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Treating Childhood Shyness and Related Behavior:
Empirically Evaluated Approaches to Promote
Positive Social Interactions

Laurie A. Greco1,2 and Tracy L. Morris1

Behavioral and cognitive–behavioral strategies, including exposure, social skills training, and
peer-mediated approaches, used to treat childhood shyness and related impairments are de-
scribed. In addition, relevant outcome studies published within the past 20 years are evaluated,
and limitations regarding the generalization, maintenance, and social validity of the reported
treatment gains are addressed. Although the interventions reviewed have demonstrated short-
term merit in ameliorating social and emotional impairments, such as problematic peer rela-
tions and internalizing difficulties, there currently is a lack of evidence to support the social
validity and long-term generalization and maintenance of such behavioral gains. Thus, recom-
mendations for future research are made, including the need to (a) assess the social validity of
treatment outcomes, (b) utilize important socialization agents (e.g., parents, teachers, peers),
and (c) conduct prevention research and longitudinal outcome studies.
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Contrary to the well-known expression, “silence
speaks louder than words,” children described as be-
ing shy, socially withdrawn, and socially isolated rep-
resent a relatively neglected group that is unlikely
to be the target of prevention and early intervention
efforts. Although shyness frequently is considered a
normal and transitory phenomenon (Carducci, 1999;
Sanson, Pedlow, Cann, Prior, & Oberklaid, 1996),
many shy children experience elevated levels of social
anxiety and demonstrate socially inhibited behavior,
such as social withdrawal and avoidance (Bruch &
Cheek, 1995; Jones, Briggs, & Smith, 1986). As a re-
sult, childhood shyness and related social difficulties
are associated with internalizing difficulties, including
clinically significant levels of anxiety (e.g., Compton,
Nelson, & March, 2000; Olson & Rosenblum, 1998).
Given that anxiety disorders represent one of the most
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debilitating forms of child psychopathology and af-
fect approximately 20% of children and adolescents
(Essau, Conradt, & Petermann, 1999, 2000; Kashani
& Orvaschel, 1990), it is imperative for researchers to
examine subclinical conditions and precursors related
to their onset and development.

Other negative outcomes linked with shyness
and related behavior include loneliness, low self-
esteem, academic impairment, substance abuse, and
peer relationship problems such as peer neglect, re-
jection, and victimization (Ginsburg, La Greca, &
Silverman, 1998; Inderbitzen, Walters, & Bukowski,
1997; Rothbart & Mauro, 1990; Stevenson-Hinde &
Glover, 1996). Despite such adverse consequences,
most of the existing social enhancement and remedi-
ation programs have been devoted to peer-rejected
children exhibiting disruptive and aggressive behav-
ior (e.g., Hembree-Kigin & McNeil, 1995; Hinshaw,
1996; Kazdin, 1996; Kazdin, Siegel, & Bass, 1992;
Lochman & Curry, 1986; Webster-Stratton, 1996).
Conversely, shy children and adolescents are not
viewed as an “at risk” group and often do not
receive services unless their social problems lead
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to clinically significant impairments in social, aca-
demic, or vocational functioning (Beidel & Turner,
1998). Further, research suggests that only a small
proportion of clinically significant cases seek pro-
fessional assistance prior to or during adolescence
(Essau et al., 1999).

Our primary aim was to review evidence-based
approaches applied specifically to treat inhibited chil-
dren and adolescents demonstrating social deficits
such as reticence and withdrawal. Concerns regarding
the social validity, generalization, and maintenance of
treatment effects are discussed, and suggestions for
enhancing interventions and outcome research are
provided, including the need to consider the role of
developmental variables (e.g., age and gender). Re-
search suggests, for example, that younger children
may respond better to “purely” behavioral techniques
in comparison to more cognitive-focused interven-
tions, such as problem-solving training and cognitive
restructuring (e.g., Durlak, Fuhrman, & Lampman,
1991; Dush, Hirt, & Schroeder, 1989). Additionally,
it may be more important to emphasize peer ver-
sus parent involvement at different developmental
stages (Barclay & Houts, 1995; Feindler, 1990; Ronen,
1998). For instance, because of the increasing impor-
tance and influence of children’s peer groups, shy ado-
lescents may respond better to peer- as opposed to
parent-mediated interventions. Unfortunately, very
few investigators have assessed age- and gender-
related differences, thereby precluding a comprehen-
sive, integrative discussion of these factors. Despite
this limitation, data pertaining to these developmen-
tal variables are presented when available.

SHYNESS AND RELATED BEHAVIOR

Given the heterogeneity of the target population
(i.e., shy, isolated, withdrawn, and peer-neglected chil-
dren), definitional issues pertaining to shyness and
related constructs are addressed briefly (see Rubin
& Asendorpf, 1993, for a complete review). Shy-
ness has been described as the fear of being nega-
tively evaluated in social situations and is associated
with avoidance or withdrawal from familiar and un-
familiar people and situations (Buss, 1980; Pilkonis,
1977; Zimbardo, 1977). Although a relatively com-
mon phenomenon occurring in approximately 48%
of the general population (e.g., Carducci & Zimbardo,
1995; Zimbardo, 1986), shyness is a fairly stable con-
dition that may become disabling, leading to func-
tional impairments in 13% or more of reported cases

(e.g., Henderson, 1997). Increased levels of social
anxiety, self-consciousness, and inhibition have been
linked with shyness, as have relationship difficul-
ties, including peer rejection and neglect (e.g., Buss,
1980; Jones et al., 1986). Additionally, researchers
have described childhood shyness as one precursor
contributing to the development of a chronic and
debilitating clinical diagnosis known as social anx-
iety disorder (SAD; Stemberger, Turner, Beidel, &
Calhoun, 1995).

Compared with shyness, social withdrawal and
isolation refer to more specific phenomena that do
not necessarily involve increased social anxiety and
fear of negative evaluation. Rather, social withdrawal
refers to the behavioral expression of solitude and in-
volves withdrawing or isolating oneself from the peer
group (i.e., self-isolation), whereas social isolation re-
sults from being rejected or isolated by one’s peer
group (Rubin & Asendorpf, 1993; Rubin & Stewart,
1996). Shy, socially withdrawn, and isolated children
and adolescents also have been classified in terms of
their social status or level of acceptance within the
peer group. More specifically, shyness and related
behavior have been associated with peer rejection
and neglect (French, 1988; La Greca & Lopez, 1998;
Ollendick, Weist, Borden, & Greene, 1992; Younger
& Boyko, 1987).

Level of acceptance or peer-group status (e.g.,
popular, rejected, neglected) typically is identified via
peer nominations or ratings (e.g., students identify
classmates they like the least and the most). Peer
rejection refers to receiving a high number of neg-
ative nominations, and peer neglect involves receiv-
ing no, or very few, positive and negative nomina-
tions (e.g., LaGreca, Dandes, Wick, Shaw, & Stone,
1988; Ollendick et al., 1992; Rubin, Hymel, Mills, &
Rose-Krasnor, 1991). Thus, socially rejected children
and adolescents appear to be disliked and actively
isolated by their peer group, whereas neglected stu-
dents often are ignored and passively isolated from
their peers. In addition to experiencing concurrent
adjustment difficulties, longitudinal research suggests
that low-accepted children are at risk for future so-
cial, behavioral, and emotional maladjustment (e.g.,
Ollendick, Greene, Weist, & Oswald, 1990; Ollendick
et al., 1992).

Although subtle distinctions exist between terms,
there is a growing body of literature documenting
similar adverse and long-term consequences asso-
ciated with these conditions (e.g., Boivin, Hymel,
& Bukowski, 1995; Rubin, Chen, McDougall, &
Bowker, 1995). For example, shy, socially withdrawn,
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and isolated children appear to be at risk for expe-
riencing concomitant behavioral and emotional diffi-
culties, such as substance abuse (e.g., Hartman, 1986),
academic impairment (e.g., Green, Vosk, Forehand,
& Beck, 1981), and school refusal behavior (e.g.,
Kearney & Silverman, 1990). Other long-lasting
correlates include internalizing difficulties, such as
anxiety (e.g., Irving & Irving, 1990; Rubin, 1985),
depression (e.g., Boivin et al., 1995; Henderson, 1997),
loneliness (e.g., Jones & Russell, 1982), and low self-
esteem (e.g., Cheek & Melchior, 1990; Crozier, 1995;
Jupp & Griffiths, 1990; Lawrence & Bennett, 1992).

Relation to Social Anxiety Disorder

Shyness, social withdrawal, and social isolation
are not listed as mental disorders in the fourth edi-
tion of the American Psychiatric Association (APA)
Diagnostic and Statistical Manual of Mental Disorders
(DSM-IV; APA, 1994); however, social impairments
related to these constructs often are evident in clinical
populations. In particular, shyness and related behav-
ior appear to be associated closely with social anx-
iety disorder (SAD) or social phobia. According to
the DSM-IV, SAD is characterized by “a marked and
persistent fear of one or more social or performance
situations in which the person is exposed to unfamil-
iar people or to possible scrutiny by others” (APA,
1994, p. 416). Turner, Beidel, and Townsley (1990)
compared the parameters of adult shyness and SAD
and reported similar cognitive features and behav-
ioral responses, such as fear of negative evaluation,
social withdrawal, and avoidance. Furthermore, the
authors reported that anxiety-producing social and
performance demands elicited similar somatic re-
sponses (e.g., heart palpitations, dizziness, and perspi-
ration) from shy individuals as well as those diagnosed
with SAD.

Children and adolescents diagnosed with SAD
may demonstrate socially withdrawn behavior and
may be isolated from their peer group (Albano,
DiBartolo, Heimberg, & Barlow, 1995; Beidel &
Morris, 1993; Beidel, Turner, & Morris, 1999;
Inderbitzen et al., 1997; Morris, 2000; Spence,
Donovan, & Brechman-Toussaint, 1999). In addition,
shyness has been described as the “normal person-
ality characteristic” that most closely parallels SAD
(Bruch & Cheek, 1995) and has been conceptualized
as a milder version of SAD that falls at the lower
end of the socially anxious continuum (Rapee, 1995).
Finally, researchers have described shyness as one

of the multiple predispositional factors contributing
to the development of SAD (Bruch & Cheek, 1995;
Stemberger et al., 1995).

In light of these collective findings, it appears that
shyness and SAD are related, overlapping phenom-
ena characterized by similar cognitive, behavioral,
and physiological responding. Additionally, many
children and adolescents who experience shyness and
related social difficulties endure significant behavioral
and emotional problems. Evaluating and enhancing
interventions applied to this population can help to
reduce the internal distress and peer relationship diffi-
culties currently experienced by socially inhibited chil-
dren. Further, early intervention efforts may disrupt
the developmental trajectories of this at-risk group,
thereby precluding the exacerbation of interpersonal
distress and social impairments.

REVIEW OF EMPIRICALLY EVALUATED
APPROACHES

Selection Criteria

Behavioral and cognitive–behavioral interven-
tions, such as exposure, social skills training, and peer-
mediated approaches, are reviewed. To provide a
relatively recent account of the literature, only stud-
ies published between 1980 and present were se-
lected, and are described herein. Using keywords
such as childhood shyness, social anxiety, withdrawal,
isolation, peer relations, and interventions, a series
of PsychINFO computer-based literature searches
was conducted to identify relevant outcome studies.
Group and single-subject designs were considered for
inclusion if (a) children or adolescents (preschoolers-
18 years) were the foci of treatment, (b) partici-
pants experienced shyness or related difficulties or
both, and (c) studies were published in peer-review
journals within the past 20 years. Unpublished the-
ses and dissertations were excluded, as were inves-
tigations focusing exclusively on childhood external-
izing difficulties or developmental delays. Although
design and sample characteristics differed drasti-
cally, all children and adolescents experienced inter-
personal difficulties and were described as shy, so-
cially withdrawn, isolated, or peer-neglected. This is
a relatively neglected and undertreated group ow-
ing to the internalizing and, at times, subclinical na-
ture of shyness; thus, only a limited number of stud-
ies were identified as being relevant to the current
review.
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Empirical Validation, Support, and Evaluation

Distinctions have been made between empir-
ically validated, supported, and evaluated treat-
ments (American Psychological Association [APA],
Task Force on Psychological Intervention Guidelines,
1995). Researchers, for example, have described em-
pirically validated treatments as efficacious, “well-
established” interventions meeting the highest level
of empirical support, whereas empirically supported
treatments often are regarded as a step below and
categorized as “probably efficacious” (Kazdin &
Weisz, 1998; Kendall, 1998; Lonigan, Elbert, Johnson,
1998). Distinguishing criteria recently have been
posited (e.g., Chambless & Hollon, 1998), with well-
established or efficacious treatments conceptualized
as “more effective than no treatment, a placebo, or an
alternate treatment across multiple trials conducted
by different investigative teams” (Kazdin & Weiz,
1998, p. 22). To be considered empirically supported
(i.e., “probably efficacious), interventions must meet
similar standards, with the exception of replication by
an independent investigatory team.

There are manualized treatments for childhood
anxiety disorders that likely meet criteria for “prob-
ably efficacious” psychosocial interventions (e.g., see,
e.g., Kendall, 1998; Barrett, Dadds, Rapee, 1996). No-
tably, however, there currently are no empirically val-
idated or supported treatments for childhood shyness
and related behavior. This review, thus, focuses pri-
marily on empirically evaluated (i.e., evidence-based)
interventions that heretofore have not been validated
or supported as per criteria set forth by the APA Task
Force.

Exposure-Based Treatments

Description

From a social learning perspective, interpersonal
distress and impairments in social functioning re-
sult from (a) performance inhibition due to anxi-
ety, (b) social skills deficits, or (c) a combination of
the two (Arkowitz, 1981). In general, exposure-based
therapies are implemented to mitigate elevated lev-
els of anxiety and internal distress, whereas social
skills training programs are used to assist children
in the development of effective interpersonal skills.
More specifically, exposure therapies are used to treat
negative emotional reactions (e.g., anxiety) and in-
volve prolonged exposure to anxiety-evoking stimuli

or events until the fear response is either extinguished
or diminished (e.g., Spiegler & Guevremont, 1998).

Exposure is an integral component in the treat-
ment of SAD and other clinically diagnosed anx-
iety disorders (e.g., Albano, 1995; Kendall, 1994;
Ollendick & King, 1991b; Silverman & Kurtines,
1996), and it has been found to be a necessary com-
ponent in the treatment of adult anxiety (Trower,
1995). In contrast, the unique contributions of ex-
posure and its variants have not been investigated
widely with nondiagnosed, socially inhibited children.
Instead, outcome studies have focused on the re-
mediation of deficient skills via social skills train-
ing techniques, such as modeling and role-plays. It is
possible, however, to conceptualize such approaches
as exposure-based procedures if they involve expo-
sure to the arousing and often avoided stimuli and
subsequent extinction of anxious responding. For ex-
ample, socially withdrawn children may be asked to
rehearse newly acquired social skills while engaging
in unstructured interactions with their peers. Such
role-playing and behavioral rehearsal techniques pro-
vide children with numerous opportunities to prac-
tice prosocial behavior within a training session, while
exposing them to a frequently avoided and anxiety-
inducing situation.

Empirical Findings

Only one randomized clinical trial was identi-
fied in which implosion and systematic desensitization
were utilized as the primary intervention techniques
(Lowenstein, 1983). In Lowenstein’s study, 22 shy
children and adolescents (6–19 years old; 16 girls,
6 boys) scoring low on an extroversion self-report
scale and rated by their teachers as “known to be
timid” were randomly assigned by gender to either
a treatment (n= 11) or control group (n= 11). Treat-
ment duration was 6 months, and both groups were
reassessed 2 weeks following this 6-month period.

Implosive approaches included “forcing” treated
individuals to participate in group activities, such as
swimming and games, and treated individuals also
were exposed to 30 min of loud music per day to re-
duce general levels of reactivity in the presence of
auditory stimuli. Additionally, in vivo and imagi-
nal desensitization procedures were implemented in
which treated participants were required to relax in
the presence of increasingly salient anxiety-provoking
stimuli. Goals of treatment were to help shy and
timid children and adolescents “develop greater
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interest to communicate and to mix socially with
others” (Lowenstein, 1983, p. 67), and the criteria
for improvement were based on differences between
pre- and posttreatment scores on teacher ratings
of timidity and self-reported extroversion. Because
of evidence supporting the relation between shy-
ness and academic difficulties, reading, spelling, and
mathematics scores on standardized tests also were
evaluated.

Findings from Lowenstein’s study provided ini-
tial support for using exposure-based treatments with
shy children and adolescents (Lowenstein, 1983).
Specifically, only those in the treatment group re-
ported higher levels of extroversion and were rated
by their teachers as being less timid following the
6-month period. Neither group, however, demon-
strated improved academic performance, possibly
because sessions were geared exclusively toward en-
hancing social performance.

Limitations

Despite Lowenstein’s positive findings, it is im-
portant to highlight several limitations (Lowenstein,
1983). First, it is impossible to determine the dura-
bility of the treatment gains because of the absence
of follow-up data. Additionally, although self- and
teacher-reported improvements were noted, infor-
mation solicited from parents and peers, along with
the inclusion of systematic behavioral observations,
would help to corroborate child and teacher data. Fi-
nally, the extent to which this program produced so-
cially important outcomes is unknown in light of the
narrowly defined treatment goals and improvement
criteria, neither of which included assessing children’s
emotional status, acceptance within the peer group,
and the quality of their social relationships.

A more general limitation involves the extent
to which exposure-based treatments lead to mean-
ingful changes in children’s interpersonal relation-
ships and levels of social skills. Although expo-
sure to feared stimuli typically leads to a decrease
in anxious arousal and avoidance behavior (e.g.,
Ollendick & King, 1991b), it is not clear whether
exposure techniques, in isolation, lead to socially
important outcomes, such as greater social com-
petency, higher levels of peer acceptance, and the
development of close friendships. In short, much
additional research is needed before solid conclu-
sions can be made regarding the short- and long-
term effects, as well as the unique and incremental

contributions, of exposure-based techniques used
with this population.

Social Skills Training (SST) Programs

Description

Social skills training (SST) is a widespread treat-
ment approach that may differ along numerous pa-
rameters, such as treatment format and setting. For
example, SST may be delivered to individuals or
groups of children, in clinical or school settings, and by
various trained individuals, including mental health
professionals and teachers. Although numerous vari-
ations in content and delivery exist, most programs
involve training in verbal and nonverbal communi-
cation skills and comprise coaching, modeling, and
social-problem–solving training (Erwin, 1993; Ladd,
1985; Schneider, 1989).

Most SST interventions are multimodal pro-
grams that use a combination of these three proce-
dures, making it difficult to determine if one is su-
perior to the others. One meta-analysis examining
the relative effectiveness of coaching, modeling, and
social-problem–solving training (SPST) suggested
that these techniques were equally effective in pro-
moting increases in the specific targeted behaviors
(Erwin, 1994). In a critical evaluation of 33 studies
on the treatment of social skills in children, Gresham
(1985) concluded that modeling perhaps is the most
cost-effective approach (followed by coaching) and
that SPST perhaps is the most time consuming to
implement.

Empirical Findings

Three studies were identified investigating the
effectiveness of SST with shy children and adoles-
cents. Christoff et al. (1985), for example, examined
the incremental utility of adding conversational skills
training (CST) following 4 weeks of social-problem–
solving training (SPST). In this study, 6 shy ado-
lescents (12–14 years; 4 females) participated in an
8-week program involving weekly group sessions and
a 5-month follow-up assessment. After 4 weeks of
SPST, adolescents were more successful in generat-
ing solutions to hypothetical social dilemmas. Ad-
ditional gains, including increases in self-reported
and observed social interaction rates, were found af-
ter the implementation of CST. These findings were
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maintained at a 5-month follow-up assessment. Un-
fortunately, participants did not exhibit the trained
skills or increased social interactions at school, sug-
gesting that the therapeutic gains failed to generalize
to a naturalistic, nontreatment setting. Other limita-
tions included having a relatively small sample size
and failing to utilize a no-treatment control group.

In a second study, Jupp and Griffiths (1990)
compared the differential impact of SST versus psy-
chodramatic role-plays in the treatment of socially
isolated adolescents (15 males, 15 females). Thirty
“isolated” students identified by peer and teacher rat-
ings were assigned randomly by gender to one of the
following three conditions: (a) SST, consisting of ver-
bal instructions, modeling, and weekly group discus-
sions; (b) psychodramatic role-plays, involving role-
plays of common interactions and social dilemmas; or
(c) wait list control. Adolescents in both treatment
groups attended 13 weeks of school-based sessions,
and those in the wait list control group were offered
treatment following the completion of the study.

Following the 13-week intervention, adolescents
in both treatment groups received higher teacher rat-
ings of social skills compared with those in the wait
list condition. Differences in teacher ratings were not
found between the SST and psychodramatic role-play
groups; however, students participating in the psy-
chodramatic role-plays scored higher on a measure of
self-concept than those in the SST and control groups.
Follow-up data and the long-term intervention effects
were not assessed. In addition, school observations,
posttreatment ratings of social status, and additional
measures of social validity (e.g., treatment acceptabil-
ity) were not included.

In a third study, 102 “socially incompetent”
8–12-year-old children with peer relationship prob-
lems were randomly assigned either to a wait list con-
trol (n = 30; 23 girls, 7 boys) or treatment (condition
n = 72; 45 boys, 27 girls; Blonk, Prins, Sergeant,
Ringrose, & Brinkman, 1996). Children in the treat-
ment group participated in a 20-week SST group
intervention, and pre-, post-, and follow-up assess-
ments were conducted on several variables: (a) self-
reported social anxiety and negative self-perceptions;
(b) teacher reports of child social competence; (c) so-
cial status based on peer ratings; (d) number of mu-
tual friendships; and (e) parent reports of child social
competence.

In general, Blonk et al. (1996) found that teachers
and parents reported improvements in assertiveness
and decreases in submissive behavior for the treated
group. Additionally, posttreatment and follow-up

peer ratings indicated increases in social status and the
number of mutual friendships for children in the treat-
ment group. It is essential to point out, however, that
the effect sizes for these findings were small to mod-
erate and, more substantively, approximately 50%
of the treated children did not have a single friend
at posttreatment. Of additional concern, differences
between the treatment and control groups were not
found on child measures of social anxiety and neg-
ative self-perceptions. Further, although teacher and
parent ratings of social competence provided some
evidence to support the generalization of treatment
effects, behavioral observations in the children’s nat-
ural social environments were not conducted to cor-
roborate these findings.

Limitations of SST

In general, SST interventions have been success-
ful in enhancing the specific skills targeted for treat-
ment (e.g., Blonk et al., 1996; Christoff et al., 1985;
Finch & Hops, 1982; Gresham, 1985; Jupp & Grittiths,
1990; Whitehill, Hersen, & Bellack, 1980). Although
the general findings appear promising, the social va-
lidity and clinical importance of these interventions
should be questioned, because of the circumscribed
curricula and treatment goals of most SST programs.
For example, the previously described studies focused
almost exclusively on training children in the use of
specific skills hypothesized (though not empirically
demonstrated) to facilitate the initiation and mainte-
nance of effective social interactions. Sufficient evi-
dence regarding the clinical and applied importance
of these targets was not provided and should direct
researchers and clinicians to examine the actual im-
portance and meaningfulness of these behaviors for
children (Weist, Borden, Finney, & Ollendick, 1991).

Further, even if “optimal” target behaviors are
identified, mastery of the trained skills and social-
problem–solving abilities may not result in socially
important outcomes, such as enhanced peer relation-
ships or acceptance within the peer group (Matson,
Sevin, & Box, 1995). For instance, prosocial attempts
made by shy children might be rejected because of
peer labeling and the stability of social status through-
out childhood and adolescence (Berler, Gross, &
Drabman, 1982; Cowen, Pederson, Babigian, Izzo, &
Trost, 1973; Strain & Fox, 1981). That is, teaching spe-
cific social skills to shy children may not alter the social
behavior of their peers (Strain, Odom, & McConnell,
1984).
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Another concern with SST is the lack of con-
vincing evidence demonstrating that changes in the
trained behaviors are durable and easily generalized
to real-life settings (Kendall & Morrison, 1984; French
& Tyne, 1982). Researchers have emphasized the im-
portance of facilitating skill maintenance and gener-
alization by including elements of a child’s natural
social environment, such as family members and the
peer group (Erwin, 1994; LaGreca & Fetter, 1995;
Trower, 1995). However, the SST studies described
above are child-focused interventions, and the main-
tenance and generalization of behavioral gains either
were not assessed (e.g., Blonk et al., 1996) or yielded
limited results (e.g., Christoff et al., 1985).

A final concern regarding SST is that it may not
be necessary or sufficient for all children who exhibit
deficits in social functioning. For instance, some chil-
dren are capable of behaving in a socially competent
manner but might experience interfering behavior,
such as anxiety, that prohibits them from emitting
proficient social responses (e.g., Spence et al., 1999).
Other children have the requisite social competen-
cies but may select inappropriate responses or fail to
demonstrate skilled behavior in the appropriate so-
cial contexts. Prolonged exposure to anxiety-inducing
social situations would be an appropriate interven-
tion for the first subgroup (i.e., for children experi-
encing performance inhibition), and a more advanced
level of SST, such as social-problem–solving training
(SPST), may be necessary for the latter (Spence &
Donovan, 1998; Trower, 1995). Prior to implementing
SST, a thorough assessment should be conducted to
determine the needs of, and appropriate interventions
for, the target child or the collective needs of children
in the case of group therapy (see La Greca & Fetter,
1995, for a complete review; Spence & Donovan,
1998).

Several suggestions for enhancing the general-
ization, maintenance, and social validity of SST pro-
grams include having children practice the newly
acquired skills in a range of situations and across
different settings, prescribing relevant homework as-
signments, and including “booster” or training re-
view sessions after treatment ends. Further, utilizing
children’s important social networks likely will pro-
mote behavioral maintenance and generalization and
may help to produce socially important outcomes,
such as peer acceptance and the development of
intimate friendships. Thus, it is recommended that
clinicians and researchers evoke the active participa-
tion of prominent socialization agents, such as par-
ents, peers, siblings, and teachers, in the treatment

process. The next section addresses the relative
strengths and weakness of utilizing children’s peers
as behavior-change agents in the treatment of shyness
and related behavior.

Peer-Mediated and Peer-Pairing Interventions

Description

It has been posited that peer-mediated and peer-
pairing approaches promote the generalization and
maintenance of prosocial behavior, such as turn tak-
ing, sharing, and cooperation (Vaughn & Lancelotta,
1991). In peer-mediated or “peer-helper” interven-
tions, peers of the target children serve as behavior-
change agents and are trained to initiate, model,
and reinforce appropriate social behavior (Odom &
Strain, 1984; Strain & Fox, 1981). Similarly, peer-
pairing approaches involve strategically matching
children who exhibit social difficulties with well-liked,
socially skilled peers. Both approaches involve pro-
viding target children with opportunities to engage in
joint-task activities with their nonisolate peers.

Strain and Fox (1981) suggested that peer-
mediated and peer-pairing interventions might be
superior to adult-mediated approaches. One explana-
tion for this hypothesis involves “the society of chil-
dren” phenomenon, which suggests that children and
adolescents belong to their own “societies” or “sub-
cultures” and adhere to social rules and norms that,
at times, differ drastically from adult-imposed values
and social expectations (Hartup, 1996). It follows that
peers may be qualified to offer informed judgments
with regard to “social etiquette rules” and nuances op-
erating within the larger peer group. Accordingly, so-
liciting peer involvement and support throughout the
course of treatment appears to be a logical means for
achieving meaningful outcomes, including increased
social integration and peer acceptance. Furthermore,
given that peers are major socialization agents in
a child’s natural environment, their involvement in
therapy may foster the generalization of the trained
social behaviors (Hazel, Schumaker, Sherman, &
Sheldon, 1982; McFayden-Ketchum & Dodge, 1998;
Spence & Donovan, 1998).

Empirical Findings

Very few investigators have evaluated peer-
mediated and peer-pairing approaches in the
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treatment of shyness and related social difficulties.
In an early investigation, Furman, Rahe, and Hartup
(1979) found that socially withdrawn preschoolers
given the opportunity to interact with younger play-
mates in free-play sessions evidenced increases in
their observed frequency of peer interaction, as com-
pared with no-treatment controls). Extending such
work, Bierman and Furman (1984) examined the ef-
fects of conversational skills training and peer in-
volvement on the social acceptance and interaction
of fifth and sixth graders who were classified as unac-
cepted by peers. As expected, peer involvement was
found to increase peer acceptance.

Guevremont, MacMillan, Shawchuck, and
Hansen (1989) examined the impact of a peer-
mediated approach on the interactions of two
socially isolated girls. Guevremont and colleagues
trained peer helpers to initiate and maintain interac-
tions with their socially isolated classmates. Overall,
the authors found that both of the isolate girls
demonstrated increased positive interaction rates
comparable with those exhibited by a normative con-
trol group. Additionally, teacher- and self-reported
ratings suggested that the two participants expe-
rienced fewer social problems, less loneliness, and
lower levels of dysphoria following the intervention.
These results generalized to a nonintervention recess
setting and were maintained at a 4-month follow-up
assessment. Problematically, the authors reported
pre- but not posttreatment and follow-up ratings
of sociometric status; therefore, the impact of this
intervention on peer acceptance is not known.

Christopher, Hansen, and MacMillan (1991) im-
plemented a peer-helper intervention to increase the
social status and number of prosocial interactions of
three socially withdrawn, elementary-aged boys. In
this intervention, teachers selected two socially adept,
same-sexed “peer helpers” to interact with each of
the withdrawn boys during their morning recess. Peer
helpers were trained in two 30-min sessions to (a) initi-
ate and maintain interactions, (b) react appropriately
to negative behavior, and (c) help structure dyadic
play activities. Target children did not receive for-
mal SST but were instructed to play with their peer
helpers during morning recess period. At posttreat-
ment, increases in positive social interactions were
observed during the children’s morning recess period.
Additionally, increases in prosocial behavior were
noted during the children’s afternoon recess period
and persisted for at least 4–5 months after treatment
ended, thereby supporting the generalizability and
maintenance of these effects. Christopher et al. (1991)

investigated the social validity of their intervention
by comparing sociometric ratings and positive inter-
actions of the treatment group to a normative control
group. However, the extent to which this interven-
tion produced clinically significant and socially im-
portant outcomes is unclear because of the extremely
small sample size and variable results across children
(Christopher et al.).

Morris, Messer, and Gross (1995) implemented
a peer-pairing approach to improve the social status
and increase the positive interaction rates of peer-
neglected first- and second-grade children. Twenty-
four neglected and 24 popular children were assigned
randomly and equally by gender to either a peer pair-
ing or control condition. Each same-gender peer pair
consisted of one popular and one neglected child who
participated in twelve 15-min play sessions over a
4-week period. Sociometric nominations were ob-
tained at posttreatment and at a 1-month follow-up
assessment. In addition, 10-min playground observa-
tions were conducted for the neglected and popular
children, as well as for 24 average-status children to
enable normative comparisons. The frequency of each
child’s positive interactions, negative interactions, and
solitary behavior was coded during recess on nine sep-
arate occasions (three pretreatment, three posttreat-
ment, and three follow-up).

Following the intervention, 75% of the neglected
participants in the treatment group demonstrated im-
proved sociometric status (defined as a change in
classification to popular or average status), in con-
trast to only 17% of children in the control group.
Further, 50% of neglected children in the treatment
group (but none of the children in the control group)
made gains in positive social interaction rates above
the mean positive interaction rate of the average-
status and popular children—providing support for
the social validity of this intervention. These find-
ings were maintained 1-month posttreatment, thereby
supporting the short-term durability of using a peer-
pairing approach with neglected children (Morris
et al., 1995).

Based on aggregate findings of the reviewed stud-
ies, it is possible that peer-mediated and peer-pairing
interventions are a logical extension (or perhaps a vi-
able alternative) to SST programs. Given that most
peer-focused approaches attempt to enhance social
group status and level of peer acceptance, their incre-
mental utility perhaps is illustrated best when consid-
ering issues related to social validation.

For example, two of the treatments discussed
(i.e., Christopher et al., 1991; Morris et al., 1995)
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resulted in dramatic improvements in social status
or acceptance within the peer group, which often
are regarded as a “socially important” outcome (e.g.,
Lovejoy & Routh, 1988). Additionally, Morris et al.
found that peer-neglected children demonstrated in-
creases in positive social interaction rates and de-
creases in solitary behavior relative to average-status
children, thereby providing evidence for the social va-
lidity of using a peer-pairing approach with neglected
children.

Limitations

There are several potential limitations with peer-
mediated and peer-pairing approaches. For example,
when used in isolation, these interventions may not
produce significant improvements in social skills and
social-problem–solving behavior. This would be par-
ticularly problematic if children lacking such skills
were forced to change schools or classrooms and
were required to “reestablish” their social standing
among a new group of peers. In this case, training
in the initiation and maintenance of conversations
might benefit children without the requisite social
skills, and exposure techniques (e.g., systematic de-
sensitization) may be necessary for children experi-
encing anxiety and performance inhibition. Similarly,
peer-mediated and peer-pairing approaches often do
not include training in coping strategies, such as re-
sponding to negative peer reactions and, if neces-
sary, learning to engage in adaptive solitary activities.
Although some shy children demonstrate effective
coping skills, the literature supports a relation be-
tween childhood internalizing difficulties (e.g., so-
cial anxiety) and avoidant coping strategies, such
as avoidance or escape from anxiety-inducing so-
cial or performance demands (e.g., Beidel & Turner,
1998). Thus, training in emotional acceptance and ap-
proach coping strategies might be beneficial for some
children.

In sum, peer-mediated and peer-pairing ap-
proaches appear to be effective in treating childhood
internalizing difficulties related to low social status.
The findings presented above should be interpreted
with caution, however, given the small sample sizes
and limited number of studies in this area. Additional
outcome research is needed to empirically substanti-
ate the incremental utility of incorporating peers as
behavior-change agents and to elucidate the unique
and combined effectiveness of peer-mediated and
skills training approaches.

TREATING SOCIAL ANXIETY DISORDER:
MULTICOMPONENT APPROACHES

As previously noted, shyness and related be-
havior are associated with internalizing difficulties,
most specifically social anxiety disorder (SAD). Sev-
eral outcome studies have investigated the effi-
cacy of cognitive–behavioral therapies in the treat-
ment of anxiety-disordered youth (see Barrett, 2000;
Labellarte, Ginsburg, Walkup, & Riddle, 1999). More
specifically, randomized clinical trials have been con-
ducted using individual (Kendall, 1994; Kendall et al.,
1997; Silverman et al., 1999a), group (Barrett, 1998;
Silverman et al., 1999b), and family-based (Barrett
et al., 1996) therapies. Overall findings have been
positive, resulting in significant decreases in parent-,
teacher-, and child-reported internalizing symptoms,
as well as primary diagnostic recovery rates rang-
ing from 64% (Kendall, 1994; Kendall et al.,
1997; Silverman et al., 1999a) to 84% (Barrett,
1998).

The outcome studies conducted by Kendall,
Barrett, and Silverman and colleagues focused on
youth diagnosed with various types of anxiety disor-
ders, including but not limited to SAD. It is unclear,
therefore, whether comparable results were found
across anxiety type and if participants diagnosed with
SAD benefit maximally from treatments developed
for such a heterogeneous clinical population. A thor-
ough review of these therapies used to treat mixed
clinical samples is beyond the scope of this paper;
however, their development and apparent success cer-
tainly marks an advance in the field and merits recog-
nition. To date, only three treatment protocols have
been developed specifically to treat SAD in childhood
and adolescence; each is described below.

Social Effectiveness Therapy for Children (SET-C)

Description

Social Effectiveness Therapy for Children
(SET-C; Beidel, Turner, & Morris, 2000) is a com-
prehensive, multifaceted behavioral treatment de-
veloped specifically for children and adolescents
diagnosed with SAD. The treatment program was
modeled after an efficacious program for adult SAD
(Turner, Beidel, & Cooley-Quille, 1997). SET-C is
a 12-week multicomponent treatment program that
includes (a) a one-session educational component,
(b) weekly individual exposure sessions (60 min),
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(b) weekly SST group sessions (60 min), and (c)
peer generalization activities (90 min). The educa-
tional component includes providing parents and chil-
dren with information about SAD and SET-C. In-
dividual sessions involve in vivo exposure exercises
constructed to address each child’s unique pattern
of social fears, and the SST sessions (conducted in
small groups of 4–6 children) focus on conversa-
tional and friendship-making skills. Finally, to ad-
dress an important limitation in existing programs,
the treatment developers included a peer gener-
alization component that involves 90-min unstruc-
tured group activities (e.g., pizza parties, bowling,
skating).

Empirical Findings

Only one empirical study to date has exam-
ined the efficacy of SET-C in the treatment of child-
hood SAD. Beidel et al. (2000) randomly assigned
67 children (8–12 years, 60% female) diagnosed
with SAD to participate in either SET-C or “Test-
busters” (an active but nonspecific control treat-
ment; Beidel, Turner, & Taylor-Ferreira, 1999). Chil-
dren participating in SET-C underwent 12 weeks
of treatment as described above, and those as-
signed to the Testbusters group participated in a
12-week program that included individual and get-
ting group sessions covering such topics as estab-
lishing good study habits and receiving instructions
and getting practice in test-taking preparation. To al-
low for a parallel comparison, the Testbusters pro-
gram was held twice a week (one individual and
one group session) and, similar to SET-C exposure
and role-play exercises, children were required to
read aloud from the Testbusters manual during group
sessions.

Following 12 weeks of treatment, children par-
ticipating in SET-C demonstrated statistically and
clinically significant improvements across various do-
mains (e.g., decreased levels of social and general anx-
iety, increased social skill and performance ratings,
and more adaptive functioning in daily situations).
These improvements were maintained 6 months post-
treatment and were not found for the Testbusters
control group (Beidel et al., 2000). Furthermore, the
authors reported that 67% of children participating in
SET-C did not meet diagnostic criteria at posttreat-
ment compared to only 5% of those in the Testbusters
group.

Strengths and Limitations

Some notable strengths of the Beidel et al. inves-
tigation included (a) use of an active, but nonspecific,
control group, (b) use of multimethod and multiinfor-
mant assessment procedures, and (c) inclusion of a
6-month follow-up evaluation. One potential lim-
itation, however, was that observations were not
conducted in naturalistic environments (e.g., school,
home), and children’s peer status and friendships
were not assessed to determine the impact of treat-
ment on important social relationships. In addition,
SET-C was designed for implementation in a special-
ized anxiety disorders clinic and, although efficacious
in this capacity, it may be difficult to adhere to the
intensive treatment protocol in a community mental
health setting. In spite of these logistical limitations,
SET-C is the first manualized therapy specifically de-
veloped to meet the needs of children diagnosed with
SAD, and early research supports the efficacy of this
treatment program.

Cognitive–Behavioral Group Treatment
for Adolescents (CBGT-A)

Description

Albano and Barlow (1996) developed a
cognitive–behavioral group treatment for adoles-
cents diagnosed with SAD. This multicomponent
program is a modified version of CBGT for adults
(see Heimberg, Dodge, Hope, Kennedy, & Zollo,
1990). More specifically, the adolescent version
of CBGT is a 16-week program that includes
psychoeducation, exposure-based activities (e.g.,
structured snack time, role-plays), and a variety of
skill-building techniques (e.g., SST, social-problem
solving, cognitive restructuring).

Empirical Findings

To date, two pilot studies have examined the
short-term efficacy of CBGT-A (i.e., Albano, Marten,
Holt, Heimberg, & Barlow, 1995; Hayward et al.,
2000). Albano et al. reported 3- and 12-month follow-
up data for five adolescents (13–16 years; 3 boys,
2 girls); four teens were completely diagnosis-free at
both follow-up evaluations, and the fifth experienced
subclinical levels of social anxiety. In a subsequent
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investigation, Hayward and colleagues randomly as-
signed 35 female adolescents (M = 15. 8 years) di-
agnosed with SAD to a treatment (n = 12) or con-
trol (n = 23) group. Similar to findings reported by
Albano et al., significantly fewer teens participat-
ing in CBGT-A met diagnostic criteria for SAD at
posttreatment. Notably, however, there were no di-
agnostic differences between the treated and un-
treated groups at 1-year follow-up, highlighting the
need to investigate further the long-term efficacy of
CBGT-A.

These preliminary data provide moderate sup-
port for the short-term benefits of CBGT-A. Im-
portant limitations (e.g., small sample sizes, inconsis-
tent follow-up data) mandate the need for additional
outcome data, with efforts aimed at conducting ran-
domized group designs with wait-list controls or al-
ternative treatment groups or both. Additionally,
component analyses might assist researchers and
clinicians in identifying the extent to which the various
treatment components are necessary or sufficient, or
both, in mitigating debilitating levels of social anxiety
and distress in adolescence.

Cognitive–Behavioral Therapy (CBT) Plus Parental
Involvement

Description

Spence, Donovan, and Brechman-Toussaint
(2000) examined the effectiveness of an integrated
CBT package with and without parental involve-
ment for children and adolescents diagnosed with
social phobia. Fifty children (aged 7–14 years) were
randomly assigned to CBT, CBT plus parent train-
ing, or a wait-list control condition. The CBT
package included SST, relaxation training, positive
self-instruction, cognitive challenge, and graded expo-
sure. Groups of 6–8 children participated in 12 weekly
sessions and 2 booster sessions (3 and 6 months
posttreatment). The parental involvement compo-
nent was developed to teach parents to model and
reinforce the social skills being taught in the CBT
package; to ignore avoidance and socially anxious be-
havior; to encourage child participation in social activ-
ities; and to reinforce homework completion. Parents
observed the children’s group sessions behind a one-
way mirror and participated in a 30-min weekly train-
ing session while their children were practicing skills
in another room.

Empirical Findings

Both active interventions proved superior to
wait-list, although not significantly different from one
another at posttreatment. However, a trend emerged
toward greater gains among children in the parental
involvement group at the 12-month follow-up (53%
of children in the CBT group and 81% of children in
the CBT plus parental involvement group no longer
met criteria for social phobia). These results provide
preliminary data supporting the incorporation of par-
ents in child interventions. Clearly, more research is
needed to empirically substantiate the clinical util-
ity of including parents in prevention and interven-
tion programs and to determine the best means of
involvement.

SUMMARY AND FUTURE CONSIDERATIONS

Despite significant evidence documenting the ad-
verse impact of shyness, social withdrawal, social iso-
lation, and peer relationship problems, only a lim-
ited number of outcome studies conducted within the
past 20 years have targeted this at-risk group. Long-
lasting negative consequences associated with social
maladjustment and peer relationship difficulties sug-
gest that overlooking the special needs of socially
inhibited children is remiss, and increased attention
should be devoted to the development, evaluation,
and refinement of relevant prevention and treatment
strategies.

Several empirically investigated procedures used
in the treatment of shyness and related behavior have
been reviewed. In general, exposure, SST, and peer-
mediated interventions have demonstrated short-
term merit in ameliorating social impairments, such as
peer neglect, avoidance, and social withdrawal. How-
ever, the lack of evidence documenting the gener-
alization, maintenance, and social validity of these
behavioral gains should urge researchers and prac-
titioners to reconsider the long-dominant treatment
goals and clinical methods used to treat childhood
shyness and related social difficulties. Several con-
cerns regarding the current state of the reviewed lit-
erature are addressed below, including the need to
assess the social validity of treatment programs and
the importance of considering contextual and devel-
opmental variables. Finally, issues related to preven-
tion research and longitudinal outcome studies are
discussed.
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Social Validity

Several limitations of the reviewed literature are
relevant to outcome research in general. Specifically,
an increasing trend in outcome research calls for the
consideration and measurement of socially valid out-
comes. Questions of social validity involve the ex-
tent to which an intervention produces (a) meaningful
changes that enhance the quality of a client’s life, (b)
behavioral, psychological, and social improvements
that generalize outside of clinical and research set-
tings, and (c) socially important and accepted out-
comes that are maintained over time (Kazdin, 1988).
In the treatment of social maladjustment, it often is as-
sumed that peer acceptance and social integration are
“socially important” outcomes and that incorporating
peers in the intervention process may be instrumen-
tal in improving a child’s social status (e.g., Gambrill,
1996; Hansen, Lawrence, & Christoff, 1989; Lovejoy
& Routh, 1988).

Studies incorporating peers indeed appear to
promote peer acceptance and children’s social status.
The outcome variables and criteria for treatment suc-
cess, however, focus more on the quantity, rather than
the quality, of children’s peer relationships. For ex-
ample, the aforementioned peer-mediated and peer-
pairing approaches assessed peer acceptance by cal-
culating the number of positive and negative peer
nominations. In addition, social integration was deter-
mined by observing the sheer frequency of a child’s
positive social interactions. Although it is possible
to conceptualize high-frequency positive interaction
rates as reflecting high-quality relationships, the ex-
tent to which these interactions led to the forma-
tion of mutual friendships is unknown. Furthermore,
friendship quality and satisfaction were not assessed
directly in any of the reviewed studies, thereby pre-
cluding investigators from making substantive con-
clusions about the development or enhancement of
high-quality relationships.

In light of evidence supporting the buffering
effect of close, supportive friendships (Hartup &
Stevens, 1997; Hoza, Bukowski, & Beery, 2000; Parker
& Asher, 1993), researchers and clinicians perhaps
should place a stronger emphasis on enhancing (and
assessing) the quality of children’s relationships. For
instance, it may be beneficial to incorporate training
in “friendship-making skills” and social contingen-
cies related to the formation, deepening, and mainte-
nance of close friendships (see Argyle & Henderson,
1984, for a complete review). Friendship-making skills
were addressed to some extent in the SET-C program

(Beidel et al., 2000) but were not incorporated into
any of the other programs. Finally, given the unpre-
dictable and voluntary nature of friendships (particu-
larly in childhood and adolescence), it may be useful
to teach children to cope with unwanted solitude and
to independently seek out potentially rewarding so-
cial experiences (Rook, 1984).

Social Context

Generalization and maintenance of important
behavioral gains were limited in several of the studies
reviewed. As a potential ameliorative strategy, con-
certed efforts should be made to include elements of a
child’s natural social environment (e.g., school, neigh-
borhood) and his or her important social networks,
such as family, teachers, and peers, in the treatment
process (e.g., Brent & Kolko, 1998; Kazdin, 1996). Be-
cause peer-focused interventions already were men-
tioned, only issues related to parent, teacher, and
school involvement are presented below.

Parental Involvement

A growing body of literature suggests that
parental characteristics (e.g., parenting style, parent
psychopathology), as well as the nature and quality of
the parent–child relationship, may influence the de-
velopment and maintenance of child psychopathol-
ogy (e.g., Rapee, 1997; Rutter & Quinton, 1984;
Zoline & Jason, 1985). Relevant to the present re-
view, research suggests an overcontrolling and re-
jecting parenting style may be a risk factor linked
with the onset and exacerbation of childhood shyness,
social anxiety, and related social impairments (e.g.,
Eastburg & Johnson, 1990; Greco & Morris, 2000;
Krohne & Hock, 1991; Masia & Morris, 1998; Morris,
2000; Rapee, 1997). In addition, researchers consis-
tently have demonstrated the relation between parent
and child internalizing difficulties, thus corroborating
the notion that negative affectivity tends to “run in
families” (e.g., Anhalt & Morris, 2001; Eastburg &
Johnson, 1990; Messer & Beidel, 1994).

Further, the literature suggests parent charac-
teristics and family relationships influence children’s
peer relationships (Parke & O’Neil, 1999; Putallaz &
Heflin, 1990). For example, young children rely heav-
ily on their parents to arrange social contacts, or “play
dates,” because of their limited and highly regulated
contact with social networks outside of the family
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complex. In addition, “peer management” practices,
such as offering peer-related advice, arranging social
contacts, and supervising play interactions, have been
identified as important to the formation and qual-
ity of children’s peer relationships (Kerns, Cole, &
Andrews, 1998; Parke & O’Neil, 1999; Pettit & Mize,
1993). Parents who lack, or simply fail to perform,
these important peer management skills may con-
tribute to the development and exacerbation of their
child’s social difficulties.

Parents of less sociable children may experience
social impairments or interpersonal distress them-
selves, consequently prohibiting them from estab-
lishing adequate socialization experiences for their
children. It is possible for parents of shy children
to “teach” socially maladaptive behavior by model-
ing and reinforcing anxious responding and avoid-
ance behavior, thereby impeding the acquisition of
peer interaction skills and the development of an ad-
equate social repertoire (Barrett, Rapee, Dadds, &
Ryan, 1996; Greco, Cadotte, & Morris, 2000; Masia &
Morris, 1998).

Given the pivotal role parents may play in shap-
ing their child’s interpersonal behavior, it is recom-
mended that researchers and clinicians examine the
unique and incremental utility of including parents
in prevention and intervention programs. For exam-
ple, parental rejection and control appear to be risk
factors contributing to the development and exacer-
bation of shyness; therefore, it might be beneficial for
therapists to educate parents about the potential ef-
fects of their behavior. Therapists can coach parents in
the use of positive discipline skills, such as reinforcing
prosocial (e.g., approach) behavior and extinguishing
child reactions to the feared stimuli or events. Also,
parents exhibiting overcontrolling behavior can be in-
structed to reduce the number of directives used and
to allow their child to exercise age-appropriate levels
of independence. Finally, parental involvement in the
treatment process would enable parents to serve as
“treatment facilitators” (as in Spence et al., 2000, de-
scribed earlier). That is, parents can assist with out-of-
session homework assignments (e.g., exposure, self-
monitoring), thereby promoting the generalization
and maintenance of treatment effects across various
settings (Brent & Kolko, 1998).

Sheridan, Kratochwill, and Elliott (1990) empir-
ically tested the differential effectiveness of teacher-
only versus parent and teacher involvement in an
SST program implemented to treat four socially with-
drawn, school-aged children (ages 9–12; 3 girls, 1 boy).
Using a multiple baseline across subjects design, the

authors reported that incorporating teachers and par-
ents in the treatment process (i.e., conjoint behavioral
consultation) was an effective method for enhancing
social initiation behavior both at home and at school.
In contrast, teacher-only consultation enhanced social
initiation behavior at school only.

School Involvement

Key socialization agents (i.e., teachers and peers)
are present in the school environment and ostensi-
bly influence the nature and course of children’s so-
cial skills and interpersonal behaviors (e.g., Brent &
Kolko, 1998). For example, the quality of children’s
school environment appears to impact educational,
behavioral, and socioemotional outcomes (Rutter,
Maughan, Mortimore, Ouston, & Smith, 1979). Thus,
it seems logical that school-based interventions would
be effective in improving outcomes and in producing
durable, cross-setting behavioral change. Finch and
Hops (1982) developed the PEERS program to pro-
vide a comprehensive, school-based intervention for
socially isolated and withdrawn children. Important
social agents (i.e., parents, teachers, peers) partici-
pate in treatment to allow for the effective generaliza-
tion and maintenance of socially important outcomes.
The developers hypothesized that a school-based in-
tervention would facilitate children’s entry into the
peer group and that the use of a broad-based inter-
vention program would increase the probability of
long-term maintenance and generalization (Finch &
Hops, 1982). The inclusion of significant individuals
within a child’s overall social system appears to be a
promising approach (e.g., Sheridan et al., 1990); how-
ever, the PEERS program requires empirical support
to demonstrate its clinical significance, social validity,
and long-term benefits. In conclusion, it is likely that
adopting a multisystemic approach and incorporating
a child’s social milieu into treatment will promote the
generalization and maintenance of socially important
improvements. Additional research is needed to pro-
vide an empirical basis for this prediction and can be
achieved by investigating the relative and combined
impact of including children’s multiple, interrelated
social networks.

Developmental Considerations

A child’s age, cognitive abilities, and gender
are important variables to consider when developing
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prevention and intervention strategies (Brent &
Kolko, 1998; Kendall, MacDonald, & Treadwell, 1995;
Ollendick & King, 1991b; Ronen, 1998), ones that
potentially may moderate treatment outcome (e.g.,
Eyberg, Schuhmann, & Rey, 1998; Kazdin, 1988;
Mash, 1998). Unfortunately, studies examining the
differential effectiveness of intervention methods for
older versus younger children and males versus fe-
males are virtually nonexistent within the realm of
shyness and related behavior. This undoubtedly is a
significant omission due to consistently documented
gender differences in maturation processes, social de-
velopment (Kazdin, 1988; Raviv, Raviv, & Reisel,
1990; Ronen, 1998), and the quality and nature of
peer relationships and friendships (Hartup & Stevens,
1997; Hoza et al., 2000; Parker & Asher, 1993). Fur-
ther, there is some evidence suggesting that gender
differences are related to children’s preferences for
involving social agents, such as peers, parents, and
experts, in treatment (Winter, Hicks, McVey, & Fox,
1988).

One outcome study examined the relative contri-
butions of cognitive–behavioral therapy (CBT) and
family management training (FAM), and included
data regarding age and gender interactions (Barrett
et al., 1996). This investigation targeted 79 anxiety-
disordered youth 7–14 years old (45 boys, 34 girls),
including children diagnosed with overanxious disor-
der (n= 30), separation anxiety disorder (n= 30), and
SAD (n = 19). Participants were randomly assigned
to either (a) CBT (n= 28), (b) CBT+ FAM (n= 25),
or (c) a wait-list control condition (n = 26), and were
evaluated at posttreatment, and at 6- and 12-month
follow-ups.

Barrett et al. (1996) reported significant improve-
ments across treatment conditions, with 70.3% (CBT)
and 95.6% (CBT + FAM) of the participants no
longer fulfilling diagnostic criteria for an anxiety dis-
order 12 months following treatment, compared with
only 26% of those in the wait-list condition. Addi-
tionally, the authors found that age and gender in-
teracted with treatment condition, with younger chil-
dren and females benefiting most from the combined
CBT+ FAM intervention. In contrast, the two active
treatments produced equivalent results for males and
children over 10 years of age, thereby supporting the
moderating role of gender and developmental stage
on treatment efficacy.

In short, future research should examine the me-
diating and moderating effects of age, cognitive abil-
ity, and gender on treatment outcome given that chil-
dren and adolescents may respond differently as a

function of these variables. Such investigation will as-
sist researchers and clinicians in designing develop-
mentally sensitive programs that may help to answer
the fundamental questions of when, and with whom,
to intervene. A growing empirical base provided by
the emergent fields of developmental psychopathol-
ogy (Cicchetti & Cohen, 1995; Cicchetti & Toth, 1992)
and prevention research (Simeonsson, 1994) also may
help to address these questions.

Prevention Research: To Treat or Not to Treat

Broadly defined, prevention refers to interven-
tions that occur prior to the onset of a clinically diag-
nosable disorder to reduce the number of new cases
of that disorder (Munoz, Mrazek, & Haggerty, 1996;
Simeonsson, 1994). Thus, aside from promoting the
healthy development of children, the goals of pre-
vention include reducing the need for curative and
therapeutic services, and obviating the need for inten-
sive correctional programs. In general, it appears that
empirical research, mental health funding, and men-
tal health professionals have focused primarily on the
treatment, rather than prevention, of childhood psy-
chopathology (Simeonsson, 1994). It is not, therefore,
surprising that children who experience subclinical
levels of internalizing difficulties, such as shyness, rep-
resent an undertreated and underresearched group.

As previously mentioned, shyness is recognized
widely as being a relatively normal and transitory phe-
nomenon (e.g., Sanson et al., 1996). Consequently, shy
children typically do not receive psychosocial services
unless their interpersonal difficulties reach debilitat-
ing levels (Beidel & Turner, 1998; Essau et al., 2000).
In determining whether to intervene, researchers and
clinicians are urged to consider the adverse concomi-
tants, such as emotional and behavioral problems
and long-standing interpersonal difficulties, associ-
ated with shyness and related behavior. Most would
agree that building skills is preferable to remediating
deficits; thus, future efforts should move toward the
development of effective prevention strategies. Two
prevention-related issues considered next involve the
selection of target populations and the identification
of risk and protective factors.

Levels of Prevention

The literature distinguishes among three levels
of prevention defined on the basis of their target
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populations (Mrazek & Haggerty, 1994). Universal
prevention strategies are designed for all children,
irrespective of internalizing and externalizing symp-
toms or the presence of risk and protective factors,
whereas selective prevention involves selecting chil-
dren who are “at risk” for developing a particular con-
dition due to their exposure to biological, psychologi-
cal, or social risk factors. Finally, indicated prevention
strategies focus on children who exhibit detectable,
though subclinical, levels of a particular disorder (e.g.,
Munoz et al., 1996; Simeonsson, 1994; Donovan &
Spence, 2000). Shy, socially anxious, withdrawn, and
isolated children represent an indicated group, be-
cause they are both “symptomatic” and at risk for
developing a clinical diagnosis such as SAD.

Systematic evaluations of universal and selective
prevention strategies are rare and typically have the
vague goals of “preventing maladjustment” and pro-
moting “healthy behavior” rather than focusing on
the prevention of specific negative outcomes (Durlak,
1998). In contrast, all of the previously reviewed inter-
ventions can be conceptualized as indicated preven-
tion strategies that help to prevent the development
of SAD and other clinically significant impairments.
Generally speaking, however, limitations in follow-up
periods and methodologies preclude evaluation of the
preventative value of these interventions (Ollendick
& King, 1994).

One indicated prevention research program ap-
pears particularly promising in preventing the on-
set and development of anxiety disorders, including
social anxiety disorder (SAD; i.e., Dadds, Spence,
Holland, Barrett, & Laurens, 1997). In a study con-
ducted under the auspices of the Queensland Pre-
vention and Early Intervention of Anxiety Project
(QEIPAP), Dadds et al. (1997) randomly assigned 128
children aged 7–14 to either a 10-week parent- and
child-focused program (n = 61) or to a no-treatment
control group (n = 67). Children and parents in the
treatment group participated in a school-based, mul-
ticomponent intervention that included SST, SPST,
exposure-based techniques, and cognitive restructur-
ing. Parental involvement was limited to three ses-
sions and involved educating parents about their
child’s anxiety and training them to use contingency
management skills such as positive reinforcement.

At pretreatment, children in both groups demon-
strated subclinical symptoms or were diagnosed with
an anxiety disorder, but exhibited only mild to mod-
erate impairments. Thus, the primary aim of the
QEIPAP was to intervene both with “disorder-free”
children experiencing mild anxiety and with those

who met criteria for an anxiety disorder but were
in the less severe range. Based on parental respond-
ing to the Anxiety Disorders Interview Schedule for
Children (Silverman & Nelles, 1988), the authors
found that 54% of the subclinical children in the no-
treatment group progressed to a diagnosable disor-
der at 6-month follow-up, compared with only 16%
of those in the intervention group. Additionally, child
and parent reports of children’s internalizing difficul-
ties (e.g., general anxiety and avoidance) were signif-
icantly lower, and ratings of family adjustment were
significantly higher, for the intervention group follow-
ing treatment.

These results highlight the potential utility of
early intervention and prevention programs used with
an indicated school-aged group. Additional research
is needed, however, to demonstrate the effectiveness
of prevention strategies in reducing the prevalence
and incidence of particular disorders. One suggestion
for designing preventive programs involves identify-
ing important risk factors and modifying their devel-
opmental impact, while promoting the development
of variables that serve a protective function (Spence &
Donnovan, 1998). Both types of variables (i.e., risk
and protective factors) are described briefly below.

Risk and Protective Factors

With the emergence of developmental psy-
chopathology research, there has been an increasing
trend toward the identification and analysis of risk and
protective factors (Cicchetti & Cohen, 1995; Cicchetti
& Toth, 1992; Ollendick & King, 1991a). Broadly
defined, risk factors refer to variables that predict
the onset, severity, and duration of psychopathol-
ogy, whereas protective factors increase resiliency and
decrease vulnerability to psychological disorder and
maladaptive development (e.g., Cicchetti, 1993). It is
critical to consider both types of variables when cre-
ating intervention programs to provide information
regarding predictors of outcome and change.

Numerous risk factors have been implicated in
the onset and development of shyness and related
behavior, including parental anxiety, a child temper-
ament style of behavioral inhibition, traumatic and
stressful life events, and parenting style characteris-
tics, such as parental rejection and overcontrol (e.g.,
Beidel & Turner, 1998; Donovan & Spence, 2000;
Morris, 2000). Variables that serve a protective func-
tion have not been investigated as extensively; how-
ever, research suggests that social support and child



P1: FXJ/FMO P2: FLW

Clinical Child and Family Psychology Review (CCFP) PP347-365119 December 21, 2001 9:18 Style file version Nov. 07, 2000

314 Greco and Morris

coping skills may improve resilience to both risk fac-
tors and psychological disorder (Coie et al., 1993).

Two recommendations for developing effective
preventive programs include (a) identifying factors
associated with risk and resiliency, and (b) implement-
ing procedures that either directly alter the risk fac-
tors themselves or that promote protective factors,
thereby increasing resiliency (Durlak, 1998; Spence,
1994; Spence & Dadds, 1996). For example, school-
based universal prevention programs involving all
children could be incorporated into classroom cur-
ricula, with the primary goal of enhancing protective
factors. Specific program objectives might be to en-
courage and promote collaborative group work within
and outside of the classroom, to teach appropriate
coping skills (e.g., communication, assertiveness, and
relaxation training), and to enhance children’s social
support networks (e.g., family relationships, peer net-
works, close friendships). Despite the potential ben-
efits of implementing wide-scale programs, the pre-
ventive value and net utility of universal prevention
efforts currently is unknown. Thus, it will be necessary
to first conduct cost-benefit analyses and to evaluate
the effectiveness of such programs prior to their im-
plementation.

Since selective prevention strategies target
presymptomatic at-risk individuals, children with
highly anxious parents, or toddlers who demonstrate
the temperamental quality of behavioral inhibition,
could be “selected” to participate in these programs.
Program goals might be to reduce levels of parental
anxiety and to moderate overcontrolling parenting
behaviors (e.g., LaFreniere & Capuano, 1997). In
summary, recent advances have been made in the area
of prevention research owing, in part, to the emergent
discipline of developmental psychopathology. Knowl-
edge of risk and protective factors should assist re-
searchers and clinicians in identifying at-risk popula-
tions and developing prevention programs designed
to promote resiliency and to decrease risk.

SUMMARY AND CONCLUSIONS

Several limitations in the existing literature and
the necessity for additional outcome and prevention
research have been discussed. Specific recommenda-
tions include assessing the social importance of treat-
ment gains, actively engaging children’s important
social agents in the treatment process, and consid-
ering the impact of important developmental vari-
ables, such as age and gender. Finally, researchers

and clinicians are urged to reconceptualize the clini-
cal importance of childhood shyness and related social
difficulties, to place equal emphasis on prevention and
treatment, and to include sound longitudinal method-
ology in future outcome studies.
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