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Abstract

A specific type of social phobia – dictation phobia – was the main and unusual treatment problem in the cognitive-behavioural therapy for an 11-year-old schoolboy. For case formulation and treatment rationale, the social phobia model by Clark and Wells was used. The posttreatment assessment revealed clear positive treatment effects with respect to school grades, social anxiety and overall functioning. The model’s applicability for children and adolescents is discussed.
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Introduction

Social anxiety and social phobia are frequent mental disorders, which often begin as early as at ages 11 to 12 (Wittchen et al., 1992). Social anxiety during adolescence often interferes with the development of social skills and an adaptive social role in school. Resulting deficits can lead to negative self-evaluation (Rubin, LeMare & Lollis, 1990), which in turn increases the risk of further impairment in school, work or personal relationships (Bruch, Heimberg, Berger & Collins, 1989). 

The abilities to see oneself as a social object and to experience embarrassment emerge at the age of 4 or 5 years (Buss, Iscoe & Buss, 1997), whereas the abilities to take the perspective of others and to anticipate and feel clear concern about negative evaluation from others are not fully developed until the age of 8 (Bennett & Gillingham, 1991). Accordingly, by late childhood and early adolescence, social and evaluation fears become more frequent (Velting & Albano, 2001). At this age, children are regularly required to master social evaluative tasks such as answering questions in class, giving oral reports, working or playing in groups, taking tests and performing musically and athletically. Excessive social fears and inhibition in one or more of these situations thwarts the development of adequate social skills and hinders social interactions as well as the enhancement of friendships (Asendorpf, 1993). Effective early treatment of social phobia and of related problems in school is therefore particularly important.

However, controlled studies of treatment programs for social phobia in children as well as case studies in this field are rare. Although initial results have shown a positive effect of group programs (Ahrens-Eipper & Leplow, 2004; Joormann & Unnewehr, 2002), this approach may not be appropriate for modifying more idiosyncratic social anxieties in youth. At least in adults, individual therapy was found to be more effective in social phobia treatment (Stangier et al., 2003). Using the case of an 11-year-old schoolboy with a severe dictation phobia, we aim at demonstrating in this case report that the Clark-Wells model of social phobia (Clark & Wells, 1995; Wells, 1997) can be applied to an individualized case formulation and to the treatment of social phobia in children. 

The case

During the past one and a half years, Tom, 11 years old, had experienced extreme anxiety in demanding achievement situations at school. As this problem behaviour was particularly pronounced before and during dictations, the term dictation phobia seems appropriate. The boy stated that he could not concentrate on the teacher’s words, focusing instead on dysfunctional thoughts like “I will fail.”, “I will make many mistakes.” or “I will receive a bad grade.” At the behavioural level, he became intensively cramped, grabbing his pen strongly with one hand. He felt anxious, nervous and desperate, and he was stuck in negative self-talk and unproductive self-instructions. Heightened arousal, tension and self-focus and the accompanying lack of concentration all led to an objectively decreased performance in test situations: He made many mistakes and received continuously worse results during the past 18 months. As a consequence, symptoms seemed to increase. Tom’s strong  fears of negative evaluation and his bad school results made him fear and hate school.

Personal history

Tom had always been slightly inhibited in his social behaviour. Having been good at school, he was used to good results. Additionally, he felt attached to his teacher, which had a positive impact on his willingness to perform well at school. When at the beginning of his third year at school the teacher changed, Tom’s enthusiasm decreased with lessons becoming more difficult at the same time. Tom wanted his parents to be proud of him and his school work. Because his brother, two years older, continued being successful at school, Tom felt under pressure to receive results as good as his brothers´.

Symptom model according to Clark and Wells 

Treatment planning and interventions were based on the model developed by Clark and Wells (Clark & Wells, 1995; Wells 1997), which assumes that cognitions, emotional reactions, safety behaviours and negative images of the self interact in predicting social phobic behaviours. The approach offers a range of interlocking strategies designed to modify these cognitive and behavioural factors involved in the maintenance of social anxiety. 

Tom’s dysfunctional thoughts, emotional and somatic symptoms, safety behaviours and his processing of the self according to the above model (Clark & Wells, 1995; Wells 1997) are presented in Figure 1. 

When entering the feared social situation (sitting at the desk in class, everybody waiting for the dictation to start), Tom became concerned about his ability to make a favourable impression. Fear of negative evaluation was apparent also in automatic thoughts such as “I will fail”, “I will make many mistakes” and “I will get a bad grade”. 

________________________________

Please insert Figure 1 about here

________________________________

The automatic thoughts were accompanied by a shift in the direction of attention. Tom became self-focused and began processing his perceived impression of how he appeared to others: Friends, teacher and parents would see him as a “loser”. In this image, Tom saw himself as a trembling child disappointing everyone. Particular safety behaviours were used to avert feared catastrophes, conceal anxiety and prevent embarrassment: Tom grabbed his pen strongly with one hand and instructed himself sharply and repeatedly to “concentrate!” This kind of safety behaviour maintained self-consciousness as is depicted with the bi-directional arrows between safety behaviour and processing of the self in Figure 1. Furthermore, safety behaviours supported an attributional bias because Tom attributed the non-occurrence of social catastrophe (in form of Grade F) to the use of the safety behaviours. A fatal consequence of the safety behaviour were the aggravating somatic and cognitive symptoms of anxiety. Grabbing a pen strongly led to difficulties in writing, and focussing on concentration implied an internal focus of attention instead of a focus on the task (dictation), which interfered with fluent writing. 

Assessment

We measured Tom’s symptoms of social anxiety, phobic anxieties, self-esteem and well-being, emotional and behavioural disturbances and the presence of mental disorders before and after treatment with the following self-report and interview measures: 

(a) the Social Anxiety Scale for Children Revised (La Greca & Stone, 1993; German version by Melfsen, 1998);  a 19-item questionnaire that includes ratings of the degree of fear of negative evaluation, social anxiety and distress; (b) the Revised Fear Survey Schedule for Children (Ollendick, 1983; German version by Döpfner, Schnabel & Ollendick, 2003); (c) the questionnaire for the life quality of children (KINDL-R, Bullinger 1997, revised by Ravens-Sieberer und Bullinger, 1998), which assesses the child’s overall sense of life quality across school, family and friendships; (d) the Child Behaviour Checklist (CBCL, Achenbach, 1991) – a measure of social withdrawal and other behavioural problems in 4- to 18-year-olds using parents ratings on 113 items; and (e) the Anxiety Disorders Interview Schedule for Children (ADIS, Di Nardo, O’Brien, Barlow, Waddell, Blanchard, 1983; German version [Diagnostisches Interview für Psychische Störungen, DIPS]) by Unnewehr, Schneider und Margraf (1995), which is a semi-structured, symptom-orientated psychiatric interview containing items that are directly related to diagnostic criteria of anxiety disorders. 
Treatment

Tom was seen in four weekly treatment sessions and one follow-up 6 weeks later. In the first session, he was familiarized with the model step by step. For deriving the model, we used, among others, the following questions: “What do you expect when you enter the situation? What will happen during the dictation?”; “What happens with your body when you think of bad grades and failure?”; “What happens with your concentration when you think of bad grades and failure?”; “Can you imagine the consequences of not being concentrated in a dictation?” Apparently, Tom had significantly less difficulties in experiencing and describing his fears, assumptions and safety behaviours than adults often do. Instead of being ashamed of his symptomatic behaviour (like adults tend to be), he seemed to be fascinated about the coherences that could be established and was curious about further results of our analysis. Picking up this attitude, we used the metaphor of being two detectives on their way to solve a very important secret. Tom autonomously draw the conclusion that getting bad grades can be the consequence of fearing bad grades. He received a worksheet with the superscriptions for the different domains (Figure 1 without text). He needed little help to fill in the arrays and created his own case formulation nearly autonomously (as shown in Figure 1). Also in Session 1, in order to help him perform the behaviour experiments, we introduced a short form of muscle relaxation so that he could relax his hand instead of grabbing the pen too hard. In the following sessions, role plays including short dictations with video feedback were used to explore the effects of safety behaviours and to challenge Tom’s distorted self-image. Before each behaviour experiment, he was asked to rate his expected observable symptoms and inadequacies in performance, the number of mistakes and the safety behaviours. These categories were operationalized in detail. Typical categories were grabbing his pen strongly with one hand, trembling, looking nervous, thinking: "concentrate!” or thinking: ”I will make many mistakes.” After each role play, Tom was asked to watch the video and to rate every category. After having done a dictation with and without safety behaviours, Tom realized that he made less mistakes without safety behaviour – a discovery that impressed him deeply. Furthermore, throughout all sessions Tom repeatedly recognized, while watching the video, that his performance was better than expected; the ratings of undesirable cognitions and behaviours decreased from Session 2 to Session 4 continuously. These experiences led him to change his assumptions and beliefs radically and to change his cognitions from “I will make mistakes.” to “I will manage it.” Additionally, he altered his behaviour dramatically by applying PMR instead of becoming cramped and grabbing his pen strongly. One of the safety behaviours was re-examined with video-feedback; this kind of intervention is not described in the original Clark-Wells model; it is a modification that made it easier for the child to control the reduction of safety behaviour.
Results

School grades in dictation, as the objective external indicator for goal attainment, improved drastically from an average grade 4 (corresponding to D) to an average grade 1 (corresponding to A). Pre-post treatment comparisons showed clinically relevant improvements in all applied measures (see Table 1).

_______________________________
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Social anxiety was remarkably reduced with respect to fear of negative evaluation as well as to social avoidance and distress. The total score of phobic anxieties was markedly reduced. Self-esteem increased explicitly, and we found a particularly impressive improvement of his scholarly well-being. Corresponding with these psychological improvements, Tom’s physical well-being increased, and in the structured clinical interview there was no indication of psychological disturbance after the treatment. Nine months after the intervention, Tom’s mother called to tell us that Tom had changed to high school, where he performed very well with his school grades in dictation remaining stable on grade 2 (corresponding to B). 
Discussion

Remarkably, neither Clark and Wells (1995) nor Wells (1997) said much on the potential applicability of their model to the treatment of social phobia in children. However, although the above described problem – dictation phobia – differs in its content (its specific thematic focus) from those seen in adults, a case formulation was easily built on the Clark-Wells model’s rationale. All aspects of the model were easily explored with an 11-year-old schoolboy who fully complied with the interventions. The behavioural experiments were particularly successfully applied.

Whereas the group format for treating socially anxious children seems especially appealing because working in groups resembles the problem situation and is cost-economic, individualised treatment may be more effective for specific or idiosyncratic social phobias and more severe cases, which cannot be treated in a group format. 

Although this is only a case report, and not a case experiment, our observations clearly show that the Clark-Wells model is suitable for this purpose and that it may be applied to social phobia treatment in children. Systematic studies are needed to confirm this view.
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Table 1. 

Tom’s scores in measures of anxiety and well-being before and after treatment

	Measurements
	Variable
	raw scores

before                     after
	Evaluation

	SASCR-D
	Social Anxiety:

fear of negative evaluation 

social avoidance and distress
	16
	11
	Reduction

	
	
	18
	11
	Reduction

	PHOKI
	total score of phobic anxieties
	34
	17
	Decrease

	KINDL-R


	self-esteem
	62.50
	81.25
	Increase

	
	scholarly well-being
	37.50
	68.75
	Increase

	
	physical well-being 
	81.25
	93.75
	Increase

	
	psychological well-being 
	81.25
	87.50
	Increase

	CBCL
	emotional & behavioural disturbances, total score:
	28 

(below cut-off)
	 26 

(below cut-off)
	

	DIPS 


	psychological disturbance
parent rating
	Social phobia
	no sign of psychological disturbance
	Reliable change

	
	psychological disturbance
Self-rating
	Social phobia
	no sign of psychological disturbance
	Reliable change


Abbreviations.

SASCR-D: Social Anxiety Scale for Children –Revised (La Greca & Stone, 1993; German version by Melfsen, 1998); PHOKI: the Revised Fear Survey Schedule for Children (Ollendick, 1983; German version by Döpfner, Schnabel & Ollendick, 2003); KINDL-R: the questionnaire for the life quality of children (, Bullinger 1997, revised by Ravens-Sieberer und Bullinger, 1998); CBCL: the Child Behaviour Checklist (Achenbach, 1991); DIPS: Anxiety Disorders Interview Schedule for Children (ADIS, Di Nardo, O’Brien, Barlow, Waddell, Blanchard, 1983; German version [Diagnostisches Interview für Psychische Störungen, DIPS]) by Unnewehr, Schneider und Margraf (1995).  










Figure 1. Case formulation of Toms problems according to the schema proposed by Wells (1997)

Safety behaviours: grabbing the pen strongly with his hand, repeating self-instruction: “concentrate!”, focusing on possible mistakes





Somatic and cognitive symptoms: arousal, tension, heightened self-focus and lack of concentration





Processing of self as a social object:


 loser, trembling child who will disappoint everyone





Perceived social danger (negative automatic thoughts): “I will fail.”, “I’ll make many mistakes.”, “I’ll get a bad grade.”





Activates assumptions





Social situation:


dictation











