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I

Abstract

Social phobia is one ofthe most prevalent ofthe anxiety disorders. A major feature ofthis

disorder is the impact on interpersonal functioning. Not only are the educational and career

aspirations of many people with social phobia severely affected by the distress that they

experience in routine social interaction, individuals with social phobia are also more likely to have

low levels ofsocial support, which has adverse implications for mental and physical health.

Although friendship and close personal relationships are fundamental to the development ofsocial

support systems and satisfying social interaction, very little is understood about what

differentiates the intimate relationships experienced by people who have social phobia. This study

explored characteristics and quatity ofpersonal relationships in individuals with generalized social

phobia, including a focus on interpersonal functioning and the kinds ofinterpersonal problerns that

may be particularly distressing for them. Sndy One explored various aspects of interpersonal

functioning among social phobia, healthy control, and panic disorder groups. Measures included

the Enotiowtlity, Actitity, sociability scate, rhe Ret,ised Adult Attctchment scale, the Risk in

Inlintacy Inventory, the Fear oÍ hÍimacy scale - Friend, and rhe hn,entoty of Interpersonal

Prt¡blems. As predicted, the social phobia participants differed signifrcantly on subscales of(a)

temperamental distress, fearfulness, and sociability, (b) attachment functioning in romantic

relationships, (c) perceptions of risk in intimacy, (d) fear of intimacy, and (e) interpersonal

problems with being asseltive, sociable, and intimate. The social phobia participants also reported

significantly fewer friendships, lower levels of satisfaction in their relationships, less confidence in

and support from relationship partners, and less personal disclosure to their closest friends. Males

with social phobia frequently reported the most distress in these areas. The analyses ofthe

anxiety disorder and healthy control groups indicated that persons with panic disorder were

similar to those with social phobia in several aspects oftheir interpersonal functioning, but in

other areas were more comparable to the healthy control responde nfs. ln Srudy Tryo, individuals
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with social phobia who participated in group treatment programs vvere compared with individuals

in waiting list and self-study conditions. The impact ofa 13 session group cognitive-behavioral

treatment program was evaluated with respect to change in the measures ofinterpersonal

characteristics. Changes due to treatment were found only on measures ofclose attachment

functioning and problems with being sociable. Clinical implications regarding effective

intervention for impaired interpersonal functioning in social phobia and areas of future research

are discussed.
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Characteristics and Quality of Personal Relationships in Generalized

Social Phobia

Most people are nervous and self-conscious to some degree in their interactions in various

interpersonal situations. Such occasional anxiety is often considered a natural aspect ofhuman

experience and is part of a continuum of normal social anxiety @allenger, 1995; Markway,

Carmin, Pollard & Flynn, 1992;Hazen & Stein, 1995;Mendlowicz & Stein, 2002; Uhde, 1995).

within the past two decades, however, mental health professionals recognized that for some

people, self-consciousness and concern about how others may be evaluating them may be quite

extreme. These individuals may experience debilitating fears and anxiety in many aspects of

routine daily functioning, The distress they experience may lead to the avoidance of

circumstances that involve the scrutiny and possible negative evaluation ofothers.

Social anxiety that is more intensely troubling may involve audience, speech, or

petformance anxiety, communication apprehension, and difÌculties in close personal relationships,

including dating and friendship (Leary, 1983; Markway et al., 1.992). For many people, the

discomfort becomes so severe that their ability to function across a range offeared interpersonal

situations is seriously affected or impaired, a distinguishing characteristic ofa condition now

known as generalized social phobia (Hazen & Stein, 1995;Herbert, Hope, & Bellack, 1992;

Hope & Heimberg, 1993; Markway et al., r99z). The impairment in interpersonal functioning in

generalized social phobia may not only involve li¡nitations due to a greater number ofanxiety

provoking or avoided situations (Brown, Heirnberg, & Juster, 1995, Herbert et a1.,I992;Holt,

Heimberg, &. Holt, 1992), but for some individuals, the impaired interpersonal functioning may

also involve social skill deficits (Heimberg, Holt, Schneier, Spitzer, & Liebowitz, 1993; Turner,

Beidel, Wolfl Spaudling, & Jacob, 1996).

Little is known about the nature ofclose personal relationship functioning in generalized

socìal phobìa, whether in terms ofhow such relationships may be affected by, or may be involved
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in the maintenance of the anxiety and avoidance behavior that are typically experienced by people

who have social phobia (Jackson & Wenzel,2002; Kachin, Newman, & pincus, 2001; Stralynski,

Arbel, Lachance, & Todorov, 2001;wenzel, 2002). still, close personal relationships are cited by

most people to be among the most important sources ofpersonal meaning and happiness in life

(Bartholomew & Horowitz, 1991). Gven that close personal relationships in social phobia may

be particularly wlnerable to the negative impact of anxiety (Jackson & wenzel, 2002), ãnd, thàr

interpersonal effectiveness is essential to most areas of daily experience (euilty, Van Amerigan,

Mancini, oakman, & Farvolden, 2002), it is critical that we develop a better understanding of the

impairment in interpersonal functioning that is characteristic ofgeneralized social phobia.

Def nitions and Didgnostic Criteria

Socicrl Phobia

In the {ield of anxiety disorders, social phobia is a relatively new and somewhat

"neglected" addition (}llazen &. Stein, 1995; Liebowitz, Gorman, Fyer, & Klein, 1985). Early

discussion about social phobia in the mid 1960s made reference to shyness, fears ofblushing or

eating in the presence ofothers, and being afraid to participate in social activities such as dances,

parties, or dating (Marks & Gelder, 1966). The first official designation of social phobia as an

anxiety disorder did not occur until 1980, when it was included in the third edition ofthe

Diagtostic and statistical Manual of Mental Disorders (DSMJII) (American psychiatric

Association, 1980). The criteria described a phobic reaction to a specifrc situation such as

speaking, performing, or writing in the presence ofothers. However, this definition did not

address the diagnosis ofthose who experienced a more generalized fear of social situations

(Hazen & Stein, 1995; Brown et al., 1995; Liebowitz et al. 1985), nor did it acknowledge that

social phobia might also involve individuals' distress about the possibility that others might notice

symptoms of their anxiety such as shortness ofbreath, trembling, or sweating (Hazen & stein,

1995). To accommodate these issues, changes in the diagnostic criteria fo¡ social phobia
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were made in each of the two subsequent versions of the Diagtostic and SÍatistical Manual of

Mental Disorders (American Psychiatric Association, 1997, 1994; Haze¡ &. stein, 1995).

Diagtostic Criteria

The definition ofsocial phobia by the American psychiatric Association (1994) in the

currenr Diagnostic and statisÍical Manual of Menlal Disorders (4th. ed.) (DSMJI) defines

social phobia as (Criterion A):

A marked and persistent fear ofone or more social or performance situations in which the
person is exposed to unlamiliar people or to possible sðrutiny by orhers. The individual
fèars that he or she will act in a way (or show an-xiety symptómÁ¡ that will be humiiiaring
or embarrassing.

Crìterion A also stipulates that the diagnosis of social phobia in children requires that the

child is capable of age-appropriate social interactions with familiar people and that, in addition to

interaction with adults, the anxiety is experienced in peer settings. (p. 416)

There are seven additional criteria in the diagnosis of social anxiety (Criteria B-H, DSM-

IV). The anxiety must be frequently provoked by exposure to a feared situation; it may also be

experienced as a situationally bound or situationally predisposed panic attack. In children, the

anxiety may be manifest in crying, tantrums, irnmobility, or withdrawal frorn unfamiliar people

(Criterion B). Further, the individual must recognize that the fear is excessive or unwarranted,

although some children may be unable to comprehend that their fears are irrational (Criterion C).

The person either avoids the feared situation or is able to tolerate it with anxiety (Criterion D).

The individual's normal routine, including occupational or academic functioning, social activities,

or relationships must be impaired by the avoidance of, anticipatory anxiety related to, or distress

while in, the feared situation. Beyond the discomfort related to the feared situation, the person

may also experience marked distress about having social phobia (Criterion E).

Ifunder the age of l8 years, the individual must have experienced the disorder for at least

6 months (criterion F). The person's fear or avoidance must not be caused by the physiological

effects ofsubstance abuse or medications (criterion G). Additionally, the fear desc¡ibed in
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Criterion A may not be due to a general medical condition or better understood in terms ofthe

criteria for other mental disorders (Criterion FI). The final diagnostic consideration is that if
social phobia occurs in most social situations it is to be specified as generalized type (American

Psychiatric Association, 1994, pp.416-417).

In summary, social phobia is a relatively new anxiety disorder for which the diagnostic

criteria have been revised several times within its short history (Hazen & stein, 1995; Hope&

Heimberg, 1993; Markway ef al.,1992). As such, our knowledge of social phobia is evolving and

is increasingly a focus ofpsychological research (Ballenger, 1995;Hazen & Stein, 1995; Jackson

& wenzel, 2002; Leary, 1983). In addition to diagnostic clarification, to date, social phobia

research has largely emphasized the physiological, behavioral, and cognitive aspects ofthe

anxiety, often to the exclusion of the examination of impairment in social functioning (Kachin et

al., 2001, Mendlowicz & Stein, 2000; strarynski et a1.,2001). Nonetheless, acknowledging the

complexity ofthe bodily, cognitive, and behavioral symptomatology ofthis disorder may provide

a foundation for our understanding ofthe impaired interpersonal functioning that is a major

distinguishing characteristic of social phobia (Heimberg, Juster, Hope, & Mattia, 1995;Leary,

1983; Markway et aL, 1992).

Sympîons of Social Phobia

The symptoms ofsocial phobia include autonomic arousal and cognitive-affective

reactions related to the person's appraisals about the likelihood ofnegative outcomes in a feared

situation. Many, though not all, individuals with social phobia may also manifest reticent,

hesitant, awkward, or avoidant behaviors in response to their distress (Jones & carpenter, 19g6,

Leary, 1983). As opposed to a general, more pervasive presentâtion, social phobia may i¡volve

only one or two discrete feared situations, such as speaking in public, using a public toilet, or

writing while being observed by others. In such cases, the social phobia is referred, To as non-

generalized, or circuntscribed, or specific, or linùted-interaction in type (Brown et al." 1995;
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Hazen &, Stein, 1995; Kachin et al., 2001; Markway et al., 1992; Schneier et aI., 1994; Turner et

al., 1996; Uhde, Tancer, & Gurguis, 1990). Further, some individuals with social phobia may

experience fears of performing a range of activities in public which otherwise do not elicit anxiety

and can be executed well if they believe that they are not being scrutinized by others, and this type

is referred To as performanc¿ social phobia (Hazen & Stein, 1995, Markway et al., 1992).

Research conducted to verify the diagnostic utility ofthe distinct typing of circumscribed,

limited interactional, and performance social phobia, however, has not as yet justified the

application ofthese terms as ofücial sub-designations (Heimberg, Holt, Schneier, Spitzer, &

Liebowitz, 1993;Kachin et al., 2001). As such, according to the DSM-IV, the current reference

to the sub-type ofsocial phobia is restricted Io generalized social phobia (American Psychiatric

Association, 1994). Regardless ofthe terms used to describe it, social phobia may be construed

as a continuum ofinterrelated bodily, cognitive, and behavioral symptoms which interfere with the

ability to function across a range of activities (American Psychiatric Association, 1994).

Bodily Symptoms

Physiological arousal in phobic social situations may include one or more ofthe following

bodily reactions: increased heart rate or palpitations, tremors, shortness ofbreath, sweating,

blushing, abdominal distress, nausea, or dizziness (Butler, 1989; Hazen &. Stein, 1995,Hope &

Heirnberg, 1993;Leary,1983; Levin, Schneier, & Liebowitz, 1989; Markway et al., 1992; Uhde

et al., 1990). Chronic tension may develop in those who are hypervigilant of others' reactions in

social situations, which potentially may induce stress-related symptoms such as headaches, muscle

pain, and fatigue (Schneier et al., 1994; Tancer, Lewis, & Stein, 1995).

In exploration ofphysiological reactions to stressful situations, a study that compared

social phobia and healthy control groups participating in an assigned public speaking task revealed

no differences between the groups for heart rate and stress hormone responses (Levin, Saoud, &

strauman, 1993, cited in Tancer et al., 1995). However, differences in the heart rate responses
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within the social phobia group were evident when participants with generalized versus discrete

social phobia were compared. Of additional note, many ofthe participants with social phobia

reported that the public speaking challenge in the experiment did not elicit their typical phobic

symptoms because the situation took place in an unnatural environment.

In another study that compared heart rate between generalized and discrete social phobia

groups, it was found that fear-specific challenges (e.g., a participant who feared interactions with

the opposite sex was asked to engage in a role play situation with an opposite-sex confederate)

elicited greater increase in heart rate in participants diagnosed with a discrete social phobia versus

those diagnosed with generalized social phobia. As these studies illustrate, although differences in

physiological response between people with social phobia versus healthy control samples are not

commonly found, it is likely that there are differences in the biological aspects ofthose diagnosed

with generalized as opposed to discrete social phobia (for a review, see Tancer et al., 1995).

CogttiÍive Symptoms

Social phobia is exceptional among phobias in that it is defined in large part by distinctive

cognitive symptoms (Butler, 1989), The fears and perception ofdanger involved in social phobia

are related to individuals' beliefthat when subjected to observation or scrutiny by others, they will

be negatively evaluated, will embarrass themselves, or will be in some way humiliated. Individuals

with social phobia tend to hold firmly to a negative bias in which they view themselves as socially

inept and unlikeable; as a result, they frequently anticipate criticism or disapproval from others

(Alden & Bieling, 1998; Alden & wallace, 1995), They are also prone to judge their interactions

in social situations harshly (Alden & Bieting, 1998; Alden & \üallace, 1995). Due to rheir

negative biases and self-appraisals, those with social phobia may also exaggerate their perceptions

of the severity and visibility of the bodily symptoms that they experience (Butler, 1989; ]F'azen &,

Stein, 1995; Hope & Heimberg, 1993; Markway et al., 1992). Further, the negative beliefs and

the harsh self-criticism often seen in persons with social phobia may exacerbate their worry and
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anxious anticipation about future social situations (Aiden & Wallace, 1995; Hazen & Stein, 1995;

Markway et al., '1992). As such, the cognitive symptoms are both a defining attribute and a

contributing factor in the mainfenance ofthe fears and distress in social phobia (American

Psychiatric Association, 1 994).

Behavioral Symptoms

Social phobia is also defined in terms ofbehavioral symptoms that are often coping

responses to the intense anxiety and negative appraisals ofthe feared sifuation (Butler, 1989;

Hazen & Stein, 1995; Hope & Heimberg, 1993;Markway eT a|.,1992). Perceptions of danger in

the situation may elicit a defense reaction of immobility and dnxieq) mediated inhibitiott (Alden &

Bieling, 1998), which inhibits voluntary activities and impairs the ability to speak, move, or

concentrate (Hope & Heimberg, 1993; Markway et al., 1992). Although this reaction is often of

limited duration, for many people with social phobia it promotes other behavioral symptoms such

as conspicuous escape or avoidance responses (Butler, 1989; Hope & Heimberg, 1993; Jones &

Carpenter, 1986; Markway et al., 1992). In an avoidance scenario, the person often leaves the

situation at first opportunity, this response being a basic form ofescape behavìor. Declining

opportunities for academic, social, or occupational activities, making excuses, and

procrastination, though not limited to social phobia, are also indirect forms ofavoidance (Butler,

1989). However, an individual may be unable or unwilling to avoid a feared situation and may

instead have to tolerate intense anxiety, which may interfere with functioning (American

Psychiatric Association, 1994; Butler, 1989; Hazen & Stein, 1995;Hope & Heimberg, 1993;

Leary, 1983; Markway et al., 1992).

Individuals with social phobia may also use covert forrns ofavoidance such as distraction

or disengagement while in the feared situation, involving respectively, an outward or inward shift

offocus that diminishes the person's awareness ofhis or her immediate surroundings and thereby

reduces anxiety. Such distraction and disengagement may hamper the person's ability to attend to
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what is happening in the immediate social environment and he or she may then be further

disadvantaged by not being able to respond appropriately in the situation. Additional behavioral

aspects ofthis may include decreased eye contact, limited personal disclosure, briefor "safe"

utterances, cognitive rehearsal before speaking, negative gestures and pauses, and disruption in

turn-taking behavior, etc. (Segrin, 2000).

Multìple contriburory Factors to the Development and Maintenance of social phobia

There is no singular contributing factor in the development ofsocial phobia; rather,

ongoing research points to a convergence ofinfluential biological, environmental, cognitive, and

behavioral components @ng, Heimberg, Hart, Schneier, & Liebowitz, 2001;Markway et al.,

1992; stein & walker, 2001). Biological factors may include biochemical irregularities and

genetic predispositions (Tancer et al., 1995; Schmidt & Fox, 1999), temperament @uss, 1986;

Buss & Plomin, 1984 ), and evolutionary processes involving fear or sensitivities to disapproval

(Bruch, Giordano, & Pearl, 1986). Among environmental influences, misinfor¡nation, negative

social experiences, the family context, or other types ofsocial learning may be critical components

in the development of social phobia (Markway et al., 1992; Stein & Walker, 2001),

Misperceptions ofthreat and related cognitive processes such as basing beliefs on erroneous

information or exaggerating the probability and severity ofdanger in the feared situation also

contribute to the development and maintenance of social phobia, as do maladaptive behaviors

such as avoidance, worry, and self-preoccupation (Alden & Wallace, 1995, Markway et al.,

1992).

It should be noted, however, that having one or more ofthe various factors believed to be

related to social phobia does not necessarily lead to a given person eventually developing this

disorder (Eng et al., 2001; stein & walker, 2001), For instance, some individuals with biological

factors and/or genetic predispositions may not experience certain environmental or social learning

influences which otherwise increase the likelihood of emerging social phobia. Nevertheless, the
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manner in which social phobia develops and is maintained is well represented by a model that

reflects the interplay between the biological, environmental, cognitive, and behavioral factors that

many researchers believe contribute to the fear ofdisapproval by others, which is a central feature

ofthis disorder.

Markaway et al. (1992) conceptualized social phobia in a way that acknowledges the

range of possible biotogical and environmental contributing influences, as well as the behavioral

and cognitive symptomatology which serve to maintain it. In this model, causes are Biological

andlor Environmental, each ofwhich may contribute to the Fear of Disapprotal. F ear of

Disapproval, the pivotal tenant ofthe model, in turn both engenders and is further fueled by

MainÍenance factors of Misperceptions oÍ Tht'eat and Maladaptive Behat,ior (See Figure I ).

Causes

Biolosical
Genetics
Biochemical irrezularities
Sensitivity to disãpproval

I
I
{{{

Misperceptions of Threat
Probability exaggerations
Severity exaggerations

Fe¿'õf D-i¡approtãl

0
^,A.+ Maintenance +

Environmental
Negative experiences
Learning by example
Misinformation

I
I

FÈE.

Maladaptive Behavior
Avoidance
Worry
Self-preoccupation

Fisure 1. Multi-factor model of fear of disapproval in social phobia (Markway eT aL, 1,992)
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As an example, a socially anxious person may have biological factors such as an anxious

temperament or a tendency toward shyness, and may have early environmental factors such as an

inconsistently available primary care giver or a cruelly teasing peer group. Any one or

combination ofthese factors may cause the development ofa fear ofdisapproval. The fear of

disapproval then induces the person to construe the prospect of social interaction as a threatening

venture in which worst case scenarios are likely to happen. In response to these feelings ofthreat

and danger, the person engages in safety and defense behaviors, such as avoidance, worry, or self-

preoccupation. The misperceptions ofthreat and the maladaptive defense behaviors may then

feed back to the person's fear ofdisapproval. In some instances, another individual may sense the

socially phobic person's mistrust, or may interpret the person's safety behavior as aloofness or

disinterest. This may compromise the potential for interaction between the two people,

diminishing the opportunity for so much as a casual acquaintanceship.

Prevalence and Onset of Social phobia

Among the most common of the anxiety disorders, epidemiological and community-based

studies have reported a lifetime prevalence for social phobia ranging from 3yo-13%o (American

Psychiatric Association, 1994; Kessler, McGonagie, &. zhao et al., 1994, cited in walker & Stein,

1995; Wittchen, Stein, & Kessler, 1990). Prevalence rates in various studies fluctuate within this

range depending on the threshold for what is regarded as cdseness (a designated criteria for social

phobia) depending on severity, level ofdistress, extent of impairment (American psychiatric

Association, 1994; walker & stein, 1995), and whether information is gathered regarding the

range and number ofphobic social situations (American Psychiatric Association, I994;Kachin et

al., 2001; Leary, 1983; Hope & Heimberg, 1993). The National Institute of Mental Health

epiderniological catchment area (ECA) studies revealed a 6-month prevalence ofsocial phobia for

men at 0.9Yo-l.7o/o and 1.5%o-2.60% for women (Myers et al., l9g4). However, Hope and

Heirnberg (1993) suggested that because the ECA studies were based on DSM-III criteria and
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included only specific performance anxiety, current rates are likely higher in light ofthe DSM-IV

inclusion ofgeneralized social phobia. In addition, more recent survey results indicate that

women are affected by social phobia to a significantly greater extent than are men (Davidson,

Hughes, George, & B\azer, 1994; Kessler et a1.,1994; Schneier, Johnson, Hornig, Liebowitz, &

weissman, 1992;Hazen & stein, 1995; walker & Stein, 1995). Early ECA data suggested that

91% ofthose with social phobia reported onset prior to the age of25, with a median age ofonset

of 12 years old; however ifrespondents who stated that they experienced social phobia for their

"whole life" were considered, the average age ofonset would likely be younger than 12 years

(Bourdon et al., 1988). consistent with this, later ECA studies reported an average age ofonset

between 11 and 15 years (Schneier et al., 1992; Walker & Stein, 1995).

Comorbidity in Social Phobia

Based on epidemiological evidence, social phobia is the third ranking psychiatric disorder,

eclipsed only by depression and substance abuse (Ballenger, 1995). Among those who have

social phobia, over 30o/o are seriously impaired by the disorder (Ballenger, 1995; walker & Stein,

1995). Further, of all requests for services in anxiety disorders clinics, 1g% are due to social

phobia related concerns (Sanderson, DNardo, Rapee, & Barlow, 1990). Gven findings that

suggest that individuals with social phobia do not typically seek help unless they are in severe

distress due to problems such as depression or suicidal ideation, it is likely that this figure does

not accurately represent the number ofadditional peopte with social phobia who would benefit

from mental health services (Hazen &. stein, 1995; wittchen et al., 1999). Moreover, a recent

epidemiological study suggests that younger males with social phobia may be at heightened risk of

the impact of social phobia, since being male and younger in age are characteristics associated

with lower mental health utilization rates (chartier, Kjernisted, & walker, 2002). Nonetheless, of

those who do seek treatment for social phobia, comorbid diagnostic issues are frequently
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identified (Chartier, Kjernisted, & Walker, 2002;Hazen& Stein, 1995; Hope & Heimberg, 1993;

Turner, Beidel, Borden, Stanley, & Jacob, l99l).

Social Phobia and Avoidant Personali4t Disorder

At'oidant Persottality Disorder (APD) is conceptually similar to generalized social phobia,

especially at more extreme symptomatic levels (Brown et al., 1995; Holt et al., 1992). with onset

by early adulthood and evident in a variety ofsocial contexts, individuals with ApD tend to

exhibit a pewasive pattern ofsocial inhibition, and to frequently report feelings ofinadequacy and

hypersensitivity to negative evaluation (American psychiatric Associatio n, 1994). compared to

generalized social phobia, APD is marked by greater inflexibility (i.e., the person with ApD is

likely to have fewer, ifany, areas ofrelatively unimpaired interpersonal functioning), and it tends

to be more stable over time. APD is also characlerized by relatively greater social inhibition,

feelings ofinadequacy, and an increased likelihood ofsocial skill defrcits (Brown et al., 1995).

Research indicates that individuals with this disorder tend to be overly submissive and may be

easily coerced and controlled by others (Alden & capreol, 1993). Moreover, studies have shown

that APD may be a comorbid feature ofgeneralized social anxiety, and that persons who have

both disorders tend to have less beliefin their ability to control events (Brown et al., 1995).

Nonetheless, whether the features ofAPD are diagnosed as a comorbid personality disorder

rather than as an extreme variant ofgeneralized social phobia, the clinical presentation involves

poorer global functioning, treatment outcome is less hopeful, and functional status is likely to

renrain more impaired following intervention, relative to generalized social phobia ofless extreme

severity (Brown eT al., 1995; Turner et al.,'1996).

Social Phobia and Panic Disorder

Panic disorder is a frequent comorbid factor in social phobia @arlow, DiNardo,

vermilyea, & Blanchard, 1986; Hazen & stein, 1995; euilty er a1.,2002; sanderson et al., 1990;

stein, shea, & uhde, 1989). Rates of comorbidity ranged between 17%-49 r% in studies of
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clinical samples (Sanderson et al., 1990; Stein et al., 1989), and similar rates were reported in

ECA studies ofthe general population (Schneier eT al., 1992;Hazen &. Stein, 1995). Comorbidity

in social phobia and panic disorder is complicated by clinical characteristics that are common to

both disorders, and the diagnostic process must involve careful exploration of somatic symptoms,

the occurrence ofpanic attacks, and phobic avoidance (Hazen & Stein, 1995). As noted in the

DSM-IV(American Psychiatric Association, 1994), the panic attacks in social phobia are

situationally bound or predisposed, and the avoidance is due to fear in the social situation. In

contrast, in uncomplicated panic disorder the panic attacks may occur outside of social situations,

must have occurred spontaneously on at least one occasion, and the avoidance response is due to

fear ofhaving a panic attack.

In consideration ofthe overlapping clinical features ofthe two disorders, people with

comorbid social phobia and panic disorder are especially likely to experience extreme distress and

fears that pervade a wide range ofsituations and have the potential to severely interfere with their

ability to function in essential daily activities (Mendlowicz & Stein, 2000; euilty et aL,2002).

Moreover, it is reported that even subthreshold forms of comorbid social phobia and panic

disorder markedly compromise quality of life and psychosocial functioning. However, although

research has shown that the impact of anxiety in panic disorder on interpersonal functioning is

significantly limiting, little is understood about the impairment in interpersonal functioning in

cases of comorbid social phobia and panic disorder (Jackson &. W eruel, 2002).

Social Phobia and Depression

Major depression is also a frequent comorbid factor in social phobia (Eng et al., 2001;

Heimberg, Hart, Schneier, & Liebowitz, 2001; Hazen & Stein, 1995; Hope & Heimberg, 1993;

Kachin et al., 2001; Sanderson et al., 1990; Stein, Tancer, Gelernter, Vittone, & Uhde, 1990), as

is substance abuse (Chambless, Cherney, Caputo, & Rheinstein, 1987; Schneier, Martin,

Ljebowitz, Go¡man & Fyer, 1989). ECA evidence indicates that l7% ofpersons with social



Personal Relationships

16

phobia have experienced at least one episode of major depression (Schneier et al., 1992; Hazen &.

Stein, 1995). Among clinical samples of those with social phobia, lifetime rates of major

depression are reported to range between 21%-80% (Sanderson et al., 1990; Stein et al., 1990).

However, in a study that cornpared individuals with social phobia to a healthy control comparison

group, while those with social phobia reported having more problems due to being unassertive

and engaging in avoidance behavior, they did not differ from the healthy participants in terms of

symptoms of depression (Alden & Phillips, 1990) Still, a study by Dilsaver, eamar and Del

Medico (1992) proposed that many people with major depression may develop a constellation of

symptoms that are similar to social phobia during the course ofthe depression, which raises

questions regarding the juncture of clinical features that constitute comorbidity (cited in Hazen &

stein, 1995). Further, more recent research suggests that social phobia may be an antecedent to

depression (Eng et al., 2001), due in part to the impact that social anxiety may have on people's

capacity to pursue rewarding social experiences, their tendency to make negative attributions

about the self and others in relation to stressful events, and the frequent anxious interpersonal

style in which others are viewed as untrust\ /orthy or undependable. Eng et al. (2001) suggest

that any and all ofthese factors may contribute to a sense ofhopelessness and an increased

potential for depression.

Social Phobia and Alcohol Abuse

Studies have shown a very high incidence ofalcohot abuse in individuals with social

phobia, and it is suggested that these people may be drinking as a means ofcoping with their

anxiety and distress (Chambless et al., 1987; Schneier et al., 1989). Further, because the age at

onset ofsocial phobia is frequently lower than that for comorbid disorders ofalcohol abuse,

depression, and panic disorder, social phobia may be a risk factor for these disorders (Dadds,

Spence, Holland, Barrette, & Laurens, 1997; Schneier et al., 1992; Magee, Eaton, Wittchen,

McGonagle, & Kessler, 1996; Walker & Stein, 1995; Wittchen, Stein, & Kessler, 1999). If so, an
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increased understanding ofthe development and course of social phobia may guide strategies

to prevent or reduce the severity of comorbid disorders such as these (Barrette, Duffy, & Dadds,

2001; Eng et al., 2002; Simms, 2000; Wenzel,2002).

Interpersonal Funcîioning and The Impact of Sociat phobia

It is clear that social phobia is a serious mental health concern that warrants continued

research and development oftreatment strategies sensitive to the complexity of symptoms ofthis

disorder (Ballenger, 1995; Eng et aI., 2OO2; Mendlowicz & Stein, 2000; euilty et aL,2002;

Schneier eral.,1994; walker & stein, 1995). \)y'hen compared to control subjects who did not

have social phobia, epidemiological findings revealed that individuals with social phobia reported

more impairment across a greater number of areas in routine daily living (Brown et al., 1995;

Herbert et al.,1992; Hope & Heimberg, 1993;Kachin et al., 2001; Schneier et al., 1992; Walker

& stein, 1995). community sample studies have reported that people with generalized social

phobia were less likely to be married, were more likely to be separated or divorced, and had both

lower income and less education (Heimberg, Hope, Dodge, & Becker, 1990; Hope & Heimberg,

1993; Kachin et al., 2001; Schneier et al., 1992; Walker & Stein, 1995). Moreover, clinical

research has shown that individuals with social phobia who are single tend to have greater levels

of symptomatology and comorbid depression than people with social phobia who are married

(Hart, Turk, Heimberg, & Liebowitz, 1999). Finally, community samples of persons with social

phobia report greater rates offinancial dependency, suicidal ideation, lower income and education

levels, lower social support and lower general satisfaction relative to those who do not have

mental health problems (Mendlowicz & Stein, 2000; euilty et a1.,2002).

Social Support. Prospective research within the general population revealed that aspects

ofinterpersonal motivation such as the need for intimacy have been shown to predict psychosocial

adjustment nearly two decades later (McAdams & vaillant, 1982, cited in Descutner & Thelen,

1991;oliker, 1989). Thisis an important issue, given findings that the level ofaperson's social
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support is strongly related to physical heatth and psychological adjustment (Cohen, 1988;

Descutner & Thelen, 1991;Hope & Heimberg, i993; Rhodes, 2000; Sarason, pierce, & Sarason,

1990; Segrin, 2000; Uchino, Cacioppo, & Kiecolt-Glaser, 1996). Still, little is understood in

general about the underlying psychological mechanisms of social support (Rhodes, 2000),

although research has shown that there is a strong association between social support and social

intimacy (Doi & Thelen, 1993).

It has been reported that the severity ofoverall impairment in social phobia among

community dwelling individuals is inversely correlated with the level ofperceived social support

(Magee, Eaton, Wittchen, McGonagle, & Kessler, 1996). Based on clinical observation that

suggested poor social support among those with generalized social phobia who attended a

community based treatment program for anxiety disorders, Torgrud, Walker, Murray, and

Chartier (1997) developed preliminary research which indicated that people with social phobia

have lower levels ofsocial support relative to comparison samples of healthy indivìduals and

persons with other kinds of anxiety problems. More recent clinical research has suggested that

the social networks ofindividuals with social phobia are "notoriously impoverished" and need to

be studied with respect to specific areas of problematic social functioning (Segrin, 2000)

Further, studies have revealed that even people with subthreshold levels ofsocial phobia

experience lower levels ofsocial support and substantial diffrculties in many aspects of daily living

(Mendlowicz & Stein, 2000). It is also reported that the lack ofa close friend is a measure of

perceived social support which serves as a reliable indicator ofsubthreshold social phobia

(Davidson, Hughes, George, & Blazer,1994). Finalty, the relationship partners and the family

systems of individuals with anxiety disorders are increasingly being considered irnportant areas of

research regarding the impact ofanxiety disorders on social support and daily living; but, rather

than social phobia, panìc disorder has been the most frequent type of anxiety disorder being

studied in this manner to date (Jackson & Wenze| 2002).
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Interpersonal Functioning. Beattie and Stevenson (1984; as cited in Strar.ynski et al.,

2001) defined Social funclionin'g as "...the manner ofparticipating in social life, assuming roles

and fitting in..." Although the concept ofsocial functioningper se has not been included as

diagnostic nomenclature for social phobia, the preceding may be an appropriate description of

ittterpersonal functioning for the purpose ofunderstanding sociat phobia more fully_ Further, it

has been suggested that the DSM-IV criteria for sociat phobia do not account for the full range of

maladaptive responses used to cope with the variety ofsocial fears (e.g., lack of ernotion, trying

too hard, being too controlling, etc.) that are often typical ofpersons who have social phobia

(Kachin et al,, 2001) Moreover, it has been proposed that healthy psychological functioning

encompasses more than the mere absence ofpsychological problems, but also involves

interpersonal flexibility (ShefTield et al., 1995).

Developing the ability to interact successfu[y with others is especially relevant for

individuals who struggle with pervasive social fears (i.e., those with social phobia), yet little is

known about the impact ofsocial phobia on various aspects ofinterpersonal functioning and daily

living. unfortunately, much ofwhat has been studied regarding impairment ofinterpersonal

functioning in social phobia has been based on undergraduate samples rather than clinical or

community based comparisons (A.lden & Beiling, 1998; Alden & phillips, 1990, Kachin et al.,

2001). Nonetheless, there are some studies ofinterpersonal functioning in social phobia that may

serve as a basis from which the purpose ofthe present study may be understood.

It has been suggested that those with generalized social phobia may manifest social skill

deficits which severely interfere with the ability to function across a range of social and work

conditions (American Psychiatric Association, 1994;Butler, 19g9; IF'azen &. Stein, 1995;

Heimberg ef al., 1993; Hope & Heimberg, 1993; Johnson, Turner, Beidel, & Lydiard, 1995;

Mattick, Page, & Lampe, 1995; Schneier eT ù1., 1994). For example, research has indicated that

relative to healthy individuals, interpersonal functioning for people with social fears is more likely
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to be strained due to problems regarding poor conflict resolution (pilkington & Richardson,

1988), or due to interpersonal mistrust and poor assertiveness skills (Alden & capreol, 1993;

Kachin et al., 2001)

However, although sorne individuals with rnore pervasive social phobia may have greater

problems due to poor social skills, it is questionable whether such difüculties necessarily reflect

poor skill development or rather reflect inhibition ofadequately developed social skills because of

anxiety (Alden & Bieling, 1998; Herbert et a|.,1992). Further, studies have shown that many

persons with social phobia are flexible in their use ofsocial skills, choosing to select safe

behaviors and social roles based on their expectations that a given interpersonal situation is likely

to result in a negative outcome ofdisapproval or criticism (Alden & Beiling, l99g). In contrast,

individuals with more severe social phobia and/or comorbid APD have been shown to have a less

flexible range ofsocial skills and are more likely to benefit substantially from social skills training

as part oftheir therapeutic intervention (Alden & capreol, 199g). Moreover, studies have

revealed that skill defrcits may be specifìc to one kind of relationship (Alden & philips, 1990), may

vary with respect to the nature ofthe social context (Stravynski et al., 2001), and that instead ofa

continuum effect, specific skill deficits may constitute subtypes ofgeneralized social phobia

(Kachin et al , 2001) The latter research is similar to earlier work which found that one

descriptive category ofstudy participants with social phobia was marked by tendencies to be

overly friendly and submissive, versus another descriptive category ofparticipants with social

phobia, which was characterized by mistrustful, hostile, and controlling behavior (Alden &

capreol, 1993; Bruch et al., 1986). The implication ofthese various studies is that each area of

impairment, subtype, or descriptive category represents a particular set ofinterpersonal difficulties

which require specific intervention strategies (Alden & Beiling, 199g; Alden & phillips, 1990;

Brown et aL, 1997; Jackson & Wenzel,2002; Kachin et al., 2001; Sheffield, Carey, patenaude, &

Lanbert, 1995; Strar,ynski et al., 2001).
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Close Relaî.ionships in Social Phobia

To date, we are only beginning to develop an understanding about the types of

relationship difticulties experienced by people with social phobia (Alden & phillips, 1990; Eng et

a1.,2001; Jackson & wenzel,2oo2;wenzel,2002). Despite the retatively limited research

findings, jt is nonetheless believed that symptoms of anxiety have negative impact on the

maintenance and/or enhancement ofclose relationship functioning for persons who have anxiety

disorders, especially social phobia. while it is generally accepted that social phobia is

accompanied by disturbance in close relationships, it is not known whether social phobia is

associated with unique relationship problems, or how those particular problems may contribute to

relationship dissatisfaction for individuals with social phobia (Jackson &. w enzel, 2002).

Although studies have reported that the romantic relationships ofpeople with social phobia are

likely to be significantly impaired (Schneier et al., lgg4;wittchen & Beloch, 1996), these findings

have been based on clinician ratings and do not involve details about those relationships from the

perspectives ofpersons with social phobia or their partners. Further, it is proposed that evolving

research ofinterpersonal functioning in anxiety disorders should explore aspects ofpotential

"relationship cultures" in which anxìety symptoms may be inadvertently reinforced by the

interactions and motivations of close relationship partners (Jackson &. wenzel,2002).

Horowitz (1979) reported that relationship difüculties are commonly identifred as major

concerns by psychotherapy outpatients. He proposed that various problems in interpersonal

functioning represent cognitive aspects and other psychological elements that form much ofthe

symptomatic bases ofvarious psychiatric disorders and poor psychological adjustment (Horowitz,

weckler, & Doren, 1983). In particular, the degree ofoverall problems in interpersonal

functioning is strongly corelated with symptorns and level of impairment in social phobia

(Gurtman, 1992; Kachin et al., 2001). while the development of basic friendships and close

personal relationships is fundamental to social support and general sense of well being for most
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people (Fehr, 1996), this kind ofbasic interpersonal functioning is often the most challenging area

of daily living for individuals with generalized social phobia (euilty et al., 2001).

Although the diagnostic criteria for social phobia do not stipulate aspects ofsocial

¡elations such as interpersonal trust or fear of intimacy (Kachin et al., 2001; sherman & Thelen,

1996), understanding subtleties such as these may help to differentiate relationship functioning

across various types of anxiety disorders and may indicate hovv to augment intervention specific

to the interpersonal impairment experienced by those with sociat phobia (Kachin et al., 2001;

Segrin, 2000; Stravynski et al., 2001). Further, it has been proposed that temperamental

influences (cloitre & Shear, 1995; w enzel, 2002), attachment behavior (Eng et al., 2001; wenzel,

2002) and, perceptions ofinterpersonal threat (Alden & Bieling, 1998, Doi & Thelen, 1993;

Pilkington & Richardson, 1998; Trower & Gilbert, i989, wenzel, 2002) influence how people

with social phobia respond to social demands and regard the prospect of intimacy in close

relationships. Gven the relatively early onset ofsocial phobia, information about aspects of

interpersonal functioning such as these, which are acquired prior to young adulthood, may

contribute to the development of more effective intervention to improve psychological adjustment

and social functioning earlier in the life span (Barrette et al,, 2001; Dadds et al., 1997;wenzel,

2002).

Arousability and Appraisals itt Relationships

Klein (1992) suggested that reactivity and a low threshold ofphysiological arousal

mediates the way that a person perceives and responds to the environment. Buss and plomin

(1975) proposed that ternperamental characteristics evident in childhood include tendencies for

arousability and sociability, and that there is a relationship between these aspects ofchildhood

temperament and later adult social behavior (Buss, 1986; Buss & plomin, 1984) They suggested

that fear is a common emotional experience in people who are easily aroused, and that shyness

and social anxiety in many individuals may be due to high levels oftemperamenta y based
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arousability and emotionality. In addition, although people who are socially anxious may be

motivated to seek interaction with others, they may be inhibited by dispositional tendencies and

strong fears which impede their social effectiveness (Alden & cappe, 1986; Alden & capreol,

1993; Descutner & Thelen, 1991).

As described earlier, it has been suggested that for many people with social phobia, the

physiological symptoms ofanxiety may interfere with the ability to move, speak, and concentrate

in a feared social situation (Alden & Capreol, 1993;Leary,1983; Markway et al., 1992). The

results ofresearch in which undergraduates evaluated subjects' perlormances on a social

interaction task indicated that those subjects who rated themselves as shy, based on factors such

as blushing and awkwardness in social situations, werejudged by others to be less competent than

not-shy subjects in terms ofarticulation, composure, wit, conversational performance and

interaction management in their task-interactions (Prisbell, 1991). Studies have also shown that

people with social phobia may be regarded as less appealing relationship partners (Jones &

carpenter, 1986) and may be rated as less desirable potential dates by their conversational

partners (Johnson & Glass, 1989).

In other research, socially anxious and non-anxious persons participated in a getting

acquainted task that was based on the construct ofreciprocity self-disclosure (Alden & Bieling,

1998). The getting acquainted condition was manipulated so that the participants appraised the

likelihood ofthe social outcome as either positive or negative, and the subjects, social goals and

use of safety behaviors, as well as the study confederates' reactions to them, were measured.

compared to the non-anxious participants, the socìally anxious subjects used more safety

behaviors and elicited more negative behaviors and responses from others in the negative

appraisal condition, but not in the positive appraisal condition. From this, it was determined that

for some people with social phobia, social skills and the use of safety behavior may vary according

to situational appraisals. The findings also indicated that visible signs of anxiety in persons with
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social phobia may have an emotionctl contagion effect on others, making the others feel

uncomfortable due to their awareness ofthe distress and difficulties experienced by those with

social phobia. That is, because ofthe discomfort that they may engender in others, people with

social phobia may inadvertently establish negative transactional cycles in their social interactions.

As such, the hesitant, awkward, and/or avoidant interpersonal style, the negative appraisals, and

the apparent anxiety that are often characteristic ofthe social interactions ofpeople with social

phobia may have a self-fulfilling effect which has the potenfial to influence not only how they

regard themselves, but also how others perceive and respond to them (Alden & Bieling, l99g;

Jackson & Wenzel, 2002; Segrin, 2000).

Studies have also shown that individuals with social phobia may not gauge the nonverbal

quality oftheir own social behavior accurately. One study revealed that while people with social

phobia have a tendency toward negative biases in their self-appraisals, they are prone to be

positively biased in terms of how they appraise others (Alden & wallace, 1995). Additionally, in

research regarding peoples' ability to make effective social judgements, De paulo and rang

(1994) reported that subjects with social anxiety were less able than subjects who were not

socially anxious to discern truth from deception while viewing videotaped confederates who

alternated telling the truth and telling [ies. Based on studies such as these, it is suggested that

people with social phobia may have difficulty assessing verbal and nonverbal aspects ofnot only

their own, but also others' interpersonal behavior.

App r o ac h i n g Re lati on shi p s

The identification of central aspects ofrelatìonship functioning in adulthood was

extrapolated from the seminal work of Bowlby (1979) and Ainsworth, Blehar, waters, and walls,

(1978), who conceptualized interpersonal attachment in the infant-primary care giver relationship.

It was proposed that individuals' early emotional bonding experien ces inÍTuence working models,

or the way people view themselves and others, including expectations regarding the accessibility
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and responsivity ofothers to satisô/ their needs for protection and close interpersonal

connectedness. Hazen and Shaver (1987) applied the concept ofearly attachment to overall

interpersonal functioning in adulthood, suggesting that individuals may be categorically classified

in terms ofsecure, anxious/ambivalent, or avoidant styles ofattachment. Collins and Read (1990)

extended attachment theory to account specifrcally for adult romantic relationship functioning.

They demonstrated that individuals' approach to and style ofengaging in relationships may be

based upon: (a) their comlort with closeness, which has bearing on feelings ofsecurity in close

relationships; ( b) their confidence in others' dependability, the extent of which may influence

anxiety, interpersonal trust and perceptions of predictability regarding the availability and

dependability ofothers in close relationships; and (c) their anxiety or fear ofabandonment and

rejection, which in addition to trust factors may contribute to defensive avoidance behavior in

close relationships.

Collins and Read (1990) reported that lack of trust regarding others'motives in

relationships was associated with both insecure and avoidant attachment styles. Their research

indicated that for men, close attachment was a better predictor ofrelationship satìsfaction than

was attachment characlerízed by anxiety over abandonment, but that the opposite scenario was

found for women ( i.e., anxiety over abandonment was a better predictor ofrelationship

satisfaction than close attachment). The findings also indicated that relationship satisfaction by

both partners decreases when the male partner engages in avoidant attachment while the female

partner engages in anxious attachment.

other studies have shown that close adult attachment is positively correlated with

sociability, and that anxiety attachment is positively corelated with apprehensiveness about

intimacy (Doi & Thelen, 1993), marital dissatisfaction and submissiveness (Eng et al., 2001), and

emotions of anxiety, sadness and anger (Bartholomew & Horowitz, 199l). studies have also

suggested that attachment styles marked by fears ofbeing humiliated, negatively judged, or
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rejected by others contribute to social timidity and avoidance in initiating relationships

(Hirschfield, shei, & wiese, 1991;Doi & Thelen, 1993). once relarionships are esrablished,

anxious attachment and interpersonal fear may foster dependency rather than autonomy in the

relationships (TrulI, widiger, & Francis, 1987; Doi & Thelen, i993) Further, it is proposed that

relationships in which one partner is regarded as unpredictable and untrustworthy may evoke

avoidant attachment and selÊprotecting, self-isolating behavior in the other partner (Doi &

Thelen, 1993). ofnote, it is reported that atrachment styles tend to be fairly stable, although up

to 30% of self-ratings for attachment behavior are subject to instability over periods ranging from

eight months to several years, which suggests that there may be significant variability in self-

ratings, or that attachment style in some instances is subject to change (Baldwin & Fehr, 1995).

In general, it is postulated that disrupted relations between infants and their primary care

givers is a strong contributing factor in the working models ofindividuals with anxiety disorders

(Jackson & wenzel, 2002) rn this, it is believed that early experiences with unstable and

disappointing care givers foster anxiety and fears regarding close relationships. Subsequently, in

adulthood, individuals with anxiety disorders often fear interpersonal closeness, or, they may want

but at the same time avoid intimate involvement with relationship partners. Further, ìt is believed

that the anxiety in interpersonal functioning is maintained when negative working models ofclose

relationships remain unchallenged.

Specific to social phobia, working models characterized by anxiety attachment have been

shown to be directly associated with severity of impairment. However, some persons with social

phobia may be similar to healthy persons with respect to secure attachment functioning (i.e.,

capable offeeling safe and comfortable in adult romantic relationships), and research has shown

that such individuals with social phobia are likely to be less impaired by their social anxiety (Eng

et al., 2001). It is also suggested that healthier, more secure attachment may potentially increase

with the involvement in at least one rewarding close relationship (Mikulincer, 1998). Further, for
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those individuals who are involved in a close relationship, it is possible that negative working

models may be disconfrrmed by reprocessing emotional experiences and structuring interpersonal

tasks to shape corrective emotionally engaged interactions with their relationship partners

(Johnson & whiffen, 1999). As such, while attachment may be a central component in the

development and maintenance of social phobia, it is likely that it is not the only contributing factor

to it (Eng, 2001).

Perceplions of Risk in Relationships

Of important consideration in the impaired interpersonal functioning in social phobia,

apprehension and avoidance ofclose relationships have been reported to be strongly correlated

with low sociability (Pilkington & Richardson, l98g) and have been shown to be important

factors in the development ofpoor psychosocial adjustment (Hatfield, r9g4). Hazenand shaver

(1987) suggested that perceptions ofrisk in close relationships are related to negative early

childhood experiences involving intimacy and the attachment process. Pilkington and Richardson

(1988) demonstrated that individuals who perceived interpersonal relationships as risþ and

untrustworthy \¡r'ere more likely to have fewer close friends and were less likely to be involved in a

romantic relationship compared to individuals who were not interpersonally fearful or mistrustful.

Additionally, those who perceived risk in intimacy were shown to have less trust in people with

whom they are close, and were likely to distance themselves from other people. Gurtma n (1992)

noted that, although the capacity for trust in others is purported to be indicative ofgood social

adjustrnent, there have been few studies that establish the relationship between trust and

interpersonal diffrculties. He examined measures ofinterpersonal problems in individuals who had

scored either high or low in interpersonal trust, and found that low interpersonal trust was

positively correlated with problems in intimacy, and was negatively correlated with sociability.

Further, the results indicated that those who were highly distrusting tended to also be highly

controlling in their relationships. In addition, low trust was related to negative and unsatisfying
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social interactions, to low rates of selÊdisclosure, and to the tendency to disclose personal issues

to family members rather than to a friend.

Inti macy in Relati onships

Intimacy has been referred to as a core element in the relationships with those with whom

one feels especially attached (Davis, 1973). Intimacy is essential in close relationships involving

both love and friendship (Fischer & Narus, 1981). consistent with this, McAdams and vaillant

(1982, cited in Descutner & Thelen, 1991) reported that intimacy motivation is a predictor of

future psychosocial adjustment, and that fear of intimacy may be a risk factor ofother emotional

difficulties. Further, studies have shown that individuals who are socially anxious often

experience depression, loneliness, and less intimacy in their relationships (cheek & Busch, l9g 1;

Eng et al., 2001). Lack ofintimacy has also been associated with alcoholism andjob failure

(waltz, 1986, Duck, 1991; cited in sherman & Thelen, 1996). Similarly, in his research of the

kinds of problems in interpersonal functioning that are frequently described by psychotherapy

patients, Horowitz (1979) reported that the patients' concerns frequently involved central issues

of intimacy and trust.

ofparticular relevance to social phobia, Sherman and rhelen (1996) suggested that

avoidance of intimate relations is a maladaptive means ofcoping with anxiety regarding verbal and

non-verbal communication. Further, Descutner & Thelen (1991) defined "fear of intimacy,,as

"...the inhibited capacity ofan individual, because ofanxiety, to exchange thoughts and feelings of

personal significance with another individual who is highly valued" (p 219), They conducted a

series ofstudies in their development and validation ofa fear of intimacy scale and found that the

mean scores for fear of intimacy in a clinical sample were consistently higher than those ofan

undergraduate sample. They suggested that intimacy in relationships is an important issue in

understanding psychotherapy patients' difficulties in interpersonal functioning. other research

has demonstrated that individuals with a high fear of intimacy have fewer long-term relationships,
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are lonely more often, and are less prone to self-disclosure than are those who are less fearful of

being intimate (Descutner & Thelen, l99l; Doi & Thelen, 1993). In relation to attachment in

relationships, Doi and rhelen (1993) reported findings in which fear of intimacy was positively

correlated with anxiety and fear ofabandonment, and negatively correlated with attachment styles

of comfort with closeness and confidence in others, dependability.

In a study offriendships ofadolescents, Sherman and rhelen (1996) reported that the

number ofdates the participants had within a two month period was not signifìcantly correlated

with fear of intimacy, but that the quality ofrelationships in the past, as well as the quality of

those anticipated, were significantly correlated with intimacy fears. The authors proposed that, at

least with adolescents, the quantity, if not the quality, ofrelationships may not differ across

varying levels offear of intimacy due to a generally universal need for intimacy. As these studies

of fear of intimacy reveal, not only subjective distress regarding intimacy, but also indices such as

satisfaction in close relationships (cognitive appraisal), frequency ofpersonal disclosure (overt

behavior), and the number ofrelationships an individual has had in the past, may contribute to a

more comprehensive understanding of intimacy, trust, and general interpersonal functioning.

Problems in Inlerpersonal Ftnclioning

As noted earlier, issues essential to the development offriendshìps and social support have

also been identified by psychotherapy patients as central concerns in their difiìculties with

interpersonal functioning (Horowitz, 1979; Horowitz et al., l9g3; Bartholomew & Horowitz,

1991). Horowitz et al (1983) proposed that patients' complaints about interpersonal functioning

reflect cognitive appraisals and other psychosocial components that are factors in psychological

maladjustment and psychiatric disorders. Based on complaints that psychotherapy patients

expressed about their interpersonal functioning, Horowitz, Rosenberg, Baer, Ureno, and

villasenor (1988) developed a standardized inventory ofinterpersonal problems as a way to

explore whether there were particular interpersonal difüculties associated with particular
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disorders. The conceptualization ofthe inventory was inspired by interpersonal theory, according

to which it is postulated that interpersonal dynamics foster people's re-enactment of rnaladaptive

interpersonal patterns as a way of maintaining a psychologica[ connection to an earlier attachment

figure, and that two interacting persons may influence each others' behavior in their interactions

(Florowitz, 1996). The various problem statements in the Horowitz et al. (l9gg) inventory were

classified according to themes of assertiveness, sociability, submissiveness, intimacy,

responsibility, and being controlling in relationships. Certainly, the interpersonal factors discussed

in previous sections that are believed to be important in the formation of close personal

relationships (e.g., sociability, perceived risk and fears of intimacy, desire for interpersonal

control, etc.) are consistent with the areas ofinterpersonal distress identified by Horowitz et al.

(1988) in their work with psychotherapy patients.

Alden and Phillips (1990) exrended the use ofthe Horowitz et al. (1988) inventory of

interpersonal problems to integrate the framework ofinterpersonal theory with empirical

observations ofpeople with social phobia, depression, and healthy functioning. The results ofthe

study indicated that the individuals with social phobia differed from the other participants based

on areas ofinterpersonal functioning involvíng unassertiveness and social avoidance. More

recently, social phobia subtypes (i.e., generalized and nongeneralized) have been studied

according to a range ofinterpersonal problems to determine whether qualitative aspects ofsocial

functioning might be consistent with DSM-IV subtype classificarions (Kachin et al., 2001). As

with earlier studies based on the degree of symptom severity, the Kachin et al. (200i) findings

suggested that the generalized vs. nongeneralized subtype ofsocial phobia was characterized by

greater extent ofoverall impairment in interpersonal functioning, although differences in the types

of interpersonal problems were not found. However, when an analysis oftypes ofinterpersonal

problems was based on a model of interpersonal theory, two groups were qualitatively

differentiated with respect to areas ofinterpersonal problems. one group was characterized by
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hostile, angry behavior, while another group was distinguished in terms of friendly-submissive

behavior. It was suggested that although these groups were not signifìcantly related to DSM-IV

subtypes ofsocial phobia, the qualitative information the findings provided might be used to

augment assessment and treatment for social phobia regarding specific areas of problematic

interpersonal functioning.

Summary of Close Relationships in Social phobia

People who are effective in their approach to social interaction are more likely to form

close personal relationships. Social skills and interpersonal ease are especially important during

the early development of any relationship (A1den & wallace, 1995; cook, 1977;Fehr, 1996).

However, individuals who are anxious in social situations initiate social interactions less

frequently, are less responsive to their relationship partners, and their behavior is often marked by

hesitancy in responding, difficulty in maintaining appropriate eye contact, smiling less, etc. (Jones

& carpenter, 1986; segrin, 2000). Further, studies have shown that people with generalized

social phobia do not interpret their own or others' nonverbal behavior as accurately as those who

are not socially anxious. While they are overly critical of themselves when they make mistakes,

they tend not to notice or to be less judgmental when others do the same (Alden & wallace,

19es).

Although it has been proposed that subjective distress and an uneasy social style among

those with more severe social phobia may be due to poorly developed social skills, it has also been

suggested that their ineffective interactional behavior may be hindered less by skill deficits than by

anxiety-related inhibition (Alden & Bieling, 1998; Herbert er al., 1992) or self-fulfilmenr of
negative interpersonal dynamics (Kachin et al , 2001) Consistent with the worst fears and self-

deprecatory assumptions common to many people with social phobia, studies have shown that

socially anxious people may indeed be regarded by others negatively in terms oftheir personal

warmth, and the degree to which they are viewed as socially skilled, likeable or fun (Alden &
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Bieling, 1998; Fehr, 1996; Johnson & Glass, 1989; prisbell, 1991). Further, jt has been rho*n rio?,

people with social phobia engage in selÊdefensive behavior which has the potential to generate

discomfort in others and may cause them to view those with social phobia negatively (Alden &

Bieling, i998; Segrin, 2000).

In summary, interpersonal functioning in generalized social phobia has been an

understudied area ofresearch (Eng et al., 2001;Kachin et al., 2001; segrin, 2000; Strarynski et

al.,200l,WenzeÍ,2002). Although critical information has been gained through epidemiological

studìes regarding prevalence, comorbidity, and the impact ofthis disorder on educational and

career achievement, much ofour understanding has been based on sub-clinical samples (Eng et al.,

2001 ; Alden & Bieling, 1998; Alden & wallace, 1995). Given the early onset and substantial

comorbidity in social phobia, and the negative implications that interpersonal impairment has for

the development ofsocial support and related physical and mental heatth, knowledge is needed

regarding the social functioning specifìc to this debilitating disorder.

The Markway el al. (1992) model of social phobia presented earlier was not intended to

be a representation ofa unifying theory, but rather as an illustration of how various contributory

factors and the maladaptive thinking and behaviors that are commonly seen in social phobia may

be related to particular aspects ofclose, personal relationship functioning, These aspects of

interpersonal functioning (i.e., perceptions of risk in relationships, problems in being intimate,

etc ) in people with social phobìa have implications regarding what may contribute to effective

intervention to increase levels ofsocìal support and the number and quality oftheir close, personal

relationships. (See Figure 2.)

Purpose of the Present Sndy

The present study is a component ofa research project that was conducted by faculty of

the University of Manitoba through the Anxiety Disorders Program at the St. Boniface General

Hospital and the Anxiety Disorders Association of Manitoba, a self-help or mutual assistance

association in the city of winnipeg. The rnajor goal ofthe research project was to evaluate the
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Fisure 2. Aspects ofinterpersonal functioning applied to the multi-factor model ofthe fear of

disapproval in social phobia (adapted from Markway et al., 1992).

effectiveness of: (a) a selÊadministered cognitive-behavioral treatment program for social phobia

that used a selÊhelp book (Dying of Enrbarrassment, Markway eT al., 1992) and a workbook

(Ilorkbook to Accompany "Dying of Embatassment", Eldridge & walker, 1991) in combination

with a commercially available audiotape about various relaxation techniques (Lettmg Go of Stress.

Miller & Halpern, 1980), compared with (b) a treatment program that used the same materials

within a structured selÊhelp group program. The structured self-help treatment program involved

leaders who had experienced an anxiety problem for which they participated in a sirnilar group

treatment program themselves. These self-help treatment groups were cornpared to a waitingJist

control group, and a group with a professional leader who had experience in cognitive-behavioral
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therapy, using the same structure (self-help book, workbook, and audiotape)

As an additional component to the research project described above, the present study

involved a two part investigation ofinterpersonal functioning in those who have generalized social

phobia. In Sîu$, One, the generalized social phobia sample recruited for the treatment study was

compared with community dwelting healthy control and outpatient panic disorder samples on selÊ

report measures ofinterpersonal functioning. The analyses were designed to reveal more about

what differentiates people with generalized social phobia from healthy persons and individuals

with panic disorder with respect to their close personal relationships, and to broaden the

understanding ofthe particular problems in interpersonal functioning that are experienced by

individuals with generalized social phobia. By including healthy and panic disorder control

groups, knowledge was gained about interpersonal characteristics in non-anxious respondents as

well as how interpersonal difficulties are impaired across two ofthe more common, and

frequently comorbid, anxiety disorders.

In Study lwo, analyses were conducted to evaluate whether there were changes in

interpersonal functioning in individuals with generalized sociat phobia who had completed a group

cognitive behavioral treatment for generalized social phobia. Gven that previous research in the

anxiety research program described earlier found only modest change in self-administered

treatment groups (walker, cox, Frankel, & Torgrud, 2001), the selÊadministered and waiting list

groups in the present study were collapsed to designate a selÊadministered/waiting list control

group of sufficient size which was compared with the combined group intervention groups (ì.e.,

groups led by the professional or self-help program leaders). The responses on measures of

interpersonal functioning were compared between the group intervention conditions (graap

lreaÍnrent) and self-administered/waiting list (no-group treqÍmenî) conditions.
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Study One

First, with respect to comparisons ofthe social phobia and healthy control groups, it was

hypothesized that: (a) mean scores on the Emotionality, AcÍiviry, sociabiliry scale (Buss &

Plomin, 1984) would be higher in the social phobia group on the dimensions of ,Emotionality-

Distress' (EAS Distress) and 'Emotionaiity-Fearfulness' (EAS Fearjutness), and would be lower

on the dimension of 'sociability' (EAS sociability); (b) mean scores on the ^Re t ised Adult

Attachment scale (collins & Read, 1990) would be lower in the social phobia group for both

'comfort with closeness' (RAAS Close) and 'confidence in the Dependability of others' (À,41.!

Depend), and would be higher for'Fear of Abandonment' (MAS Anxiee); (c) mean scores on

the Risk in Intimacy @II; Pilkington & Richardson, 1998) would be higher in the sociat phobia

group; (d) mean scores ontheFeØ'of Intintacy scale-Friend (FIS-F Sherman & Thelen, 1996)

subscales 'Current,' 'Past,' and 'Total' (F1,S-F Current, FIS-F past, FIS-F Total) would be

higher in the social phobia group; and (e) mean scores on the 1zv entory of Interpersonal

Problens (IIP; Horowitz et al., 1988) would be higher in the social phobia group for the thematic

categories of "I find it hard to 6e..." Asserti,pe, sociable, and Intímate, in addition To the Total

Int ènÍory of Interpersonal Problenrs (H-Asserrive, H-sociabte, H-Intimate, and rotal IIp).

Second, it was hypothesized that there would be differences between the social phobia, the

panic disorder, and the healthy control groups across all measures ofinterpersonal characteristics,

with the panic group falling between the other two groups on measures ofsocial functioning.

Study Tv,o

It was hypothesized that there would be greater post-treatment change in the social phobia

group treatment condition relative 1o the no-group treatment condition on several measures: (a)

Emotionality, Activity, Sociability Scale: 'Emotionality-Distress' (EAS Distress) and

'Emotionality-Fearfulness' @AS Fearfulness); (b) Revised Adult Attachment Scale: ,comfofi

with closeness' (RAAS close) and 'confìdence in rhe Dependability of others' (RAAS Depend);
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(c) Risk in Intimacy @II); (d) Fear of Intimacy scale-Friend: 'current' (FIS-F currenr); and (e)

Inventory oflnterpersonal Problems:"I find it hard to be... Sociable" (IIp H-Sociable). No post-

treatment change on these subscale scores was predicted for the no-group treatment condition.

Further, it was predicted that the change for the group treatment condition would be in the

direction ofthe mean score values reported for these measures for the healthy control group in

Study One.

Study One

Method

Subjects

A total of 142 subjects participated in this study. Two clinical groups were cornprised of

96 adult outpatients at the Anxiety Disorders Clinic at St. Boniface General Hospital who satisfied

DSM-IV criteria for either social phobia (generalized subtype; n = 7r) or panic disorder (n :25)
A third group ofsubjects was composed ofindividuals from the local community who constituted

a healthy comparison group (r = 46).

Individuals with social phobia were participating in a clinical trial ofCBT and included (a)

l7 individuals who participated in a professionally led treatment group, (b) 16 people who

participated in a self-help treatment group led by an individual who had both experienced an

anxiety problem and completed a group treatment program, (c) 16 persons who participated in a

self-administered treatment program, and (e) 22 individuals who comprised a waitingJist control

group. One partìcipant who completed pretreatment information and was assigned to a treatment

group did not return for the remainder ofthe study requirements and the pre-treatment data for

that person were eliminated.

Data were initially collected from 6l participants in the panic disorder treatment program,

of whom 50 were female (82%) and l l were male (18%). of these individuals,20 females (g0%)

and 5 males (20%) rcported that they experienced no more than mild social anxiety, based on an

established method used to differentiate primary diagnoses ofgeneralized social phobia and panic
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female-to-male ratio generally seen in the panic disorder treatment groups through the Anxiety

Disorders Program. The panic treatment program was a clinical service rather than a research

program, so participants had completed a clinical interview verifying that panic disorder was a

primary problem. Persons with additional diagnoses (such as generalized anxiety disorder or

moderate levels ofdepression) other than social phobia were allowed to participate.

Inclusion Criteria

As noted above, subjects in the social phobia group satisfied DSM-IV criteria for

generalized social phobia and met criteria of: (a) the ability to read and write in English at a level

consistent with completion ofGrade 8, based on clinìcian judgement, (b) age of 1g years or older,

(c) willingness to provide infonned consent and to be randomly assigned to the treatment

conditions, and (d) the ability to attend thirteen group meetings and to complete pre and post

treatment selÊreport assessments. Individuals in the healthy control group fulfilled criteria (a)

and (b) above, provided informed consent and were willing to complete selÈreport assessmentsr

and did not have any cuÍent psychiatric diagnoses. The absence ofcurrent diagnoses was

confirmed by a telephone interview covering a brief form of fhe Sîructured Clinical Intentiew Íor
DSM-IV (scID; Spitzer, williams, Gbbon, & First, 1992). persons in rhe panic dìsorder group

satisfied criteria (a) and (b) above, provided informed consent and were willing to complete self-

report assessments.

Exclusion Criteria

In the case ofthe social phobia group, exclusion criteria for the clinical trial included. (a)

the presence ofpsychiatric disorders including schizophrenia, major depressive disorder,

substance abuse or dependence, obsessive-compulsive disorder and panic disorder, (b) report of
an organic psychiatric disorder which may relate to social phobia or interfere with, or be

intensified by, participation in treatment, (c) suicide risk or severe distress to the extent that it

might cause an unstable life situation, (d) concurent psychological treatment, and (e) concugent
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pharmacological treatment with any psychiatric medication other than benzodiazepines (to a

maximum dose ofthe equivalent of20 mg- diazepam) that had not been at a stable dosage for at

least three months. The exclusion criteria related to concurrent treatment and co-morbid

diagnoses did not apply to participants in the panic group.

Recntilment

Subjects in the social phobia groups were recruited from several sources including: local

newspaper advertisements, individuals who contacted the Anxiety Disorders Association of

Manitoba or the Anxiety Disorders Program at the St. Boniface General Hospital for information

about treatment, the waitingJist ofpersons requiring diagnostic assessment and/or treatment at

the Anxiety Disorders Program, individuals who responded to announcements regarding the

research project posted on iocal bulletin boards, and persons who called for information in

response to media announcements about sociat phobia or the study. Individuals in the panic

disorder group were recruited from ongoing panic treatment groups at the Anxiety Disorder

Program.

The 46 individuals in the healthy control group were recruited through bulletin board

notices which requested the "participation ofhealthy individuals" and were posted at the st.

Boniface General Hospital and at local winnipeg businesses and schools. persons without

psychiatric symptoms 
"¡r'ere 

invited to participate in the study by coming to the clinic and

completing a questionnaire package. Healthy control subjects received an honorarium ofg25,

Informed consent to partigipate in the study was obtained from each subject (see

Appendix A).
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The Background Information Ouestionnaire (BIQ) is a self-report measure ofrelationship

functioning modified from a 28-item self-report measure, the Student InÍormation Questionnaire,

developed by Sherman & Thelen (1996) in their extension ofDescutner and Thelen's ( 1991)

Fear of Inlimacy .9cala. TheBIQ questionnaire used in this study is a 23-item self-report measure

that consists ofLikert type, forced choice, and open-ended questions that assess dating/marital

and friendship behaviours, histories and levels of satisfaction. Sample items regarding aspects of

relationship functioning include "How difficult or easy do you consider yourself to get to know?,,

and "For what length of tirne was your longest, close non-romantic friendship?', (see Appendix

B)

The Emotionality, AcÍivity, Sociabiliyt Scale (El.g; Buss & plomin, 1984) is a 2O_itern self_

report measufe with five subscales that assess dimensions of adult temperament in terms of

emotionality distress (ElS Drslress), emotionality fearfulness (EAS Fearfittness), emotionality

anger (EAS Anger), activity (EAS Actittity), and sociability (EAS sociabiliyt). (See Appendix c)

Sample items of the instrument are "I have fewer fears than most people', and ',I prefer working

with others rather than alone." The instrument is comprised offour items for each ofthe five

subscales. Respondents are asked to rate the extent to which each i tem is characteristic or typical

ofthemselves on a Likert scale ranging frorn I ("not at all characteristic of me") to 5 (,,extremely

characteristic of me"). Each subscale is scored by taking the mean rating across items, and scores

within the range of 1 to 5 indicate the degree to which the dimensions may influence temperament.

Buss and Plomin (1984) reported a two vr'eek test-retest mean reliability coeffìcient of .82

in an undergraduate sample, with subscale coeffcients that ranged from .75, for EAS Distress, to

.85, for both EAS sociability and EAS Anger. Factor analysis ofthe whole scale produced five

factors that were consistent with the five temperament traits that the authors proposed to measure
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"Emotionality" subscales were largely distinct from the Activity and sociability subscales.

The Revised Adult Attachment scdle (RAAS; collins & Read, r990) is an 18-item selÊ

report measure with three subscales that assess styles ofadult attachment with respect to Comfort

with closeness (RAAS close), Cottfdence in the Dependabitiry of others (RAAS Depene, and,

Fear of Abandonnent (RAAS Anxlozrs) (see Appendix D). Sample items of the measure are ,,In

relationships, I often worry that my partner will not want to stay with me,, and ,,I am comfortable

depending on others." The instrument is comprised of six items for each ofthe th¡ee subscales.

Respondents are asked to rate the extent to which each item is characteristic of him or herselfon

a Likert scale ranging from 1 ("not at all characteristic of me") to 5 ("extremely characteristic of

me"). Each subscale is scored by taking the mean rating across items, and scores within the range

of I to 5 indicate the degree to which each ofthe dimensions may influence the adult attachment

process in close relationships.

Collins and Read (1990) demonstrated internal consistency ofeach ofthe three dimensions

of attachment in a study of406 undergraduates. They reported Cronbach's alpha coeflicients of
.69, .75, and .72 for RAAS close, RAAS Depend, and RAAS Anxiety, respectively. Test-retest

reliability over a two month period was .68 for RAAS close, .71 for RAAS Depend, and .52 for

RAAS Anxiety. collins and Read suggested that the lower coefficient for RAAS Anxiety may be

due to a sensitivity ofthe items ofthe subscale being based on a respondent's particular

relationship, which may contribute to a relatively lower stability in the RAAS Arxiety score.

collins and Read (1990) reported significant positive correlations between the RAAS

close and measures of. self-esteem (.19), social behavior ( 29), trust (.22) expressiveness (.3g)

and independence (.30). They also reported significant positive correlations between RAAS

Depend and measures of: social behavior (.22), expressiveness (.31), trust (.30) and independence

(.40). Further, significant negative correlations were found between the RAAS Anxiety and

measures of self-esteem (-.29) social behavior (.30), trust (-.16), and independence (-.17).
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Finally, Doi and Thelen (1993) reported significant negative correlations between u."uru.. of 
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fear of intimacy and RAAS close (-.59) and RAAS Depend (.40), contrasted by a significant

positive corelation between RAAS Anxiety and the same measure of fear of intimacy (.30).

The Risk In Inrimacy Inventory (1111; pilkington & Richardson, 19gg) is a 1O-item selÈ

report instrument which measures an individual's appraisal of risk in intimate relationships (See

Appendix E). sample items of the instrument are "I'm afraid to get really close to someone

because I might get hurt" and "I find it difficult to trust other people.,' Respondents are asked to

rate the extent to which each item is characteristic or typical ofthemselves on a Likert scale

ranging from 1 ("not at all characteristic of me") to 5 ("extremely characteristic of me,,). The

scale is scored by taking the mean rating across items, and scores within the range of I to 5

indicate the degree to which the individual perceives intimate relationships as risþ.

Pilkington and Richardson (1988) conducted a study ofdating, interpersonal trust, and

sensation seeking behavior involving 195 female and 201 male undergraduates. They reported

that factor analyses ofthe RII produced a principal factor containing the ten items, accounting for

37%o of the variance. cronbach's alphawas.80 for the scale. A second study that examined

issues such as intimacy, sociability, and love attitudes in a sample of 4g males and 4g females

provided additional support ofthe RII. The same ten items loaded on one principal factor and

accounted for 45%o ofthe variance. cronbach's atpha of .g6 was reported in this study.

Construct validity ofthe RII was demonstrated in each ofthe studies described above

(Pilkington & Rìchardson, 1988). In the first study, significant negative correlations were

reported between the RII and self-esteem (-.l I), number ofclose friends (-.20), emotional trust

(-.27), and current romantic involvement (- 15) In the second study, significant negative

correlations were reported between the RII and sociability (-.4g) and extraversion (-.40); positive

correlations were reported between the RII and "mania" love (.29), a relationship attitude which is

marked by ambivalence. These studies suggest that individuals who perceive that intimate

relationships are higlrly risky may have lower self-esteem, fewer close friends, and are less likely
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to be in a current romantic relationship, In addition, they are less outgoing or sociable, and may

harbor ambivalence in love relationships.

îhe Fear of Intimacy scale - Friend (FIS-F Sherman & Thelen, 1996) is an extension of

fhe Fear of Intimacy scale (F1$ which was originally developed by Descutner and rhelen (1991)

and studied by Doi and rhelen (1993). The FIS is based on a three-part conceptualization of

intimacy, involving: (1) intimate content - the communication ofpersonal information, (2)

emotional valence - the individual has strong feelings about the personal information (s)he

conveys, and (3) wlnerability - the person communicating the personal information has high

regard for the intimate partner. The FIS is a 3S-item selÊreport instrument which measures an

individual's anxiety about close relationships in terms ofa target person. That is, subjects are

asked to respond to each item in reference to a person with whom the subject imagines to be with

in a close romantic relationship. In this way the FIS measures the fear ofintimacy whether or not

the subject is involved in a current romantic relationship (Descutner & Thelen, 1991). TheFIS-F

(Sherrnan & Thelen, 1996) is based on the same items as the FIS, but the target person is

identified as a close same sex friend (see Appendix F). Sample items ofthe instrument are "I

would be afraid of sharing my private thoughts with o(ther)" and ,,I would be comfortable with

having a close emotional tie between us". Respondents are asked to rate the extent to which each

item is characteristic of themselves on a Likert scale ranging from I ("not at all characteristic of

me") to 5 ("extremely characteristic of me"). The scale is scored by taking the mean rating across

items, and scores within the range of I to 5 indicate the degree of anxiety the ìndividual feels with

regard to close relationships. In the present study, the term "close same sex friend,'was reworded

to "close nonromantic friend" because it was anticipated that not a[[ close nonromantic friendships

are limited to same sex dyads.

The FIS has been reported as a valid and reliable measure (Descutner & Thelen, I99l;Doi

& Thelen, 1993; Sherman & Thelen, 1996). The development and validation ofthe scale was

conducted with undergraduate samples, and Descutner & Thelen (1991) demonstrated internal
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consistency ofthe scale (Cronbach's alpha: .92 - .93), and a high test-retest reliability coeffrcient

of 89, using a one month period between testing. Construct validity was assessed using measures

that were predicted to be either positively or negatively correlated with the fear of intimacy.

corelations revealed a significant positive relationship between the FIS and a measure of

loneliness ( 48), and significant negative relationships with measures of self-disclosure (- 52) and

social intimacy (-.5 8).

Doi and Thelen (1993) reported similar internal consistency for the FIS (Cronbach's alpha

of .92) in their extension of the scale for use with a sample of men and women between 35 - 55

years ofage. Significant positive correlations were found between the FIS and the measures of

loneliness ( 41), and negative correlations with measures of selÊdisclosure (-.21) and social

intimacy ( 20). Additionally, significant negative correlations were found between the FIS and

attachment styles ofconfidence in others dependability (- 40) and comfort with closeness (-.59).

The FIS-F was developed as one of two extensions ofthe FIS to include additional types

ofclose relationships (dating partners and same sex friends), and the application ofthe scale for

use with a high school sophomore sample (Sherman & Thelen, 1996). Reference in the scales

was directed to (a) a close dating partner (FIS-D), and (b) a close same sex friend (FIS-F)

sherman and Thelen (1996) reported cronbach's alphas of .90 and .92 îor, respectively, the FIS-

D and the FIS-F. Significant positive correlations were reported between the FIS-F and a

measure ofloneliness (.37 for males, .54 for females), and significant negative correlations were

reported between the FIS-F and a measure offriendship intimacy (- 59 for males, -.4g for

females). Finally, significant posìtive correlations were reported between the FIS-D and the FIS-F
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( 56 for males, .51 for females), and the aufhors suggested fhat those who fear intimacy in dating

relationships may be more likely to fear intimacy in their friendships as well.

The Inventory of Inîerpersonal Problents (Ilp;Horowitz et al., 19gg) is a 127-item selÊ

report measure which assesses a variety ofinterpersonal problems. It is useful in making explicit

aspects ofinterpersonal functioning in terms ofboth behavioral insufticiencies and excessiveness.

The scale contains statements about interpersonal behaviors and is divided into two parts: items in

the first part begin with the phrase "It is hard for me to..., " (e.g., "It is hard for me to attend

parties at work") and items in the second part describe "things that you do too much,' (e.g., ',I try

to do too much for other people").

Respondents are asked to rate the extent to which each problem is distressing for them on

a Likert scale ranging frorn 0 ("not at all distressing") to 4 ("extremely distressing',). Six

empirically derived subscales have been established as: "Hard to be' (H-) Assertive, sociable,

Submissive, httimate, and "Too" (T-) Responsibte and Controlling. A measure ofoverall distress

is calculated as the average score of all items in the inventory (Total IIp). Subscale values are

scored by taking the mean rating across items within each ofthe particular subscales.

In the development and validation ofthe scale, Horowitz et al. (19g3) reporred that the

internal consistency ofthe items within each subscale was consistently positive and significant at

the p < .01 level. cronbach's alpha for the subscales ranged from .g2 to .94 in a clinical sample,

and test-retest corelation coefficients ranged from .go to .90 for a ten-week interim period. The

authors also reported that the IIP is sensitive to treatment response but that patients who reported

having relatively more noninterpersonal problems (e.g., health worries, inability to work, intrusive

thoughts), dropout more frequently from treatment and have less successful treatment outcomes

(Horowìtz et al., 1988).

Construct validity was established in the development of the test, the basis of which was

psychotherapy patients' own statements about the problems they had with regard to interpersonal

functioning (Horowitz et al., 983). A sample ofpsychiatric outpatients responded to the IIp and
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other measures of distress, loneliness, assertiveness, and interpersonal dependency (Horowifz et

al., 1988), Findings revealed significant positive correlations at thep <.01 level between H-

sociable and measures ofinterpersonal sensitivity (.75) and loneliness (.73), T-Responsible and a

depression inventory (.60), and H-submissive and a measure of hostility (.64). Construct validity

has been further demonstrated by Gurtman's (1992) findings in which overall interpersonal

distress (IIP Total) was negatively correlated with interperson al tnst (-.27) and sociability (-.25),

and positively correlated with negative affect (.64) and shyness (.59). Additionally,

Machiavellianism (the attitude that people are immoral and can be manipulated through cunning)

was found to be negatively correlated with problems in being intimate (-.47), submissive (.a1,
and sociable (-.3 8).

Procedzre

A version of fhe Sfi.uctured Clinical Inteniew for DSM-IV (SCID: Spitzer et al., 1992)

was used to establish diagnoses for the participants with social phobia and to exclude diagnoses

for the healthy control participants. The scID is a semi-structured psychiatric diagnostic

interview, the content of which has been formulated in accordance with the defrnitions and criteria

of the DSM-IV. Reliability has been widely reported in the scientific literature in

psychopathology, and use ofthe scID in the selection and description ofresearch samples has

been well established (Goldstein & Hersen, 1990).

Presence ofpanic disorder without significant co-morbid social phobia was based on

research in which the Fear Questionnqire (Fo; Marks & Mathews, 1979) was used to

differentiate between panic disorder and social phobia (cox et al., 1991). This selÊreport

measure contains 20 items which generate ralings for Main phobia, Totat phobia, Anxiety-

Depression, and a global rating of phobic symptoms. The Fe provides additional subscales of

Agotaphobia, BloodJnjury Phohia, and Social Phobia derived from factor analyses ofthe total

scale. Individual phobia items are rated on an g-point Likert+ype scale in terms ofdegree of

avoidance. Test-retest reliabilìty for each ofthe four main ratings and three subscales ofthe Fe is
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high, ranging from .79 to .96. In the cox et al, (1991) study, participants were comprised of

anxiety disorder patients who had been diagnosed with generalized social phobia or panic disorder

with agoraphobia according to DSM-III-R criteria through clinical interview. The results of the

study indicated that the Social Phobia subscale of the Fe @e -soc) accurately differentiated

panic disorder with agoraphobia and generalized social phobia. That is, relative to the DSM-II-R

diagnoses previously established, the FQ-Soc correctly classified 7'lYo ofthe panic disorder and

70%:o of the social phobia participants in the study. Given that the mean score on the Fe-soc for

the individuals with generalized social phobia in that study was 22.4, witha standard deviation of

8.8, a cut-offscore of<15 on the FQ-Soc was used in the present study to identify panic disorder

group participants with relatively low levels ofsocial phobia symptoms.

As noted in the 'Subjects' section, a total of61 individuals who were being treated in the

Anxiety Disorders group treatment program for panic disorder completed the Fe-soc as part of
the Anxiety Disorders Program pre-treatment questionnaire assessment package. Twenty-five

respondents scored below the screening cut-off score of 15 on the FQ-Soc, and these individuals

subsequently comprised the panic disorder comparison group for Study One.

Dala Analyses

Statistical analyses were perlonned using the .tlal¡s, cal Package for the Social Sciences

(sPS.9; sP.ls,Re lease t 0.05; 1999) cornputerized analysis program. Group responses on the

demographic and Background Information euestionnaire @Ie) iterns were evaluated with (a)

chi-square tests ofindependent proportions or, for open-ended and Likert+ype items, (b) one-

way Analysis of Variance (ANovA), with (c) subsequ ent Ryan-Einot-Gabriel-14¡elsh (REGW)

multiple F tests (in instances of a statistically significant difference in the ANovA) to compare

the females-only item means across the three groups. The REGW multiple F test was selected

because it controls the familyrvise error rate while maintaining statistical power (Seaman, Levin,

& Serlin, 1991). The various selÊreport measures ofinterpersonal functioning were evaluated by

Multivariate A¡alysis of variance MANovA) statistical procedures, using wilks,Lambda as the
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criterion of statistical significance and univariate analyses to determine potential group, gender,

and interaction effects. Instances in the females-only analyses across the healthy control, social

phobia, and panic disorder samples of a statistically signifrcant MANovA were subsequently

submitted to REGW multiple Ftests to determine relative mean differences among the samples.

The probability ofa Type I eror was designated as .05 for all analyses in Study One.

Renlts

Open-ended Bac kground Inforntation Questionnqlr¿ items were explored for outliers

which mìght compromise accurate depictions ofbetween group comparisons. Based on

established statistical procedure (Tabachnick & Fidell, 2001), responses which exceeded three

standard deviations from the mean in a given group were modified to */- 1 measurement unit of

the next closest response in the distribution, removing some ofthe effect ofthe outlier while

maintaining the general distribution ofgroup responses. As an example, to a question that asked

subjects about how many nonromantic relationships they had, one response exceeded three

standard deviations above the mean for the given group. This particular response was "3o" and

the next closest response in the group was "10" and, as such, the outlying response was changed

to "11". Consistent with this procedure, a total of nine responses were designated as outliers and

adjusted accordingly: (a) "Number ofpeople dated exclusively for longer than two months', (two

responses in the healthy control group and one response each in the social phobia and panic

disorder groups); (b) "Length oflongest, closest dating or spousal relationship" (one response in

the social phobia group); (c) "Number ofnonromantic friendshìps ofgreater than one year

duration within the past three years" (one response in the social phobia group); (d) ,,Duration of
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current close nonromantic friends" (two responses in the social phobia group).

The small number of males in the panic disorder group, and the ensuing instances of

insufficient cell sizes, made comprehensive analyses across the three groups unfeasible- For this

reason, the panic group could not be included in across-group gender analyses. The social phobia

and healthy control group responses were analyzed for group, gender, and interaction (group x

gender) effects, whereas data for only the female participants (females-only) were analyzed across

the social phobia, healthy control, and panic disorder groups to compare the two clinical group

responses and those ofthe healthy control participants.

Dent ographic and B ackground hrformati on

Sample demographic charocteristics. Gender was similarty distributed in the social phobia

(51% females) and healthy control (sgyo fernales) groups, but as noted earlier, there was a

predominance of females (80%) in the panic disorder group, )í2(2, N = 142) = 6.54, p < .05.

Racial background information was not available for the panic disorder group, although no

statistically significant differences were found between the social phobia and healthy control

groups, which were comprised primarily of caucasian participants (99%) with a remaining

distribution of 2Yo Filipino, 6Yo Aboriginal, and 3o/o Other (X (3, N = I l7) = 5. IZ, p > 05)

The sample demographic characteristics ofthis study are unusual in some respects.

Although there was a predominance of females in the panic disorder group, gender was similarly

distributed in the healthy control and social phobia groups, primarily due to efforts in the larger

research project to generally balance the gender distribution ofthe participants. Ho\rvever, it is

not unusual in the Anxiety Disorders Program to have more females in a given group treatment,

perhaps due to a tendency for females to access mental health services more readily than do males

(Chartier et a1.,2002; Lin, Goering, Offord, Campbell, & Boyle, 1996). The relatively low

number ofmales in the panic disorder group in this study may exemplify this. Further, the finding

ofa vast majority ofcaucasian participants across groups was not due to attempts to assign
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participants in one group to match another but instead was a reflection ofthe population served

by the teaching hospital.

Summaries ofadditional sample demographic characteristics are presented in Tables 1-2,

for comparisons ofthe healthy control and social phobia groups, and in Tables 3-4, for

comparisons between the fernales-only across the three groups. Analyses revealed that there

were no gender or group differences with respect to age or the proporiion ofparticipants who

completed high school, although group differences were found for number of years ofeducation,

which was lower for the social phobia vs. healthy control participants, as well as for the both the

social phobia and panic disorder samples relative to the healthy control sample in the females-only

comparisons.

The fewer mean years ofeducation reported for both the social phobia and panic disorder

respondents relative to the healthy control group should be interpreted with caution. It is possible

that the disparity between groups regarding total years ofeducation may be due to selection bias

in the healthy control sample. That is, those who responded to the recruitment campaign for

healthy control subjects may have done so in part because they were interested in the prospect of

contributing to research in the mental health field, and this interest or bias may have been

generated on the basis ofgreater educational experience. Moreover, in addition to local

businesses and schools, recruitment posters were placed in the st. Boniface Hospital, which may

have increased the tikelihood ofattracting individuals who have levels ofeducation and training

that exceed the general population average. Nonetheless, it is possible that the lower education

level for the socìal phobia and panic disorder groups relative to the healthy control group is

consistent with the lower educational achievement reported in epidemiological studies for

individuals with anxiety disorders (Hope & Heirnberg, 1993;Kachin et al., 2001;Mendlowicz &

Stein, 2000; Quilty er a1.,2002; Schneier er al., 1992; Walker & Srein, 1995).
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Samole Demographic Characteristics: Item Responses by füoup with Gender

Age (yrs,)

Education (yrs.)

Grade 12 (ycs) Males 94.7o/o

Females 889%

Combined 91.3%

Parents'in married,/

spousal relationship

during Ss teens (yes) Males 7ï9yo

Females 77 .8yo

Combined 78.3%

Current exclusive dating/mar-

ital relationship (yes) Males 64.7yo

Females 74.|yo

Combined 70.5%

Healthy Control (N=46¡ Social Phobia (l/=71)

Males M:35.68 (SD=11.42, ir=t9) Mates M:35.12 (SD= 9.06, n=34)

Females M:38.26 (SD:\2.96, n:27) Females M:40.14 (SD=14.48, n:36)

Combined M:37 .20 (SD=12.28, N=46) Combined M:37 .70 (.çr=12.33, N=70)

Males M=16.00 (SD= 4.19, n=19) Males M:14.t5 (SD= 1.99, n=34)

Females M:14.93 (SD= 3.28, n=27) Females M:13.06 (SD:2.09, n=35)

CombinedM:15.37 (.lD:3.68, N:46) Combined M=1.3.59 (Sr= 2 t0, ¡/-69)

Males 91.2Y"

Females 88.6%

Combined 89.9%

Males 80.00/.

Females 66.7%

Combined, 73.2To

Males 44.0Y.

Females 63.6%

Combined 55,2%

Current relationship

duration (yrs.) Males M:12.51 (SD=14.99, n--12) Males M=1I.49 ("9D= S.71, r=ll)
Females M:14.51 (SD=14.17, n=20) Females M=14.10 (SD:10.00, z=21)

Cornbined M:13.76 (SD=14.27, ¡r=32) Combined M:13.20 (SD= 9.51, n:32)
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Su*pb D.-oq.uohi" chu.u"t..i.ti"., cotttpuri.on, of It.* R"rponr.. bv G.oro r"ith G"nd..

Statistic df

Age (yrs.) Group

Gender

Interaction

Group

Gender

Interaction

Males

Females

Combined

Education (yrs.)

Grade 12 (yes)

Parents'in married,/

spousal relationship

durirg Ss teens (yes) Males

Females

Combined

Current exclusive dating/

marital relationshìp (yes)

Males

Females

Combined

Current relationship

duration (yrs.) Group

Gsnder

Interaction

¡L 0.08

F= 2.63

F:0.27

F'=l l,9l

F= 4.03

¡= 0.00

X= o.z3

X: o.oz

X= 0.07

l3= 0.01

.f= 0.95

l3= 0.38

Xz= 1.7 6

*= 0.7s

X2= 2.51

¡= 0.50

F= 0.52

F= 0.10

l, 115

l, 115

I, lt5

1, Il4

1, 114

r, tt4

I

I

I

I

I

I

l, 63

1, 63

1,63

NS

¡/,s

N,ç

.01

¡/,s

NS

NS

¡/,s

N,S

NS

N,ç

NS

t/,s

^/,s
N.ç

N,9

N,ç

N,9

Note. N,S=non-signifi cant, p>. 05
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Sample Demoeraphic Characte¡istics: Females Onlv Item Responses bv Group

Healthy Control Social Phobia pamc Disorder

(N=27) (¡i:36) (N:20)

Age (yrs.) M48.26 M=40.t4 M=38.40

(SD=12.96, N:27) (Sr=14.4s, N:36) (.t =13 08, ¡/:20)
Education (yrs.) M=14.93b M:t3.06. M=t3.30

(sD= 3.28, N:27) (Sr= 2.09, N:3s) (.911= I s9, ¡/:20)
Grade 12 (yes) 98.9% g8.6% g5.0%o

Parents' in married/ spousal rela-

tionship during Ss teens (yes) 77.t% 66.70/o 85.0%
Current cxclusive dating/marital

relationship (yes) 74.1% 63.6%0 70.0%

Current relationship duration (yrs.) M:14j1 M:14.10 M: 12.67

(SD:14.17, n-20) (.sD=I0.00, r=21) (.SD= 7.8s, n=14)

Note. Means with different superscripts differ significantly atp< .05 based upon the Ryan-Ernot-Gabriel-

Welsh multiple .F-test follorving sign iñcant ANOVA .
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Sa*ple D"*oqraphic cha.ucteristics, co'npu.isons of Fcmaler onlv Ite. Respon.", bv Group

Age (yrs,)

Education (1rs.)

Grade 12 (yes)

Parents' in married./ spousal rela-

tionship during Ss teens (yes)

Current exclusive dating/nrarital

relationship (yes)

Current relationship duration (yrs.)

F = 0.18

l. = 4.83

X= 0.78

X2 = 2.55

K= 0.77

F = 0.12

2, 80

) 10

2

2

2

, \t

N,S

0l

N,'

N,9

N,S

NS

Note. ìy'S=non-signifi cart, p>. 05
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explanation for group differences in the study, correlations between total years education and the

open-ended and Likert-type variables were conducted for the study sample. Most of the BIQ items

were not significantly associated with total years education, except for: (a) tevel of satisfaction with

the quality of dating (r = .23, p < .01), and (b) number of non-romantic friends with whom the

participant considered him/herself close (r = .19, p < ,05). with the exceptions of EAS Activity,

EAS Sociability, and FIS-F Total, for which no significant associations were indicated, the majority

of self-report interpersonal measures evidenced low positive/negative correlations with total years

of education ( r values ranging from .16 to .29). Further, analyses ofboth the social phobia,/healthy

control groups and the fernales-only samples were conducted to explore for potential group by

education level interaction effects, none of which were found for any ofthe BIe items or any ofthe

interpersonal measure subscales. Thus, although the social phobia and panic disorder participants in

the study reported lower educational achievement relative to the heatthy control pafticipants,

differences in education did not appear to present a viable competing hypothesis for any differences

found in the analyses ofthe measures ofinterpersonal functioning.

As indicated in Tables l-4, the majority ofparticipants, regardless ofgender or group,

reported that their parents were married during the participants' teen years. There were no

differences in terms ofgender or group designation regarding the participants' relationship status,

and the majorìty ofthem across groups reported that they were currently in an exclusive dating,

marital, or live-in romantic relationship. Although no statistically significant differences were found

regarding current relationship status, relative to the males with social phobta (44%), there was a

trend toward higher proportions ofthe healthy control male and female respondents (respectively,

640/o and 74%o), and the social phobia and panic disorder female participants (respectively, 630/o and

70%:o) to be in such relationships. Nevertheless, of those individuals who indicated that they were

currently in such exclusive relationships, there were no significant differences in the duratìon of

those relationships with respect to gender or group.
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Spousal and dating relafionship choracteristics. Refer to Tables 5-6 for gender and group

comparisons ofspousal and dating relationship characteristics between the social phobia and healthy

controI participants, and to Tables 7-8 for females-only comparisons across the social phobia,

healthy control, and panic disorder samples. Males with social phobia demonstrated lower

proportions ofhaving ever dated, and ofhaving been in long-term dating or spousal relationships,

relative to the male healthy control respondents. Significant differences were also found which

indicated that, compared to the female social phobia participants, the male social phobia participants

had proportionately fewer experiences with dating (X,0, N:71): 4.5I, p<_05) and long-term

dating/spousal relationships (x(1, N:i l) = 5.07 , p< o5). There were no significant differences

indicated for these items in the females-only analyses.

of those respondents who reported dating and long-term relationship experiences, no

significant differences were found for gender or group with respect to the number ofexclusively

dated partners with whom the respondents were involved for a duration ofgreater than two months.

However, a gender effect emerged for females in the healthy control and social phobia groups, who

reported a greater duration oftheir longest dating or spousal relationships relative to the males in

the corresponding groups. No differences were found across the healthy control,

social phobia, or panic disorder groups in the females-only analyses regarding the length ofthese

relationships. ofnote, compared to the male healthy control respondents, a significantly greater

proportion ofthe male social phobia participants indicated that they had been told by their

datingispousal partners that they are difficult to get close to, although there was no difference

between the male and female social phobia participants regarding this item (X(l,n:5g): 1.05,

p>.05). Further, the females-only comparisons did not indicate significant differences across the

socìal phobia, healthy control, and panic disorder samples regarding the proportions of those who

reported that they had been told that it is difücult for their relationship partners to get close to them.

Finally, the majority of all participants, regardless ofgender or group, indicated that they were

closer to thei¡ exclusive romantic partner rather than to their closest friend.
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Table 5.

BIO Datine and Spousal Relationships: Iteni Responses by Group tvith Gender

Healthy Control (N:46) Social Phobia (N:71)

Dating history (yes)

# Exclusively dated

patners (>2 mo.)

Long-term dating/

spousal relation-

ship history (yes)

Longest dating/spousal

relationship (yrs.)

'You are difficult to

get close to" (yes)

Closer to partner (yes)

(vs. closest fiiend)

Males 100%

Females \00%o

Combined I00Yo

Males M: 3 .95 (SD= 2.44, n:t9)
FemalcsM:3.69 (.SD= 2.00, n -26)

Combined M- 3.80 (.çr= 2.17, n:45)

Males 94.7ryo

Females 96.3Yo

Combined 95.7%

Males M=10.71(SD=\2,35, n= 18)

Females M:15.83 (SD=12.79, n=26)

Combined M: I 3. 7 4 (SD=12.7 2, n :44)

Males 16.7%

Females 19.2o/o

Conrbined 18.2yo

Males 100%

Females 7L9%

Conbined 86.7%

Males 82.9%

Females 97 .2%

Combined 90,1%

Males M: 3.55 (SD= 3 .01, n:29)
Females M: 3.74 (SD= 7.36, n:35)

Combined M= 3 .66 (SD= 2.65, n:64)

Males 7 I.4o/o

Females 91.7%

Combined 8 L7%

Males M= 9.29 (SD= 7.54, n:25)
Femalcs M=14.5I (SD= 9.37, n:33)

Combtned, M:1226 (SD= 8.94, n:58)

Males 56.0%

Females 42.4%

Combined 48.3%

Males 81.8%

Females 85.1Yo

Combined 84.4%
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Table 6. 57

BIo Datine and Spousal Relationships: co*pu.isons of lte- Respon.es bv Grorp with Gend".

Statistic df

Dating history (yes) Males

Females

Combined

# Exclusively dated

partners (>2 mo.) Group

Gender

Interact¡on

Long-term dating/

spousal relation-

ship history (yes) Males

Females

Combined

Longest dating/spou sal

relationship(yrs.) Group

Gender

Interaction

'You are difficult to

get close to" (yes) Males

Females

Combined

Closer to padner (yes)

(vs. closest friend) Males

Females

Combined

X= s.60

ra: t.l0
X= 7.16

F= 0.12

F 0.00

F:0.21

l3= 4.88

X= 0.59

.{-= ). )t

F:0.42
F'= 5.89

-1r= 0.00

X2= 7.20

X:3.71

f=ro.39

Ê= 2.97

l= o3z

X2= 0.70

I

I

I

l, 108

1, 108

l, 108

I

I

I

I, 101

t, l0l
t, I0t

I

I

I

I

t

I

.02

NS

.01

N,S

N,S

N,S

.03

N.S

.02

NS

.02

N,ç

.01

N.S

.0I

NS

NS

N,S

Note. NS=non-signifi cant, p>. 05
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'îablel. 58

BIO Datins and Spousal Relationships: Females Onlv ltem Responses bv G¡oup

Healthy Control Social Phobia Panic Disorder

(N:27) (¡i=36) (¡/:20)

Datíng history (yes) 100% g7.2yo t00o/o

# Exclusively dated partners (>2 mo.) M:3.69 M:3.74 M:3.75

(SD= 2.00, n:26) (SD= 2.36, n:3s) (SD= 2.92, n:20)

Long-term dating/spousal relationship

history (yes) 96.30/0 gt .70%. rcOo/,

Longest dating/spousal relationship

(yrs.) M=15.83 M:14.51 M:rt.g7

.'you 
are difücult to get crose ro,, 

$D=12 79' n:26) (sD:9 37 
' 
n:33) (sD:, 94' n:20\

(yes) I9.z% 42.4yo 3o.oo/o

Closer to partner (vs. closest friend) 78.9% 95.7% g23%

þ¡9. Means with different superscripts differ significantly atp< .05 based upon the Ryan-Einot-Gabriel-

Welsh multiple F-test follorving sigtificatú ANOVA.
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Table 8. 59

BIQ Dutine and Spousal R"lationships: co.ou.isons ofFetnales onlv Ite- Responser by Groop

Statistic df p

Dating history (yes) X= 1.66 2 ì/S

# Exclusively dated partners (>2 mo.) F = 0.04 Z,7B ¡/,S

Long-term dating/spousal relationsliip

history (yes) X= 2.86 2 NS

Longest dating/spousal relationship

(y.s.) ¡= 0.80 2,76 NS

"You are difücult to get close to"
(y"r) *= 3.7 4 2 N5

Closer to partner (vs. closest friend) )3: l.l5 Z NS

Note. NS=non-signifi cant, p>. 05
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Past nonronrcmlic friendship cheracteristics . There were no gender or group differences

found among the social phobia and healthy control respondents (see Tables 9-10) with respect to

whether they ever had a close, personal nonromantic friendship, nor were differences found across

the social phobia, healthy control, and panic disorder samples regarding this in the females-only

comparisons (see Tables 11-12). However, ofthose who reported having had friendship

experiences in the past, the social phobia participants reported a significantly smaller number of

nonromantic friendships within the past three years relative to the healthy control group.

consistent with this, the females-only comparisons ofthis item revealed a lower mean for the

social phobia vs. the healthy control sample, although the panic disorder mean response did not

statistically differ from that ofeither the social phobia or the healthy control sample. Further, the

proportion ofparticipants who had been told by their close, nonromantic friends that they are

difücult to get close to was significantly higher for the males with social phobia relative to the

males in the healthy control group. No differences for this ifem were found in comparisons

between the males and females in the social phobia group (K(1, n=60):2.69, p>.05) or in the

females-only analyses across the social phobia, healthy control, and panic disorder samples.

Finally, there were no significant differences based on gender or group regarding the duration of

the respondents' closest nonromantic friendship.

current nonronunîic friendship characreristics. No gender or group differences were

found among the social phobia and healthy control respondents \ /ith respect to being currently

involved in a nonromantic friendship (see Tables 13-14), nor were there differences in the

females-only comparisons across the social phobia, healthy control, and panic disorder samples

regarding current nonromantic friendship involvement (see Tables 15-16). However, the social

phobia participants reported having fewer current nonromantic friends that they felt they could

turn to ifthey had a problem relative to those in the healthy control group. The females-only

comparisons were consistent with this finding, excepting that the panic disorder sample mean did

not differ significantly from that ofeither the social phobia or the healthy control sample.
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Table 9. 61

BIO Past Nonromantic Friendships: Item Responses bv Group with Gender

Healthy Control (N=46¡ Social Phobia (N:71)

Close, personal

nonromantic fiiendship

in past (yes) Males 89.5% Males 77 .l%

Females 88.9% Femalcs t8.9%

Combined 89.1% Combined B4jyo

# Nonromantic

friendshìps (>12 mo.)

rllinpast 3 yrs. Males M:8.12 (SD=5.63,r:17) Males M:3.59 (SD=2.64,n:27)

Fcmales M:6.29 (SD:3.25,n:24) Females M:4.00 (SD= 2.90, n=33)

Combined M= 7.05 (SD= 4.45,n:4t) CombinedM= 3.95 (SD:2.76, n:60)

'You are difficult to

get close to" (yes) Males 1L8% Males 40.7yo

Females 4.2yo Fcmales ZI.Z%

Combined 73% Combined 30.0%

Closest nonromantic

friendship (yrs.) Males M:1L40 (SD=l0.18, r=19) Mates M:1I.93 (SD=t}.75, n:35)

Females M:16.64 (SD=12.82, n=27) Females M:15.33 (SD=15.33, n:36)

CombinedM=14.48 (SD=l t.97, ff:46) Combined M:13.66 (.çD=I3.58, ¡/:71)
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Tabte lo. 62

BIo Past Nott.o-anti" F.iendships: cou.toarisons of Item Re.oonses bv G.oup *ith Gende,

Stâtist¡c df

Close, personal

nonromantic friendship

in past (yes) Males

Females

Combined

# Nonroma¡tic

fiiendships (> 12 nro.)

vry'n past 3 yrs. Group

Gender

Interaction

'You are difficult to

get close to" (yes) Males

Females

Combined

Closest nonromantic

friendship (yrs.) Group

Gender

Inte¡action

P= |.34

13:0.00

f= o.5z

F=20.32

F: I.47

F= 1.80

F= 4.60

fr:3.82
13= 8.50

F= 0.03

¡= 3.06

F= 0.14

l, 100

t, 100

I, 100

I

I

I

l, n6

r, lt6
l, 1t6

N,S

N,S

¡/,s

.0I

NS

N,S

.03

N,S

.01

¡/,s

NS

¡/,s

Note. NS=non-sienificant- D> 05
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Table lL 63

BIO Past Nonromantic Friendshios: Females Onlv Item Responses bv Group

Healthy Control Social Phobia Panic Disorder

(N=27) (N:36) (N=20)

Close, personal nonromantic

fiiendship in past (yes) 88.9% 88.9% g0.0yo

# Nonroma:rtic f¡iendships

(>12 mo.) \\y'n past 3 yrs. M: 6.29b M- 4.00^ M: 5 3gîb

(SD=3.2s,n:2\ (SD=2.90,n:33) (SD=3.79,n=t8)

"You are difficult to get

close to" (yes) 4.2o/o ZI.2% II.l%
Closest nonromantic friendship (yrs.) M:16.64 M:15.33 M:I6.I7

(SD=t2.82, n:27) (SD=I5.83, r:36) (.9D= 9.40, n:18)

Note Means with different superscripts differ significanlly at p<.05 based upon the Ryan-Einot-Gabriel-

Welsh multiple êtest follorving signífrcanf ANOVA.
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Table 12. 64

BIo Pust Non.o-anti" F.iendships: co*parisons ofF"*ales only Item Resoonses bv G.oup

Sratistic df p

Close, personal nonromantic

friendship in past (yes) X: 0.20 2 NS

#Nonromantic friendships

(>12 mo.) rv/n past 3 yrs. ¡:3.59 2.72 .03

"You are diffcult to get

close to" (yes) l: 392 2 NS

Closest nonromantic friendship (yrs.) F= 0.73 Z,7g ¡/.!

Note. N,l:non-signifi cant, p>. 05
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Table t3. 65

BIO Current Nonromantic Friendships: Item Responses by Group rvith Gender

Healthy Control (N:46) Social Phobia (N-71)

Currently, or w/n 2 yrs.,

involved in nonromantic

friendship (yes) Males 7B9%

Females 92 60/"

Combined 87.0%

# Current nonromantic

fnends S considers

self close to Males M= 5.lB (SD= 3.26, n:17)

Females M= 4.24 (SD: 1.92, n:25)

Combined M: 4.62 (SD= 2.56, n:42)

Closest nonroman-

tic friend is same

gender (yes) Males 53.4yo

Females 88.0%

Nonrelative vs. relative as

closest friend (yes) Males 661yo

Females 79 .Z%

Combíned 7 4.4%.

Males 71.4%

Females 83.3Yo

Combined, 77 .5o/"

Males M= 2.64 (SD= L10, n:25)

Females M: 232 (SD= 1.80, n:31)

Combined M= 2.46 (SD: 1.75, n:56\

Males 88.0%

Females 86.'l%

Males 96.0%

Females 7 0 .0o/o

Combined 8l.8%
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Table 14. 66

BIo cuo"nt Non.o-anti" F.iend.híps' co-pa.isons of lte- Responses bu Group ,"ith Gcnde,

Statistic df

Currently, or w/n 2 yrs.,

involved in nonromantic

friendship (yes) Males

Females

Combined

# Current non¡omantic

friends S considers

self close to Group

Gender

Interaction

Closest nonroman-

tic friend is same

gender (yes) Males

Females

Nonrelative vs. relative as

closest frìend (yes) Males

Females

Combined

X= 0.37

X= 1.26

X= 1.71

F:25.61

F= 2.03

1,= 0.50

X= 5.9t

X= 0.02

X= 6.32

)3= 0.59

*= 0.7s

NS

N,S

¡¿s

t,97

I,97

t,97

.0t

N,ç

N,ç

.02

N,S

.01

NS

¡/,s

Note. l/S=non-significant, p>.05
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Tabte 15. 67

BIO Current Nonromantic Friendships: Females Onlv Item Responses bv Group

Healthy Control Social Phobia Panìc Disorder

(N:27) (N=36) (N:20)

Currently, or w/n 2 yrs., involved

in nonromantic friendship (1'es) 92.6% g33% g0.0%

# Current nonromantic friends

S considers self close to M: 4.Z4b M: 2.32 M: 3.22 .b

(SD= L92, n-2s) (SD= LsO, ir:31) (SD= 2.67, n:tl)
Closest nonromantic friend is

same gender (yes) 88.0% 86.7% B33yo

Nonrelative vs. relative as

closest friend (yes) 79.Zyo 70.0yo BB.gy,

Note. Means with different superscripts differ significantly atp< .05 based upon the Ryan-Einot-Gabriel-

Welsh multiple F-test follolvrng srgniñcant ANOVA.
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Table 16. 68

BIo cur.ent Nonromanti" Friendshios, compa.isons ofFe-ales onlv lte* Responses bv G.oup

Statistic df p

Currently, or w/n 2 yrs., involved

in nonromantic friendship (yes) X= 1.35 2 ¡/S

# Current nonromantic friends

S considers selfclose to F= 5.90 2. il 0t

Closest nonromantic füend is

sanre gender (yes) l= 0.19 2 ¡/S

Nonrelative vs. relative as

closest friend (yes) .Y= 2.50 2 N.ç

Note. N,S=ron-sþifican| p>.0 5



Personal Relationships

69
A significantly greater proportion of females in both the social phobia and healthy control

groups, as well as males in the social phobia group, reported that their closest nonromantic friend

is the same gender as themselves, relative to the male healthy control participants, whose

responses indicated that they were nearly as likely to have a same-gender person as an opposite-

gender person as their closest nonromantic friend. The females-only comparisons for this item did

not differ across samples, with the majority ofthem reporting that their closest nonromantic friend

is female Finally, most of the male social phobia respondents and most of the female participants

(regardless ofgroup), indicated that their closest friend is a nonrelative, in contrast to the male

healthy control respondents, whose responses indicated that while about two-thirds ofthem have

a non-relative as their closest friend, about one-third ofthem considered a relative to be their

closest friend.

Ottestionnqire Measures of Interpersonal Funclioning

Background Information Ouestionnaire @Ie). The first two questions in the BIe are

broad items relating to the person's interpersonal ease and comfort, reported in Tables 17-1g.

Respondents ìn the social phobia group rated themselves as being less ðasy to get to htow and

having less contfort getting close ro people relative to the healthy control group. significant

interaction terms for both ofthese items indicated that males in the social phobia group had the

lowest mean scores relative not only to the healthy control males (highest mean scores) but also in

contrast to the healthy control and social phobia females (respectively, second and third highest

mean scores). Females-only analyses indicated that the social phobia sample means were

significantly exceeded by those of the healthy control sample for both items, but that the panic

disorder means fell at an intermediate level and did not differ from those ofeither the social

phobia or the healthy control samples (see Tables 19-20).

Additional questions frorn the BIe examined several interpersonal aspects of

dating/spousal relationships such as emotional closeness, time spent together, and frequency of

intirnate discussion with an exclusive partner, as shown in Tables 2l-24. The social phobia group
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Table 17. 10

BIO Interoersonal Ease and Comfort. Mean Ratines by Group with Gender

Healthy Control (ìr/:46) Social Phobia @r':71)

How difficulVeasy do

you consider selfto get

to know? (*Ì-6)

How comfortable are

you in getting close to

people? (+ 1-4)

Males M= 4.47 (SD= 1.26, n:t9\
Females M:4 1l (.çD= |.19, n:27)

CombinedM: 4.26 (SD= 1.22, N:46)

Males M: 2.46 (SD: 1.17 , n:35)

Females M: 3 17 (.Sr= 1.23, n=36)

Combined M: 2.82 (SD= 1.25, N=71)

Males M: 3 ,05 (,SD= 0.91, r: 19)

Females M= 2.74 (SD= 0.8t, n:27)

Combined M: 2.87 (.çD: 0 86, N:46)

Males M: 1.34 (SD: 0.48, ¡z:35)

FemalesM= 1.97 (SD= 0.81, n =36)

Combined M: |.66 (SD= 0.74, N:7l)

Note. *Denotes range ofresponse choices
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Table 18. 71

BIO Interp"rronul Eure und Co.fort, Co*oa.ironr ofM"un Rutins, by Group.ith G"nd",

Fdfp

How difticult/easy do

you consider self to get

to know? Group F:41 .lO 1, 1 16 .01

Gender F: 0.56 1, 116 ¡/,S

Interaction F: 539 l, 116 .02

How comfortable are

you in getting close to

people? Group F=75.46 t, 1 16 .O I

Gender F: 1.24 l, 116 ¡¡.9

Interaction F:10 89 l, 116 .01

Note. ì/,1: non-significant, p>.05
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Table 19. 72

BIQ Intemersonal Ease and Comfort: Females Onlv Item Mean Ratines bv Group

Healthy Control Social Phobia panic Disorder

(N:27) (N:36) (¡/:20)

How diffrculVeasy do you consider

yourself to get to know? (* Ì-6) M= 4.Ilb M: 3.17. M: 3.554b

(SD= I.t9,N=27) (sD: I.z3,N:36) (SD= r.4j,N=20)
How comfortable are you in getting

close to people? (*l-4) M:2.74b M: 1.g7' M:2354h

(SD= 0 81, N:27) (SD:0.st, ¡¡=36) (SD= 0 93. N:20)

Note *Denotes range ofresponse choices. Mcans with diffcrent superscripts differ significantly atp<.05

based upon the Ryan-Einot-Gabriel-welsh multiple F-test folrowing sþific anL ANovA.
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Table 20. '13

BIo Int"roe.ronul Eu.. und co-fort' conrnu.i.on, ofF"rul., onlu M.un Rntine, bu Grouo

Fdfp

Horv difficult/easy do you consider

yourself to get to know? F= 4.22 2. g0 .02

How comfortable are you in

getting close to people? F= 6.45 2. 80 0l

Note. N,S= non-significant, p>.05
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Table 21. 14

BIO Datinq and Spousal Relationships: Mean Ratines bv Group with Gender

Healthy Control (N:46) Social Phobia 1N:71)

How dissatisfi ed/satisfi ed

with quality of dating

relationships? (*l-6) Males M: 4.95 (SD= 0.9t, n:I9)

Females M: 4.60 (,çD: 1.29, n:25)

CombinedM: 4.75 (SD= lr14, n:44)

How dissatisfi ed,/satisfi ed

arelwould be in a long-

term spousal-t]?e

relationship? (* l-6) Males M: 5.37 (SD= |.a2, n:19)

Females M: 5.4t (.lr= 0.80, n:27)

CombinedM: 5.39 (.SD= 1.08, N=46)

Horv emotionally close

to longest, closest long-

term partner? (*1-4) Males M=3.83 (.9D=0.51,2=18)

Females M= 3.40 (.tD= 0.87, n:25\

Combined M: 3.58 (.çr= 0.76, n:43)

Horv emotionally close to

current exclusive rornan-

ticpartner?(*l-4) Males M:3.91(.SD=0.30,n:ll)

Females M: 3 .32 (SD: 0.95 , n:19)

Combined M= 3.53 (.çr= 0.82, n:30)

Males M: 2.79 (SD= l'57, n:28)

Females lV: 3.44 (SD= 1.58, n:34)

Combined M- 3. Ì5 (.çD= 1.60, n:62\

Males M: 5.12 (SD= l.l7 , n:34\

Fernales M= 4.63 (,SD: 1.46, n:35)

Combined M: 4.87 (.!r= 1.34, N=69)

Males M- 3.40 (.çD= 0.82, n:25)

Females M: 3.27 (SD= 0.80, n:33)

CombinedM:3.33 (.çD= 0.80, n:58)

Males M: 3.18 (S1):0.87, n:Il)
Females M: 3.38 (SD: 0.67, n:21)

Combined M:3.31 (SD= 0.74, n:32)
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Table 2l (continued).

BIO Datine and Spousal Relationships: Mean Ratinqs bv Group with Gender

Healrhy Conrrol (N--46) Social Phobia (l/:71)

Hotv often time spent with

partner? (* l-5) Males M: 4.64 (SD= 0.67, n-lt)
Femalcs M= 3.80 (SD:0.95, r:20)

CombinedM= 4.10 (SD= 0.94, n:3 t)

How often discuss personal

feelìngs/issues with

partner? (*l-5) Males M: 4.09 (SD: 0.54, iz:l t)

Females M: 4.05 (SD= 0.94, n:20)

Cornbined,4-4: 4.06 (.çD= 0.8 t, r=31)

Males M:4.00 (SD= 1.26, n:Il)
Females M= 3.81 (Sr= L36, n=21)

CombinedM- 3.87 (,çD: I-31, n:32)

Males M:3.36 (.çD: 1.12, n:Il)
Females M: 3.86 (.çD= 1.06, n:ZI\

Cornbined M: 3.69 (.9D: L09, n=32\

Note. *Denotes ra¡ge ofresponse choices
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Table 22. 16

BIo Datine and spousal Relationshios: compa.isons of Mean Ratinqs bv G.oup *ith Gende.

dfF

How di ssatisfi edlsatisfi ed

with quality of dating

relationships? Group

Gender

Interaction

Horv dissatisfi ed./satisfi ed

arelrvould be in a long-

term spousal-t)T,e

relationship? Group

Gender

Interaction

Horv emotionally close

to longest, closest long-

teml partner? Group

Gender

Interaction

How emotionally close to

currcnt exclusive roma¡-

tic partner? Group

Gender

Interaction

F=34.94

F= 0.30

F= 3.19

F= 4.67

FL 0,89

F= 1.23

F3.ll
¡= 3.l l
È 0.93

þ-:2.68

F= 0.95

F=384

l, 105

l, 105

l, 105

.0I

N,ç

N,S

1, 100

I, 100

1, 100

l, 114

I, lt4
l, il4

1, 61

t, 6t

I, 61

.03

NS

N,S

NS

¡/,s

NS

N,S

N,S

N.S
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'table 22(continued). 7'7

BIo Datine and spousul Relationships: co*pansons of Meun Ratines by G.oup *ith Gendet

Fdfp

How often time spent with

partner? Group ¡= 1.11 l,62 NS

Gender F= 2.97 l, 62 N,S

Inte¡action F= Ì.18 t.6Z ¡/,S

How often discuss personal

feelings/issues with

partner? Group F= 3.25 l, 62 NS

Gender F= 0.79 l,62 N,g

Interaction F 1.10 l,62 N,S

Note. NS: non-significant, p>.05
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Tabie 23. 
'18

BIQ Dating and Spousal Relationshins: Females Onlv Item Mean Ratings by Group

Healthy Control Social Phobia Panic Disorder

(N:z',r) 0,/:36) (¡/:20)

How dissatisfi cd,/satisfi ed with quality

of dating relationships? (*l-6) M: 4.60b M:3.44' M: 4.054h

(SD= 129, n:25) (SD= L58, n:34) (SD= t.sa, n=20)
Hor.v dissatisfi ed,/satisfi ed arelwould

be in a long-tcrm spousal-typc

relationship? (+1-6) M= 5.41b M:4.63' M:5.t04h
(.tD= 0.80, N-27) (SD= 1.46, N:35) (.çD= 0.S5, N:20)

Horv emotionally close to longest,

closest long-term partner? (*l-4) M:3.40 M:3.27 M:3.70
(SD= 0 87, n:25) (.sD= 0 80, r:33) (.tD= 0.80, n =20)

How cmotionally close to current

exclusive romantic partner? (+ 1-4) M= 3 .32 M: 3.3g M: 3.7g

(SD= 0.9s, r:19) (SD-- 0.67, n:21) (SD= 0.s8, r:14)
How often tjme spent with partner?

(*1-5) M= 3.so M:3.81 M= 4.07

(.1D= 0.9s, n:20) (SD= L36, n=21) (SD= 1.3s, r:14)
How o{ìen discuss personal feelings/

issues u.ith partner? (*l-5) M: 4.05 M:3.86 M- 4.50

(SD= 0.94, n:20) (SD= 1.06, n:21) (SD= 0.8s. n:14)

$gþ *Denotes range of response choices. Means with different superscripts differ significantly atp< .05

based upon the Ryan-Einot-Gabriel-Welsh multiple .F-test fo owing signifi cant ANOVA.
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BIo Datine and Spousal Relationships: comparisons of Females onlv Item Mear Ratines bv Group

dfp

How dissatisfi ed/satisfied with quality

of dating relationships? F= 4.44 2.76 .02

How dissatisfi edlsatisfied arelrvould

be in a long-term spousal-qpe

relationship? F= 3.67 z. Bg 03

How emotionally close to longest,

closest long-term partner? F- I.70 2.75 N,S

How cmotionally close to current

exclusive romantic partner? F: I.74 Z,5l NS
Horv often time spent with partner? F= 0.24 2. SZ N,S

How often discuss personal feelings/

issues with partner? F= 1.76 2,52 ¡/,ç

F

\9ç. r'r'S= non-significant_ p>.05
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mean responses were lower than those ofthe healthy control group, regardless ofgendeq for both

the participants' level of satisfaction with the quality oftheir dating relationships (somewhat to

moderately satisf ed vs. somewhat dissatisfieQ, and their degree of current or anticipated

satisfaction in a long-term or marriage/partner relationship (moderately satisfied vs. somewhat

sarisfied). The results of the females-only analyses of these two items were consistent with the

social phobia and healthy control group comparisons, excepting that the panic disorder means fell

between but were not significantly different from those ofeither the social phobia or healthy

control sample.

There were no indications ofgender or group differences regarding the extent ofthe

respondents' emotional closeness either with their longest-lasting, closest long-term partners, or

with their current exclusive romantic partners. Similarly, there were no significant group or

gender differences in terms ofthe time the respondents spend with their current exclusive

partners, nor were there any differences among the study participants with respect to the

frequency of their discussions about personal feelings or issues with their current exclusive

relationship partners.

As presented in Tables 25-28, gender and group differences were indicated in the analyses

ofthe remaining items ofthe BIQ, which concern aspects of nonromantic friendships such as

perceived quality of, or confidence in, close friendships. The social phobia group mean was lower

(somewhat satisfed) than that ofthe healthy control mean (ntoderatety satisfied) regarding the

respondents' satisfaction with the quality oftheir friendships within the past three years. The

females-only comparisons for this question indicated that both the social phobia and panic

disorder sample means were significantly lower than the healthy control sample mean

Regardless ofgroup designation, male participants reported that they spend more time

with their closest nonromantic frtend (several times per week) compared to the female

respondents (once aweek). No differences were found in the females-only analyses for this item.

With respect to how often the respondents talked about personal feelings/issues with their closest
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Table 25.

BIO Nonromantic Friendships: Mean Ratines bv Group rvith Gender

Healthy Control (N:46) Social Phobia (,V:71)

How dissatisfied/satisfi ed

with quality of nonromantic

friendships w/n past

three years? (+l-6) Males M:5_12 (.9D= 1.05, n:17)

Fernales M: 5.54 (.9r= 0.51, n:24\

CombinedM:5.37 (.lD: 0.80, r:4t)
How often time spent rvith

closest nonromantic

füend? (*l-5) Males M:2.27 (SÐ= 0.88, zr=15)

Females M: 1.80 (.çD= 0.82, n:25)

CombinedM: 1.98 (SD= 0.86, n:40)

How often discuss personal

feelings/issues with

closest nonromaìrtic

ÍÌiend? (*l-5) Males M:3.20 (SD= irZI, n=15)

Females M: 2.72 (SD= 0.94, n:25)

CombinedM:2.90 (.Sr= t.06, n:40)

Confidence that closest

fnend would keep se-

crets private? (*l-4) Males M= 3.75 (SD:0.45, n=16)

Females M-- 3.76 (SD= 0.60, n=25)

Combined M: 3.76 (SD= 0.54, n:41)

Males M: 4.lI (SD= L55, n:27)

Females M- 4 15 (.çD: 1.62, n:33)

Combined M= 4.13 (.çD= 1.58. n:60)

Males M: 2.16 (SD: 1 .07 , n:25\

Females M: l'62 (SD= 0.86, n=29)

CombinedM: 1.87 (.çD= 0.99, n-54)

Males M:1.88 (SD= 1.20, n:25\

Females M: 2 45 (SD= |.02, n=29)

CombinedM= 2.19 (SD= 1.13, n:54)

Males M: 2.84 (SD= l.ll, n:25)

Females M: 3.24 (SD= 1.07, n:29)

Combined M: 3 .06 (SD= 1 .07, n:54)

\9¡þ, *Denotes range ofrcsponse choices
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BIO Nonromantic Friendshius: Comoarisons of Mean Ratings bv Group with Gender

dfF

How dissatisfred,/satisfi ed

with quality of nonromantic

friendships w/n past

three years? Group

Gender

Interaction

How often time spent $,ith

closest nonromantic

frrend? Group

Gender

Interaction

How often discuss personal

feelings/issues with

closest nonromantic

friend? Group

Gender

Interaction

Confidence that closest

friend would keep

secrets private? Group

Gender

Interaction

F:19.46

F= 0.73

¡= 0.50

F:0.54
F= 6.70

F= 0.04

F:t1.96

F= 0.04

¡L 5. t9

F=14.94

F= 1.24

F= L12

i, 100

l, 100

l, 100

1,93

1, 93

l, 93

,01

¡/s

N.S

NS

.01

N,9

l,94

1,94

1,94

r,94

t,94

r,94

.01

N,ç

.UJ

.01

NS

N^t

Note. ìy',S= non-significant, p>.05



Personal Relationships

Table2l. 83

BIO Nonroma¡tic Friendships: Females Onlv Item Mean Ratinss bv Group

Healthy Control Social Phobia Panic Disorder

(N=27) (N 36) (N:20)

Horv dissatisfíed/satisfied with quality

ol nonroma¡tic fricndships rv/n

past tlìree years? (*l-6) M= 5.54h M- 4.15. M=4.39

(SD= o.st, n=24) (SD= t.62, n:33) (SD= Lza, n:ts)
How often time spent wjth closest

nonromantic friend? 1*1-t, M= 1.80 M: l.62 M: Lg6

(SD= 0.82, n:2s) (SD= 0.86, n:29) (SD= 1.21, ir:t8)
How ofÌen discuss personal feelings/

issues with closcst nonromantic

friend? (*l-5) M:2.72 M:2.45 M:2.89
(SD= 0.9a, n:zs) (SD= 1 02, n:29) (SD= L4t, n-18)

Confidence that closest friend would

keep secrets private? (*l-4) M:3.76b M:3.24 M:3.06
(SD= 0.60, n:25) (SD= t.02, n:29) (SD: 1.06, r:18)

\9ç +Denotes ralge ofresponsc choices. Means with different superscripts differ significantly atl<.05
based upon the Ryan-Einot-Gabriel-Welsh multiple ¡'-test following sígnificanf ANOVA.
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BIO Nonromantic Friendships: ComÞarisons of Females Onlv Itcm Mean Ratines bv Group

Fdfp

How dissatisfied,isatisfied with quality

of nonromantic friendships iv/n

past three years? ¡= 8.81 Z,7Z .01

How often time spent with closest

nonromantic friend? F= 0.43 Z. 69 NS

How often discuss pcrsonal feelings/

issues with closest nonromantic

friend? F:0.96 2.69 N.S

Confidence that closest fiiend rvould

keep secrets private? ¡= 3.68 2.69 .03

Note. N,S= non-signifrcant, p> .05
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nonromantic friend, both group and interaction effects were found. The social phobia group

reported a significantly srnaller frequency ofsuch personal discussion, which slightly exceeded

once amonth, relative to the healthy control group, which was nearly once aweek. Asignificant

group-by-gender interaction indicated that male social phobia participants reported the lowest

frequency ofpersonal discussion with their closest friend (/ess than once per ntonth), followed in

turn by the female social phobia participants, the female healthy control participants, and then the

male healthy control participants, whose mean response was highest. The females-only

comparisons ofthis question did not result in any differences across samples. Finally, the mean

response for the social phobia group (ntoderately confident) was exceeded by that of the healthy

control group (moderately Io yeryt confdent) regarding the respondents, confidence that their

closest friend would keep a secret. The females-only analyses for this item yielded similar results,

in that both the social phobia and panic disorder sample means were significantly lower than that

ofthe healthy control sample.

Correlaîions antong selected BIO items and interpersonal nteasures. As presented in

Table 29, significant Spearman's i /lo correlations for the study sample were found between

selected BIQ items regarding current comfort and ease in interpersonal functioning, satisfaction

with dating and friendship relationships, number ofcurrent close friends, and the self-report

measures that were predicted in the study hypotheses to differ among groups. Selection ofBle
items was based on several of the findings in which the social phobia group differed from the

healthy control group, and that the content ofthese items was pertinent to the focus ofthe study.

Moderately strong correlations were noted between these BIe items and each of the

selected interpersonal measures. This suggests that selÊperceptions about how easy a person

considers him/herself to be to get to know, how comfortable a person is in getting close to others,

a person's level ofsubjective satisfaction in romantic and friendship relationships, and the extent

to which a person believes helshe has support from close friends are empirically associated with
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^îat:Ie 29.

Sample Correlations (Spearman's): Selected BIO and Intemersonal Measure Subscales (P¡edicted)

BIA

Easy to get

to knorv

EIA

Cornfortable getting

close to people

EIO

Satisfied w/

quality ofdâting

EIA

# Current close

friendships

EIA

Satisfied rv/

quâlity of

friendships

EAS Subscalcs

Distress -.2'7 5 37 54 345+* -.396+ -.478*

Fearfulness -.270** 328* 27 5** -.363* 385**

Sociability .47 6** 625** .3 99* 4',73** 364++

RAAS Subscales

Close 582+ 696++ 538+* 431 .472*+

Depend 47 5* .48'7* 422** .333+ .49 5+

Anxiety 45t -.445x* -.536** -.258 * -.3 93*

RII Scale

TOÎâI RII -.526* -.653 ** 416+* 450+* -.462-+*

FIS-F Subscales

Current -.460++ -.593 * 377+* -.460** 504*

Past -.602** -.601 -.490** 352'l -.301+

Totâl -.503x4 616 * 422+ -.472** -.506**

Hard-Assertive 438** -.163 - 297*4 -.403 + -.3 88* *

Hard-Sociable -.573** -.684 -.494** -.452** 47 7*+

Hard-Intimate 458** .5 29+ + 331+* 330* -.373*+

À9!9. **. CoÜelation is significanr at the .01 level (2-tailcd); N = 177 .
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the contributory factors (i.e., constructs oftemperament, attachment, trust and intimacy, and

interpersonal problems with being assertive, sociab[e and intimate) in the model described earlier

regarding aspects ofinterpersonal functioning and the fear ofdisapproval in social phobia (refer to

Figure 2, adapted from Markway et al , 1992).

correlations among selected interpersonal measures. Table 30 presents pearson's

correlations among the interpersonal measures for which group differences were predicted,

Without exception, signifìcant correlations were found for each pairing ofthe various measures.

The correlations were in the expected direction and were of sufïicient magnitude to suggest that

there is substantial overlap among the study measures (e.g., perceived risk in intimacy and fear of

intimacy in friendships, anxious attachment and problems being assertive, etc.). Gven that these

study variables are statistically correlated, there is an empirical relation among them, which

justifies the application of MANOVA ro test the study hypotheses (Grimm & yarnold, 1995).

Hypotheses lests and exploratoty analyses of the self-reporl interpersonal measures. See

Table 3l for the healthy control and social phobia group mean ratings (for gender and combined

gender) for all ofthe self-report interpersonal measures. The self-report measures are considered

in two groups. separate analyses were conducted for: (a) the preclicted group" comprised ofthe

selection ofmeasures for which we hypothesized differences among the groups, and (b) the

exploratory group, including the set ofrneasures that were considered on an exploratory basis

with no stated hypotheses when the study was planned.

The MANovA test ofthe healthy control and social phobia groups regarding the set of

predicted variables was significant (Wilks' Lambda : .OI, F(13,97) = t52B 58, p < .OI, nz : .9g)

and yielded a significant between-group difference (Wilks' Lambda = .18, F(13,97) = 34.88, p <

.0I, tt2 =.82). Univariate tests of the predicted interpersonal measures are included in Table 32.

The MANOVA test for the females-only samples of the predicted variables was also significant

(Wilks' Lambda = .01, F(13,64) = 868.27, p < .01,,2: .99), including a signifìcant between_

group difference (Wilks' Lambda = II, F(26,128) = 10. 1 l, p < .01, n2 = .67) (See Table 33 for

the univariate tests.)
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Sample correlations (Pearson's): Selected Interoersonal Measure Subscales (predicted)

ryls Distress

!\$ Fearfulness

EAS

Distress

EAS Sociabili!

RAAS Close

EAS

Fearfulness

RAAS Depend

RAAS Anxiety

RII Total

!l$! Current

EAS

Sociab-

ility

819

EISn Pasr

EISE Total

RAAS

Close

Eê!!!-Assefive

25'7**

Eê¡e!-Sociable

-.261++

Hârd-lntimâte

RAAS

Depend

-.387t*

-.329++

Àq9. *+. Correlation is significant at the.0l levcl (2-tailed); N= l7?

RAAS

Anxiety

,627 *+

.445'k *

.3 5+* *

RII

Total

469++

.592*x

6gg*+

5t8

FISF

Current

-.3 50+*

522**

-.569 * *

.,185 * *

-.657 ++

-.581+*

FISF

Past

417* *

-.712*4

.3 8,1* *

-.709+*

FISF

Tolal

-.52'7 +*

.,Í53 * +

.661**

-.628**

.381++

-.503 ++

IIP

Hard-

Assef .

-.437+4

.424+4

.494**

- 653**

3',72+*

604**

IIP

Ha¡d-

Sociablc

591+ +

-.542**

.617 +*

.630**

-.648+*

630*+

620+*

-.551**

IIP

Hard-

Intimatc

-.441**

.556*+

.53 g+ *

685 ++

-.470**

667*+

642

-.430++

-.609**

.984**

.532+*

522++

-.649+*

643**

520* *

57 4++

-.53 7'**

-.471**

539**

.653 * *

-.513**

541* *

.733 *+

-.495+*

-546+*

580**

.576*+

652*+

686+*

595++

.486**

783++

.5 59* +

.531+*

678**

7 1'7 +*
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Self-report Interpersonal Measure Subscales: Mean Ratines bv Group with Gender and Combined Gender

Healthy Control (1r'=46) Social Phobia (N-71)

EAS Subscales

Distress+

Fearfirlness+

Anger*

Activity*

Sociability*

RAAS Subscales

Close*

Males M= L32 (SD= 0.40)

Females M: La7 $D= 0.43\

Combined M= I 40 (SD= 0 42)

Males M: l'58 (.9D= 0 aa)

Females M: L70 (SD= 0 46)

Combined M: 1.65 (.9D: 0.45)

Males M: 2.IZ (SD: 0.79)

Females M: 2.aI $D= 1 74)

Combined M: 2 29 (SD= I 42)

Males M= 2.84 (SD= 0.8 I )

Females M: 2.69 (.9Ð= 0.83)

Conrbined M= 2.75 (SD: 0.82)

Males M- 3.79 (SD= 0 82)

Females M= 3.20 (,lD:0 85)

Combined M= 3.45 (Sr= 0.88)

Males M:4.04 (SD= 0.69)

Fcmales M: 3 64 (SD: 0.77)

CombinedM= 3 8l (SD= 0 76)

Males M: 3.79 (SD= 0 7l)

Females M:3.48 (SD= 0 9l)

CombinedM: 3.61 (SD= 0 83)

MaÍes M:3 01 (.SD= 0 86)

Females M: 3.16 (.çr= 0.80)

CombinedM:3.09 (SD= 0 83)

Males M= 3.13 (.çD= 0.74)

Females M: 3.31 (.lD= 0.78)

Combined M: 3 .22 (SD- 0.76)

Males M:2.38 (SD= 0.74)

Females M= 2 47 (SD: 0.72)

Combined M: 2.42 (SD= 0 73)

Males M:2.50 (.çD: 0.82)

Females M= 2.86 (SD= 0 75)

Combined M:2.68 (SD= 0.80)

Males M: 2.15 (.lD= 0.70)

Females M: Z .29 (SD= 0 7 5)

Combined M= 2.22 (SD: 0.73)

Males M:2.61 (SD=0.70)

Females M: 2.80 (SD= 0 85)

CombinedM= 2 70 (SD= 0.78)

Males M:2.76 (SD=0.82)

FemalesM:2.75 (.çD= 0 86)

Combned M: 2.76 (SD= 0. 83)

Depend*
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Self-reþort Interoersonal Measure Subscales: Mea¡ Ratines bv Group rvith Gender and Combined Gender

Healthy Control (l/:46) Sociat Phobia (N:71)

RAAS Subscales (continued)

Anxiety+

RII Scale

RII*

FIS-F Subscales

FIS-F Current+

FIS-F Past*

FIS-F Total*

IIP Subscales

Hard-Assertive**

Males M: 2.16 (SD: 0.57)

Females M: 2.26 (SD= 0 56)

Combined M: 2.22 (SD: 0.56)

Males M: 1.48 (SD= 0.65)

Females M: 1.70 (SD= 0 7l)

Combined l11: 1.60 (.çD: 0.69)

Males M= 1,.96 (,SD= 0.55)

Females M: 1.98 (.SD:0.51)

Combined M: 1.97 (SD:0.52)

Males M: 189 (SD: 0.90)

Females M: 2.20 (SD= 0 98)

CombinedM: 2 07 (SD= 0 95)

Males M= |.95 (Sr= 0.55)

Females M: 2.01 (.çD= 0.5 1)

Conibined M= 1 99 (.Sr= 0 52)

Males M- 0.60 (SD= 0.67)

Females M: 0.95(SD= 0 63)

CombinedM- 0 80(SÐ= 0 66)

Males M= 3.03 (.çr= 0.75)

Females M: 3.07 (.çD= 0.64)

CombinedM: 3.05 (SD= 0.69)

Males M:2 86 (SD: 0.78)

FemalesM:2.89 (SD= 0 83)

Combined M- 2.88(.çD= 0.80)

Males M: 3.03 (SD= 0 64)

Females M: 2.85 (SD= 0 82)

Combined M: 2.94(SD= 0 74)

Males M: 3 65 (.çD= 0 93)

FemalesM: 3 28 (SD= l.0l)

CombinedM:3 46 (.çD: 0.98)

Males M: 3.12 (SD= 0 60)

Females M= 2.91 (SD: 016)

Combincd M: 3.01 (SD= 0 69)

Males M= 2.30 (SD= 0 74)

Females M= 2.55(SD-- 0,68)

Combtned, M: 2.42(SD= 0 7 l)
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Self-report Interpersonal Measure Subscales: Mean Ratines bv Group with Gender and Combined Gender

Healthy Control (N=46) Social Phobia (N:71)

IIP Subscales (continued)

Hard-Sociable** Males M: 0.40 (SD= 0 43)

Fcmales M: 0.62 (SD= 0 44)

Combined M-- 0.53 (SD= 0 45)

Hard-Submissive+* Males M: 0.46 (SD: 0.63)

Females M: 0.47 (.çD: 0.39)

Combined M: 0.47 (SD= 0.53)

Hard-Intimate+* Males M:0.36 (Sr= 0.36)

Females M: 0.50 (SD= 0 38)

Combined M: 0.45 (SD= 0.37)

Too-Responsible*+ Males M: 0.84 (.tD: 0.79)

Females M= 0.77 (.lD= 0 54)

CombinedM: 0.80 (SD= 0 65)

Too-Controlling** Males M= 0.53 (Sr= 0.43)

Females M: 0.43 (.9D= 0.33)

Combined M:0.47 (.çD= 0.37)

IIP Tot¿l** Males M= 0.53 (Sr= 0.3S)

Females M: 0 62 (SD= 0 33)

CombinedM: 0.58 (SD= 0 35)

Males M= 2.83 (SD= 0.77)

Females M= 2 63SD= 0.53)

Combined M: 2.73(SD= 0 63)

Males M= l.2I (SD=0.62)

Females M= \.24 (SD: 0.62)

Combined M-- I.22 (SD= 0 61)

Males M: 1.40 (SD= 0 6l)

Females M: 1.27 (SD: 0 57)

Combined M l,33 (Sr: 0.59)

Males M: l.8I (.!r= 0.66)

Females M: L99 (SD= 0 65)

Combined M= L90 (SD: 0.65)

Males M:0.74 (SD:0.40)

Females M: 0.88 (SD= 0 56)

CombinedM: 0.81 (.SD= 0 49)

Males M: 1 80 (SD= 0 50)

Females M: I 82 (SD= 0 43)

CombinedM: 1.81 (SD= 0 a6)

Note. *Response range' (1) noî aÍ qll characteristic of mefo (5) extremety characteristic of me

Note. x*Response range: (0) not ar all distressing to (4) exÛemely disû.essing
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A¡alvses of Selected (Predicted) Intemersonal Measure Subscales: Group. Gender- and Interaction

n'dfF

EAS Distress

EAS Fearfulness

EAS Socìability

RAAS Close

RAAS Depend

RAAS Anxiety

Group lr=156.01

Gender F= 1.29

Interaction F'= 0.01

uroup ¡= I )J. /6

Gender F= l.37

Interaction ¡= 0.06

Group F= 72.34

Gender F= 2.21

Interaction F= 5.97

Group F= 59.02

Gendcr l': 0.54

Interaction ¡L 4.01

Group F= 29.44

Gender F: .95

Interaction F= 0.86

Group F= 44.65

Gender F'= 0.30

Interaction F= 0.04

Group F= 75.13

Gender F= 0.67

Interaction F: 0.46

RII

r, ttz
I, 112

t, 1t2

I,112

I, II2

I, TIZ

I, trz

t, 112

1,It2

t, 1t2

1, tI?

I, tt2

r, ttz

I, ttz
r, tlz
1, II2

I, ]12

1, lt2

l, 1r2

I, tt2

I, 112

,01

NS

N,S

.01

l/,f

N,S

.01

N,S

.02

.01

N,S

NS

.01

¡/,s

¡/^s

.03

¡/,s

NS

.01

N,S

N.S

.59

.01

.01

.59

.01

.01

.40

.02

.05

.35

,01

.04

.zr

.01

.01

.29

.01

.01

.41

.01

.01
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AnalYses of Selected (Predicted) Internersonal Measure Subscales: Group. Gender- and Interaction

F n2df

FIS-F Current

FIS-F Past

FIS-F Total

IIP Hard-Assertive

IIP Hard-Sociable

IIP Hard-Intimate

IIP Total

Group F- 56.12

Gender F= 0.40

Interaction .tr= 0.60

Group F- 57 .75

Gender -F= 0.03

Interaction F: 3.25

Group F= 71 .02

Gender F: 0.37

Interaction f- 1.l9

Group F:154.02

(Jender /,= J 25

Interaction F:0.1I
Group lr=410.42

Gender -F: 0.01

Interaction F: 3.65

Group F'= 93.88

Gender F= 0.01

Interaction F: 1.93

Group F:2ZZ .80

Gender Ë: 0.51

Interaction ,F:0,18

t, 112

1, r12

1.,1r2

I, 112

1,1r2

t, 1r2

I, rl2

I, 1t2

1, tl2

l, tt2

t, tr2

l, il2

I, t1Z

r, tt7

1,It2

I, ttz

I, lr2

I, II2

I, II2

I, ll2

t,11.2

.01

NS

NS

.01

¡/,s

N,S

.01

N,S

N,S

.01

.02

N,9

.0t

N,S

NS

.01

N,S

¡/s

.01

N,S

NS

34

.01

.01

.35

.0t

.03

.40

.01

.01

.59

.05

.0I

.79

.01

0t

.46

.0t

.02

.67

.01

.01

Note. NS= non-sisnificant ¡¡> 0i
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Table 33.

Analvses of Selected (Predicted) Interpersonal Measure Subscales: Comnarisons of Females Only Mean Ratinqs bv Group

EAS Subscales

Distress

Fearfulness

Sociability

RAAS Subscales

Close

Depend

Anxiety

RII Scale

RII

Healthy Coftrol

Mean (SÐ)

Social Phobia

N: 36

t.47" (0.43)

1.70 (0 46)

3.20b (0.s2)

3.64b Q.77)

3 48b (0.91)

2.26' (0.s6)

Ì.70" (0.71)

Mean (,SD)

Pa¡ic Disorder

N:20

3.16b (0.80)

3.31b (0.78)

2.29 (0.75)

2.80" (0.85)

2.7s^ (0.86)

3.07b (0 64)

2.89b (0.33)

Mean (SD)

33Zb ( 1.00)

3 .82" (0.8 r )

2.84b (0.98)

3.42b (0.92)

3.04"¡ (0.94)

3.03b (0.75)

2.45b (l.18)

45.13

59.27

8.75

8.03

4.87

t3.20

l2 85

df

2,76

2,76

i7Á

2,76

2,76

2,7 6

2,76

.01

.01

.01

.01

.03

.01

54

6l

19

.17

.ll

.za

.250l
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Table 33 (continued).

Analvses of Selected (Predicted) Intemersonal Measure Subscales: Comuarisons of Females Onlv Mean Ratinqs Bv Group

FIS-F Subscales

Current

Past

Total

IIP Subscales

Hard-Assertive

Hard-Sociable

Hard-Intimate

IIP Total

Healthy Control

Mean (SD)

Social Phobia

N= 36

1.e8" (0 51)

2.20', (0.98)

201^ (0.s1)

0 es" (0.61)

0 62" (0.44)

0 so" (0.38)

0 63" (0 33)

Note. Means with different superscripts differ significantly atp< 05 based upon the Ryan-Einot-Gab¡iel-Welsh multiple F-test

following signifi c ant MA N O VA.

Mcan (S1))

Panic Diso¡der

N=20

2.8sb (0.s2)

3,28b (l.ol)

2.91b Q.76)

2.5s" (0.73)

2.63" (0.s3)

1 30b (0 57)

1.82b (0 43)

Mean (,9D)

2,39" (0.7s)

2.53" ( 1.08)

2.41^ (0.72)

10b (l.ol)
81b (0.74)

o7b Q76)
5Sb (0 74)

10.71

8.89

t2.92

32.88

93.01

15.23

44.02

4t

2,76

2,76

2,76

z,76

2,76

2,76

2,76

.01 .22

.01 .19

.01 .25

.01 .46

.01 .71

.01 29

01 .54
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The MANOVA ofthe healthy control and social phobia groups for the exploratory set of

variables was significant (\Vilks' Lambda = 06, F(5,109) :368.16,p <.Ol,n2:.94), as was the

between-grouptest(Wilks'Lambda:53,,F(5,109):19.07,p<.01,n2:.47). (Univariate resrs

are presented in Table 34 ) The MANOVA test of the females-only samples for these variables

was also significant (Wilks' Lambda : .06, F(5,'7 6) = 248.42, p < .01, n2 = .94), and included a

significant between-group difference (Witks' Lambda : .49, F(l1jsz): 6 56, p < .01, n, : .30).

(See Table 3 5 for the univariate tests.)

For clarity, the results described below for each of the self-report interpersonal measures

include all subscales ofeach measure regardless ofwhether a given subscale was included in the

predicted or exploratory set ofvariables. However, in the order ofthe description ofthe various

subscales that follows, those comprising the predicted set ofvariables precede those that were

included in the exploratory set ofvariables

EmotionaliQ, Sociability Actit iût Scale @AS). The group mean for the social phobia

participants was significantly higher (noderaÍely characÍeristic of ne) on the subscale EAS

Distress relative to that ofthe healthy control respondents (not at att/slightly characteristic of

me), and there were no indications ofeither gender or interaction effects. The females-only

analyses indicated that both the social phobia and panic disorder means for EAS Distress differed

signifrcantly from that ofthe healthy control sample, which was lower, but not from each other.

To the same extent, the group mean lor the social phobia participants on the subscale EAS

Fearfulness significantly exceeded that ofthe healthy control respondents (moderately

characleristic of me vs. not at all/stightly characteristic of ne). The females-only analyses

resulted in the highest EAS Fearfulness mean score for the panic disorder sample (approaching

vely characteristic oJ ne), a mid-range score for the social phobia sample (moderately

characÍ.eristic of nte), and the lowest score for the healthy control sample (not øt a /slightty

chdroclerisl¡c of me).



Personal Relationships

97
Table 34.

Analvses of Selected (Exoloratorv) Subscales: Group. Gender- and Interaction

nzdfF

EAS Alger Group

Gender

Interaction

EAS Activity Group

Gendcr

Inl.craction

IIPHard-Submissive Group

Gender

lntcraction

IIP Too Responsible Group

Gender

Interactìon

IIP Too Controlling Group

Gender

Interaction

It= 0.63

F- 0.87

F= 0.24

¡:0.31
F= 0.46

F= 7.91

F: 45.66

F: 003

'F: 0.01

It= 76.94

F: 0.15

r= 1.00

r-- 15.23

_F: 0 05

F: 2.01

l, il6
l, 1t6

l, 116

l, n6

l, il6

t, lt6

l, 116

I, 116

l, 116

l, 116

t, 116

t, t16

I, 116

l, tI6

t. 116

N,S

N,S

¡/s

¡/,s

¡/,s

N,t

.01

N,S

NS

.01

N,S

NS

.01

¡/,s

N,ç

.0t

0t

.01

.01

.01

.03

.29

.01

.01

.41

.01

.01

.12

01

02

Note. ìy'S= nou-sisnificant ¿> 05
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Analvses of Selectd (ExDloratorv) Intemersonal Me¿sure Subscales: Comoarisons of Females onlv Mean Ratinn, Bu Grouo

EAS Subscales

Anger

Activity

IIP Subscales

Hard-Submissive

Too Responsible

Too Controlling

Hcalthy Control Social phobia

N-27 N=36

Mean (SD)

2.4t (1.7 4)

26e (0.83)

0.47' (0.3e)

0 77^ (0 54)

0.43' (0.33)

Note Means with different superscripts differ significantly atp< .05 based upon the Ryan-Einot-Gabriel-welsh multiple.F-test following significant
MANOVA.

Mean (,fD)

Panic Disorder

N=20

2.47 (0.72)

2.86 (0.7s)

1.24b Q.62)

1.99b (0.65)

0.88b (0.56)

Mean (SD)

3.05 (0.85)

3 t4 (l.08)

t.zsh Q.gz)

1.99b (0.80)

r.20" (0 63)

F

2.05

1.59

12.8 r

3 1.33

13.24

dl

2,80

2,80

2, 80

2,80

2, 80

n'

N,S .05

N^ç .04

.01 .24

.01 .44

.01 .25
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Group differences and interaction effects were indicated in the analyses ofthe EAS

Sociability subscale. The social phobia group mean (slightly characteristic of me) was exceeded

by that ofthe healthy control group (ntoderately/very characteristic of me). The lowest mean

score, found for the male social phobia participants, was followed in turn by the mean score for

the female social phobia participants, and then by the third and fourth highest mean scores, found

for (respectively) the female and male healthy control respondents. The females-only analyses of
EAS Sociabitity revealed that the social phobia sample mean was significantly lower than those of
the healthy control and panic disorder samples, which did not differ from each other.

No significant gender or group differences were found in the comparisons ofresponses for

either the Anger or Activity subscales of the EAS.

Ret,ised Adult Atachn¡ent scare (RAAS). Adu\t attachment behaviors in romantic

relationships were explored in the RAAS with respect to the extent that one is, or would be,

comfortable in being close to someone in a romantic relationship (Close), the confidence one has,

or would have, that others are available when needed (Depend), and the degree offear one has, or

would have, ofbeing abandoned in a romantic relationship (Arxiety). The mean scores for both

RAAS close and RAAS Depend were sìgnificantly lower for the social phobia group

(slightly/noderaÍely choracîerislic of me) relative to the healthy control group (ntoderatelyÁ,ery

characteristic ofnte),but the social phobia group mean (moderatery characteristic of me) was

significantly higher compared to that ofthe healthy control group (slightly characteristic of me)

for the RAAS Anxiety subscale. The females-only analyses indicated that (a) the social phobia

sample mean for the subscale RAAS Close was significantly lower relative to the mean scores of
the healthy control and panic disorder samples, which did not differ from each other; (b) the social

phobia sample mean on the RAAS Depend subscale was significantly lower than that of the

healthy control sample, although no significant differences were found between the panic disorder

sample and either the social phobia or the healthy control sample means; and (c) the social phobia
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and panic disorder sample means were not different from each other but significantly exceeded

that ofthe healthy control group in the RAAS Anxiety subscale comparisons.

Risk in Intimacy Inven

tory @II) The RII is comprised of items that concern the extent to which individuals perceive

intimacy in close relationships as dangerous. The social phobia group mean was significantly

lttgher (slightly/moderately characlerisÍic of nte) than that ofthe healthy control group (tt6t sf

all/slightly characterislic oÍ me), and there were no gender or interaction effects. The females-

only analyses indicated that the social phobia and panic disorder sample means for the RII did not

differ from each other but were significantly higher than that ofthe healthy controls.

Fear of Intimacy scale - h'iends (FIS-F). TheFlS-F explores feelings and behavior

related to intimacy in close nonromantic friendships in terms ofpast, current, and rotal FIS-F

subscale scores, The social phobia group means signifìcantly exceeded those ofthe healthy

controls for the FIS-F Past subscale (slightty/moderately chardcteristic oÍ me vs not ot

all/slightly chataclerislic o/øre), the FIS-F Current subscale (moderately/t ery chcrracteristic oÍ

me ¡,s. slighîly characÍeristic o;fnre), and the Total Frs-F (moderately characteristic oJme vs. not

at all/slightly chnracterisÍic of nte). The females-only analyses indicated that the social phobia

sample means were significantly higher for all three ofthe FIS-F subscales relative to those of

both the healthy control and panic disorder samples, which did not differ from each other.

Invenlory oJ Interpersonal Problems (IP). Subscales ofthe IIP concern distress due to

relationship difficulties in rerms of 'Hard to be assertive' (H-Assertive), .Hard to be sociable, (H-

sociable), 'Hard to be intimate' (H-Intirnate), and overall interpersonal problems (Total IIp).

Additional IIP subscales are'Hard to be submissive' (H-submissive), 'I am too responsible' (T-

Responsible), and 'I am too controlling' (T-Controlling).

The analyses of H-Assertive indicated that the social phobia participants reported

significantly more diffìculties with assertivene ss (sonrewhaf/Etite a bit dislressiirg) relative to the
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healthy control respondents (not at atl/a tittle bit distressiirg). A gender effect revealed that the

female participants had more diffrculties with being assertive than the male participants. The

females-only analyses of H-Assertive resulted in the highest mean score for the social phobia

sample, a mid-range mean score for the panic disorder sample, and the lowest mean score for the

healthy control sarnple.

Group main effects were indicated in the analyses of the H-Sociable subscale. The social

phobia group mean (somewhat/quile a bit distressing) signifrcantly exceeded that ofthe healthy

control group (not at all/a litÍle bit distressing). The females-only analyses of H-Sociable

revealed that the three samples were significantly different from each other, with the panic

disorder sample mean (a little bit/somewhat distressirg) falling between those ofthe social phobìa

(highest) and the healthy control (lowest) sample means.

The analyses of H-Intimate revealed that the social phobia participants reported

significantly more diffculties with intimacy (somewhat/quite a bit distressing) relative to the

healthy control respondents Qnt at all/a littte bit distressing). The females-only analyses ofH-

Intimate indicated that the social phobia and panic disorder sample means were statistically

indistinguishable and were significantly higher than that ofthe healthy control sample.

Comparisons ofthe IIP Total subscale scores revealed that the social phobia group mean

(a Iittle bit/somewhat distressing) significantly exceeded that ofthe healthy control group (not at

all/a liltle bit distressing) in terr¡s ofthe extent ofoverall distress due to interpersonal problems.

The females-only analyses indìcated that although the social phobia sample mean did not differ

from that ofthe panic disorder sample, both the social phobia and panic disorder sample means

were significantly higher relative to that ofthe healthy control sample.

Analyses for group differences for the H-Submissive and r-Responsible subscales

revealed the same pattern offindings (i.e., simitar mean scores and descriptive responses) as

reported above fo¡ the H-Intimate subscale. That is, the social phobia group mean sco¡es
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(sontewhat/quite a bit dislre.tsing) for these two subscales were significantly higher relative to

those ofthe heathy control group mean scores (trot at all/a lit e bit distresslng), Likewise, the

females-only analyses indicated that the social phobia and panic disorder samples, which did not

differ from each other, were significantly higher than the healthy control sample mean scores for

H-Submissive, and T-Responsible.

Group differences were indicated in the analyses ofthe T-Controlling subscale. The social

phobia group mean was significantly higher than that ofthe healthy control group regarding the

extent that the respondents reported problems with being too controlling in their relationships,

although both social phobia and healthy control mean scores fell within the same descriptive range

(not at all/a little bil dislre.tslrg). However, the females-only analyses revealed that the three

samples differed significantly from each other, with the social phobia sample mean falling between

the highest mean score ofthe panic disorder sample (a litÍle bit/sômewhat distt essing) and the

lowest mean score ofthe healthy control sample.

summary oJ Results and study one hypotheses. The overall results rargely support the

Study one hypotheses in that the social phobia group mean scores were: (a) lower than those of
the healthy control group for EAS Sociability, RAAS close and RAAS Depend, and (b) hìgher

than those of the healthy control group for EAS Distress and EAS Fearfulness, RAAS Auiety,

RII, FIS-F subscales current, Past and Total, and Ilp H-Assertive, H-sociable, H-Intirnate and

IIP Total. The results ofthe females-only analyses were consistent regarding the predicted

differences between the social phobia and healthy control samples.

In further support ofthe Study One hypotheses, the panic disorder sample mean scores fell

mid-way between those of the social phobia and healthy control samples for: H-Assertive and H-

Sociable. However, the panic disorder sample means were indistinguishable from those of: (a)

the social phobia sample for EAS Distress, RAAS Anxìety, RII, H-Intimate, and IIp rotal, and

(b) the healthy control sample for EAS Sociability, RAAS close, and FIS-F subscales currenr,
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Past, and rotal. Further, the panic disorder sample mean score for EAS Fearfulness was

distinctive as the highest score ofthe three samples, but did not differ from either the social

phobia ofhealthy control sanrples for RAAS Depend.

Study Two

Method

Subjecls

Data for Study Two were initially collected from 70 social phobia participants who had

provided data for Study one (i.e., the pre-treatment component, as described earlier). Subjects

had been assigned to group treatment or no-group treatment conditions prior to their participation

in the pre-treatment component (Study One).

Incl usiot t and Lxcl usi ot t C ri t c r ia

Inclusion and exclusion criteria for Study Two are, by default, the same as specified for

the social phobia respondents in Study one. Data from participants who voluntarily withdrew

from the study or who provided post-treatment condition questionnaire packages which were

incomplete were excluded from the Study Two analyses. This resulted in the final selection of

Study Two participants (¡¿= 62) as described above.

Ou e sl.i onnai re Me asure s ctf In terper sonal Funcfi onirr g

with the exception of the Background Information euestionnaire (BIe), the same self-

report questionnaire measures ofinterpersonal functioning were administered at post-test. As

such, the questionnaire package included (a) the Emotionality, Activity, Sociability Scale (EAS);

(b) the Revised Adult Attachrrent Scale (RAAS); (c) the Risk in Intimacy Inventory (RII); (d) the

Fear oflntimacy Scale - Friend (FIS-F); and (e) the Inventory oflnterpersonal probtems (IIp).

Data Analyses

Statistical analyses were performed usîng the Statisticat Package for the Social Sciences

(sPSS; sPS,s Re lease 10.05;1999) cornputerized analysis program. Two doubly multivariate
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repeated measures MANOVAs were perlormed on sets of fhe various subscales of the self-report

measures ofinterpersonal functioning (sets were selected in terms of predicted or explorarory

variables), using Wilks' larnbda as the criterion ofstatistical significance. The doubly multivariate

repeated measures MANOVA procedure was chosen because more than two dependent variables

were measured at two points in time, and this procedure controls the Type I error, provides a

multivariate analysis of effects by accounting for partial redundancy between dependent measures,

and addresses whether the dependent measuresJ taken as a set, changed over time (Grimm &

Yarnold, 1995). In each of the doubly multivariate repeated measures MANovAs, additional

MANovAs determined the presence of significant condition main effects (i.e., group vs. no-

group treatment), time main effects (i.e., pre- to post-treatment), and interaction effects (i.e.,

condition x time), with comparisons that revealed statistically significant differences being

followed by univariate analyses to determine whether a given subscale demonstrated significant

treatment condition, time, or interaction effects.

The first doubly multivariate repeated measures MANovA involved analyses of those

subscale variables which were predicted in the study hypotheses to evidence pre- to post-

treatment change (i.e., EAS Distress, EAS Fearfulness, RAAS close, RAAS Depend, RII Total,

FIS-F current, and IIP Hard-Sociable). The second doubly multivariate repeated measures

MANOVA involved analyses of the exploratory set of subscale variables (i.e., EAS Anger, EAS

Activity, EAS Sociability, RAAS Anxiety, and H-Assertive, H-submissive, H-Intimate, T-

Responsible, T-controlling, and IIP Total). The alpha level was designated as .05 for all analyses

in Study Two.

Resu lts

Santple Dentographics

Significant gender differences were not found between the participants in the group

treatment and no-group treatment conditions (X(1, N:70) = .07, p>05) The group treatment
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condition was comprised of 17 females (53.I%) and 15 males (46.9%), and the no-group

treatment condition included the same number offemale (19, or 50%o) and male (19, or 50Vo)

participants. The treatment conditions also did not ditrer (F(1,68): 3.21, p >.05) with respect to

age (group treatment conditjon: M: 34.94, SD = 12; no-group treatment condition: M: 40.22,

SD: 12.39). However, ofthe initiat 70 social phobia participants from whom data had been

collected for Study Two, 8 parlicipants did not provide questionnaire packages which contained

complete pre- and post-treatment condition data. As such, study Two analyses ofthe selÊreport

measures of interpersonal functioning were based on N = 62 (group treatment condition: n = 27,

no-group treatment condition: ir = 35).

Queslionnaire Measures of Interpersonal Funcliotting

Table 36 presents the mean pre- and post- scores and standard deviations ofthe group

treatment and no-group treatment conditions for all ofthe subscales ofthe selÊreport

questionnaire (both predicted and exploratory) measures ofinterpersonal functioning (for RII, the

total mean score is presented).

Predicled Ouestionnaire Meqsures. The doubly multivariafe repeated measures

MANOVA of the predicted set of variables for Study Two was significant (Wilks'Lambda: .01,

F(7,54) = 7393.94, p < .01, ir2 = .99) and yielded significanr effecrs for time (Wilks, Lambda:

62, F(7,54) : 4.64, p < .01, n2 : .3 8) and rime x condition (Wilks, Lambda : 75, F(7,54):

2.52, p < .05, n2 =.25) The condition main effect was not significant (Wilks' Lambda: 0.95; F.

(7,54)=0.38,p>.05,tt2=.05) The subsequent within-subjects' univariate ANOVAs for time

effects indicated significant findings for EAS Distress, EAS Fearfulness, RII, and IIp Hard-

sociable. univariate ANovAs also resulted in significant time x condition effects for RAAS

Close and for IIP Hard-Sociable. (See Table 37.)

Rentlts and sftdy Tn,o h¡tpotheses. study Two hypotheses predicted that there would be

greater change from pre- to post-treatment in the group treatment condition vs. the no-group
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Table 36

Interpersonal Measures: Mean P¡e and Post Subscalc Ratinqs Bv Treatment Condition

EAS Subscales

Distress

Fearfulness

Anger

Activrty

Sociability

RAAS Subscalcs

Close

Depend

Anxiety

Group Treatment Condition

N=27

Pre

Mean (SD)

3.2s (.87)

3.21 (.73)

2.43 (.66)

278 (.62)

2.22 (.76\

Post

Mean (sD)

No Group Treatment Condition

l/= 35

60

77

r2

2.78

2.89

2.35

2.69

2.45

2.96

2.84

277

80)

.el)

.57)

(.78)

( 70)

(,56)

(.78)

(.82)

(.81)

( 82)

( 55)

Pre

Mean (SD)

3.06

3.24

2.45

2.66

2.28

2.77

28t

2.96

.7e)

.84)

.7 t)

88)

.72)

Post

Mean (SD)

2.89

3.08

2.54

2.73

2.46

2.69

2.94

2.87

(.80)

( 84)

(.76)

(.86)

(.7e)

(.6e)

(.87)

( 78)

(.67)

( 8l)

(.73)
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Table 36 (continued).

Int"tp".ronul M.o.r."r, M.on P.r und Port Sub."ul. Rutinqr By T."ut..,rt Condition

FIS-F Subscale

Currcnt

RII Scale

Total RII

IIP Subscales

Hard-Assertive

Hard-Sociablc

Hard-Submissive

Hard-Intimate

Too Responsible

Too Controlling

IIP Total

Group Treatment Condition

N-27

Pre

Mean (,SD)

2.78 (.70)

2.7e (.79)

2.43 (.72)

2.78 ( 65)

t23 (5e)

151 (.54)

2.00 ( 66)

.85 ( s4)

1.86 (.47)

Post

Mean (,SD)

No Group T¡eatment Condition

N= 35

2 68 (.70)

2.61 (.e4)

2 00 (e4)

z.t1 ( e8)

r 04 (70)

l .31 (.6e)

163 (78)

.82 (.58)

1.53 (.68)

Pre

Mean (,SD)

2.40 (.60)

2.9t (.84)

2.41 (.77\

2.69 (.64)

1.20 (.62\

t 23 (.62)

l.86 ( 66)

.7s (.46)

r 73 (.s0)

Post

Mean (.SD)

2.33 (.61)

2.73 (.87)

2.t6 (.70)

2.46 (.66)

r.19 ( 54)

l.le (.62)

|.s7 (.50)

.74 ( 45)

t.57 (.45)
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Table 37

Inte.oe¡.onal Measutcs, R"peated Meu.rtes Attalvr"s of Selected lpredicted) Subscale Ratine,

n2df

EAS Distress Condition

Time

Time x Condition

Condition

Time

Time x Condition

Condition

Timc

Time x Condition

Condition

Time

Tine r Condition

Condition

Tinle

Time x Condition

Condition

Time

Tirre x Condition

Condition

Time

Tiule x Condition

EAS Fearfrlness

RAAS Close

RAAS Depend

RII Scale

FIS Cur¡ent

IIP Hard-Sociable

.05

7.99

r.63

.37

7 .91

.ó¿

.08

3.1I

7.73

.r4

r.29

.09

.31

4.34

.0t

.01

0l

.01

.35

31..r7

6.36

l, 60

l, 60

l, 60

t, 60

1,60

l, 60

l, 60

1, 60

l, 60

l,60

l,60

1,60

t,60

t, 60

l, 60

l, 60

l, 60

1,60

t,60

t, 60

l,60

NS .OI

.0 t .t2

N,S .03

N,9 .01

0r .t2

N,9 .0i

¡/s .01

NS .05

.01 .u

¡/,s .01

N,9 .02

NS 0l

N,S .OI

.04 .07

N,S ,OI

N,S .01

N,S .0i

NS .01

NS .01

.01 .34

.01 .10

Note. l/S= non-significant, p>.05
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treatment condition toward a level closer to the healthy control scores for the subscales EAS

Distress, EAS Fearfulness, RAAS crose, RAAS Depend, RII Total, FIS-F current, and IIp
sociable. The analyses partially support the study Two hypotheses with greater improvement in

the group treatment condition in RAAS Close and H-sociable. The time effects that emerged in

the analyses were unexpected findings, given the reductions in scores on EAS Distress, EAS

Fearfulness, RlI, and H-Socìable due to time main effects.

Exploratory Questionnaire Meosures. The doubly multivariate repeated measures

MANovA of the exploratory set of variables was significant (wilks' Lambda = .01, F(r0,52) :
455.r1, p 1 -01',,2: .99) and reveared a significant effect for time (w ks' Lambda: .53,

F(10,52)= 4.66,p.1 .0r,n2: a7). The results indicated that there was not a condition main

effect (wilks' Lambda = 0.8s; F (10,52) : .72, p > .05, n2 =. r2) nor was there an interaction

effect (Wilks' Lambda: 0.8a; ,n (10,52) : 1OI, p > .05, n2:,16). The subsequent within_

subjects' univariate ANoVAs for time main effects indicated significant findings for EAS

sociability, RAAS Anxiety, H-Asseftive, T-Responsible, and IIp rotal. (See Table 38)

Discussion

In spite ofthe importance ofinterpersonar relationships in hearthy psychologicar

functioning and quality of life, there has been surprisingly rittle research on the interpersonal

functioning ofindividuals wìth generalized social phobia. The results ofthe current study suggest

that individuals with social phobia differ from those without social phobia in a number ofareas of
their romantic and friendship experiences, their relationship behaviors, and with respect to subtle

aspects oftheir interpersonal functioning. The findings of Study one reveal ways in which

persons with social phobia are both sirnilar and quite different in their interpersonal functioning

relative to the comparison groups. The results of study Two provide valuable information fo¡

ongoing research and treatment consjderation.
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Table 38.

InterÞersonal Measures: Repeated Measurcs Analvses of Selected (Explo¡atorv) Subscale Ratinqs
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n2dfF

EAS Anger

EAS Activity

EAS Sociabilitv

RAÀS Anxiety

IIP Hard-Assertive

IIP Hard-Submissive

IIP Hard-Intimatc

IIP Too Responsible

Condrtion

Time

Time x Condition

Condition

Time

Tiure x Condition

Condition

Time

Time x Condition

Condition

Time

Tirre x Condition

Condition

Time

Time r Condition

Condition

Tilnc

Time x Condition

Condition

Tilnc

Time x Condition

Condition

Time

Time x Condition

.50

.01

L4t

.04

.01

.92

.03

10.86

.20

.05

8.67

3.t7

.t6

26.80

2.07

.t9

2.89

2.03

L86

3.54

L44

.32

8.85

.08

l,6t
l, 6l

1, 6t

l, 6l

1, 6l

l, 6l

1,61

1,61

I, 6I

l,6t
l, 6l

1,61

I, 6I

t, 61

t, 6l

t, 61

l,6t
t, 6t

1,61

t,6l
1, 61

l,6l
1,61

l, 6l

¡/,s .01

N,ç .01

¡/,s .02

ì/,s .01

¡\/,s .01

N,S .02

NS .01

.01 .15

NS .01

¡/s .01

.01 .12

N,S .05

¡/,t .01

.01 .31

l¿s .03

¡/,s .0I

NS .05

¡/,t .03

NS .03

NS .06

NS .02

N,S .OI

.01 .24

N,S .01
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Table 38 (continued).

lntemersonal Measu¡es: Repeated Measures Analvses of Selected (Exploratorv) Subscale Ratines
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IIP Too Controlling

IIP Total

Condition

Time

Time x Condition

Condition

Time

Tinle x Condition

.54

.19

.07

.ll
22.83

2.81

1, 61

l, 6l

l, 6r

1,6t

r, 6l

1, 6l

N.S .01

N,S .01

ì/,s ,01

¡/,s .01

.01 .27

N.S 04

Note. NS= nolt-sisnificant r¡> 05
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Study One

one purpose ofthis study was to differentiate aspects ofinterpersonal functioning in

persons with social phobia versus persons whose lives are not significantly affected by social

anxiety While there were several areas of dating/spousal relationship and friendship experiences

for which no differences were found arnong the social phobia, healthy control, and panic disorder

comparisons, other areas ofrelationship experiences and interpersonal functioning were strikingly

different The Study one findings may be seen as a reflection in part of what qualitatively

distinguishes interpersonal functioning in social phobia.

Daring/spousal t'elarionships. comparison ofthe healthy control and social phobia

participants regarding their dating/spousal relationship history revealed several clear differences.

with respect to the overall tone oftheir interpersonal functioning, compared to the healthy

control participants, the people with socìal phobia in this study indicated that they considered

themselves to be both rnore difficult to get to know and less comfortable in getting close to

others. They also indicated that they were less satisfied with their dating experiences and their

current or anticipated satisfaction with long-terrn dating or spousal relationships.

The male participants with social phobia were quite distinctive in many areas of their

dating/spousal and friendshìp experiences. Relatíve to all other study respondents to statistically

significant levels, they reported the lowest rates ofdating and long-term relationship history, they

indicated that they had been told most frequently by both dating/spousal and close friendship

partners that they are difficult to get close to, and they regarded themselves to be both most

difficult to get to know and the least comfortable in getting close to others. Lastly, although not

statistically different from the other participants, the males with social phobia reported the lowest

rates of currelit marital/spousal relationship status.

It has been proposed that considering one's self as difficult to get to know and being less

comfortable in getting close to others may be tied more to general anxiety about being evaluated
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by others, and less so in terms of anxiety that is particular to intimate relations @oi & Thelen,

1993). The social phobia male participants' mean scores for these items were lowest relative to

the other respondents in the study, yet the social phobia males in this study who had dating

experiences reported that they were involved in current exclusive relationships, had a number of

long-term dating partners, and had long-term relationship durations, which were on par with the

healthy control males. Studies have established that many individuals with significant anxiety

about intimate relations may nonetheless date as frequently as those who do not experience such

anxiety (Descutner & Thelen, 1991) This may be understood in the context of a universal dritte

for intinacy, which purportedly rnotivates those who fear intimacy to nevertheless pursue close

interpersonal relations. Still, it has been suggested that having rnany dating relationships is less a

determinant ofthe degree ofcomfort with intirnacy a person may have, as is the impact ofhaving

only one, brief rewarding dating relationship (Sherman & Thelen, 1996).

The Study One results raise the possibility that males with social phobia who are active in

dating and have had close long-term relationships, share some aspects of interpersonal

experiences that are comparable to those ofhealthy control males. However, it is possible that

some males with social phobia in the study have relatively more intense anxiety regarding dating

and close ro¡nantic relationships. For these individuals, the intense anxiety may prevent them

from initiating and possibly experiencing even one brief, rewarding dating relationship which

might otherwise promote the pursuit oflonger-term relationships and the extent to which such

relationships rnay begin to be perceived as intimate and satislying experiences.

The majority of males with social phobia in the study were also quite similar to the other

participants in terms ofhow emotionally close they rated themselves to be with their current

romantic partners (if they were in a relationship), the amount of time they spent with those

partners, and the extent to whìch they discussed personal issues and feelings with them. Despite

these similarities, however, both males and fernales with social phobia indicated that they are less
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satisfied with the quality of their dating and spousal relationships relative to the healthy control

participants, and about halfofthem reported that their romantic relationship partners have told

them that they are difficult to get close to. Previous research is consistent with these findings in

that, it is less the extent of dating and close relationship experiences, but more the quality and

perceived satisfaction ofthose relationships, that is related to interpersonal intimacy (Sherman &

Thelen, 1996)

of additional note, the male social phobia participants' report that they are relatively

ÍÌequently told by their rornantic paltners that they are difficult to get to know may be more than

an indicator of how they function in their romantic relationships (Doi & Thelen, 1993). Research

has shown that people with social phobia may be rated by others as lacking in overall social skills

and that as potential dating partners, they rnay be rated as less desirable by others (Johnson &

Glass, 1989, Johnson et a].., 1995). It is also suggested that people with social phobia not only

tend to emit social behaviors which are associated with negative interpersonal outcomes, but are

also likely to rate themselves as having social ski[ deficits (Alden & Bieling, 199g; Alden &

wallace, 1995; Segrin, 2000). Finally, given the one collateral index ofhow the male social

phobia participants function in their relationships, it is possible that, ifqueried, their romantic

partners may repoft that there are difficulties regarding ìnterpersonal closeness and satisfaction in

their relationships.

Ofnote, however, the females-only comparisons yielded significant differences between

the healthy control and social phobia samples for only easy to geÍ Ío know and comfoft gerÍing

close to people (the panic disorder sample means did not differ from those ofthe other two

samples). These findings suggest that wornen with social phobia may be quite similar in their

romantic relationship functioning to rnost other wornen, including not only healthy females, but

also those with panic disorder. Further, although research generally suggests that women tend to

place more importance on and to value closeness in their close, personal relationships to a greater
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extent than do men (Sherman & Thelen, 1996), the findings ofthis study are equivocal regarding

this, given that for most of the iterns related to interpersonal closeness, the male healthy control

participants evidenced comparatively high mean responses.

Nonrontantic relationships. In contrast to their dating and spousal relationships, the

males and fernales with social phobia were much more alike in terms of their nonromantic

relationship functioning. Relative to the healthy control participants, they had fewer ofboth past

and current friendships, had been told at greater rates by their friends that they are diflìcult to get

close to, reported that they were less satisfred with the quality oftheir frìendships, and were less

confident that their closest friends would keep their secrets private. Although it has been reported

that women in general tend to derive intimacy from a wider social network than do men (Doi &

Thelen, 1993), based on the study findings, both wornen and men with social phobia have

comparatively lirnited social networks.

The results revealed an interaction effect in which male social phobia participants reported

the lowest frequency ofpersonal discussion with their closest friends relative to the healthy

control participants and the social phobia females. However, a gender main effect indicated that

both the healthy control and social phobia males spend more time with their closest friend than do

their female couÍìterpaÉs. As such, although the males with social phobia who are in a friendship

relationship may not engage in intir¡ate discussion with their closest friends as frequently as do the

healthy control males, they are likely to at least spend as much time with their friends as they do.

of additional note, relative to all other study respondents, the healthy control male participants

were more variable with respect to the gender and designation oftheir closest friend as relative vs.

non-relative. This is surprising with respect to the social phobia participants in that it has been

reported that individuals with Iow levels oftrust tend to disclose more about themselves to family

members rather than to their friends (Steele, 1991).
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These latter findings both support and contradict previous research in which it was

reported that community dwelling males spent more time with their friends in sports or common-

interest activities âs a way to establish intimacy, compared to females, who were more likely to

engage less in acrtvities per se, but more so with respect to direct personal, intimate

communication with their friends (Sherman & Thelen, 1996). It is possible that the seemingly

contradictory findings for these aspects ofinterpersonal behavior demonstrated by the healthy

control males in this study may be explained in part by their greater total years ofeducation. That

is, the higher education level for the healthy control males may have offered a comparatively

wider breadth of interpersonal experiences relative to the other participants, or may have

increased their acceptance ofchanging gender role expectations and the impact this has had on

interpersonal norms (Descutner & Thelen, 1991). However, given the lack of strong correlations

in the study sample between total years ofeducation and the various interpersonal measures, the

interpersonal flexibìlity evidenced by the healthy control males is more likely to be evidence of

their generally healthy functioning Q.{ovaco, 1994). still, the discrepancy between the healthy

control males and females ìn terrns of their respective frequency of personal discussions, or the

time spent, with their closest nonromantic friends suggests that the healthy control females may

focus more on their romantic relationships, and that healthy control males may invest their tirne in,

and satisfy their drive for intimacy, across multiple close relationships.

The females-only analyses of the items regarding nonromantic relationships were more

differentiating across the social phobia, healthy control, and panic disorder samples. The mean

responses regarding the numbers ofboth past and current friends were significantly greater for

the healthy control vs. the social phobia sample, although the panic disorder means did not differ

from those ofeither ofthe other sanrples for these items. Further, there were no differences with

respect to the proportions ofthe par-ticìpants who had been told by their friends that they are

difficult to get to know, the time they spend with their closest friends, or the frequency oftheir
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personal discussions with their closest friends. However, the panic disorder and social phobia

mean responses were very similar, but were significantly lower than those reported for the healthy

control sample, with respect to their satisfaction with the quality o{, and their confidence in, their

close nonromantic friendships. Overall, these results suggest that women with social phobia may

be more comparable to women with panic disorder than they are to healthy women in terms of

their nonromantic friendships. In contrast, there were no differences among the samples

regarding their romantic relationships. One possible explanation ofthese findings is that gender-

role socialization may be quìte influential and may have exerted a leveling effect across the social

phobia, healthy control, and panic disorder samples in terms oftheir romantic relationships, but

less so with respect to their nonromantic friendships.

self-report nteastn'e,\'of inÍet pet'sonctl functioning. without exception, the sociat phobia

and healthy control comparisons supporled the study one hypotheses regarding differences in

aspects of temperalnent, attachment, fears and perceptions of risk in intimacy, and type of

interpersonal problems that are most distressing in social phobia. The comparisons including the

panic disorder sample were varied and Iess consistent with the study predictions.

As predicted, the analyses of EAS temperament were congruent with the proposition that

Distress, Fearfulness, and low Sociabìlity temperament are important contributing factors to the

development ofsocial anxiety (Doi & Thelen, 1993). Descutner and rhelen (1991) reported that

individuals who have a traitlike predisposition to social anxiety are more likely to experience

distress and inhibition at the prospect of exchanging thoughts and emotions with others who they

value, which affects both their verbal and non-verbal interpersonal behavior and limits the

development of intimacy in close, personal relationships. ofparticular note, however, EAS

Fearfulness, while predicted to be highest for the social phobia participants, was actually highest

for the panic disorder sample. upon review ofthe items that contribute to this subscale,

Fearfulness appears to relate more to a tendency to be fearful in the general sense, and less
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specifically to social anxiety. The items reler to being easily frightened, feeling panic when afraid,

and having more fears in general than others do, which at face value are more reflective ofthe

anxiety experiences ofpersons with panic disorder, rather than those with social phobia.

The results of the RAAS comparisons of attachment behavior in adult romantic

relationships correspond with recent research comparing the attachment behavior ofpersons with

social phobia and healtliy control participants @ng et al., 2001), given that the social phobia mean

scores were signifìcantly lower lor RAAS close and RAAS Depend, but were higher for RAAS

Anxiety attachment. However, it is interesting that the panic disorder and social phobia sample

means were indistinguishable for Anxiety (i.e., fear ofabandonment in close relationships) of
note, the items that comprìse RAAS Anxiety are marked by worries (e.g., that romantic partners

may hurt, will not stay with, or will not care for, the respondent), and distress due to worisome

thoughts exemplif,' a cognitive attribute that is common across various types of anxiety disorders

(e.g., panic disorder, social phobia, obsessive compulsive disorder, and generalized anxiety

disorder). As such, it is not surprising that the mean scores for RAAS Anxiety were quite similar

for the social phobia and panic disorder samples. Further, it has been reported that RAAS

Anxiety attachrnent is positively associated with avoidance of humiliation and interpersonal

rejection (Descutner & Thelen, 1991), and with problems with assertiveness (i.e., H-Assertive;

Horowitz, Rosenberg, & Bartholomew, 1993), all of which are frequently noted characteristics of

social phobia.

The social phobia and panic disorder respondents were also indistinguishable regarding

their rnean scores on the RII (a measure ofperceived risk in intimacy), which were significantly

higher than that ofthe healthy control participants. Studies have shown a positive relationship

between RII and interpersonal mistrust, anxious attachment behavior, having fewer close

friendships, and less likelihood ofbeing involved in a romantic relationship (Descutner & Thelen,

1991). However, only the socìal phobia participants reported having fewer close friends relatìve
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to the healtby controls. As such, it may be that the intensity with which individuals who have

panic disorder regard intìmacy as a risk or threat may be similar to persons with social phobia.

However, people with panic disorder may be less constrained by their mistrust, at least in terms of

their interpersonal behavior, so that they are able to maintain a greater number offriendships.

The comparisons regarding fear of intimacy in friendship (FIS-F) indicated that the social

phobia participants have greater Current, Past, and Total fears, relative to the panic disorder and

healthy control respondents,. It is somewhat surprising that the panic disorder mean responses

were indistinguishable from those ofthe healthy controls for the FIS-F, given that the panic

disorder sample means were quite similar to those of the sociat phobia sample for RAAS Anxiety

and the RII. However, these results seem less unusual considering that the panic disorder

participants, unlike the social phobia respondents, did not report having significantly fewer

friendships relative to the healthy controls. Although individuals with panic disorder in this study

are more similar to those with social phobia regarding aspects of their attachment functioning and

perceptions that intimacy is risky, they appear to be more similar to the healthy control

participants in their capacity to make and keep friends. This may be explained by sherman and

Thelen's (1996) notion that the Fear of Intimacy construct emphasizes less the interactions

between relationship partners, but more the psychological processes within the individual that are

specific to social fears (e.g., feeling nervous to show strong feelings to others), which seem less

oriented to the general fearfülness and distress that are more reflective ofpanic anxiety.

The high FIS-F mean scores for the social phobia sample in this study are consistent with

the notion that fear of intirnacy hinders the development oflong-term relationships and reports

that it is associated with having fewer friends (sherman & Thelen, 1996). However, the present

findings are somewhat contrary to research regarding the relationship between gender and

intimacy fears, given that previous studies have shown that males tend to report higher levels of

intimacy fears than do women (camarena, 1990; Sherman & Thelen, 1996) while comparisons
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ofthe healthy control and social phobia participants in Study One indicated group differences on

the FIS-F, no main effects or interaction terms were found involving gender. Still, consistent with

reports that fear of intimacy is negatively corelated with interpersonal disclosure (Descutner &

Thelen, 1991), a significant interaction effect revealed that the males with social phobia reported

the lowest frequency ofdiscussion about personal feelings with their closest nonromantic friend.

The frndings on measures ofinterpersonal problems (IIp) supported the Study One

predictions that the social phobia sample means would exceed those ofthe heathy control sample

for H-Assertive, H-Sociable, H-Intimate, and IIp rotal. Given that social phobia is largely

chatacÍ.erized by high social anxiety, it follows that those who are so affected would report that

they are much more distressed than healthy individuals are by a variety ofrelationship issues

(Kachin et al., 2001). Moreover, if social anxiety is construed as a continuumJike aspect of

human experience (Stein, Torgnrd, & walker, 2000) which involves end points of(a) healthy

social functioning (i.e., relatively few and less intense episodes ofdistress in social interaction)

and (b) social phobia (i.e., pathological social anxiety due to excessive fears ofbeing negatively

evaluated by others), then the frndings for the healthy control and social phobia sample means for

the subscale Sociable (respectively, lowest and highest mean scores) may be indicatìve ofthese

extremes.

The highest mean score on T-controlling, which was found for the panic disorder sample,

may reflect one ofthe rnore common symptoms ofpanic anxiety, the fear of losing control (of

physiological and mental functioning), which is less pronounced in social phobia. It is also not

unusual that the highest mean scores on H-Assertive, H-Intimate, H-submissive, and rotal IIp

were reported for the social phobia sample, given the extent to which problems with assertiveness

(Alden & Phillips, 1990), rrust regarding inrímacy (Mikulincer & orbach, 1995), allowing one's

selfto be submissive in close relationships (cloitre & Shear, 1995), and overall interpersonal

difficulties (Kachin et aL,2001) are characteristic of interpersonal functioning in people with
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social phobia. The social phobia participants also scored higher than the healthy control

participants on T-Responsìble, which may be a reflection ofthe distorted cognitions that many

people with social phobia have regarding the extent to which they believe they are responsible for

the success and failure oftheir social interactions (euilty et al., 2001).

It is surprising that the panic disorder sample means were indistinguishable from those of

the social phobia sampie for several ofthe IIP subscales. Persons with social phobia, like those

with panic disorder, often cope with their distress through avoidance and social withdrawal, which

limits their social experiences and hinders the development or practice ofinterpersonal coping

skills, thus increasing the likelihood ofhaving more interpersonal problems relative to healthy

individuals (Wenzel, 2002). However, research has been equivocal regarding whether individuals

with generalized social phobia experience more or less impairment in daily living compared with

individuals with panic disorder (Si'ron, otto, Korbly, peters, Nicolaou, &. pollack, 2002).

Nonetheless, recent studies have shown that people with panic disorder tend to experience more

health related concerns and to report more limitations due to physiological problems than do

those with social phobia, and that people with social phobia report that they are more impaired in

areas outside of occupational functioning (euilty et a1.,2002; Simon et al., 2002). This

underscores the importance offunctional assessment, including information about the specific

types ofinterpersonal problems that are particularly challenging for each ofthese common anxiety

disorders (Horowitz, 1996; Strar,ynski et al, 2001). Moreover, quality of life measures are

increasingly being used to explore and clari$, specific role limitations due to the impact of

emotional vs. physiologìcal problems and interpersonal functioning (euilty et a1.,2002) This may

be particularly useful in treatment planning for social phobia and panic disorder, given that some

therapies may have similar impact on the reduction ofanxiety in general, but may be qualitatively

different in terms ofmeaningful effectiveness across areas ofinterpersonal and daily functioning

(Mendlowicz & Srein, 2000).
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Study Two

The purpose of Study Two was to determine the extent to which the aspects of

interpersonal functioning explored in Study One might change within the short time frame a of 13

weekly session group intervention focused on reducing social anxiety and social avoidance.

Results from the major treatment study indicated that anxiety symptoms and avoidance were

significantly reduced with treatment (walker et al., 2001) we found that there were changes

attributable to the group treatment in only two areas ofinterpersonal functioning, increases in

ratings of close attachment (RAAS) and reductions of ratings in Hard to be sociable (IIp H-

Sociable). No changes due to the group treatment were found in any ofthe other measures.

Attachrnent behavior, historically construed as a largely enduring aspect ofpsychological

operation, is increasingly being considered to be a more fluid component ofinterpersonal

functioning (cassidy, 2000; Fraley & Shaver, 2000). Atthough artachment appears to be

reasonably stable and trait-like over short intervals, research has shown stability rates of only 70To

over intervals ranging from 8 mos. to 4 yrs. (Baldwin & Fehr, 1995). This has raised questions

regarding what factors may be related to attachment instability (Simms, 2002), and,it is now

suggested that the continuity ofattachment rnay fluctuate with changes in the social environment

and mental representations ofattachment figures (cassidy, 2000, Fraley & Shaver, 2000).

Further, recent research suggests that attachment behavior may be an important predictor of

treatment effectiveness, and how individuals with social phobia operate in social relafions and

interpret their social environrrent (Eng et al., 2001). As such, increased focus on attachment in

treatment planning in social phobia may be irnportant in initiating change in overall interpersonal

functioning (Wenzel, 2002), especially because studies have reported strong correlations between

RAAS Close attachmenr and measures of sociability @oi & Thelen, 1993).

The post-treatment changes in this study may indeed be a reflection ofeffective treatment

intervention, especially because havi'g problems in being sociable is a functional, if not
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diagnostìc, distinctìon ofsocial phobia (Kachin et al., 2001). However, beyond the effects of

fherapy per se, it is possible that participating in a group treatment format may have contributed

something to the changes in close attachment and Hard to be sociable (RAAS close and IIp H-

Sociable), perhaps due to the beneficial effects ofexposure to group members or the dynamics of

the group itself.

It is interesting that close attachment and Hard to be sociable (RAAS close and IIp

Hard-Sociable) changed with treatment, but that fear (FIS-F current) and perceived risk (RII) of
intimacy did not, given that individuals with intimacy problems tend to withdraw from

relationships before closeness and trust may be established (Descutner & Thelen, 1991; wenzel,

2002) Il is also somewhat surprising that EAS Distress and EAS Fearfulness did not change at

post-treatment, because anxìety related symptoms in social phobia are frequently among the first

areas of concern to show improvement (Mendlowicz & Stein, 2000). However, although the

individuals in the group treatment condition may have experienced continued distress, fearfulness,

fear of intimacy and interpersonal mistrust to substantial levels, these participants appear to

nevertheless have been able to tolerate their fears as they began to make progress in being

comfortable with close attachment and coping more effectively with problems in being sociable.

The limited support for the Study Two predictions of post-treatment change for this

variable set may also be due in part to (a) the nature ofthe generalized subtype of social phobia

and (b) the kind ofinterpersonal functioning tapped by the measures used in this study. First,

research has shown that people with the generalized subtype ofsocial phobia are pervasively

impaired (Brown et al., 1995;Hope et al., 1996; Turner et a|., 1996). Although symptoms of

social phobia in these individuals may improve with treatment, the improvements are

comparatively less than those reported for persons with non-generalized social phobia. Based on

one criterion often used in behavioral assessment research (Blanchard & schwartz, lggg), a 50%

change in scores constitutes an effect of clinicat sigttif cance. Thegroup treatment participants,
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mean score pre-post changes were 14% for RAAS Close attachmenf and 22Yo for IIP Hard to be

Sociable, which do not satis$' this criterion for clinical significance. However, given the

expectation of comparatively lower improvement rates for persons with generalized social phobia,

it may not be appropriate to hold the post-treatment differences in this study to this standard.

Further, research has shown that people with generalized social phobia remain more

impaired after treatment cornpared with normal controls (Brown et a1.,1995;Enget a1.,2002).

The mean post-treatment scores ofthe group treatment participants for RAAS Close attachment

and IIP Hard to be Sociable, while evidencing statistically significant change, continued to differ

substantially from the study one healthy control participants' mean scores (see Table 31). In

illustration ofthe extent ofenduring deficiency, the group treatment participants, post-treatment

mean score for RAAS close attachment was -1.59.çD , and for IIp Hard to be Sociable was

+3.10 .çD, relative to the Study one heatthy control group means for these measures.

Second, given that the nongeneralized, specific-subtype ofsocial phobia tends to show

more improvement with treatment, it is suggested that this may be less due to functional kinds of

improvement but more to emphasis during treatment on a specific type of problem, which is less

feasible in treatment plans for generalized social phobia because ofthe wider range of

interpersonal impairment (Turner et a|.,1996). Furthermore, most treatments for social phobia

target decreases in anxiety and avoidance behavior, although social functioning is often relatively

unspecified and remains Iargely unaffected by treatment (Stravynski et al., 2001). Pertinent to this

study, wenzel (2002) reported that attachment and intimacy problems may take longer to change

and require innovative treatment intervention. Finally, difficulties in personal relationship

functioning are both causes and consequences ofsocial phobia and, as such, initial improvement

may be slow due to the time required to develop close relationships and to evidence change

(Segrin, 2000)
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The foregoing discussìon regarding the diffculty in treatment, and the slow rate ofchange

in generalized social phobia, however, does not account for the unexpected time main effects

which emerged in both the predicted and exploratory analyses. One important factor common to

both the group tfeatment and no-group treatment respondents over the course ofthe study was

their participation in the research project. It is possible that simply participating in the study may

have altered the participants' self-appraisals regarding their ability to confront their fears and to

cope with interpersonal difficulties (Ross & conway, 1986; wilson & Ross, 2001). conversely,

an additional possibility is that contact with the researchers generated a Hawthorne or a social

desirability effect, which may have influenced the participants' questionnaire responses toward a

more favorable self-presentation. Finally, talking with the researchers about their problems and

answering questions al¡out their functioning may have resulted in inadvertent therapeutìc benefit

for the participants (i.e., "talk" therapy effects and resultant attitude change, unintended cognitive

and exposure interventions due to thinking about and completing the questionnaire packages, or

serial assessment effects), which may have contributed to post-treatment changes.

Implications oJ the Resecn.ch

Clinical inrplicalioTts. The results ofthis study raise several areas ofconsideration

regarding treatment for the irrpaired interpersonal functioning and poor social support in social

phobia. Implications of the study concern not only group, family, couple's and individual

therapies, but also the need for fluid and creative intervention. Rather than the reduction of

anxiety and avoidance behavior that is historically typical of treatment, recent research and the

results ofthis study suggest that intervention directed toward specific aspects of, or role

limitations due to, impairment in interpersonal functioning may offer more practical treatment

gains and reduce relapse (Qui]ty et a|.,2002; Strarynski et al., 2001). The context, timing, and

modality oftreatment may also substantially influence the outcome oftherapy.
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A group format may offer fherapeutic options which are especially important in social

phobia, and somewhat limited in other treatment modalities. If becoming comfortable with

getting acquainted is an initial step in confronting intimacy fears and developing close, supportive

interpersonal ties (Aiden & Bieling, 1998; Doi & Thelen, 1993), then the context ofgroup

treatment offers opportunity for an individual with social phobia to test and alter expectations

regarding rejection or abandonment, and to explore through the group how he or she is seen by

others (Kachin et al., 2001, Segrin, 2000). Group treatment also provides the opportunity for

group members to learn to obsele and describe others, which may foster psychological

mindedness, reduction of problematic automatic behavior (Kachin et al., 2001), and also provides

a context in which specific role play and skill development may occur (Alden & wallace, 1995;

Strai,ynski et al., 2001; Turner et a|.,1996).

cognitive behavioral interventions, which may be applied in group, individual, and selÊ

help formats, are being developed in which there is more focus on the quality ofrelationships and

interpersonal functioning. Increasingly, the focus ofsuch treatment is to develop interventions to

fit goals specific to improvement in interpersonal functioning (stein & walker, 2001; Strar.ynski

et al., 2000). However, based on the findings and earlier research, treatment response may be

slow. In the case ofgeneralized social phobia, it ìs likely that treatment effects may be relatively

low and that there :nay be residual post-treatment impairment (Eng et a1.,2002). As such, it has

been suggested that extended periods oftreatment with generalized social phobia is warranted

(Brown et al., 1995). This rnay involve an increased number of sessions, variatìons to the

schedule in the latter-third oftreatment, including increased intersession intervals to allow time for

generalization ofsession and homework assignments, and extended follow-up or booster sessions

during which specific aspects ofsocial functioning are assessed, the results ofwhich may be used

to plan ongoing tÍeahnent.
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The timing of intervention in social phobia is also very important because early onset of

social phobia is a predictor of comorbidity and greater impairment in interpersonal, academic, and

career functioning (Brown et al., 1995; Stein & walker, 2001). Attachment functioning is a

crucial consideration in intervention, given that attachment is to some degree plastic (Simms,

2002), may be influenced by environmental and mental representation changes (cassidy,2000;

Fraley & Shaver, 2000), and is an important predictor oftreatment response (wenzel, 2o02) and

how individuals with social phobia operate in social relations and interpret their social

environment (Eng et al., 2001). As such, the earlier a need for intervention is identified, the

greater the likelihood that problems with attachment functioning and being sociable may be

addressed. Increasingly, community outreach programs are screening school age children for

anxiety disorders, including social phobia (Dadds et al.,1997), and psychoeducational group

interventions are offered to arrisk children and their parents in hopes that impairment may be

reduced or avoided (Barrette et al., 2001)

This study dernonstrated that individuals with social phobia have relatively fewer friends

and less satisfaction and confidence in, or support from, their close friendships. Inadvertently, the

spousal partners ofpersons with social phobia may be significantly affected by this, given that

close friendships are believed to help maintain the stability ofspousal relations because they help

to meet the overall need for intimacy (oliker, 1989; Rhodes, 2000). Additionally, while it has

been suggested that social phobia rnay foster emotional contagion in friendships (Alden & Bieling,

i998), this may also be true of spousal relatìonships, especially if the partner ofthe person with

social phobia is over burdened due to his or her role as primary provider ofsocial support

(Rhodes, 2000) The level ofsatisfaction with social support and other aspects ofcouples-based

activities may be regarded as insufficient by the spouses ofpeople with social phobia, especially if
they limit their own social pursuits in deference to those oftheir socially anxious mates. Fina¡y, it

is possible that when a person in treatment fo¡ social phobia begins to undergo changes in his or
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her social functioning, the changes in that person may then lead to shifts in existing relations with

the spouse, which may instigate significant adjustment issues in the relationship.

As such, a couple's therapy format may be an effective intervention regarding not only the

direct impact olsocial phobia on the person with the diagnosis, but also in terms ofthe spousal

partners, who may have experienced signifrcant secondary impact ofsocial phobia on a ch¡onic

basis The focus in such therapy might involve (a) the development of options to corect the over

burdening ofthe partner who provides the primary social support ofthe other, (b) the couples,

learning to increase collective satisfaction by shifting attachment patterns, (c) facilitating

adaptation to changirg roles and responsibilities in the relationship, and (d) promoting the

establishment ofnew relationships with other individuals or couples, etc.

The results and implications ofthis study may also be applied to planning and

implementing individual treatment for social phobia. The therapy context itself is one in which the

person with social phobia will need to contend with temperament, attachment, fear ofand

perceived risk in intirnacy, and a range ofinterpersonal problems. The therapist's awareness of

the potential for these factors to affect engagement in therapy may be used to augment the

therapeutic alliance and the effectiveness oftreatment.

Fuftre reseorcJt The exploration ofinterpersonal functioning in social phobia is a

burgeoning field, and the results ofthis study and other recent research raise the possibility of

several areas for future consideration. unfortunately, the sample size ofparticipants with

generalized social phobia in this study was not large enough to allow comparison ofthose who

were not currently involved in an exclusive spousal-type relationship with those who were.

Research findings suggest that people with generalized social phobia who are not in close

personal relationships experience more anxious attachment and are more impaired across a wide

range ofdaily functioning (Eng et al,, 200I; wenzel, 2002). studies of social support indicate

that males who are unmarried are more likely than mar¡ied individuals and unmarried women to
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experience greater health and psychological problems (Rhodes, 2000). Gven that the male social

phobia participants in this study reported the most diffrculties in several areas ofrelationship

functioning, the exploration of whether males with sociat phobia who are not involved in spousal

relationships experience ã. greatü degree ofinterpersonal impairment and health problems may be

relevant regarding the identification of risk factors for additional problems, and the development

ofintervention strategies to strengthen physical and psychological well-being (euilty et al., 2001;

Mendlowicz & Stein, 2000).

The present study describes the personal relationships ofa clinical sample ofpeople with

generalized social phobia. However, although the findings reveal much about certain aspects of

their interpersonal functioning, a richer understanding would involve information from and about

their relationship partners. These persons might include spousal partners, family mernbers, and/or

close friends. Information frorn them may help to determine the extent to which the paficipants'

self-reports regatding their relationship functioning, role limitations, social skills, and types of

interpersonal problems correspond with their relationship partners' perceptions of the same.

Further, it is suggested that self-report measures of functioning in individuals who experience

psychopathology [e.g., social phobia] may often be influenced by the cognitive, affective, and

interpersonal appraisals which forrn the conceptual basis ofa given measure itself (Atkinson,

zibin, &' chuang, 1997; cited in Quilty eta1.,2002, p.6). cognitive and affecrive disrortions,

response bias, etc., may compromise the accuracy of selÊreport measures (Quilty et al., 2002);

assessment by relationship partners may strengthen the validity ofthe social phobia participants'

self-reported functioning. Of additional utility, measures taken over the course oftreatment from

both the person in treatment and a relationship paftner may also be valuable to detennine whether

the selÊ and other-reported ratings increasingly correspond with each other as the socially anxious

person begins to restructure the cognitive and affective distortions that are common in social

phobia.
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In earlier discussion it was suggested that the primary partners ofpeople with social

phobia may be overburdened by the extent to which they provide support to the socially anxious

individuals, yet little is known about the degree of"secondary" effect they may experience (e.g.,

fewer friends or social isolation, depressed mood or anxiety, arguments with the partner, etc.), or

whether there are restrictions they accept in deference to their socially anxious partners' distress

(e.g., limiting academic orjob opportunìties that might require relocation, being less able to

participate in work-related socializing when partners are included, etc.). As such, gathering data

frorn the relationship partners ofthose with generalized social phobia may contribute to the

development ofalternative treatment modalities or clari$ the need for intervention for those who

are indirectly affected by the impact ofgeneralized social phobia (Mendlowicz & stein, 2000).

Finally, future research rray involve the use of quality of life measurements, not only as an

additional reflection ofoutcome effectiveness, but also as an adjunct regarding what may

constitute clinically significant change with treatment. Further, Eng et aL (2002) noted that due

to the pervasive impairment in social phobia, significant life changes resulting from intervention

may take months or years before they may be recognized. Assessing pre- and post-treatment

quality of life may help to clariÛ' the extent to which even small, slow to change treatment effects

may be personally meaningful and clinically significant from the perspective ofthose who are

participating in treatment.

Linùtalions of the Sludy

This study is somewhat limited with respect to the generalizability of the results. Because

of the problems with gender distribution in study one (i.e., too few males to allow for group with

gender comparisons across the healthy control, social phobia, and panic disorder groups), the

findings in the females-only analyses can not be generalized to males with panic disorder. Further,

due to the location ofthe hospital in which the recruitment for participants for the study took
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place, the racial distribution was marked by a preponderance ofcaucasian participants, which

limits the generalizability ofthe study findings to other racial groups.

The analyses in the study were also somewhat limited because of the large number of

variables that were examined. However, the variables theoretically proposed as factors important

to interpersonal functioning in social phobia were numerous and conceptually overlapping.

unfortunately, little evidence existed before this study to suggest which variables might be

potentially greater contributors to interpersonal functioning in social phobia, and the variables

selected for exploration were chosen because they were representative ofthe multiple factors

included in the rnodel of social phobia (Markway et al., 1992)_

Although the results in Study One differentiated the healthy control and clinical groups

and were largely consistent with the study one hypotheses, the results of Study Two were less

supportive ofthe hypotheses. It is possible that other measures ofinterpersonal functioning may

help to clarify what constitutes effective treatment. Nonetheless, changes in interpersonal

functioning may be subtle and difficult to measure, especially if impairment is relatively high. In

consideration ofthis, it is also possible that variables for which no significant differences were

noted at post-treatment in the present study may evidence change over longer term time.

Therefore, this study is lirnited due to the unavailability of follow-up assessment of functioning

and relapse. Longer-term monitoring would have clarified ifthe improvements in attachment and

being sociable were maintained, in addition to determination of whether any of the remaining

variables showed improver¡ent with additional post-treatment time. our group is gathering

follow-up inforn.ration on the participants in this study but that information is not available at this

time.
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Appendix A

INFORMATION AND CONSENT FORM

Title ofStudy: Characteristics and Quality ofPersonal Relationships in
Generalized Social Phobia

Investigators. Carrie Lionberg, M..4., Ph.D. Candidate
University of Manitoba

John R. Walker, Ph.D., C.Psych.
Senior Psychologist

Description of stud:¿

In. order to_provide as effective a service as possible, it is important for the staffof the Arxiety
Disorders Clinic to carefully evaluate the pròblerns experienðed by patients referred to our service
The more we understand about these factòrs, the morè effectively *e can provide service.

We are asking patients seen in our clinic to consider participating in our research. This involves
meeting_with one of the psychologists at the Clinic frir an initial interview during which you will
be asked about various emotional experiences and problems. This inferview will be simiar
(although more extensive) to the standard assessment interview normally conducted prior to
starting any kind of treatment at the Clinic. This initial interview will take approximátely two
hours.

In addition, you will be asked to cornplete a number of questionnaires. Several ofthese
questionnaires are normally used during assessment andÌreatment as part ofour routine
evaluation. Several others are included mainly for research purposes.

The questionnaires we are using cover the following areas:

. -.a description of the types of difficulty you may have with anxiety and related problems
such as depression.

- distress in social situations, relationships, and types of social interactions.

There may be sorne duplication in the items frorn different questionnaires. This happens because
we are working to establish which questionnaires are most helpful with which problèm, The
questionnaires will take approximately I % hours to cornplete.
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RISKS OF THE STIJDY

There are no significant risks associated with this study, The cost to you will be the time it
requires to participate.

POTENTIAL BENEFITS OF THE STTIDY

This study.is designed to acquire information that will, in the long run, lead to an improved
understanding-of anxiety diso.rders. The knowledge gained fromlhis Átudy will be oîconsiderable
potential benefit to the scientific comrnunity, and ultimately, we hope, to iidividuats who suffer
from anxiety disorders.

RESEARCH PERSONNEL

This study is being conducted by the staffof the Anxietv Disorders Clinic at St. Boniface General
Hospital.. If,you. have anv questions or concerns about ihe study please contact Carrie Lionberg
or Dr. John Walker a

VOLTINTARY PARTICIPATION

Your. participation in this study is entirely voluntary. Ifyou choose ro participate you are free to
wìthdraw at any time. You may also choose not tó answer any questiois or ôuestionnaires that
are apart of the project. This will not affect your treatment in tlie Anxiety Disorders clinic.
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I understand that my participation is voluntary and that I may withdraw at any time vvith no
penalty. I may also simply not answer any questions or ques-tionnaires that aie a part of the
project. .This will not affect my treatmeni in the Anxiety bisorders Clinic. I undérstand that any
information derived from this study is confidential and may only be shared with the staffinvolvéd
in the study.. I also understand that this infon¡ation will bê useã for research purposes, but that
any details that may reveal my identity will be excluded from any research rep'orti.

SOCIAL PHOBIA STUDY CONSENT FORM - A

have been inlormed ofthe nature ofthe Social Phobia
A copy ofthis agreement has been provided to me.study, and consent to participate in it

ffi

rN VBS'I'IGATOR SIGNATURE

WITNESS SIGNATURE

DATE

DATE

DATE



Personal Relationships

148

INFORMATION AND CONSENT FORM FOR I{EALTHY CONTROL SIJBJECTS

Title of Study. Characteristics and Quality ofPersonal Relationships in
Generalized Social Phobia

Investigators. Carrie Lionberg, M..4., Ph.D. Candidate
University of Manitoba

John R. Walker, Ph.D., C.Psych
Senior Psychologist

Description of studlz

This study is designed_to help us understand the problems experienced by individuals who have an
aaxiety disolder called social phobia This studyis a researcñ project conducted by the staffof
the Anxiety Disorders Clinic ánd the Anxiety Disorders Reseaich Þrogram at St. Boniface General
Hospital,

Participating in the_Study involves meeting \rith one olrhe psychologists at the Clinic for an initial
inlerview during which you will be asked about various emótiônal exlperiences as well as health
problems. This initial interview will take approximately I % hours.

In.addition, you 
^will 

be asked to complete a number of questionnaires. The questionnaires we are
using cover the following areas:

. -.a description of the types of difficulty you may have with anxiety and related problems
such as depression.

- distress in social situations, relationships, and types of social interactions.

There may be sorne duplication. of the items from different questionnaires. This happens because
we are working to establish which questionnaires are most Ëelpful with which probièm. The
questionnaires will take approximatèly I % hours to complete.

As a healthy control subject, the info'nation you provide through the interview and the
questionnailgs will.be cornpared to the information provided by"the patients who have anxiety
disorders. This r,'ill enable us to better understand how the exþeriences ofthose individuals iho
have anxiety disorders differ from those who do not have an anxiety disorder.

ELIGIBILITY

In order to..be a healthy control subject for this study. you must have no history ofpsychiatric or
emotional illness. You must not have problems with alcohol or drug abuse.
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RISKS OF TTIE STIJDY

This study.is designed to acquire information that will, in the long run, lead to an improved
understanding of anxiety disorders. The knowtedge gâined from-this Átudy will be o^f considerable
potential.benefit to the scientific community, and ultimately, we hope to iidividuals who suffer
from anxiety disorders.

In addition, you will receive an honorarium ofg25 for your participation,

RESEARCH PERSONNEL

This study is being conducted by the staffof the Anxietv Disorders Clinic at St. Boniface General
Ho.spital.. If,you. have any questions or concerns about ihe study please contact Caffie Lionberg
or Dr. John Walker at

VOLUNTARY PARTICIPATION

Your. participation in this study is entirely voluntary. Ifyou choose to participate you are free to
withdraw at^any time. You may also chóose not tó answer any questiois or questionnaires that
are a part ofthe project.
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SOCIAL PHOBIA STIIDY CONSENT FORM - B

I, 

-, 

have been informed of the nature of the Social Phobia
study, and consent to participate in it. A copy ofthis agreement has been provided to me.

I understand that my participation is voluntary and that I may withdraw at any time with no
penalty. I may also simply not answer any questions or questionnaires that aie a part ofthe
proJect.

I understand-that any information derived from this study is confidential and may only be shared
with the staffinvolved in the study. I also understand that this information wilt be usêd for
research purposes: but that any details that may reveal my identity will be excluded from any
research reports.

I understand that I will be offered a $25 honorarium for my participation in the research study.

ffi DATE

rNV-b,S'I'IGATOR SIGNATLIRE DATE

M DATE
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Appendix B

BLA

Instructions - Part A: Please circle the appropriate response:

l. How diffrcult or easy do you consider yourselfto get to know?

(a) (b) (c)
very moderately somewhat
diffrcult difficult difücult

2. How comfortable are you in getting close to people?

(a) (b) (c) (d)
not at all somewhat moderately very
comfortable comforlable comfortable comfortable

Instructions - Part B. Please circle or fill in the appropriate response:

(d) (e) (Ð
somewhat moderately very
easy easy easy

Dating and/or-..,Soousal Relationship. The following questions ask you about dating andlor spousal
experiences. Fo_r some people this may have occunéd years in thé past, but pleasè answer the
questions regarding such experiences even ifthey happèned a long iime ago.-

Have you been involved in a dating relationship at some point in your lifetime?
Circle one: (a) YES (-b) NO

I.f you have NE\¡ER been involved in a datine relationship at some point in your
lifetime, proceed directly to Question 6. -

How many people have you dated exclusively for longer than two
months?

How satisfied or dissatisfred are you, or have you been, with the quality
of your dating relationships?

(a) (b) (c) (d) (e) (Ðvery rnoderately somewhat somewhat moderately very
dissatisfied dissatisfieá dissatisfred satisfied satisfìed satisfied

All answer Ouestions 6 & 7

What was the marital status of your parents during your teens?

(a) married (b) separated (c) divorced (d) widowed

- (e) never married lf1 other-
If separated, divorced, or widowed, how long ago did it occur?
_ years
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7. How satisfied are you, or d9 you think you would be, in a long-term or
marriage/paÍner relationship? Circle one:

(a) (b). (c) (d) (e) (Ðvery moderately somewhat somewhat moderatelv very
dissatisfied dissatisfied dissatisfied satisfied satisfied satisfied

If you have NEVER been involved in eithe¡ a lor.re ter,m datins OR a snousal-tj¡pe relationship at
some point in your lifetime, proceed directly to euestion l¿

8. For what length oftime was your longest, closest dating or spousal relationship?

_ years _ months
(number) (number)

9. How emotionally close were you to this person? Circle one:(a) (b) ' t.l - 
(d)

not at all somewhat moderately ìá.yclose close close - cloée

10. Have your dating partners or your spouse suggested that it was difücutt
to get close to you?
Circle one. (a) YES (b) NO

I l. Are. you presently dating, married to, or living with one person
exclusively in a romantic relationship?
Circle one. (a) YES (b) NO

Ifyouransweraboveis''No,.proceeddirectIyto

IF YES, for how long? _ years _ months

IF YES, how emotionally close are you to this person?

(a) (b) (c) (d)
not at all somewhat moderately veryclose close close ' cloée

IF \TS, wlo 19 vlLl closer to:. your dating/spousal partner or the person involved in your closest
non-romanric lriendship? Circle one:

(a) dating/spousal partner (b) person in closest non-romantic friendship
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12. In general, how often do you spend time (outside ofwork or school) with
your dating partner or spouse? Circle one:

(u) (b) (") (d) (")
Less than Once a week Several times Once per day Séveral
once per week per week times per day

13. In general, how often do you discuss personal feelings or issues with
your dating partner or spouse? Circle one: -

(a) (b) (c) (d) (e)
Less than Once a month Once a week Séveral times Àí least
once per month per week once per day

Instructions - Part C: Please circle or fill in the appropriate response:

Non-fornantic Friendship: The following questions ask you about non-romantic friendship
experiences. For some. people this may involve a lengtliy period of their lives, but please'answer
according to the time-frame described in the question.

Ifyou have NE\¡ER been involved in a close, personal non-romantic friendship, skip Questions 14
- 23, and proceed directly to rhe "RAAS" eueitionnaire.-

14. Within the last three years, how many non-romantic friendships have you had
for longer than 1 year? _ (number)

15. How satisfied are you with the quality ofyour non-romantic friendships
within the last three years? Circle one.

(a) (b) (c) (d) (e) (Ð
ygry _ moderately somewhat somewhat moderately very
dissatisfied dissatisfied dissatisfied satisfied satisfied satisfied

16. Have yotr non-romantic friends suggested that it was diffrcult to get close to you?
Circle one: (a) \ßS (b) NO

l7. Think of your CLOSEST non-romanric friendship.
How long have you been friends with this person?

vears montlìs

Ifyou are not_ currently involved in a non-romantic friendship,
OR have not been within tlie last two years, skip Questions i8 - 23,
and proceed directly to the "RAAS" Questionnâire.

18. How many non-romantic friends do you currently have that you consider yourself
to be close to (i.e., you could turn tó them ìf yoú had a problem)?
_ (number)



19. Is your closest non-romantic friend male or female?
Circle one. (a) male (b) female

70. Is your closest non-romantic lriend a non-relative or relative?
Circle one: (a) non-relative (b) relative

(a) (b) (c) (d)
Less than Once a week Several times

IF your closest non-romantic friend is a relative, is that person your:
(a) mother (b) father (ci brothei (d) sister

(e) male cousin (f) female cousin
(g) other (please specify):

In generai,_how often do you spend time (outside of work or school) with your closest non-
romantic friend? Circle one:
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(e)
Once per day Several

times per day

feelings or issues with your non-romantic friend?

21

22

once per week per week

Tn general. how oÍìen do you discuss personal
Circle one:

(a) (b) (c) (d)
Several times
per week

How confident are you that your closest non-romantic friend would
keep your secrets pr¡vate? Circle one:

Less than Once a rnonth Once a week
once per month

(a)
not at all
confident

(b)
somewhat
confident

(c)
moderately
confident

(e)
At least
once per day

(d)
very
conîdent
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EAS

Instructions: Rate each ofthe iterns below on a scale of I (not at all characteristic ofme) to 5
(extremely characteristic of me).

Please fill in the appropriate choice:

1------------------2------------------3 -,---------------4------------------5

slightly moderately
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very extremely
characteristic
ofme

not at all
characteristic
of me

I,
2.
J
4.
5.
6,
7.
8.
9.
10.
11

t2.
13.
14.
15.
16.
t7.
18.
t9.
20

I like to be with people. _
I usually see¡n to be in a hurry. _
I am easily frightened. _
I lrequently get distressed. _
When displeased, I let people know right away. _
I am something ofa loner. _
I like to keep busy all the time. _
I am known as hot-blooded and quick-tempered. _
I often feel frustrated
My life is fast paced. 

-
Everyday events make rne troubled and fretful. _
I often feel insecure. _
There are many things that annoy me. _
When I get scared I panic. _
I prefer working with others rather than alone. _
I get emotionally upset easily.
I often feel as if bursting with energy. _
It takes a lot to make me mad.
I have fewer lears than most peoplerrly age. _
I find people more stimulating than anythìng else. _
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RAAS

lnstructions: Please read each ofthe following statements and rate the extent to which it describes your
feelings about romantic relationships. Please think about all your relationships (past and present) arid
respond in terms ofhow you generally feel in these relationships. Ifyou havè néver beerinvolved in a
romantic relationship, answer in terms of how you think you would feel.

slightly moderately very
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extremely
characteristic
of me

Please fill in the appropriate choice:

t ------------------2------------------3-----------------4------------------5

not at all
characteristic
of me

1. I find it relatively easy to get close to others. _
2. I find it difficult to allow myself to depend on others. _
3. I often worry that my partner does not really love me. _
4. I find that others are reluctant to get as close as I would like. _
5. I am comfortable depending on others. _
6. I do not often worry about someone getting too close to me. _
7. People are never there when you need them. _
8. I am somewhat uncomfortable beins close to others.
9. I oflen worry that my partner will nõt want ro stay with næ. _
10. I do not ofien worry about being abandoned. _
1 1. I want to merge cornpletely with another person. _
12. I am comfortable having others depend on me. _
13. I am nervous when anyone gets too close. _
14. I know that others will be there when I need them.
15. My desire to merge solnetimes scares people away. 

-_16. I find it difficult to trust others completely. _l7 Often, love partners want me to be more intimafe than I feel comfortable being. _
18. I am not sure that I can always depend on people to be there when I need them. _
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RII

Instructions: Please read each ofthe following statements and rate the extent to which it describes your
feelings about being involved in relationships.

moderatelv very
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extremely
characteristic
of me

Please fi11 in the appropriate choice:

1------------------2------------------3-----------------4------------------5

not at all
characteristic
of me

slightly

L
2
J.
4.
5.
6.
'7.

8.
9
10.

It is dangerous to get really close to people. _
I prefer that people keep their distance from me. _
I'm afraid to get really close to someone because I might get hurt. _
At best, I can handle only one or two close friendships at a time. _
I frnd it diffrcult to trust other people. _
I avoid intirnacy. _
Being close to other people makes me feel afraid. _
I'm hesitant to share personal infonnation about myself _
Being close to people is a risky business. _
The most important thing to consider in a relationship is whether I might get hurt



Appendix F

FIS-F

lu"t 4 - Instructions: Imagine you are in a close relationship with a non-romantic friend. Respond to
the following statements as you would if you were in that ctõse non-romantic relationship. Raie how
characteristic each statement is ofyou ón a scale of I to 5 as described below, and write lour responses
on this sheet in the underlined spaces.

not at all
characteristic
of me

slightly moderately
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extremely
characteristic
of me

Please fill in the annropriate choice:

1------------------2------------------3-----------------4_-----------------s

very

1.

)
J.
4.
5

6.
7.
8.
9.
10.
11.
t2
13.
14
15.

16.
17.
18.
19.
20.
2l
22.
zJ.

Note: In each statement "0" refers to the person who would be in the close
relationship with you.

I would feel uncomfortable telling "0" about things in the past that I have
felt ashamed of.

I would leel unea-sy talkinlÇith "0" about something that has hurt me deeply. _
I -would feel comfortable expressing my true feelings to ,,0,,. _
If "0' were upsef I would sometimès bè afraid of showing that I care. _
I might be afraid to confide mv innermost feelinss to ,,0,'.I might be afraid to confide my innermost feelings to "0". _
I would feel at ease telling "0" that I care about him/her.
I would have a leeling ofionrplete togerherness with "0,,. _
I would be comfortable discussing significant problems with "0". _
A part of me would be afraid to make a long-term commitment to "0,'.
I would feel comfortable telling my experiences, even sad ones, fo ,,0". _
I would probably feel nervous*sho*ing'0" strong feelings ofaíTection. _
I would find it difiìcult being open with "0" aboui my peisonal thoughts. _
I would feeluneasy with '0r dépending on me for eñrótional support. _
I would not be afraid to share with "0" what I dislike about mvself
I would be afraid to take the risk ofbeing hurt in order to estãblish a closer

relationship with "0". _
_I 

would feel_cornfortable keeping very personal information to myself. _
I would not be nervous about being spóntaneous with "0", _
I would feel cornlortable telling "0" things that I do not tell othei people. _
I would feel comfortable trusting "0" with my deepest thoughts añd fèelings_
I would solnetimes leel uneasy if "0" told me abouì very peñonal matters.
Iwould be comlortable revealing to "0" whar I feel are-my shortcomings and handicaps.
I would be comfortable with having a close emotional tie between us. _
I would be afraid of sharing rny private thoughts with "0,,. _



a/l

25.
26.
27
28.
29.
30

Pañ
Rate
Part

31.
32.
33.
J+.
35
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I would be afraid that I might not always feel close to "0"
I would be comfortable teliing "0" whít my needs are. 

--
I would be afraid that "0" would be more invested in the relationship than I would be. _
I would feel comfortable about having open and honest communication with "0". _
I would sometimes feel uncornfortable listening to "0's" personal problems. _
I would feel at ease to cornpletely be myselfaround "0". _
I would feel relaxed being together and talking about our personal goals. _

B - Instructions: Respond to the following statements as lhey apply to your pg;llrelotionships.
how characteristic each statement is ofyou on a scale of 1 to 5 as described in the instructions for
A.

I have shied away from opportunities to be close to someone. _
I have held back my feelings in previous relationships. _
There are people who think that I am afraid to get close to them. _
There are people who think that I am not an easy person to get to know. _
I have done things in previous relationships to keep me from developing closeness. _


