
Anxiety disorders such as social phobia are
common in individuals with schizophrenia, yet these
treatable disorders are not routinely addressed [1,2].
Unfortunately, social anxiety often goes unrecog-
nised, or is considered to be part and parcel of 
the schizophrenic symptomatology. However, social
dysfunction often predates the development and

diagnosis of the first episode of schizophrenia [3,4]
and persists when schizophrenia has been well
managed pharmacologically. It now seems likely that
social impairment is an independent domain of diffi-
culty in schizophrenia that exists alongside positive
and negative symptoms [5].

Cognitive–behavioural therapy (CBT) has been
developed for individuals with social phobia and has
been evaluated in a number of studies. A recent meta-
analytic review concluded that multicomponent treat-
ments which include cognitive and behavioural
aspects work effectively [6]. Cognitive–behavioural
therapy includes developing a cognitive–behavioural
explanation of social phobia with the patient, cogni-
tive restructuring and exposure to anxiety-producing
situations. In each of six recent well-designed and
methodologically sound studies of CBT administered
in a group format, therapeutic gains for CBT were
found to exceed control conditions [7–12].

Although there is good evidence that psychological
interventions can be very beneficial for sufferers of
social phobia, we are aware of no studies which have
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sought to bring this expertise to bear specifically for
social anxiety in patients with schizophrenia (as
distinct from treatments focusing solely on enhanc-
ing social skills). We describe here a controlled
pilot study consisting of a group-based cognitive–
behavioural intervention for social anxiety in indi-
viduals with schizophrenia.

Method

Subjects

The 20 participants were patients with severe
mental health disorders who attended a community-
based living skills rehabilitation program at the
Inner City Mental Health Service (ICMHS) of
Royal Perth Hospital. The diagnosis of schizo-
phrenia had been assigned by the patient’s psychia-
trist. The Brief Social Phobia Scale (BSPS) [13],
administered by SH, was used to screen for individ-
uals with significant social anxiety. Those patients
who screened positively (score > 20) on the BSPS
were invited to participate in the group intervention.
Each patient gave their informed consent for the
procedures, which were approved by the Royal
Perth Hospital and Murdoch University Human
Research Ethics Committees.

Measures

All participants in the intervention phase of the
study were administered the following question-
naires before and at the completion of the inter-
vention, and 6 weeks after treatment:

1. The Brief Social Phobia Scale (BSPS) [13], an
11-item scale measuring fear and avoidance of
common situations, and autonomic symptoms; the
cut-off is a total score of 20, and in a study of 275
individuals with social phobia, the range of scores
was 20–68, with a median of 42 [13].

2. The Social Interaction Anxiety Scale (SIAS)
[14], a 20-item self-report measure of attitudes to
social situations.

3. The Calgary Depression Scale for Schizophrenia
(CDSS) [15], a 9-item scale specifically devised to
assess depression in people with schizophrenia.

4. The Quality of Life, Enjoyment and Satisfaction
Questionnaire (Q-LES-Q) [16], a measure of the
degree of satisfaction with and enjoyment of life,
covering a number of domains, and devised for use in
patients with severe mental illness.

5. The Alcohol Use Disorders Identification Test

(AUDIT) [17], a measure of alcohol use and problems
associated with its use.

6. The Brief Symptom Inventory (BSI) [18], a
measure of psychological symptom patterns, includ-
ing somatisation, obsessive–compulsive disorder,
interpersonal sensitivity, depression, anxiety, hostility,
phobic anxiety, paranoid ideation and psychoticism; a
summary score is provided by the Global Severity
Index (GSI), used in the current study as a measure of
general psychological distress.

Procedure

At the completion of the initial assessment session,
participants were randomly allocated to either the
treatment group or the wait-list control group. All
participants continued with their ‘treatment as usual’,
which involved management of their antipsychotic
medication by their own psychiatrist and community
case management.

The CBT was provided weekly for 8 weeks in 
2-hour sessions. The intervention was based on the
cognitive–behavioural model advocated by Heimberg
et al. [19] with adjustments for use in a group setting.
Some flexibility was necessary to accommodate the
associated symptomatology and disabilities mani-
fested by individuals with schizophrenia; this was
largely a matter of style rather than content, with
much repetition of key concepts and issues, and
repeated checks with the participants that content had
been understood.

The key components of treatment were exposure
situations, cognitive restructuring, and homework
assignments between sessions. The outline of the
program was:

Session 1: general introduction about anxiety and
social anxiety in particular; sharing experiences and
concerns by members of the group; setting objectives
and first homework tasks (mostly social exposure
tasks, with monitoring and challenging of unhelpful
automatic thoughts);

Session 2: review of preceding week and of home-
work; introduction to cognitive restructuring, includ-
ing challenging automatic thoughts;

Session 3: exposure exercise, with role play; revis-
iting cognitive restructuring;

Session 4: educational video on social phobia 
(I think, they think . . . overcoming social phobia
[20]); further homework assignments;

Sessions 5–7: homework reviews, cognitive re-
structuring with more onus on participants to take the
initiative;
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Session 8: social outing to local coffee shop;
closure and future individual planning.

Results

Of the 20 patients who agreed to participate in the
study, one of the control group patients moved inter-
state, and another was hospitalised during the course
of the study; these were excluded from further analy-
sis. Two of the intervention group chose to leave the
study (after week two). A further patient assigned 
to the treatment group could not participate due to
another commitment at the time the groups were
scheduled; he was thus assigned to the control group.
The final sample was comprised of 13 males and
three females aged between 19 and 67 years (mean
age 39.6 years). None were married and only one
was currently employed. Pre-treatment ratings on the
evaluation measures were similar in both groups,
apart from the GSI, which was higher in the treat-
ment group (Table 1).

A comparison of the post-treatment change scores
indicated statistically significant improvement from
baseline for the treatment group on all measures apart
from the AUDIT, with little or no change in the wait-
list control group (Table 1). As shown in Table 2, all

treated patients made clinically significant gains on
depression. Clinically significant gains were also
made on quality of life, social anxiety and symptoms
of social phobia by the majority of treated patients.
These gains were maintained at 6-week follow up.

Discussion

Schizophrenia pervades all aspects of human func-
tioning and necessitates a comprehensive treatment
approach. While most clinicians support some form
of adjunctive psychosocial treatment as part of 
the management plan for schizophrenia [20,21], the
special needs of the person with schizophrenia are
often not taken into account. In this controlled pilot
study, we have demonstrated significant benefit, on a
range of measures, for a group-based intervention
addressing comorbid social anxiety in schizophrenia.

The BSPS evaluated the symptoms of social
anxiety directly. The effect size in this study com-
pares well with that of Heimberg et al. [9] for social
phobia without concurrent schizophrenia. Previous
treatments addressing social impairment in schizo-
phrenia have focused on social skills training [22].
While one can see why this might form an important
component of treatment, it may be of limited use if
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Table 1. Group means, standard deviations and F-ratios of univariate F-tests between pre- and
post-treatment scores

Treatment group Control group F ratio
mean (SD) mean (SD)

BSPS
pre 47.29 (10.63) 37.56 (13.58) 6.54 (p < 0.05)
post 38.14 (6.23) 37.00 (13.18)

SIAS
pre 45.14 (11.26) 41.11 (12.61) 6.95 (p < 0.05)
post 37.43 (11.89) 40.88 (11.39)

CDSS
pre 10.71 (2.43) 8.56 (3.50) 39.75 (p < 0.001)
post 4.57 (3.26) 9.33 (2.70)

GSI
pre 71.86 (5.73) 64.00 (6.12) 9.26 (p < 0.01)
post 64.86 (10.59) 64.11 (5.75)

Q-LES-Q
pre 52.22 (11.85) 54.79 (12.35) 17.50 (p < 0.01)
post 58.75 (10.65) 54.50 (11.32)

AUDIT
pre 11.29 (9.14) 6.67 (8.83) 1.43 (NS)
post 8.43 (5.68) 7.11 (9.24)

AUDIT, Alcohol Use Disorders Identification Test; BSPS, Brief Social Phobia Scale; CDSS, Calgary Depression Scale 
for Schizophrenia; GSI, Global Severity Index; Q-LES-Q, Quality of Life, Enjoyment and Satisfaction Questionnaire; 
SIAS, Social Interaction Anxiety Scale. 



social anxiety inhibits the application of these newly
learned skills. In the present study, social interac-
tion scores improved with CBT both at the end of
treatment and at follow up, implying that new skills
were being put into practice. Future studies in this
area would do well to employ a direct measure of
social skills.

Depression is often associated with social phobia
and can have a detrimental effect on treatment
outcome. In the present study depression decreased
post-treatment, but did not change in the control
group. In fact, the treatment package seemed to 
be more consistently effective for depression than
for social anxiety, a finding which supports the
assertion of Heimberg et al. [19] that measures of
depression may be more sensitive to CBT for social
phobia than measures of social anxiety. The im-
proved mood may have been due to the therapeutic
impact of the supportive group environment, an
increase in optimism related to greater empower-
ment, or simply due to the additional hours of
contact with mental health support. The improve-
ment in mood may have helped participants to apply
the treatment techniques to combat social anxiety.
However, these positive effects were not found for a
measure of substance misuse, indicating that this
problem may need to be targeted separately in a
comprehensive treatment package. It might be that
substance use is a ‘safety behaviour’ in this group 
of individuals.

People with social phobia suffer considerable
impairment in daily life activities, occupational role
and social relationships [23]. The Quality of Life
measure used in this study was chosen for two
reasons. First, it was designed specifically for use

with a psychiatric, rather than a medical, population;
second, it is a sensitive self-report measure of the
degree of enjoyment and satisfaction experienced by
participants, and thus is a direct measure of psycho-
logical wellbeing. Importantly, participants in this
study showed significant improvement in quality of
life after the completion of CBT, indicating that they
had benefited from treatment.

Cognitive–behavioural treatments have been shown
to improve health maintenance at the end of treat-
ment and to reduce relapse [6,24,25]. In particular,
both social competence at discharge [26] and inter-
episode social functioning [27] are inversely associ-
ated with relapse rate and rehospitalisation in
schizophrenia. Thus, the persistence of treatment
gains at 6-week follow up is encouraging.

The small number of subjects in the present study
weakened its statistical power; however, given this
statistical weakness, it is likely that the positive
effects of CBT detected in the present study are
robust. A further deficit was a specific measure of
psychotic symptoms; the BSI psychoticism scale is
not ideal in this regard, and future studies should
employ a recognised psychosis symptom scale.
Finally, the wait-list control design precludes explo-
ration of which elements of the group-based inter-
vention were responsible for improvement, and does
not control for any benefit which might accrue
merely from participation in a group.

We plan further work in this area, and intend
inclusion of a social-skills group as a comparator.
The generalisability of these treatment gains now
needs to be explored in larger studies of social
phobia in schizophrenia in a range of hospital and
community settings.
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Table 2. Clinical significance calculated on participants in the cognitive–behavioural therapy (CBT)
and wait-list control groups at post-treatment*

CBT treatment (n = 7) Control (n = 9)
better no change worse better no change worse

BSPS 4 3 0 1 6 2
SIAS 4 3 0 1 8 0
CDSS 7 0 0 2 3 4
Q-LES-Q 4 3 0 0 9 0
AUDIT 2 4 1 0 9 0

*Better, test score improved > 0.5 SD; no change, score remained within ± 0.5 SD; worse, score deteriorated > 0.5 SD.
AUDIT, Alcohol Use Disorders Identification Test; BSPS, Brief Social Phobia Scale; CDSS, Calgary Depression Scale for
Schizophrenia; GSI, Global Severity Index; Q-LES-Q, Quality of Life, Enjoyment and Satisfaction Questionnaire; SIAS,
Social Interaction Anxiety Scale.



References

1. Cosoff SJ, Hafner J. The prevalence of comorbid anxiety in
schizophrenia. Australian and New Zealand Journal of
Psychiatry 1998; 33:67–72.

2. Schneier FR, Johnson J, Hornig CD, Liebowitz MR,
Weissman MM. Comorbidity and morbidity in an 
epidemiologic sample. Archives of General Psychiatry 1992;
49:282–288.

3. Dworkin RH, Cornblatt BA, Friedmann R et al. Childhood
precursors of affective vs. social deficits in adolescents at risk
for schizophrenia. Schizophrenia Bulletin 1993; 19:563–577.

4. Walker EF. Developmentally moderated expressions of the
neuropathology underlying schizophrenia. Schizophrenia
Bulletin 1994; 20:453–480.

5. Lenzenweger ME, Dworkin RH. The dimensions of 
schizophrenia phenomenology: not one or two, at least
three, perhaps four. British Journal of Psychiatry 1996;
168:432–440.

6. Taylor S. Meta-analysis of cognitive–behavioural treatments
for social phobia. Journal of Behavior Therapy and
Experimental Psychiatry 1996; 27:1–9.

7. Butler G, Cullington A, Munby M, Amiens P, Gelder M.
Exposure and anxiety management in the treatment of social
phobia. Journal of Consulting and Clinical Psychology
1984; 52:607–612.

8. Heimberg RG, Becker RE, Goldfinger K, Vermilyea JA.
Treatment of social phobia by exposure, cognitive 
restructuring and homework assignments. Journal of
Nervous and Mental Disease 1985; 173:236–245.

9. Heimberg RG, Dodge CS, Hope DA, Kennedy CR, Zollo L,
Becker RE. Cognitive behaviour group treatment of social
phobia: comparison to a credible placebo control. Cognitive
Therapy and Research 1990; 14:1–23.

10. Hope DA, Heimberg RG, Bruch MA. Dismantling cognitive
behavioural group therapy for social phobia. Behaviour
Research and Therapy 1995; 33:637–650.

11. Mattick RP, Peters L, Clarke JC. Exposure and cognitive
restructuring for social phobia: a controlled study.
Behaviour Therapy 1989; 20:3–23.

12. Turner SM, Beidel DC, Cooley MR, Woody SR, Messer SC.
A multicomponent behavioural treatment for social phobia:
social effectiveness therapy. Behaviour Research and
Therapy 1994; 32:381–390.

13. Davidson JRT, Miner CM, De Veaugh-Geiss J, Tupler LA,
Colket JT, Potts NLS. The brief social phobia scale:
a psychometric evaluation. Psychological Medicine 1997;
27:161–166.

14. Mattick RP, Clarke JC. Development and validation of 
measures of social phobia scrutiny fear and social 
interaction anxiety. Behaviour Research and Therapy 1998;
36:455–470.

15. Addington D, Addington J, Maticka-Tyndale E. Specificity
of the Calgary Depression Scale for schizophrenia.
Schizophrenia Research 1994; 11:239–244.

16. Endicott J, Nee J, Harrison W, Blumenthal R. Quality of life
and satisfaction questionnaire: a new measure.
Psychopharmacology Bulletin 1993; 29:321–326.

17. Babor T, de la Fuente J, Saunders J, Grant M. AUDIT. The
alcohol use disorders identification test: guidelines for use
in primary health care. Geneva: World Health Organization,
1992.

18. Derogatis LR. Brief Symptom Inventory (BSI).
Administration, scoring and procedures manual. 2nd edn.
Minneapolis, MN: National Computer Systems, 1993.

19. Heimberg RG, Liebowitz MR, Hope DA, Schneier FR.
Social phobia: diagnosis, assessment, and treatment. 
New York: Guilford, 1995.

20. Rapee R, Lampe L. I think they think . . . overcoming
social phobia [video]. Sydney: See Monkey Productions,
1998.

21. Mojtabi R, Nicholson RA, Carpenter BN. Role of 
psychosocial treatments in management of schizophrenia:
a meta-analytic review of controlled outcome studies.
Schizophrenia Bulletin 1998; 24:569–587.

22. Bellack AS, Mueser KT, Gingerich S, Agresta J. Social
skills training for schizophrenia: a step by step guide. 
New York: Guilford, 1997.

23. Wittchen HU, Fuetsch M, Sonntag H, Muller N, Liebowitz
M. Disability and quality of life in pure and comorbid social
phobia – findings from a controlled trial. European
Psychiatrist 1999; 14:118–131.

24. Scholing A, Emmelkamp PM. Exposure with and without
cognitive therapy for generalised social phobia: effects of
individual and group treatment. Behaviour Therapy and
Research 1993; 31:667–681.

25. Scholing A, Emmelkamp PM. Treatment of generalised
social phobia: results at long-term follow-up. Behaviour
Therapy and Research 1996; 34:447–452.

26. Johnstone EC, MacMillan JF, Frith CD, Benn DK, Crow TJ.
Further investigation of the predictors of outcome following
the first schizophrenic episodes. British Journal of
Psychiatry 1990; 157:182–189.

27. DeJong A, Giel R, Slooff CJ, Wiersma D. Social disability
and outcome in schizophrenic patients. British Journal of
Psychiatry 1985; 147:631–636.

S. HALPERIN, P. NATHAN, P. DRUMMOND, D. CASTLE 813


