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As a symptom state, nearly all humans have personal experience with the
feeling of social anxiety. For most individuals, the feeling state is transitory,
or limited to relatively circumscribed developmental periods. For others,
social anxiety“is a chronic condition resulting in significant functional
impairment. Social anxiety disorder is defined in the fourth edition of the
Diagnostic and Statistical Manual of Mental Disorders (DSM-1V) as a
“marked and persistent fear of one or more social or performance situations
in which the person is exposed to unfamiliar people or to possible scrutiny
by others™ (1). In order to qualify for a diagnosis of social anxiety disorder,
children must demonstrate capacity for age-appropriate social relationships.
Pervasive developmental disorder must be considered as an alternative
diagnosis for children who demonstrate deficits in social relatedness even
with family members and others with whom they have extended contact.
Further, diagnosis of social anxiety disorder requires that the child experi-
ence anxiety-related symptoms in the presence of other children, not merely
in interaction with adult authority figures. Reticence only in the presence of
adults, while potentially disconcerting, falls within the normative scope of
shyness and is not necessarily grounds for intervention.

75



76 Morris

As childhood shyness is a relatively common phenomenon, which for
many children subsides as they age, how do clinicians distinguish between
normative and pathological social anxiety? This question is generally answered
‘with reference to the extent of functional impairment in social relationships
and/or academic performance as well as the level of distress experienced by the
child. Escape from, and avoidance of, social situations are particularly salient
features of social anxiety disorder. However, as children often do not have the
freedom to avoid many social situations (e.g., school), responses such as cling-
ing to parental figures, freezing, or tantruming may be observed when children
are unable to avoid feared stimuli. Self-deprecatory cognitions and fear of neg-
ative evaluation are common among children with social anxiety disorder—
even when faced with objective evidence to the contrary. Intense physiological
responses—including heart palpitations, trembling, sweating, and blushing—
‘are also common in anticipation of, throughout, and/or following social per-
formance situations. Fear that others will notice these physiological reactions
further exacerbates the child’s social concerns.

Social anxiety disorder typically begins in early childhood, with a
mean age of onset of 11 years reported for the generalized form (2). Due to
the pervasive deleterious effects of social anxiety on children’s social and
academic functioning, early detection and diagnosis are crucial in order that
proper intervention may be delivered. Early intervention can serve to avert
a lifetime of dysfunction and distress. Unfortunately, relatively few children
meeting criteria for social anxiety disorder are identified and referred to
appropriate treatment providers. This is due in part to limits in children’s
‘understanding of their own emotional states, and ability to communicate
them, limited ability of parents and teachers to detect mild to moderate
levels of anxiety in children, and the often expressed hope of parents that
their children will simply “‘grow out of it.”

Accurate assessment of social anxiety disorder requires an apprecia-
tion of child development. In order to determine whether a given behavior is
age-appropriate, one must have an understanding of the behaviors and skills
that children should demonstrate across various ages. Unfortunately, many
clinicians have not received adequate training in “normal” child develop-
ment and thus have limited ability to ascertain whether certain behaviors are
indeed “abnormal.” Normative information regarding social, cognitive,
emotional, and physical development is necessary to place behaviors in a
proper context.

. STRANGER ANXIETY AND BEHAVIORAL INHIBITION

Stranger anxiety tends to arise among infants around 8 months of age and
peaks between 12 to 18 months. For most infants this is expressed as an
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initial wariness of unfamiliar persons followed by a gradual warming and
willingness to interact with the stranger over a period of a few minutes. For
other infants and toddlers, this stranger anxiety is exemplified by extreme
distress, crying, and protestation that fails to subside. Young children who
demonstrate extreme wariness and withdrawal in the face of novelty have
been termed behaviorally inhibited (3). These behaviorally inhibited chil-
dren refrain from exploration, prefer to remain in close proximity to their
mothers, rarely initiate verbal interaction, and smile at significantly lower
rates than do other children. Approximately 15% of children are classified
as behaviorally inhibited. Comprehensive assessment of behavioral inhibi-
tion generally involves structured observation of the child’s responses to
familiar and unfamiliar settings, objects, and people (including same-age
peers and adults). Children who behave in an inhibited manner across
multiple contexts—and with both adults and peers—tend to be those who
will manifest the highest levels of anxiety over time (4).

Not surprisingly, behavioral inhibition has been suggested as an early
precursor to social anxiety disorder. Behavioral inhibition is prevalent among
children of parents with anxiety disorders (5-7) and with social anxiety dis-
order in particular (8). Likewise, cross-sectional and prospective investiga-
tions of toddlers and preschoolers have found that inhibited children are at
elevated risk for social anxiety disorder (9-11).

ll. ASSESSMENT OF SOCIAL ANXIETY IN CHILDREN

Comprehensive evaluation and diagnosis of social anxiety disorder in chil-
dren requires examination of behavioral, cognitive, and physiological
R%oz_m_nm across multiple social contexts. Diagnostic assessment tools
include’ clinical interviews, child self-report measures, parent- and teacher-
completed questionnaires, behavioral observation, and peer reports. The
hazards of relying on only a single source of information cannot be over-
stated. Nonetheless, the diagnostician’s task is not merely to obtain a sub-
stantial quantity of assessment data but also to integrate and gauge the
potential relevance of data from multiple sources.

A. Clinical Interviews

Semistructured diagnostic interviews offer several advantages, including
broad assessment of a wide range of symptoms potentially experienced by
children within configurations demonstrated to have adequate or better
psychometric properties. This is of significant advantage over unstructured
intake interviews, which may be subject to the personal biases or limitations
in knowledge of classification on the part of the interviewer. More detailed
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and targeted information may be acquired through branching question
sequences (12,13). The downside of semistructured interviews includes the
long time required to become proficient in administration and the relatively
lengthy time to administer and score the interviews in comparison with that
of questionnaire measures. However, the accuracy and thoroughness of diag-
nostic information would seem to take precedence over mere time-related
concerns. More often than not, sufficient time taken to complete a thorough
evaluation will more than pay off in terms of accuracy of differential diag-
nosis and identification of proper target behaviors for intervention.

The most widely used and highly regarded interviews for the assess-
ment ‘of childhood psychopathology include the Schedule for Affective
Disorders and Schizophrenia for School-Aged Children (14), the Diagnostic
Interview Schedule for Children (15), and the Diagnostic Interview for Child-
ren and Adolescents—-Revised (16). Although these interviews generally have
demonstrated acceptable psychometric properties, particularly for disruptive
behavior disorders, they have demonstrated weaknesses with respect to
anxiety disorders (17).

In an attempt to improve on this state of affairs, Silverman and Albano
(18) developed the Anxiety Disorders Interview Schedule for DSM-IV-Child
and Parent Versions (ADIS-IV-C/P) (18). The ADIS-IV-C/P was designed
specifically to diagnose childhood anxiety disorders and to differentiate anx-
iety from other affective and disruptive behavior disorders. Parent and child
interviews are administered separately and then integrated to derive diag-
noses. Since its release, the ADIS-IV-C/P has become the interview of choice
for child anxiety researchers.

Although intended for children of ages 6 to 18, the ADIS-IV-C/P has
been administered to children as young as 4 years of age (19). Excellent
psychometric properties have been reported (20). The interview has been
used in most of the published treatment trials for childhood anxiety and has
been shown to be sensitive to treatment effects (21-24).

B. Clinician Ratings

Clinician ratings provide for quick and expedient assessment of symptom
level and overall functioning. The Hamilton Anxiety Rating Scale (25),
though developed for adults, has been validated for use with adolescents (26).
The Pediatric Anxiety Rating Scale (27) is a 50-item checklist that assesses
symptoms of social anxiety, separation anxiety, generalized anxiety, and
specific phobias. Data are gathered during separate or joint interviews with
parents and children and then rated by the clinician on seven dimensions
(e.g., frequency, avoidance, severity of distress). Adequate psychometric
properties have been demonstrated.
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The Liebowitz Social Anxiety Scale for Children and Adolescents
(LSAS-CA) (28) is a 24-item clinician-rated measure that is based on the
adult Liebowitz Social Anxiety Scale (29). The LSAS-CA comprises two
scales assessing social interactions and performance situations. Separate
ratings are provided for anxiety level and avoidance. Initial psychometric
reports support the reliability and sensitivity of the measure (30,31).

C. Child Self-Report

Child self-report measures should be considered a standard part of any
assessment protocol, given the largely subjective nature of anxiety. Global
self-report measures provide a general index of overall anxiety, whereas
syndrome-specific measures assess symptoms within more circumscribed
contexts and are more closely related to individual anxiety disorder diag-
noses. The Revised Children’s Manifest Anxiety Scale (RCMAS) (32), State-
Trait Anxiety Inventory for Children (STAI-C) (33), and Fear Survey Scale
for Children—Revised (FSSC-R) (34) represent the first-generation of global
self-report measures of childhood anxiety. While serving a worthy purpose at
the time they were initially released, these measures have been criticized as
being mere downward extensions of adult self-reports. Further, these mea-
sures do not reflect the current diagnostic system and generally have failed to
adequately discriminate among different forms of psychopathology (35,36).

The next generations of self-report measures have been designed to
better address issues of discriminative validity and treatment sensitivity. The
Multidimensional Anxiety Scale for Children (MASC) (37) is a 45-item scale
that yields a Total Anxiety Disorder Index and four main factor scores: Social
Anxiety, Physical Symptoms, Harm/Avoidance, and Separation/Panic. The
MASC has demonstrated strong psychometric properties and is becoming
one of the most accepted measures of child anxiety (38-40). The Spence
Children’s Anxiety Scale (SCAS) (41,42) consists of 45 items, assessing So-
cial Anxiety, Generalized Anxiety, Separation Anxiety, Panic/Agoraphobia
Obsessions/Compulsions, Fear of Physical Injury, as well as Social Desirabil-
ity. The SCAS has demonstrated good internal consistency and test-retest
reliability. The Screen for Child Anxiety Related Emotional Disorders—
Revised (SCARED-R) (43,44) is a 66-item self-report instrument with
subscales encompassing Social Anxiety, Generalized Anxiety, Separation
Anxiety, Panic, OCD, PTSD, and three types of Specific Phobias (blood-
injection-injury, animal, environmental phobias). The SCARED-R has dem-
onstrated strong psychometric properties and sensitivity to treatment
effects (45). ‘

Two self-report measures have been designed specifically to assess social
anxiety in children. The Social Anxiety Scale for Children-Revised (SASC-R)
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(46) includes 22 items assessing a range of subjective experiences and @o_ﬁz-
ioral consequences associated with social anxiety. The SASC-R is comprised
of three factors: Fear of Negative Evaluation (FNE), Social Avoidance and
‘Distress with new or unfamiliar peers (SAD-New) and generalized social
avoidance and distress (SAD-G). The SASC-R and its parallel version for
adolescents (SASC-A) have demonstrated excellent psychometric properties.
The Social Phobia and Anxiety Inventory for Children (SPAI-C) (47,48) was
designed specifically to assess the DSM construct of social anxiety disorder
and comprises 26 items assessing a range of social fears experienced by
children and adolescents (8 to 14 years) in multiple social settings (e.g., home
and school). Several items require the child to indicate level of fear or distress
experienced in three different contexts: familiar peers, unfamiliar peers, and
adults. The SPAI-C has demonstrated excellent psychometric properties. ,.:.a
measure has not only successfully discriminated children with social anxiety
disorder from normal controls but also, more significantly, has been shown
to discriminate children with social anxiety disorder from children with
other anxiety disorders. Moderate associations have been found between the
SPAI-C and SASC-R, indicating that the two measures assess similar but not
identical constructs (49,50).

D. Parent Report

The Child Behavior Checklist (CBCL) (51) is the most widely used global
parent-report measure of childhood psychopathology. Separate versions are
- available for children of ages 2 to 3 years and for those of ages 4 to 16. The
CBCL comprises over 100 items assessing social and academic functioning
and a range of problem behaviors. Scores are derived for two broad-band
scales (Internalizing and Externalizing) and nine content areas (e.g., Anxious/
Depressed; Social Problems; Withdrawn). The CBCL has high mwowﬁ.. and
long-term retest reliability, good predictive validity, and moderate ability to
discriminate referred and nonreferred children (51,52). .

Although to date there have been no published measures designed
specifically as parent reports of social anxiety in children, child self-report
measures have been adapted to allow comparison across informants. For ex-
ample, Beidel and colleagues (53) have reported a modest correlation be-
tween child and parent versions of the Social Phobia and Anxiety Inventory
for Children. Further examination of the psychometric properties of the
parent-report version of the SPAI-C is in progress.

E. Parent-Child Agreement

A challenging dilemma for diagnosticians is how to evaluate and integrate
information obtained from multiple informants. Clinicians and researchers
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must take care not to assume that parents are the “gold standard™ for all
information about their children. Child, parent, teacher, and peer reports
may all play a significant role in diagnostic assessment. Each informant may
provide uniquely relevant information (54). When reports differ, possible
bases for cross-informant disagreement should be examined. Potential rea-
sons why discrepant information may be obtained across reporters include:
1) bias or error on the part of one or more of the respondents; 2) actual
variability in the child’s behavior across the situations observed by the
informants; 3) limited access to the child’s private events (cognitions, affect,
and physiological responses); 4) denial of the problem; or 5) intentional false
reporting in service of an ulterior motive such as qualification for treatment
or financial services (55).

Correlations across child, parent, and teacher reports have generally
been found to be small to moderate (56). Cross-informant agreement is
generally higher between child and teacher reports than between child and
parent reports. Child and parent reports typically tend to be more highly
correlated for 'younger children than for older children (57). However, ac-
curacy of assessment for very young children can be extremely difficult, as
self-reports are of limited value with children below reading age and many
parents may not be aware that certain behaviors are abnormal or devel-
opmentally inappropriate. For example, 40% of parents whose 3-year-olds
displayed clinically significant behavioral or emotional problems failed to
identify these as significant concerns (58). Concordance across child, parent,
and teacher reports has been shown to decrease in adolescence, as children
begin to spend proportionally more private time with peers (59). Differential
vm:o:a of agreement have also been found for child gender, with parent
reports (from mothers and fathers) more highly correlated with child self
reports‘for boys than for girls.

With respect to type of symptoms under consideration, parent-child
agreemént is typically higher for externalizing than for internalizing symp-
toms (60,61). This is not surprising given the more readily observable nature
of disruptive behavior in contrast to the more subjective components of
anxiety and affective disorders. Along these lines, parents have been found
to report higher frequencies and intensities of externalizing symptoms, while
children tend to report higher levels of internalizing symptoms (61-64).
Lowered sensitivity to and detection of internalizing symptoms in children
on the part of adults contributes in part to the fact that children with anxiety
and depression are less likely to receive treatment than are children with
disruptive behavior disorders (65,66).

Parental psychopathology has been suggested as a potential factor
related to discrepancies in parent-child agreement. Maternal anxiety and de-
pression have been implicated in potential reporting biases (67,68). Mothers
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who are depressed and anxious have been found to report higher levels of
internalizing and externalizing symptoms for their children (69) than do
mothers who are not anxious or depressed. Perhaps these mothers are
merely more sensitive to actual internalizing symptoms in their n::&.n? but
this pattern has typically been labeled as overreporting. Ina m:._&\ of children
of parents with social anxiety disorder (19), number of anxiety &5%6:5
endorsed for the parent significantly correlated with the number of mE:o.Q
disorders for the child. Some authors have suggested that parents with social
anxiety may be more likely to perceive social inhibition in their o.EEag asa
projection of their own social concerns (8,68). Further research is necessary
to determine whether parent perceptions of anxiety in their children are
indeed biased overreports or sensitive reflections from parents who are
intimately acquainted with the subtleties of anxiety. At any rate, anﬂwmr
evaluation will incorporate assessment of the family system. Intervention
efforts will differ depending on whether parents are affected by their own
anxiety. Parents with anxiety disorders may model dependency, reinforce
anxious behaviors (e.g., school refusal), and/or discourage their children’s
attempts at separation, Parental anxiety may have to be addressed prior
to—or at least concurrently with—treatment for the child’s social anxiety
disorder in order that the parent may more fully engage in social exposure
assignments as part of standard cognitive-behavioral intervention.

F. Behavioral Observation

Any comprehensive assessment of social anxiety will include observation of
the child. In an ideal world, observation would take place across several
settings in the naturalistic environment—notably those in which anxiety is
most often elicited (e.g., at school, in the classroom, and on the playground
during recess). Granted, it can be difficult for many clinicians to ~om<m.§o
office to conduct extensive observation. With forethought and planning,
analogous situations may be arranged within the clinic to provide the proper
setting events in which relevant skills and anxious behaviors may .@m dis-
played. For instance, children may be asked to read aloud or am=.<m.a. an
impromptu speech in the presence of the clinician and other staff or to initiate
conversation with other children and adults in the waiting room. Behavioral
assessment tasks have been of considerable utility not only as diagnostic
assessment tools but also as measures of treatment outcome in clinical trials
of cognitive-behavioral therapy for social anxiety disorder (21).

G. Peer mmumnm

School is the primary social setting for children over 5 years of age. cSEm
teacher reports serve as the gold standard for assessment of academic
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functioning, peer reports have no substitute in terms of ascertaining the
child’s level of integration in the social group. Assessments of children’s peer
relations may be of particular value in evaluating generalization of treat-
ment effects. Peer status is typically obtained through sociometric nomi-
nation methods in which each child in a classroom names three children
with whom he or she most likes to play and three with whom he or she least
likes to play. Peer status is then classified based on the extent to which the
child is liked or disliked by his or her peers (70). Alternatively, sociometric
rating procedures may be employed in which children rate each of their
classmates on various dimensions using Likert-type scales. In the Revised
Class Play procedure (71), children are asked to assign classmates to roles
in an imaginary play. For example, children may be asked which classmate
is the most shy, most fearful, most outgoing, and so on. In addition to peer
reports, direct observation of children’s interactions with classmates can
provide key information regarding social behavior, interaction style, skills,
and deficits that may be identified as targets for intervention. It is important
to keep in mind that many children who are socially anxious with peers are
able to interact quite skillfully with adults; thus, important behaviors may be
missed in the absence of peer observation. Among children, athletic ability,
trendy attire, skill with video games, and use of current slang are important
social variables that must be considered in evaluation of age-appropriate
behavior, whether or not adults wish this to be the case.

H." Recommended Assessment Protocol

Clearly, one will not always be in a position to collect as extensive an as-
sessment battery as one might prefer. If social anxiety disorder is suspected
(based on the initial referral question or uncovered during broad-band
screening), a reasonable diagnostic protocol would include administration
of the Social Phobia and Anxiety Inventory for Children (child self-report)
and the Anxiety Disorders Interview Schedule (child and parent inter-
views). Additionally, it is recommended that children self-monitor anxiety-
provoking situations and use of coping responses via a daily diary (21,72).
Diary sheets may be sent home with the child and returned at the time of the
next appointment. Self-monitoring should continue throughout treatment
to-assist in target selection. The assessment protocol should be repeated
following the treatment course in order to document outcome.

. COMORBIDITY AND DIFFERENTIAL DIAGNOSIS

Social anxiety disorder is highly 85@3& (this volume, chapter by Baldwin
and Buis). The most frequently associated conditions include school refusal,
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other anxiety disorders, and depression. Children who meet criteria for
multiple anxiety disorders tend to manifest earlier age of onset, extended
chronicity, and higher intensity of anxiety symptoms than do children who
meet criteria for only a single anxiety disorder.

A. School Refusal

School refusal may be related to one of several different functions: a child
may fear separation from a parent (as with separation anxiety disorder) or
ridicule by peers (as with social anxiety), or may avoid school subsequent to
academic difficulties (as a consequence of a learning disability or attention
deficit hyperactivity disorder), or as part of a general pattern of noncom-
pliance (as with oppositional defiant disorder). It is imperative that clinicians
conduct a thorough functional analysis of school refusal behavior to select
appropriate targets and methods for intervention. In a study of children with
anxiety-related school refusal, 30% met criteria for social anxiety disorder
(73). Socially anxious children are likely to withdraw from social encounters
in the school setting and may soon experience perceived or actual lack of
reinforcement or even punishment from the social environment. Social iso-
lation from peers may impair the development of age-appropriate social
skills and further exacerbate the potential for social anxiety.

B. Separation Anxiety Disorder

The hallmark feature of separation anxiety disorder is excessive concern
over separation from parental attachment figures. Although the child may
have considerable difficulty articulating the reasons behind his or her sepa-
ration fears, targeted interviewing generally will reveal that the child an-
ticipates coming to harm and/or fears harm to the parental figure(s) if they
are separated. While on the surface similar behaviors may be manifest in the
two conditions (e.g., clinging, school refusal), social anxiety is not a de-
pendency on the caretaker but rather a fear of approaching social interac-
tion in which scrutiny by others is possible. In contrast to children with
separation anxiety disorder, those with social anxiety will not express sig-
nificant fear or distress when left at home with babysitters or during over-
night stays with close friends or relatives. These disorders may co-occur; in
such cases, separate avenues of treatment must be engaged. As effective
treatment of social anxiety inevitably will involve social encounters apart
from parents, it may be best to address the separation anxiety first.

C. Generalized Anxiety Disorder

The diagnosis of generalized anxiety disorder requires that the child experi-
ence numerous cognitive and physiological symptoms across multiple areas.
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These fears and anxieties must not merely be associated with social con-
cerns; otherwise a diagnosis of social anxiety disorder would be more appro-
priate. Generalized anxiety disorder is highly comorbid with social anxiety
disorder in adults, with rates ranging from 15 to 50% across samples. Beidel
and Turner have reported 16% comorbidity within their samples of children
with social anxiety disorder (74).

D. Depression

Comorbidity rates of 8 to 10% have been reported for social anxiety and
depression in child samples (21,75). Children who are depressed may resist
attending social events, but they do so for different reasons than children
who are socially anxious. Children who are depressed will report that they
are tired or do not have sufficient energy to participate (and at high levels of
depression will indeed appear to be fatigued). Unfortunately, children with
social anxiety disorder are at elevated risk for the development of depression
subsequent to decreased social engagement and reinforcement, as well as
maladaptive cognitions of worthlessness.

E. Attention-Deficit Hyperactivity Disorder (ADHD)

Restless, fidgety, and noncompliant behavior in classroom settings may be
interpreted by teachers and other adults as a result of anxiety, but more
often there are seen as indications of ADHD. Inability to concentrate in
academic contexts may be related to either condition; as such, full psy-
chological assessment (including achievement testing) and functional
analysis is necessary. Further, anxiety and ADHD may co-occur, with es-
timates upward of 20% having been reported (76). Social anxiety may be a
legitimate outcome for children with ADHD, who may be ridiculed or
disliked by their peers for engaging in disruptive, impulsive, or aggressive
behavior or failure to perform academically. Realization of lowered peer
status among children with ADHD is increasingly likely as they age and
develop a better understanding of themselves and others. Early interven-
tion for attentional and academic problems will serve to reduce the like-
lihood that these children will develop a dislike for school and distress in
social settings. In cases where children legitimately meet criteria for
ADHD and an anxiety or mood disorder, the disruptive behavior disorder
tends to overshadow the identification and treatment of anxiety and
depression (56). Clinicians should be cautioned not to overlook the pos-
sibility of co-occurring anxiety when children are referred for evaluation
of ADHD.
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IV. CONCLUDING COMMENTS

Social anxiety is an early-onset, chronic disorder. Most adults with social
anxiety disorder report that they have felt shy and uncomfortable in social
situations most of their lives. The onset of social anxiety disorder in child-
hood places the individual at considerable risk for the later development of
depression and substance abuse. It is essential that pediatricians, family
physicians, and mental health professionals develop an awareness of social
anxiety disorder and implement adequate screening procedures so that child-
ren may be referred for appropriate intervention. Accurate detection and
diagnosis of social anxiety disorder will go a long way toward improving the
quality of life for countless children and adolescents.

REFERENCES

1. American Psychiatric Association. Diagnostic and Statistical Manual of
Mental Disorders. 4th ed. Washington, DC: APA, 1994,

2. Manuzza A, Schneier F, Chapman T, Leibowitz M, Klein D, Fyer A. Gen-
eralized social phobia: Reliability and validity. Arch Gen Psychiatry 1995;
52:230-237.

3. Kagan J, Reznick JS, Snidman N, Gibbons J, Johnson MO. Childhood deriv-
atives of inhibition and lack of inhibition to the unfamiliar. Child Dev, 1988;
59:1580-1589.

4. Rubin K, Hastings P, Stewart S, Henderson H, Chen X. The consistency and
concomitants of inhibition: Some of the children, all of the time. Child Dev
1997; 68:467-483.

5. Battaglia M, Bajo S, Strambi LF, Brambilla F, Castronovo C, Vanni G, Bellodi L.
Physiological and behavioral responses to minor stressors in offspring of patients
with panic disorder. J Psychiatr Res 1997; 31:365-376.

6. Manassis K, Bradley S, Goldberg S, Hood J, Swinson R. Behavioural inhibi-
tion, attachment and anxiety in children of mothers with anxiety disorders. Can
J Psychiatry 1995; 40:87-92.

7. Rosenbaum JF, Biederman J, Hirshfeld-Becker DR, Kagan J, Snidman N,
Friedman D, Nineberg A, Gallery DJ, Faraone SV. A controlled study of be-
havioral inhibition in children of parents with panic disorder and depression.
Am J Psychiatry 2000; 157:2002-2010.

8. Cooper P, Eke M. Childhood shyness and maternal social phobia: a commu-
nity study. Br J Psychiatry 1999; 174:439-443,

9. Biederman J, Hirshfeld-Becker DR, Rosenbaum JF, Herot C, Friedman D,
Snidman N, Kagan J, Faraone SV. Further evidence of association between
behavioral inhibition and social anxiety in children. Am J Psychiatry 2001;
158:1673-1679.

10. Hirshfeld DR, Rosenbaum JF, Biederman J, Bolduc EA, Faraone SV,
Snidman N, Reznick JS, Kagan J. Stable behavioral inhibition and its

Social Anxiety Disorder in Children 87

1.

14.

15.

21.

22

23.

24.

association with anxiety disorder. J] Am Acad Child Adolesc Psychiatry 1992;
31:103-111.

Schwartz C, Snidman N, Kagan J. Adolescent social anxiety as an outcome of
inhibited temperament in childhood. J Am Acad Child Adolesc Psychiatry
1999; 38:1008-1015.

McClellan JM, Werry JS. Research on psychiatric diagnostic interviews for
children and adolescents: introduction. ] Am Acad Child Adolesc Psychiatry
2000; 39:19-27.

Silverman WK. Structured diagnostic interviews. In: Ollendick TH, King NJ,
eds. International Handbook of Phobic and Anxiety Disorders in Children and
Adolescents: Issues in Clinical Child Psychology. New York: Plenum, 1994
293-315.

Ambrosini P. Historical development and present status of the Schedule for
Affective Disorders and Schizophrenia for School-Age Children (K-SADS).
J Am Acad Child Adolesc Psychiatry 2000; 39:49-58.

Shaffer D, Fisher P, Lucas CP, Dulcan MK, Schwab-Stone ME. NIMH
Diagnostic Interview Schedule for Children Version IV (NIMH DISC-1V):
description, differences from previous versions, and reliability of some common
diagnoses. ] Am Acad Child Adolesc Psychiatry 2000; 39:28-39.

Reich W, Welner Z. Diagnostic Inventory for Children and Adolescents—
Revised: parent version. Toronto: Multi-Health Systems, 1988.

Shaffer D, Fisher P, Dulcan MK, Davies M, et al. The NIMH Diagnostic
Interview Schedule for Children Version 2.3 (DISC-2.3): description, accept-
ability, prevalence rates, and performance in the MECA study. J Am Acad
Child Adolesc Psychiatry 1996; 35:865-877.

Silverman WK, Albano AM. The Anxiety Disorders Interview Schedule for
Children for DSM-IV (Child and Parent Versions). San Antonio, TX: Psy-
chological Corporation, 1996.

Mancini C, Van Ameringen M, Szatmari P, Fugere C, Boyle M. A high-risk
pjlot study of the children of adults with social phobia. J Am Acad Child
Adolesc Psychiatry 1996; 35:1511-1517.

Silverman WK, Saavedra LM, Pina AA. Test-retest reliability of anxiety

symptoms and diagnoses with the Anxiety Disorders Interview Schedule for

DSM-1V: child and parent versions. J Am Acad Child Adolesc Psychiatry 2001;

40:937-944.

Beidel DC, Turner SM, Morris TL. Behavioral treatment of childhood social

phobia. J Consult Clin Psychology 2000: 68:1072—1080.

Hayward C, Varady S, Albano AM, Thienemann M, Henderson L, Schatzberg

AF. Cognitive-behavioral group therapy for social phobia in female adolescents:

results of a pilot study. J Am Acad Child Adolesc Psychiatry 2000; 39:721-734.

Kendall P, Flannery-Schroeder E, Panichelli-Mindel S, Southam-Gerow M,

Henin A, Warman M. Therapy for youths with anxiety disorders: a second

randomized trial. J Consult Clin Psychol 1997; 65:366—380.

Spence SH, Donovan C, Brechman-Toussaint M. The treatment of child-

hood social phobia: the effectiveness of a social skills training-based,



