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RESUME

Traditionnellement, le construit de la phobie sociale a été défini selon une vision
intrapersonnelle, en tant que trouble de 1’anxiété. Une autre conception se propose de la définir
d’un point de vue interpersonnel, comme un pattern global d’autoprotection. L’objectif
principal de cette thése est de tester des hypothéses tirées du modéle interpersonnel de la

phobie sociale.

Deux études, présentées sous forme d’articles, ont permis d’examiner si des patterns
spécifiques d’autoprotection, tels que I’impuissance et la soumission, caractérisent le mode de
fonctionnement des phobiques sociaux. Les études ont également évalué si I’autoprotection et

I’anxiété sont interreliées.

Pour la premiére étude, les patterns interpersonnels de 132 phobiques sociaux, évalués
a ’aide d’une mesure dérivée du Circumplex interpersonnel, ont été comparés a ceux de 85
individus célibataires ayant une dysfonction sexuelle et 105 sujets normaux. La relation entre
les patterns d’autoprotection, 1’anxiété sociale, la détresse générale et le fonctionnement social

a également été¢ examinée chez les phobiques sociaux.

La seconde étude a permis d’examiner 1’évolution des patterns d’autoprotection ainsi
que de Dl'anxiété sociale, de la détresse générale et du fonctionnement social, chez 85
phobiques sociaux a quatre moments : avant et aprés un traitement d’approche
interpersonnelle, ainsi qu’aux relances de six mois et d’un an. L’étude a également comparé
les participants en rémission et ceux satisfaisant les critéres de la phobie sociale un an suivant

la fin du traitement.

Les résultats suggerent que les patterns d’impuissance et de soumission sont
caractéristiques de la phobie sociale. Plus précisément, ces patterns décrivent davantage les
comportements des phobiques sociaux plutot que ceux des groupes de comparaison. De plus,
une réduction significative de I’autoprotection a été¢ notée au post-traitement et maintenue

jusqu’au suivi d’un an, surtout chez les participants en rémission.
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En outre, une relation entre I’autoprotection, I’anxiété sociale et la détresse générale a
¢été mise en évidence chez les phobiques sociaux. Une amélioration de I’anxiété, de la détresse
subjective et du fonctionnement social cohérente avec la dissolution des patterns

d’autoprotection a ¢galement €té obtenue au post-traitement.

En conclusion, les résultats des deux études appuient une conception interpersonnelle

de la phobie sociale.

MOTS CLES :

phobie sociale ; approche interpersonnelle ; pattern d’autoprotection ; impuissance ;

soumission ; Circumplex Interpersonnel.
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SUMMARY

Traditionally, the construct of social phobia has been viewed intra-personally, as a
disorder of anxiety. In recent years, an alternative interpersonal account of the concept has
been proposed, whereby social phobia is characterized as an overall self-protective pattern of
specific fearfully self-protective patterns of interpersonal behaviour. The main objective of

this dissertation was to test hypotheses drawn from this interpersonal approach.

Two studies, presented in the form of research articles, were devised to examine
whether specific self-protective interpersonal patterns of powerlessness and submissiveness
are characteristic of the overall socially phobic pattern. The studies also examined whether

self-protectiveness is interrelated with anxiousness.

The first study compared the interpersonal patterns, assessed using an Interpersonal
Circumplex measure, of 132 socially phobic individuals to those of 85 single sexually
dysfunctional and 105 normal control participants. The relationship between self-protective
patterns and social anxiety, general distress, and social functioning were also examined in the

socially phobic group.

The second study examined the evolution of self-protectiveness, as well as social
anxiety, general distress, and social functioning, in 85 socially phobic individuals at four time-
points: Prior to being treated by an interpersonal approach, post-treatment, as well as at a six-
month and one-year follow-up. Remitted and non-remitted participants at the one-year follow-

up were also compared.

Results support the hypothesis that social phobia is characterized by self-protective
patterns of powerlessness and submissiveness. Specifically, these interpersonal patterns were
found to characterize the socially phobic group to a larger extent than either of the two
contrast groups. They were also shown to improve meaningfully after treatment, especially in

participants who achieved remission one year later.
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In addition, a relationship between the self-protective patterns and increased levels of
social anxiety and subjective distress was found in the socially phobic group. Results also
showed an improvement in anxiety, general distress, and social functioning consistent with the

shrinking in self-protectiveness after treatment.

In conclusion, the findings are consistent with predictions drawn from an interpersonal

approach and provide support for this alternative conceptualization of social phobia.

KEYWORDS:

social phobia; interpersonal approach; self-protective pattern; powerlessness; submissiveness;

Interpersonal Circumplex.
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INTRODUCTION!

“[...] All the world's a stage,

And all the men and women merely players:
They have their exits and their entrances;

And one man in his time plays many parts [...]".
— Shakespeare (circa 1600, As You Like It)

In this passage, William Shakespeare captures the essence of social relationships.
Living in the social world is not unlike taking part in a play. People fulfill or are expected to
fulfill many social roles in their daily lives and throughout their lifespan. Each social role is
anchored in institutions (Zurcher, 1983; e.g., marriage, education) and is adapted according to
the nature of the interaction (Gardner, 1988; e.g., formal versus informal). While some roles
may be enacted in an intimate and private setting (e.g., spouse, parent, child, friend), others are
performed in the public domain (e.g., teacher, student, boss, employee; Stravynski, 2014). All

acts are embedded in social roles.

Through actions, people strive to fit into society and develop meaningful as well as
satisfying connections with others. The ability to enact various social roles however, does not
come without cost to everyone. Like an actor in a play experiencing stage fright, some people
become paralyzed in the very social roles they embody or hope to embody in fear of criticism,
rejection, or humiliation. Social rituals and practices (e.g., courting, public speaking, asking
for help when needed, greeting a neighbour) that most people would consider trivial and not
worth a second thought, may be viewed as insurmountable obstacles in the achievement of
goals and can be experienced with grave distress (see also Gibbs & Kyparissis, 2009). In the
clinical branch of psychology, we have come to label such individuals socially phobic. From a

scientific point of view however, what exactly is social phobia?

The inability to lead satisfying social lives is the essence of social phobia. How is this

impairment in social functioning however characterized? Current conceptualizations of the

! Permission was obtained to write the current work in English. The authorization letter is presented in Appendix
A.



construct are of an intrapersonal nature; they view social phobia as the result of an inner
process called anxiety. Based on research conducted from this stance, little is however known
on the social conduct of socially phobic individuals, with the exception of their tendency to

engage in avoidance.

In recent years, Stravynski (2014; 2007) has rejected the received view on social
phobia and has proposed an alternative account, which considers the entire living creature in
his or her natural habitat. From this interpersonal outlook, social phobia is conceptualized as

an overall interpersonal pattern of more specific fearfully self-protective patterns of behaviour.

The focus of the present dissertation was to test hypotheses drawn from the

interpersonal model (Stravynski, 2014; 2007).

Document Organization

This document is divided into three parts:

The first part provides a general theoretical context of the subject matter at hand. It is
divided into three separate chapters. Chapter 1 overviews the evolution of the concept of
social phobia and concludes by addressing issues regarding the view of social phobia as a
disorder of anxiety. Chapter 2 critically reviews studies examining social phobia through
intrapersonal lenses. Finally, Chapter 3 presents the alternative interpersonal account of social

phobia, which served as the basis of the current research.

The second part of the dissertation consists of two studies that aimed at testing the
interpersonal conceptualization of social phobia, as well as supplementary methodological
information and statistical analyses. It is made up of four chapters. Chapter 4 is provided for
informational purposes; it comprises a more elaborate description of the measure that was
used to assess patterns of interpersonal behaviour. Chapters 5 and 6 present the two research

studies in the form of articles. Each chapter comprises an abstract, introduction, method,



results, and discussion section. Lastly, Chapter 7 outlines the results of additional analyses that

were conducted to refine the findings of the two research papers.

The third and final part contains a general discussion. It consists of three separate
chapters. Chapter 8 reviews the thesis of this dissertation and summarizes the outcome of the
studies. Chapter 9 examines the current findings in relation to the literature. Finally, Chapter
10 discusses the contributions and the limitations of the study. It also details considerations for

future research.



REFERENCES

Gardner, R. (1988). Psychiatric syndromes of infrastructures for intraspecific communication.
In M. R. A. Chance (Ed.) Social fabrics of the mind. Hove, Sussex: Lawrence Erlbaum
Associates.

Gibbs, D., & Kyparissis, A. (2009). La phobie sociale ou quand la peur des autres nous
handicape. Revue Dire, 19, 32-39.

Stravynski, A. (2014). Social phobia: An interpersonal approach. Cambridge: Cambridge
University Press. (in press).

Stravynski, A. (2007). Fearing others. The nature and treatment of social phobia. New Y ork:
Cambridge University Press.

Zurcher, L. A. (1983). Social Roles: Conformity, conflict, and creativity. Beverly Hills,

California: Sage Publications.



-PART I-
GENERAL THEORETICAL CONTEXT






Chapter 1
Evolution of the Concept of Social Phobia

“Mental illness, of course, is not literally a “thing”—
or physical object— and hence it can “exist” only in
the same sort of way in which other theoretical
concepts exist.”

— Szasz (1960, p. 113)'

For it to be possible to study a psychological construct, it is first essential to define it.
In this chapter, we will provide an overview of the concept of social phobia as it evolved over
time. We will then present current extensive defining criteria of the term, and finally, the
chapter will conclude by highlighting the limitations of these criteria and the conceptual

framework from which they were derived.

The History of the Construct of Social Phobia

Literary accounts of social phobia or analogous occurrences (e.g., shyness, timidity,
social anxiety) date back to Ancient Greece, where Hippocrates described a case of a man

who:

“[...] through bashfulness, suspicion, and timorousness, will not be seen abroad;
loves darkness as life and cannot endure the light or to sit in lightsome places;
his hat still in his eyes, he will neither see, nor be seen by his goodwill [...] He
dare not come in company for fear he should be misused, disgraced, overshoot
himself in gesture or speeches, or be sick; he thinks every man observes him”
(cited in Burton, 1881, p. 253).

It was not until the turn of the 20" century however, that the term “social phobia” was
coined by the French psychologist, Pierre Janet. In his work, he provided clinical case
examples of various phobic fears, of which he distinguished between two types of situational

phobias: One of physical spaces, and one of social contexts. In the first were categorized

' Szasz, T. (1960). The myth of mental illness. American Psychologist, 15, 113-118.



agoraphobic or claustrophobic fears, whereas the second consisted mainly of fears of blushing
(ereuthophobia; Janet & Raymond, 1903). With regards to these latter phobias, it was stated
that:

“Le caractere essentiel qui se retrouve en effet dans toutes ces phobies, c’est le
sentiment d’étre devant des hommes, d’étre en public et le fait d’avoir a agir en
public. [...] Tous ces malades n’ont aucune peur de rougir ou de palir, ou de
grimacer, ou de sourire ou de ne pas sourire quand ils sont seuls et la rougeur
ou la grimace, si elle survenait a ce moment, ne les impressionnerait
aucunement. On pourrait donc appeler ces phénomenes des phobies sociales ou
des phobies de la société [original emphasis]” (Janet, 1908, p. 217).

Basically, it was emphasized that the distinguishing element of these social or societal
phobias was the fact of being in front of others or having to behave in public. According to
Janet (1908), the mere tendency of blushing or grimacing alone — without the presence of an

observing audience — did not generate any fearful responses.

In the 1920’s, a similar phenomenon, called taijin kyofusho, was described by Morita
in Japan (cited in Iwase, Nakao, Takaishi, Yorifuji, Ikezawa, et al., 2000). This concept was
originally divided into two sub-types: The classical (or Morita) type and the offensive (or
severe) type. The first was defined as the fear of showing anxiety in public and as a
consequence being looked down upon by others. The second was characterized, not by the fear
of being scrutinized, but rather the fear of offending others with one’s anxious appearance. A
third, the avoidant type, was later added and consisted of a fear of rejection, which resulted in
the tendency to seek shelter from others, despite the desire to establish interpersonal

connections with them.

It has been suggested that the Morita and avoidant types are roughly equivalent
concepts to social phobia, in that all three share as a common denominator the fear that one’s
anxious appearance will have negative consequences on oneself. By contrast, the offensive
type is considered a distinct construct, because the content of its fear is the impact of one’s

anxious appearance on others (Iwase, et al., 2000).



In Great Britain, the term social phobia was consistently used in the 1960’s (Rapee,
1995). Marks and Gelder (1966) were however the first to empirically consider it as a separate
entity. In one study, they distinguished between four types of phobias exhibited by
individuals: Specific animal phobias (e.g., birds, dogs, insects), specific situational phobias
(e.g., heights, thunder), agoraphobias (e.g., closed spaces, being alone in crowds), and social
anxieties, which consisted of individuals who were afraid of attending parties, meeting new

people, eating, trembling, or blushing in front of others.

It was not until the 1980’s however, that social phobia received official status in the
third edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-III,
American Psychiatric Association, 1980). It is worth noting that this categorical classification
system was originally developed in a medical setting. It has its roots in the gradual
medicalization of abnormal behaviour that occurred in the 19" century with the influence of
work published by Dr. Emil Kraeplin (1883, cited in Hergenhahn, 2005), a German physician,
in which various “mental disorders” were considered as disease entities and were enumerated
in a list. In this disease model approach, hypothetical constructs of psychopathology are
assumed to represent actual underlying illnesses or disease entities (Hergenhahn, 2005). The
foundation of this scientific reasoning evolved out of the philosophy of Cartesian dualism
(also known as substance dualism), which separates the mind (a hypothetical concept situated
in some abstract mental space) from the machine (the physical human body)* and the
principle of reductionism, which assumes that causality flows from lower to higher levels;
notions originally advocated by the French philosopher, René Descartes (Hergenhahn, 2005;
Palmer, 2002; see also Stravynski, 2014).

Within the disease model framework, social phobia was conceptualized as a specific
phobia (Rapee, 1995) in the DSM-III (APA, 1980). Its description was generally limited to
fears that were related to performance difficulties, such as eating or drinking in public (Rapee,

1995). This was in contrast to difficulties in relating with others that was, at the time, more

? Historically, the origins of mind-body dualism can be traced back to Plato and Augustine, who from a religious
point of view, dichotomized the notions of body and soul (Hergenhahn, 2005).



typical of the description of avoidant personality disorder (Millon, 1991). An individual had to

meet the following three criteria to be considered socially phobic:

“A. A persistent, irrational fear of, and compelling desire to avoid, a situation
in which the individual is exposed to possible scrutiny by others and fears
that he or she may act in a way that will be humiliating or embarrassing.

B. Significant distress because of the disturbance and recognition by the
individual that his or her fear is excessive or unreasonable.

C. Not due to another mental disorder, such as Major Depression or Avoidant
Personality Disorder” (DSM-III; APA, 1980, p. 228).

Although the DSM-III (APA, 1980) laid the foundation for all future defining criteria
of social phobia, considerable changes were brought to the criteria in the revised version of the
manual (DSM-III-R; APA, 1987). For instance, a behavioural element of the socially phobic
response was noted. It was specified that the feared social situation could either be endured
with intense distress or avoided. Impairment in social functioning as a result of the avoidant
behaviour was also listed as an alternative dimension to marked distress, allowing for either to
be present for someone to meet criteria for social phobia. Other significant changes that were
made to the DSM-III-R (1987) criteria for social phobia were: The introduction of the notion
of a generalized sub-type, and the removal of avoidant personality disorder as an exclusion
criterion. These modifications however, raised many questions and were surrounded by much

debate.

To Generalize or Not to Generalize?

The generalized specifier required that “the phobic situation includes most social
situations [emphasis added]” (APA, 1987, p. 243). Although meant to broaden the definition
that had prior been limited to performance anxiety, much confusion surrounded the meaning

of “most social situations”, as it was interpreted in multiple ways.

Some researchers defined “most social situations,” as suggesting the type of social

situation feared, i.e., performance (e.g., speaking or drinking in public) versus social



interaction (e.g., conversation). For example, Turner, Beidel, and Townsley (1992) attempted
to operationalize it as “fears of the most commonly occurring social situations (e.g.,
conversations), as opposed to only performance-oriented situations (e.g., speeches) [original
emphasis]” (p. 327). A generalized sub-type was therefore assigned to individuals who
corresponded to this definition, and individuals who feared circumscribed situations (e.g.,
speaking, urinating, writing in public) were assigned a specific sub-type. Similarly, Levin,
Saoud, Strauman, Gorman, Fyer, and colleagues (1993) classified socially phobic individuals
into either a generalized or discrete sub-type. Participants in the former category were those
“who showed marked impairment in most performance and socialization settings” (p. 209) and
the latter, those who “had difficulty principally in performance situations (e.g. public speaking

or musical performance) rather than social situations” (p. 209).

By contrast, other researchers quantified “most social situations” by the number of
social situations feared. This number varied from one study to another. For example, some
studies set a cut-off of seven out of thirteen situations as indicative of most social situations
(e.g., Chartrand, Cox, El-Gabalawy, & Clara, 2011), while others established a threshold of
eight out of fourteen situations (e.g., El-Gabalawy, Cox, Clara, & Mackenzie, 2010).

In an attempt to reconcile both qualitative and quantitative interpretations of the
definition, Heimberg, Holt, Schneier, Spitzer, and Liebowitz (1993) proposed a tripartite sub-
type system, consisting of performance, generalized, and limited interactional types. The
performance type corresponded to socially phobic individuals whose fears were restricted to
performance situations (similar to the discrete, circumscribed, or specific sub-types described
earlier), whereas the generalized type was used to identify individuals who feared a relatively
large number of social situations. The limited interactional type was a cross between the two
other types, as it included individuals whose fears were limited to one or two situations of

socially interactive nature.
In support of the tripartite classification system, a cluster analytical study (Furmark,

Tillfors, Stattin, Ekselius, & Fredrikson, 2000) classified 188 socially phobic participants into

three groups: A generalized socially phobic group that feared a broad range of social
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situations, a discrete group, and finally, a non-generalized intermediate. By contrast, another
cluster analytical study (Iwase, et al., 2000) of 87 participants meeting criteria for social
phobia or taijin kyofusho revealed a different set of sub-types. In addition to the performance

and generalized types, the third cluster was characterized by offensive-type fears.

Further uncertainty with regards to social phobia sub-typing was produced by a study
(Perugi, Nassini, Maremmani, Madaro, Toni, et al., 2001) that conducted factor analyses on
the social anxiety scores — assessed by the Liebowitz Social Anxiety Scale (LSAS; Liebowitz,
1987) — of 153 socially phobic participants. Findings from this study revealed five (not two or
three) qualitatively different sub-types based on the nature of the anxiety (interpersonal
contact, formal speech, stranger-authority contact, eating and drinking while being observed,

and public performance).

Finally, in an attempt to improve the construct validity of social phobia, the
generalized sub-type was removed in the most recent version of the manual (DSM-5; APA,
2013) and rather, a specification of performance only social anxiety was added. In general
however, the reviewed literature brings to light the difficulty of accurately identifying social
phobia and its sub-types based on the proposed definitions. Further complications arise when

avoidant personality disorder is drawn into the picture.

With or Without Avoidant Personality Disorder?

In the revised criteria (DSM-III-R; APA, 1987), avoidant personality disorder was
omitted as an excluding factor for social phobia; thus allowing, from this point forward, the
co-occurrence of the two hypothetical entities of psychopathology. Co-occurrence however
appeared inevitable, as the key feature of avoidant personality disorder became a fear of
negative evaluation and discomfort in social situations, which echoed dramatically what was
considered socially phobic, especially with regards to the generalized sub-type (Turner, et al.,
1992). Further, while the two concepts were officially recognized as separate entities, their
criteria overlapped considerably (Heimberg, et al., 1993). In great similarity to social phobia,

avoidant personality disorder included avoidance of social activities that involved
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interpersonal contact, reticence in social settings in fear of saying inappropriate or foolish
comments, and fear of being embarrassed as a result of showing visible signs of anxiety (e.g.,
blushing, crying). Studies examining the relationship between the two constructs have
generally found that many cases of generalized social phobia co-occur with avoidant
personality disorder; the reverse (i.e., avoidant personality disorder without a simultaneous

presence of social phobia) is however exceptional (Heimberg, et al., 1993; Reich, 2000).

In general, much controversy has surrounded the issue of whether social phobia,
especially the generalized sub-type, is a distinct construct from avoidant personality disorder.
Some authors have suggested that they are variants on the same continuum, differing only in
the severity of impairment. In this view, avoidant personality disorder would lie at the more
severe end of the spectrum (Schneier, Blanco, Antia, & Liebowitz, 2002). Other investigators
have however proposed that they are two sub-types of the same construct (Johnson & Lydiard,
1995; Reich, 2000). Although the category for personality disorders is currently no longer
classified on a separate axis from other indexed psychopathological constructs, social phobia
and avoidant personality disorder are still regarded as distinctive entities (DSM-5; APA,

2013).

Current Defining Criteria used to Assess the Construct of Social Phobia

In spite of the various authors highlighting the ambiguity concerning the question of
social phobia sub-types, as well as the distinction (or connection) between the concepts of
social phobia and avoidant personality disorder, the defining criteria for social phobia
remained relatively untouched in the following versions of the DSM, i.e., DSM-IV (APA,
1994) and later DSM-IV-TR (APA, 2000). One noteworthy modification that was however
introduced in the DSM-IV (APA, 1994) was the notion of social phobia as a disorder of
anxiety, as for the first time, the term “social anxiety disorder” appeared in parentheses next to
social phobia. Most recently, a transformation in the title was seen with the publication of the
DSM-5 (APA, 2013), where the concept of social phobia now appearing in parentheses, was
replaced by the term social anxiety disorder. The wording of one of the criteria was also

reworked to state more explicitly that: “The fear, anxiety, or avoidance causes clinically
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significant distress or impairment in social, occupational, or other important areas of
functioning [emphasis added]” (p. 203). These adjustments are consistent with a disease model
framework, suggesting that an underlying mechanism, namely anxiety, activates social phobia.

The complete list of criteria can be found in Appendix B.

Finally, the World Health Organization (WHO) published its own set of criteria for
social phobia (listed in Appendix C) in the tenth revision of the International Classification of
Diseases (ICD-10; 1993) around the same time as the publication of the DSM-IV (APA, 1994).
Although the content of the criteria are fairly similar to those of the DSM, these tend to be
more selective, particularly because specific anxious physiological responses (e.g., blushing,

nausea, urgency to urinate or defecate) are required to satisfy criteria for social phobia.
Summary and Conclusion

As illustrated in the present chapter, various lists of criteria for social phobia have been
formulated and currently exist in the psychological literature. According to McNeil (2001),
there is little consensus however as to which classification system is appropriate. Additionally,
past and current defining criteria for social phobia have placed a great importance on the
context of the feared situations, whether it has been the type (e.g., performance versus social
interactions) or the number (e.g., most versus one or two) of situations. These however, have
often been vague and have generated little clarity into the concept of social phobia. The
varying and sometimes imprecise defining criteria of social phobia have expectedly been
problematic in terms of its assessment (Leary, 1983). This is illustrated by the difficulty
encountered in trying to obtain consistent prevalence rates for social phobia from one study to
another, and from country to country (Furmark, 2002; Stein, Ruscio, Lee, Petukhova, Alonso,

et al., 2010)°. Aside cultural influences, the considerable variability in lifetime prevalence

’ In a systematic review of 43 epidemiological studies, Furmark (2002) found a lifetime prevalence of social
phobia ranging from 1.7% to 13.3% in North America, from 1.0% to 16.0% in Europe (45.6% in Russia), and a
substantially lower average rate in Asia (0.5%). Similarly, a population-wide epidemiological study by Stein and
colleagues (2010) found a significantly higher lifetime prevalence of social phobia in developed countries (6.1%)
than in developing countries (2.1%) In this study, the United States, Belgium, France, Italy, the Netherlands,
Spain, Germany, Japan, and New Zealand represented developed countries, whereas Brazil, India, Bulgaria,
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rates, highlights the flawed nature of the definitions provided to assess the concept of social

phobia.

Further, most of the focus has mainly been on a particular dimension of social phobia,
namely anxiety. In consistency with a reductionistic/disease model ideology, which “maintains
that the behavior of the whole person [...], is best explained by the inherent characteristics of
certain constituent elements or processes” (Stravynski, 2014, Chapter 1), social phobia is
viewed intra-personally. More specifically, social phobia is considered as a “disorder” (or
“disease”) resulting from the emergence of anxiety; a process that arises from within the
individual. From this viewpoint, anxiety is a state of mind that is abstracted from the living
human organism that interacts constantly with his or her environment (Stravynski, 2007)*. On
the face of it, a potential criticism of the intrapersonal perspective (see Stravynski, 2014;
2007), is that there is nothing about anxiety that is proprietary to social phobia, i.e., anxiety
appears to be the principal defining element associated to all the hypothetical constructs
classified as anxiety disorders (specific phobias, generalized anxiety disorder, panic disorder,

agoraphobia), including social phobia (DSM-5; APA, 2013).

Additionally, as anxiety is considered by the intrapersonal view to be at the heart of
social phobia, little importance is given to social conduct. Viewed intra-personally, discrete
anxious behaviours (e.g., trembling, averted eye gaze) are considered to be the mere
behavioural consequence of anxiety (Alden & Taylor, 2004; Clark & Wells, 1995), whereby
elevated levels of anxiety inhibit adequate behaviour. This notion is reflected in the previously
reviewed assessment criteria for social phobia, which reveal that behaviourally, the emphasis
has been put entirely on one single response, that of avoidance. From this perspective, it would
appear that avoidance is the sole behaviour responsible for impairment in social functioning.
In reality however, it is highly implausible that socially phobic individuals would retract

themselves entirely from the social world. As no descriptive account of social phobia is

Lebanon, Mexico, China, Nigeria, South Africa, Colombia, Romania, and Ukraine represented developing
countries.

* From a reductionistic point of view, the inner process of anxiety is in turn produced by some more specific
hypothetical inner defect (e.g., cognitive distortions; Alden & Taylor, 2004; Clark & Wells, 1995), which in turn
is also caused by a more fundamental deficiency (e.g., neurochemical unbalance, genetic abnormality; see
Moutier & Stein, 2001; Nickell & Uhde, 1995; Saudino, 2001), etc.
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provided, the intrapersonal view provides little insight into what these individuals do (or do
not do) to protect themselves from harm (e.g., criticism, rejection) as they go about trying to

live in society (see Stravynski, 2014; 2007).

Despite inherent drawbacks to current defining criteria for social phobia, the majority
of the studies in the literature have been developed from an intrapersonal stance. Can we learn
anything about socially phobic behaviour from research conducted within an intrapersonal
framework, and do these studies support the notion that social phobia is a disorder of anxiety?

A critical review of these studies is provided in Chapter 2.
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Chapter 2

Social Phobia Viewed Intra-Personally: A Critical Review of the Literature

This section will provide an overview of the literature examining social phobia through

intrapersonal lenses.

To find relevant studies, PsychInfo and Medline databases were searched using index
words that included “social phobia or social anxiety disorder,” and ‘‘anxiety,”” and “self-
report,” or “behaviour or social behaviour or social skill,” or “psychophysical measurement”.
All publications by a number of key researchers in the area were also reviewed for pertinence

to the subject. A total of 21 studies were selected according to the following guidelines:

- Studies concerning solely social phobia as the group of interest were chosen, i.e.,
studies examining mixed samples, sub-clinical socially anxious participants, and

analogous study populations (e.g., shy, avoidant) were excluded,

- Studies including only adult samples were retained, i.e., studies of socially phobic

children and adolescents 17 years old and younger were not reviewed;

- Studies including subjective (e.g., self-reported anxiety, and/or self-reported
anxious behaviours) and/or objective (e.g., observed anxious appearance, observed
discrete anxious behaviours, and/or physiological arousal) measures of anxiety

were included;

- Only comparative studies, i.e., comparing socially phobic individuals to a
normative control group, and, if available, a clinical contrast group, were selected.

Comparisons between sub-groups of social phobia were also accepted; and

- Studies written in either the English, French or Greek languages were reviewed.



The found studies largely assessed anxiety levels and discrete behaviours in the context
of simulated role-play tasks. In general, results were quantified through self- and/or observer
ratings of the anxious and behavioural responses. Some studies also provided an objective

physiological measure of anxiety (e.g., heart rate).

Studies examining differences within socially phobia, i.e., sub-types, will be addressed
first. Second, a review of studies comparing socially phobic to normal individuals will be
provided. Third, studies contrasting socially phobic individuals to a clinical control group, in

addition to a normative control group will be presented.

The chapter will conclude by summarizing the results of these studies and their relation
with regards to an intrapersonal account of social phobia. Finally, an alternative theoretical

outlook will be introduced.

A Comparison between Sub-Types of Social Phobia

To begin, Heimberg, Hope, Dodge, and Becker (1990) compared 35 generalized
socially phobic to 22 public speaking phobic participants in terms of anxiety and overall
performance adequacy (self- and observer-rated), as well as physiological reactivity (heart
rate) during a simulated task. Specifically, participants categorized in the generalized sub-type
participated in a conversation with a confederate, and participants in the public speaking
category gave a presentation. The generalized group reported higher baseline social anxiety
and general anxiety levels than the public speaking group on three out of five measures.
During the role-play task, the generalized socially phobic participants appeared more anxious
and gave a worse performance than the public speaking phobic participants according to
observer ratings only; subjective ratings did not significantly differentiate the two groups.

Physiologically, heart rate was significantly higher in the public speaking group.
Another study (Turner, Beidel, & Townsley, 1992) compared 28 specific socially

phobic and 61 generalized socially phobic participants in terms of self-reported social anxiety,

and social functioning, as well as observer ratings of various behaviours (e.g., voice tone,
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facial gaze, frequency of verbal initiations) during two unstructured interpersonal interactions
and an impromptu speech. Results showed that although the generalized sub-type reported
higher levels of social anxiety and impairment in social functioning than the specific sub-type,

both groups displayed similar behaviours during the tasks.

Lastly, a study by Tran and Chambless (1995) compared 17 specific socially phobic
and 29 generalized socially phobic participants on self-reported social anxiety, clinician rated
social impairment, and the quality of the overall performance (observer- and self-ratings)
during three tasks (one speech and two conversations). Findings revealed that the generalized
group reported higher degrees of anxiety and were rated by clinicians as having greater social
impairment at baseline that the specific group. Although the generalized group reported less
subjective anxiety during the speech task, no differences were however found in the
conversation tasks. In addition, the groups did not differ at the behavioural level in any of the

tasks.

In general, although subjective anxiety was shown to vary depending on the simulated
social endeavour, sub-types of social phobia were indistinguishable in terms of enacted
behaviours, with the exception that the overall quality of the performance of the generalized
socially phobic group was rated as being poorer than the public speaking group in the study by
Heimberg and colleagues (1990). It is noteworthy however, that the type of behavioural
enactments constituting the overall performance was not specified in this study. Physiological
indicators of anxiety (i.e., heart rate) provide further inconsistency in the findings, as a higher
degree of arousal was shown in public speaking socially phobic individuals than in
generalized ones. Overall, the findings are inconsistent with the notion that anxiety causes
dysfunctional behaviour. Additionally, aside the quality of the performance, little is

contributed to the behavioural description of social phobia.

A Comparison between Socially Phobic and Normal Individuals

In a study by Rapee and Lim (1992), 33 socially phobic and 33 normal controls were

compared in terms of social anxiety and the quality of the overall performance during a speech
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performed in front of a small audience. Results showed that socially phobic participants
reported higher levels of anxiety and were rated as giving a poorer public performance than

the normal participants.

In another study (Levin, Saoud, Strauman, Gorman, Fyer, et al., 1993), independent
blind observers monitored the behavioural response of 36 socially phobic (28 generalized and
8 discrete) and 14 normal participants during a simulated speech. In addition, anxiety was
measured subjectively, through self-report, as well as objectively, through physiological
reactivity (e.g., heart rate). Results showed that discrete socially phobic participants reported
higher baseline anxiety levels than either the normal or the generalized socially phobic
participants, who did not differ. Physiologically however, the generalized socially phobic
group had a higher heart rate at baseline than the other two groups, who did not differ. In the
speech task, the generalized group reported the most anxiety, displayed the most visible
indicators of anxiousness (e.g., sweating, trembling, blushing), and had the highest heart rate,

while the two other groups did not differ.

Alden and Wallace (1995) randomly assigned 32 generalized socially phobic and 32
non-clinical control subjects to either a positive or a negative social interaction with an
opposite-sex confederate. To create a positive interaction, confederates were encouraging, and
they showed interest in the conversation through verbal (e.g., frequently asked questions, filled
silences) and non-verbal (e.g., maintained eye contact, nodded frequently) cues. In the
negative conversation, the confederates behaved in the opposite fashion (e.g., asked few
questions, left long pauses, avoided eye contact). The experimenter, the confederate, and the
participants provided behavioural ratings on non-verbal indications of anxiety, positive non-
verbal behaviour, verbal behaviour, and overall likeability. Baseline anxiety scores were
higher for the socially phobic than the normative control group. Behaviourally, both socially
phobic and normal individuals performed more effectively in the positive than the negative
task. The socially phobic participants however displayed less adequate behaviour (e.g., less
warmth and interest, more visible signs of anxiety) and were less likeable than the normal

individuals, in all the experimental conditions and across all raters.
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One study investigated the difference in anxiety levels (measured through self-report
and physiological reactivity) between 30 socially phobic individuals with a fear of public
speaking and 22 normal control subjects during various social performance tasks (e.g., small
talk, speaking in front of a small audience). Findings showed that socially phobic participants
reported higher anxiety levels than normal participants on only one out of five measures of
social anxiety. Similarly, the two groups differed in only one physiological measure of anxiety
(heart rate), and during only one experimental phase (speech task; Hofmann, Newman, Ehlers,

& Roth, 1995).

A study by Hofmann and Roth (1996) examined the self-reported anxiety levels of 24
socially phobic (public speaking) and 22 normal participants. They divided each group of
participants into sub-groups: Those who feared either one (non-generalized) or several social
situations (generalized). All the participants in this study reported a fear of speaking in front of
others. Clinical group membership was determined based on DSM-III-R (American
Psychiatric Association, 1987) criteria for social phobia, i.e., participants who met these
criteria were labelled socially phobic, whereas those who did not were considered as control
subjects. Partitioning of the groups into generalized and non-generalized sub-types was
determined on the basis of their subjective fear ratings of specific social situations. A
generalized sub-type was assigned to both socially phobic and control participants who rated
four or more social situations (out of a possible six) as at least moderately fear-provoking on a
10-point Likert-type scale. This cut-off was based on the authors’ interpretation of the
criterion “most social situations” specified in the DSM-III-R. Results showed that generalized
socially phobic participants reported the highest level of anxiety, while non-generalized
controls the lowest. In an intermediate position were situated generalized control and non-

generalized socially phobic subjects, who did not differ significantly.

Furthermore, 24 socially phobic participants with a fear of speech performance, and 25
non-clinical control subjects were compared in terms of subjective anxiety, as well as
observer-rated gaze behaviour and speech disturbances, during a series of simulated tasks
(talking with the experimenter, preparing a speech, sitting in front of an audience, and

presenting a 10-minute speech in front of the audience). Although socially phobic subjects
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reported higher levels of anxiety and showed greater speech disturbances (e.g., long pauses)
compared to control participants, the groups did not differ in the adequacy of gaze behaviour
(e.g., eye-contact duration). Additionally, both groups had equally worse gaze behaviours
when delivering a speech than when either sitting in front of an audience or talking with the
experimenter. In terms of the fluctuation of anxiety across tasks, a similar increase in anxiety
levels was noted in both groups during the speech task on one measure of social anxiety, but a
greater increase in the socially phobic group was found with another measure (Hofmann,

Gerlach, Wender, & Roth, 1997).

Gerlach, Wilhelm, Gruber, and Roth (2001) compared 30 socially phobic (15 with fear
of blushing and 15 without) to 15 normal participants on self-reported anxiety; observer-rated
anxious appearance, blushing, speech pauses, and gaze behaviour; as well as physiological
reactivity (heart rate, skin conductance, and blushing) during three tasks (watching an
embarrassing video, holding a conversation, and giving a talk). Findings showed that, in
general, both groups of socially phobic participants reported a higher degree of anxiety and
fear of blushing than the normal group. Similar results were obtained for observer-rated
anxiety and blushing, but only in the speech task. The groups did not differ on gaze behaviour
and speech pauses. Physiologically, the two groups did not generally differ in terms of
blushing or skin conductance. Socially phobic participants with a fear of blushing however
had the highest heart rate, followed by their counter-parts without this fear and normal

controls, who did not differ significantly from each other.

Another study compared 30 socially phobic and 30 normal control participants on
subjective as well as physiological measures of anxiety during a speech task. Results showed
that socially phobic individuals reported more anxiety during a baseline assessment and
showed a greater increase in anxiety during a speech presentation task than the normal
individuals. Physiological measures (e.g., heart rate, blood pressure) however, did not

generally differentiate the two groups (Grossman, Wilhelm, Kawachi, & Sparrow, 2001).

In a study by Voncken and Bogels (2008), the social performance of 48 generalized

socially phobic and 27 normal control subjects was examined during an impromptu speech in
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front of a small audience and during a “getting acquainted” conversation task with two
confederates. Results showed that the two groups did not differ in anxious appearance (e.g.,
trembling, stuttering, appearing nervous), social behaviour (e.g., making eye contact,
completing sentences, coherence, listening), and general social performance in the speech
task. In the conversation task however, the normal group displayed more adequate social
behaviour, appeared less anxious, and was rated as having a better general social performance

than the generalized socially phobic group.

In another study (Beidel, Rao, Scharfstein, Wong, & Alfano, 2010), 119 generalized
socially phobic, 60 non-generalized socially phobic, and 200 normal individuals participated
in three tasks: 1) A social interaction, which included four positive scenarios (social
assertiveness, hetero-social contact, interpersonal warmth, and receiving compliments) and
four negative scenarios (expression of disapproval or criticism, confrontation and anger,
expression of conflict or rejection, and interpersonal loss); 2) two unstructured conversations
(one with a same-sex confederate and one with an opposite-sex confederate); and 3) an
impromptu speech. In addition to self-reported anxiety levels, independent observers provided
ratings on the degree of anxiety and skillful behaviour (e.g., self-disclosure, appropriate
transitioning, fluidity, engagement in the interaction) displayed in each task. Results revealed
that in the eight social interactions and the two conversations, normal participants were rated
as least anxious and most skilled. They were followed by the non-generalized participants, and
the generalized socially phobic participants were rated as most anxious and least skilled. In the
speech performance, normal participants were rated as least anxious, and the generalized
socially phobic participants as most anxious. In terms of observer ratings of skill however, the
normal group was rated as more skilled than either of the two socially phobic groups, who did

not differ.

Moreover, 103 socially phobic participants were compared to 23 normal controls on
anxiety levels (self- and observer-rated), specific “safety behaviours” (e.g., avoiding eye
contact), and the overall quality of the social performance during a simulated conversation
with a stranger (Stevens, Hofmann, Kiko, Mall, Steil, et al., 2010). Safety behaviours, a

concept derived from the cognitive model of social anxiety, are viewed as the behavioural
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consequence of anxiety (Alden & Taylor, 2004; Clark & Wells, 1995). They are defined as
actions, triggered by anxiety, intended to manage and reduce anxiety (Wells, Clark,
Salkovskis, Ludgate, Hackmann, et al. 1995) as well as avert perceived threat (Salkovskis,
1991). Results from the study (Stevens, et al., 2010) showed that socially phobic participants
were more anxious, displayed more safety behaviours, and performed more poorly than the

normal group.

A study by Schneier, Rodenbaugh, Blanco, Lewin, and Liebowitz (2011) compared 44
generalized socially phobic individuals to 17 normal controls on self-reported fear and
avoidance of eye contact during various situations (e.g., greeting an acquaintance, expressing a
disagreement, receiving a compliment). Self-reported social anxiety levels, and submissive
behaviours (e.g., avoidance of eye contact) were also assessed. The findings demonstrated that
the generalized socially phobic group reported higher levels of fear and avoidance of eye

contact, social anxiety, and submissive behaviours than the normal group.

Lastly, 18 generalized socially phobic and 18 normative controls were asked to speak
in front of a small audience. Observers provided ratings for five social behaviours and the
overall performance during the task. While the socially phobic group displayed poorer voice
intonation, fluency of speech, and overall performance than the normal group, the two groups
did not differ in the quality of their visual contact, their gestures, and their facial expressions.
The groups also did not differ in self-rated quality of the performance (Levitan, Falcone,

Placido, Krieger, Pinheiro, et al., 2012).

Based on these studies, socially phobic participants reported higher levels of anxiety
than normal participants in various social scenarios, although the differences were not as
apparent in comparisons between sub-types of social phobia and normal participants (e.g.,
Hofmann & Roth, 1996). Additionally, socially phobic participants, especially non-
generalized ones, did not consistently differ from normal controls when anxiety levels were
measured objectively through physiological reactivity (e.g., Gerlach, et al., 2001; Grossman, et
al., 2011; Hofmann, et al., 1995; Levin, et al., 1993). Behaviourally, socially phobic

participants generally tended to exhibit an anxious appearance and certain specific anxious
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behaviours to a higher degree than normal individuals in simulated social situations. In some
cases however, poor social behaviours have been found to characterize both groups to a
similar degree (e.g., Hofmann, et al., 1997) and yet in other cases, no differences in the
behaviours enacted by the two groups were shown (e.g., Levitan, et al., 2012; Voncken &
Bogels, 2008). In sum, these studies do not consistently support an intrapersonal

conceptualization of social phobia. Rather, the results are conflicting.

A Comparison between Socially Phobic, Normal, and Other Clinical Contrast Groups

Fydrich, Chambless, Perry, Buergener, and Beazley (1998) asked 34 socially phobic
participants, 28 normal participants, and 14 participants meeting DSM-III-R (APA, 1987)
criteria for various other anxiety disorders (10 panic disorder, 1 generalized anxiety disorder, 1
obsessive-compulsive disorder, and 2 specific phobia) to initiate and maintain a conversation
with a confederate of the opposite sex during two role-play tasks. Observers rated the quality
of their overall social performance based on various behaviours (e.g., eye gaze, vocal quality,
conversation flow). Socially phobic participants obtained poorer performance ratings than

either of the two control groups, who did not differ significantly.

In a study by Baker and Edelmann (2002), independent observers rated the duration of
skill-related behaviours (time spent talking, silence, smiling, eye contact while talking, eye
contact while listening, and manipulative gestures) and the adequacy of behaviours (adequacy
of gestures, adequacy of eye contact, adequacy of smiling, clarity of speech, fluency of
speech, and overall adequacy of the performance) of 18 generalized socially phobic
participants, 18 normal individuals, and 18 individuals meeting DSM-IV (APA, 1994) criteria
for other anxiety disorders (8 panic disorder, 6 generalized anxiety disorder, 4 specific phobia)
during a simulated interaction. Observers determined the adequacy of the behaviours using a
rating scale ranging from 1 (not at all adequate) to 7 (very adequate). Findings showed that the
generalized socially phobic participants reported, on average, higher levels of social anxiety
than the clinically anxious and non-clinical groups, who did not differ. They however only
reported higher general anxiety levels than the normative group, but similar levels to their

clinically anxious counter-parts. Results also suggested that generalized socially phobic

28



participants displayed less adequate behaviour than the clinically anxious groups, who in turn
behaved less adequately in comparison to normal controls in some cases (e.g., adequacy of
gestures, adequacy of speech fluency), but not in other cases (e.g., time spent talking, time

spent in silence).

Another study by the same authors (Edelmann & Baker, 2002) compared the
physiological responses (e.g., heart rate, skin conductance, face and neck temperature) of 18
generalized social phobic, 18 normal, and 18 clinically anxious but not socially phobic
participants during various social and non-social tasks. Results revealed no significant

differences between the three groups.

Lastly, observers examined the social performance of 20 generalized socially phobic,
17 normal, and 14 non-socially phobic but clinically anxious participants during a
conversation and a speech task. Heart rate was also measured and participants provided an
additional rating of their “safety behaviours” (e.g., avoiding eye contact, trying to act normal)
and anxiety levels. Results showed that, across role-play tasks, the generalized socially phobic
group reported using safety behaviours to a greater extent and reported higher levels of anxiety
than the other two groups, who did not differ. Observer’s also rated the generalized socially
phobic group as displaying less positive behaviours (e.g., friendliness) and more negative
behaviours (e.g., nervousness) than the other two groups, who did not differ. Resting heart rate
levels were higher for the socially phobic than the normal group; they were however
comparable to those of the clinically anxious contrast group. In addition, heart rate increased
in a similar fashion for all three groups during the experimental tasks (Stangier, Heidenreich,

& Schermelleh-Engel, 2006).

In general, these studies showed that socially phobic participants reported higher social
anxiety levels (but not general anxiety levels) and displayed poorer social behaviours than
normal and clinically anxious participants. These results seem to be in degree rather than in
type, as these other groups also displayed such responses, although to a smaller extent.

Further, no group differences were generally found in terms of the physiological assessment of
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anxiety. Altogether, the findings did not reliably provide support for the premise that social

phobia is a disturbance that emergence as a result of anxiety.

Theoretically, one can even challenge the rational of grouping all other anxiety
disorders into one comparison group. On what basis is this considered justifiable? From an
intrapersonal perspective, where anxiety is thought to be the source of disruptive behaviour, it
is logical to group psychopathological “entities” that share anxiety as a common element into
one category and to contrast these to social phobia. One can however make the case that these
individuals, who generally do not differ from normal controls, are a questionable contrast
group to socially phobic individuals in studies that assess social behaviour and social
performance. To illustrate, is there any reason to believe that someone with a clinical fear of
snakes, would exhibit poor social behaviours during a conversation with another person?
Based on this argument, a more plausible comparison group would rather be one that displays
problematic social behaviours and impairment in social functioning as do socially phobic

individuals (e.g., depressive, sexually dysfunctional, dysmorphophobic individuals).

One such study by Norton and Hope (2001) compared 54 socially phobic, 28 normal,
and 23 dysthymic individuals in terms of anxiety levels, anxiety appearance, and the overall
quality of performance during a brief speech, an unstructured conversation, and a structured
conversation. In all three tasks, the socially phobic group reported higher levels of anxiety,
appeared more anxious, and performed more poorly than the dysthymic group, who in turn

obtained poorer scores than the normative group.

Summary and Conclusion

These studies show that socially phobic individuals are generally more subjectively
socially anxious than normal individuals and other clinical contrast groups. The differences
however seem to be in degree rather than kind, as no type of abnormal social anxiety has been
found specifically in social phobia. Other groups report the same type of social anxiety, albeit
to a lesser degree (see also Stravynski, 2007). In some cases however, normal control

individuals (considered as having a non-clinical fear of most social situations) have reported
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equivalent levels of social anxiety to non-generalized socially phobic individuals.
Additionally, anxiety measured objectively through physiological reactivity does not
consistently differentiate social phobia from other groups (see Edelmann & Baker, 2002;
Grossman, et al., 2001). These findings undermine the intrapersonal premise that social phobia
is a disorder of anxiety, as anxiety does not consistently distinguish the construct of social

phobia from other psychological constructs.

In relation to social performance, subjective anxiety was shown to be related to poor
behaviour in some cases, but in others, it was not. In support, Beidel, and colleagues (2010)
found that group differences in terms of the adequacy of exhibited behaviour remained even
after controlling for the level of anxiety (observer and self-reported). The authors interpreted
these findings as evidence suggesting that behavioural difficulties remain regardless of the
influence of anxiety. Similarly, Baker and Edelmann (2002) examined the relationship
between anxiety and specific disruptive behaviours and found only few significant correlations
(e.g., higher anxiety was related to less eye contact). This relationship was however not
specific to social phobia, as the same result was also found in the clinically anxious

comparison group.

Furthermore, socially phobic participants have been found in some instances, to give
weaker social performances than normal and clinical contrast groups. These dissimilarities
however, appear once again to be in degree rather than in type. In this light, Alden and
Wallace (1995) stated that: “Although social phobics tend to display less effective social
behavior than nonanxious individuals, their level of effectiveness varies across situations, and
they handle some social encounters well”. In some other cases however, no behavioural
differences were underlined: Non-socially phobic individuals were actually found to display
similar specific behaviours to socially phobic individuals. Consistently, Baker and Edelmann
(2002) concluded that: “there were [...] few differences between socially phobic participants,
and the clinically anxious and non-clinical comparison groups on measures of duration of

specific skill-related behaviours” (p. 253). The authors also noted:
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“a marked overlap in performance. At least two of the social phobic individuals
were perceived as being at least as adequate as the most adequate non-clinical
participants, whereas one of the non-clinical participants was perceived as
being only slightly more adequate in their overall behavioural performance than
the least adequate social phobic participant” (p. 254).

In general, the reviewed findings call into question the intrapersonal notion that anxiety

causes dysfunctional social behaviour in social phobia.

Moreover, it is difficult to draw conclusions on the type of behaviours that typify social
phobia based on the reviewed studies, as the assessed behaviours are often lumped into global
scores indicating the quality of the overall performance (poor versus adequate), which are
often interpreted as indications of social skillfulness (or the deficiency in skill). A large variety
of behaviours are also assessed and found to varying degrees in each study. Not one specific

behaviour appears to characterize consistently and repeatedly all socially phobic individuals.

In sum, the reviewed studies fail to consistently support the intrapersonal notion that
social phobia is a disorder of anxiety. Further, little clarity is shed onto the behavioural
conduct of socially phobic individuals. In this light, Stravynski (2014; 2007) rejects the
intrapersonal standpoint of social phobia. Put more directly, he stated that: “With the
exception of perhaps avoidance of social interactions, neither specific social phobic behavior
nor complex patterns have been brought into sharper relief by the construct of anxiety” (2007,
p. 61). He added that: “... the notion of anxiety contributes little to illuminate either the
minutiae of concrete social phobic behaviors or its manner of organization in patterns as well

as the variety of their manifestations in different social contexts” (2007, p. 62).

If we accept the conclusion that the view of social phobia as a disorder of anxiety is

erroneous, how then can we characterize social phobia?
An alternative, holistic, way of characterizing social phobia has been proposed by

Stravynski (2014; 2007), whereby anxiety and dysfunctional behaviours are construed as

facets of a larger self-protective interpersonal pattern that arises in a dynamic environment.
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This interpersonal perspective, tested in the present dissertation (see Part II), is elaborated in

the following chapter.
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Chapter 3

An Interpersonal Conceptualization of Social Phobia

“The whole is greater than the sum of its parts.”
— Auristotle (circa 350 B.C., Metaphysics)

An Interpersonal Perspective

Human beings are social creatures', and thus from an interpersonal viewpoint
(Stravynski, 2014; 2007)%, their actions can only be understood in the social context within
which they take place. This approach does not ignore inner intrapersonal processes nor does it
however specifically focus on them, rather it is an integrative outlook, which views them as
parts of a whole organism that interacts with his or her environment. Consequently, the
interpersonal approach rejects the philosophy of Cartesian dualism, which separates the mind
(a hypothetical concept situated in some abstract mental space) from the machine (the physical
human body (Hergenhahn, 2005; Palmer, 2002); a notion that has served as the basic
inspiration for intrapersonal, disease model based, conceptualizations of psychopathology,
including social phobia (see also Stravynski, 2014). More specifically, the interpersonal
perspective:

(13

.. maintains that living organisms are best understood as a fully integrated
organic whole. This holistic view lays stress on the organization of an organism
and the structure of its activities, rather than its composition [...]. Seen
holistically, the unitary organic whole, determines the activities of the parts and
their interrelationships. In this sense, it is a mirror image of the (reductionistic)
mechanistic perspective in which any part has an impact and therefore
determines the functioning of the whole.” (Stravynski, 2014, Chapter 1).

In this light, anxiety and social behaviours are considered as embedded in the social

environment and the dynamic interactions that occur within it, i.e., between people as well as

! This notion dates back to Ancient Greece, where Aristotle suggested that “Man is by nature a social animal...”
(circa 350 B.C., Politics).

% A more elaborate description of the interpersonal approach can be found more specifically in Stravynski (2014,
Chapter 1) and Stravynski (2007, pp. 3-15; 35-36; 41-43; 285-286; 347-355).



between people and their environment. Socially phobic responses are therefore evoked by

various triggering social events and not by some inner process (Stravynski, 2014; 2007).

Within this theoretical outlook, social phobia may be described as having both an
interpersonal and a somatic locus. It is foremost characterized by an overall pattern of more
specific self-protective patterns of interpersonal behaviour. This is coupled with a state of
heightened arousal (e.g., elevated levels of anxiety). In this view, specific disruptive
behaviours are intertwined and inseparable from social anxiety, and both are elements of a
larger interpersonal pattern that serves the function of self-protection in the face of threat. The
purpose of heightened arousal is to facilitate the organism to act defensively when threatened

(Stravynski, 2014; 2007).

Self-protective patterns are best viewed as individualized and developed historically
through various personal experiences specific to each person (Stravynski, 2014; 2007).
Individuals develop different ways of defending themselves against situations deemed
threatening and over the course of their lives put into place the tactics that most effectively
protect them. These however vary from one person to another. Because of this variability in
self-protective behaviours, the interpersonal approach emphasizes the importance of
quantifying socially phobic behaviour on the broader, holistic, level, i.e., at the level of the
pattern. That is, rather than looking at specific behaviours that vary from one individual to
another, the alternative outlook is to attempt to depict the overall pattern of interpersonal
conduct. For instance, avoidance of eye contact may be a specific behaviour part of a larger
pattern that has an overall function of self-protection. Therefore, instead of focusing on eye
gaze, which may vary not only from one socially phobic individual to another, but also across
various clinical and normative populations (as was illustrated in the previous chapter), the
broader self-protective pattern in which it may be embedded (e.g., powerlessness,

submissiveness, self-effacement) is stressed.
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Social Phobia: A Self-Protective Interpersonal Pattern

As mentioned, social phobia viewed interpersonally, is characterized as an overall
interpersonal pattern of more specific self-protective patterns of behaviour (Stravynski, 2014;
2007). The purpose of self-protectiveness is to maximize safety and to guard against threat.
Threat from a socially phobic standpoint, is the potential for criticism, rejection, humiliation,
or conflict. This may also include the risk that one will be the object of disrespect, ridicule,
mockery, or degradation, in a particular social situation. In some situations, self-protectiveness
may even simply aim at deterring unwanted attention. Postulated specific self-protective

patterns include distancing, submissiveness, and powerlessness.

Distancing is a tactic that aims at averting the possibility of finding oneself in an
unwanted situation. It consists of establishing a safe perimeter between one’s personal comfort
zone and others (Stravynski, 2014). The much studied behaviour of avoidance is one way of
distancing oneself from others, as it consists of the blunt non-participation in social life
(Stravynski, 2007); however it is not the only sub-pattern of distancing. Others include, but are
not limited to escape, evasiveness, invisibility, immobility, and concealment (Stravynski,

2014).

When distancing oneself from a social encounter is however impossible, two main
behavioural patterns are assumed to come into play: Submissiveness and powerlessness.
Although both have the purpose of obtaining approval from others and disarming potential
harm, the first is based on acted behaviours (what is done), whereas the second is evident from
omitted behaviours (what is not done; Stravynski, 2014). Examples of submissive-type sub-
patterns are acts of docility, self-effacement, passivity, deference, modesty, and humbleness. In
contrast, powerlessness is illustrated by the absence of dominance, criticism, assertiveness,

decisiveness, dismissiveness, and management (Stravynski, 2014; 2007).
Finally, last resort strategies may be exercised. These can take the form of over-

agreeableness or the suppression of aggressiveness even when confronted to minimize the

potential for conflict. Conversely, individuals may however inhibit affiliative tendencies —

39



e.g., refrain from seeking social contact even when desired — or exhibit angry or hostile

behaviour as to push others away (Stravynski, 2014; 2007).

Aim of the Present Study

The goal of the present study was to test postulates drawn from an interpersonal
perspective. Foremost, I aimed at examining the notion that specific self-protective patterns of
powerlessness and submissiveness are characteristic of the overall socially phobic pattern. As
a secondary objective, I sought to explore whether other self-protective stances, such as
affiliation, agreeableness, and aggressiveness, also characterize the socially phobic pattern.
Finally, I looked to examine the relationship between these self-protective interpersonal

patterns and social anxiousness.

The method for quantifying the socially phobic pattern that is most coherent with an
interpersonal theoretical outlook is an ethological and ecological one. To ideally characterize
social phobia, one would have to constantly observe the social conduct of socially phobic
individuals in a developmental and historical manner, i.e., over the course of their entire lives.
Realistically and practically speaking however, research of such magnitude and value are
impossible. We therefore must rely on indirect methods to test the interpersonal model’s

hypotheses.

Two methods can be used to test whether these interpersonal patterns are specific to
social phobia: The first is to compare the patterns of interpersonal behaviours of socially
phobic individuals to those of normative and clinical control groups. The second is to examine
the interpersonal behavioural patterns of socially phobic individuals prior to and after the
completion of an interpersonal approach (IA) to treatment aimed at improving social

functioning.
If self-protectiveness against threat (e.g., criticism, rejection, humiliation) is

particularly socially phobic (Stravynski, 2014, Chapter 1), patterns characterized by

powerlessness and submissiveness should be found to a higher degree in socially phobic
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individuals than either of the two control groups and should dissipate as a result of effective

treatment.

Based on these two methods, two studies were devised as tests of the interpersonal

model’s postulates:

1) Study I (research article’ presented in Chapter 5), compared the socially phobic
interpersonal pattern to that of a clinical contrast group of sexually dysfunctional

singles, and a normative control group; and

2) Study 2 (research article presented in Chapter 6), compared the interpersonal
patterns of socially phobic individuals at four points over time (pre-treatment,
post-treatment, six-month follow-up, and one-year follow-up). At the last follow-
up, comparisons between remitted and non-remitted individuals were also

conducted.

3 Approval was granted to write the present dissertation in article format. The letter of authorization can be found
in Appendix D.
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-PART II-
METHODOLOGY BACKGROUND, ARTICLES, AND ADDITIONAL ANALYSES






Chapter 4
The Interpersonal Circumplex: A Method for Quantifying Patterns of Interpersonal

Behaviour

“[...] in the members of a temple there ought to be
the greatest harmony in the symmetrical relations of
the different parts to the general magnitude of the
whole. Then again, in the human body the central
point is naturally the navel. For if a man can be
placed flat on his back, with his hands and feet
extended, and a pair of compasses centered at his
navel, the fingers and toes of his two hands and feet
will touch the circumference of a circle described
therefrom. And just as the human body yields a
circular outline, so too a square figure may be found
from it. For if we measure the distance from the soles
of the feet to the top of the head, and then apply that
measure to the outstretched arms, the breadth will be
found to be the same as the height, as in the case of
plane surfaces which are completely square.”

— Vitruvius (circa 15 B.C., On Architecture)

Before delving into the two research articles that aimed at testing the interpersonal
approach’s postulates concerning the socially phobic pattern, I felt it necessary to provide the
readers with background information on the tool that was used to measure the patterns of
interpersonal behaviour in the two studies. The current chapter is divided into three sections:
The first describes the Interpersonal Circumplex (IPC) model; the second briefly comments on
the various measures that have been developed to quantify interpersonal behaviour within the
conceptual framework of the IPC; and the third introduces the measure used in the current

studies.

A Circumplex Classification of Interpersonal Behaviour

The origins of the IPC stem from the work of Freedman, Leary, Ossorio, and Coffey

(1951), who postulated that interpersonal behaviour, could be organized on two independent

planes: One, which encompassed behaviours that ranged from dominance to submissiveness;



and the other that covered behavioural expressions of emotions that spanned from love to hate.
In his own right, Harry Stack Sullivan (1953), often credited for beginning the IPC tradition,
wondered whether interpersonal behaviours were continuous constructs that overlapped with
each other in varying degrees or whether they were distinct and separate elements.
Schematically, his dilemma rested on whether interpersonal behaviours should be classified in

a circular (dimensional) or a quadratic (categorical) space (Wiggins, 1996).

Based these considerations, Leary (1957) put forth the first IPC model classifying
interpersonal behaviour into a two-dimensional circular space reflecting the joint action of two
basic interpersonal patterns, namely control and affiliation (Kiesler, 1983; Leary, 1957).
Schematically, the circle was constructed with two orthogonal axes crossing at the center: The
vertical axis represented control, which ranged from dominance (top) to submissiveness
(bottom), and the horizontal axis represented affiliation, which ranged from hostility (left) to
friendliness (right). The area of the circle could be divided into 16 overlapping segments (i.e.,
managerial, autocratic, responsible, hyper-normal, over-conventional, cooperative, dependent,
docile, masochistic, self-effacing, distrustful, rebellious, aggressive, sadistic, competitive, and
narcissistic) that represented various combinations of dominance-hostility, dominance-

friendliness, submissiveness-hostility, and submissiveness-friendliness (Leary, 1957).

According to Kiesler and Auerbach (2003):

“Psychological theory and research have established that human interpersonal
transactions represent various blends of two basic dimensions of behavior,
control (power, dominance) and affiliation (friendliness, agreeableness). When
persons interact, they continually negotiate two major relationship issues: how
friendly or hostile they will be with each other, and how much in charge or
control each will be during their transactions” (p. 1712).

Reviews of factor analytical studies of interpersonal behaviour (Foa, 1961) and of
studies using various measures and methods to assess interpersonal behaviour (Kiesler, 1983;
Wiggins, 1982) in various population groups (e.g., army teams, mother-child dyads,

psychiatric patients) have provided support for this notion. In general, these studies have
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concluded that interpersonal behaviour can be described using the two basic dimensions of
dominance-submissiveness and love-hostility (see also Hould, 1980; Leary, 1957). The two
dimensions have also obtained extensive support from literature on parent-child relations (see

Becker & Krug, 1964).

In addition to providing a classification system for interpersonal behaviours, the IPC
also allows for the intensity of the behaviour to be specified, thus offering information about
whether the primary interpersonal patterns are adaptive or maladaptive. More precisely, the
radius of the circle represents the intensity (or maladjustment) of the corresponding
interpersonal behaviour. The degree of maladjustment is represented by its distance from the
midpoint of the circle (Hould, 1980; Kiesler, 1983; Leary, 1957; LaForge & Suczek, 1955);
therefore, the closer to the center of the Circumplex, the more adaptive the interpersonal
behaviours, and the further from the center of the Circumplex, the more extreme and
maladaptive the interpersonal behaviours (Hould, 1980). Further details are provided in
Chapters 5 and 6.

Since the original version, other adaptations of the model have been developed. For
example, Benjamin (1974) proposed a three-Circumplex scheme that independently organized
three types of behaviours: Actions independent of the presence of others, behavioural
reactions to the actions of others, and intrapsychic interpretations of behaviour. In this model,
the horizontal axis spanned from hate to love. The vertical axis however ranged from a
different aspect of enmeshment to a different facet of differentiation in each of the three
Circumplexes. With the exception of Benjamin’s three-Circumplex model (1974) that deviated
significantly from the original IPC framework, most variations kept in line with Leary’s
(1957) form. The names of the main IPC constructs of control and affiliation and their
respective nodal points have varied depending on the authors (e.g., control: power, status,

dominance, agency; affiliation: solidarity, communion, status'; hostility-friendliness: hate-

" In contrast to the wider IPC literature that uses the term “status” to denote the vertical (or control) axis of the
Circumplex, Kemper and Collins (1990) use this term to describe the horizontal (or affiliation) axis. From their
sociological point-of view, status in a social relationship is defined as “conduct by which actors give voluntary
compliance to other actors and [it] is marked by willing deference, acceptance, and liking. It involves the
voluntary provision of rewards, benefits, and gratifications without threat or coercion. The ultimate form of status
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love, hostility-nurturance, aggressiveness-friendliness); however, the variants have generally
been considered to represent roughly equivalent constructs to the original ones (Foa, 1961;

Kemper & Collins, 1990).

Interpersonal Circumplex Measures

The IPC is a tool that offers a framework within which it is possible to study
interpersonal behaviours. IPC measures were initially used as part of psychoanalytic practice,
as instruments to be used in the clinic (Benjamin, 1996) and interpreted as indicative of stable
characteristics (personality traits). Since their original development, the instruments have
however also served as measures of interpersonal behaviour in research on psychopathology,
psychotherapy, and have been used by various schools of thought, including cognitive and

behavioural (Benjamin, 1994).

The first IPC instrument created to measure interpersonal behaviour was the
Interpersonal Check List (ICL; LaForge & Suczek, 1955). The ICL is a 128-item list of
adjectives based on a wide range of interpersonal behaviours that are divided into Leary’s
(1957) original 16 segments. Since then, various adaptations have been developed (see Table
I, p. 48), some adhering to the dimensional view of interpersonal behaviours and others
quantifying behaviours categorically. Similarly, some IPC inventories consist of 16 sub-scales;
however others are limited to eight sub-scales, combining the 16 segments into octants. These
latter instruments have demonstrated superior reliability and validity (Kiesler & Auerbach,
2003). There also exists a measure limiting assessment to four qualitatively distinct
(Moskowitz, 2005) dimensions (i.e., dominance, submissiveness, quarrelsomeness, and
agreeableness). Finally, most inventories are self-rated. As subjective reports do not always
coincide with actual occurrences during social situations (Benjamin, 1996), some instruments
have been extended into versions that can be completed by independent observers and/or by

the other person involved in the interaction (interactant).

accord is love” (p. 34). Therefore, although the term “status” is usually used to represent control in the literature,
it has also been used as a synonym of affiliation.
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Table [

List of Interpersonal Circumplex Measures

1994)

Instrument (l:lfusncl;)lirs' Measure of ]1;):;:110;
Dimensional
Interpersonal Check List (ICL; 16 Interpersonal Self;
LaForge & Suczek, 1955) adjectives Other
Interpersonal Behaviors Inventory 15 Interpersonal Self
(IBI; Lorr & McNair, 1967) behaviours
The Check List of Interpersonal
Transactions (CLOIT; Kiesler, 1984) P Interpersonal Observer;
CLOIT-Revised (CLOIT-R; Kiesler, behaviours Interactant
1987a)
The Impact Message Inventory (IMI*; 15 Emotional Self;
IMI-ITA; Kiesler, 1987b) experiences Observer
“Test d’évaluation du répertoire des Patterns of
construits interpersonnels” (TERCI; 8 interpersonal Self
Hould, 1980) behaviour
Inventory of Interpersonal Problems
(ITP; Horowitz, Rosenberg, Baer,
Ureno, & Villasenor, 1988) Interpersonal
Problems /
ITP—64 Items (IIP-64; Horowitz, 8 Self
Alden, Wiggins, & Pincus, 2000)
ITP—Circumplex Scales (IIP-C; Alden, Interpersonal
Wiggins, & Pincus, 1990) behaviours
Categorical
The Structural Analysis of Social 2 ﬁec;[llg)t?s;ls Self;
Behavior (SASB; Benjamin, 1974) Lo Observer
Introjection
Interpersonal Adjective Scale (IAS;
Wiggins, 1979)
i o Interpersonal
IAS-Revised (IAS-R; Wiggins, 8 adjectives Self
Trapnell, & Phillips, 1988; see also
Wiggins, 1995)
Event-Contingent R§cording of ‘ Interpersonal Self (Daily
Interpersonal Behaviour (Moskowitz, 4 . o
Behaviours diaries)
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There are several advantages to using an IPC instrument to measure interpersonal
behaviour. First, such instruments provide a systematic quantification of interpersonal
behaviours. Given the complexity of human behaviours, IPC measures are highly practical,
because they can capture a wide array of interpersonal behaviours into two primary patterns as
well as into more specific dimensions (Sadler & Woody, 2003). Second, these measures can
capture changes in behaviour from pre- to post-treatment (Benjamin, 1994; Henry, 1997).
Finally, studies that use such measures generate findings that can be directly compared to
other studies using similarly calibrated measures, thus allowing the replication and

accumulation of findings on a particular subject matter (Kiesler & Auerbach, 2003).

The “Test d’évaluation du répertoire des construits interpersonnels”

The TERCI (Hould, 1980) is a self-report questionnaire comprising 88 statements,
which are a representative sample of interpersonal behaviours. It evolved out of LaForge and
Suczek’s (1955) ICL. The 128 ICL items were translated into French and were administered to
25 couples consulting in marriage counselling. Findings from this procedure allowed for the
reduction of the 16 segments measured by the ICL into eight octants, eliminating 40 items
from the initial instrument. The new list comprised 88 interpersonal adjectives, which were
converted into interpersonal behaviours and were administered to college students and to two
additional normative samples of 100 participants. Based on the results, a definitive list of 88
items was constructed with each octant scale comprising 11 items. The questionnaire is

presented in Appendix E.

The principal constructs measured by the TERCI are power and affiliation. The pattern
of power encompasses behaviours, in which one dominates or takes charge of others (Kemper
& Collins, 1990) and establishes rank in relation to others (Moskowitz & Zuroff, 2005; Lorr,
1996). The dimension of affiliation encompasses behaviours oriented towards friendliness,
caring and cooperating with others (Kemper & Collins, 1990), and promoting interpersonal
relations (Moskowitz & Zuroff, 2005). These two primary patterns can be divided into four
dimensions (dominance, submissiveness, aggressiveness, and agreeableness), which can be

further divided into eight octants. Adaptive as well as maladaptive descriptions of each of
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these behavioural patterns are described in Table II (p. 51). Further details on the TERCI are
presented in Chapters 5 and 6.
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Table 11

Description of the TERCI Octant Constructs (Hould, 1980)

Octant Label Description
Adaptive: Expressions of self-worth, pride, strength, and
. confidence; displays of independence and playful
A iortnpetltlon/ competitiveness.
utocracy Maladaptive: Displays of insensitivity and self-centeredness;
rejection of others.
Adaptive: Displays of energetic, strong, organized, and
authoritative behaviours that elicit respect and approval from
B Management/ others.

Exploitation Maladaptive: Exaggerated displays of competence and
efficiency that may not reflect reality; acts of rigidity and
control.

o Adaptive: Displays of anger, irritability, and negativity.

Criticism/ . . ) .

C Hostilit Maladaptive: Acts of aggression and violence; punitive,
Y disciplinary, and sarcastic displays.
Adaptive: Cynical and bitter enactments; expressions of
. resentment; rebellion against social conventions; defiance of
D E/l;elé)tlcism/ taboos.
ISHHuS Maladaptive: Expressions of hatred; denial of intimacy and
friendship; vengeful behaviours.

Modesty/ Adaptlve:.Expresswns of mod?sty and resm;vapon.

E Self- Maladaptive: Acts characterized by omission rather than

Effacement commission: Effacement, self-depreciation, withdrawal, and
distancing from others.

Docilitv/ Adaptive: Expressions of respect and trust.

F D001 1y Maladaptive: Powerlessness and dependence; absence of
ependence . :
hostility, power, and independence.
Adaptive: Displays of tenderness, kindness, goodwill,
. helpfulness, and responsibility.
Generosity/ . .
G N . Maladaptive: Inability to ask for help when needed; tendency
ormativeness e . .
to accept responsibilities despite being overwhelmed; personal
sacrifices for the sake of others.
Adaptive: Acts of cooperation and compromise; exhibits of

Friendl; / conventional and agreeable behaviour.

H Crlen L T1eSS Maladaptive: Constant friendliness and agreeableness; search
ompliance

to please, appease, reconcile, and give a good impression
regardless of the situation.
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ABSTRACT

This study aimed at testing an interpersonal conceptualization of social phobia as an
overall pattern of fearfully self-protective patterns of powerlessness and submissiveness. 132
socially phobic, 85 single sexually dysfunctional and 105 normal individuals completed an
adaptation of the Interpersonal Check List. Socially phobic participants also completed
measures of social anxiety, social functioning, and general psychopathology. As predicted, the
socially phobic group reported a larger degree of powerlessness and submissiveness than the
two control groups, and a lesser degree of affiliation than the sexually dysfunctional singles.
Furthermore, relationships between powerless and submissive interpersonal patterns and social
anxiety and general psychopathology were found. Qualitatively, the results suggest that
socially phobic individuals enact powerlessness in a maladaptive fashion. Altogether, these
findings corroborate hypotheses drawn from an interpersonal perspective. The study’s

limitations and directions for future research are discussed.

KEYWORDS:

social phobia; interpersonal approach; self-protective pattern; powerlessness; submissiveness;

Interpersonal Circumplex.
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INTRODUCTION

Social phobia is characterized by an intense concern over being incoherent, speechless,
or visibly fearful (e.g., blushing, sweating, trembling), and as a consequence generating
negative reactions in others (e.g., criticism, mockery). Its hallmark is a tendency to dread or
avoid social interactions (e.g., public presentations, conversations) in which one’s
performance is scrutinized and evaluated. It is associated with conduct that impairs social
functioning. This is recognized in criterion G of the DSM-5 (American Psychiatric
Association, 2013, p. 203) criteria for social phobia, which specifies that “the fear, anxiety, or
avoidance causes clinically significant [...] impairment in social, occupational, or other

important areas of functioning”.

Although the DSM emphasizes avoidance, a number of studies have shown that
socially phobic individuals exhibit a variety of dysfunctional social behaviours (e.g., fidgeting,
monotony of the voice) when in fear-evoking social situations (e.g., Beidel, Rao, Scharfstein,
Wong, & Alfano, 2010; Heiser, Turner, Beidel, & Roberson-Nay, 2009; Levitan, Falcone,
Placido, Krieger, Pinheiro, et al., 2012; Stevens, Hofmann, Kiko, Mall, Steil, et al., 2010;
Voncken & Bogels, 2008). Similarly, a review of studies examining the social behaviours of
socially phobic and analogue populations concluded that “people with social anxiety and with
social phobia display distinctive and less functional social behavior than people without those

conditions” (Alden & Taylor, 2004, p. 862).

There is a broad consensus that dysfunctional social behaviours are present in social
phobia. It is unclear however, what these amount to theoretically. One view (e.g., Alden &
Taylor, 2004, p. 857; Clark & Wells, 1995; DSM-5; APA, 2013) is that dysfunctional social
behaviours are the interpersonal consequence of anxiety. An alternative, more holistic,
perspective (Stravynski, 2014; 2007) suggests that inadequate behaviour is intertwined and
inseparable from social anxiety, and that both are elements of a larger purposeful interpersonal
pattern that serves a function of self-protection in the face of threat (Stravynski, 2014; 2007).
The essential theoretical difference is that the former paradigm postulates that competent

behaviour is inhibited by elevated levels of anxiety, which in turn are caused by some
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underlying internal factor (e.g., cognitive distortions; Clark & Wells, 1995), whereas the latter
interpersonal approach proposes that the purpose of heightened arousal is to facilitate the
organism to act defensively when threatened (Stravynski, 2014; 2007). In this view, the
overall socially phobic pattern is made up of specific self-protective patterns of interpersonal
behaviours that are generated by various triggering situations rather than by internal structures

or processes (Stravynski, 2014; 2007).

According to the model, one method of self-protection in social phobia is distancing
oneself from potentially threatening situations (e.g., avoidance). When this is however not a
feasible option, socially phobic individuals passively participate in social scenarios (e.g.,
child’s birthday party, important staff meeting) of necessity. Under these circumstances, self-
protective patterns characterized primarily by submissiveness and powerlessness predominate.
Submissiveness in this view encompasses specific sub-patterns including docility, self-
effacement, and the search for approval from others. On the flipside, the broader pattern of
powerlessness comprises sub-patterns where displays of dominance, criticism, and
assertiveness are absent. It is also suggested that secondary self-protective measures may
come into play in social settings when previously mentioned self-protective tactics have been
exhausted. For instance, the socially phobic may behave in an overly agreeable fashion and
even suppress acts of anger, hostility, and aggressiveness when confronted to minimize the
potential for conflict. Conversely, they may however inhibit affiliative tendencies (e.g., refrain
from seeking social contact even when desired) to keep others at a safe distance (Stravynski,

2014; 2007).

These dimensions have been previously examined in social phobia. Results generally
indicate that socially phobic individuals mainly characterize themselves as engaging in

submissive' interpersonal styles (Cain, Pincus, & Holtforth, 2010; Schneier, Rodenbaugh,

' The labels assigned to the various Interpersonal Circumplex components vary depending on the authors, but all
evolved out of the original constructs defined by Leary (1957) and are assumed to designate roughly equivalent
constructs (Foa, 1961; Kemper & Collins, 1990). For consistency purposes and to facilitate the transition between
the literature and the methodology in the present study, the labels used throughout this entire article are based on
Hould’s (1980) behavioural adaptation of Leary’s Circumplex constructs. Hould’s labels more closely tie into the
interpersonal model of self-protective behaviours (Stravynski, 2014; 2007) examined in the present study, and
thus, are a relevant nomenclature.
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Blanco, Lewin, & Liebowitz, 2011). One study however, revealed two clusters of
interpersonal patterns in a socially phobic sample of highly functioning undergraduate
students: One characterized by submissiveness and the other (minority of the sample) by
dominance (Kachin, Newman, & Pincus, 2001). Mixed findings have been found in terms of
affiliative interpersonal patterns, in that studies using cluster analyses have found that some
socially phobic tend towards friendliness while others towards coldness and aggressiveness

(Cain, et al., 2010; Kachin, et al, 2001).

Studies using analogue populations have provided similar results. These studies have
shown that socially avoidant® (Alden & Capreol, 1993; Soldz, Budman, Demby, & Merry,
1993) and highly socially anxious individuals characterize their conduct as submissive
(Oakman, Gifford, & Chlebowsky, 2003; Alden & Phillips, 1990). Consistent findings have
been obtained with independent observer and confederate ratings of highly socially anxious
women (Oakman, et al., 2003). Discrepant findings have however been produced in terms of
affiliative behavioural styles, showing that both groups of participants are agreeable and warm
in some cases, but aggressive in others (Alden & Capreol, 1993; Alden & Phillips, 1990;
Oakman, et al., 2003; Soldz, et al., 1993).

To determine however whether such interpersonal patterns of behaviour are
characteristic of the socially phobic pattern, comparisons between socially phobic individuals
and contrast groups are crucial. In this light, a preliminary series of “ethnographic” single case
studies (Amado, Kyparissis, & Stravynski, 2014), highlighted a broad self-protective pattern
characterized by evasiveness and self-effacement in every socially phobic participant (n = 4),
which was not evident in two control groups — shy (n = 2) and normal (n = 2) individuals —
who rather displayed an overall pattern that sought out a connection with others. A study by a
different research group (Russell, Moskowitz, Zuroff, Bleau, Pinard, et al., 2011) contrasted
the interpersonal behaviours of socially phobic participants to those of a normative group and

found that the socially phobic group characterized itself with higher degrees of

% Social phobia and avoidant personality disorder have been considered variants on the same continuum, where
avoidant personality disorder is the more severe of the two (Schneier, Blanco, Antia, & Liebowitz, 2002). We
therefore reported results obtained with a group of socially avoidant participants as evidence that can be applied
to social phobia.
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submissiveness, especially when in fear-evoking social situations, and lower degrees of
dominance. In this study, both groups reported low levels of agreeableness in feared situations,
and high levels of agreeableness as well as quarrelsomeness in secure situations. Finally,
another study compared socially phobic and depressed individuals in terms of their self-
reported interpersonal problems. Results revealed that the socially phobic group reported
powerlessness, non-assertiveness, and a lack of dominance to a significantly higher degree
than depressed individuals, whereas no differences in terms of affiliative tendencies were

found (Stangier, Esser, Leber, Risch, & Heidenreich, 2006).

In sum, these studies lend preliminary support to the notion that social phobia, viewed
interpersonally is characterized primarily by submissive and powerless behavioural patterns. A
great variability in affiliative behaviour (agreeableness and aggressiveness), indistinguishable
to that of normal (Russell, et al., 2011) and depressed (Stangier, et al., 2006) individuals, has
however been found. Studies have respectively used normal (e.g., Amado, et al., 2014;
Russell, et al., 2011) and clinical control groups (Stangier, et al., 2006); however, research has
yet to directly compare the socially phobic interpersonal pattern to both normal and clinical
contrast groups (a limitation pointed out by Alden & Taylor, 2004). Further, the potential for
generalizability is limited in the study by Amado and colleagues (2014), due to the small
sample size. The present study attempted to account for these limitations by examining the

socially phobic pattern to that of a normative and a clinical control group on a large scale.

Aim of the Present Study

The present study’s aim was twofold: Firstly, it sought to examine the interpersonal
model’s postulates that social phobia is characterized by self-protective interpersonal patterns
of submissiveness and powerlessness. A first set of hypotheses predicted that 1) in comparison
to a normative control group, the socially phobic group would report interpersonal patterns
and sub-patterns characterized by (a) higher levels of submissiveness, and (b) lower levels of

dominance.
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In an attempt to provide more robust evidence that submissiveness and powerlessness
are characteristic of the socially phobic pattern, the socially phobic group was also compared
to a clinical contrast group of sexually dysfunctional individuals without partners. We chose
sexually dysfunctional singles as a contrast group on the basis of an interpersonal
conceptualization of psychopathology, within which difficulties in initiating and maintaining
relationships are prominent in these individuals as is the case for the socially phobic. Their
common difficulties are neither anxiety nor sexual dysfunction, but rather interpersonal
functioning (or dysfunction); the difference between the two groups lying only in the spheres
of life affected: The interpersonal difficulties of sexually dysfunctional singles tend to be
restricted to the intimate sphere of social life, concerning specifically seeking contact with
others in personal and private settings, whereas those of the socially phobic range across
various social situations mostly in the public domain of social life (Cole, 1986; Stravynski,
1986; Stravynski, Clerc, Gaudette, Fabian, Lesage, et al., 1993; see also Stravynski, Gaudette,
Lesage, Arbel, Bounader, et al., 2007; Stravynski, Gaudette, Lesage, Arbel, Petit, et al., 1997).
In this light, a second set of hypotheses predicted that 2) in comparison to the single sexually
dysfunctional group, the socially phobic group would display interpersonal patterns and sub-
patterns characterized by (a) higher levels of submissiveness, (b) and lower levels of

dominance.

No specific predictions were made in terms of affiliative-, agreeable-, and aggressive-
type interpersonal patterns as no clear position can be taken based on theory and previous
research, which has provided mixed findings. The three groups were therefore compared on

these patterns in an exploratory fashion.

According to the interpersonal model, anxiousness results from the interplay between
the threat in the environment and one’s ability to successfully protect him or herself against
that threat. In this light, it arises in conjunction with self-protective interpersonal patterns of
behaviour — which are indicative of poor social functioning — and it sustains their course of
action (Stravynski, 2014; 2007). A secondary aim of the present study was therefore to
examine the relationship of social anxiety, general psychopathology, and social functioning

with interpersonal patterns of behaviour in social phobia. A third set of hypotheses predicted
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that 3) social anxiety, general psychopathology, and impairment in social functioning would
be (a) positively related to submissive patterns of behaviour, and (b) inversely related to
dominant patterns. Relationships with regards to affiliation, agreeableness, and aggressiveness

were also explored.

METHOD

Participants

The study included three groups of participants: Socially phobic, single sexually
dysfunctional and normal individuals. The groups were constituted from participants of
several research projects carried out at the “Centre de recherche de I'Institut universitaire en
sant¢ mentale de Montréal”. Social phobic individuals were taken from Stravynski, Arbel,
Bounader, Gaudette, Lachance, and colleagues (2000), and Stravynski, Arbel, Gaudette, and
Lachance (2013). Sexually dysfunctional singles were drawn from Stravynski, and colleagues

(2007; 1997), and normal participants came from Bounader (1998) and Sayegh (2001).

Participants were recruited mostly through the local (greater Montreal) media. Socially
phobic and single sexually dysfunctional participants were also recruited through referrals

from mental health professionals.

At intake, participants were screened in a brief telephone interview. They were
excluded if they were unreachable, if their main clinical complaint was not of socially phobic
(70 out of 217) or of sexually dysfunctional (23 out of 137) nature for the two clinical
samples, or if they presented any significant clinical complaint (93 out of 199) for the normal

sample.

Remaining participants then participated in an assessment interview conducted by a
psychiatrist and were included in their respective samples if they met criteria for social phobia
(DSM-1V; APA, 1994), any DSM-III-R (1987) sexual dysfunction, or if they failed to meet

criteria of any disorder (for the normative sample). Different versions of the DSM were used
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because the various studies, for which participants were originally recruited, were conducted
at different times’. Other inclusion criteria for the sexually dysfunctional group included in

this study consisted of being heterosexual and without a stable partner for at least six months.

Individuals meeting criteria for any other predominant (usually major depression) or
co-occurring disorder (schizophrenia, affective, paranoid, or organic mental disorder; or
severe personality disorder) were excluded. Taking psychotropic medication, and abusing
alcohol and/or drugs were also grounds for exclusion. Sexually dysfunctional singles were
also excluded if a possible organic basis for their sexual difficulties was identified during a
medical examination by an internist. On the basis of these criteria, 14 participants were
excluded from the socially phobic sample, 25 from the sexually dysfunctional sample, and 1

from the normative sample.

Socially phobic participants were then reassessed by an experienced clinical
psychologist by means of the Revised Anxiety Disorders Interview Schedule’ (ADIS-R; Di
Nardo, Moras, & Barlow, 1993) as a measure of cross validation. In case of disagreement with
the original psychiatric assessment, they were automatically excluded from the study.
Disagreement concerning the type of sexual dysfunction was resolved through discussion. No
socially phobic participants were excluded at this step (although one dropped out after the

assessment) and four sexually dysfunctional participants were excluded.

The final samples consisted of 132 socially phobic individuals, a clinical control group
of 85 sexually dysfunctional singles, and a normal control group of 105 individuals. The three
groups were of comparable age, F(2, 319) = 0.02, ns, gender, ¥*(2) = 1.45, ns, education level,
vX(6) = 7.28, ns, and employment status, y°(4) = 2.71, ns. The groups differed in terms of
marital status, x*(10) = 82.26, p < 0.001, as the sexually dysfunctional individuals were chosen

on the basis of their being single. Also, a higher percentage of socially phobic individuals

> DSM-IV (APA, 1994) criteria for social phobia and DSM-III-R (APA, 1987) criteria for each of the nine sexual
dysfunctions are displayed in Appendices F and G, respectively.

* According to Cohen’s (2003) standards, strong test-retest reliability has been found for the social phobia scale
of the ADIS-IV (ranging from k = 0.73 to k = 0.77; Brown, Di Nardo, & Barlow, 1994; Brown, Di Nardo,
Lehman, & Campbell, 2001).
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were married/common law or cohabiting in comparison to the normal individuals. The

demographic characteristics of the samples can be found in Table I (p. 65).

Specific clinical characteristics were as follows: In the socially phobic sample, 71.4%
of participants could be classified under the generalized sub-type (DSM-1V; APA, 1994). With
regards to the types of social fears, the main complaint was a fear of public performance
(93.3%); however a large majority of participants also reported interpersonal fears (83.3%).
Concerns over displaying inadequate behaviour (35.5%), blushing (39.2%), shaking (25.0%),
and sweating (9.2%) in front of others, as well as using public restrooms (4.2%) were also
reported. A minority of participants reported instances of panic during these types of situations

(3.3%).

All sexual dysfunctions were represented in the single sexually dysfunctional group:
23.5% of participants met criteria for hypoactive sexual desire disorder, 16.5% for male
erectile disorder, 2.4% for male orgasmic disorder, 27.1% for premature ejaculation, 1.2% for
sexual aversion disorder, 14.1% for female sexual arousal disorder, 31.8% for female
orgasmic disorder, 7.1% for dyspareunia, and 2.4% for vaginismus. There was co-occurrence

of at least two sexual dysfunctions in 23.5% of cases.
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Table [

Demographic Characteristics of the Socially Phobic, Single Sexually Dysfunctional, and
Normal Individuals

Groups
SP SSD N
(n=132) (n=285) (n=105)

Gender

Men 45.5% 44.7% 38.1%

Women 54.5% 55.3% 61.9%
Marital Status

Married/Common Law 28.8% 0.0% 17.1%

Cohabiting 22.7% 0.0% 20.0%

Separated/Divorced 9.8% 44.7% 30.5%

Widowed 2.3% 0.0% 0.0%

Single (have previously been in a relationship) 17.4% 21.2% 17.1%

Single (have never been in a relationship) 18.9% 34.1% 15.2%
Highest Level of Education

<12 years 9.1% 12.9% 18.1%

High School Diploma 25.0% 27.1% 21.9%

Certificate/Non-University Diploma 18.9% 18.8% 24.8%

University Degree 47.0% 41.2% 35.2%
Employment Status

Employed 78.8% 82.4% 82.9%

Unemployed 12.1% 7.1% 6.7%

Student 9.1% 10.6% 10.5%
Age

M 38.58 38.32 38.41
SD 8.33 9.41 9.39

Note. SP = Socially Phobic; SSD = Single Sexually Dysfunctional; N = Normal.
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Measures

Patterns of Interpersonal Behaviour

The “Test d’évaluation du répertoire des construits interpersonnels”. The TERCI
(Hould, 1980) is a French-language self-report measure of interpersonal behaviours adapted
from the Interpersonal Check List (LaForge & Suczek, 1955), an Interpersonal Circumplex
(IPC) instrument based on Leary’s (1957) original Circumplex. The IPC (displayed in Figure
I, p. 68) is a circular conceptual tool that organizes interpersonal behaviours on a two-
dimensional space reflecting the interaction of two basic interpersonal patterns — power and
affiliation (Becker & Krug, 1964; Foa, 1961; Hould, 1980; Kiesler, 1983; LaForge & Suczek,
1955; Leary, 1957; Moskowitz, 2005; Wiggins, 1991; 1982). These two overarching
behavioural patterns (axes) correspond to the most comprehensive structural level of the three
comprised in the TERCI. Schematically, they are represented by two orthogonal axes
intersecting at the center of the interpersonal circle. At the intermediate structural level, these
behavioural patterns can be respectively sub-divided into four sub-patterns (dimensions)
representing dominance and submissiveness, aggressiveness and agreeableness. At the most
specific level, the dimensions can be further divided into eight subscales (octants),
representing more specific patterns of power and affiliation: competition/autocracy,
management/exploitation, criticism/hostility, skepticism/mistrust, modesty/self-effacement,
docility/dependence, generosity/normativeness, and friendliness/compliance (see Hould, 1980;

and Leary, 1957, for definitions of the octant constructs).

Participants responded by “yes” or “no” to 88 statements describing interpersonal
behaviours, while considering their own conduct’. Raw scores on the TERCI were initially
weighted and summed to obtain the octant scores. These were standardized and combined to
form the dimensional scores [dominance = competition/autocracy +

0.70(management/exploitation + friendliness/compliance); submissiveness = modesty/self-

> The TERCI comprises three additional sections, which ask participants to respond to the same 88 statements,
while considering the interpersonal behaviours of their partners, mothers, and fathers. These sections are not
discussed here, as they are not relevant to the present research questions.
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effacement + 0.70(docility/dependence + skepticism/mistrust); aggressiveness =
criticism/hostility + 0.70(skepticism/mistrust + management/exploitation); agreeableness =
generosity/normativeness + 0.70(friendliness/compliance + docility/dependence)]. These
scores formed the axes scores when further combined (power = dominance — submissiveness;
affiliation = agreeableness — aggressiveness; see Hould, 1980, for more information on the
scoring procedures). Schematically, the position of the axis scores on the IPC area indicates
whether the primary interpersonal patterns of functioning are adaptive or maladaptive. Axis
scores closest to the origin, reflect adaptive patterns, whereas scores falling outside the central
area represent maladaptive behavioural styles, increasing in severity in proportion with the

distance from the center of the circle (see Figure 1, p. 68).

Strong construct validity, ranging from » = 0.76 to » = 0.88, has been reported for the
TERCI, as well as satisfactory circumplexity (» = 0.41 for adjacent octants, » = -0.31 for
opposing octants, » = 0.27 for adjacent dimensions, » = -0.27 for opposing dimensions, and r =
-0.35 for the relationship between the axes)’. Strong test-retest reliability after a four-month
lapse of time has been shown for the power and affiliation axes (» = 0.84 and » = 0.79,
respectively), the dimensions (ranging from » = 0.76 to » = 0.82), and the octants (ranging
from » = 0.73 to » = 0.82) with the exception of skeptical/mistrustful behaviours (» = 0.53).
Satisfactory internal consistency (ranging from A = 0.88 to A = 0.92) has also been shown for
the octant scales (Hould, 1980). In the present study, Guttman reliability coefficients ranged
from 0.55 to 0.79.

% Theoretically, correlations between pairs of scales should decrease as a function of the distance between them
on the circle. Perfect Circumplex factor structure would entail that the mean correlation between two scales
corresponding to adjacent octants equals » = 0.70. It should equal » = 0.00 when they are separated by another
octant, and » = -0.70 when two correlated octants are inserted between them. Finally, the mean correlation
between two vectors representing opposite octants should be equivalent to » = -1.00.
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Power
Dominance

Affiliation

Agreeableness

Aggressiveness

Submissiveness

Figure I. Interpersonal Circumplex Diagram (Hould, 1980).

Notes. ------ = Axes; A = Competition/Autocracy; B =
Management/Exploitation;, C =  Criticism/Hostility; D =
Skepticism/Mistrust; E = Modesty/Self-Effacement; F =
Docility/Dependence; G = Generosity/Normativeness; H =

Friendliness/Compliance.

Power is represented by the vertical axis; it ranges from dominance
to submissiveness.

Affiliation is represented by the horizontal axis; it ranges from
aggressiveness to agreeableness.

Axis scores falling within the area of the central ring (ranging
between -15 and 15), represent adaptive modes of interpersonal
functioning.

Axis scores falling within the area of the second ring (ranging
between -30 and -15 or between 15 and 30), represent maladaptive
modes of functioning.

Axis scores falling within the area of the peripheral ring (< -30 or >
30), represent severely maladaptive modes of functioning.
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Social Anxiety

The Social Avoidance and Distress scale. The SAD’ (Watson & Friend, 1969) is a 28-
item true or false inventory that evaluates avoidance and subjective distress during
interpersonal situations. Strong test-retest reliability, ranging from » = 0.68 to » = 0.79 (Leary,
1991; Watson & Friend, 1969), and internal consistency, ranging from o = 0.77 to a = 0.94
(Leary, 1991; Oei, Kenna, & Evans, 1991; Watson & Friend, 1969) have been reported for the
SAD. Similar psychometric properties have been found for the French version of the
instrument (internal consistency of 0.95; Douilliez, Baeyens, & Philippot, 2008). Coefficient
alpha in the present study was 0.96.

The Fear of Negative Evaluation questionnaire. The FNE® (Watson & Friend, 1969) is
a 30-item true or false inventory concerned with negative evaluations of the self and of social
life. Strong test-retest reliability (» = 0.75; Watson & Friend, 1969) and internal consistency
(ranging from a = 0.72 to a = 0.96; Leary, 1991; Oei, et al., 1991; Watson & Friend, 1969)
have been found for this instrument. The French version has also shown strong internal

consistency (o = 0.94; Douilliez, et al., 2008). In the present study, coefficient alpha was 0.95.

General Psychopathology

The Symptom Check-List. The SCL’ (Derogatis, Lipman, & Covi, 1973) is a 90-item
questionnaire that assesses subjective reports of psychopathology. Participants are asked to
rate on a scale from 0 to 5, where 0 represents “not at all” and 5 represents “extremely”, the
point to which they were bothered by the listed problems, during the last seven days. A
general score for distress is tabulated based on the responses provided. Strong test-retest
reliability, ranging from » = 0.71 to » = 0.94, and satisfactory internal consistency (o = 0.95
and a = 0.96) have been found for the SCL (Derogatis, et al., 1973; Edwards, Yarvis, Mueller,
Zingale, & Wagman, 1978). Equivalent psychometric properties have been found for the

" The SAD questionnaire is shown in Appendix H.
¥ The FNE questionnaire is displayed in Appendix 1.
? The SCL questionnaire can be found in Appendix J.
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French version of the instrument (test-retest reliability, ranging from » = 0.90 to » = 0.93, and
internal consistency of 0.96; Fortin & Coutu-Wakulczyk, 1985). In the present study, the

coefficient alpha was 0.98.

Social Functioning

The Revised Social Adjustment Scale. The SAS-R' (Schooler, Hogarty, & Weissman,
1979) is a 58-item scale that assesses social functioning in various spheres of life, such as
work, home, family life, leisure, and general adjustment. In addition to these five global
scores, the SAS-R also assesses marital relations, social adjustment, and sexual adjustment.
This instrument has shown strong test-retest reliability (» = 0 80; McDowell & Newell, 1996)
and satisfactory internal consistency (o = 0.74; Edwards, et al., 1978; McDowell & Newell,
1996). The French version of the SAS-R has shown test-retest reliability, ranging between r =
0.69 and r = 0.90 (Toupin, Cyr, Lesage, & Valiquette, 1993), and internal consistency, ranging
between 0.39 and 0.75 (Waintraud, Guelfi, Lancrenon, & Rouillon, 1995). Internal reliability
in the present study was 0.85.

Procedure

Participants were asked to complete the battery of questionnaires on a single occasion

at the laboratory. Administration of the questionnaires was counterbalanced.

Participants were informed that they could withdraw from the study at any moment
and informed consent was obtained. As compensation for their participation in the study,
participants in the clinical samples were offered treatment for their difficulties and normal
individuals received $20.00. Approval for this project was granted by the Institutional Ethics

Committee.

' The SAS-R questionnaire is shown in Appendix K.
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RESULTS

Preliminary Analyses

Participants with Partners versus Participants without Partners"'

To achieve sufficiently large sample sizes, both participants with and without partners
were included in the socially phobic and normative samples. We compared single socially
phobic participants to those in relationships to determine whether they reported comparable
interpersonal patterns and scores on the secondary measures. The same comparisons were

repeated with the normal participants.

Three separate MANOVAs were conducted on the TERCI scores of socially phobic
individuals with and without partners. Using Wilk’s statistic, the groups were comparable on
all levels'”. Similarly, separate independent-samples r-tests yielded no significant differences
in social anxiety, and general distress'"”. Socially phobic individuals with partners however

reported larger impairment in social functioning, #(130) =-3.34, p <0.01, d = 0.59.

Three separate MANOVAs were also conducted on the TERCI scores of normal
individuals with and without partners. Using Pillai’s Trace'*, the groups were comparable on
all levels'’. Similarly, separate independent-samples #-tests yielded no significant differences

in social anxiety, general distress, and impairment in social functioning'®.

" Means and standard deviations for these comparisons are displayed in Appendix L.

12 Axis, A = 0.96, F(2,129)=0.30, ns; dimension, A = 0.97, F(4, 127) = 1.06, ns; and octant, A = 0.89, F(8, 123)
=1.93, ns.

¥ SAD, #(130) = -0.02, ns; FNE, #(130) = -1.42, ns; and SCL, #(130) = 0.09, ns.

'* The ns of the two comparison groups were uneven (ratio: 1.69). In accordance with Tabachnick and Fidell’s
(2007) recommendations, Pillai’s Trace was reported for these MANOVAs, as it is a more conservative statistic.
5 Axes, V'=0.01, F(2, 102) = 0.66, ns; dimensions, V' = 0.03, F(4, 100) = 0.66, ns; and octants, V' =0.13, F(8, 96)
=1.76, ns.

' SAD, #(82.55) = 1.95, ns; FNE, #(90.33) = 0.64, ns; SCL, #(72.94) = 0.55, ns; and SAS-R, #97.61) = -0.05, ns.
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In general, socially phobic and normal individuals in relationships were comparable to
their counter-parts without partners. Both individuals with and without partners were therefore

included in the socially phobic and normative samples for the purpose of the main analyses'’.

Principal Analyses

Between-Group Differences on Patterns of Interpersonal Behaviour

Three MANOVAs were conducted to determine respectively whether the groups at
study differed on TERCI axis, dimension, and octant scores. Using Wilk’s statistic, significant
differences between the groups on axis, A = 0.75, F(4, 636) = 25.20, p < 0.001, n* = 0.14,
dimension, A = 0.70, F(8, 632) = 15.56, p < 0.001, n2 = (.17, and octant scores, A = 0.65,
F(16, 624) = 9.25, p < 0.001, nz = (.19, were found. Separate Univariate ANOVAs revealed
that the power, F(2, 319) = 46.46, p < 0.001, and affiliation axes, F(2, 319) = 4.25, p < 0.05,
the dominance, F(2, 319) = 11.11, p < 0.001, submissiveness, F(2, 319) = 41.02, p < 0.001,
and agreeableness dimensions, F(2, 319) = 7.22, p < 0.01, and the competitive/autocratic, F(2,
319) = 5.39, p < 0.01, skeptical/mistrustful, (2, 319) = 8.39, p < 0.001, modest/self-effacing,
F(2, 319) = 5477, p < 0.001, docile/dependent, F(2, 319) = 12.03, p < 0.001,
generous/normative, F(2, 319) = 8.01, p < 0.001, and friendly/compliant, F(2, 319) = 12.35, p
< 0.001, octants significantly differentiated the groups. No other Univariate differences were

found.

"7 TERCI data were available for 21 sexually dysfunctional individual with partners who, although excluded from
the present study, were recruited to participate in another study (Sayegh, 2001). Three separate MANOV As were
conducted to compare this data to the TERCI scores of the sexually dysfunctional individuals without partners
included in the present study. Following Tabachnick and Fidell’s (2007) recommendation when comparison
group sizes are uneven (ratio: 4.05), Pillai’s Trace was reported. Results revealed that the groups were
comparable on the dimensional, V= 0.09, F(4, 101) = 2.36, ns; and octant, J'=0.11, F(8, 97) = 1.15, ns, levels. A
significant group difference was however found at the axis level, V"= 0.69, F(2, 103) = 3.84, p < 0.05, nz =0.07.
Single sexually dysfunctional individuals reported a significantly higher degree of powerlessness (M = -6.85, SD
= 17.19) than their counter-parts in relationships (M = 4.33, SD = 13.01), F(1, 104) = 7.39, p < 0.01, d = -0.80;
the difference represented a large-sized effect (Cohen, 2003). These results support the notion that sexually
dysfunctional singles are characterized by a dysfunctional interpersonal style that is not evident in those with
stable partners.

72



Socially Phobic versus Normal Individuals. Tukey HSD Post-Hoc #-tests revealed that
the socially phobic group reported, on average, significantly less powerful behaviours than the
normal group, #(234) =-9.64, p <0.001, d = -1.26 (see Table II, p. 74, for means, and standard
deviations). Specifically, compared to normal individuals, socially phobic individuals reported
significantly more submissive, #234) = 8.99, p <0.001, d = 1.17, modest/self-effacing, #234)
= 10.46, p < 0.001, d = 1.38, skeptical/mistrustful, #234) = 4.03, p < 0.001, d = 0.51, and
docile/dependent, #234) = 3.97, p < 0.001, d = 0.53, behaviours. These differences
represented medium- and large-sized effects'®. Similarly, they also reported less dominant,
#234) = -4.60, p < 0.001, d = -0.59, and competitive/autocratic, #(234) =-3.28, p <0.01,d = -
0.43, behaviours than normal individuals; the differences respectively represented medium and

small effect sizes.

No significant differences were found between the socially phobic and normal groups
in terms of affiliation. This finding is consistent with the results found for the dimensions (i.e.,
aggressiveness and agreeableness) and the octants (i.e., management/exploitation,
criticism/hostility, and generosity/normativeness) constituting the affiliation axis, with the
exception that socially phobic individuals were found to be less friendly/compliant, #(234) = -

4.73, p <0.001, d =-0.60. The difference represented a medium effect size.

Socially Phobic versus Single Sexually Dysfunctional Individuals. Consistent with the
differences found with the normal group, the socially phobic group reported significantly less
behaviours related to power, #(214) = -3.80, p < 0.001, d = -0.54, than the sexually
dysfunctional singles. Specifically, they obtained higher scores on submissiveness, #(214) =
2.74, p <0.05, d = 0.38, and modesty/self-effacement, #214) = 4.59, p < 0.001, d = 0.63, and
lower scores on dominance, #214) = -2.83, p < 0.05, d = -0.42, than the single sexually

dysfunctional group; the differences represented small and medium effect sizes.

'8 Cohen’s (2003) criteria for small (d = 0.20), medium (d = 0.50), and large (d = 0.80) effect sizes were used to
determine the effects of the group differences.
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Table 11

Means, Standard Deviations, and Effect Sizes of Patterns of Interpersonal Behaviour in
Socially Phobic, Single Sexually Dysfunctional, and Normal Individuals

SP (n=132) SSD (n = 85) N (n=105)
M (SD) M (SD) M (SD) d
PO -15.94, (16.74) -6.85, (17.19) 574, (17.76) -0.72
AF 9.59, (17.15) 16.33, (15.56) 1259 (16.86)
DOM 2629,  (9.71) 30.36,  (9.59) 3251, (11.57)
AGG 27.65 (11.61) 27.19  (10.82) 26.78  (10.96)
SUB 4223, (13.59) 3721, (12.84) 26.77. (12.82) 0.81
AGR 37.24, (11.96) 43.52, (11.16) 39.37, (12.38) 0.35
A 897,  (5.68) 1022 (6.18) 11.55,  (6.30)
B 11.53  (7.08) 1271 (6.15) 1293 (6.44)
C 10.05  (5.98) 935  (5.50) 1043 (5.21)
D 13.62,  (6.38) 1278,  (5.41) 1043,  (6.15) 0.40
E 2042,  (8.01) 1538,  (8.08) 9.61.  (7.63) 0.86
F 17.52,  (6.33) 18.41,  (6.99) 14.09,  (6.67) 0.63
G 1573,  (6.99) 19.39,  (6.39) 17.61  (6.39)
H 13.21,  (5.90) 16.06,  (5.47) 17.00,  (6.84)

Notes. SP = Socially Phobic; SSD = Single Sexually Dysfunctional; N = Normal; PO = Power;
AF = Affiliation; DOM = Dominance; AGG = Aggressiveness; SUB = Submissiveness; AGR
= Agreeableness; A = Competition/Autocracy; B = Management/Exploitation; C =
Criticism/Hostility; D = Skepticism/Mistrust; E = Modesty/Self-Effacement; F =
Docility/Dependence; G = Generosity/Normativeness; H = Friendliness/Compliance.

' Effect sizes for significant differences between the sexually dysfunctional singles and the
normal participants.

Means with a different subscript differ significantly at p < 0.05 or better.

Means with the same subscript or with no subscript do not differ significantly.
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In contrast to the results found in the comparisons with the normal individuals, socially
phobic individuals were less affiliative, #214) = -2.91, p < 0.05, d = -0.41, than sexually
dysfunctional singles; the difference however, represented a small-sized effect. Results
obtained with the sub-patterns of affiliation support this difference, i.e., socially phobic
individuals were found to be significantly less agreeable, #(214) = -3.79, p < 0.01, d = -0.51,
generous/normative, #214) = -3.96, p < 0.001, d = -0.54, and friendly/compliant, #(214) = -
3.35, p < 0.01, d = -0.50, than sexually dysfunctional singles. These differences represent

small- and medium-sized effects. No other significant differences were found.

Relationship between Patterns of Interpersonal Behaviour and Social Anxiety, General

Psychopathology, and Social Functioning in Social Phobia

Separate multiple linear regression analyses were conducted to determine the
respective relationships between patterns of interpersonal behaviour and measures of social
anxiety, social functioning, and general psychopathology in socially phobic participants.
Separate regressions were conducted for the axes, dimensions, and octants to control for
possible biases associated with multicollinearity that can arise when predictors are highly
correlated with each other (e.g., submissiveness and modesty/self-effacement, dominance and

power).

Results showed that powerlessness, submissiveness, and modesty/self-effacement were
significantly related to increased levels of social anxiety (on both the SAD and FNE, with the
exception that submissiveness and FNE scores did not significantly correlate), and general
psychopathology. The relationships represented moderate'® and large effect sizes. No other
interpersonal patterns correlated significantly with social anxiety and general distress. No
significant relationships were found between any of the interpersonal patterns and impairment

in social functioning as measured by the SAS-R. Results are displayed in Table III (p. 76).

' Cohen’s (2003) criteria for small (» = 0.02), medium (r = 0.15), and large (» = 0.35) effect sizes were used to
determine the effects of the multiple regressions.
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Table 111

Multiple Linear Regression Analyses of Patterns of Interpersonal Behaviour, Social Anxiety,
Social Functioning, and General Psychopathology in Social Phobia

SAD FNE SAS-R SCL
B (R*=.03) B (R*=.04) B (R*=.03) B(R*=.12)
PO -20% -.19* -17 - 35k
AF -11 .02 -.07 -12
B (R*=.03) B (R* =.05) B (R =.04) B(R =.17)
DOM 04 -13 -.01 -.10
AGG -.07 .10 -.04 15
SUB 30% .10 22 33%%
AGR -.18 13 -11 01
B (R”=.03) B (R*=.09) B (R” =.05) B (R =0.24)
A -.07 -13 .06 -.04
B 02 05 -.04 01
C 05 .05 -.03 .09
D -.04 -.01 -.01 .06
E 36%* 25% 22 43wk
F -19 -11 -.01 -.14
G 11 16 05 17
H 11 -.01 -15 -.08

Notes. SAD = Social Avoidance and Distress; FNE = Fear of Negative Evaluation; SAS-R =
Social Adjustment Scale — Revised; SCL = Symptom Check-List; PO = Power; AF =
Affiliation;, DOM = Dominance; AGG = Aggressiveness; SUB = Submissiveness; AGR
Agreeableness; A = Competition/Autocracy; B = Management/Exploitation; C
Criticism/Hostility; D = Skepticism/Mistrust; E = Modesty/Self-Effacement; F
Docility/Dependence; G = Generosity/Normativeness; H = Friendliness/Compliance.
*p<0.05; ** p<0.01; *** p <0.001.
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DISCUSSION

Overall, results supported the main hypotheses that socially phobic individuals would
report engaging in patterns of powerlessness to a larger extent than normal and single sexually
dysfunctional individuals. Specifically, they reported submissive displays to a larger degree
and patterns characterized by dominance to a smaller degree than the other two groups. The
differences were most salient between the socially phobic and normal individuals and less so
with the single sexually dysfunctional individuals, who were, as was expected from the current

theoretical standpoint, generally in an intermediate position®’.

The relative distinction in power between the groups can be further refined if the axis
means are examined qualitatively. As illustrated in Figure 2 (p. 79), the axis scores for all
three groups were located below the horizontal axis suggesting that they reported typically
engaging in powerless behaviour, and not powerful/ behaviour, as would have been the case if
their axis scores were positioned in the superior area of the circle. The groups differed
however, in that the socially phobic group’s mode of functioning fell slightly within the
maladaptive area of the IPC, whereas the interpersonal functioning of the two contrast groups
tended to be adaptive. Although all three groups displayed powerlessness to a certain degree,
the normative and single sexually dysfunctional groups appear to use this interpersonal style in
an non-protective way, likely in situations where it is deemed acceptable (e.g., compliance
with an employer’s request). The display of powerlessness in the socially phobic by contrast,
seems to lean more towards a self-protective use that perhaps generalizes to situations where
acquiescence is considered unusual (e.g., falling silent upon the arrival of an unfamiliar
person). Given that the socially phobic individuals deviated only minimally into the
maladaptive area of the IPC, it may be possible that they use powerlessness in primarily a

maladaptive way, but also in an adaptive fashion depending on the situation.

Taken together, these results are consistent with the notion that interpersonally,

socially phobic individuals foremost seek to protect themselves against threat while in a state

20 Comparisons between the single sexually dysfunctional and normal groups are discussed more elaborately
elsewhere as they are not the main focus of the present paper.
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of relative powerlessness (Amado, et al., 2014; Stravynski, 2014; 2007). These are also
consistent with previous findings showing that the interpersonal functioning of socially phobic
individuals is typically characterized by submissive acts (Cain, et al., 2010; Kachin, et al.,

2001; Russell, et al., 2011; Schneier, et al., 2011; Stangier, et al., 2006).

No specific hypotheses concerning affiliative patterns and sub-patterns of
agreeableness and aggressiveness were put forward. In contrast to the meaningful group
differences obtained between the socially phobic and normal groups in terms of powerlessness
and submissiveness, the groups did not differ on affiliation at any level, with the exception of
friendly/compliant behaviours. In comparison to the sexually dysfunctional singles however,
the socially phobic reported displaying less affiliative and agreeable-type behavioural patterns.
They however did not differ in terms of aggressiveness. In absolute terms (see Figure 2, p. 79),
the three groups tended towards agreeable-type behaviours, as they were all located in the
right sphere of the IPC. In this case, the socially phobic, as well as the normative groups fell
within the adaptive area of functioning, whereas the sexually dysfunctional singles seemed to

engage in this pattern in a fairly more maladaptive way.

These findings are not contradictory to the notion that interpersonally, socially phobic
individuals may engage in agreeable-type behaviours, but also conversely may seek out a safe
distance from others (Stravynski, 2014; 2007); i.e., expressing neither friendliness nor hostility
to engage others in interaction. However, these appear to be adaptive and comparable to those
of normal individuals (as also found by Russell, et al., 2011), thus not necessarily operating as
a means of self-protection. In light of these results and previous research, which has produced
discrepant findings on the issue (Cain, et al., 2010; Kachin et al., 2001; Stangier, et al., 2006),
it remains unclear whether affiliative, agreeable, or aggressive interpersonal modes are

elements typical of the socially phobic pattern. Further research on the matter is needed.
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Sexually Dysfunctional, and Normal Participants Plotted onto the
IPC Area.

79



It is interesting to note however, that the sexually dysfunctional singles reported
greater affiliative and agreeable tendencies than the socially phobic group, and seemed to use
these in a rather maladaptive manner. From this perspective, one may speculate whether this
group of individuals may be characterized by a self-protective pattern of over-friendliness.
Caution is however warranted in interpreting these results as only a trend in this direction was
observed in comparison to the normal participants. Similarly, qualitative examinations of the
results indicate that sexually dysfunctional singles only slightly deviated into the maladaptive

area of the IPC. Further research into the subject matter is needed.

Results partially supported our secondary hypothesis. It was shown that social anxiety
and general psychopathology were related to interpersonal patterns characterized primarily by
powerlessness, submissiveness, and modestly/self-effacement. However, these were not
inversely related to patterns and sub-patterns of dominance and no relationships were obtained
with affiliation at any level. These results are consistent with the view that social anxiety and
general distress are interrelated with self-protectiveness in social phobia (Stravynski, 2014;
2007). In similar fashion, previous research has shown that these types of patterns (e.g.,
submissiveness) coincide with high situational anxiety, and dissipate with a fall in levels of
anxiety in socially phobic (but not normal) individuals (Russell, et al., 2011). A study (Davila
& Beck, 2002) of 168 normal Undergraduate students also showed that social anxiety was
positively correlated with interpersonal dysfunction (e.g., avoidance, unassertiveness,
overreliance on others). These findings have interesting theoretical implications; in that they
are consistent with the postulate that anxiety and dysfunctional behaviour are facets of a larger
self-protective interpersonal pattern specific to social phobia. This notion however necessitates

further investigation.

In contrast to our expectations, impairment in social functioning was found to be
unrelated to interpersonal patterns. At first glance, the lack of significance in the relationship
may appear incongruous, however a possible explanation is that the SAS-R (Schooler, et al.,
1979) measures spheres of life affected, and that although individuals may be powerless,

submissive, or self-effacing in their social endeavours, their mere participation in them, albeit
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passive, may appear functional on the surface and thus fail to be registered as impaired on the

SAS-R. A measure reconciling this incongruity is necessary.

Strengths, Limitations, and Directions for Future Research

Advantages of the present study consist of large sample sizes and the use of a
normative as well as a psychopathological contrast group. Single sexually dysfunctional
individuals display similar interpersonal difficulties to socially phobic individuals — the
difference being only in the spheres of life affected — therefore the found differences provide
strong evidence that powerlessness and submissiveness are characteristic of the social phobic
pattern. It would be important however, for future research to replicate these findings with
other clinical contrast groups that are similar to social phobia in terms of social dysfunction
(e.g., depression, body dysmorphic disorder) and anxiety levels (e.g., generalized anxiety

disorder, panic disorder).

A limitation to the current study is that below average internal reliability (Hould, 1980)
was obtained for some of the octant scales (e.g., criticism/hostility, skepticism/mistrust).
Caution is thus warranted in the interpretation of the results obtained on those specific scales.
Hould (1980) however explains that the dimensional scales are more psychometrically reliable
than their octant sub-scales, as they encompass a larger number of interpersonal behaviours.
Additionally, scales more relevant to the main hypotheses (e.g., modesty/self-effacement)
produced relatively satisfactory internal consistency. We therefore do not believe that our
main results were biased. Furthermore, a strong relationship was found between general
distress (measured by the SCL; Derogatis, Lipman, & Covi, 1973) and interpersonal patterns
of powerlessness, submissiveness, and modesty/self-effacement. Based on these results, the
found between-group differences in self-protectiveness may have been influenced by a general
level of psychopathology rather than specifically by social phobia group membership. Further
analyses controlling for SCL scores are thus necessary to draw more confident conclusions
about the uniqueness of these self-protective patterns to social phobia. Another limitation is
that the method used for gathering information on self-protection relied solely on self-report,

and thus may not necessarily represent an accurate description of the participants’ actual
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functioning in everyday life (Benjamin, 1996). Future studies are thus needed to corroborate
the results obtained in this study. These studies should attempt to observe socially phobic
patterns in more ecologically valid contexts, either in real life (e.g., Amado, et al., 2014) or
during role-play tasks. Finally, due to instrumental limitations, the present study focused on a
limited number of self-protective interpersonal sub-patterns (submissiveness, powerlessness)
postulated to characterize the overall pattern in social phobia. Further research ought to
observe other patterns of behaviour (e.g., distancing oneself from others, fleeing and avoiding
social situations, conformity), to better account for individual differences and attempt to more

precisely depict an overall pattern of self-protection in social phobia.

Conclusions

The present study investigated self-protective patterns of behaviour among socially
phobic individuals using predictions drawn from an interpersonal theoretical framework
(Stravynski, 2014; 2007). Comparisons with single sexually dysfunctional and normative
contrast groups revealed that social phobia is characterized by maladaptive self-protective
patterns of powerlessness — e.g., absence of dominance — and submissiveness. Results further
indicated that these main self-protective patterns are associated with elevated levels of social
anxiety and general distress in social phobia. These findings are consistent with previous
research examining these dimensions in social phobia and with the interpersonal perspective’s
postulate that self-protectiveness and social anxiety are facets of a larger socially phobic

pattern.
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ABSTRACT

Objectives. Conceived interpersonally, social phobia is characterized as an overall pattern of
specific self-protective patterns of behaviour (e.g., powerlessness, submissiveness) entwined
with heightened levels of anxiousness. The present study aimed at testing this premise by
examining whether self-protective patterns dissolve following effective treatment and whether

anxiousness decreases as a result of such an improvement.

Design & Methods. A long-term within-subject design was used to assess change in self-
reported patterns of interpersonal behaviour, social anxiety, social functioning, and severity of
general psychopathology at four time-points (pre-treatment, post-treatment, six-month and
one-year follow-ups) in 85 socially phobic individuals who underwent treatment guided by the
interpersonal approach (IA). Between-subject comparisons were also conducted at the one-

year follow-up between remitted and non-remitted participants.

Results. In comparison to pre-treatment, a significant decrease in self-protective patterns and
sub-patterns of powerlessness and submissiveness was found at post-treatment. Gains were
maintained one year later, and were greater for remitted than non-remitted participants.
Improvement in social anxiety, social functioning, and general psychopathology was also
found at post-treatment. This was maintained until the one-year follow-up. Participants in
remission reported significantly less social anxiety, and general distress than did their socially

phobic counter-parts; their improvement in social functioning was however equivalent.

Conclusions. This study offers support for an interpersonal account of the socially phobic
pattern, as self-protectiveness was shown to dissipate post-treatment, and especially at a later
stage when remission was achieved. The findings also provide support for the theoretical

postulate that anxiousness decreases as self-protectiveness declines.
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Interpersonal Circumplex.

Practitioner Points:

e The application of an interpersonal approach (IA) to the treatment of social phobia
resulted in a significant dissolution of specific self-protective interpersonal
patterns, improvement in global impairment in social functioning, and relief of
social anxiety as well as general distress.

e Post-treatment gains were maintained on a long-term basis (one year).

e The study highlights the importance of addressing specific self-protective patterns
of interpersonal behaviour (e.g., powerlessness, submissiveness) in addition to
avoidance, and other facets of social phobia (e.g., anxiety, general distress,
affected spheres of life) in its study, as well as in its treatment.

e The study showed that, although significantly improved, non-remitted participants
reported a higher degree of residual self-protectiveness, as well as social anxiety,
and general psychopathology at the one-year follow-up than those in remission,
suggesting that they may require additional intervention for a more optimal

clinical improvement.

e Below normal internal consistency was obtained for the competition/autocracy,
criticism/hostility, and skepticism/distrust sub-scales of the TERCI, which assesses
patterns of interpersonal behaviour, potentially diminishing the reliability of the
scores obtained on those scales.

e Comparisons of the post-treatment and follow-up improvements in the socially
phobic pattern to the interpersonal patterns of a normative group are not addressed
in this paper. These would allow for the change to be quantified in a more

clinically meaningful way.
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INTRODUCTION

Social phobia is characterized by an intense fear over being incoherent, speechless, or
showing visible signs of distress (e.g., blushing), and consequently eliciting negative reactions
in others (e.g., criticism). Social situations, in which one’s performance is assessed (e.g.,
public presentations, conversations) are dreaded or avoided entirely. Impairment in social
functioning — defined as the manner of participating in social life, the quality of the social
performance, and fitting-in (Beattie & Stevenson, 1984) — is also evident (Simon, Otto,
Korbly, Peters, Nicolaou, et al., 2002; Wittchen & Fehm, 2003) in various spheres of life (e.g.,
romantic, academic/professional; Stein, Torgrud, & Walker, 2000) and in daily activities (e.g.,

running errands; Stein & Kean, 2000).

A theoretical model defining social phobia in interpersonal terms — as a problem in
social functioning — has been proposed by Stravynski (2014; 2007). According to this
approach, social phobia has simultaneously an interpersonal and a somatic locus. On the one
hand, specific self-protective patterns of behaviour are triggered by various emotionally
threatening events, and on the other hand, anxiousness is a state of heightened arousal
preparing the organism to act defensively in the face of threat. Self-protective behaviours and

social anxiety are considered as intertwined facets of the larger socially phobic pattern.

In this view, one mode of self-protection used by socially phobic individuals is to
distance oneself from others (Stravynski, 2014; 2007). Distancing strategies include, but are
not limited to, avoidance, escape, invisibility, and immobility. Although few socially phobic
individuals chose to withdraw completely from society, much of the literature in social phobia
has focused on avoidance (Hazen & Stein, 1995) — the blunt non-participation in social life. In
parallel, little has been put forth about the specific self-protective strategies that may
characterize the socially phobic pattern when avoidance and/or other distancing tactics are not

viable options.

The interpersonal approach postulates that, in social interactions, the socially phobic

adopt self-protective patterns characterized foremost by submissiveness and powerlessness.
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Submissive-type tendencies comprise docility, self-effacement, and the search for approval
from others. Conversely, the broader pattern of powerlessness encompasses sub-patterns
where expressions of dominance, criticism, and assertiveness are absent. Alternatively, the
socially phobic may act in an agreeable fashion as a means to appease and avoid conflict.
They may however paradoxically behave in a non-affiliative manner, presenting a cold

exterior to keep others at a safe distance (Stravynski, 2014; 2007).

One way to examine whether such patterns are characteristic of social phobia is to
contrast them to those of control groups. A study by Kyparissis, Stravynski, and Lachance
(2014) showed that socially phobic participants described themselves as engaging in
submissiveness and powerlessness to a higher extent than two contrast groups (the sexually
dysfunctional single and normal). They reported affiliation and agreeableness to a similar
degree as the normative group, but to a lesser degree than the sexually dysfunctional singles.
Similarly, independent research groups have found that socially phobic individuals reported
higher levels of submissiveness during fear-evoking situations than normative controls
(Russell, Moskowitz, Zuroff, Bleau, Pinard, et al., 2011) and lower degrees of power,
dominance, and assertiveness than depressed individuals (Stangier, Esser, Leber, Risch, &
Heidenreich, 2006)'. Affiliation and agreeableness did not significantly differentiate the

socially phobic from the comparison groups in these studies.

An alternative method for testing whether these patterns are specific to social phobia is
to compare socially phobic interpersonal styles prior to and after the completion of a course of
treatment guided by the interpersonal approach (IA; Stravynski, 2014; 2007). This treatment
aims primarily at improving social functioning by disabling self-protective patterns of
interpersonal behaviour and encouraging behaviours that seek out social/interpersonal contact,

without directly targeting a reduction in anxiety’. An outcome study (Stravynski, Arbel,

"t is noteworthy to mention that the two cited studies (Russell, et al., 2011; Stangier, et al., 2006) were not
conducted with the purpose of directly testing the interpersonal approach brought forth by Stravynski (2014;
2007).

2 JA is not to be confused with other treatments bearing an “interpersonal” title, namely Interpersonal
Psychotherapy (IPT; Lipsitz, Markowitz, & Cherry, 1997) and Interpersonal Cognitive Behavioural Treatment
(ICBT; Alden & Taylor, 2011). In contrast to IA, IPT stems from a psychodynamic framework aimed for
“symptomatic relief” (Blanco, Clougherty, Lipsitz, Mufson, & Weissman, 2006, p. 202) through the in-session
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Bounader, Gaudette, Lachance, et al., 2000) provided support for the efficacy of this approach
in treating social phobia by showing that, one-year after initially receiving group treatment,
socially phobic participants reported significant improvements in social functioning, social
anxiety, avoidance, and overall severity of psychopathology. The improvements were
comparable to those of participants that underwent IA in combination with Social Skills

Training (SST), suggesting that SST did not add to the benefits obtained with IA alone.

Theoretically, patterns of self-protectiveness should dissipate as a result of effective
treatment. A preliminary collection of single case studies (Amado, Kyparissis, & Stravynski,
2014) examined the shift in self-protective patterns from pre- to post-treatment. Results
showed that the distinct self-protective pattern characterized notably by evasiveness and self-
effacement tendencies, initially observed in four socially phobic participants, was replaced by
a pattern characteristic of two control groups — shy (» = 2) and normal (n = 2) — that sought out

a connection with others.

Although supportive of the model, the studies directly testing the interpersonal
approach are few in numbers and can gain greater strength if replicated. The study by Amado
and colleagues (2014) possesses strong ecological validity; it is however limited in its
potential for generalizability due to the small sample size. It further only examined short-term
changes as no follow-up assessments were conducted. To account for these limitations, the
present study aimed at further testing the interpersonal model’s postulates, by comparing on a
larger scale, the self-protective interpersonal patterns of socially phobic participants before

and after A, as well as up to one year follow-up.

exploration of interpersonal problems in four domains originally developed for the treatment of depression
(Weissman, Markowitz, & Klerman, 2000): Grief (e.g., death of a loved one), role dispute (e.g., conflict in a
significant relationship), role transition (e.g., divorce), and interpersonal deficits (e.g., few social contacts;
Lipsitz, Gur, Vermes, Petkova, Cheng, et al., 2008). In ICBT, an interpersonal component targeting difficulties in
interpersonal functioning (e.g., behavioural experimentation during problematic situations; observation of the
social response elicited in others) is added to traditional CBT aiming mainly for a reduction in social anxiety
(e.g., strategies including expectation and belief modification; self-monitoring of safety behaviours). As opposed
to IA, ICBT has a dualistic approach to treatment, as it uses separate methods for improving social anxiety and
social functioning.
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On a first level of analysis, we expected improvement in self-protectiveness over time.
Specifically, it was hypothesized that, in comparison to pre-treatment, significant
improvements in submissiveness and powerlessness would be reported at the end of treatment;
the gains would be maintained at the six-month and one-year follow-ups. As a more robust test
of the model, we also sought to investigate the differences between remitted and non-remitted
participants one year following the end of treatment. We predicted that the remitted group
would report a significantly larger improvement in self-protectiveness compared to their non-

remitted counter-parts.

Based on theory and previous research, the extent to which agreeable and/or affiliative
patterns are involved in social phobia is unclear; therefore no specific predictions were made
on their behalf. We rather examined the evolution of these patterns over time, and compared
the differences between remitted and non-remitted individuals at the one-year follow-up, in an

exploratory fashion.

Finally, as interpersonal functioning shifts from self-protection towards active social
participation, anxiousness should theoretically likewise decrease (Stravynski, 2014; 2007). On
a second level of analysis, we therefore expected improvement in subjective reports of anxious
distress over time. It was hypothesized that, in comparison to pre-treatment, significant
improvements in social anxiety, impaired social functioning, and severity of psychopathology
would be reported at post-treatment, with gains maintaining at both follow-ups. Consistent
with theory, participants in remission should report significantly less subjective distress than

their non-remitted counter-parts.

METHOD

Participants

The present sample was comprised of participants from Kyparissis and colleagues

(2014). They were recruited largely through the local media (e.g., newspaper advertisements)

and through referrals from mental health professionals.
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Participants were initially contacted for a brief screening interview and were excluded
if their main clinical complaint was not socially phobic in nature. Remaining participants were
interviewed by a psychiatrist; those meeting DSM-IV (American Psychiatric Association,
1994) criteria for social phobia were reassessed by an experienced clinical psychologist with
the Revised Anxiety Disorders Interview Schedule® (ADIS-R; Di Nardo, Moras, & Barlow,
1993) as a measure of cross-validation’. Individuals meeting criteria for any other
predominant (usually major depression) or co-occurring disorder (schizophrenia, affective,
paranoid, or organic mental disorder; or severe personality disorder) were excluded. Taking
psychotropic medication, abusing alcohol and/or drugs, and the non-completion of all intake
assessment steps were also grounds for exclusion. Participants were informed that they could
withdraw from the study at any moment and informed consent was obtained. Of the 132
participants assessed at pre-treatment, 85 returned for the one-year follow-up. Figure 1 (p. 96)
displays the sample’s flow through the study. Demographic and clinical characteristics are

presented in Table I (p. 97).

3 According to Cohen’s (2003) standards, strong test-retest reliability has been found for the social phobia scale
of the ADIS-IV (ranging from k = 0.73 to k = 0.77; Brown, Di Nardo, & Barlow, 1994; Brown, Di Nardo,
Lehman, & Campbell, 2001).

* Participants would have been automatically excluded in the case of disagreement. Inter-rater reliability was
however 100% in the present study, as there were no exclusions on the basis of social phobia status.
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Table [

Demographic and Clinical Characteristics of the Socially Phobic Individuals

Demographic Characteristics

Gender
Men 43.5%
Women 56.5%
Marital Status
Married/Common Law or Cohabiting 52.9%
Separated or Divorced 9.2%
Widowed 1.2%
Single (has previously been in a relationship) 15.3%
Single (has never been in a relationship) 22.4%
Highest Level of Education
<12 years 7.1%
High School Diploma 22.4%
Certificate/Non-University Diploma 15.3%
University Degree 55.3%
Employment Status
Employed 80.0%
Unemployed 11.8%
Student 8.2%
Age
M 38.12
SD 8.40
Clinical Characteristics
Sub-Type of Social Phobia
Generalized 76.5%
Non-Generalized 23.5%
Type of Social Fear
Public Performance 92.7%
Interpersonal Interactions 81.7%
Exhibiting Poor Social Behaviour 31.7%
Blushing 39.0%
Shaking 30.5%
Sweating 7.3%
Using Public Restrooms 4.9%
Panic 3.7%
Note. N = 85.
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Measures

Patterns of Interpersonal Behaviour

The “Test d’évaluation du répertoire des construits interpersonnels”. The TERCI
(Hould, 1980) is a French-language self-report adaptation of the Interpersonal Check List
(LaForge & Suczek, 1955), an instrument which evolved from the Interpersonal Circumplex
(IPC; Leary, 1957). Conceptually, the TPC organizes interpersonal behaviours on a two-
dimensional circular space reflecting the interaction of two overarching interpersonal patterns
— power and affiliation (Becker & Krug, 1964; Foa, 1961; Hould, 1980; Kiesler, 1983;
LaForge & Suczek, 1955; Leary, 1957; Moskowitz, 2005; Wiggins, 1991; 1982) — that are
schematically represented by two orthogonal axes intersecting at the centre of a circle. The
axes correspond to the most comprehensive structural level of the three comprised in the
TERCI. At the intermediate level, power and affiliation are respectively sub-divided into four
dimensions representing dominance and submissiveness, aggressiveness and agreeableness. At
the most specific level, these can be further divided into eight subscales (octants; see Figure 2,

p. 100).

Participants were asked to respond by “yes” or “no” to 88 statements describing
interpersonal behaviours, while considering their own conduct’. Raw scores were initially
weighted and summed to obtain the octant scores and were then standardized and combined to
form the dimensional scores [e.g., submissiveness = modesty/self-effacement +
0.70(docility/dependence + skepticism/distrust)]. These formed the axes scores when further
combined (e.g., power = dominance - submissiveness). Graphically, the location of the axis
scores on the IPC indicates whether the primary patterns are utilized in an adaptive or
maladaptive fashion. Axis coordinates closest the center of the circle represent adaptive modes

of functioning, whereas scores plotted on the outskirts of the central area reflect maladaptive

> The TERCI comprises three additional sections, where the same 88 statements are repeated and participants are
asked to consider the interpersonal conduct of their partners, mothers, and fathers. These sections are not
presented here, as they are not relevant to the purpose of the present study.
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patterns, becoming increasingly dysfunctional as the distance from the origin increases (see

Figure 2, p. 100).

Satisfactory circumplexity (» = 0.41 for adjacent octants, » = -0.31 for opposing
octants, » = 0.27 for adjacent dimensions, » = -0.27 for opposing dimensions, and » = -0.35 for
the relationship between the axes)’, and strong construct validity, ranging from r = 0.76 to r =
0.88, has been reported for the TERCI. Strong test-retest reliability have been shown for the
power (r = 0.84) and affiliation (» = 0.79) axes, the dimensions (ranging from » = 0.76 to r =
0.82), and the octants (ranging from » = 0.73 to » = 0.82) with the exception of
skepticism/mistrust (» = 0.53). Satisfactory internal consistency (ranging from A = 0.88 to A =
0.92) has also been shown for the octant scales (Hould, 1980). In the present study, Guttman
reliability coefficients ranged as follows: Competition/autocracy (0.43 to 0.67);
management/exploitation (0.61 to 0.70); criticism/hostility (0.38 to 0.59); skepticism/mistrust
(0.41 to 0.59); modesty/self-effacement (0.71 to 0.82); docility/dependence (0.45 to 0.71);
generosity/normativeness (0.71 to 0.79); and friendliness/compliance (0.60 to 0.67).

% Theoretically, correlations between pairs of scales shou