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Specific versus generic psychological therapy for children and

young people with social anxiety disorder

Study Protocol
Version 2.0

20" March 2018

Background

Social anxiety disorder (SAD) is characterised by persistent and disproportionate fear of social
situations. It is the third most frequent of all mental health disorders, with a lifetime prevalence of
up to 13.7% (Kessler et al., 2005) (K. Beesdo et al., 2007). The age of onset is typically during
adolescence (median 13 years (Magee, Eaton, Wittchen, McGonagle, & Kessler, 1996; Wittchen &
Fehm, 2003)) with most people developing the condition before they reach their twenties. Indeed,
studies of the period prevalence of social anxiety disorder that have focused on young people
between the ages of 11 and 17 have estimated prevalence between 0.7 and 10.9% (Katja Beesdo,
Knappe, & Pine, 2009), with European studies (in Germany and Finland) identifying period
prevalence rates between 1.4 and 3.2% (Essau, Conradt, & Petermann, 1998; Ranta, Kaltiala-Heino,

Pelkonen, & Marttunen, 2009; Wittchen, Fuetsch, Sonntag, Miiller, & Liebowitz, 2000)

Social anxiety disorder is differentiated from normal shyness by the marked disability and
interference caused in day to day life. For example, it often impacts negatively on social relationships
(e.g. friendships (Whisman, Sheldon, & Goering, 2000), marriages and children (Wittchen et al.,
2000)) and is associated with more days off work (Stein, McQuiad, Laffaye, & McCahill, 1999),
receipt of state benefits (Patel, Knapp, Henderson, & Baldwin, 2002) and more outpatient medical
visits than found in the general population (Katzelnick et al., 2001). SAD is also associated with an
increased risk of other mental health problems, including other anxiety and mood disorders,
substance abuse and psychosis (Beesdo et al., 2007; Chartier, Walker, & Stein, 2003; Schutters et al.,
2011) and has the lowest natural recovery rate of all anxiety disorders (Bruce et al., 2005). Several of
the handicaps that result from having the condition in adolescence (for example, missed
opportunities for social learning and poor educational achievement) cannot be overcome by
treatment when the person reaches adulthood. These factors highlight the need for effective

treatment for social anxiety disorder in adolescence.
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Currently, the most commonly delivered treatment approach for adolescents with social anxiety
disorder is a CBT treatment programme that is used across a range of anxiety disorders.
Unfortunately, in recent studies young people with social anxiety disorder have had significantly
poorer outcomes than those with other anxiety disorders (e.g. for 7-17 year olds, remission rates of
40.6% for SAD vs 72% for other anxiety disorders (Ginsburg et al., 2011)). However, adults who
receive a focused psychological treatment for social anxiety (Cognitive Therapy (CT)) achieve much
higher recovery rates of up to 84% in randomised controlled trials (RCTs) ( Clark et al., 2006; Clark et
al., 2003; Clark et al., 2012). CT with adults has also shown to be superior to traditional group CBT,
exposure therapy, interpersonal psychotherapy, psychodynamic psychotherapy, and medication

(SSRIs) (Mayo-Wilson et al., 2014) and is, therefore, the leading NICE recommended treatment.

There is recent evidence that the same psychological maintenance mechanisms apply among
adolescents with social anxiety disorder (e.g. (Hodson, McManus, Clark, & Doll, 2008; Parr &
Cartwright-Hatton, 2009; Schreiber, Hofling, Stangier, Bohn, & Steil, 2012) as in adults and there is
preliminary support for the application of Clark and Wells’ CT with children (Melfsen et al., 2011).
Therefore, adapting CT for social anxiety disorder so that it is suitable for use with adolescents may
significantly enhance treatment efficacy. However adolescents differ from children with anxiety
disorders in critical ways, including more severe symptoms, more frequent comorbid mood
disorders, less regular school attendance (Waite & Creswell, 2014) and more negative parent-child
interactions (Waite & Creswell, Under review). As such, and in line with NICE guidance, the adapted
treatment, Cognitive Therapy for Social Anxiety Disorder in Adolescents (CT-SAD-A), will address the
need to create treatment supporting environments, by working with parents, teachers and/or peers
as appropriate. An individual treatment approach will be used as group CBT is less clinically and cost

effective (Pilling et al., 2013).

Work has already begun to adapt CT for use with adolescents and excellent outcomes were achieved
in a recent case series (Leigh & Clark, 2015). All adolescents (n=5; 11-17 years) had severe SAD and
achieved excellent outcomes after receiving CT-SAD-A; with overall reductions in social anxiety that
were greater than the average reductions achieved with adults. Of note, all the adolescents were
free of their primary diagnosis of SAD as well as comorbid diagnoses post-treatment. Given this
evidence, there is a possibility that CT-SAD-A may improve the treatment outcomes that adolescents
with social anxiety disorder can expect to achieve. As social anxiety disorder presents a risk for
ongoing mental health problems, impaired educational performance, restricted employment and
productivity, and increased medical needs, the ability to extend the findings of the case series (Leigh

& Clark, 2051) to routine CAMHS settings where it is administered by CAMHS clinicians will provide
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support for its application within standard clinical practice. We are interested in (1) whether we can

train CAMHS clinicians to be competent in the therapy and (2) what outcomes can be achieved.

Aims of the study

The study aims to examine the training in and delivery of CT-SAD-A in routine NHS CAMHS, in terms
of clinician’s ability to delivery CT-SAD-A, young people’s outcomes, and the experiences of both
participating families (young people and their parents/carers) and the clinicians involved (both

clinicians delivering the treatment and their service managers) within a CAMHS setting.

The study will specifically aim to:

a) Train NHS CAMHS clinicians in delivering the adapted treatment and assess clinician
competency and young people’s outcomes;

b) Understand the experience of young people and their parents receiving CT-SAD-A within a
CAMHS setting.

c) Understand the experience of CAMHS clinicians receiving training in and delivering CT-SAD-A
and their experience of being part of a research study

d) Understand the experiences of the CAMHS service managers in relation to supporting the
training and delivery of CT-SAD-A and the accompanying research procedures within their

services

Design

This project will be conducted in a single phase. This will involve training clinicians to deliver CT-SAD-
A and assessing clinician competency. Young people’s treatment outcomes will be assessed on the
basis of interview and questionnaire measures before and after treatment. Qualitative interviews
will explore young people and their parent’s experience of receiving the treatment and also
clinicians’ and service managers’ experiences of the training, the treatment, and accompanying

research procedures within a CAMHS setting.

Five CAMHS clinicians from Oxford Health and Berkshire NHS Foundation Trusts will complete a
training programme comprising an initial 2 day workshop, focussing on the CT-SAD-A model and the
key procedures involved in the first stage of therapy. Therapists will then begin 6 months of weekly
case supervision. After the first month, a further 1 day workshop will be attended by therapists. This

will cover the key procedures used later in the therapy in more detail. A final workshop will take
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place at the end of the 6-month period of case supervision that will allow therapists to reflect on
things that didn’t go so well and the difficulties that they noticed as they went through their practice
cases. Further to this, therapists will also have access to various online materials to help them
deepen their learning. Clinicians (both supervisors and therapists) will be also required to complete
‘clinician’s logs’ throughout the whole training phase. In these ‘ad-hoc’ designed forms, supervisors
and therapists will record — as applicable - the amount of time spent in training, supervision,
preparation and delivery (i.e., contact with client) of the CT-SAD-A treatment. The ‘clinician’s logs’
will provide the necessary information to estimate the mean amount of healthcare resources used
(i.e. qualified staff time) per adolescent treated, that the NHS would need if the CT-SAD-A treatment
were to be implemented within a CAMHS setting. Assessments will be made of clinician competence
in delivering the approach using the Cognitive Therapy Competence Scale for Social Anxiety Disorder
(CTCS-SA), incorporating additional items covering features that are specific to CT with adolescents
and modifying wording as appropriate. Clinician training will be considered successful if 80% of them
pass predetermined competency criteria. Assessments of young people’s symptoms and diagnoses

will be made by independent assessors prior to and after treatment.

Young people (11-17.5 years) with a current primary diagnosis of SAD will be invited to participate in
this study phase. Young people and their parents/carers will complete measures of social anxiety,
comorbid anxiety and depression and broader outcomes before and after treatment, and will
complete sessional outcomes in line with Children and Young people’s Improving Access to
psychological Therapies (CYP-IAPT) throughout treatment as well as process measures to guide the

progress of treatment. They will also report on the acceptability of the treatment.

Qualitative interviews will be conducted with young people and their parents in order to explore
their experiences of CT-SAD-A (n=10-12). Interviews will be conducted by the trial assessors and/or a
Research Fellow with particular qualitative expertise (trained and supervised by a specialist in
gualitative research). Interviews with young people will be devised to be engaging and sensitive to

the interpersonal and communicative preferences of this population.

Qualitative interviews will also be conducted with the therapists (n=10-12) delivering the CT-SAD-A
and their line managers (n=3-4). The aim of these interviews is to report on (i) their experience of
training in and delivering CT-SAD-A within a CAMHS setting and (ii) their experience of participating

in research.
Setting and recruitment

CAMHS clinicians from Oxford Health and Berkshire NHS Foundation Trusts will receive training and

case-based supervision in adapted CT for social anxiety disorder in adolescents. These clinicians will
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be identified by managers within the Trusts on the basis of meeting the inclusion criteria below.
During the training phase, treatment will be delivered to adolescents who have been referred to
CAMHS in Oxford Health and Berkshire Healthcare NHS Foundation Trusts through usual routes (e.g.
by general practitioners, school nurses, self/carer referral) for treatment of anxiety or mood
disorders. Adolescents and their parents will complete the NICE screening questions (Appendix 1)
and the Revised Child Anxiety and Depression Scale to identify potential social anxiety disorder
within routine CAMHS assessment. Where adolescents ‘screen positive’, potential participants will
be invited to take part in the research. An initial assessment will include a structured diagnostic
interview with the young person and carer (ADIS-C/P; (W. Silverman, Albano, & Barlow, 1996) to
establish whether the young person meets the study inclusion criteria. Young people who do not

meet the study inclusion criteria will be offered usual treatment within their local CAMHS.

Participants

The following inclusion and exclusion criteria will be adopted:
Clinicians

Inclusion criteria

1. Currently in clinical practice within participating CAMHS

2. Willing to be randomly allocated to receive training and supervision in and provide the C.A.T
project or CT for social anxiety disorder

3. Have at least 2 years of using CBT as their main treatment approach, receiving regular CBT
supervision during this time

4. Minimum 2 years working clinically with children and young people

5. Have treated at least 2 adolescent/adult social anxiety disorder cases and 10 anxiety cases

using CBT.

Adolescents
Inclusion criteria:

1. Young people (aged 11-17.5 years at intake) whose primary presenting disorder is a DSM-5

diagnosis of social anxiety disorder.

2. If young people have been prescribed psychotropic medication the dosage must have been

stable for two months.

Exclusion criteria:
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1. Young people who have previously received CBT for social anxiety will be excluded if they
have received more than 4 sessions in which key procedures of CT-SAD-A have been used
(i.e. video feedback, attention training, memory work and multiple behavioural

experiments).

2. Young people with established autistic spectrum disorders (or suspected on the basis of
SCQ; see measures), learning disabilities, suicidal intent or recurrent self-harm (i.e. co-

morbid conditions that are likely to interfere with treatment delivery).

3. Young people with a primary presenting disorder other than social anxiety disorder

(including a DSM-V diagnosis of selective mutism (SM) or major depressive disorder (MDD)).

4. Young people identified by social services as currently ‘at risk’ due to child protection

concerns.
Intervention

All young people will receive CT-SAD-A. This therapy is based on Clark & Wells’ model of the
maintenance of the disorder (Clark & Wells, 1995). The treatment programme consists of 14 weekly
sessions plus 2 monthly booster sessions and focuses on changing social anxiety related beliefs and
behaviours with a particular emphasis on the four maintenance processes specified in the model.
These are: (a) increased self-focused attention and observation (self-consciousness) and an
associated decrease in observation of other people and their responses, (b) use of internal
information (feelings and images) to make excessively negative inferences about how one appears
to others, (c) use of overt and covert safety behaviours that prevent patients from discovering that
their fears are unrealistic and interfere with the initiation and flow of social interactions, and (d) pre-

and post-event processing (e.g. anticipatory worry and rumination).

The components of CT-SAD-A were well received by the adolescents in the case series (Leigh & Clark,
2015). Key elements that have been added to CT-SAD-A are (i) working with peer victimisation

(which is likely to involve school liaison) and (ii) working with parents/ carers.

Measures

Primary caregivers and adolescents will be given the choice of completing paper copies of the
guestionnaires or completing them online through a secure system, using an anonymised unique
identifying number. Children will complete the questionnaires (on paper or on a tablet) in the

presence of a member of the research team so that they can help if they have any difficulties with
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any of the questions. Measures will be completed prior to treatment, within two weeks of the last

booster session and at each treatment session.

Screen for social anxiety: The screening questions proposed in the NICE guideline for the
identification, assessment and treatment of Social Anxiety Disorder (NICE, 2013) will be used to
screen participants for social anxiety in the absence of any validated brief screening measures
available. The young person and their parents are asked whether the young person gets scared
about doing things with other people, whether they find it difficult to do things when others are
watching and whether they every feel they cannot do these things or try to avoid them (See

Appendix 1).
Screen for Autism Spectrum Disorder:

The social communication questionnaire (SCQ) will be used to identify young people with an
undiagnosed Autism Spectrum Disorder (ASD). This is a 40 item, parent report measure based on the
Autism Diagnostic Interview Revised (ADI-R). It requires a “yes/no” response to 19 items assessing
behaviours occurring at any time throughout the young person’s life and 21 items behaviours
between the age of 4 and 5 years. The questionnaire consists of three subscales; reciprocal social
interaction (13 items), communication (8 items) and repetitive and restrictive behaviours (RRBI; 6
items). A score above the cut off of 15 indicates a possible diagnosis of ASD. Therefore, young

people scoring 15 or higher will be excluded from the trial.

Anxiety Disorders Interview Schedule (ADIS) - child and parent report (W. K. Silverman & Nelles,
1988) is a structured diagnostic interview which will be administered to young people and their
parents by research assistants (psychology graduates) trained to a high level of inter-rater reliability.
If available, a revised version of the ADIS-C/P for DSM-5 will be used in this study. The ADIS-C/P
assessment is used to determine whether the young person meets diagnostic criteria for social
anxiety disorder and other comorbid anxiety, mood and behavioural disorders and to establish a

clinician rating of severity for each disorder (CSR).

The young person self-report version of the Liebowitz Social Anxiety Scale for Children and
Adolescents (LSAS-C/A; (Masia, Klein, & Liebowitz, 1999) will be administered to assess
adolescents’ social anxiety symptoms. The LSAS-C/A includes 24 items, rated on a scale from ‘none’
(0) to ‘severe’ (3), to assess fear and avoidance of social interaction and performance. The LSAS-C/A
has well established psychometric properties when administered to children and young people from

7 to 18 years of age (Masia-Warner et al., 2003).
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Symptoms of broader anxiety disorders and depression will be assessed using the Revised Child
Anxiety and Depression Scale (RCADS; (Bruce F Chorpita, Yim, Moffitt, Umemoto, & Francis, 2000)
which is routinely collected within CAMHS as part of the CYP IAPT initiative. The RCADS is a 47-item
parent and child report scale which assesses symptoms of separation anxiety disorder, social anxiety
disorder, generalized anxiety disorder, panic disorder, obsessive compulsive disorder and major
depressive disorder. Responders rate how often each item applies on a 0 (‘never’) to 3 (‘always’)
scale. The RCADS has been shown to have robust psychometric properties in children and young

people from 7-18 years of age (B.F. Chorpita, Moffitt, & Gray, 2005).

Concentration in class scale- yp report will be used to measure the level of concentration in class.
This is a single item self-report scale in which the young person indicates from 0 (‘not at all’) to 100
(“totally’) how well they have been able to concentrate on what the teacher is saying and what they
have been learning in class at school. This scale has been used in the recent pilot work by DC/EL and

respondents have found it to be a relevant indicator of change (Leigh & Clark, 2015).

The Outcome Rating Scales (ORS; Miller & Duncan, 2000) comprise four simple rating scales in
which the young person/parent rates how they (/their son/daughter) have been feeling over the last
week (individually, interpersonally, socially, and overall). This scale is routinely used in both

participating NHS Trusts as part of the CYP IAPT initiative.

The CYP IAPT Goals Progress scale is a simple rating scale in which the young person rates on a 10
point scale the extent to which they have made progress towards their therapy goals. This scale is

routinely used in both participating NHS Trusts as part of the CYP IAPT initiative.

Self-focused attention will be measured using the Social Summary Weekly Rating Scale (SSWRS;
Clark et al., 2003) - adapted for children/adolescents. This measure consists of 6 items focused on
the previous week and items assess social anxiety, social avoidance, self-focused versus external
attention, anticipatory processing, and post-event rumination. Each item is rated on a scale from 0
to 8. It has good internal consistency in adults (Clark et al., 2003). Language for four of the items has
been changed to be more appropriate for children and adolescents on the basis of PPI consultation.

Participants will complete this measure weekly at each treatment session.

Social functioning will be further examined using an 18 item self-report measure of social
participation and social satisfaction, developed by Lynn Alden (University British Columbia) for use
with adults with social anxiety disorder. Respondents indicate on a 7 point scale how often they
have engaged in different social activities and how satisfied they have felt with their relationships
with different types of people. This scale has been used in the recent pilot work by DC/EL and young

people have found it to be a relevant indicator of change (Leigh & Clark, 2015).
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Safety behaviours associated with SAD will be measured using the Social Behaviours Questionnaire
(SBQ; Clark, 2005) - adapted for children/adolescents. The SBQ is a 28 item scale assessing the use of
social phobia related safety behaviours when respondents are anxious or in a social situation. Each
behaviour is rated on a 4 point scale ranging from, 0 = “Never”, through to 1 = “Sometimes”, 2 =
“Other” and 3 = “Always”. The SBQ has good psychometrics properties in adults (Clark, 2005). It has
been adapted for use with children and adolescents with the addition of four further questions and
changes to wording on four other items to be more developmental appropriate on the basis of

consultation with Patient and Public Involvement (PPIl) representatives.

Social cognitions and attitudes will be measured using the Social Cognitions Questionnaire (SCQ;
Clark, 2005) and the Social Attitudes Questionnaire (SAQ: Clark, 2005) — both adapted for
children/adolescents. The SCQ is a 22 item questionnaire assessing social phobia related negative
automatic thoughts. Each thought is rated twice. First, the respondent rates the frequency with
which the thought occurred in the last week when he/she was “nervous or frightened”. The
frequency rating scale is: 1 = “thought never occurs”, 2 = “thought rarely occurs”, 3 = “thought
occurs during half of the times when | am anxious”, 4 = “thought usually occurs”, 5 = “thought
always occurs when | am anxious”. Second, the respondent rates the extent to which the thought
was considered to be true. The belief rating scale runs from 0 = “I do not believe this thought” to 100

= “l am completely convinced this thought is true.

The SCQ has high internal consistency and discriminant validity in adults (Clark, 2005). It has been
adapted for use with children and adolescents on the basis of PPI consultation, in that wording has
been amended to be more developmentally appropriate on seven items and a further seven items
have been added. The SAQ is a 50 item scale that assesses beliefs that are thought to make an
individual vulnerable to social phobia. The beliefs were intended to fit into three broad categories:
“Excessively high performance standards”, “Conditional Beliefs” and “Unconditional Beliefs”.
However, item selection was based more on clinical experience than on an attempt to sample each
category in a comprehensive manner. Each item is rated on a scale that ranges from 1 = “Totally
agree” through to 2 “Agree very much”, 3 = “Agree slightly”, 4 = “Neutral”, 5 = “Disagree slightly”, 6
= “Disagree very much”, to 7 = “Totally disagree”. Respondents are asked to choose the rating that
“Best describes how you think”. The SAQ has high internal consistency and discriminant validity in
adults (Clark, 2005). For children and adolescents, two further items have been included and
language has been changed to be more developmentally appropriate on the basis of PPI
consultation. The Children’s Global Assessment Scale (CGAS) will be administered to assess the

young person’s overall functioning. The CGAS is rated by the assessor on a scale from 1 (most

impaired) to 100 (most functional). This scale is divided into 10-point sections, in which the relevant

Page 10 of 19



level of functioning is described and examples are given. The CGAS has been found to have good
inter-rater and test-retest reliability and is able to demonstrate discriminant and concurrent validity
(Shaffer et al., 1983). In the current study a second rater will independent rate the CGAS for all 15

young people in order to establish inter-rater reliability.

Patient Health Questionnaire-9 (PHQ-9) is a nine item measure assessing the presence of the main
symptoms of major depression on a four-point scale from 0 (not at all) to 3 (nearly every day) over
the last two weeks. This is followed by one item asking young people to rate how difficult these
problems have made it for them to work, take care of things at home, or get along with other people
on a four-point scale from “not at all difficult” to “extremely difficult”. This measure is widely used
and has robust psychometric properties when used with young people (Kroenke, Spitzer, & Williams,

2001)

Changes in global functioning will be assessed using the Clinical Global Impression Scale -
Improvement (CGI-I; (Guy, 1976). This asks the clinician to rate how improved the patient is
compared to their initial assessment, prior to treatment, on a scale of 1 (very much improved) to 7
(very much worse). Final scores will be dichotomised to represent ‘much or very much improved’
versus other. A second rater will independent rate the CGI-I for all 15 young people in order to

establish inter-rater reliability.
Participant Acceptability Rating.

At the end of treatment, participants will rate how acceptable they found the treatment using items
used in previous studies of psychological therapies (de Graaf et al., 2009), specifically young people
will be asked to report on the extent to which they agree with the statements ‘l was satisfied with
the treatment’ and ‘I would recommend the treatment to others’ on a 5 point scale from
‘Completely agree’ to ‘Completely disagree’. They also have the opportunity to complete a free text

box to comment on the treatment.

Clinician competency in delivering CT will be assessed using the Cognitive Therapy Competence
Scale for Social Phobia (CTCS-SP; (Clark et al., 2006). This scale includes 16 items which are rated on
a 7 -point scale from 0-6, assessing how well each component of the treatment is carried out. The
final score is calculated as the mean of all 16 items. The CTCS-SP is well validated with good inter-

rater (ICC = .81) and test-retest (r¢t = .92 ) reliability for mean competency as well as a high internal

consistency (o = .97) with adults (von Consbruch, Clark, & Stangier, 2012). The scale will be adapted
in line with the adaptations made to the treatment to be used with adolescents (i.e. addressing
bullying/teasing, working with parents and schools and modifying wording as appropriate).

Competency criteria will be set on the basis of prior use of the CTCS-SP with adult populations (i.e.
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therapists must achieve an average score of 4 (across sessions) for all items and the overall
judgement score). In order to establish inter-rater reliability, therapy sessions will be double rated
by DC and EL, and an external, independent assessor who is highly experienced in using the CTCS-SP

will rate one randomly selected session for each clinician who receives training.
Clinician Logs

‘Clinician’s logs’ are ‘ad-hoc’ forms designed to capture the amount of healthcare resources (i.e.,
qualified staff time) necessary to implement the CT-SAD-A treatment within a CAMHS setting. They
will be completed by both supervisors and therapists, who will have to record — as applicable - the
amount of time spent in activities related to the CT-SAD-A treatment, including training, supervision,

preparation and delivery (ie, contact with client) of the CT-SAD-A treatment.

Data analysis

Analysis of Clinician Competency and Clinical outcomes

Data on the proportion of clinicians achieving specific and overall competency scores will be
presented. Changes in the young people and caregiver clinical outcome measures pre and post will
be presented using appropriate descriptive statistics and where appropriate differences in repeated

measures will be presented as effect sizes with 95% confidence intervals.
Analysis of economic outcomes

Data recorded in the ‘clinician’s logs’ will be used to calculate the total mean amount of qualified
staff time used by the NHS per adolescent treated. Results will also be stratified by type of staff time
use (i.e., time spent in training, supervision, preparation and delivery of the CT-SAD-A treatment).
Results will be reported in terms of mean values with variability around the mean measured by

standard deviations. Percentages of missing values will also be reported.
Analysis of qualitative outcomes

Interpretative Phenomenological Analysis (IPA; (Smith, Flowers, & Larkin, 2009), an approach to
qualitative research which is used widely in applied psychology, will be used to assess data obtained
from the qualitative interviews. This analysis is phenomenological and interpretive in that it is
concerned with both understanding how people make sense of their experiences and acknowledging
the role of the researcher in identifying patterns of meaning across experiential accounts. IPA has
been used extensively to explore people’s experiences of psychotherapy and mental health services,
including adult social anxiety disorder (McManus, Peerbhoy, Larkin, & Clark, 2010); it has also been

used widely to explore families’ experiences of mental health issues.
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Participants will have the opportunity to withdraw some or all of their interview data prior to data
analysis. All interviews approved for data analysis will be transcribed in full and anonymised at point
of transcription. Transcription will involve detailed coding (in order to identify the experiences,
claims and concerns of each participant), followed by the elaboration of emerging themes for each
case. In a multiple perspective design, these themes are generally brought together at the level of

each sub-sample group, before any form of between-sample synthesis is attempted.

Credibility of the qualitative analysis will be checked via analytic triangulation on two levels. Firstly,
in-depth triangulation will be provided through supervision. This will involve co-analysis of selected
transcripts; use of reflexive practices in supervisory discussions; and audit checking for plausibility,
coherence and comprehensiveness of analysis at each key stage of the process, with each sub-
sample. The aim of this level is to maintain high standards of analysis. Secondly, a broader
triangulation exercise will be conducted in order to check the appropriateness of the theme titles,
persuasiveness and plausibility of the overarching narrative, and intelligibility of the overall
structure. This will involve a presentation of the draft analysis by the research fellow to a small
expert reference group which will include the Cl, the PPl lead, the interviewing team and
representatives from the sub-sample populations. The reference group will be invited to comment
upon the presentation, and to provide feedback on the sensitivity to context, rigour, transparency,
coherence and utility of the analysis (after (Yardley, 2000). The aim of this level is to check that the

analysis is meaningful, useful and accessible.
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Appendix 1

HTA Social anxiety in adolescents: Assessment Schedule

Abbreviations
ADIS-C/P ADIS for DSM-IV child and parent version
LSAS-C Liebowitz Social Anxiety Scale- child and parent report

RCADS-c/p Revised Child Anxiety and Depression Scale- child/parent report

CGAS Clinical Global Assessment Scale (clinician single rating of functioning; 0-100)
CGl- Clinical Global Impression- Improvement (1-7)
PHQ-9 Patient Health Questionnaire

Clinician Training and competency assessment

Therapist time in training for CT-SAD-A will be collected using therapist and supervisor logs.

Measure

Screen for social anxiety*

ADIS-C/P

CGAS

LSAS-C/A

RCADS-c/p

YP age, gender, Parent/child ethnicity, yp history of psychotropic medication, parent
relationship status, parent education, parent employment status, yp
educational/employment status (parent report)

Concentration in class scale- yp report

Child & Adolescent Social Summary Weekly Rating Scale ( includes item on self-focused
attention)

Child & Adolescent Social Cognitions Questionnaire —yp report

Child & Adolescent Social Behaviour Questionnaire - yp report

Child & Adolescent Social Attitudes Questionnaire — yp report

Social participation and social satisfaction - yp report

Outcome Rating Scale (ORS)

PHQ-9

Social communication questionnaire (parent report)

CYP IAPT Goals Progress scale

Child & Adolescent Social Summary Weekly Rating Scale —yp report
Child & Adolescent Social Cognitions Questionnaire —yp report
LSAS-C/A — yp report

RCADS-social anxiety subscale

Concentration in class scale

Outcome Rating Scale (ORS)

PHQ-9
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Child & Adolescent Social Behaviour Questionnaire yp report

Child & Adolescent Social Attitudes Questionnaire — yp report

Social participation and social satisfaction yp report

ADIS-C/P

CGAS

CGl-I

LSAS-C/A

RCADS-c/p

CYP IAPT Goals Progress scale

Child & Adolescent Social Summary Weekly Rating Scale — yp report

Child & Adolescent Social Cognitions Questionnaire —yp report

Child & Adolescent Social Behaviour Questionnaire - yp report

Child & Adolescent Social Attitudes Questionnaire — — yp report

Social participation and social satisfaction —yp report

Concentration in class scale

Clinician competency with CT

Outcome Rating Scale (ORS)

PHQ-9

*NICE screen for social anxiety

As there is no brief screening measure available for social anxiety (and no data on

specificity/sensitivity of subscales from RCADS/SCAS etc) we will use the NICE screening questions as

follows:

Sometimes people get very scared when they have to do things with other people, especially
people they don't know. They might worry about doing things with other people watching. They
might get scared that they will do something silly or that people will make fun of them. They
might not want to do these things or, if they have to do them, they might get very upset or cross.

Do you/does your child get scared about doing things with other YES/NO
people, like talking, eating, going to parties, or other things at
school or with friends

Do you/does your child find it difficult to do things when other YES/NO
people are watching, like playing sport, being in plays or concerts,
asking or answering questions, reading aloud, or giving talks in
class?

Do you/does your child ever feel that you/your child can't do these | YES/NO
things or try to get out of them?

If young person and/or parent respond YES to any item proceed to ADIS-C/P.

YP and parents will also be administered the RCADS as routine- so any YP that are above clinical cut-

offs on the RCADS social anxiety scale who DO NOT screen positive on the above will also proceed to

ADIS-C/P.

Page 15 of 19



Appendix 3 - Gantt Chart

Activity Lead team members
Development phase

Develop CT treatment manual DC/EL completed
Adapt therapist competency scale DC/EL

Develop CT training for CAMHS clit DC/EL completed
Train CAMHS clinicians in CT DC/EL (with PW/PS)

Assess training case outcomes
Examine CAMHS clinicians' compe DC/EL

PPI consultation on development GS/EL completed
Development of online psychoedi CC/ML (and team)

Qualitative phase

Edit protocol CC (and team)

Secure all approvals (HRA major ar CC

Assessor training cC

PPI consultation on qual GS/CC

Qual interviews/ transcribing CC/PW/PS

Qualitative analysis ML

Final report and dissemination  CC (and team)

postpone
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