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Abstract

We designed and pilot-tested a group-based, work-related cognitive-behavioral therapy (WCBT) 

for unemployed individuals with social anxiety disorder (SAD). WCBT, delivered in a vocational 

service setting by vocational service professionals, aims to reduce social anxiety and enable 

individuals to seek, obtain, and retain employment. We compared WCBT to a vocational services 

as usual control condition (VSAU). Participants were unemployed, homeless, largely African 

American, vocational service-seeking adults with SAD (N=58), randomized to receive either eight 

sessions of WCBT plus VSAU or VSAU alone and followed three months post-treatment. 

Multilevel modeling revealed significantly greater reductions in social anxiety, general anxiety, 

depression, and functional impairment for WCBT compared to VSAU. Coefficients for job search 

activity and self-efficacy indicated greater increases for WCBT. Hours worked per week in the 

follow-up period did not differ between the groups, but small sample size and challenges 

associated with measuring work hours may have contributed to this finding. Overall, the results of 

this study suggest that unemployed persons with SAD can be effectively treated with specialized 

work-related CBT administered by vocational service professionals. Future testing of WCBT with 

a larger sample, a longer follow-up period, and adequate power to assess employment outcomes is 

warranted.
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 Introduction

Social anxiety disorder (SAD) has been linked to deficits in occupational functioning 

(Bruch, Fallon, & Heimberg, 2003). Over 90% of people with SAD report significant 

impairment in one or more areas of occupational functioning (Turner, Beidel, Dancu, & 

Keys, 1986) including turning down job offers or promotions (Stein & Kean, 2000), reduced 

work performance and productivity, and high rates of absenteeism (Wittchen, Fuetsch, 

Sonntag, Muller, & Liebowitz, 2000). Occupational success in individuals with SAD is also 

limited by their lowered educational achievement (Stein & Kean, 2000). Two recent 

longitudinal studies provide further support for the significant relationship between social 

anxiety and protracted unemployment (Moitra, Weisberg, Keller, & Martin, 2011; Tolman et 

al., 2009).

We postulate that SAD interferes with job attainment and retention for several reasons 

including but not limited to: reduced job qualifications related to less education and training; 

job interview-related anxiety and avoidance; limited social networks to provide job leads; 

and problems retaining work due to limited social connections with co-workers. It is also 

likely that lowered self-esteem and embarrassment related to unemployment often increase 

social evaluative concerns, which likely results in a negative feedback loop that further 

strengthens the relationship between social anxiety and unemployment.

The main evidence-based psychosocial treatment for SAD is cognitive-behavioral therapy 

(CBT). The efficacy of CBT for SAD has been well documented in meta-analytic reports 

and it can be delivered in both group and individual formats with similar outcomes 

(Acarturk, Cuijpers, van Straten, & de Graaf, 2009). Of particular relevance to the current 

investigation is that while the primary benefits of CBT for SAD involve reductions in social 

anxiety symptoms, occupational and other functional targets are often left in need of further 

improvement (Blanco et al., 2010). Further, many individuals with SAD do not receive CBT 

(Wang et al., 2005). Treatment utilization is even lower among minorities (Neighbors et al., 

2007) and the poor (Alegria, Bijl, Lin, Walters, & Kessler, 2000).

One potential method of improving access to CBT is to offer it in non-mental health venues 

that are less stigmatizing and often more accessible than traditional mental health centers. 

Relevant to the present investigation, vocational service centers offer a promising site to treat 

individuals whose job attainment have been compromised by SAD. CBT targeting both 

mental health symptoms and employment problems has been successfully implemented in 

vocational rehabilitation settings (Brewin, Collins, & Papageorgis, 2011; Della-Posta & 

Drummond, 2006; Vinokur, Schul, Vuori, & Price, 2000). Among the most thoroughly 

evaluated of these programs is the Winning New Jobs Program (JOBS; Vinokur et al., 2000) 

a short-term, group intervention designed to improve job acquisition and retention and 

prevent the development of depression among recently unemployed workers. The JOBS 

program has significantly improved employment outcomes and prevented depression among 

participants (Vinokur et al., 2000). It is important to note that the JOBS program and most 

other similar programs focus on prevention of mental health problems and/or reducing 

symptoms (Vinokur et al., 2000) in comparison to the very few programs that target job-

seekers with diagnosed mental disorders (Lagerveld & Blonk, 2012). Finally, no existing 
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programs targeting mental health barriers to employment focus on SAD or are delivered 

exclusively by vocational service professionals.

This project involves pilot-testing of a group-based, work-related cognitive-behavioral 

therapy (WCBT) for unemployed individuals with SAD. WCBT is informed by the JOBS 

intervention and is designed for delivery in a vocational service setting by vocational 

services professionals. In the present investigation, mostly minority, homeless, impoverished 

job-seekers with SAD were randomly assigned to either standard vocational services 

accompanied by WCBT or to a vocational service as usual (VSAU) control condition. We 

predicted that participants assigned to the WCBT(+VSAU) group would experience reduced 

social anxiety and improved employment-related outcomes compared to VSAU alone.

 Method

 Design

Fifty-eight participants with SAD were randomized to either WCBT or VSAU at a 

vocational rehabilitation center (Jewish Vocational Services Detroit – JVSD). WCBT 

sessions were provided concurrently with vocational services but were scheduled during the 

business day when standard vocational services were not offered. Participant enrollment 

took place between May, 2010, and December, 2011. Participants completed structured 

diagnostic interviews and assessments at baseline (BL), immediately post-treatment (PT), 

and 3-months post-treatment (FU). Final follow-up interviews were completed in March, 

2012. Assessment personnel were blinded to participants’ treatment condition. As required 

by the human subjects committee, the consent document informed participants that they 

could be assigned to one of two conditions, usual services or usual services plus CBT 

sessions.

 Participants

Participants were unemployed, vocational service-seeking adults with SAD. Human subjects 

approval was granted through the Institutional Review Board. Written informed consent was 

obtained, and all participants received $40 for each assessment; WCBT participants also 

received $10 for each group session attended to offset transportation costs and as an 

incentive to complete weekly symptom and WCBT adherence ratings. Participants were 

excluded if they met criteria for current substance dependence, used opiates or freebase 

cocaine, had active psychotic or manic symptoms deemed to interfere with group 

participation, or reported suicidal/homicidal ideation with imminent risk.

Eligible participants were recruited and assembled into cohorts of approximately 6 

individuals. Once a cohort was assembled, cohort members were directed to meet together at 

JVSD to learn if they were randomized to WCBT or VSAU alone. Of the 85 eligible 

individuals recruited into cohorts, 58 (68.2%) attended the randomization meeting and were 

randomized to condition using opaque sealed envelopes drawn by a research associate noting 

either WCBT or VSAU. For cohorts randomized to WCBT, the first session immediately 

followed the randomization meeting. Reasons for failing to attend the randomization 

meeting are summarized in Figure 1. Individuals who did not attend the randomization 

Himle et al. Page 3

Behav Res Ther. Author manuscript; available in PMC 2016 April 30.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



meeting did not significantly differ from those who did attend on any demographic or 

clinical characteristic. The number of individuals in each cohort who attended the 

randomization meeting ranged from 2 to 7 (M = 4.14, SD = 2.39) and did not differ by 

condition. Table 1 presents baseline characteristics of the 58 successfully randomized 

participants.

 Treatment Conditions

Seven cohorts (n=29) received WCBT and seven cohorts (n=29) received VSAU. WCBT 

cohorts received eight, two-hour sessions held twice weekly over the course of four weeks in 

addition to standard vocational services. VSAU participants received standard vocational 

services which included, but were not limited to, career assessment, résumé construction, job 

interviewing skills, and job placement assistance. As a result of participating in the WCBT 

sessions, WCBT participants received up to 16 hours of additional professional contact 

compared to those assigned to VSAU.

 Intervention

WCBT design efforts began with Heimberg and Becker’s (Heimberg & Becker, 2002) 

manualized group CBT for SAD. We also utilized the JOBS program manual (Vinokur et al., 

2000) to inform our intervention. WCBT involves psychoeducation, cognitive restructuring, 

and exposure exercises. WCBT also includes limited social skills training related to the work 

environment.

Session 1 of WCBT involves psychoeducation related to SAD and its effect on employment. 

Session 2 primarily involves instruction in the identification of automatic thoughts. Session 

3 involves further discussion about how SAD relates to the world of work and instructs 

participants in constructing rational responses to their automatic thoughts. Sessions 4 

through 8 include a psychoeducational topic related to the world of work, in-session 

exposure as well as cognitive restructuring, and homework exercise planning (contact 

corresponding author for a full description of WCBT and the study protocol).

 Therapists

Three vocational services employees served as WCBT group leaders. There were two 

leaders for each WCBT session. Two leaders completed approximately 50 hours and the 

third received 30 hours of training with specialists in CBT for anxiety disorders. Weekly 

supervision occurred throughout the project.

 Assessments

Trained assessors had at least a master’s degree in a mental health-related field. Major 

outcomes were measured at baseline (BL), post-treatment (PT) and at follow-up (FU). All 

assessments were conducted at JVSD. PT assessments were conducted 4 weeks after 

randomization and FU assessments were conducted 12 weeks after PT for all participants.
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 Measures

 Psychiatric Diagnoses—The Structured Clinical Interview for DSM-IV Axis-1 

Disorders – Patient Edition (SCID-I/P; First, Spitzer, Gibbon, & Williams, 1995) was used 

to determine the presence of SAD and a range of other psychiatric disorders. The SCID was 

administered at BL, but only the social anxiety section of the SCID was administered at PT 

and FU. The SCID also provides a symptom severity rating for SAD which was 

administered at BL, PT and FU.

 Measures of social anxiety—The primary measure in this realm was the Liebowitz 

Social Anxiety Scale (LSAS; Liebowitz, 1987). The LSAS assesses fear and avoidance of 

social interaction and performance situations and was administered at BL, PT and FU. 

Scoring ranges from: moderate (55–65); marked (66–80); severe (81–95); to very severe 

(greater than 95). For the present study, we created ten additional questions, modeled after 

the LSAS that were specifically designed to measure fear and avoidance of work-related 

social situations. These questions yielded fear and avoidance sub-scores (current sample 

alpha = .81 to .90 and .79 to .87, respectively), in addition to a total score of work-related 

social anxiety (current sample alpha = .89 to .92).

The Mini Social Phobia Inventory (Mini-SPIN; Connor, Kobak, & Churchill, 2001) was 

administered as a screening instrument and as a measure of social anxiety symptoms at BL, 

PT and FU. Prior research on the Mini-SPIN indicates that nearly 90% of persons scoring 6 

or more meet structured interview criteria for generalized SAD (Connor et al., 2001). In the 

present study, we utilized a cut-off score of 4 or greater as a screening threshold given that 

our research with this population indicates that a score of 4 maximizes sensitivity and 

specificity and produces a diagnostic accuracy rate of 83.4% (Levine et al., 2013).

The Brief Fear of Negative Evaluation scale (BFNE; Leary, 1983) was administered to 

WCBT participants weekly throughout treatment to monitor session-by-session changes in 

social anxiety.

The Clinical Global Impression Scale (CGI) - Symptom Severity Rating (Guy, 1976), 

modified to rate the severity of SAD (Zaider, Heimberg, Fresco, Schneier, & Liebowitz, 

2003) was used to assess the overall severity of participants’ social anxiety symptoms at BL, 

PT, and at FU. The CGI rates severity of illness within the last week using a seven-point 

categorical scale, ranging from 1 (normal, not at all) to 7 (among the most extremely ill 

patients).

 Measures of other psychiatric symptoms—General anxiety was measured by the 

Beck Anxiety Inventory (BAI; Beck & Steer, 1991), and depressive symptoms were 

measured via the Patient Health Questionnaire (PHQ-9; Kroenke, Spitzer, & Williams, 

2001). Both questionnaires were administered at BL, PT and FU.

 Measure of functioning—Overall disability was measured at BL, PT and FU using the 

Sheehan Disability Scale (Sheehan, Harnett-Sheehan, & Raj, 1996).
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 Measures of employment—Measures of work status and time to re-employment were 

collected at PT and FU using a modified version of a work activity questionnaire designed 

by Vinokur and colleagues (2000). This questionnaire also inquired about the number of job 

interviews and job applications completed during the follow-up period. Job search self-

efficacy and motivation were measured at PT and FU using Vinokur et al.’s (2000) scales. 

These scales assessed job search self-efficacy (current sample alpha = .88 to .92) and job 

search activities (current sample alpha = .86 to .89). Average number of paid hours worked 

per week was assessed via participant self-report.

 Measures of other treatment—The Morisky Adherence Measure (Morisky, 1986) 

was used to assess medication use throughout the trial. Finally, study-specific recording 

forms tracked the number and type of JVSD services utilized by participants.

 Treatment Integrity

Trained independent evaluators with at least a master’s degree and experience in CBT, rated 

WCBT fidelity using a modified version of the Treatment Adherence Scale (TAS) for SAD 

which measures both protocol adherence and therapist competence (Hope, VanDyke, 

Heimberg, Turk, & Fresco, 1999). TAS modifications included specific reference to 

vocational content. TAS ratings range from 1 (ineffective) to 5 (extremely effective). A 

rating of 4 to 5 is considered within protocol.

 Data Analysis

Appropriate to the cluster-randomized design and delivery of the intervention in groups, 

multilevel modeling (MLM; Raudenbush & Bryk, 2002) was used. Between-cohort 

variability was minimal for anxiety outcomes (intraclass correlation (ICC) < .01) but larger 

for depression (ICC = .07) and work hours (ICC = .05), indicating that a multilevel, mixed 

effects analytic approach was needed. Estimation used full information maximum likelihood 

(FIML), in HLM 7 (Raudenbush, Bryk, Cheong, & Congdon, 2011). Three-level MLM 

accommodated 3 assessments over time (level 1) for each of the 58 individual participants 

(level 2), nested within the 14 cohorts (level 3) randomized to WCBT or VSAU. At level 1, 

time (days since baseline) was centered at the 3-month follow-up assessment, to provide an 

estimate of intervention effects at this final point. Models incorporated random estimates of 

intercepts and slopes to fit each participant’s pattern of scores over time. At level 2, models 

incorporated individuals’ baseline scores on the dependent variable as covariates. Condition 

(WCBT vs. VSAU) was entered at level 3, reflecting random assignment at the cohort level. 

Effect sizes (d) for condition effects on the cohort-average intercepts (3-month follow-up) 

and slopes were calculated as B divided by the intercept or slope SD, respectively, from a 3-

level model containing only time and the baseline covariate (Raudenbush & Liu, 2001).

All analyses involved the complete sample of 58 individuals who attended the randomization 

meeting, including the 3 assigned to the WCBT condition who attended less than 2 treatment 

sessions. The original design planned for 60 individuals in 10 randomly assigned cohorts of 

6, which would have provided statistical power of .8 to detect as significant at two-tailed p 
< .05 a large condition effect (d > 0.99), assuming a moderate intraclass correlation of .05 

(Raudenbush & Liu, 2001). Because approximately one third of enrolled participants did not 
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attend the initial meeting to learn of their cohort’s randomization, it was necessary to extend 

recruitment to 14 cohorts, resulting in 58 participants. With 14 cohorts, each with an average 

of 4 participants, power of the final design remained virtually identical: .8 to detect a slightly 

smaller condition effect (d ≥ 0.96).

 Missing Data

PT interviews were conducted with 50 of the 58 participants (86.2%); 25 of 29 in both 

WCBT and VSAU. Three-month FU interviews were conducted with 42 participants 

(72.4%); 22 of 29 in WCBT and 20 of 29 in VSAU. Both PT and FU interviews were 

completed with 39 of the 58 participants (67.2%); 20 WCBT and 19 VSAU. One participant 

who dropped out of treatment was interviewed at FU; the other two could not be located. 

There were no significant condition differences in interview completion, and no differences 

between individuals who completed PT and FU interviews and those who were missing one 

or both. To avoid bias and optimize statistical power, all cases were included in outcome 

analysis, using expectation maximization methods appropriate for repeated measures data, 

estimating missing values from available data on all outcome, demographic and clinical 

assessment variables (Schafer & Graham, 2002). Missingness was assumed to be completely 

random (Little’s MCAR chi square = 166.76, p = 1.00). Pattern mixture modeling (Enders, 

2010) detected no significant effects attributable to patterns of missingness and no effects of 

Missingness x Condition interactions.

 Results

 Participants

Randomization was successful in producing equivalent groups. The 58 participants 

randomly assigned to WCBT (n=29) and VSAU (n=29) did not differ significantly on 

Bonferroni-adjusted comparisons of baseline demographic or clinical characteristics or on 

continuous outcome variables measured at baseline. There were no condition differences on 

the amount or type of vocational services received at JVSD or the duration of engagement in 

the overall JVSD program. Baseline demographic and clinical characteristics of participants 

in each condition are reported in Table 1, and outcome variables across time and condition 

are reported in Table 2.

 Outcomes by Condition over Time

Results of 3-level MLM on all outcome variables are shown in Table 3. Tabled results are 

from MLM with FU set as the intercept term; results of alternative MLM with PT as the 

intercept were very similar, indicating that WCBT effects had emerged as significant by PT 

and were maintained through FU. Coefficients were negative for all mental health measures, 

indicating lower FU means and more rapidly declining scores for WCBT than VSAU. All 

FU differences between WCBT and VSAU were significant, with large effect sizes ranging 

from d= −0.86 to −1.37. Within the WCBT condition, mean change from baseline to FU on 

the LSAS was −19 points (−0.60 SD); for other outcomes, mean change was −10.97 points 

on the BFNE (−0.86 SD), 4.86 points on the BAI (−0.38 SD), and −4.76 points on the PHQ 

(−0.59 SD). Coefficients for job search activity and search self-efficacy were significant and 

positive, indicating higher follow-up levels and greater increases for WCBT than VSAU; 
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effect sizes were large – d=1.12 and 1.20, respectively. Given the small sample size of this 

pilot study, we did not anticipate condition effects on employment outcomes; as expected, 

coefficients for work hours were not significant, and the proportion who reported having 

worked for pay in the 12 weeks prior to FU (44, or 75.9%) did not differ by condition. 

However, WCBT work hours were higher than VSAU at both PT and FU; at PT, the 

difference was nearly significant (t(56) = 1.98, p = .06).

The proportion meeting diagnostic criteria for SAD declined for WCBT from 100% to 

82.8% but remained constant at 100% for VSAU; this comparison was statistically 

significant; x2(1, N = 58) = 5.47, p = .02.

 Intervention Fidelity, Acceptability and Process

WCBT treatment fidelity ratings (23 of 56 WCBT sessions rated) yielded an average overall 

rating of 4.23 (SD=0.66), which is above the within-protocol threshold (Hope et al., 1999). 

At PT, WCBT participants’ satisfaction with the intervention was high: mean ratings of 

overall satisfaction (M = 4.92; SD = 1.26) and willingness to recommend to others (M = 

4.72; SD = 1.67) were rated as “very satisfied.”

Finally, session attendance was high. Only three individuals (10%) dropped out of WCBT, 

and the remaining 26 who were assigned to WCBT attended at least five of the sessions; 16 

(55%) attended all eight. Mean number of sessions attended was 7.38 (SD = 0.98).

 Discussion

The findings from this pilot randomized trial suggest that SAD can be treated using a 

specialized work-related group CBT led by vocational service professionals in a vocational 

service center. Confidence that WCBT exerts a significant effect over and above VSAU is 

supported by significant improvement on all measures of social anxiety, general anxiety, 

depressive symptoms, overall symptom severity, and measures of functioning. Perhaps more 

importantly, job-search behaviors and job search self-confidence also significantly improved 

with WCBT compared to VSAU. Clinical significance was demonstrated by the large effect 

sizes obtained for WCBT which were comparable to prior studies of CBT for SAD 

(Acarturk et al., 2009). WCBT participants reported high satisfaction ratings, and retention 

rates exceeded those reported in most other studies of group CBT for SAD (Acarturk et al., 

2009). Finally, WCBT was also delivered with high fidelity to the treatment model.

The results also add to the literature supporting the benefits of vocational service center-

based CBT designed to improve mental health symptoms and employment-related variables 

(Della-Posta & Drummond, 2006; Vinokur et al., 2000). It is also important to note that 

these promising outcomes were attained with homeless study participants, most of whom 

suffered from co-occurring mental health and substance-use disorders, had felony 

convictions and limited educational and vocational attainment histories. WCBT is unique in 

that it was designed and tested in a mostly minority, impoverished population with an eye 

toward future dissemination to the majority population which stands in contrast to the 

common practice of developing interventions in majority populations for later use by 

underserved groups (Proctor et al., 2009).
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WCBT did not significantly improve hours worked per week despite its significant impact 

on job-search behaviors. Comparison of the average number of hours worked per week 

between the WCBT and VSAU was nearly significant in favor of WCBT post-intervention, 

but small sample sizes and limitations with the method of measuring hours worked per week 

may have been responsible for this outcome. The main limitation of the hours worked per 

week measure was that it relied on participants’ ability to recall average number of hours 

worked over the 12-week follow-up period which was likely difficult for those working 

irregular schedules.

Although this trial has many important strengths, there are also limitations that set the stage 

for future study of WCBT. First, in keeping with the community-based, effectiveness design, 

WCBT participants received 16 hours of additional attention from vocational service 

professionals over those assigned to VSAU. Given that SAD has not been found to be 

responsive to attention placebo conditions (Acarturk et al., 2009), it is not likely that the 

effects of WCBT result primarily from the additional time with providers as opposed to 

CBT-specific content, but this is uncertain. Second, given that many mental health symptoms 

improved along with social anxiety for those assigned to WCBT, it is possible that symptom 

change other than change in social anxiety mediated the effect of WCBT on employment 

related variables. Our sample size did not allow for examination of these potential mediation 

effects, indicating the need for future large-scale studies of WCBT. Third, improvements in 

social anxiety symptoms, although statistically significant, still left several members with 

moderate symptom levels post-WCBT, suggesting that a longer course of WCBT might be 

indicated. Fourth, the relatively short follow-up period did not provide the opportunity to 

evaluate employment and mental health effects over the long term. Clearly, future long-term 

studies of WCBT are needed. Fifth, modest weekly incentives for transportation and 

completing weekly assessments may have influenced WCBT retention although this is 

uncertain. Finally, the sample presented minimal variability on race-ethnicity, prior 

employment, and other demographic characteristics and as such we found no significant 

effect differences for any of these or other potential moderators, including psychiatric 

comorbidities and psychotropic medication use. Future investigations using larger and more 

diverse samples would provide more definitive tests of moderator effects.

The above limitations notwithstanding, the study has several important strengths including: 

its unique sample; significant improvements on all social anxiety and mental health 

symptom assessments; significant improvements in employment-related variables; strong 

WCBT participant retention; and a sustainable intervention that can be delivered with 

fidelity by vocational service professionals. Finally, we believe that WCBT’s focus on social 

anxiety is particularly timely given that our economy is becoming more service-based (U.S. 

Department of Labor Bureau of Labor Statistics, 2005) and is producing jobs in which the 

ability to comfortably and skillfully interact with others is particularly important.
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Work-Related Cognitive-Behavioral Therapy (WCBT) is highly accepted

WCBT was delivered successfully in an impoverished, minority, unemployed 

sample

WCBT improves social anxiety, general anxiety and depression over care as 

usual

WCBT increases job-seeking behavior WCBT increases job-search self-

confidence
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Figure 1. 
Flow of participants through study phases.
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