.
The individual fears that he or she will act in a way (or show anxiety symptoms) that

will be humiliating or embarrassing.
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B. Exposure to the feared social situation almost invariably provokes anxiety, which

may take the form of a situationally bound or situationally predisposed Panic Attack.
C. The person recognises that the fear is excessive or unreasonable.

D. The feared social or performance situations are avoided or else are endured with

intense anxiety or distress.

E. The avoidance, anxious anticipation, or distress in the feared social or performance
situation(s) interferes significantly with the person’s normal routine, occupational
(academic) functioning, social activities or relationships, or there is marked distress

about having the phobia.
F. Inindividuals under the age of 18 years, the duration is at least 6 months.

G. The fear or avoidance is not due to the direct physiological effects of a substance
(e.g. a drug of abuse, a medication) or a general medical condition and is not better
accounted for by another mental disorder (e.g. Panic Disorder With or Without
Agoraphobia, Separation Anxiety Disorder, Body Dysmorphic Disorder, a Pervasive

Developmental Disorder, or Schizoid Personality Disorder).

H. If a general medical condition or another mental disorder is present, the fear in
Criterion A is unrelated to it, e.g., the fear is not of stuttering, trembling in
Parkinson’s disease, or exhibiting abnormal eating behaviour in Anorexia Nervosa or

Bulimia Nervosa.

Social Anxiety has a generalised and specific type. Generalised social anxiety is diagnosed in
individuals where anxiety is evoked in all social contexts and the specific in only one context,
which most commonly is public speaking (DSM-1V, 2000). As in the case with all phobias,
social anxiety is a special fear in that the responses are excessive in relation to the situation.
Exposure to the social or performance situation always provokes an immediate anxiety

response. The response often resembles that of a panic attack. Symptoms include
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palpitations, tremors, sweating, gastrointestinal discomfort, diarrhoea, muscle tension,

blushing and confusion. Individuals with social anxiety disorder exhibit more severe
depression, greater anger, and poorer anger expression skills than non-anxious comparisons

(Erwin, B, Heimberg, R, Schneier, R & Liebowitz, M, 2003).

Individuals with social anxiety disorder report impaired academic functioning (84.6%),
occupational functioning (92.3%), and general social relationships (69.2%). On top of this
50% of single participants rated their heterosocial relationships as impaired (Turner, Beidel,

Dancu, & Keys, 1986).

Social anxiety disorder is unlike all other anxiety disorders in that there are a fairly equal
number of females and males presenting for treatment, whereas in all other anxiety
disorders females are more prevalent (Craske, 2003). As a clinician working with these
individuals it seems possible that this is due to the way in which social anxiety interferes
with work, and as men are still generally seen as the ‘breadwinners’ within traditional family
units, it seems that when they recognise that the anxiety is interfering with their
employment it is too important to be ignored and therefore they will seek out help. It is
uncertain how much of the gender differences reported in other disorders are actual gender

differences or just gender differences in the acceptance of seeking out help.

The DSM-IV suggests a genetic component to social anxiety and that it is commonly
diagnosed alongside other anxiety disorders. Social anxiety occurs more commonly in first-
degree relatives especially the generalised sub-type (DSM-IV, 2000). There is also a
considerable overlap between social anxiety, agoraphobig, illness phobia, mood disorders,
substance-related disorders, depression and bulimia nervosa (Emmelkamp, 1982). Usually

the diagnosis of social anxiety precedes all of these associated disorders.

Social anxiety and shyness are often thought of as the same thing although research into the
two conditions suggests that they may be different. Many people for example who say they
were excessively shy as children do not meet the criteria for any psychiatric disorder as
adults. Furthermore 50% of individuals suffering with social anxiety disorder did not
viewthemselves as very shy when younger (Cox, MacPherson & Enns, 2005). Other recent

research has revealed a substantial proportion of highly shy people who report no social

fears in diagnostic interviews (Heiser, Turner, Beidel, & Robertson-Nay, 2009).




Social Anxiety can be a lifelong condition. It was reported that 6% of the children referred
for behavioural therapy were suffering from a phobia, social anxiety being the most
commonly occurring in the form of a fear of going to school (Graziano & De Giovanni, 1979).
In adolescence, social fears are the most common phobia, affecting 13% of the adolescent

population (Abe & Masui, 1981).

In terms of social skills the research remains inconclusive. If viewed as a performance
anxiety research looking at other performance anxieties have shown that socially anxious
individuals possess the necessary skills but the anxiety interferes with their skills, as in the
cases of males experiencing sexual dysfunction (Bruce & Barlow, 1990), musical

performance (Clark & Agras, 1991) and athletes in competitive sport (Smith & Smoll, 1990).

Social anxiety may be the root cause of depression, alcoholism and a number of other
psychiatric disorders but low self-esteem is commonly seen by psychologistsas the root
cause of social anxiety (Butler, G., 1999). This helps to explain the curious (but relatively
common) cases of clients who have a sophisticated set of social skills but are extremely
anxious nonetheless and who evaluate their performances negatively. The tendency for
individuals with low self-esteem to have perfectionistic expectations is part of what
maintains the low self-esteem as it is effectively a trap, as no one can be perfect, and so it is
only a matter of time before the individual returns to believing they are not good enough.
Social anxiety is one of the most debilitating disorders because of how it interferes with an
individual’s social support. A lack of social support and its detrimental effects on health will

be looked at next.

1.2 Importance of Social Support/ Associated Disorders

The National Institute of Health funded a 30 year longitudinal study in the United States
looking at 400 participants from the age of 9 to 18 and reviewed them on a number of
variables linked to social support and the consequences of having sufficient social support.

The study found a number of results including:

1. The participants who believed they could rely on family members for advice at 9

positively predicted the child’s scholarly achievement by 18. It more specifically
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predicted a significant reduced risk for failing courses, dropping out of school, being
suspended or expelled from high school, alcohol abuse, drug abuse, thoughts of

suicide, suicide attempts and delinquent and aggressive behaviour.

2. The availability of parents or siblings as confidants at age 15 impacted late
adolescence by positively predicting a high grade average and more specifically
reduced risk for failing courses, being suspended or expelled from high school,
alcohol or drug abuse, suicide attempts, interpersonal problems and delinquent and

aggressive behaviour.

3. Perceptions of being valued by family members at age 9 played a significant role in
promoting good social, psychological, and behavioural functioning at age 18 and
greatly reducing the risk for current mental disorders and suicidal behaviour. It
positively predicted high self-esteem and reduced the risk for depression, drug
abuse, thoughts of suicide, interpersonal problems, withdrawn and anxious-

depressed behaviour and delinquent and aggressive behaviour.

4. Feeling valued by the family at age 15, also positively predicted self-esteem by age
18.

5. Finally higher mother ratings of family cohesion positively predicted high grade
averages, intent to attend University, achieving scholastic honours and awards and
self-esteem and reduced risk for failing courses, dropping out of high school, being
suspended or expelled from school, alcohol abuse and delinquent and aggressive

behaviour. (Reinherz H., Giaconia, R &Paradis, A., 2007)

The Stockholm Female Coronary Risk Study (2009) examined 131 women aged 35 to 65 and
found that women with little or no social support were two and a half times more likely to
have serious coronary artery disease than women with strong social support. This research
was backed up by the Honolulu Heart programme (2009) that studied 4,653 men asking
about their social interactions with relatives and co-workers. The study found that the larger
a man’s social network was, the less likely he was to experience angina, a heart attack or

any type of heart disease.
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Marital loss has been shown to significantly decrease mental health and high levels of social
support has the potential to improve widowed men’s mental health immediately after the

death of their spouse (Hewitt, B., Turrell, G., &Giskes, K., 2010).

In a 10-year follow-up of a survey from Oslo, 503 people were re-interviewed using the
same questionnaire. The questionnaire included information about social support, ‘locus of
control’ and mental health questions as well as negative life events and long-lasting mental
strain during the year to the follow-up. The results provided positive evidence for the
“buffer hypothesis”, which is that social support protects against the development of
mental disorders when the individual is exposed to stressors, like negative life events. The
buffering effect was especially strong for depression. (Dalgard, OS, Bjork, S, Tambs, K.,

1995).

A significantly greater proportion of people who are diagnosed with a mental illness and are
currently experiencing distress report having no one to talk to when they feel lonely (53%)

compared to those who are diagnosed with a mental health illness but are not experiencing
distress (19%) and those who do not have a mental iliness (10%) (Mental Health Association,

Sydney, Australia, 2010).
The DSM-IV states;

“Persons with social phobia often have decreased social support networks and are
less likely to marry. In more severe cases, individuals might drop out of school, be
unemployed and not seek out work due to difficulty interviewing for jobs, have no friends or
cling to unfulfilling relationships, completely refrain from dating, or remain with their family

of origin.”

it is perhaps therefore no surprise that alongside a diagnosis of social anxiety it is common
to find depression, other anxiety disorders, substance-related disorders and eating
disorders. As social beings we rely on our ability to form meaningful relationships in order
not only to survive but in order to enjoy life. Suffering from social anxiety becomes such a
major threat to an individual’s well-being both physically as has been demonstrated above
and psychologically because it leads to a lack of social support, feelings of loneliness and not

meeting the human need to love and belong (Maslow, 1943)
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1.3 Children/Adolescent Diagnostic Criteria

An adjusted form of the DSM-IV (APA,1994) diagnostic criteria are used for anyone under
the age of 18. The adjustments require that the child must be able to demonstrate age
appropriate interpersonal relationships with people familiar to them. The anxiety must be
present in interactions with both adults and children but unlike the adult diagnosis, children

are not required to recognise that their fear is excessive.

When exposed to a feared situation, typical reactions in children include crying, tantrums,
freezing, or avoiding social situations. Heimberg, Liebowitz, Hope and Schneider (1995)
outline the behavioural, physiological and cognitive responses associated with social anxiety

in children and adolescents (See Table 1):

Table 1: Behavioural, Physiological and Cognitive Responses associated with Social Anxiety in Children and Adolescents

Behavioural Physiological Cognitive

Crying Palpitations Thoughts of:

Whining Nausea Escape

Clinging to parent Sweating Negative Evaluation

Stuttering Shakiness Failure

Fidgeting Breathlessness Humiliation

Poor eye contact Headaches Embarassment

Mumbling Increased Pulse Inadequacy
Trembling Voice Muscle tension Self-Criticism

" Nail Biting Butterflies in Stomach

Avoidance

Nervous Habits

1.4 A Developmental Perspective

Social anxiety develops in childhood and often continues throughout adulthood unless
treatment is sought out. Therefore a developmental perspective to social anxiety will be
looked at in this section. Social anxiety most commonly begins in late childhood or
adolescence typically at around age 13 and rarely after the age of 25 (Beesdo et al., 2007).

Traditionally the lifetime prevalence rate is somewhere between 5 and 15% (Comer &

Olfson, 2010). A number of factors appear to influence the development of social anxiety

some of which are mentioned in the aetiology section of this paper but will also be

mentioned in this section.




Attachment theory suggests that the quality of the bond between a caregiver, usually a
parent and baby may serve as a contributing factor to the development of future social
anxiety (Brumariu & Kerns, 2008). Children with insecure attachments are viewed as less
socially competent and are less well liked than those that are securely attached (Cohn,
1990). Clark (2003) found that a secure attachment style was positively correlated with a
child’s positive self-esteem which had positive implications for positive social behaviour.
Finally Warren, Huston, Egeland, & Sroufe (1997) looked at adolescents whose attachment
styles had been assessed as one-year-olds. Although some of the secure attachment
children went on to develop anxiety disorders as teens, those with insecure attachment

styles doubled the risk of doing so.

A study by Bogels (2004), using the family system test (a spatial representation of cohesion
and structure of the family and subsystems), found that a sample of high anxious children
(aged 8-12 years) represented their family as being more unbalanced than low anxious
children. A lack of family sociability was also found to predict social anxiety in children and
adolescents. Parenting styles has been shown to directly correlate with anxiety levels, which

is outlined in the aetiology section.

The timing of the onset of puberty may be a contributing factor to social anxiety. Early-
maturing girls and late-maturing boys tend to report lower self-esteem than those whose
puberty development happens at approximates of the mean (Berk & Shanker, 2006). It is
assumed that this is the result of the negative attention received as a result of outward
appearance i.e. the questioned machismo of less physically developed boys and the
unwanted romantic attention given to more physically developed girls. During puberty a
surge in a number of different hormones means that individuals are more likely to develop
acne. School-aged children with acne are often teased (Mallon et al., 1999). Given that
adolescence is a time of heightened self-consciousness it is not surprising that there is a
jump in the prevalence of social anxiety concerns at this stage. Clients presenting with adult
social anxiety are often able to identify a number of trigger events from their adolescence in
which they were teased at school for either blushing, not looking right or making a mistake,
which signifies just how important this stage of development is. This also suggests that
social anxiety is something that is learned through difficulties in an individual’s social

development which results in a negative cognition bias, which will be discussed next.
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1.5 Information Processing Accounts

A common feature found in all phobias is a tendency to think catastrophically about neutral
events and social anxiety is no exception (Amir, Foa & Coles, 1998). Stopa and Clark (2000)
conducted an experiment comparing clients with generalised social anxiety, equally anxious
clients with other anxiety disorders, and non-client comparisons. The groups were asked to
interpret a number of hypothetical social events, some of which were mildly negative and
others that were ambiguous. In the ambiguous event condition, the social anxiety group
were more likely than the other groups to believe negative interpretations of social events.
They were also more likely than both comparison groups to infer that the mildly negative
condition would have catastrophic consequences. This negative bias was shown in another
study in which socially anxious participants were not shown to differ in memories for details
about a situation but made less positive and more negative interpretations of details than
non-anxious participants (Brendle, J & Wenzel, A., 2004). Eysenk et al. (1991) had a
comparison group and an anxiety group listen to a number of neutral sentences such as
“Everyone giggled at Sandy’s speech” and asked them to interpret the meaning of them. it
was found that the anxious group endorsed more negative interpretations than the

comparison.

People suffering with social anxiety show enhanced self-focused attention when anxious.
Fenigstein, Scheier and Buss (1975} defined public self-consciousness as paying attention to
aspects of the self that are observable to others and also reported a significant positive
correlation between public self-consciousness and social anxiety. Clients with social anxiety
report higher levels of self-focused attention than low socially anxious individuals
(Mellings& Alden, 2000). The problem is that the individual is spending so much time
analysing their internal processes (i.e. how much they are blushing, what they imagine they
sound like, how stupid they imagine what they are saying is) that they neglect to analyse
external stimuli (i.e. the body language of others, how little others in fact pay at"cention, the
fact that other people are looking elsewhere). This negative/threatening perception of how
they imagine other people perceiving them is what maintains the anxiety (Clark, Hirsch,
Mathews & Williams, 2003). This lack of understanding of external factors not surprisingly
leads to poorer memory recall of the social events (Hope, Heimberg & Klein, 1990). The

poorer memory results in biased interpretations being made regarding the social event.
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Zimbardo (1977) has conducted a large amount of research into shyness and social anxiety.
After his Standford Prison and guard experiment, he set up the Shyness institute. From
years of research into what shyness is, he concluded that the cognitive components of
shyness and social anxiety are tendencies to 1) worry 2) regard normal experiences of
shyness as shameful and unacceptable 3) be preoccupied to the point of interference with
performance and empathic behaviour 4) appraise interpersonal situations in threatening

ways and 5) make maladaptive attributions for social behaviour.

People who experience social anxiety generate observer-perspective images of how they
think they appear to others. These images are significantly more negative than they actually
appear (Hackman, Surawry & Clark, 1998). These images are recurrent, in that they occur in
similar form in many different social situations. Another unfortunate processing mistake is
that people with social anxiety use the way they feel as evidence for the way they imagine
they appear to others. Due to high levels of anxiety being so uncomfortable, the sufferer will
often imagine that they appear awkward, stupid and be devalued as a human being by
others because of this (Clark et al., 1998). In one study a high and low fear of blushing group
were compared in two social tasks which varied in levels of embarrassment. The results
showed that the more embarrassing task resulted in more blushing, and although there was
no significant difference in the colour of blushing between the two groups, the high fear

group overestimated how red they actually were (Mulkens, 1999).

The reduced processing of external cues is also biased in favour of detection and recall of
cues that could be interpreted as signs of disapproval from others. Valjaca & Rapee (1998)
asked high and low socially anxious individuals to detect audience reactions whilst giving a
speech. Compared to the low socially anxious individuals the high group were better at
detecting negative audience behaviours like yawning and coughing, even though the

audience was instructed to do exactly the same behaviours for all participants.

There is also a tendency for people suffering with social anxiety to engage in prolonged,
negatively biased anticipatory processing before entering a feared social situation.
Compared with the low-socially anxious individuals the high socially anxious will report
recalling and dwelling on past social failures when anticipating a difficult social task (Clark,

2000). They will also engage in negatively biased, post-event processing after the social

63



situation, which will then be recalled for the catastrophic anticipatory processing later

(Mellings & Alden, 2000).

Part of the negative bias in social anxiety is the perceived audience that the sufferer
imagines is evaluating their “performance” on a regular basis. This audience can be anyone
from the person sitting across from them on a train, to a stranger walking past them on the
street to an actual acquaintance. Usually there is a hierarchy of feared people with those in
authority usually being the most “dangerous” for example a boss, manager or employer. In
response to the perception of the audience, the person with social anxiety forms an internal
mental representation or image of how they imagine appearing to others, which is
negatively distorted. The person with social anxiety, then also greatly overestimate the
consequences of the social interaction and judgement of others. Very often in clinical work
the meaning of others deeming the client as having poor social skills means that they are
not fundamentally good enough as a human being, which of course is a massive threat to
their sense of worth and leads to high states of anxiety and a continued prediction that

future events will be just as disastrous.

These negative beliefs lead to ideas that in order to be deemed as good enough the
individual must perform perfectly. These perfectionistic beliefs and standards are of course
not realistic and therefore the person ends up gathering evidence on almost a daily basis
confirming their beliefs of inadequacy, which perpetuates the cycle of social anxiety. Early
research on perfectionism focused on the combination of high personal standards and
overly critical self-evaluations (Frost et al. 1990). This is the typical pattern of someone with
social anxiety — they must perform perfectly but their audience is so critical that it is
impossible. A number of studies have examined the relationship between perfectionism and
social anxiety disorder. Juster et al. (1996) compared 61 clients who requested treatment
for SA to a group of 39 comparisons. All participants completed the Frost MPS as well as
multiple measures of social anxiety. Three interview-based measures of social anxiety were
included in the study. Results showed that participants with social anxiety scored higher on
concern over mistakes, doubts about actions, and parental criticism than the comparisons.

Consistent with this finding was a study by Bieling and Alden (1997) that found people

suffering with social anxiety rated themselves as less socially competent than comparisons.

A strong link has been established between perfectionism and social anxiety, but how does
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this operate in every day contexts? Frost and Marten (1990) created a study in which
participants high and low in overall perfectionism were assigned to high or low threat
conditions. The threat involved a writing task in which the evaluative nature of the task was
emphasised. Under low evaluative threat, participants high in concern over mistakes did not
differ from those low in concern over mistakes in their level of negative affect. However,
under high evaluative threat, the high perfectionism group reported significantly more
negative affect and were judged to be poorer quality than that of participants low in
concern over mistakes. In looking at how perfectionism affects sports performance, which
can be viewed as similar to social anxiety in that it is a performance anxiety, concern over
mistakes and ddubts about actions highly correlate with a number of negative reactions to
mistakes made during competition. Specifically, the negative beliefs around: social concerns
(“I let them down”), personal disappointment (“I feel like | let myself down”), attentional
focus (“I feel pressure to overcome my mistake”), forgetting (“I have a difficult time
forgetting about my mistakes”), and images (“Images of my mistake control my mind for the
rest of the competition”) (Bunker & Williams, 1986). How someone attributes failure and
success has been found to vary in high-perfectionism versus low perfectionism participants.
People suffering with social anxiety and therefore high perfectionism will often internalise
failures, believing it is their fault but externalise success. It is not uncommon for example for
me to hear one of my client with social anxiety say, “yeah but you have to say that...You're
my therapist” after they have successfully completed an exposure task and |'ve praised
them. The information in other words that maintains the person’s belief that they are not
good enough will be stored and the information that disproves the belief gets ignored or

dismissed therefore maintaining the cycle of social anxiety.
1.6 Behaviours

Safety-seeking behaviours perpetuate the anxiety and keep the perceived danger out of
proportion. The most common safety-seeking behaviour is complete avoidance of the
feared situation. Safety-behaviours occur before, during and after engaging in a social
situation. Behaviours before the social situation, let’s say going to a party could include
things like rehearsing what one is going to say, timing ones arrival just in time to sit down so
that mingling is avoided and wearing certain clothes so that one doesn’t stand out or is

accepted. Safety-seeking behaviours during an interaction will often include avoiding eye
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contact, only talking to certain people, about certain topics and trying to ask questions so
that one does not have to talk about oneself (Wells, 2000), only going to certain places,
standing in a certain part of the room, helping out with the tasks at the party to avoid
socialising, drinking alcohol or taking drugs, initiate new topics of conversations less often,
show fewer facial expressions and make excuses to leave as soon as possible (Leary &
Kowalski, 1995; Turner et al., 1990; Zimbardo, 1977). Safety-seeking behaviours after the
social event include avoiding the people who one saw there (because of the negative bias
beliefs) and possibly not going to the next event or waiting for the person to invite them
back again (because initiating a social interaction could lead to rejection) and based on the
faulty negative analysis from the party the individual is fairly convinced that the people they

interacted with are never going to want to see them again.

What safety-seeking behaviours actually do is render it impossible for the individual
suffering from social anxiety to disconfirm their negative beliefs. By engaging in all these
behaviours one is communicating with oneself that the reason one needs all of these
behaviours is to keep oneself safe which implies that the social situations must be
dangerous. Human beings are programmed to get anxious when they are facing a threat,
otherwise known as the fight-or-flight response (Walter Cannon, 1929). If there is an actual
threat to a human being the fight-or-flight response gets triggered in which the heart
accelerates, breathing increases, blood goes to the muscles, one becomes tunnel visioned
(on the threat) and loses hearing so that one may stay completely focused on the threat and
decide whether the best option will be to fight the threat or flee. Other more unpleasant
effects are loss of bladder control, flushing, shaking and sweating which are all functional if
there is an actual threat but when the “threat” is psychological as in the case with social
anxiety, the body is responding with the fight-or-flight response to a perceived threat and
not an actual one and therefore the person is engaging with a neutral environment but
experiencing all of the symptoms mentioned above with nothing to actually fight or flee
from, experiencing all of these symptoms is so unpleasant that the person starts associating
the event with a threat, and so the vicious cycle continues and the person keeps engaging in

more and more behaviours until there is hardly anywhere that is “safe” to go.
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Non-verbal safety-behaviours include keeping others at a greater physical distance than
those that are less anxious. The distance is greater with an opposite-sex stranger than with
the same-sex stranger. There is little smiling and a “defensive” posture such as crossed
arms, low speaking voice and constrained bodily movements with minimal hand and arm

gesturing (Zimbardo, 1977).

These behaviours and high states of anxiety create odd behaviour that in a self-fulfilling way
actually cause the person to be less appealing to others (Baker & Edelmann, 2002). Safety
behaviours make the person less appealing to others as the behaviours are out of place and
odd. Many studies have shown that clients with social anxiety are viewed as less likeable
conversational partners in first meeting situations and tend to be viewed as less
sympathetic or less easy to talk to by their friends (Alden & Wallace, 1995). Socially anxious
individuals are less visible and less assertive in the workplace, display less verbal fluency and
fewer leadership skills. They also show less verbal creativity when faced with evaluation

(Cheek & Stahl, 1986)

The impact of dropping safety-behaviours on the level of anxiety has been shown to
consistently hold a positive correlation. The more that is dropped the less anxious the client.
Morgan and Raffle (1999) set up a three week programme of standard group cognitive-
behavioural therapy compared to another group where all safety behaviours were dropped.
Clients with social anxiety whose treatment included dropping safety behaviours showed
significantly greater improvements on the Social Phobia and Anxiety Inventory. By dropping
the safety behaviours, the individuals were faced with their worst fear and then realised the

situation was not as bad as initially imagined.
1.7 Aetiology

Research on the aetiology of social anxiety suggests two possible theories, a learning theory
and a biological theory. The learning theory originates from early behavioural studies, such
as those by Pavlov (1927). It assumes that social anxiety arises through a sequence of
negative learning experiences, where the social stimulus that should be neutral is paired
with a negative stimulus and thus through the process of classical conditioning the person
learns to fear social interactions. Another possibility is that people with social anxiety have

developed a fear of these situations through vicarious learning. This is the process in which
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one learns through observation of others fears, most typically ones parents. The high
concordance rate of social anxiety in first degree relatives could easily be attributed to this.
Especially the evidence that children’s fears are often similar to their parents (Emmelkamp,

1982).

Research that supports the learning theory includes evidence that parenting characteristics
that are found in households with socially anxious children are shown to be controlling,
insensitive, or overprotective styles that involve frequent correcting and shaming
(Bruch,1989). The self-critical tendencies mentioned in the information-processing section
may be the result of restrictiveness and rejection by parents because these parental
behaviours have been shown to be related to the development of self-criticism in
adolescents more generally, particularly when received from the same-sex parent
(Koestner, Zuroff, & Powers, 1991). Lundh and Ost (1996) compared participants with social
anxiety and matched comparisons on intelligence and found that participants with social
anxiety showed greater concern over mistakes, doubts about actions and parental criticism.
The SA group also scored higher on parental expectations than comparisons. Other studies
have shown not surprisingly that socially anxious participants show a greater tendency
towards perfectionism as a result (Bieling & Alden, 1997). The socially anxious person
imagines that others expect them to behave perfectly, which often was the perceived

expectation at home, and devalues their ability to perform to the imagined standard.

From a developmental perspective, nonanxious toddlers have been shown to display

anxious and avoidant behaviour to strangers after observing their mother behave fearfully

towards the stranger (Gerull & Rapee, 2002). Through adolescence it has been shown that
parents of teenagers with social anxiety maintain pessimistic expectations about their
children’s functioning in different domains (Cobham, Dadds, & Spence, 1998). Turner,
Beidel, Roberson-Nay, and Teno (2003) showed anxious parents to be more physically
withdrawn from their children and display more subjective anxiety when the children are
engaging in neutral activities. The parents display less emotional warmth, more catastrophic
interpretations and openly criticise their children. It should be mentioned that most of the
research done on parenting styles with children suffering with social anxiety have focused

on the mother and it remains unknown what the fathers parenting style is like, the impact




of the paternal relationship, and how single-parent households differ to two-parent

households.

Parents are not the only source of learning. The individuals peer group plays an important
role especially as teens spend nearly double their time with peers than they do with parents
or other adults. Sadly there is often a correlation between youth who are victims of bullying
at school and physical, sexual, and/or emotional abuse in the home (Baldry, 2003). Several
studies on the relationship between bullying and social anxiety have been published. It’s not
surprising that aversive conditioning experiences such as bullying can have unique social

consequences that make it a potent impetus for social evaluation concerns.

The learning theory does suffer from some criticism however, especially from research that
provides evidence that traumatic experiences per se do not necessarily lead to the
acquisition of fear. Only 4 out of 32 patients suffering from agoraphobia reported an initial
traumatic event (Goldstein & Chambless, 1978). The fact that children often suffer the same
fears as parents could also be due to a genetic factor opposed to a learned one. It is also
possible that these individuals did have an initial traumatic experience but just don’t

remember.

Biological theories suggest a preparedness theory and a genetié one. Biological
preparedness states that certain objects are more likely to be feared than others, an
example of this is a study carried out by English (1929), who tried to condition fear to a
wooden duck but didn’t succeed. Other studies have shown that conditioned electrodermal
responses to fear-relevant stimuli showed much higher resistance to extinction than
responses conditioned to neutral stimuli (Fredrikson, Hugdahl & Ohman, 1976). Although
this theory helps to explain a fear of snakes or spiders, seeing as those who are more afraid
of these animals hold a higher chance of survival (and helps explain evolution and the
concept of survival of the fittest), it does not seem to make sense when it comes to fearing
social interactions. Surely those who fear social situations are at an evolutionary
disadvantage. As social beings we need each other in order to survive, but it is precisely the
importance of social interactions that makes people so fearful when thinking about not

being able to have it.
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Genetic factors, which were briefly looked at in the general information section, look at
family links to shared anxiety. Family prevalence of phobic disorders is higher in first and
second-degree relatives (Pauls, Crowe & Noyes, 1979). Monozygotic twins have more
similar patterns of anxiety than do dizygotic twins (Slater & Shields, 1969; Young, Fenton &
Lader, 1971). Many researchers have been trying to identify a certain chromosome through
molecular research, but nothing has to date been found that could be replicated. The
question of how much of these familial patterns is genetic and how much are learned is an
almost impossible one to separate. In order to identify some characteristics seen in social
anxiety as either learned or genetic it is worth looking at other disorders that are known to
be more genetic in origin. The two ‘psychiatric disorders’ that are known to be more genetic
than learned are psychosis and autism. Autism is diagnosed primarily based on the social
deficits seen which all stem from having a poor theory of mind, which will be discussed next.
The importance of theory of mind and control will then be looked at and related back to our

understanding of social anxiety.
1.8 Theory of Mind

One of the features of Theory of Mind is the ability to see something from another person’s
perspective and the interpersonal difficulties that arise from a poor theory of mind is one of
the diagnostic criteria for autism (Baron-Cohen, 1985). Observations of children with autism
showed that they fail to engage in spontaneous pretend play, which most children do by the
age of 18 months. Leslie (1989) suggested that pretend play involves two types of
representation. Primary representation is the first, which involves understanding the way
things really are in the world. The second type is metarepresentations, which are used to
capture the concept of pretending. The ability to understand metarepresentations also
allows for the individual to think about mental states, in other words ‘theory of mind’. The
hypothesis that autistic children lacked theory of mind and so were unable to think about

mental states generated a testable prediction about the social handicap of autism.

In order to study theory of mind, false belief tasks were used such as the Sally-Ann test
devised by Wimmer & Perner (1983). In this task the child is shown two dolis, one named
Sally and one named Ann. Sally has a basket and Ann has a box. Sally has a marble in her

basket but when she leaves the room Ann places the marble into her box. The child is then
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asked where Sally will look for the marble on her return. Baron-Cohen (1985) found that
80% of the autistic children failed to appreciate Sally’s false belief by replying that Sally

would know what they knew and look in Ann’s box.

At about year four, children begin to understand that other people have thoughts,
knowledge, beliefs and desires that are different from their own and will influence their
behaviours. People on the autistic spectrum have difficulty conceptualising and appreciating
these. For example they will often not realise that something they say can be offensive and
being too literal in their thinking will not appreciate the need to lie on occasion depending
on the social context. Happe (1994) was able to demonstrate the difficulty that individuals
on the autistic spectrum have with this using her Strange Stories test. The strange stories
test was constructed so that the motivation behind the utterance would generally be
interpreted by typically developing persons in just one way. The tasks consisted of 24 short
mentalistic stories with two examples of each story type, comprising‘of pretence, joke, lie,
misunderstanding, persuasion, appearance/reality, figure of speech, irony, double bluff,
contrary emotions and forgetting. For each story there is a question about whether it was
true what someone said and a justification question about why the participant thinks the
person in the story might have said what they did. The following is an illustration of one of

the questions;

“Helen waited all year for Christmas because she knew at Christmas she could ask
her parents for a rabbit. Helen wanted a rabbit more than anything in the world. At last,
Christmas day arrived, and Helen ran to unwrap the big box her parents had given her. She
felt sure it would contain a little rabbit in a cage. But when she opened it, with all the family
standing round, she found her present was just a boring old set of encyclopaedias, which
Helen did not want at all! Still, when Helen’s parents asked her how she liked her present,

she said, “It’s lovely, thank you. I