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Abstract
Background—Cognitive Bias Modification (CBM) is a promising treatment for Social Anxiety
Disorder (SAD). However, previous randomized trials have not systematically examined the
combination of CBM for attention (CBM-A) and interpretation (CBM-I), or the credibility and
acceptability of these protocols.

Methods—We conducted a randomized, double-blind placebo-controlled trial (N = 32) to
examine the efficacy of a CBM treatment called Attention and Interpretation Modification (AIM)
for SAD. AIM comprised eight, twice weekly computer sessions with no therapist contact. During
AIM, participants (1) completed a dot probe task in which probes always followed neutral faces
when paired with a disgust face, thereby directing attention away from threat and (2) completed a
word-sentence association task in which they received positive feedback for making benign
interpretations of word-sentence pairs and negative feedback for making negative interpretations.
We also assessed participants’ perceived credibility of and satisfaction with AIM.

Results—Participants receiving AIM reported significantly reduced self-reported (Liebowitz
Social Anxiety Scale) symptoms of social anxiety relative to the placebo. These gains were also
evident on a behavioral measure (performance on an impromptu speech). AIM met our
benchmarks for credibility and acceptability in this community sample, although credibility
ratings were modest. Participants reported that CBM-I was more helpful than CBM-A.

Conclusions—A combined CBM treatment produced medium to large effects on social anxiety.
Participants rated AIM as moderately credibly and acceptable. Should these findings be replicated
in larger samples, AIM has the potential to be a widely accessible and efficacious treatment for
SAD.
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Introduction
Cognitive Bias Modification (CBM) interventions directly target cognitive mechanisms
associated with vulnerability to anxiety disorders, such as attention and interpretation biases
(see (1, 2)). CBM affects cognition via repeated practice on tasks that require rapid
processing (for reviews of CBM, see ((3-5)). To date, two independent randomized
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controlled trials (RCT) have demonstrated preliminary efficacy of CBM targeting attention
bias (CBM-A) in individuals with Social Anxiety Disorder (SAD) (6, 7). Both trials utilized
the same protocol, which comprised a dot probe task completed in eight, twice-weekly
computer sessions. Between-group effect sizes (d = 0.35 to 1.59) were comparable to
existing psychosocial and pharmacological treatments for SAD, and symptom reduction was
maintained at a four month follow-up.

Researchers have also developed CBM tasks to target interpretation bias (CBM-I). Although
no RCTs have been conducted in samples meeting diagnostic criteria for SAD, one
randomized trial examined a CBM-I treatment in highly socially anxious individuals (8).
After eight twice-weekly sessions of a CBM-I intended to reinforce benign interpretations
and extinguish threat interpretations of ambiguous sentences, CBM-I successfully decreased
social anxiety symptoms compared to the placebo condition.

In order to maximize clinical impact, a logical next step is the combination of CBM-A and
CBM-I treatments. Recently, a small (n = 13) open trial (9) tested a combined CBM-A-I
treatment and the feasibility of delivering CBM in an outpatient psychology office. In their
sample of patients with SAD or Generalized Anxiety Disorder, CBM yielded significant
effects on state and trait anxiety. Although these results are encouraging, they must be
interpreted in the context of several major design limitations (e.g., lack of control group,
small sample, completer analyses).

Positive results are promising given the lack of clinician contact, brevity, and ease of
administration of CBM. However, most previous studies did not explicitly assess credibility
or patient acceptability and satisfaction. Regarding credibility, researchers have asked
participants at the end of the study whether they believed they received a treatment or
placebo. Only 6% of participants correctly guessed that they received a treatment following
CBM-A (7), compared to 46% following CBM-I (8). While such findings quell any
concerns about demand effects, they suggest that CBM may not be a very credible
treatment, particularly CBM-A.

Regarding acceptability, a recent open trial of CBM-A suggests that this type of treatment is
acceptable to anxious children and their parents based on a participant acceptability
questionnaire(10). However, acceptability has yet to be systematically examined in adults
with SAD, which is crucial for eventual update of treatments in the real world. Brosan and
colleagues’ open trial of a combined CBM-A-I protocol informally asked patients about
their experiences. Patients found CBM-I to be helpful in increasing their awareness of their
negative thinking patterns. However, patient comments suggest that CBM-A may have
limited acceptability due to its “boring” nature (p.5).

Attrition rates from previous CBM studies (0% to 8%) do not provide ideal data regarding
acceptability because each study was conducted in an anxiety clinic and provided
compensation for session attendance. We do not know the tolerability of these procedures
when participants are recruited directly from the community and are not paid for completing
sessions. These data, as well as the previously mentioned potential problems with
credibility, suggest that a more systematic evaluation of credibility and patient acceptability
is warranted.

Thus, the current RCT tested an Attention and Interpretation Modification (AIM) CBM
treatment for SAD and examined its efficacy, credibility, and acceptability. We aimed to
examine the potential for AIM to have real world utility. First, we combined the CBM-A
and CBM-I treatments in order to maximize clinical impact. We also provided participants
with a brief treatment rationale stating that the computer programs were designed to help
participants develop healthier mental habits. Second, we recruited patients from the general
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community and primary care clinics, and we allowed patients to be engaged in concurrent
treatment in order to obtain a less selected sample. Third, we did not compensate
participants for session attendance in order to obtain more informative attrition rates.
Finally, we included established measures of credibility and acceptability. We expected
participants to report less social anxiety symptoms following AIM compared to a control
condition. To extend previous RCT's assessment of efficacy, we also included a behavioral
measure of social anxiety (i.e., impromptu speech). Based on our experience and
preliminary findings from Brosan and colleagues (9), we expected participants receiving
AIM to rate the CBM-A task as less acceptable compared to the CBM-I task.

Method
Design

The study was a 2 (Condition: AIM, Placebo Condition (PC)) × 5 (Time: pre-treatment,
week 1, week 2, week 3, post-treatment) design. Participants were randomly assigned to
AIM (n = 20) or PC (n = 12) by a colleague not otherwise connected with the study using a
random number generator.

Participants and Recruitment
Participants were recruited through brochures in primary care clinics (n=5), mental health
provider referral (n=2), internet (n=13), flyers in the community (n=10), and word of mouth
(n=2). Participants varied in age (18 to 79), and both groups had 25% minority
representation. English was a second language for three participants. Most participants were
receiving some form of concurrent treatment. Please see Table 1 for demographic
characteristics.

Participant Flow—Potential participants were initially screened for eligibility using the
Liebowitz Social Anxiety Scale-self-report (LSAS-SR(11)). Participants scoring 30 or above
(12) were invited to participate in the pre-treatment assessment. A score of 30 or above has
been identified as an optimal cut-off for identifying cases of SAD (12, 13) and was chosen
to minimize false positives in the screening process. Inclusion criteria included a DSM-IV
diagnosis of SAD established by a licensed clinical psychologist using the Structured
Clinical Interview for the DSM-IV (14). Exclusionary criteria included current (a) suicidal
intent, (b) substance dependence, (c) psychosis or manic episode, (d) Cognitive Behavioral
Therapy (CBT), and (e) change in pharmacological treatments during the 12 weeks prior to
study entry. Eleven eligible participants did not attend their first session and were replaced
by a participant assigned to that same group. Participants were enrolled between September
of 2009 and October of 2010. Figure 1 summarizes participants’ progress through the study.

Measures and CBM tasks1

Efficacy—Our primary outcome measure was the LSAS-SR (11). The LSAS is a 24-item
scale that provides separate scores for fear and avoidance of social interaction and
performance situations over the past week. The LSAS has good psychometric properties
(15) and is a widely used measure in SAD treatment outcome research (e.g., (16). The self-
report version correlates strongly with the interview version and also has excellent
psychometric properties (17). Participants completed the LSAS-SR at pre-treatment, week 1,
week 2, week 3, and post-treatment.

1The current study included measures of attention and interpretation. However, we do not present these data because our sample size
was significantly reduced for these measures due to participants dropping out and therefore not completing the post-assessment and
due to technological difficulties with saving the data for three participants.
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We also administered a behavioral assessment of social anxiety. Participants were asked to
complete a five-minute impromptu speech, following the same procedure as in previous
studies (18, 19). Participants were presented with a list of five topics: three topics were from
previous studies (abortion, nuclear power, the American Health System; Hofmann,
Newman, Ehlers, & Roth, 1995) and two less controversial topics (hobbies, someone you
admire) were selected based on our pilot work. Participants were required to choose a
different topic during the post-assessment.

Two research assistants blind to participant condition were trained to rate speech quality
using the Performance Rating Form (PRF; (20)), which assesses 12 specific aspects of
performance (e.g., eye contact with audience, clear voice) and 5 global aspects of
performance (e.g., kept audience interest, generally spoke well). Each item is rated on a 5-
point scale from 0 (not at all) to 4 (very much). Scores are calculated by reversing
appropriate items and summing the items, such that higher scores signify better
performance. This scale has been shown to have good internal consistency (r = .84; (20)).
Raters were trained for reliability by rating speeches from participants not included in the
current study and meeting a gold standard rating goal for three reliability tapes. Each speech
was rated by one of the raters, and 15 speeches were rated by both raters to obtain a
reliability estimate (r = .85).

Credibility—We assessed perceived credibility of AIM with the Credibility/ Expectancy
Questionnaire (CEQ; (21, 22)). We examined the mean credibility rating (3 items rated from
1 to 9, e.g., “at this point, how logical does the treatment seem?”), as well as expectancy,
i.e., the mean percentage of improvement participants expected (2 items rated from 0 to
100%). The CEQ has demonstrated good internal consistency (α ranges from = .79 to .90)
and is predictive of some outcomes in clinical trials(22). We administered the CEQ
immediately following the first AIM/PC session. Thus, participants rated credibility and
expectancy after receiving a brief rationale and completing the computerized tasks one time.
Finally, we also asked participants what condition they believed they received during their
post-treatment assessment.

Acceptability and Satisfaction—To assess acceptability and satisfaction, we first
examined attrition rates and number of sessions attended. Second, we examined a client
satisfaction questionnaire (CSQ; (24)), an 8-item, commonly used measure of treatment
satisfaction. The CSQ total score ranges from 8 to 32, with higher scores indicating higher
satisfaction, and has demonstrated good psychometric properties (25). Third, we examined a
post-treatment Exit Questionnaire developed specifically for this study that assessed
perceived helpfulness of each study component using a Likert-scale (0 = not at all to 7 =
very much). Participants were asked separately about the helpfulness of the attention and
interpretation tasks and their preferred number of sessions and treatment setting (i.e.,
provider's office versus home).

Benchmarks—We chose benchmarks for our credibility and acceptability measures based
on face validity and clinical experience, and in the context of the unique aspects of CBM (no
clinician contact, limited rationale, low face validity). Previous studies of psychosocial
treatment for anxiety disorders have reported mean credibility ratings of seven and
expectancy ratings of around 70% (21, 23). We chose modest benchmarks of five or above
for credibility and 50% or above for expectancy. Our benchmark for satisfaction was a mean
score of 3 (e.g., “mostly satisfied”) on each item on the CSQ, resulting in a total score of 24.

AIM Program—During the first session, participants received a packet providing brief
psychoeducation about anxiety and cognitive biases (referred to as mental habits), as well as
a treatment rationale (see Appendix). In brief, participants were told that the program would
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help them to develop better mental habits related to anxiety and that repeated practice was
necessary to develop the new habits. Participants completed the CBM-A task followed by
the CBM-I task during each session.

The CBM-A task was based on previous (6) dot probe tasks designed to bias attention away
from threat stimuli. During each session, participants saw 160 trials that comprised
combinations of probe type (E or F), probe position (top or bottom), disgust facial
expression position (top or bottom), and person (four male and four female faces). Each trial
began with a fixation cross (“+”) presented in the center of the monitor for 500 ms.
Immediately following termination of the fixation cue, the computer presented two faces of
the same individual for 500 ms, one face on top and one on bottom. One face displayed a
neutral expression and one disgust. Immediately following termination of the faces, a probe
(either the letter E or F) appeared in the previous location of one of the two faces.
Participants were instructed to decide whether the letter was an E or an F and press the
corresponding button (left or right) on the computer mouse. The probe remained on the
screen until participants responded, after which the next trial began. Participants were told to
perform the task as quickly as possible without sacrificing accuracy. In order to train
attention away from threat, the probes always replaced the neutral faces.

The CBM-I task was a version of a previously used word-sentence association paradigm (8).
The task was designed to extinguish threat interpretations and encourage benign
interpretations of ambiguous situations. A trial began with a fixation cross that appeared on
the computer screen for 500 ms. Second, a word representing either the negative
(“embarrassing”) or benign (“funny”) interpretation of a sentence (“people laugh after
something you said”) that followed appeared in the center of the computer screen for 500
ms. Third, the ambiguous sentence appeared. Participants were instructed to press ‘#1’ on
the number pad if the word and sentence were related or to press ‘#3’ on the number pad if
the word and sentence were not related. Finally, participants received feedback about their
responses. Participants received positive feedback (“You are correct!”) when they endorsed
the benign interpretation or rejected the negative interpretation of the ambiguous sentence.
Participants received negative feedback (“Incorrect”) when they endorsed the negative
interpretation or rejected the benign interpretation. Participants completed 150 trials in
random order during each session.

Placebo Control (PC)—Participants in the PC received the same psychoeducation and
rationale and completed similar computer tasks as AIM participants. The computer tasks
differed in two ways. First, in the probe task, the probe replaced neutral and disgust faces
with equal frequencies. Second, in the word-sentence relatedness task, the computer
presented words that were related or unrelated to some superficial aspect of the ambiguous
sentences (e.g., “sand” - “you play at the beach”). Thus, words were not related to the social
interpretation of the sentence, but they were related or unrelated to the sentence. Similar to
AIM, participants received positive or negative feedback about the accuracy of their
responses.

Procedure
The Brown University Institutional Review Board approved the study, and all participants
provided written informed consent prior to enrollment. Participants were informed that,
depending on their random group assignment, they would complete either a placebo
condition that was not designed to influence their anxiety or an experimental treatment that
was designed to reduce their anxiety. Participants and research assistants were blind to
participant condition. To ensure that participants remained unaware of their condition, each
participant received an envelope that contained a condition number that they entered into the
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computer to start the assigned computer program. Participants completed eight, 30-minute
sessions twice per week for four weeks. All participants were offered community referrals
following their post-treatment assessment. Additionally, at post-treatment, participants
assigned to the PC were offered AIM. Participants received $20 for each assessment, but
they were not compensated for AIM/PC session attendance.

Results
At pre-treatment, groups did not differ on any of the demographic variables or LSAS (ps > .
1). All analyses presented are intent-to-treat.

Efficacy
We submitted LSAS scores to a 2 (Group: AIM, PC) × 5 (Time, Pre, week 1, 2, 3, Post)
repeated measures ANOVA. Given the small sample, we utilized last observation carried
forward to handle missing data. This analysis revealed a significant main effect of Time,
F(4, 120) = 9.37, p < .001, that was qualified by a significant interaction of Time by Group,
F(4, 120) = 3.79, p = .006. As can be seen in Figure 2, the AIM group reported lower LSAS
scores over time than the PC group. The between group, pre-post effect size was medium to
large in size (Cohen's d = .70).

For the impromptu speech (see Figure 3), we submitted the blind raters’ PRF scores to 2
(Group: AIM, PC) × 2 (Time: Pre, Post) ANOVA. This analysis revealed a significant
interaction of Time by Group, F(1, 29) = 10.24, p =.003, with the AIM group having better
speech quality than the PC group at post-assessment. The between group, pre-post effect
size was large (Cohen's d = .85).

Credibility
At baseline, the AIM group (n = 11; smaller n due to the CEQ being added after the study
initiated) rated the treatment as moderately credible (M = 6.0, SD = 1.34), which met our a
priori benchmark of five. AIM participants’ expectancy for improvement was also in the
moderate range (M = 46%, SD = 21.7), which approached our benchmark of 50%.
Credibility ratings at baseline were significantly correlated with pre-post change in LSAS (r
= .73, p = .01). Expectancy ratings showed moderate correlations with change in LSAS (r = .
53, p < .09). Finally, at post-treatment, approximately 75% of participants in the AIM group
believed they had received a treatment, compared to 36% in the PC group.

Acceptability and Satisfaction—Overall, participants found our 8-session, office
delivery protocol acceptable. On the post-treatment Exit Questionnaire, most participants
reported that eight sessions was appropriate (n= 12, 70.6%); some preferred more sessions
(n = 4, 23.5%); and only one participant preferred fewer sessions (6%). The Exit
Questionnaire also asked participants about their preferences for treatment setting. Seven
participants (41%) would have preferred to complete AIM at home, six (35%) preferred the
office delivery, and 2 (12%) had no preference. Of note, many of our participants were
either students or unemployed and thus more likely to be able to comply with the office
protocol.

Three participants withdrew from AIM (15%), and four withdrew from the PC (33%). Both
groups attended a similarly high number of sessions (AIM: M= 7.3. SD = 1.86; PC: M= 6.4,
SD =2.61; p = .3). At post-treatment, the AIM group reported high levels of satisfaction on
the CSQ (M = 26.2, SD =3.9), which met our benchmark of a total score of 24. On the Exit
Questionnaire (items rated from 0 to 7), the AIM group rated the program overall as being
moderately helpful with anxiety in social situations (M = 4.1, SD = 1.65). When examining
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each AIM component separately, participants rated the CBM-A dot probe task as not very
helpful (M = 2.7, SD = 2.23), compared to the CBM-I task (M = 5.3, SD = 1.72).

Discussion
To our knowledge, this is the first RCT to examine a combined CBM for attention and
interpretation for SAD. AIM demonstrated promising efficacy, with the between-group
effect size for change in social anxiety symptoms comparable to previous CBM treatments
(6, 7), as well as pharmacological and CBT treatments for social anxiety (16, 26). Moreover,
large effects also emerged on our behavioral measure of social anxiety, i.e., blind ratings of
impromptu speech quality. This study is now the third to demonstrate efficacy of CBM-A
(6, 7) and the second for CBM-I in a clinical SAD sample (9). Moreover, it is the first RCT
of CBM to show changes on a behavioral outcome measure.

This study is also the first to systematically examine the credibility and acceptability of
CBM as a treatment for adults with SAD. Ratings of credibility and acceptability met our
benchmarks. At baseline, participants rated CBM's credibility and their expectancy for
improvement in the moderate range. At post-treatment, 75% of AIM participants believed
they had received a treatment compared to 36% in the placebo group. These rates for both
groups are higher than previous CBM randomized trials. We attribute this to the fact that
participants received CBM-I, in addition to CBM-A. CBM-I appears to be more face valid,
and indeed, Brosan and colleagues’ (9) open trial of CBM-A-I suggests that patients
receiving CBM-I identified a pattern in CBM-I. Additionally, higher rates in the current
study may be due to the efforts we made to enhance credibility (i.e., providing
psychoeducation and rationale). Finally, credibility and expectancy ratings at baseline
correlated with change in social anxiety symptoms. Patient expectations and, in some cases,
perceived credibility of a treatment have previously been related to treatment outcome (22),
including for SAD (27). Thus, efforts toward enhancing CBM's credibility and expectancy
may also enhance its efficacy.

Regarding acceptability of the AIM protocol, participants from both primary clinics and the
community were willing to attend sessions without compensation. However, as expected,
attrition rates were higher in this community sample (22%) compared to previous CBM
trials in which participants were paid for session attendance (0% to 8%). Attrition rates in
the current study were more in line with CBT treatments for anxiety (23%) (26). Participants
were mostly satisfied with AIM, and total scores on the satisfaction questionnaire met our
benchmarks. Results from the exit questionnaire suggest that participants found the CBM-I
task more helpful than the CBM-A task.

These findings should be interpreted in the context of the study's limitations. The study was
designed as a small, pilot trial. The small sample size had a number of implications. First,
random assignment yielded unequal numbers of participants in each group, and thus
conclusions regarding group differences are based on a relatively smaller placebo group.
Second, the effect sizes should be interpreted with caution given that effect sizes from small
samples are known to be unreliable (28). Larger studies are needed to confirm AIM's
efficacy. Third, the current study was unable to test proposed mediators due to our small
number of participants with complete attention and interpretation bias assessment data.
Previous trials using almost identical protocols have demonstrated that changes in attention
and interpretation biases were the mechanisms of change. Although there is no reason to
believe that results would be different in the current study, we cannot confirm this was the
case. Finally, although the inclusion of both CBM-A and CBM-I allowed us to assess
acceptability of two components of treatment within one study, it also prevented us from
assessing acceptability for each component in isolation. For example, given the low
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perceived helpfulness ratings of CBM-A, it is possible that attrition rates would be higher
for a study examining CBM-A in isolation in a community sample.

Despite these limitations, the current results suggest a number of potential changes that may
enhance CBM protocols. First, the combined protocol demonstrated efficacy on self-report
and behavioral measures, suggesting that future CBM treatment packages may benefit from
targeting multiple biases (although future studies directly testing the superiority of combined
treatment are still needed). Second, participants were satisfied with eight sessions, and some
even preferred 12 sessions. Given that participants in AIM demonstrated a gradual decrease
in social anxiety over the 8 sessions, it is possible that more sessions would result in
continued improvement. Thus, protocols may be enhanced by having an option for more
sessions or booster sessions. Participants’ preference for delivery setting was split between a
provider's office and home. Since it is feasible to deliver CBM-A at home (29), an ideal
protocol may be to provide patients with both options when delivering CBM. Finally, efforts
toward enhancing the perceived usefulness of CBM-A are warranted. This may be
accomplished by enhancing the treatment rationale provided and/or by creating a more
engaging task (e.g., increase variety of stimuli, establish reaction time goals).

Conclusions
AIM, a combined CBM-A/CBM-I treatment, was efficacious compared to a placebo control
as measured by self-report and behavioral measures. Individuals with SAD found the AIM
protocol acceptable and reported high satisfaction. Credibility ratings were modest. Further
enhancing CBM's credibility and acceptability is an important pursuit given CBM's potential
accessibility and unique features (e.g., standardized computerized delivery, no therapist
contact, low demands on patients, brevity). These results add to the growing literature
supporting CBM as a treatment for SAD. Thus, CBM may be an important part of our
portfolio (see (31)) of treatments as it may be useful for patients who do not respond to or
cannot access current treatments and for patients or providers who find existing treatments
unacceptable.
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Appendix

Treatment Rationale
How does AIM reduce anxiety?

AIM is different from most treatments. It's not medication or talk therapy. AIM changes
how you think and mentally respond to everyday things in your life- your mental habits.
AIM changes mental habits in a new way that may be better than past treatments. These
mental habits are often hard to control. For example, people with anxiety have a tendency to
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focus their attention on negative information. They also tend to interpret ambiguous
information as negative. This habit is so automatic that it is very difficult to “catch” or
change on purpose.

However, just like other habits like typing or riding a bicycle, with practice we can change
these mental habits and have new “non-anxiety related” habits become automatic.

Attention bias—People differ in how they focus their attention. What you pay attention to
plays an important role in how safe or unsafe you feel. If you tend to focus your attention on
negative aspects of a situation or cues that might signal danger, you will be more likely to
become excessively anxious. Also, the more you look for something, the more likely it is
that you will find it; so if you are always looking for signs of danger, you will be more likely
to see danger.

Interpretation bias—People differ in how they interpret ambiguous information in their
environment as well. An interpretation bias, or a tendency to interpret situations negatively,
also plays an important role in how safe or unsafe each situation seems to you. If you tend to
think of situations as negative, you will be more likely to become excessively anxious.
Because in everyday life many situations are ambiguous, a negative interpretation bias will
lead to most situations being seen as negative. Moreover, by expecting a negative outcome
people with anxiety often create what is called a “self-fulfilling prophecy.” For example, if
you walk into a party and expect people will not talk to you, you may be cold to them, and
as a result, it is more likely that they will not talk to you.

Why Practice?—The AIM programs are very simple and seem like a repetitive computer
game. AIM is similar to those “brain games” that improve memory or attention. Most people
think it is weird at first, and you will not understand the purpose of the tasks. That's normal!
Gaining control over automatic mental habits is like strengthening a muscle in your body, it
takes regular training. As you repeat this training each day, it will become easier to do, and
you will be faster and more accurate.
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Figure 1.
Participant Flowchart
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Figure 2.
Change in LSAS-SR
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Figure 3.
Change in Speech Performance
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Table 1

Demographic Characteristics

N (%)

AIM (n = 20) PC (n = 12)

Female 16 (80%) 8 (67%)

Age (M, SD) 37 (18.4) 38 (11.4)

Ethnicity/Race

    Caucasian 15 (75%) 9 (75%)

    Latino/Hispanic 1 (5%) 3 (25%)

    African American 3 (15%) 0 (0%)

    Asian 2 (10%) 0 (0%)

Highest Education Level

    High School or GED 13 (65%) 3 (25%)

    College Degree 7 (35%) 9 (75%)

Occupation

    Unemployed 4 (20%) 3 (25%)

    Employed 7 (35%) 8 (67%)

    Student 5 (25%) 1 (8%)

    Retired 2 (10%) 0 (0%)

Current Treatment

    Pharmacotherapy only 3 (15%) 3 (25%)

    Non-CBT Psychotherapy only 1 (5%) 3 (25%)

    Combined Treatment 3 (15%) 4 (33%)

Note. Ethnicity percentages total over 100% due to one participant who reported both African American and Latina race/ethnicity. College Degree
comprises Associates or Bachelor-level degrees. Of note, many of the AIM participants were in college during the study and anticipating college
degrees.
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Table 2

Acceptability and Satisfaction of AIM (n=17)

M (SD)

CSQ: Satisfaction 26.2 (3.96)

Exit Questionnaire (0 = not at all to 7 = very much)

    Helpfulness for anxiety in social situations 4.1 (1.65)

    Usefulness of CBM-A task 2.7 (2.23)

    Usefulness of CBM-I task 5.3 (1.72)

Note. AIM = Attention and Interpretation Modification; CSQ = Client Satisfaction Questionnaire. Three participants did not complete post-
treatment questionnaires.
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