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Thesis Abstract 

Chapter One: Literature Review 

This chapter reviews the research surrounding the prevalence of comorbid social phobia 

in people diagnosed with schizophrenia. It then critically evaluates the eight studies that 

have specifically explored the relationships, if any, between social phobia and psychotic 

symptoms. The review surmises that the research findings are inconsistent, which seem 

to be attributable to methodological differences between all the studies in terms of 

participant selection, chronicity of psychotic symptoms and lack of consistent measures. 

Chapter Two: Research Report 

This study investigates attentional processing, the influence of social phobia and the 

ability to use Theory of Mind (ToM: tfie ability to infer other people's mental states and 

behaviour) in people diagnosed with their first episode of psychosis, when compared to 

healthy matched controls. The results showed that the first episode group attended 

towards negative evaluation, somatic sensations, physical threat, but not social situation 

word groups. Social phobia was highly prevalent in the first episode of psychosis cohort 

(37%) and this anxiety disorder was unrelated to psychotic symptoms. ToM processing 

was impaired in the first episode group. ToM was not related to social phobia symptoms, 

but was related to social functioning. 

Chapter Three: Critical Appraisal 

This section presents an overview of the experiences and personal reflections of the work 

that constitutes this thesis and includes the main personal leaming points. 

Abstract Word Count: 221 
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A Review of the Literature Exploring Comorbid Social 

Phobia in Schizophrenia 

Abstract 

A review of the literature investigating the phenomenon of comorbid social phobia in 

individuals diagnosed with schizophrenia was conducted. First, it briefly considers 

the research surrounding the prevalence rates of comorbid social phobia in 

schizophrenia. The main emphasis of the review is on whether comorbid social 

phobia is related to the positive and negative symptoms associated with this condition 

and/or whether this anxiety disorder is a psychological reaction to being diagnosed 

with schizophrenia. It provides an up-to-date synthesis of the limited research 

currently available in this area and critically evaluates the studies and their findings. 

The review concludes that there is convincing support for the presence of comorbid 

social phobia in schizophrenia. The emerging evidence however is conflicting as to 

whether comorbid social phobia is intrinsic in the schizophrenia spectrum or a 

separate anxiety disorder. This is in part due to methodological differences between 

the studies. Overall, the review concludes that comorbid social phobia in psychosis is 

a serious and pervasive disorder that either occurs independently of, together with, or 

as a reaction to, being diagnosed with such a serious disabling psychiatric disorder. It 

recommends more research in the area and the need for social phobia to be recognised 

and treated as part of the care package for people diagnosed with psychosis. 
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-A Review of the Literature Exploring Comorbid Social 

Phobia in Schizophrenia 

Introduction 

Psychosis is a complex and severe health problem with an organic and/or emotional 

origin. Peters, Joseph and Garety (1999) have argued that the symptoms of psychosis 

are experienced on a continuum from normal levels to a severe and disabling form. 

Maphosa and Kuipers (2004) detailed that the most common form of psychosis is 

schizophrenia, with the difficulties experienced comprising positive (e. g., 

hallucinations, delusions and thought disorder) and negative (e. g., self-neglect, social 

withdrawal and affective flattening) symptoms. Schizophrenia is in itself a multi- 

dimensional complex disorder including other s ymptoms such as anxiety and 

depression (Andreasen, 1995) and is the condition most often explored by the 

psychosis research. 

Social phobia, together with other anxiety disorders such as obsessive-compulsive 

disorder and panic, are comorbid conditions often associated with schizophrenia (e. g., 

Cassano, Pini, Saettoni, Rucci & Dell'Osso, 1998; Turnbull & Bebbington, 2001). 

Social phobia is in itself a serious condition commonly characterised by high levels of 

social, educational and occupational impairment (Heimberg, Stein, Hiripi & Kessler, 

2000). Social phobia is defined as a "marked and persistent fear of one of more social 

or performance situations in which the person is exposed to unfamiliar people or to 

possible scrutiny by others" (American Psychiatric Association, 1994, p. 411). There 

are two distinct subtypes of this anxiety disorder, namely 'specific' and 'generalised' 
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(Lydiard, 2001). The former is generally confined to one fear, usually public 

speaking, and the latter is a pervasive form of the illness associated with several 

social anxiety fears. Brown and Barlow (1992) suggested that 'generalised' social 

phobia is often associated with comorbid anxiety, mood or psychiatric disorders, such 

as schizophrenia. 

The research investigating comorbid social phobia in schizophrenia suggests that 

patients experience severe disabilities including a greater risk, when compared t. o 

those patients with schizophrenia without social phobia, of suicide (Pallanti, 

Quercioli, & Hollander, 2004), reduced social functioning (Blanchard, Mueser & 

Bellack, 1998), lower self-esteem (Guniley, O'Grady, Power & Schwannauer, 2004), 

social isolation and difficulty forming long-term relationships (Penn, Hope, Spaulding 

& Kucera, 1994). Despite this severity, Voges and Addington (2005) stated that the 

factors contributing to the development of comorbid social phobia in psychosis are 

not clear. 

Indeed, comorbid social phobia often goes unrecognised in schizophrenia and 

consequently is rarely a target of treatment. Cassano et al. (1998) proposed that the 

validity of comorbid diagnoses is questionable due to the side effects associated with 

medication and possible overlapping of symptoms. They suggested that the primary 

diagnosis of schizophrenia often dominates clinical attention resulting in any 

comorbid anxiety disorders being viewed as less important or a non-specific 

epiphenomenona of the condition. Halperin, Nathan, Drummond and Castle (2000) 
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argued that social phobia is often considered to be part of the symptornatology of 

schizophrenia or that the treatment priority being placed on the positive and negative 

symptoms. There are also similarities between the symptoms common in social 

phobia and schizophrenia that can be conceptualised by looking at cognitive, 

behavioural and physiological processes. 

In consideration of cognitive processing, persistent positive symptoms such as 

delusions can be characterised by delusions of reference and negative evaluative 

thinking. For example, in the social situation of a surprise party being thrown for a 

person, if this individual were experiencing paranoid ideation then examples of their 

cognitions would be "this is a trap to harm me", "they are all out to get me" or 

perhaps "this is the end" (Chadwick, Birchwood & Trower, 1996). If this person was 

experiencing social phobia, their thoughts would be more in relation to their 

performance in that social situation, e. g., "I must not show that I am nervous", "I 

don't want to appear stupid" or "If I get anxious people wont take me seriously" 

(Clark & Wells, 1995). These cognitions have different themes with the former 

relating to cognitions of threat/harm from others and the latter associated with themes 

of not performing well in social situations. Interestingly, the fear of negative 

evaluation from others is a common characteristic of both social phobia and 

delusions. 

Behaviourally, for example, people diagnosed with schizophrenia, especially those 

experiencing heightened paranoia, may socially withdraw and avoid going out due to 
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beliefs that someone -wants to harm them or that they may receive unwanted 

threatening communications. In social phobia however, the person may chose to 

avoid a social situation because they fear being negatively evaluated by others. Also, 

if a person experiencing social phobia does attend a social event, they tend to adopt 

safety behaviours (Salkovskis, 1991), such as holding their glass tightly so stop their 

hand from shaking. Thus, the difference here is that social phobia is not determined 

by a belief that 'harm' is going to come to them personally or by being overly 

suspicious, it is more likely to be in the guise of the belief that they will perform 

badly and be criticised by others. 

I-Iigh physiological arousal in social situations is a characteristic of both conditions 

(e. g., Clark & Wells, 1995; Morrison, 2001). The cause of such arousal however, 

probably differs as a result of their cognitive appraisal of the situation. People 

diagnosed with psychosis can fear hann or unwanted communications causing them 

to feel scared, tense, nervous and hypervigilant for signs of threat (Chadwick et. al., 

1996). Individuals experiencing social phobia also feel the same physiological 

reactions, but they are caused by fear of negative evaluation and that they won't 

perform well or by actually being in the social situation itself (Clark & Wells, 1995). 

Taken together, it seems fair to suggest that both social phobia and psychotic 

symptoms do share some common characteristics. In support, Morrison (2001) 

argued that the positive symptoms of psychosis could be explained in a cognitive 

framework similar to that of anxiety models, due to the simildrity between these 

8 



psychological conditions. For example, a vulnerable individual, based on cognitive 

and emotional factors, will make characteristic appraisals of 'the self' and the social 

world resulting in the occurrence of specific psychotic symptoms. Morrison 

described the key difference that determines a psychotic presentation is that of 

'cultural unacceptability'. Namely, a delusional belief is if a person's . heart is racing 

and they determine that this is a sign of aliens taking over their body, whereas if they 

decide that they are having a heart attack then this could be indicative of panic 

disorder. Morrison details that a belief that an alien is taking over one's body is not a 

culturally acceptable explanation and it is cognitive appraisals like this that determine 

the disorder. 

Interestingly, the psychosis research investigating social phobia is limited especially 

when compared to obsessive-compulsive disorder, panic and depression (Pallanti et 

a]., 2004). According to Pallanti and colleagues, this has resulted in the clinical 

relevance of social phobia in schizophrenia not being recognised and thus treated. To 

date, there are only two studies (Halperin et al., 2000; Kingsep et al., 2003) looking at 

the efficacy of cognitive behavioural therapy for social phobia in schizophrenia, thus 

providing Urnited evidence-based treatment recommendations (Lawrence, Bradshaw 

& Mairs, 2006). Both of these studies were from the same Australian group of 

researchers and involved a total of 53 patients in total. They both found the 

intervention had a positive impact on general psychopathology, social phobia and 

quality of life. From this work, Halperin et al. surmised that the social impairment 
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influenced by social phobia in schizophrenia is an independent domain and should be 

assessed and treated, alongside the positive and negative symptoms. 

In view of the apparent severity of social phobia in schizophrenia (e. g., Penn et al., 

1994) and the confusion surrounding whether this anxiety disorder is a distinct co- 

occurring condition (Cassano et al., 1998), this review critically evaluates the studies 

exploring the relationships between comorbid social phobia and schizophrenia. 

Within the constraints of this review, prospective studies that have identified that 

heightened social anxiety levels and poor pre-morbid adjustment are factors related to 

people who have gone on to be diagnosed with a psychotic condition (e. g., Jones, 

Rogers, Murray & Marmot, 1994; MaImberg, Lewis, David & Allebeck, 1998, Olin 

& Mednick, 1996) will not be included. The focus will be on investigating the 

literature concentrating on patients with current symptornatology of schizophrenia 

and social phobia and the evidence pertaining to factors and relationships between 

them. 

The Search Strategy 

The electronic databases 'Medline via PUB MED, 'PSYCINFO', 'Web of 

Knowledge' and 'Science Direct' were used to search for the appropriate literature for 

this review. The search terms used were as follows: social anxiety, social phobia, 

schizophrenia, psychosis, delusions, positive symptoms, negative symptoms, both 

independently and a combination of these terms. The searches were limited to the 

past 15 years and spanned 1992 to 2007. Only articles that are published in the 
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English language are included. Whilst reading relevant articles, the reference sections 

were scrutinised for further papers that would inform this review. Emails were also 

sent to leading experts in this field asking for any information or any unpublished 

studies or work in progress. 

The Aims 

The overall aim of this review is to develop a clearer clinical understanding of the 

phenomenon of comorbid social phobia in schizophrenia. The objective is to evaluate 

the current evidence about social phobia comorbidity in schizophrenia to inform not 

only the assessment and treatment processes, but also to identify factors that may play 

key roles in the development and expression of psychosis. To achieve this, the 

literature investigating the prevalence rates of social phobia in the most common form 

of psychosis, namely schizophrenia is briefly discussed. Next, the literature 

specifically looking at whether social phobia is part of the psychosis spectrum, or a 

distinct co-occurring condition or a psychological reaction to being diagnosed with 

psychosis, will be presented and evaluated. It is salient therefore to begin with the 

literature surrounding prevalence rates of social phobia in schizophrenia. 

The Prevalence of Social Phobia in Schizophrenia 

There have been a number of studies exploring the prevalence rates of social phobia 

in patients experiencing schizophrenia. For example, Cosoff and Hafner (1998) used 

the Structured Clinical Interview for DSM-IH-R (SCID-III-R: Spitzer, Williams, 

Gibbon & First, 1992) to diagnose anxiety disorders in their study of 100 inpatients 
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experiencing schizophrenia, schizoaffective disorder or bipolar disorder. They 

reported that of the patients diagnosed with schizophrenia, 17% (10 patients out of 

60) had clinical levels of social phobia. Similarly, Cassano et al. (1998) found that of 

96 patients with current psychotic symptoms in an inpatient setting, 17% (5 out of 31) 

of those experiencing schizophrenia had comor, bid social phobia based on the SCID- 

HI-R. 

Taken together, these inpatient studies clearly demonstrate that social phobia is a 

highly comorbid disorder with schizophrenia. However, there are a number of 

limitations that needs to be considered. Cosoff and Hafner (1998) pointed out that 

there is a selection bias in their study, as those presenting with comorbid anxiety 

disorders in the community may be more likely to be hospitalised due to being seen as 

more of a challenge to community based services. These- authors also suggested that 

people diagnosed with psychosis who are hospitalised represent the most extreme end 

of the disorder, resulting in greater cognitive dysfunction and reduced level of social 

functioning. This impacts on the generalisability of these findings because people 

experiencing psychosis living at home as outpatients may display quite a different 

symptoms presentation. A further limitation is that neither of the studies included a 

reliable and valid psychometric measure to clarify clinical levels of social phobia. 

More recently, prevalence rates have been recorded by outpatient studies (e. g., 

Huppert & Smith, 2005; Pallanti et al., 2004) and early intervention studies (e. g., 

Birchwood, Trower, Brunet, Gilbert, Iqbal & Jackson, 2006; Voges & Addington, 
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2005) using the SCID-IV (First, Spitzer, Gibbon & Williams, 1996). In addition, 

Pallanti et al. used the Liebowitz Social Anxiety Scale (LSAS: Liebowitz, 1987), 

together with other measures of psychological functioning. They found that of the 80 

outpatients with schizophrenia, 36% (29 patients) had comorbid social phobia. 

Huppert & Smith (2005) used the Social Interaction Anxiety Scale (SIAS: Mattick & 

Clarke, 1998) to determine the presence of social phobia in 32 outpatients 

experiencing schizophrenia. This study found that 6 individuals (18%) were 

experiencing clinical levels of this anxiety disorder. Large percentages have been 

reported in the first episode client studies. For example, Voges and Addington 

included the Social Phobia Anxiety Inventory (SPAI: Turner, Beidel, Wolff, 

Spaulding & Jacob, 1996) and found that approximately 60% of the 60 first episode 

patients were experiencing clinical levels of social anxiety. In contrast, Birchwood et 

al. used the SIAS and the Brief Fearbf Negative Evaluation scale (BFNE: Leary, 

1983) to explore the comorbidity of social anxiety in 79 people with a first episode of 

psychosis. They reported that 29% (23 people) were experiencing clinical levels of 

social anxiety based on the SIAS. 

The above outpatient studies also consistently suggest that social phobia is a prevalent 

anxiety disorder in this cohort. It is important to note that the increases in 

percentages when compared to the inpatient research, with the exception of the data 

reported by Huppert and Smith (2005), could be attributable to the use of specific 

social phobia measures. In support, Voges and Addington (2005) only found that 32 

% of their sample met the criteria for social phobia when using the SCID, whereas 
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around 60% were classified with clinical levels of social anxiety using the SPAL 

Interestingly, this first episode study also reported a higher percentage when 

compared to the Birchwood et al. study (60% vs 29% respectively). This 

considerable difference could be due to the SPAI being used in Voges and 

Addington's research and the SIAS in the latter study. To date, only the SIAS has 

been shown to be a reliable and valid measure of social phobia in this client group 

(Huppert, Smith & Apfeldorf, 2002). Indeed Voges and Addington noted that the 

lack of a reliable and valid measure of social phobia for this cohort is a limitation of 

their work. 

Section Conclusion 

The inpatient and outpatient research demonstrates that social phobia is a significant 

co-occurring anxiety disorder in patients experiencing schizophrenia. The variance in 

percentages could be attributed to several factors including the fact that the patients 

experiencing schizophrenia will be in different stages of their condition, which may in 

turn impact on levels of social phobia. The validity and reliability of self-report 

social phobia measures in general needs further research to establish the best measure 

for this anxiety disorder in people with schizophrenia. 

The Factors Contributing to Social Phobia in Schizophrenia 

This part of the review includes six papers that have specifically explored the 

relationships between social phobia and schizophrenia symptoms in inpatient and 

outpatient cohorts. It also describes and evaluates two additional studies looking at 
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whether social phobia occurs as a psychological reaction to the shame and stigma 

associated with the diagnosis of a psychotic illness. Please see Table 1.1. for a brief 

summary of these studies. 

Is Comorbid Social Phobia Related to Schizophrenia Symptoms? 

Penn et al. (1994) explored the phenomenon of social phobia in schizophrenia in 38 

inpatients experiencing a chronic course of schizophrenia. All of the participants 

were undergoing a rehabilitation programme. The study used a variety measures 

including the Fear Questionnaire (FQ: Marks & Mathews, 1979) and a ward version 

of the social phobia sub-scale on the FQ, which was designed specifically for this 

study. Trained researchers, who were blind to the aims of the study, conducted 

behavioural ratings of social anxiety (e. g., eye contact, restlessness, speech rate) 

based on an unstructured role-play where the patients had a 3-minute conversation 

with a stranger to get to know one another. The research aimed to highlight the 

relationships, if any, between social phobia and positive and negative symptoms 

assessed using the Positive and Negative Symptom Scale (PANSS: Kay, Fishbein & 

Opler, 1987). The results showed that the patients' self-reported social anxiety on the 

FQ-Social phobia subscale was equivalent to clinical levels reported by patients 

diagnosed with social phobia. The relationships between self-reported levels of social 

phobia and negative symptoms were not significant. Positive symptoms were related 

to self-reported domains pertaining to fearful situations (e. g., social and agoraphobia). 

Negative symptoms were however related to behavioural social anxiety indices, such 

as rocking, speech rate and fluency. The authors concluded that skill deficits in social 
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situations are related to negative symptoms and self-reported agoraphobic and social 

fears are related to positive symptoms. 

A major criticism of this study is that the behavioural. indices of social anxiety that 

were highlighted as related to negative symptoms could as easily be attributable to the 

side effects associated with the anti-psychotic medication. All participants were 

taking medication that is associated with such side effects as movement disorders 

(e. g., shaking, rocking), sedation, cognitive and motor slowing (Otto et al., 2000). 

Indeed, Penn et al. (1994) recognised that a limitation of their work was that they did 

not measure any medication side effects. Therefore, any'conclusions as to the 

relationship between behavioural signs of social anxiety and schizophrenia need to be 

considered within this constraint. Furthermore, there is a selection bias here as they 

only looked at a treatment seeking inpatient cohort, thus limiting the generalisation of 

these findings. 

In 1998, Cassano et al. investigated psychiatric comorbidity in 96 hospitalised 

patients experiencing psychotic disorders using a range of clinical measures. 

Following diagnosis of schizophrenia by 3 senior psychiatrists, the SCED-HI-R was 

used to diagnose psychiatric disorders including positive symptoms. Negative 

symptoms were assessed using the Scale for the Assessment of Negative Symptoms 

(SANS: Andreasen, 1983). No independent clinical measure of social phobia was 

used in addition to the SCED-III-R. The results showed that somatic delusions 

(positive symptoms), reduction in normal movement and lack of affect (negative 
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symptoms) were significantly associated with social phobia comorbidity and there 

was no association with hallucinations. The authors proposed that social phobia, 

compared to other comorbid anxiety disorders, showed the greatest association with 

schizophrenia symptoms and suggested that the presence of this comorbid disorder is 

likely to negatively impact on the severity of the illness. 

The above study was an in-patient study recruited from open wards of an acute adult 

service and all of the participants were undergoing treatment, once again limiting the 

generalisability of the findings. It includes a relatively large sample of participants 

although the socio-demographic details were not recorded-so it is difficult to ascertain 

whether this research is ethnically diverse. The study would have benefited from a 

measure specifically designed to assess clinical levels of social phobia, similar to 

those mentioned in the prevalence section (e. g., SIAS). There is no comparison with 

patients experiencing social phobia without psychosis or a non-clinical matched 

control group to help clarify group differences. Another point to note is that despite 

using the SANS to specifically measure negative symptoms, the study did not assess 

positive symptoms with a measure designed to specifically assess these symptoms 

(e. g., Scale for the Assessment of Positive Symptoms [SAPS]: Andreasen, 1987). 

Pallanti et al. (2004) addressed some of the aforementioned criticisms in a study 

designed to evaluate social phobia and its relationship to positive and/or negative 

symptoms in 80 outpatients experiencing schizophrenia. They also compared the 

questionnaire results from this cohort with 27 outpatients experiencing a current 
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primary diagnosis of social phobia. Pallanti and colleagues used the SCID-IV, LSAS, 

SAPS and SANS to assess anxiety, social phobia, positive and negative symptoms 

respectively. Twenty-nine patients with schizophrenia had comorbid social phobia 

and there were no differences between positive and negative symptoms between this 

group and the group of patients with schizophrenia without social phobia. Due to this 

similarity, the authors concluded that the presentation of comorbid social phobia in 

schizophrenia was unrelated to clinical psychotic symptoms. The schizophrenia 

group with social phobia demonstrated a greater likelihood of suicide attempts, 

alcohol and substance abuse and lower social adjustment and quality of life, when 

compared to the other groups. This group had a similar clinical presentation of social 

phobia as the patients with a primary diagnosis of social phobia when based on the 

LSAS. Furthermore, the patients diagnosed with schizophrenia without social phobia 

had significantly lower LSAS than the two other groups. Taken together, Pallanti et 

al. surmised that the findings demonstrate that social phobia is an independent and 

serious condition associated with schizophrenia that can emerge following a 

psychotic episode and requires treatments specially designed for this presentation. 

The strengths of this research are that it includes a large number of participants who 

are managing their illness in the community and assesses positive symptoms, negative 

symptoms and social phobia with measures specifically designed to assess these 

factors. Once again, there is no information on ethnicity included, so it is difficult to 

draw conclusions on the ethnic diversity of the group. Interestingly, in contrast to the 

inpatient studies (Cassano et al., 1998; Penn et al., 1994), this study concluded that 
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social phobia in schizophrenia was unrelated to positive and negative symptoms. 

This conclusion however, was based on the fact that the schizophrenia groups with 

and without social phobia displayed no difference on symptornatology using the 

SANS and SAPS sum of global scores. To add further weight to this conclusion, the 

study would have benefited from the inclusion of analyses looking at the relationships 

between social phobia and sub-sections of the SANS and SAPS. Unfortunately, this 

type of correlational analysis is not included in this paper. An additional explanation 

of the differences between the inpatient and outpatient studies is that during an acute 

phase of experiencing positive symptoms (inpatients) the form of anxiety being 

observed may be different to that following recovery or successful management of 

symptoms (outpatients), and hence the non-significant findings in this study. 

In an attempt to look at a more homogeneous group of people experiencing psychosis, 

Voges and Addington (2005) explored the relationship between social phobia, social 

functioning and schizophrenia symptoms in 60 first episode of psychosis patients. 

This study benefited from the inclusion of the SPAI to measure social phobia 

symptoms, the Social Functioning Scale (SFS: Birchwood, Smith, Cochrane, Wetton 

& Copestake, 1990) to measure social functioning and other measures of quality of 

life and assessments of self-statements. The PANSS was used to determine current 

positive and negative symptomatology. This questionnaire-based study found that 

higher SPAI scores were significantly associated with negative symptoms, negative 

self-statements and poorer social functioning, but not quality of life. Positive 

symptoms were unrelated to social phobia as determined by the SPAL 
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This research benefited from looking at a sample of people in their first episode of 

psychosis, which means there are experiencing relatively similar symptoms and of a 

similar age (under 35 years), thus ensuring some homogeneity. This study is the first 

so far to report demographics showing that the majority were single (83%) and 

Caucasian (85%). These are, unfortunately, two possible limitations, as it is quite 

possible that being in a relationship will positively influence levels of social anxiety 

(e. g., Stein, Walker & Forde, 1994). Also, this study lacked cultural generalisability 

being based on a predominately white Canadian cohort. A further criticism that is 

acknowledged by the authors was that there was no control group of either people 

experiencing social phobia or not have any experience of mental health problems to 

compare the findings with. On a positive note, this research does show that comorbid 

social phobia is prevalent in people currently experiencing their first episode of 

psychosis and when considered in view of the previous studies, it seems fair to 

suggest that it continues throughout the chronic path of the illness. 

Also in 2005, Huppert and Smith conducted a study examining how anxiety disorders 

manifests and interacts with schizophrenia symptornatology in of 32 outpatients 

diagnosed with schizophrenia. This study involved a variety of questionnaires 

assessing generalised anxiety, obsessive-compulsive disorder, panic, depression and 

of interest to this review social phobia. To assess the latter, the SIAS and Social 

Phobia Scale (SPS: Mattick & Clark, 1998) was used, as a previous study by Huppert, 

Smith and Apfeldorf (2002) found them to be a reliable and valid measure of social 

phobia in outpatients diagnosed with psychotic disorders. The relationships between 
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SIAS or SPS measures and negative symptoms as assessed by the PANSS were not 

significant. Positive symptoms determined by the PANSS, on the other hand, were 

related to social phobia characteristics. These included bizarre behaviour that was 

rated both by the participant and an interviewer and increased levels of self-reported 

paranoia were related to SPS. Huppert and Smith concluded that paranoia 

predominately is associated with social phobia, which would in turn impact on social 

and functional recovery in people diagnosed with schizophrenia. 

This study provided a comprehensive assessment of anxiety disorders in 

schizophrenia and the participants, although small in number, were from a range of 

ethnic backgrounds. It seems fair to assume that the completion of over 10 self-report 

measures, in addition to other interviewer-led measures, would have been at the very 

least exhausting for the participants, especially as cognitive fatigue is a common side- 

effect of anti-psychotic medication (Otto et al., 2001). In addition, Ononaiye, Turpin 

and Reidy (in press) have suggested that the completion of such questionnaires could 

have primed the participants towards anxiety related information. It is difficult to 

know conclusively how these factors would impact on the results in this study, but the 

sheer number of questionnaires used and the possible influence on the participants' 

anxiety levels should be considered, together with fatigue effects. 

A recent study by Lysaker and Hammersley (2006) attempted to explore the possible 

origins of social phobia in schizophrenia. They determined current positive and 

negative symptornatology using the PANSS and social phobia using the LSAS. The 
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authors also measured flexibility of abstract thought and quality of life to ascertain 

how this is affected in line with current symptom presentation. This paper was 

concerned with identifying whether the ability to process abstract information and/or 

significant delusions, which in turn impacted on behaviour, explained comorbid 

social* phobia. In consideration of the former, it was proposed that deficits in 

cognitive abilities would influence the processing of subtle cognitive information 

during a social interaction leading to confusion and avoidance. Delusions on the 

other hand, could influence the person to interpret ambiguous social information as 

threatening, once again leading to confusion and avoidance. Sixty-five outpatients 

with a diagnosis of schizophrenia, from a host of ethnic backgrounds, were split into 

four groups. The groups comprised impaired abstract thought and delusions (11 

patients) or no delusions (39 patients) and not having impaired abstract thought and 

delusions (15 patients) or no delusions (6 patients) and their levels of social phobia 

were assessed. The study reported that participants who had impaired abstract 

thought and delusions had significantly higher levels of social phobia, when 

compared to the other three groups who all had similar L§AS scores. In light of these 

results, Lysaker and Hammersley tentatively proposed that significant delusions and 

impairments trigger heightened social phobia because of the multiple combinations of 

confusion, ambiguity and threat. Although, they also documented that the opposite 

may be true, in that increased social phobia leads to such deficits and delusions. 

This is an interesting study that attempted to look at the causality issue by looking at 

the relationships between impaired abstract thought processes, delusions and social 
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phobia. The results were however based on extremely small sample sizes with only 6 

patients in the no impairment and no delusion group and II patients in the group that 

demonstrated greater scores on the social phobia measure. Such numbers limit the 

statistical power of the study and unfortunately the paper does not include any power 

calculations to inform the reader when considering the results. The authors do note 

that the limited age range with most of the participants being in their 40s impacts on 

the generalisability of their findings not only to an outpatient sample, but also to this 

age group. 'ney also recognise that their findings need to be replicated and explored 

further by future research. The study does however include measures of social phobia 

and positive and negative symptomatology and they are the first to consider other 

factors that may impact on social phobia, such as impaired thought processes. It also 

shows, in support of the suggestions made earlier in this review, that delusions and' 

social phobia share common characteristics and that impaired thought processes are 

the key to this commonality. 

Section Summary 

Overall, the studies exploring the associations between social phobia and 

schizophrenia are equivocal. For example, three of the studies, all of which used an 

outpatient cohort (Huppert & Smith, 2005; Lysaker & Hammersley, 2006; Pallanti et 

al., 2004) failed to find any evidence of a relationship between negative symptoms 

and social phobia. Only Penn et al. (1994), which is an inpatient study, noted a 

relationship between behavioural signs of social anxiety and negative symptoms, 

which could have easily been attributable to medication side effects. One inpatient 
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study (Cassano et al., 1998) and one first episode study (Voges & Addington, 2005), 

on the other hand, found self-reported levels of social phobia to be associated with 

negative symptoms. In contrast, the majority of studies (Cassano et al., 1998; 

Huppert & Smith, 2005; Lysaker & Hammersley, 2006; Penn et al., 1994) reported 

positive symptoms to be associated with self-reported social phobia. Only Pallanti et 

al. and Voges and Addington, both outpatient studies, found no evidence of a 

relationship between positive symptoms and social phobia. 

In conclusion of this section, the apparent differences between the studies in the 

chronicity of the psychosis and their methodological limitations and inconsistencies, 

make it difficult to ascertain whether there is a relationship between the symptoms 

associated with schizophrenia and comorbid social phobia. The more precise details 

of the association, such as whether is dependent on negative and/or positive 

symptoms, symptoms severity and/or being an inpatient or outpatient requires further 

more systematic investigation using validated social phobia measures, as 

homogeneous a participant group as possible and incorporating behavioural as well as 

self-report measures of social phobia. 

Socialphobia as a Psychological Reaction to the Psychotic Illness 

Two studies have looked at whether increased social phobia is a psychological 

reaction to being diagnosed with a psychosis (Birchwood et al., 2006; Gumley et al., 

2004). Both studies made reference to Birchwood's (2003) proposal that social 

phobia underpins the perception of feeling shame, stigma and subordination to others 
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because of the diagnosis of psychosis. For example, Birchwood suggested that the 

loss of social status and goals, fear of stigma and feeling devalued as a human being 

resulted infeeling a sense of shame leading to emotional dysfunction. This 

dysfunction includes the fear of, and subsequent avoidance of, social 

situations/interaction, which acts as a safety behaviour to lessen such aversive 

feelings, which is a characteristic of the psychological disorder social phobia. 

A questionnaire study by Gumley and colleagues (2004) investigated whether 

comorbid social phobia in schizophrenia is related to feelings such as loss, 

entrapment, shame and humiliation, when compared to participants who are 

experiencing schizophrenia without any additional anxiety disorder. The PANSS was 

used to measure current schizophrenia symptornatology and the Diagnostic and 

Statistical Manual (DSM-IV: APA, 1994) determined- levels of social phobia. This 

resulted in 38 outpatients diagnosed with schizophrenia taking part, 19 with and 19 

without social phobia. There were no differences between the two groups on positive 

and negative symptoms. The authors measured negative beliefs about self and illness 

and psychological distress. The participants experiencing schizophrenia with social 

phobia recorded significantly higher levels of negative beliefs about the illness and 

their self-esteem levels were lower than those without social phobia. Even after 

controlling for depression, entrapment, shame and self-esteem were still significantly 

different for the two groups. Gurnley et al. surmised that in support of Birchwood 

(2003), negative beliefs about oneself and the experience of schizophrenia symptoms 

are factors associated with the occurrence of comorbid social phobia in psychosis. 
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This study was the first to provide direct evidence that the presence of negative 

feelings about the self and the psychosis were greater in those patients diagnosed with 

schizophrenia and comorbid social phobia, than those without an additional anxiety 

disorder. This study found, similar to the Pallanti et al. (2004) paper, that the social 

phobia was unrelated to the psychosis because there were no differences between the 

two schizophrenia sub-groups on positive and negative symptornatology. In order to 

make this conclusion more robust, a standardised clinical measure of social phobia 

needs to be incorporated. The authors noted that the study included a small sample 

size and that the self-esteem measure is highly mood-dependent. Birchwood et al. 

(2006) noted that the patients in this study had a long history of relapse, which 

restricts the generalisability of the results. Furthermore, it is difficult to draw any 

conclusions on whether these negative beliefs are a causal factor in the development 

of social phobia or whether the social phobia is a consequence of the negative bias. 

Recently, Birchwood et al. (2006) explored not only social phobia in psychosis, but 

specifically if it occurred during the recovery phase of a first episode of psychosis 

when the stigmatisation feelings begin due to the diagnosis and experience of the 

illness. A total of 79 young people within 6 months of their first episode of psychosis 

completed a variety of questionnaires including the SIAS and BFNE to measure 

social anxiety/phobia and. the PANSS to assess positive and negative symptoms. 

Other measures assessed depression, shame, cognitive appraisals of psychosis, pre- 

morbid functioning and social ranking. Similar to Pallanti et al. (2004) and Gumley 

et al (2004), positive and negative symptoms were not linked to social phobia 
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measures in either the 29% of the group who were experiencing clinical levels of 

social phobia or the whole group alone. This provides further evidence that social 

phobia is not related to the symptoms associated with the psychosis diathesis. The 

participants experiencing co-morbid social phobia perceived more shame and felt 

marginalised due to the psychosis, when compared to those without this anxiety 

disorder. The authors concluded that the social phobia seemed to increase following 

the onset of symptoms and recognised that this could also be attributable to latent pre- 

morbid anxiety and depression that acts as a vulnerability factor. 

This final paper presented in this review provides an interesting insight into the role 

of social phobia in people experiencing their first episode of psychosis. The studied 

utilised a large sample of participants all in a similar phase of their psychosis and 

used reliable and valid measures of social phobia, psychosis and depression to inform 

their findings. The suggestion that social phobia is elevated following onset of the 

first episode is a prelimary one that is recognised by Birchwood et al. (2006) as 

requiring further research. However, Voges and Addington. (2005) also provided 

support for this suggestion, if one accepts that the SIAS is a valid and reliable 

measure of social anxiety in this population. They found that 60% of their first 

episode sample were experiencing social phobia which may be attributable to the 

relatively early phase of the illness. A further strength of the Birchwood et al. paper 

is that it raised the issue of possible under-recording of social phobia symptoms in 

Black and Asian people experiencing psychosis, as there was only 17% from these 

backgrounds combined, compared to 39% classified as White in the social phobia 

27 



group. As mentioned previously, this study depends predominately on questionnaire 

data and it is impossible to determine from the paper what allowances were made for 

participants who may not have understood the questions or who were experiencing 

fatigue. 

Section Summary 

These two outpatient studies provide further evidence that social phobia is unrelated 

to the psychosis diathesis. The papers also highlighted the negative influence of 

shame, stigma and negative beliefs about the illness on the person experiencing 

schizophrenia, possibly impacting on heightened levels of social phobia in this cohort. 

More research is needed in this area, as the promising early findings need to be 

explored within different stages of this illness and with more ethnic diverse samples. 

Overall Conclusions 

The review has critically evaluated the literature pertaining to prevalence rates of 

social phobia in schizophrenia, the relationships between these two disorders and 

whether the possibility that a psychological reaction to the diagnosis of schizophrenia 

can partly explain comorbid social phobia. 

In summary of the prevalence papers, the studies show that social phobia is a 

common comorbid disorder in schizophrenia. The percentages do vary which could 

be due to the aforementioned limitations, such as the questionnaires employed to 

measure social phobia and the severity and course of the schizophrenia symptoms. 
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Taking those into consideration however, social phobia still seems to be a highly 

comorbid and problematic anxiety disorder in schizophrenia. 

Please see Table 1.1. for a brief summary of the eight studies investigating the 

relationships between social phobia and schizophrenia symptoms. This shows that 

five studies (Birchwood et al., 2006; Gumley et al., 2004; Huppert & Smith, 2005; 

Lysaker & Hammersley, 2006; Pallanti et al., 2004) failed to find any evidence of an 

association between negative symptoms and social phobia in a variety of patient 

groups experiencing schizophrenia. This is particularly interesting if one considers 

that emotional and social withdrawal are characteristics common to social phobia and 

negative symptoms in schizophrenia. Penn et al. (1994) reported that behavioural 

signs of social phobia were related to negative symptoms, but these could easily be 

attributable to medication side effects. Cassano et al. (1998) found that lack of 

movement and affect were related to self-reported levels of social phobia in their 

inpatient sample, which could once again be due to medication. In contrast, Voges 

and Addington (2005) found that social phobia was related to negative symptoms in a 

first episode cohort. Therefore, it seems fair to conclude that there is greater evidence 

to suggest that negative symptoms are not associated with social phobia symptoms, 

but that more research is needed in this area. 

Table I. I. also shows that half of the studies found that positive symptoms were 

significantly associated with social phobia. Interestingly, in both first episode studies 

(Birchwood et al., 2006; Voges & Addington, 2005), there was no evidence of a 
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relationship, which may be indicative of the possibility that social phobia is indeed a 

distinct disorder (in consideration of positive symptoms), especially when individuals 

are in their first episode of psychosis. Delusions (Cassano et al., 1998; Lysaker & 

Hammersley) and paranoia (Huppert & Smith, 2005) were the main positive 

symptoms associated with social phobia which is not surprising when one considers 

the similarity of fear of negative evaluation between these factors (Chadwick et al., 

1996; Clark & Wells, 1995). This highlights the possibility that being currently 

symptomatic with positive symptoms is when the person is most likely to have 

heightened levels of social phobia, thus impairing the individual further both socially 

and functionally. The other two outpatient studies (Gumley et al., 2004; Pallanti et 

al., 2004) found no associations between positive symptoms and social phobia. This 

could be in part due to the lack of detailed statistical analyses to explore relationship 

factors. 

Gumley et al (2004) and Birchwood et al. (2006) provided prelimary evidence that 

social phobia is a distinct psychological disorder that can occur as a consequence of 

the diagnosis of psychosis and the experiences that follows. This area is in its early 

research stages and as such requires more work looking at whether this is the case for 

individuals with more enduring and severe forms of the illness, as it is quite possible 

that the shame and stigma reduces once a manageable treatment strategy is in place 

(Killackey & Yung, 2007). This also raises the questions of what other factors 

influence social phobia in later stages of the illness, which is also an area requiring 

research. 
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There are some methodological considerations that may explain the inconsistencies in 

the findings. In terms of participant selection, there are obvious differences in age 

ranges and ethnicity (when recorded) across the studies. Some papers were also 

based on relatively small sample sizes, thus limiting the statistical power of the 

findings. Furthermore, all the studies included participants who were treatment 

seeking, thus not explaining what may happen to those who are treatment resistant or 

not actively seeking help (Birchwood, 2003). This limits the generalisability of the 

findings and shows the need for more research in this area. 

It also seems fair to suggest that the very nature of a psychotic disorder means that it 

is difficult, if not impossible, to get a homogeneous group, due to the diverse nature 

of psychosis (Bentall, Jackson & Pilgrim, 1988). The studies, and their subsequent 

findings, are dependent on how the symptoms were measured and differences in the 

participants in relation to their symptom presentation, severity and whether they are 

currently an inpatient or managing their condition in the community. For example, 

Gumley et al. (2004) looked at outpatients who had experienced a series of relapses. 

This information was not consistently provided by the other papers, so it is difficult to 

ascertain the impact of relapses on the results. Voges and Addington (2005) and 

Birchwood et al. (2006) in some way attempted to address this issue by including 

only first episode clients and Killackey and Yung (2007) argued that those 

experiencing their first episode of psychosis could be experiencing less 'disability' 

when compared to multiple episode cohorts. These are all factors that need to be 

considered when interpreting the findings. 
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There were also a lack of non-psychiatric control groups or patients diagnosed with 

social phobia or indeed other anxiety disorders in these papers. Only Pallanti et al. 

(2004) included a group of patients with social phobia to compare the findings with 

the people diagnosed with schizophrenia. The inclusion of such control groups is 

vital because it allows for the determination of any findings being due to the 

differences between the groups and thus attributable to the psychosis diathesis. 

The sheer number and type of questionnaires employed, how the participant was 

asked to complete them and whether of not an independent measure of social phobia 

was used are further methodological inconsistencies. The main criticism however is 

the general lack of a validated measure of social phobia being included in most of the 

studies. Huppert et al. (2002) have proposed the SIAS as a reliable and valid measure 

of social phobia in people experiencing schizophrenia. These authors consequently 

used this questionnaire in their later paper (Huppert & Smith, 2005), together with 

Birchwood et al. (2006). Other studies have either used the LSAS (Lysaker & 

Hammersley, 2006; Pallanti et al., 2004), the SPAI (Voges & Addington, 2005), the 

FQ (Penn et al., 1994) or no formal independent measure of social phobia (Cassano et 

al., 1998; Gumley et al., 2004). This will have influenced the findings because each 

questionnaire will be assessing different aspects of the anxiety disorder (Huppert et 

al., 2002). This would not only influence the contradictory findings in the 

associations between positive and negative symptoms and social phobia, but also the 

differences and accuracy of the prevalence data. 
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Future research in this area should focus on conducting systematic investigations into 

the relationships between comorbid social phobia and the symptoms associated with 

psychosis using reliable and valid measures of social phobia (e. g., the -SIAS) and 

schizophrenia (e. g., PANSS). The research should clearly state the full demographics 

of their participant cohorts and include control groups comprising non-clinical 

matched controls and/or people diagnosed with anxiety disorders. Similar to Lysaker 

& Hammersley (2006), other possible factors, such as impaired thought processes, 

should be considered. The research needs to also include the stage of illness, number 

of relapses, whether or not the person is socially supported and other areas of 

cognitive functioning such as the ability to infer the mental state and behaviour of 

others, which is called Theory of Nfind (Premack & Woodruff, 1978). 

In conclusion, it is difficult to determine from the aforementioned research whether 

social phobia symptoms coexist as part of psychosis diathesis or whether it is an 

independent disorder. Of note, every study mentioned has called for more research 

into this area to inform theories, assessment and treatment. This includes studies that 

have sufficient statistical power, the inclusion of control groups and social phobia 

groups, together with validated anxiety measures. What these studies do provide 

however is an insight to the high prevalent rates of social phobia in schizophrenia and 

some of the relationship factors and psychological reactions that influence comorbid 

social phobia in schizophrenia, that further research can build upon. Although the 

findings from these studies are far from conclusive, and require further detailed and 

systematic investigation, mental health practitioners need to be alerted to the presence 
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and possibility of comorbid social phobia in individuals diagnosed with schizophrenia 

in order to implement further interventions aimed at improving functional and social 

recovery. 
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Abstract 

Comorbid social phobia is a prevalent disorder in people diagnosed psychosis. 

Cognitive models propose that selective attention to threat plays a vital role in the 

development and maintenance of anxiety disorders and psychosis. In contrast to the 

anxiety literature, there is a lack of cognitive research exploring attentional processing 

in psychosis. The present study investigated attentional processing in people 

diagnosed with their first episode of psychosis (N = 19) compared to matched non- 

clinical controls (N = 19). The participants performed a modified forced-choice dot- 

probe task incorporating somatic sensation, negative evaluation, social situation and 

physical threat word groups. The groups were also compared on a measure of theory 

of mind (ToM; the ability to infer mental states in other people) and the relationships 

between social phobia, social functioning and this task were explored. The results 

showed that the first episode group attended towards the somatic sensation, negative 

evaluation and physical threat word groups, in comparison to the control group who 

attended away. Thirty seven percent of the first episode group were experiencing 

clinical levels of social phobia which was unrelated to the psychotic symptomatology. 

ToM processing was impaired in the first episode group, when compared to the control 

group, which was related to social functioning. The results are discussed in relation to 

previous findings and theoretical perspectives. 
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Introduction 

Anxiety disorders, and of specific interest to this paper social phobia, have been 

documented as comorbid disorders often associated with psychosis (e. g., Cassano, 

Pini, Saettoni, Rucci & Dell'Osso, 1998; Turnbull & Bebbington, 2001). Maphosa 

and Kuipers (2004) detailed that the most common form of psychosis is schizophrenia 

and the difficulties experienced comprise positive (e. g., hallucinations, delusions and 

thought disorder) and negative (e. g., self-neglect, social withdrawal and affective 

flattening) symptoms. The American Psychiatric Association (APA: 1994) defined 

social phobia as a "marked and persistent fear of one of more social or performance 

situations in which the person is exposed to unfamiliar people or to possible scrutiny 

by others" (p. 411). 

Common problems associated with comorbid social phobia in schizophrenia include 

poor social functioning, social isolation, social withdrawal and difficulty forming long- 

term relationships (e. g., Penn, Hope, Spaulding & Kucera, 1994). Prevalence rates of 

social phobia in schizophrenia range from 17% in inpatient groups (e. g., Cosoff & 

Hafner, 1998), up to 36% in outpatient studies (e. g., Pallanti, Querciolo & Hollander, 

. 
2004) and up to 60% in people experiencing their first episode of psychosis (Voges & 

Addington, 2005). Birchwood, Trower, Bruýet, Gilbert, Iqbal and Jackson (2006), on 

the other hand, found that 29% of their first episode sample were experiencing social 

phobia. In comparison to Voges and Addington's work, this study used the Social 

Interaction and Anxiety Scale (SIAS: Mattick & Clarke, 1998), which is a validated 

social phobia measure for this cohort (Huppert, Smith & Apfeldorf, 2002). 
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The factors contributing to the development of comorbid social phobia in psychosis 

are not clear. Interestingly, social phobia and psychosis do share some common 

characteristics including social withdrawal, heightened physiological arousal in social 

situations and a belief that they are being negative evaluated by others (Chadwick, 

Birchwood & Trower, 1996; Clarke & Wells 1995). In an attempt to explain this 

phenomenon, Voges and Addington (2005) suggested that social phobia is intrinsic in 

the psychosis diathesis. Birchwood et al. (2006) posited that the development of social 

phobia could be attributed to the shame and stigma of being given a diagnosis of 

psychosis, leading to social withdrawal. Halperin, Nathan, Drummond and Castle 

(2000) proposed that the social' impairment influenced by social anxiety is an 

independent domain of schizophrenia and as such should be assessed and treated, 

alongside the positive and negative symptoms. 

Despite the fact that social phobia is highly prevalent and disabling when experienced 

with psychosis, Voges and Addington (2005) noted that this area has received little 

research attention. Indeed, the limited research exploring the relationships between 

social phobia and schizophrenia has been conflicting, insofar as some studies have 

reported social phobia to be associated with positive symptoms (e. g., Huppert & 

Smith, 2005; Lysaker & Hammersley, 2006), whereas others found no association 

between them (e. g., Pallanti et al. 2004; Gumley, O'Grady, Power & Schwannauer, 

2004). Of note, two first episode of psychosis studies have found no relationship 

between positive symptoms and social phobia (Birchwood et al., 2006; Voges & 

Addington, 2005). In consideration of negative symptoms, studies have either found a 
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significant relationship (e. g., Cassano et al., 1998; Voges & Addington, 2005) or no 

relationship whatsoever (e. g., Huppert & Smith, 2005; Birchwood, 2006). Some 

reasons for these inconsistent findings include issues such as the lack of consistent 

social phobia measures, differences in the chronicitY of the condition in the participant 

samples and methodological inconsistencies. 

Cognitive models (e. g., Beck, Emery & Greenberg, 1985; Clark & Wells, 1995) have 

proposed that selective attentional processing of relevant threatening information is a 

key factor in the development and maintenance of anxiety disorders, whether they 

occur independently or part of a comorbid presentation. For example, Clark's (1986) 

model of panic stated that a panic attack results from the tendency to misinterpret 

one's bodily sensations in a catastrophic manner. The model suggested that this 

tendency is maintained by selectively attending to threatening interoceptive cues, such 

as signs of physiological anxiety. The cognitive approach to obsessive-compulsive 

disorder (e. g., Rachman, 1998) proposed that selective attention to threat is a 

maintenance factor in the appraisal and interpretation of intrusive thoughts and beliefs 

characteristic of this disorder. In consideration of social phobia, Clark & Wells (1995) 

emphasised that negative evaluation and negative self-performance are common 

factors in social phobia leading to selectively attending to threatening information 

pertaining to negative evaluation or personal signs of displaying anxiety. 
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Morrison (2001) attempted to apply such cognitive theoretical models to the 

understanding of the positive symptoms that are associated with psychosis (see Figure 

1). Morrison argued that, in line with the self-regulatory executive function (S-REF) 

model proposed by Wells and Matthews (1994), hallucinations and delusions could be 

conceptualised by heightened self-awareness. The S-REF model hypothesises that 

heightened self-focused attention and an attentional bias towards salient threatening 

information, together with the negative cognitive appraisal of such information, is a 

characteristic of psychological dysfunction. This results in people experiencing 

psychosis displaying an attentional bias towards threatening information, ruminative 

processing and a dysfunction belief system. 

Cognitive research has utilised the emotional Stroop task to assess attentional selective 

processing of threatening information in anxious populations. The task involves the 

presentation of threatening words (e. g., physical or social threat), together with control 

neutral words, that are presented to the participant in different colours. The participant 

is asked to name the colour of the word whilst ignoring the content of the word. An 

increased colour-naming latency for threatening words, compared to the neutral words 

or stimuli, indicate's an attentional bias towards threat. Studies employing the 

emotional Stroop task have found that people with clinical levels of generalised 

anxiety disorder (e. g., MacLeod &. Mathews, 1988; Mogg, Bradley, Millar & White 

1995) and social phobia (e. g., Hope, Rapee, Heimberg & Dombeck, 1990; Spector, 

Pecknold & Libman, 2003) displayed an attentional bias towards threatening material. 

51 



I 

Co 
"U tj 

.................. 

52 



Research exploring attentional. processing in people experiencing symptoms associated 

with schizophrenia has also utilised this task. For example, Bentall and Kaney (1989) 

found that people experiencing persecutory delusions were slower than the control 

group to colour name paranoia words (e. g., SPY, threat, persecute). Interestingly, this 

study did not find the same effect with depression-related words (e. g., sadly, afraid, 

hopelessly). These findings led them to conclude that the attentional bias associated 

with persecutory delusions is only towards delusion relevant stimuli, thus contributing 

to the continuation of the delusional beliefs. In contrast, Penn et al. (1994) did not find 

any interference effects with patients diagnosed with schizophrenia and thus no 

evidence of an attentional bias using the emotional Stroop task with social and 

physical threat words. In this study however, the Stroop task was completed after 

completing a role-play of being in a social situation. It seems fair to propose that such 

a demanding anxiety-provoking task may have increased social threat to such a level, 

which then caused the suppression of attentional bias towards further threat. This 

suppression effect has been documented in social anxiety (Ononaiye, Turpin & Reidy, 

in press) and social phobia (Amir, McNally, Reimann, Bums, Lorenz, & Mullen, 

1996) studies. 

Kinderman (1994) looked at attention to positive (e. g., calm, wise, positive) and 

negative (e. g., lazy, weak, foolish) trait words in a patient group experiencing 

persecutory delusions when compared to a control group using the emotional Stroop 

task. He found that people experiencing persecutory delusions demonstrated 

interference when naming both word groups, which indicates an attentional bias 
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towards the processing of information pertaining to the self. Kinderman surmised that 

this was indicative of the dysfunctional processing of information relating to the self, 

irrespective of the valence of the stimuli. A later study by Kinderman, Prince, Waller 

and Peters (2003) found that a patients experiencing persecutory delusions 

demonstrated, when compared to controls, an overall interference effect for threat 

words comprising sociotropic (e. g., isolated, helpless), autonomic (e. g., powerless, 

restrain), physical (e. g., pain, collapse) ego threat (e. g., ridiculed, mocked) and self- 

directed ego threat (e. g., failure, stupid). They did not find any significant interference 

effects with each individual word groups, only when the data was collapsed across all 

groups. - 

The Stroop task has, however, been widely criticised as an impure measure of 

attentional bias. Salemink, van den Hout and Kindt (2007) suggested that there are 

concerns as to whether this task actually reflects an attentional bias. For example, 

MacLeod (1991) pointed out that the increase in response latencies that is used as a 

marker of selective attention in modified Stroop studies could arise from post-attention 

elaboration. In support, Mogg and Bradley (1998) proposed that the interference effect 

with colour naming words occurs at the response selection stage (post-attentional) 

rather than during the pre-attentional stage. 

Macleod, Mathews and Tata (1986) devised the visual dot-probe task to address these 

issues and there are currently two versions of this task. The dot-detection task 

comprises pairs of words (threat-neutral or neutral-neutral) being simultaneously 
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presented on a computer screen with a dot-probe occasionally following the stimulus 

presentations. The7participant is requested to press a spacebar when and if they see a 

dot. In the critical threat-neutral trials, a dot-probe always replaces one of the words 

and the reaction times to the threat and neutral words in this trial provide the basis for 

the analysis. An attentional bias is indicative of greater vigilance towards a word 

group (e. g., threat word) that is characterised by shorter dot detection latencies. 

Mogg and Bradley (1999) criticised this task because there has to be several numbers 

of filler trials (neutral - neutral trials with a dot following them) to stop the participant 

guessing that the dot always follows the threat-neutral trials. They argued that 

participants with emotional disorders might have difficulties in sustaining attention for 

the number of trials required with the dot-detection task. Mogg and Bradley proposed 

that forced-choice version of the task, on the other hand, involves only critical threat- 

neutral trials with a stimulus (e. g., E or F) appearing in place of one of the words and 

the participant presses the letter that corresponds with the one presented. - Both 

versions of the task do address the criticisms of the Stroop paradigm (MacLeod, 1991; 

Mogg & Bradley, 1998), in that this task incorporates a bias free response (press a 

computer key) to a neutral stimulus (a dot or a letter). 

There has been extensive research using the visual dot probe task with anxious 

populations such as generalised anxiety disorder (e. g., Mogg, Matthews and Eysenck, 

1992) and social phobia (e. g., Musa, Lepine, Clark, Mansell & Ehlers, 2003; 

Ononaiye, Turpin & Reidy, submitted). The Musa et al. study found that individuals 
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diagnosed with social phobia without concurrent depression showed an attentional 

bias towards social and physical threat words. Ononaiye et al. found that people with 

clinical levels of social phobia showed an attentional bias towards physical threat 

words. Interestingly, to date there are no studies using either version of the visual dot 

probe task to explore the nature of attentional processing in people diagnosed with 

psychosis. 

In a related vein, the relationship between social phobia, social functioning and the 

cognitive concept called Theory of Mind (ToM: Premack & Woodruff, 1978) has not 

been extensively explored in people experiencing psychosis (Doody, Gotz, Johnstone, 

Frith & Owens, 1998). Premack and Woodruff defined ToM as the capability to 

conceptualise other people's mental states and the ability to explain and predict much 

of their behaviour. Frith (1992) and Corcoran (2001) proposed that ToM skills 

develop normally and that it becomes impaired following the first episode psychosis. 

They argued that this is in contrast to children within the autistic spectrum who appear 

to be bom with such a deficit. A ToM deficit in schizophrenia may be indicative of 

not knowing psychological concepts and/or not being able to apply them and/or not 

feeling able to justify their use due to the current psychotic symptoms (McCabe, 

Leudar & Antaki, 2004). 

In a recent review, Lee, Farrow, Spence & Woodruff (2004) concluded that patients 

diagnosed with schizophrenia displayed impaired performance on ToM tasks. It is 

linked with social phobia and social functioning because ToM is considered to be a 
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socially acquired skill that is learnt through sbcial interactions by a process of trial, 

error and self-reflection (Corcoran et al., 1995). Furthermore, it is proposed that a key 

feature of schizophrenia is the difficulty to act appropriately during social encounters 

(e. g., Doody et al. 1998; Frith, 1992) and thus the suggestion here is that there is a 

possibility that this deficit is connected with the ability to use ToM. Bora, Eryavuz, 

Kayahan, Sungu and Veznedaroglu (2006) directly looked at the relationship between 

social functioning and ToM processing in outpatients with schizophrenia. They found 

that social functioning was not related to performance on a selection of four out of the 

ten stories on the 'Hinting Task'. This task involves the participant inferring the 

intended meaning of a short story comprising two people. To date, there does not 

appear to be any research exploring social phobia and its relationship, if any, with 

deficits in ToM processing using the Untings Task. 

The Aims 

Overall, there is a lack of research investigating the influence of comorbid social 

phobia on cognitive processing in individuals experiencing psychosis. In view of this, 

the overall aim is to investigate cognitive processing in service users of an Early 

Intervention Service for people experiencing their first episode of psychosis. This 

study is the first to use a dot-probe task with people experiencing psychosis and has 

utilised the forced-choice version of the task to address the aforementioned criticisms 

by Mogg and Bradley (1999). 
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This study uses the same word groups as Ononaiye et al. (submitted) that looked at 

attentional processing in social phobia. Thus, this allows for the current study to 

compare attentional processing styles to the same categories of threat between people 

experiencing social phobia and people experiencing psychosis in this study. 

Furthermore, this study aims to explore the prevalence of social phobia in this current 

sample of first episode clients and its relationship to positive and negative symptoms 

using the validated SIAS measure. 

Finally, a ToM task called the 'Hintings Task' (Corcoran, Mercer & Frith, 1995), 

which is a social judgement task designed to assess the capacity of individuals to infer 

intentions behind direct speech will be included to explore possible relationships with 

social phobia and social functioning. 

The Hypotheses 

Attentional Processing 

The hypotheses are considered in light of previous Stroop studies with individuals with 

psychosis (e. g., Bentall & Kaney, 1989) and dot-probe studies with people 

experiencing social phobia (Musa et al., 2003; Ononaiye et al., submitted). Therefore, 

in comparison to matched non-clinical controls, individuals with psychosis are 

expected to display an attentional bias toward the negative evaluation and somatic 

sensations word groups due to the high comorbidity of social phobia associated with 

psychosis (e. g., Cassano et al., 1998) and also that negative evaluation is common in 
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both social phobia (Clark & Wells, 1995) and psychosis (Chadwick et al., 1996). An 

attentional bias towards physical threat has been associated with social phobia (e. g., 

Musa et al., 2003; Ononaiye et al., submitted) and psychosis (e. g., Kaney & Bentall, 

1989). Thus, individuals diagnosed with psychosis are hypothesised to demonstrate an 

4ttentional bias towards physical threat words, in comparison to the control group. 

Consistent with Ononaiye et al., there will be no group differences with the social 

situation word group. 

Social Phobia and Psychotic Symptoms 

In consideration of social phobia and psychotic symptoms, similar to the other early 

intervention studies (Birchwood et al., 2006; Voges & Addington, 2005), no 

relationship between the social anxiety and social phobia measures and positive 

symptoms are expected. The evidence was conflicting with the negative symptoms 

and social phobia, with Birchwood et al. reporting no relationship and Voges and 

Addington finding a significant relationship between them. As this current study uses 

the same social phobia measure as Birchwood and colleagues, the prediction is that 

there will be no relationship between these variables. 

ToM Processing 

In relation to ToM processing, as people experiencing psychosis have demonstrated an 

impaired ToM processing (Lee et al., 2004) and social functioning and social phobia 

has been linked to deficits in ToM, it is proposed that individuals with psychosis will 

demonstrate impaired ToM processing, when compared to the control group. It is also 

59 



proposed that there will be a relationship between social functioning and ToM 

performance. It is difficult to determine whether social phobia symptoms will be 

related to impaired performance on the ToM task, so the study aims to be the first to 

research this possibility. 

Alethod 

Power analysis 

G*Power (Buchner, Erdfelder & Faul, 1997) was used to calculate the power analysis. 

Previous research by Ononaiye et al. (submitted) formed the basis for the assumption 

of a 'large' effect size of f= . 40, a significance level of alpha = . 05, and with two 

groups of participants, a total sample size of 44 (22 diagnosed with psychosis and 22 

matched controls) is required to achieve 80% power. This number of participants is 

also similar to previous dot-probe research (Ononaiye et al., submitted; Mogg & 

Bradley, 2002) that also detected attentional processing effects. These power 

calculations suggest that the predicted number of participants in the study will be 

sufficient to carry out meaningful statistical analysis and detect any significant 

findings. 

Participants 

Early Intervention Group: The participants comprised service users recruited from the 

Early Intervention teams across Sheffield who provide a treatment and support 

program for individuals currently experiencing a first episode of psychosis. None of 

the people taking part were experiencing an acute episode of psychosis. Participants 
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were only included if they were diagnosed by the Early Intervention team, including a 

psychiatrist, as having experienced or currently experiencing a psychotic episode. The 

teams identified a possible 71 service users and the care-coordinators contacted each 

person individually to see if they would like to take part in the study. From the 32 

people who initially agreed to take part, 21 service users actually completed the study. 

Two individuals were removed from the data due to them not having a diagnosis of 

psychosis by the Early Intervention team concerned. This left 19 individuals, of whom 

there were 12 men and 7 women with a mean age of 22.05 years (SD = 3.24). The 

majority of participants were Caucasian and there was I person each from an Asian, 

African and Chinese background. Eleven of the service users were students and 8 

were unemployed and the mean years of education was 13.4 years (SD = 2.7). Those 

who had co-morbid substance abuse, learning difficulties or did not have English as a 

first language were excluded from the study. 

Matched Non-Clinical Control Group: The 19 matched controls (12 male, 7 female) 

were directly matched for age (mean age = 21.74 years, SD = 5.0), ethnicity and years 

and education (mean education = 13.6 years, SD = 2.8). They were also matched for 

occupational/educational status and comprised young people using the services of a 

local centre to find employment (N = 8) or students from the University of Sheffield (N 

11). The participants were recruited in response to a poster or email advertisement 

that asked for people to take part in a study who were confident in all social situations. 

Participants also had to score 5 or below on the Social Avoidance and Distress Scale 

(Watson & Friend, 1967) to ensure that they had low levels of social anxiety. The 
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control group had no known history of any psychological disorders and were not 

experiencing any current psychological problems or psychotic symptoms. Those who 

had co-morbid substance abuse, learning difficulties or did not have English as a first 

language were excluded from the study. 

Materials 

Structured Clinical Interview - Positive and Negative Syndrome Scale (SCI-PANSS: 

Opler, Kay, Lindenmayer & Fiszbein, 1999) assessed the presence of positive, 

negative symptoms that are associated with psychosis and general psychopathology. 

The researcher, who was trained in the completion and scoring of this questionnaire, 

administered the SCI-PANSS and agreement for scoring was obtained from each 

participants' care co-ordinator. All items are rated from 1 (absent) to 7 (extreme) 

scored according to a standardised set of instructions. This measure has high internal 

consistency and homogeneity among the items (all rs > 0.73) and excellent test-retest 

(all rs > 0.77) reliability (Opler et al., 1999). 

Social Avoidance and Distress Scale (SAD: Watson & Friend, 1967) is a 28-item 

true/false (14 true and 14 false) questionnaire measuring. both actual, and desire of, 

avoidance of social situations and the distress caused by being in a social interaction 

(Watson & Friend, 1969). The SAD has sufficient reliability of 0.50 and the test-retest 

reliability is 0.79 (Watson & Friend, 1969). 
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Brief Fear of Negative Evaluation Scale (BFNE: Leary, 1983) is a 12-item 

questionnaire using a Likert scale (e. g., I= not at all like me to 5= extremely 

characteristic of me) that determines a person's fear of the possibility of being 

evaluated negatively by others. This scale demonstrates high levels of internal 

consistency with a Cronbach's alpha of 0.86 and a good test-retest reliability r= . 84 

(Izary, 1983). 

Social Interaction Anxiety Scale (SIAS: Mattick & Clarke, 1998) is a 20-item 

questionnaire assessing anxiety and fears of general social interactions. It has been 

extensively used in social phobia literature and a cut-off score of 36 indicates clinical 

levels of social anxiety from other anxiety disorders, with a sensitivity of 0.93 and a 

specificity of 0.66 (Peters, 2000). Huppert et al. (2002) reported that this questionnaire 

is a valid and reliable measure of social phobia in people experiencing psychotic 

symptoms with a Cronbach's alpha of 0.95 and a test-retest reliability of 0.65. 

Social Functioning Scale (SFS: Birchwood, Smith, Cochrane, Wetton & Copestake, 

1990) is a 79-item scale that measures levels of social functioning in individuals 

experiencing psychosis. It has seven subscales assessing social, interpersonal 

communication, activities of daily living, recreation, social activities, competence at 

independent living and occupation/employment. Raw scores of the 7 sub-scales are 

converted to scale score equivalents with a mean of 100 and a standard deviation of 15 

(Birchwood et al., 1990). This measure has high internal consistency for the full scale 

with aCronbach's alpha of 0.80 for the full scale and all alphas > . 69 for the subscales. 
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It has acceptable validity as determined by its ability to discriminate between 

pathology and social outcome (all rs > 0.44). 

Hospital Anxiety and Depression Scale (HADS: Zigmond & Snaith, 1983) is a 14-itern 

clinical tool comprising of statements and the individual rates one of four replies that 

applies to how they are feeling. Scores between 8- 10 is indicative of mild, 11 - 14 is 

representative of moderate with 15+ being rated as severe levels of anxiety or 

depression. This scale has good internal consistency with a Cronbach's alpha of 0.93 

for anxiety and 0.90 for depression (Moorey et al., 1991). 

Visual Analogue Scale (VAS) measured an individual's level of state anxiety (ranging 

from 'not anxious" to 'extremely anxious') before and after the study. 

The Alodifted Dot-Probe Task 

There were 64 words threat words and 64 matched neutral words (see Table 2.1) that 

were taken from a recent study by Ononaiye, Turpin & Reidy (in press). The neutral 

words were matched with the threat words for length and frequency of usage in the 

English language. There were 4 categories of threat: somatic sensation (e. g., blushing, 

gasping), negative evaluation (e. g., criticised, humiliated), social situation (e. g., 

meeting, dating), and physical threat words (e. g., fatal, pain). 
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Table 2.1. Threat Words by Category 

Somatic 

Sensation 

Negative 

Evaluation 

Social Physical 

Situation Threat 

sweating 

nervous 
dizzy 

shaky 

trembling 

suffocating 
breathless 

nausea 
blushing 

gasping 

collapse 
tense 

lightheaded 

gagging 
faint 

palpitations 

stupid 

mocked 
foolish 

embarrassed 
failure 

disgraced 

pathetic 
inferior 

worthless 

ridiculed 
inept 

criticised 
inadequate 

ashamed 
humiliated 

incompetent 

meeting injury 

interview disease 

public lethal 

audience cancer 

conversation pain 

assessment ambulance 

speech deadly 

presentation illness 

crowd emergency 

examination violence 

party doctor 

socialise coffin 

performance stroke 
dating fatal 

engagement hospital 

stage coronary 

All stimuli were presented to participants using an Applemac Powerbook G4 

computer. Sixty-four trials were presented on a white screen and each trial began with 

a black cross in the centre of the screen for 500 milliseconds to act as a fixation point. 

Similar to Mansell, Ehlers, Clark & Chen (2002), a randomly chosen threat-neutral 

word pair was displayed in 40 point bold black Times typeface for 500 milliseconds. 

The words were diagonally opposite from each other, separated 8cm vertically, with 

their outside edges separated by 14cm horizontally. When the words disappeared, a 
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probe 'that comprised a 12-point light brown letter 'E' or 'F', appeared In place of 

either the threat or neutral word. The probability of the probe replacing the threat or 

neutral word and the threat and neutral word being presented in the upper left/lower 

right or lower left/upper right were equated across trials. The participants were 

instructed to press either the 'E' or V key of a button box that corresponded with the 

probe presented on the screen as quickly and as accurately as they could. There were 

10 practice trials, which were repeated until successfully completed, before they 

attempted the main block of trials. 

The Hintings Task (Corcoran et al., 1995) 

The 'Hintings Task' is a ToM measure that comprises 10 short passages, each 

describing an interaction between two people and all ending in one of the people 

dropping an obvious hint to the other. The participant is requested to say what the 

character really meant. An appropriate response is given a score of 2 and the next 

story is read out, However, if no appropriate response is provided further information 

is given and the participant attempts to give an appropriate answer and if achieved is 

given a score of 1. If the participant is unable to infer the intended meaning then they 

receive a score of 0. All items on the task are read aloud for the individuals by the 

researcher. 

Procedure 

The appropriate ethical approval from the North Sheffield Ethics Committee and 

clinical governance from Sheffield Care Trust was obtained for this study. Following 
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consent, the participants, each tested individually in a quiet room, rated their current 

levels of anxiety on the VAS and completed the SAD, BFNE, SIAS and HADS. The 

researcher was available to assist participants when and if necessary throughout the 

study. Next, they took part in the modified dot-probe task, which was followed by the 

completion the SFS. The trained researcher then administered the SCI-PANSS and the 

11intings Task'. Following this, the participant was fully debriefed, rated their anxiety 

level once again on the VAS, thanked for taking part and given E5 as a contribution to 

their travel expenses. 

Results 

Participant Characteristics 

Independent t-tests were conducted on the participants' scores on each of the 

questionnaires. Table 2.2 shows the means, standard deviations and Mest results for 

these questionnaires. This revealed that in comparison to the controls, the first episode 

group had significantly higher levels of SAD, BFNE, SIAS, and HADS than the 

matched controls. The controls had significantly higher levels of SFS than the first 

episode group. The first episode group recorded significantly higher anxiety levels 

both before and after the study on the VAS than the controls. 
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Altentional Processing 

The aim of this part of the study was to ascertain the nature of the attentional bias in people 

under the care of Early Intervention services, in relation to different categories of threat, 

when compared to non-clinical matched controls. 

Reaction Time Data Analysis 

The data analysis for the probe detection task was calculated on the reaction times for the 

correct responses only and the times for the incorrect responses were removed from the data 

(4%). The outliers were removed by excluding latency data that fell outside two standard 

deviations from the mean score for each participant. A repeated measures ANOVA was 

undertaken with participant group (first episode vs. controls) as the between-participant 

variable and word type (somatic sensation, negative evaluation, social situation and physical 

threat), probe position (upper vs. lower) and word position (upper vs. lower) as within- 

participant variables. This revealed no significant main effects of word type, word position or 

probe position (all Fs < 1). The four-way interaction involving word type x probe position x 

word position x group was also not significant, F(3,108) = . 23, p . 87, partial 2= 
. 01 

However, the main effect of group was significant, F(1,36) = 5.77, p . 02, partial 2= 
. 14. 

Pairwise comparisons revealed that the first episode group were slower (M = 728) than the 

Control group (M = 635) on detecting the probe'. 

' Please note the analysis remained unchanged throughout this section when co-varying for ' 

anxiety and depression. 
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Attentional Bias Score Analysisfor each Word Group 

To explore the results in relation to the hypotheses, attentional bias scores (cf. 

MacLeQd et al., 1986) were calculated for each word group-using the following 

equation: 0.5 x [(UpLt-UpUt) + (LpUt-LpLt)], where U= upper position, L= lower 

position, p= probe, t= threat word. The bias score reflects the word position x probe 

position interaction with positive values reflecting selective attention towards and 

negative values reflecting an attentional bias away from the threatening words. 

As with the reaction time data, the repeated measures ANOVA revealed a non- 

significant interaction between theý attentional bias scores (somatic sensation, negative 

evaluation, social situation and physical threat) and group (first episode vs controls), 

F(l, 36) = . 94, p= . 43, partial '= 
. 02. There was also the same between group 

differences, F(l, 36) = 5.65, p= . 02, partial 2= 
. 14. This was explored using 

. independent t-tests on each word group separately. Please see Figure 2.2. for details 

of each word group's bias score for each participant group. 
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Figure 2.2. Bar Chart Displaying Each Word Group's Mean Attentional Bias 

Score for the First Episode (FE) and Matched Control (MC) Groups 

Negative Evaluation Word Group: 

There was a significant difference between the first episode group and the control 

group in response latencies to negative evaluation words. The first episode group 

displayed an attentional bias towards the negative evaluation words, in comparison to 

the control group who attended away from this word group, t(36) = 2.00, p= . 03, d 

. 64. 
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Physical Threat Word Group: 

The analysis revealed a significant difference between the groups in relation to the 

responses to the physical threat words. The first episode groups attended towards the 

words and the control group attended away, t(36) = 1.91, p =. 03, d=. 61. 

Somatic Sensation Word Group: 

There was a significant difference between the two groups in probe detection 

latencies with the somatic sensation words. The first episode group attended towards 

the somatic words and the control attended away, t(36) = 1.82, p= . 04, d= . 61. 

Social Situation Word Group: 

There was no significant difference between the first episode group and the control 

group with this word group, t(36) =. 152, p= . 440, d= . 58. 

Comparison with Ononaiye et al. 's (submitted) Social Phobia Study 

A study by Ononaiye et al. (submitted) uses the same word groups and employed a 

probe detection dot-probe task to explore attentional processing in phobia. Of course, 

the comparison of different studies should be done with caution because of the 

differences in experimental conditions, measures and demographics (see Table 2.4). 

This Table shows that the First Episode group were on average slightly older but with 

a wide variation in age and had lower SAD scores than the social phobia group. The 

comparison of two different detection tasks is considered another confounding 
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variable, although Salemink et al. (2007) proposed that this is possible once the data 

has been transferred to attentional bias scores. 

Table 2.4. Comparison of Participant Characteristics 

Social Phobia Group First Episode Group 

(Ononaiye et A, submitted) (Current Study) 

Number of Participants 16 19 

Age 25.4(11.0) 22.1(3.24) 

SAD 22.4(3.3) 13.1(7.7) 

SIAS N/A 38.8(17.7) 

Figure 2.3. compares the attentional bias scores from the current study (first episode 

group only) and the study by Ononaiye et al. (submitted) investigating attentional 

processing in people experiencing social phobia. It shows that the first episode group 

attended towards each word group, whereas the social phobia group only attended 

towards the negative evaluation and physical threat word groups. Furthermore, the 

first episode group displayed greater attentional bias towards these two word groups 

than the social phobia group. This suggests that the first episode in psychosis group 

is hypervigilant towards a variety of threats and to a greater intensity than the social 

phobia group. 
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Figure 2.3. Bar Chart Comparing the First Episode (FE) and the Social Phobia 

(SP) Group's Attentional Bias Scores to Each Word Group 

Social Phobia and Psychotic Symptoms 

The aim of this section is to explore the prevalence rates and any possible 

relationships between social phobia and psychotic symptoms in the first episode of 

psychosis group only. 

Prevalence of Comorbid Social Phobia in Psychosis 

Similar to Birchwood et al. (2006), 37% of the first episode group were experiencing 

clinical levels of social phobia as determined by the SIAS using Peters' (2000) 

criteria of a cut-off score of 36 or above. The SIAS scores in this study were 

comparable to other published schizophrenia and social phobia studies (see Table 

2.5). 
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Table 2.5. Comparison of SIAS Scores Across Studies 

SIAS Score 

Present Sample Psychosis + SP 48.3(12.3) 

Psychosis No SP 18.2(9.4) 

Birchwood et al. (2006) Psychosis + SP 51.9(11.9) 

Psychosis No SP 19.6(8.8) 

Kingsepp et al. (2003) Psychosis + SP 48.5(10.0) 

Huppert et al. (2002) Psychosis 41.4(15.6) 

Peters (2000) Social Phobia 55.2(12.9) 

0 
The Relationships Between Social Anxieiyýhobia and Psychotic Symptoms 

Pearson correlational analyses were conducted to assess the relafionships between 

measures of social apxiety/phobia (SAD, BFNE & SIAS) and positive and negative 

symptoms as determined by the SCI-PANSS. Pearson correlational analysis revealed 

that positive symptoms were not related to the SAD (r = . 04, p= . 44), the BFNE (r 

. 10, p= . 34) or the SIAS (r = . 23, p= . 17) scales. Furthermore, negative symptoms 

were not related to the SAD (r = . 10, p= . 35), the BFNE (r = -. 22, p= . 18) or the 

SIAS (r = . 05, p= .4 1) questionnaires. These findings are similar to Birchwood et al. 

(2006) who also reported that social phobia was unrelated to positive or negative 

symptoms associated with psychosis. 
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ToM Processing 

The aim of this section is to explore ToM processing in people experiencing their first 

episode of psychosis and the control group and whether social anxiety/phobia or 

social functioning measures influence this task. 

Independent t-tests, revealed that the first episode group (M = 16.7, SD 2.9) 

responded with more incorrect responses than the control group W= 1&9, SD 0.5) 

on the Hintings Task, t(19) = -3.20, p =. 01, d= -. 98. These means are comparable to 

data reported by Corcoran et al. (1995) who found that patients with schizophrenia 

scored 15.6 on this task and controls scored 18.3. 

Pearson correlations were conducted to explore the relationships between the SAD, 

BFNE, SIAS, and SFS with the Hintings Task scores. Similar to Doody et al. (1998), 

this analysis showed that the participants' levels of social anxiety/phobia as 

determined by the SAD (r = -. 12, p =. 23), BFNE (r =. Ol, p= . 48) and the SIAS (r 

-. 05 p =. 38) were not related to performance on the 11intings TaslL The participants' 

overall SFS score, however, was related to the performance on the Hintings Task (r = 

. 37, p= . 02). The SFS subscales of social withdrawal (r = . 35, p= . 02), independent 

performance (r = . 27, p= . 05), prosocial (r = . 48, p= .0 1) and employment (r = . 36, p 

= . 01) were related to the I-Entings Task Scores. This shows that increased levels of 

social functioning, particularly in the areas of being independent, socially active and 

in a job increased a person's performance on the I-Entings Task. 
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Discussion 

This study is the first to investigate the nature of the aftentional bias in people 

experiencing their first episode of psychosis to different categories of threatening 

words using the forced-choice version of the dot probe task. It found that people 

diagnosed with their first episode of psychosis demonstrated an attentional bias 

towards negative evaluation, somatic sensation and physical threat word groups, 

when compared to a non-clinical matched control group. There were no attentional 

bias differences between the two participant groups in relation to response latencies to 

the social situations words. Interestingly, a comparison of the mean data with a study 

by Ononaiye et al. (submitted) suggested that this attentional bias is greater in people 

experiencing psychosis than people experiencing clinical levels of social phobia. 

This effect was particularly pronounced with the physical threat and somatic 

sensation word groups. 

The study also found that a substantial subgroup (37%) of the people experiencing a 

first episode of psychosis reported clinical levels of social anxiety. Their scores on 

the SIAS were comparable to clinical groups with psychosis and social phobia (e. g., 

Birchwood et al., 2006) and social phobia without psychotic symptoms (e. g., Peters, 

2000). In support of Birchwood and colleagues, the results showed that social 

anxiety/phobia ratings were not related to positive and negative symptoms and thus 

provide further support that social phobia is a distinct clinical disorder when 

experienced with psychotic symptoms as first suggested by Pallanti et al. (2004). 
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Furthermore, people diagnosed with psychosis did not score as highly on the 

'Hin tings Task', when compared to the control group, indicating an impairment of 

ToM processing. Social anxiety and social phobia symptoms were unrelated to the 

psychosis group's performance on the I-Entings Task', whereas greater social 

functioning was associated with improved scores on this task. Greater scores on the 

sub-scales of social withdrawal, being pro-social and independent socially and 

employed were all significantly related to increased 'Hintings Task' scores. 

In support of the aforementioned emotional Stroop studies (e. g., Bentall & Kaney, 

1989; Kinderman, 1994; Kinderman et al., 2003), this study has provided further 

evidence of a selective attention to threatening stimuli being characteristic of people 

experiencing psychosis. Of note, these studies only looked at people experiencing 

persecutory delusions, whereas this current study included people who may or may 

not be experiencing such delusions. However, it is important to note that all of them 

were relatively low in symptom presentation as indicated by the SCI-PANSS scores. 

They were also all recovering from their first episode of psychosis, which is a time 

that Birchwood et al. (2006) proposed is a risk factor for elevated social anxiety. It is 

difficult to ascertain how these. factors impacted on the results. It does however seem 

fair to conclude that the use of a more recognised measure of attentional processing 

such as the forced-choice dot-probe task in this study, together with a relatively 

homogeneous sample of participants of a similar age and symptom presentation has 

detected selective attentional biasing effects to threatening stimuli. 
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The attentional bias towards negative evaluation words was expected because a 

preoccupation with negative evaluation is a characteristic of both social phobia (Clark 

& Wells, 1995) and psychosis (Chadwick, Birchwood & Trower, 1996). 

Interestingly, Ononaiye et al. (submitted) did not find any evidence of an attentional 

bias difference between people with clinical levels of social phobia and a non-clinical 

control group. Musa et al. (2003) did report that their participants diagnosed with 

social phobia without concurrent depression demonstrated an attentional bias towards 

social threat words that did include words relating to negative evaluation. It seems 

fair to conclude from this current study that participants with psychosis both with and 

without comorbid social phobia are hypervigilant to themes relating to negative 

evaluation. 

The attentional bias towards physical threat words has been found in patients 

experiencing social phobia (e. g., Musa et al., 2003; Ononaiye et al., submitted) and 

psychosis (e. g.,, Kaney & Bentall, 1989). This study's results support these findings 

and show that themes of physical threat dominate attentional processing in this client 

group. This word group includes stimuli such as 'doctor', "hospital', illness' and 

attack' which will all be words extremely familiar to people experiencing their first 

episode of psychosis, because many of the first episode group had had recent hospital 

stays. This familiarity effect may help to explain why the people with psychosis in 

this study showed an increased attentional bias towards this word group when 

compared to people with social phobia. An alternative explanation is that an 

attentional bias to physical threat in the environment is a characteristic of psychosis. 
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Heightened physiological arousal is common in people experiencing psychosis 

(Chadwick et al., 1996) and social phobia (Clarke & Wells, 1995). All the 

participants in this study were meeting the researcher who they did not know and this 

was often in an unfamiliar environment (e. g., therapy room). These factors would 

make the individual feel anxious as this was a social encounter where the participants 

were doing a study that they had not done before. The first episode group of 

participants found this an anxiety provoking situation as they recorded increased 

levels of self-reported state anxiety in, the on the visual analogue scale when 

compared to the control group. Thus, it seems fair to suggest that these factors would 

have heightened the participants' physiological arousal and may have influenced the 

attentional biasing towards somatic sensations words, which was once again greater 

in this client group than the previous social phobia study. 

There were no significant differences between the participant groups in this study 

who both attended towards the social situation words. Interestingly, a recent study by 

Ononaiye et al. (submitted) also failed to find any evidence of any selective 

attentional effects between people experiencing clinical levels of social phobia and 

non-clinical matched controls with this word group. On comparing the findings 

between the first episode in psychosis group in this study and the social phobia group 

in the Ononaiye et al. (submitted) paper, the former group attended towards the words 

(Mean = 16.0) whereas the latter group attended away (Mean = -15.2) from the social 

situation word group (see Figure 2.2). These differences suggest that the first episode 

81 



in psychosis group demonstrated a greater attentional bias towards not only the social 

situation words. 

An important caveat when comparing the findings to the Ononaiye et al. (submitted) 

paper is that although the studies both used the same word groups, a different version 

of the dot probe task and the possible methodological inconsistencies, limits the 

extent to which you can compare the findings (Salemink et al., 2007). However, 

taking these factors into account, the comparison of the means data across the studies 

does show a marked and interesting difference between the groups. The, first episode 

group displayed a greater attentional bias towards all word groups when compared to 

the social phobia group. Future research needs to compare directly the nature of the 

attentional. bias to different words groups including people diagnosed with psychosis 

with and without social phobia and people experiencing clinical levels of social 

phobia in order to detect what factors may be influencing the strength of the bias. 

Theoretically, these findings provide evidence supporting the cognitive theories that 

propose that people with a psychological disorder demonstrate a bias towards stimuli 

that is relevant to their current concerns (e. g., Beck et al., 1985; Clark & Wells, 1995; 

Morrison, 2001). Indeed, the first episode group displayed the strongest attentional 

bias towards physical threat words and then words relating to physiological signs of 

anxiety, followed by words relating to negative evaluation. Of note, the control group 

selectively attended away from these word groups. These group differences provide 

further weight to the argument that attention to threat is a causal and/or maintenance 
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factor in the development of social phobia (e. g., Clark & Wells, 1995) and a 

psychotic illness (Morrison, 2001). Unfortunately, Morrison's model only considers 

positive symptoms and selective attentional processes. The first episode group in this 

study were experiencing greater levels of positive symptoms than negative, but one 

can not conclude that this was the main influential factor in the attentional biasing 

effects. Indeed, the fact that Morrison does not consider negative symptoms in his 

cognitive model is a limitation of this work. Furthermore, cognitive models in 

general need to consider the impact of additional comorbid psychological disorders in 

their theoretical perspectives. 

This paper has shown that comorbid social phobia is prevalent in people experiencing 

their first episode of psychosis and that it is unrelated to symptoms associated with 

this psychiatric condition. These findings support previous work in this area 

(Birchwood et al., 2006; Gumley et al., 2004; Pallanti et al., 2004) that failed to find 

any relationships between the two disorders. It also contrasts with studies that have 

reported a relationship between positive (e. g., Cassano et al., 1998) and/or negative 

(Penn et al., 1994) symptoms and social anxiety symptoms. The findings also 

contrasted with Voges and Addington (2005) who found that negative symptoms 

were associated with social anxiety in a similar participant sample. These differences 

could be attributed to the use of different social phobia measures employed, insofar as 

the Voges and Addington study used the SPAI, which to date has not been validated 

with this cohort. This provides support for the suggestion that such differences in 

findings between the studies could be due to differences in the participants in terms of 
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age, chronicity of illness and methodological inconsistencies. As shown in Chapter 

One, the accumulating evidence and the apparent inconsistencies means that it is 

difficult to draw any conclusive findings from the studies. This study does not 

however, support Birchwood et al. 's suggestion that social phobia, as determined by 

the SIAS, in first episode psychosis, is unrelated to positive and negative symptoms. 

It also highlights the importance of ensuring similar client groups and measures when 

comparing findings. 

A major strength of this work is that the matched control group were directly matched 

for years of education and occupational status. A further strength is that this study 

used the SIAS questionnaire to determine clinical levels of social phobia. The SIAS 

has been validated as being a reliable and valid measure of social phobia (Peters, 

2000), as well as comorbid social phobia in people diagnosed with schizophrenia 

(Huppert et al., 2002). Huppert and colleagues compared the psychometric properties 

of the SIAS in 33 outpatients with schizophrenia and 46 patients with anxiety 

disorders. They found that the SIAS had good test-retest reliability and successfully 

discriminated social phobia from other anxiety disorders in the schizophrenia cohort. 

Additionally, this study provides further evidence to Lee et al. 's recent review 

concluding that people diagnosed with a psychotic condition have difficulty in 

inferring the mental states of others. The first episode of psychosis group 

demonstrated impaired ToM processing as determined by the 'Hintings Task', when 

compared to a non-clinical control group. It is important to note that although both 
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groups were matched for years in education, direct measures of intellectual 

functioning were not included. The impairment scores on the task in the first episode 

group were similar to the levels documented by Corcoran et al. (1995) showing a 

relatively stable impairment across two different patient groups diagnosed with 

psychotic symptoms. 

Social functioning was related to impaired performance in ToM processing in this 

study. In particular, the subscales of social withdrawal, not being pro-social or 

socially independent and lack of employment were related to impaired performance 

on the 'Hintings Task'. Bora et al. (2006) also used the SFS and four stories from the 

'Hintings Task'. They found, in contrast to this study, that the SFS was not related to 

impaired performance on the task. Bora and colleagues did report that an alternative 

ToM task called the 'Eyes Test', which is a mental state decoding assessment, was a 

better predictor of social functioning. They felt that this was because the latter task 

involves spontaneous automatic judgements rather than more effortful mental 

reasoning in the 'Hintings Task. Is does seem fair to suggest that as they used less 

than 50% of the 'Ifintings Task' suggested by Corcoran et al. (1995), this would have 

impacted on the range and quality of the responses to compare and thus the results. 

Also, their participant were outpatients who had been clinically stable for three 

months and it is possible that this may influence ToM, as improvement in symptoms 

could result in less ToM impairment (Corcoran et al., 1995). 
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Interestingly, social anxiety and social phobia measures were not related to 

participants' performance on the ToM task. The rationale was that as ToM is a 

socially acquired skills then those with social anxiety symptoms may not have learrit 

the skills necessary. However, Birchwood et al. (1996) argued that social phobia 

develops as a consequence of the shame and stigma of being diagnosed with 

psychosis. If this is the case, then the individual would have learnt the social skills 

that may be impaired by the experience of social phobia prior to the onset of the 

condition and hence the non-significant relationships found in this study. 

Umitations 

It is beyond the scope of this paper to determine whether confounding variables such 

as medication effects, concentration, intellectual difference and memory impairment 

impacted on these findings. The- ToM task, for example, involves listening carefully 

to a short story, retaining the information whilst considering a response. It was noted 

by the researcher that the first episode group would regularly ask for the statement to 

be repeated, which rarely happened with the control group. Thus, possible fatigue 

effects caused by the medication or memory problems could have influenced the 

retaining of information, the determination of inference and the actual response in the 

first episode group. Bora et al. (2006) proposed that people with schizophrenia prefer 

to use cartoons or drawings when completing mental reasoning tasks as pictorial 

stimuli allows for a different from of encoding that verbally presented information. 

Thus, this current study may have benefited from a different type of ToM task or 

perhaps the "11intings Task" could be presented in a more pictorial format. 
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In a related vein, the study in itself was cognitively demanding, including the 

participants completing questionnaires and a dot probe task, being interviewed using 

the SCI-PANSS and responding to the 'Hintings Task'. All the first episode 

participants were taking anti-psychotic medication, which has been shown to 

negatively impact on cognitive processing and cause fatigue effects (Otto et al., 

2001). Thus, the control group were at somewhat of an advantage as there were not 

on any type of medication or experiencing any psychotic symptoms. 

Furthermore, all of the questionnaires were presented in the same order so it is 

difficult to know whether the ordering of the questionnaires had any impact on the 

results. For example, all the measures pertaining to social anxiety/phobia were 

completed before the dot-probe task and it is possible that this primed the participants 

towards socially threatening words in the task, especially those who were more 

hypervigilant to threat as with the psychosis group. On a positive note, at least all the 

participants completed the study in exactly the same way and this ensures that if 

participants were primed then it should happen across the groups. 

The matched controls comprised of individuals who responded to an advert asking for 

people who were confident in all social situations. This may have resulted in 

extremely confident people taking part who may have had extremely high levels of 

extraversion and/or grandiosity. It is out of the scope of this piece of research to 

explore these issues, but the wording of the advert and the subsequent participants it 

attracted needs to be considered in the interpretation of these findings. 
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The first episode sample were a relatively homogeneous group of similar young age 

group having experienced their first episode of psychosis and seeking treatment from 

an Early Intervention Service. This limits the generalisability of the findings, 

especially in the consideration of people experiencing schizophrenia more longer 

term or with regular relapses or indeed those who are either treatment resistant or not 

treatment seeking whatsoever. Indeed, Killackay & Yung (2007) have argued that 

people experiencing their 1" episode of psychosis may be less cognitively impaired 

than a more chronic multiple episode cohort. 

The number of participants including in this study were relatively small which 

impacts on the power of this study. The effects sizes shown throughout the results are 

relatively good however, which demonstrates that this study is significantly powered 

within the strength of the group differences (Howell, 1997). The participant numbers 

are also comparable to other cognitive studies of social phobia (Musa et al., 2003) and 

psychosis (Bentall & Kaney, 1989). This study originally planned to explore 

attentional processing in people diagnosed with psychosis with and without social 

phobia. Unfortunately, the participant numbers means that there is insufficient power 

in this study to conduct this analysis. 

Suggestionsfor Future Research 

Future research therefore, needs to explore attentional processing to different 

categories of threat using validated measures of anxiety, psychotic symptoms and 
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depression levels in not only people experiencing their first episode of psychosis, but 

also those with more enduring and long-term psychotic conditions. There needs to be 

a systematic programme of psychosis research using a variety of paradigms that 

measure attention to threatening stimuli. The stimuli itself can be in the form of 

words or pictures and the presentation times need to be manipulated to see if the 

attention to threat is an automatic or conscious process. 

The issue of comorbidity also needs to be investigated, because as the literature 

stands at the moment, it is difficult to surmise whether the presence of two or more 

disorders have no effect, an additive effect or an interactive effect on the nature of the 

attentional bias. Thus, the systematic investigation of psychotic populations with and 

without anxiety disorders such as social phobia, with control groups from either the 

non-clinical population or from people experiencing an anxiety disorder only is vital 

to highlight any similarities or differences. 

In terms of ToM processing, future research needs to use different tasks to ensure that 

any deficits are attributable of deficits in ToM and not extraneous factors such as 

concentration problems. Additionally, this was the first study to explore the role of 

social anxiety/phobia in ToM processing and thus this needs to be the target of future 

research. 
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Clinical Implications 

The knowledge of the mechanisms that underlie cognitive processing biases in 

psychoses (e. g., the individual's attentional system or ToM deficits) will help to 

inform theoretical perspeýtives (e. g., Morrison, 2001) and make therapy more 

efficient and effective (e. g., Halperin et al., 2000). It is documented that unhelpful 

attentional processing of threat maintains anxiety (Beck et al., 1985) and psychotic 

symptoms (Morrison, 2001) and knowledge pertaining to the exact nature of this bias 

is vital to inform the intervention process. For example, more precise evidence about 

a person's attentional. bias leads to the development of cognitive behavioural therapy 

techniques that targets key cognitive processes, with the aim being to promote a 

positive change in symptoms presentation. 

This research has added to the literature detailing the importance of social anxiety 

concerns in individuals with a diagnosis of psychosis. It also raises the profile of this 

comorbidity with health-care professionals. This will in turn inform the assessment 

and formulation process. A good example of where this knowledge would be helpful 

is in consideration of the care package provided by the Early Intervention teams. 

They run a weekly recovery group that involves service-users taking part in a social 

event (e. g., bowling, cinema, country walks). If the service-user has comorbid social 

phobia then they are unlikely to attend, which may impact on social functioning - 

recovering. Thus with this heightened awareness, the health professional is now 

aware of the influence of social phobia and focus treatment protocols accordingly. A 

psycho-education package aimed at both service-users and care-givers explaining the 
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phenomenon of comorbid social phobia in psychosis could also be developed in 

addition to the literature looking at each condition individually. 

An exciting new area of research is that of attentional re-training of the selective bias 

using cognitive-experi mental paradigms. For example, there is now evidence 

emerging that an attentional bias to threat in anxious populations can be modified 

through a process of re-training (e. g., MacLeod, Rutherford, Campbell, Ebsworthy & 

Holker, 2002). MacLeod (2007) explained that this involves. exposing the 

parficipants to extended versions of cognitive-experimental tasks (e. g., dot probe) that 

train the person to attend to neutral stimuli (e. g., the dot always replaces a neutral 

word forcing the participant to learn to shift their attentional away from the threat). 

In support, Amir et al. (2004) have shown that treatment seeking individuals 

diagnosed with social phobia can be trained to focus on positive stimuli, rather than 

threatening, using a modified version of the probe detection paradigm. This 

obviously provides an exciting opportunity for similar paradigms to be devised for 

people experiencing psychosis either with or without a comorbid anxiety disorder. 
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Conclusions 

The results from this study suggest that individuals experiencing psychosis, 

irrespective of their levels of social phobia, selectively attend to threatening 

information (negative evaluation, somatic sensation and physical threat), when 

compared to non-clinical controls. Theoretically, these findings provide support for 

cognitive models that propose that selective attention to threatening information is 

common in anxiety disorders (e. g., Beck et al., 1985) and psychotic presentations 

(Morrison, 2001). Tentative comparisons of the mean data of the attentional bias 

scores with a study by Ononaiye et al. (submitted) showed that the attentional bias 

was greater in this study, when compared to people experiencing social phobia 

without psychotic symptoms. 

k 

The study has also shown that comorbid social phobia in psychosis is a significant 

disorder that is unrelated to current psychotic symptomatology. Thirty-seven percent 

of the first episode in psychosis group were experiencing clinical levels of social 

phobia. ToM processing was impaired in the first episode in psychosis group, in 

contrast to the control group using the "HintingS Tasle'. Social anxiety/phobia did not 

influence this deficit, but social functioning was related to ToM processing. 

This is the first study to systematically explore these factors and thus further research 

is needed in this area, especially in relation to the limitations of this study. The 

overall aim is to inform theoretical perspectives, clinical treatment programs and to 

ensure the best outcome for the person diagnosed with psychosis. 
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Introduction 

This section of the thesis will appraise and critique the process of completing the work in 

this thesis. Based upon the research diary, it will be divided into two main sections. The 

first section focuses on the research process itself and presents a synopsis of the personal 

experiences and reflections of the researcher. The next section discusses the main 

learning experiences gained from conducting this research. 

The Research Process 

Background of the Project 

I have an active interested in, and previously conducted research on, cognitive processing 

in anxious and depressed populations. To develop this interest further, I. wanted to 

undertake a study in this area as part of my Doctorate of Clinical Psychology. My first 

placement involved working in an Early Intervention Service for young people diagnosed 

with a first episode of psychosis. I found working with this client group a challenging 

and rewarding experience and decided that this is where I would like to focus my 

research interests. Following discussion with my then supervisor, we realised that 

attentional processing to threatening information had not been fully investigated in this 

client group. A subsequent literature review identified that there had not been any studies 

looking at attentional processing in people experiencing psychosis using the dot-probe 

paradigm. 
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I chose my main supervisor because he had supervised me academically previously, so it 

seemed natural for me to approach him to be my supervisor. My placement supervisor at 

the Early Intervention Service had also agreed to be my supervisor for this research, as 

she not only worked in this area, but also had strong research interests with this client 

group. The three of us initially met and we started to put together a research protocol. I 

invited an additional supervisor, who had recently joined the department and had 

published extensively in this area to attend the meeting and subsequently he became my 

3 rd 
-supervisor. 

Together, the four of us decided that the focus on the work should 

primarily be on attentional processing to threatening stimuli in people experiencing their 

first episode of psychosis. My supervisors also felt that because of the richness of the 

data that I would be gathering, the study should include looking at comorbid social 

phobia, social functioning and ToM processing. 

In my diary, I noted how surprised I had been at the addition of the ToM processing. I 

was in my 'comfort zone' looking at attentional processing and social phobia and this 

was something I needed at the time. This was mainly because, coming from an academic 

background, I was finding the clinical work challenging and the learning of new ways of 

working was dominating a lot of my time. The research side of things was where I was 

comfortable and initially I wanted to stay safely within this area. I chatted with my 

supervisor about this and he enabled me to see the research value and the links between 

these areas that would ultimately culn-dnate in a good research paper. 
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Clarification of the Research Project 

Following these initial discussions, I decided to contact the Service Lead of the Early 

Intervention Service in Sheffield. I met with him to discuss the likelihood of recruiting 

enough participants for my study. He told me that in October 2005, Sheffield Early 

Intervention Service had 110 service users, which, due to expansion, was projected to 

grow to 280 people by the end of 2006. My power calculations suggested that I should 

be easily able to recruit enough participants from Sheffield. During supervision, we did 

discuss extending the recruitment to other Early Intervention Services in the Yorkshire 

area. We decided that there should be enough service-users to recruit in Sheffield, but we 

would also keep the possibility of extending the area of recruitment in mind. 

The next issue to address was how to measure social phobia symptoms in this client 

group. I emailed a Canadian academic in this area and she advised me that she had tried 

to develop such a measure but had been unsuccessful. I then looked at the limited 

research in this area and found that three measures had been used. One of my supervisors 

said that in a recent piece of work he had used a particular scale called the Social 

Interaction Anxiety Scale (SIAS Mattick & Clarke, 1988). Following another meeting 

with my supervisors, we agreed that due to the lack of validated measures the SIAS 

would be a sensible measure to use and I had found a paper that had validated this paper 

with this population (Huppert, Smith & Apfeldorf, 2002). 

The development of the dot-probe paradigm was based on a previous programme of 

doctoral work looking at attentional processing in social anxiety and social phobia. The 
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four word groups of social situations, somatic sensations, physical threat and negative 

evaluation not only seemed applicable to people with high levels of social anxiety 

concerns but also to individuals diagnosed with a psychotic disorder. I am very proud to 

say that I wrote the majority of the computer program myself in Psyscope. Upon 

reflection, acquiring this new skill was at times frustrating, but also rewarding (especially 

when I finished it! ). I enlisted the help of two colleagues in the Psychology department 

and together we wrote the program that I used throughout the study. The Psychology 

department also loaned me a button box, which was a more sensitive recorder of the 

response latency. 

Following the success of writing the program, I decided to look at which ToM task would 

be the best one to include. Luckily, one of my supervisors had worked at a previous 

university with an academic who was experienced in this area and indeed had written a 

ToM task. I emailed her with an outline of my research proposal and she sent me the 

Untings Task' along with her permission to use it. This task had been used in previous 

studies and seemed an easy to administer task to this client group. In my diary I reflected 

on how easy it had been to talk to a specialist in this area and how easy it had been to get 

permission to use the task. 

At this point, I felt like the study was coming together. I had emailed a researcher who 

had developed a social functioning questionnaire that had been extensively used in this 

population and he kindly gave me permission to use his measure. My supervisor had also 

agreed to train me in the questionnaire we used to measure positive and negative 
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symptoms in schizophrenia. I was concerned about the number of questionnaires'we 

would be using. It was finding that fine line between the assessment of psychological 

health, anxiety and psychotic symptoms without the task being too onerous for the 

participant. In supervision, we decided to space out the completion of the questionnaires 

throughout the study and for myself, as the researcher, to assist the person as and when 

required. 

Initial Research Proposal Process 

I submitted my proposal in November of 2005 to the Clinical Psychology Unit's 

Research Sub-Committee for peer review. I attended the review meeting in December 

2005.1 found this a helpful process as it helped me to really think through my proposal, 

discuss any possible issues and it was also nice to discuss my work with experienced 

academics who were genuinely interested in my work, outside of my supervisors. 

Luckily, I only had to do minor changes. The biggest change was in my choice of 

anxiety and depression measures. I had not realised that the ones I had originally chosen 

had huge copyright fees. I chose one measure that assesses anxiety and depression at the 

same time in hospital populations, which not only addressed the copyright issue, but also 

reduced the numbers of questionnaires. 

Ethical Approval and Research Governance 

Previously, I had had quite a bad experience at the North Sheffield Ethics Committee 

meeting. They had literally argued amongst themselves about the choice of words in the 

dot-probe task. This left me wondering how my current application would be received. I 
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found the completion of the online forms relatively easy and the secretary very helpful at 

the committee office. The meeting in July 2006 went surprisingly well and they made the 

sensible suggestion about doing a separate information sheet for the control group. From 

that, the online completion of the governance form was relatively easy. It did become a 

frustrating process of collecting all relevant documentation but I must say they were very 

helpful at the Sheffield Health and Social Research Consortium and the subsequent 

application went smoothly and I was ready to start testing from October 2006. 

Recruitment of Participants Experiencing First Episode of Psychosis 

This section will be the longest as it was this area that proved to be the most challenging 

for me. It also contributes to one of the criticisms of my research chapter that the sample 

was a relatively small one. Regrettably, the Early Intervention health professionals were 

extremely busy and this meant that they had little time to promote my research to their 

service-users. On a positive note, it was great to work closely with teams and they did 

play a crucial role in the research in terms of recruitment. I knew that maintaining good 

working relationships with them was important. I was also conscious of how busy they 

were and that my research was not necessarily a priority for them. From my previous 

experience of working with NHS teams, I was able to remember the importance of 

perseverance and remembering the work pressures the teams were under. I also brought 

chocolates and biscuits for the team. I always work on the notion that a way to a teams 

commitment to my research is through their stomachs! 
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In September 2006,1 began the recruitment process by attending a city-wide meeting of 

the four teams in Sheffield. I had prepared a presentation on the research and delivered at 

the meeting. I am confident in presenting and together with the fact that I knew a large 

proportion of the people there, the presentation went well and lots of questions were 

asked by the audience. It was decided at this meeting that I should liaise with each 

team's clinical psychologist as a first point of contact. Unfortunately, the meeting itself 

was poorly attended and I was concerned that this would not be the best way to enlist the 

help from the care-coordinators. I discussed this with my supervisors and the Service 

Lead via email and we decided that I should attend each team's own meetings at their 

base. This was an interesting process and each team meeting was inherently different. 

Despite knowing some of the staff and the clinical psychologists, I came away from two 

of the meetings concerned about whether the team would get behind the research. I 

emailed this concern to the clinical psychologist of the team and they assured me that 

everything would be fine. 

I started actively recruiting from the team that I had my placement with in the first year. 

Their base was the same as mine for two days a week on my. third year placement. The 

team were really helpful and interested in my research and actively recruited as many 

people as possible. It was also great to have the opportunity to keep popping downstairs 

to see them and remind them about my work. Another plus point was that I also knew a 

lot of their service-users from my placement in the first year, which helped allay some of 

their concerns about who I was. On reflection, I was in the early stages of the work and 

having familiar faces taking part in my research was helpful for me too. 
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Unfortunately, recruitment was extremely slow from the other three teams. I was 

emailing them and in regular contact with the clinical psychologists in the teams, but by 

December 2006 1 only had 8 people. I emailed my supervisors and they assured me not 

to panic and that things would pick up. My supervisors suggested that I became a bit 

more aggressive in my recruitment strategy. I decided to contact each team member and 

meet up with him or her individually to discuss clients. This proved to be a useful 

strategy for some of the team members. At least four of the team members from two 

teams I was concerned about actively got behind recruitment and by March I was up to 

16 people. 

I also considered recruiting from other Yorkshire based early intervention teams. It 

became apparent that this would not be as easy as first thought. For example, one team 

had a policy not to see clients at base, which meant I would have to travel to see them. 

This was fine with me but there was huge a cost implication because I do not drive. It 

would mean to make effective use of the limited time that I had I would have to get taxis. 

Another team was reluctant for me to see their clients. A decision was made to reduce 

the number of participants needed by looking at people with psychosis and a healthy 

control group rather than two groups of participants experiencing psychosis with and 

without social phobia. A further power analysis revealed that this meant that I needed 22 

people per group and I managed to secure 21 people from the Sheffield teams by May 

2006. 
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The control group were surprisingly easy to recruit from either the University of Sheffield 

of Sheffield Connextions, which is an advice centre for young people in relation to future 

career opportunities. I sent out emails to students and I went to Connextions and 

recruited people from a poster whilst they were in the building. The Connextions' staff 

would bring any interested people who fitted my criteria to me after their appointment 

which was great and meant I got suitable control participants in a couple of weeks. 

The Study 

Due to my previous experience, I was well practiced in the procedure of the study. I 

recruited all the first episode participants initially and it took on average two hours go 

through the study in its entirety. I had to allow enough time for the service-user in case 

they wanted to talk or needed to take a break. This meant that realistically I could only 

see two clients (many of which would change their mind or not show up) a day and I 

would often have to travel by bus to their homes. Also, there was a high percentage 

(35%) of 'no shows' from the service users. As research time is so limited during the 

course this impacted on the recruitment process too. The controls, on the other hand, I 

would book one every hour and they were very much focused on the task and getting out 

as quickly as possible. I saw them either at the Clinical Psychology Unit's building or in 

the Connextions office, which allowed me to see more people on the day. 

Analysis 

I scored each participant's questionnaires directly after I had seen them. I had 

underestimated how long this process would take and on average it took one and a half 

114 



hours. I then emailed the scores to each care-coordinator for clarification and loaded the 

scores onto an Excel spreadsheet. The reaction time data needed to be converted from a 

Psyscope program to an Excel one. There was limited help to do this from the 

department, so flushed by my success of writing the Psyscope program, I decided to do 

this myself. This proved to be a frustrating, challenging and time-consuming process. I 

learnt how to manage large amounts of data on a spread-sheet and how to use Excel 

effectively to obtain the data I needed. I used to teach statistics and so the actual 

statistical analysis was enjoyable and relatively easy for me. The only problem I found 

was trying not to put too much analysis in and losing the emphasis of the paper. 
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The Write Up 

Chapter One - Literature Review 

I was'once again in my comfort zone here as I enjoy the process of researching and 

writing literature reviews, so motivation was not really a problem for me. I did have 

difficulty however, determining my topic. I originally wanted to look at cognitive 

processing in psychosis but realised this was a huge topic and outside of the scope of this 

piece of work. During a supervi§ion session, my supervisors suggested investigating 

comorbid social phobia in psychosis. I went away and researched the area and found 

relevant papers and then quite enjoyed writing the literature review. 

Chapter Two - Research Report 

Once I had decided what analysis to include, I started with writing up the method and 

results section. From this, the paper developed well and I made sure I gave myself lots of 

breaks and time to think about the work. 

Supervision 

I was lucky to have three excellent supervisors who have been extremely helpful and 

knowledgeable in their area. I know that I like a problem-focused supervisory approach 

to academic supervision and I would often attend meetings with my own agenda to keep 

everyone focused during the short time that we had. Due to busy diaries, we have not had 

that many formal supervision meetings with all of us present, but we have had lots of 

email and telephone contact. I personally find this a useful way to talk through research 
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issues and to gain clarification and view points. I also had a written version of what we 

have agreed in the form of an email, which is useful for the project, but also in the 

completion of my research diary. There were lots of opportunities for informal 

supervision or seeing each supervisor individually. 

Implications for Learning and Future Practice 

It feels impossible to sum up what I have learned from this program of work in one 

relatively short section of the thesis. Despite coming from an academic background and 

considering this to be one of the major strengths, the learning process has been immense, 

both from a researcher and clinician perspective. 

I have learnt a lot about the experience of being diagnosed with a psychotic condition and 

how the early intervention teams work effectively with the young person using an 

assertive out-reach model. The service-users were on the whole, surprisingly open and 

honest about their symptoms and the experiences that led up to the onset of the psychotic 

symptoms. I saw people from a range of social and cultural backgrounds and each 

person's story gave me a fascinating insight into their psychosis experience. This 

research enabled me to talk to the person for as long as they needed rather than for an 

hour appointment. This gave me a privileged insight into not only the individual, but also 

the experience of psychosis and how they manage this condition. From this experience, I 

have learnt so much about having psychosis that the text books and research papers can 

not hope to cover and that I will never forget in my work as a clinician. 
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The balancing of the roles of a clinician and researcher is another learning area for me. 

Whilst conducting this research, I was on two very demanding placements, which meant 

very careful balancing of my diary and recognising my limitations. I am the type of 

person who thrives on being busy, but I learrit that I do have my limits and managing this 

was an important leaming point for me. My priorities were very much divided as my 

client work was important, but we only have so much time for the research and the 

recruitment and scoring of the questionnaires were extremely time consuming. I leamt to 

manage these demands by being clear about my boundaries, prioritising my time and 

recognising that I am human and can only do so much. These are very important learning 

points for me to take into my new career as a qualified clinical psychologist. 

The necessity of having good supervision has been confirmed to me throughout this 

process. I know that I have truly valued my supervisors' support especially in containing 

my anxiety during the problems in recruitment. I have benefited from their extensive 

knowledge in the area and the contacts they have with other key people who have helped 

me either with papers, questionnaires or accessing the early intervention teams. I will 

take these skills and use them when I become a supervisor myself, so that I will be seen 

as knowledgeable, reliable and approachable, be it in a clinical or academic supervisory 

role. 

I have learnt how to develop my negotiation and diplomacy skills from working within 

and across the early intervention teams. I realised that each team, although working 

under the same umbrella, work extremely differently and have different team dynamics. I 
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had to learn to adjust accordingly and learn how to work effectively with different 

personalities in the teams. This is a vital skill that will be incredibly useful in my future 

career in multi-professional working. 

The importance of a work-life balance has been reiterated to me too during this work. I 

believe that the past 12 months has taught me to value taking time out and enjoying my 

evenings and weekends. I did feel guilty giving myself the time to do other things, but I 

knew deep inside of me the importance of doing so. I often spoke about this conflict with 

my partner and friends and this was a helpful process to help me see how much I needed 

to take a break. I also had to take an unexpected period of 5 weeks sick leave in May 

2007, which challenged me because I wanted to work on my thesis, but I realised I had to 

allow myself time to recover from my operation and to relax! 

From a CPD perspective, I feel that I have good basic research skills that I would like to 

continue to develop. I would therefore like to take part in project management training. I 

would also like to develop my qualitative skills as I learnt so much from the richness of 

the interviews with the service-users. I would like to learn the skills to use qualitative 

techniques to encourage me to investigative the diversity and idiosyncratic experiences of 

clients to not only inform my clinical work, but those who will be reading the papers that 

I will hopefully be publishing. 

Finally, I have learnt that, despite all the challenges, which I probably secretly enjoyed 

and relished (! ), a career in clinical psychology is definitely for me. I love the mix of 
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clinical work and research opportunities. Indeed, the personal achievement I feel from a 

job well-done, be it with clients, teams or in writing a thesis, is immense and one I thrive 

upon. 

Dissemination of the Findings 

Please see Table 3.1. for full dissemination details. This shows that I have arranged to 

attend a city-wide meeting in July to feedback the findings in a presentation and I will 

write a handout for those who are unable to attend. I will also discuss with care co- 

ordinators how to disseminate the findings with the service users. I will be submitting the 

literature review to the journal called Clinical Psychology Review and the research 

chapter to Schizophrenia Research. I'also intend to send my abstract to the British 

Association for Behavioural Cognitive Psychotherapists. I have presented previous 

papers at their conferences to a wide range of professionals interested in the cognitive 

approach. I am aiming to present this paper in the 2008 Edinburgh conference. 
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Table 3.1. Timetable for Dissemination 

Present at City-Wide meeting 

Prepare Literature for Publication 

Submit Paper to Clinical Psychology Review 

Prepare Research Chapter for Publication 

Obtain Supervisor Approval 

Submit Paper to Schizophrenia Research 

Submit Abstract to BABCP 

Present at BABCP Conference 

Planned Time for Completion 

July 2007 

September 2007 

October 2007 

September 2007 

September 2007 

October 2007 

December 2007 

July 2008 
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Department Of Psychology. 
Clinical Psychology Unit. 
Doctor of Clinical Psychology (DClin Psy) Programme 
Clinical supervision training and NFIS research training 
& consultancy., 

Clinical Psychology Unit 
Department of Psychology 
University of Sheffield 
Western Bank 
SheffieldS102TP UK 

10 April 2007 

Margo Ononaiye 
Third year trainee 
Clinical Psychology Unit 

---Univer-sity--of-Sheffield __ 

Dear Margo 

Telephone: 0114 2226570 
Fax: 0114 2226610 
Email: dclinpsyg sheffield. ac -uk 

I am writing to indicate our approval of the journal(s) you have nominated for publishing 
work contained in your research thesis. 

Literature Review: Clinical Psychology Review 

Research Report: Schizophrenia Research 

Please ensure thatyou bind this letter and copies of the relevant Instructions to Authors 
into an appendix in your thesis. 

Arid-rew Thompson 
Director of Research Training 
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VK /6 ýl 
North Sheffield Ethics Office 
1st Floor Vickers Corridor 

Direct Line: 0 114 2714894 or. 271 4011 
Fax: 0114 256 2469 
Email: sue. rose@sth. nhs. uk 

Northern General Hospital 
Herries Road 

Sheffield 
55 7AU 

D9 August 2006 

Dr Margarita Ononaiye 
Clinical Psychologist in Training 
-Clinical Psychoiogy -Unit 
University of Sheffield 
Western Bank 
Sheffield 

-SI02TP 
Dear -Dr-Ononaiye 

Full title of study: The influe 
' 
nce of social anxiety and first episode 

psychosis on aftentional processing and the ability to 
-use theory -of mind 

REC reference number. 06102308/100 

Prank you for y= ietter iDf 28 Afly 2006, responding to the Committee's request for further 
information on the above research [and submitting revised documentation]. 

The firdier infomTatkm bas been mmkiered on behaffof ft Committee by the Cbmuman. 

Confirmation of ethical opinion 

-On behalf of theCommittee, i -am pleased to confirm -a favourabieeff*W -opinion -for -the 
above research on the basis described in the application form, protocol and supporting 
documentation I-as Tevised]. 

Ethical review of research sites 

The Committee has designated this study as exempt from site-specific assessment (SSA. 
There is no requirement for [other] Local Research Ethics Committees to be informed or for 
site-specific assessment to be carried mt at -each site. 

Conditions of -approval - 
The favourable lopinion is Viven provided that you -comply with the conditions ýset -out in th- e 
attached document You are advised to study the con. ditions carefully. 

The information sheet for controls: The questions should run 1, Z3 not 5,6,7 and the 
'Name of Service User'should be replaced byName of volunteer. Please provide and 
updated copy for our Ries. 

An advisory committee to South Yorkshire Strategic Health Authority 



061=30811 00 

Approved documents 

The final list of documents reviewed and approved by the Committee is as follows: 

Document Version Date 
Application 09 June 2006 
Investigator CV Supervisor 
Investgator CV 09 June 2005 
Protocol 4 28 July 2006 
Peer Review 09 June 2006 
Questionnaires/Standard Measures: SCI PANSS, SAD, 
BFNE, HADS, SFS, VAS, SIAS 
Adverfisement 4 28_July 2006 
Participant Information Sheet: Controls 4 _ 28 July 2006 
Participant Information Sheet: Participants with 
psychosis 

4 28 July 2006 

ParticipantConsent Form: Controls 41 28 July 2006 
Participant Consent Form: Participants with psychosis 41 28 July 
Response to Request for Further Information 1 28 July 200 

Research govemance approval 

You should arrange for the R&D department at all relevant NHS care organisations to be 
notified that the research will be taking place, and provide a copy of the REC application, the 
protocol and this letter. 

All researchers and research collaborators who will be participating in the research must 
obtain final research governance approval before commencing any research procedures. 
Where a substantive contract is not held with the care organisation, it may be necessary for 
an honorary contract to be issued before approval for the research can be given. 

Statement of compliance 

The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK 

106/023081100 Please quote this number on all correspondence 

With the Committee's best wishes for the success of this project 

Yours sincerely 

fr 
Dr GPM Clark 
CHAIRMAN -. North Sheffield Research Ethics Committee 

Email: apdl. da_gnali@sth. nhs. uk 

Enclosures: Standard approval conditions [SL-AC1 for CTIMPs, SL-AC2 for other studies] 

Gopy to: R&D consortium, Sheffield University R&D. 

Page 2 

SFI list of approved sites 
An advisory committee to South Yorkshire Strategic Health Authority 
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SHSRC 
Sheffield Health &Social Research Consortium 

Fulwood House 
Old Fulwood Road 

Sheffield 
S10 3TH 

02 October 2006 

Dr Margarita Ononaiye 
Trainee Clinical Psychologist 
Clinical Psychology Unit 
302 Western Bank 
Sheffield 
S10 2TP 

Dear Dr Ononaiye, 

Consortium Reference: ZG88---- 

Tel: 0114 271 8804 
Fax: 0114 271 6736 

Email: shsrc@sct. nhs. uk 
www. shsrc. nhs. uk 

Full Project Title: The influence of social anxiety and first episode psychosis 
on attentional processing and the ability to use theory of 
mind 

You now have Research Governance approval from this Consortium to carry out research 
as described in documentation you have supplied to us. 

Please advise us of the project start date immediately you do so and at that time inform us also 
of the expected end date. 

In order to comply with the NHS Research Governance Framework, please copy the 
Consortium into all future project monitoring forms that you send to the relevant Research 
Ethics Committee, including the "Declaration of End of Study". 

The Consortium recommends the attached format for maintenance of your project site file to 
ensure all documentation is readily accessible. 

You will also need to seek approval for every future change to protocol and I suggest you do 
this by sending us a copy of the submission you also have to make to the NHS REC. 

As Principal Investigator, you have an obligation to report all research-related adverse events 
directly to the Consortium. 

This Research Governance approval i s- g Men on -the understanding Ahat -the findings --of -the 
research will be appropriately disseminated in peer-reviewed journal(s) and to research 
participants and any organisations representing their interests. 

We wish you every success with the project and please feel free to contact us if you need 

A multi-agency consortium of NHS 
'rrusts, Universities and Social 
Services in Sheffield 

III/ 
E19 

ShCffield TRENT RQSU The cm ca-v univemity 
Of . 

0w, 

Shpffleld. 

rp I Sheffield Hallam University 

IP12T74 

VResearch' Research Data\SharecrFrqjec&ZG Files\ZG88\02.10.2006Ra ZG88 RG approval letter. doc 



further assistance from the Consortium. 

Yours sincerely 

Dr Robert Dixon 
Consortium Manager 

Enc Site File Guidance 

Cc Elizabeth Johnson, Adult Mental Health, SCT 
Jonathan Boote 
Project File 

Mesearch\Research Data\SharedTmjects\ZG Files\ZG88%02.10.2006Ra Z088 RG approval letter. doc 
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11 'Uctured Clinical Interview for the Positive and Negative Syndrome Scale 

SCI-PANSS 
L. A. Opler, M. D., Ph. D. S. R. Kay, Ph. D. I P. Lindenmayer, M. D. A. Fiszbein, M. D. 

Zklit Name or ID: 

I 
, -viewer: Date: / 

Data on "Lack- of Spontaneity and Flow of Conversation" (H), 
"Poor Rapport" (N3), and "Conceptual Disorganization" (P2) 

(I Tn... We're. going to be spending the next 30 to 40 minutes talking about you and your reasons for being here. Maybe you 
ý4art out by telling me something about yourself and your background? 

1 --ucuon to interptewer. Atiow, at teast. ) minulesjor a non-airectzve phase servtng to estaDlish rapport in the context-af an- 
'*I, iew 

-before proceeding to the s , pecific questions listed below. ) 

Data on "Anxi 

HaNýeyoubeen feelingworried ornervous in the past, " 

IF ITS, skip to question 3. IF NO, continue. 

Data on "Anxiety" (G2) 

HaNýeyoubeen feelingworried ornervous in the pastweek? 

IF ITS, skip to question 3. IF NO, continue. 

Would you say that you're usually calm and Telaxed? 

IF ITS, sk-i*p to question S. EF NO, continue. 

What's been making you feel nervous (worried, not calm, not relaxed)? 

Just how nervous (worried, etc. ) bave you been feeling? 

Have you been shaking at times, or has your heart been racing? 

Do you get into a state of p*c? 

Has your sleep, eating, or participation in activities been affected? 

Data on "Delusions (General)" (PI) and "Unusual Thought Content" (G9) 

Has anything been bothering you lately? 

Can you tell me something about your thoughts on life and its purpose? 

ý All nghts reserved. In tht U. S. A., P. O. Box 930, North Tonx"ndm6 NY 1412M950,1-800-436-3003. IHS 4icnoPCymnuoldmcc3717909V'-w)u9*9u9, 
P&mTtu'uA-vHt. 
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Elll?, -F-ýý4 11ý0ý 

. 11. Doyou follow aparticularphilosophy (any special rules, teachings, orreligious doctrine)? 

In. Some people tell me they believe in the Devil; what do you think? 

IF NO (i. e., he/she doesn't believe in the Devil), skip to question 14. 

IF AT S (i. e., he/she does believe), continue. 

II Can you tell me more about this? 

14. Can you read other people's minds? 

IF NO, sla-p to question 16. IF YES, continue. 

15. How does that work? -- 

16. Can others read your mind? 

IF NO, skip to question 19. IF IT S, continue-, 

17. How can they do that? 

18. Is there any reason that someone would want to read your-min 

19. Who controls your thoughts9 

Data on I'S uspicio usness/Persocution" (P6) and "Poor Impolse Control" (G14) 

20. How do you spend your time these days? 

21. Do you prefer to be alone? 
22, Do you join in activities with others? 

IFTES, skip to question 25. ]IF NO, continue. 
233. Whynot? ... Are you afi-aid ofpeople, or do you dislike. them? 

IF NO, skip to-question 26. IF YES, continue. 

24. Can you explain? 

SIdp to question 26. 

25. Tell me about it. 

26. Do you have 
-many 

fiiends? 

---- --IF--I'ES, sk-ipto-question-30. -IF-ND, -contiiiue,. -- 
27. Just a few? 

IF YES, skip to question 29. IF NO, continue. 
Copynght C 199'- 1999, Multi-Health SYSLems Joe, All ngha resmeii In the UILA- P. O. B. % 950. Notb Tmawanda, NY J 4120-0950, J-8DO456-3003. WMHSb Cattail., 3770 Vwma Park Ave, Towmto, ON M2H 3Mf,, I-gM268-6011. littemituonal)y. ý1-416492-2627. Faý, +1-416-492-3343 or 1498.540-4484. 
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Any? 
.... 

Why? 

Skip to question 32. 

Whyjust a few ffiends? 

Close friends? 

IF YES, skip to question 32. IF NO, continue. 

Wby -not? 

Do you feel that you can =t most people? 

IF YES, skip to question 34. IF NO, continue. 

Why-not'. ) 

-Are theresome people in. particular-who-y-ou-dq: 4'týýs ? 

IF NO to question 34 and YES to question 32, skip to question 41. 

IF NO to question 34 and NO to question. 32, skip to question 36. 

IF YES to question 34, continue. 

Can you tell me who they are? 

'Why don't you mist people (or name specific person)? 

IF ITONIT KNOW" or "DON'T WANr TO SAY, " continue. Otherwise, skap to question 41. 

Do you have a good reason not to trust ? 

qo, 

Is there something that .... did to you? 

Perhaps something tlat ... might do to you now? 

IF NO, skap to question 41. IEF YES, continue. 

Can you explain to me? 

ql 
--D-o-yau-ge. týalaug 3mell with others? _ 
IF YES, skap to question 43. IF NO, continue. 

42. Wha-Cs the problem? 

Do you bave a quick temper? 
Capynigbt C 092,1999, Muhs-Heshb Systemsinc All nghts Teserved III thO U-S-A-. P-0- Box 950, Nartb Tonawanda, NY 1412M950. I-BOD-456-3003. 
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41; j gj": j*j&j riot I[#],, Nt is) &,. ] J-. ý pIIQr=. -. r. 
nlrojLLurý 



I 

44. Do you get into fights? 

IF NO, skip to question 48. IF YES, continue. 

45. How do these fights start? 

46. Tell me about these fights. 

47. How ofteii does this happen? 

48. Do you sometimes lose control of yourself. ) 

IF NO, skip to question 50. IF YES, continue. 

49. What happens when you lose control of yourself? 

50. Do you like most people? 

IF ITS, skip to question 52. IF NO, continue. 

51. Why not? 

-52. Are there perhaps some people who don't like you? 

IF NO, stip, to question 54. IT YES, continue. 

53. For what reason? 

54. Do others talk- about you behind your back? 

IF NO, skap to question 57. IF YES, continue. 

35. What do they say about you? 

56. Why? 

57. Does anyone ever-spy on you orplot. against you? 

58. Do you sometimes feel in danger? 

EF NO, skip to question 64. IEFYES, continue. 

59. Would you say that your life is in danger? 

60. Is someone thinking of harming you or even perhaps thinking of -killing you? z; 1 r5 

61. Have you gone to the police for help? 

6-2-. - -Do-you-sometimes-take-mattersint-o-y-o-iw-Qwp n take action against those who might harm you' 

IF NO, skap to question 64. IF YES, continue. 
Copyngbi C 199-2 1999, Multi-liealth SYFLem Inc. All rights msmYr4 In the U-Sýk, P. O. Box 950, Nortb Tornawanda, NY 14120-0950,1-80456-3003. ME MHS In Cwi&dL 3770 Victons hri, Ave, Tomato, ON' W14 3M6, MDO-26"O)). btemationaRy, +1-416492-2627. fax, -+1416492-3343, or 1-988-5404484. 
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Data on "Hallucinatory Behavior" (P3) and associated delusions 

34. Do you once in awhile haye strange or unusual experiences? 
55. Sometimes people tell me that they can hear noises or voices inside their head that others can't hear. 

'Alat aboul yoU7 

IF YES, sk-jp to question 68. IF NO, continue. 

66. Do you sometimes receive personal communications from the radio or TV? 

IF YES, skap to question 68. IF NO, continue. 

67. From God or the Devil?: 

IT NO, skip to question 83. IF ITS, continue. 

68. Whatdoyouhear? 

69. Are these as clear and loud as my voice? 

70. How often -do you hear these voices, noises, messages, etc.? 

71. Does this happen at a particular time of day or all the time? 
A IF HEARING NOISES ONLY, sk-ip to question 80. IF ]HEARING VOICES, continue. 

72. 'Can you recognize whose voices these are? 

- 73. What do the voices say? 

74. -Are the vOices good or bad? 

75. Pleasant or unpleasant? 

76, Do the voices interrupt your thinking or your activities? ý 

77. Do they sometimes -give you orders or -instructions? 
IF NO, sIdp to question 80. IF YES, continue. 

78. For example? 

79- Do vou usuallv obev these orders (instructions)? 

-80. What do you make of these voices (or. noises); where do ih-iy really -com - --f]- e, rom. 

81, 'Why do you have these experiences? 
=V9 1 \/JIB Copyright C 199, -, )999, muln-licalth Sysumm Im. AN ngb5 resciveit In the U. S. A- 11-0. Box 930, North Tonawanda, NY 1020-0950,1-90DA56-3003. 
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82. Are these normal experiences? 

833. Do ordinary things sometimes look sýrange or distorted to you? 

84. Do you sometimes have "visions" or see things that others can't see? 

IF NO, skip to question 88. IF YES, continue. 

85. Forexample? 

86. Do these visions seem very real or life-like? 

87. How often do you have these experiences? 

88. Do you some6mes smell things that are unusual or that others don't smell? 

IF NO, slip to question 90. IF YES., continue. 

89. Please explain. 

Do you get any strange QT-unusual sensations-from your. body? 

IF NO, skap to question-92. WITS, continue. 

9 1. Tell me about this. 

Data on "Sainatic Concern9y(GI) 

92. How haveyou been feeling, in terms ofyour-hean? 

IF OTHER THAN "GOOD, " skip to question 94. IF-66GOOD, " continue. 

93. Do you consider yourself to be in *top health? 

Ir XT, S, skip to question 95. IF NO, -continue. 

94. What has been troubling you? 

95. Do you have any medical illness or -disease? _ 
96. Has any part of your body been troubling you? 

IF YES, skip to question 98.. IF NO, continue. 

97. How is your head? Your heart? Stomach? The rest of your body? 
I- ,9 187 - -C6 -U-1 a -i6ý 64 ý1? 

Copynght C 1,9922,1999, Multi-licalth Systems Inc. All rights -reserved. In the U. S. A, P. O. Box 950, North Tonawanda, NY 1412M950,1-800,456-3003. 
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ý Hasyourheadorbod3, changedinshapeorsize? C 

IF NO, skip to question 102. IF YES, continue. 

10. Please explain. 

What is causing these changes? 

Data an "Depression" (GS) 

D2. How has your mood been in the past week: mostI37 good, mostly bad? 

I IF "MOSTLY BAD, 95 skip to question 104. IF "MOSTLY GOOD, " continue. 
1 
03. Have there been times in the past week- when you were feeling sad or unhappy? 

IF NO, sldp to question 114. IF YES, continue. 

04. -Is there something in particular that is making you sad? 

05. How often do you feel sad? 

1,06. Just how -sad have You been feeling? 

t 07. Have you been crying lately7 

I 108. Has your mood in any way affected your sl=p? 
1 

'1'09. Has it affected your appetite? 

II 10. Do you participate less in activities on account of your mood? 

11. Have you had any thoughts of harming yourself? 

IF NO, skip to question 114. IEF ITS, continue. 

12. Any thoughts about ending your life? 

EF NO, skip to question 114. IT YES, continue. 

, 113. Haveyo-uattemptrd suicide? 

cm m 
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Data on "Guilt Feelings" (G3) and "Grandiosity" (P5) 

-114. If you were to compare yourself to the average person, how would you come out: a little better. J-nav-t, 

a little worse, or about the same? 

IF "BETTER, " skip to question 117. 
IF "ABOUT THE SAME, " skip to question 118. 
IF "WORSE, 11 continue. 

115, Worse in what ways? 

116. Just how do you feel about yourself? 

Skip to question 120. 

117. Better in what ways? 

Skip to question 120. 

IT NO, skip to question 120. IF YES, continue. 

119, In what ways? 

120. Would you consider yourself gifted? 

111. Do you have talents orabilitieýs that most people don7t have? 

IT NO, skip to question 123. IF ITES, continue. 

122. Please explaim 

123. Do you have any-special powers? 

IF NO, skap to question 126. IF ITS, continue. 

124. What are these? 

125. Where do these powers come from? 

126, Do you have extrasensory perception (ESP), or can you read other people's minds? 

1,27. Are you very wealthy? 

- ---IF NO, -skip-to question-129. -IFYES, -eontiiiitre. 

128, Explainplease. 

ýtff-MHSC. opynghl C. 1992.1999. Multi-licalth Systems Inc- AD nghts reserved. In the U. S. A, P. O. Box 950, )North TonewandL, NY 14120-0950,1-800456-3003 
in Canada, 3770 Victona Park Ave- Toronto, ON M2H3M6,1-800-26"11. lnte=tionitliy, +1-416-492-2627. Fu, +1416A92-3343arl-888-340-4484. 
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NO, skip to question 131. IF YES, continue. 

Why would you say so? 

Would you describe yourself as famous? 

Would some people recognize you from TV, radio, or the newspaper? 

tF NO, skap to question 134. IF IT' S, continue. 

Can you tell me about it? 

I Are you a religious person? 

IF NO, slap to question 140. IF ITS, continue. 

Are you close to God? 

IF NO, skip to question 140. IEFYES, Continue. 

bid God assign you some special role or purpose? 

Can you -be one of God's messengers or angels? 

"IF NO, sk-ip to question 139. EFIVES, continue. 

What special powers doyou have as God's messenger (angel)? 

- Do you perhaps consider yourself to be God? 

-Do you have some speGial mission in life? 

IF NO, skip to question 143. IF YES, continue. 

,- What is your mission? 

I 

Did you ever do something wrong - something you feel bad or guilty about? 

ýJusthowmuch does that bother you now? 

Do you -feel that you deserve punishment for that? 

N 

Caliyngbt 0 1992,1999, Multi-Health Systems Inc. All rights rescmcil- In the U. S-A-, P. O. Box 950, North TbnawandF4 NY 14120-095t], J-800456-3DO3. 
Jn C-d- 37'10 Victoria Park Ave. Toronto, ON M2H 3M6.1-800-268-601 1. Internationally, +1-416-492-2627. Fax, +1-416492-33,43 or 1-988-540-4494. 
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146. "What kind ofpunishment would you desene? 

147. Have you at times thought OfPunishinB YOU"SeM 

IF NO, skip to question 149. IF ITS, continue. 

-148. Have you ever acted on those thoughts ofpunishing yourself? 

1. What is the name of the place that you-are in now? 

IFNOT'HOSPITALIZED, skip to question 154. IF HOSPITALIZED, continue. 

Data an "DisorlentatioWl (GIO) 

149. Can you tell me today's-date (i. e., the day, month, and year)? 

IF YES, skip to question 151. IF NO, continue. 

ISO. Can you tell me what day of the week it is? 

152. Whatward are you on? 

-15-33. Vv'ýhat is the address of where you're now staying? 

IF ABLE TO TELL, skip to question 15Z. IF NOT ABLE TO TELL, continue. 

154. Can you tell me your home address? 

IF NOT HOSPITALIZED, skip to question 156. IF HOSPITALIZED, continue. 

155. If someone had to reach you by phone, what number would that person call? 

15 6. If someone had to reach you -at 
home, what -number would that person call? 

15 7. What is the name of the doctor who is treating you? 

If NOT HOSPITALIZED, Skip to question 159. IEF HOSPITALIZED, continue. 

15 8. Can you tell me who else is on the staff and what they do? 

159. Do you know who is currently the president (prime minister, etc. )? 

160. Who is our governor (premier, etc. )? 

16 1. Who is the mayor (town supervisor, etc. ) of this city (tox; ý*m--", -&f&-. )? ---- 

jBq MHSCopynght C 199-' 1999, Muld-He0th System Inc, All rights resmved. In the U. S-A, P. 0 Box 950, North Tonawanda, NY 14120-0950,1-806456-3001. 
In CAnwia, 3770 Vjcwm Parla Ave, -Toronto, ON MM 3M6,1-800-26A-6011. Internabowally, +1-416-492-2627. fu, +1416492-3343 or 1-888-5404484. 
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Data on "Difficulty in Abstract Thinking" (M) 
Q going to now say a pair of words, and I'd like you to tell me in what unportant way theyre alle. Lefs start, for example, with the words "apple" 
d "banana, " How are they alike - what do they have in common? IF THE RESPONSE IS THAT "THEY'RE BOTH FRUIT, " 
tN SAY: Good. Now what about ... 

? (Select three other iieymv from the Similarities listai vii7ying levels ilf dffiiculo, fiom Appendix A. ) 

IFANANSWER IS GIVENTHAT IS CONCRETE, TANGENTIAL, OR IDIOSYNCRATIC (E. G., "THEYBOTH HAVE SKINS, " 
"YOU CAN EAT THEMI" "THEY'RE SMALL. " OR "MONKEYS LIKE THEM"), then say. OY, but they're both fruit- Now 

about... and ... : boxv are these alike" (Select three other itemsfrom the Similarities list at varving levels of difficulnfi-om AppendixA. ) 

APPENDIX A 
Items for Similarities in the evaluation of "Difficulty in Abstract Thinking" 

1. How are a ball and an corange alike? 
2. Apple and banana 
3. Pencil and pen? 
4. Nickel and dime? 

S. Table and chair? 
6. Tiger and elephant? 
7. P at ond shirt'.. ' 
8. Bus and a-din? 

-9. Ann-and leg?. 
10. Rose and rulip? 
11. Uncle and cousin9 
12,7be sim and the moon? 

-13. Painting and poem? 
14. IMItop and valley? 
13. Air and-water? 
16. Peace and prosperity? 

Note on Appendix A: Similarities are generally assessed by sampling 
four items at different levels of difficulty (i. e., one item selected from 
each quarter of the fall set). When using the PANSS longitudinally, 
items sbould be systematically altered with successive interviews so 

-as to provide different selections from the various levels of difficulty 
and thus minimize repetition. 

'Notes on Similarities responses: 

ýou've probably heard the expressiorý "Canyinga chip on the shoulder. " What does that really mean? There's a very old sayizig . r, ' bon'tiudge 
-a book by-its cover. " What is the deeper meaningof this proverb? (Select, -Wo other proverbs from the list inAppendix 

1 at varying levels qf2ifficuhyj 

. APPEN'DIX; B 
Items for assessing PROVERB INITERPRETkTION in the evaluation of 'Difficulty in Abstract Thinking" 

-What does the saying mean: 
1.4TIain as the nose 4Dn yourface 
2. "Canying- a chip on your shoulder" 
3. "Two heads are better than one" 
4. 'Too many cooks spoil the broth" 

5. 'Don't judge a book by its coverý 
6. "One man's food is another man's poison" 
7. "All that glitters is Dot gold" 
B. ̀Don't cross the bridge until you corne to it" 

-t- 
9. "Wbat's good for the goose is good for the gander" I- 

. E- IL "Don'tkeep all your eggs in one bask-er 

4i - -- 

13. "A stitch in time saves nine- 
14. "A tolling stone gathers no moss" 
15. "The acorn never falls far from the tree 
16, "People who live in glass houses should not throw stones at others" 

Copynght C, 1992- 19". Mulli'Beallb System Inc. All nghu resmoed. In the U, S. A, T. O. -Box 950, NoTth Touawanda, NY 1412M950,1-80&45&3003. 
in Canoda6 3770 Victono Park Awt, Toronto, ON kM 3M6, J-900.268-601 1- Interviationaby. 41-416-492-262" . Fax. +1-416A92-3343 or 1-888-540-4494. 

I 

Note on Appendix B: Proverb interpretation is generally assessed by c 
sampling, four items at different levels of difficulty (i. e., one item 
selected from eacb quarter of the full set). When using the PANSS 
longitudinally, items sbould be systematically altered with -succes- 
sive interviews so as to provide different selections from the various 
levels of difficulty and thus minimize repetition. 

Notes on Proverb responses: 

Awl um 



Data on "Lack of Judgment and Insight" (G12) 

162. How long, have you been in the hospital (clinic, etcj? 

163. Why did you come to the hospital (clinic, etc. )? 

164. Did you need to be in a hospital (chnic, etc. )? 

IF ITS, skip to question 167. IF NO, continue. 

165. Did you have a problem that needed treatment? 

IF NO, skip to question 169. IEF YES, continue. 

166. Would you say that you had a psychiatric or mental problem? 

IF NO, skip to question 169. IEF YES, continue. 

167. Why? .... would you say thatyou had a psychiatric or mental problem? - 

IF NO, skap to question 169. IF YES, continue. 

168. Can you tell me about it and what it consisted of? 

169. In your own opinion, & you need to be taking medicine? 

IP YES, skip to question 171. 
IF NO and umnedicated, skip to question 172. 
IP NO and medicated, continue. 

170. Why then are you taking medicines? 

Skip to question 172. 

171. Wby?... Does the medicine help you in any way9 

17.2. Do you at this time have any psychiatric or mental problems? 

IF YES, skip to question 174. IEF NO, continue. 

For what reason are you at the hospital (clinic, etc. )? 

Skip to question 175. 

174. Please explain 
5 

-Health Systems Inc All nghts reseived, In &C U. S. A., RO Box 9n4, Ny 
JýJHSCopynghi C 1992,0%, Multi 1412"950,1-800-436-300 56, Norlb Tonsu, a d 

377b V In Can - Park Awe T- nW 
I -- - -- -- -- ----, -., M. ti-4(6-49-'-3343 or 1-888-540-4484 



75. Just how serious are these problems? 

IF UNHOSPITALIZED, skip to question 178. 
IF HOSPITALIZED, continue. 

ý6. Are you ready yet for discharge from the hospital? 

77. Do you think you'll be taldng medicine for your problems after discharge? 

79. What are your future plans? 

ý9. Whatabout your longer-rangegoals? 
_ 

Vell, that's aboilt all I haye to ask of you now. Are there any questions that you might like to ask of me? 
'bank you for your cooperation. 

CQF. Mgbl 0 J99-1 )999, Mulli-licalth systerm Inc. All rights-reserwA In the U. S. A, P. O. -Box 950, North Tonawanda, NY 1412M950,1-800-456-3003. W-HS 
In Canada, 3770 Victoria Park Ave. Teroom, ON M2H 3M6.1-800-26"011. Internationally. *-1-41&492-2627. F&L. +J-416-492-3343 or f-988-540-4494. 
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Appendix 3.2. - The Social Avoidance and Distress Scale 
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PI-ase read each statemew and de--cidt: wljýtjj--r ji is Truc or False for you. by circling the re-levant 

rtsponst. If you are uncertain. dt^-idt which is mort applicable to how you feel at the moment. Try 

to answer based on N1011T firST reaction: do not spend too Jono on any single statement. 

I feel relaxed evei) in unfamiliar social snuati oils. True False 
I try, to avoid situations which force mt to be very sociable. True Fal se 
It i& easy foi- nit to relax when I aril witIj strangers. True False 

_ l have no parriculaT desire to avoid peopIt. True False 

I often find social occasions upsettinc, True False 

I usualh, feel calm and comfortable at social occasions. True False 

I ahi usuafly at case when talking to someorie of the opposite sex. True False 

tn, to avoid talking to people unlesý I Imow tbtm well. I True False 
_ If the chaDCe comes to meet ne", people. I often tal,,, e it. True False 

I often feel nervous or tense in casual zet-tooethers in which both sexes 

are present 

True, False 

I am usually nervous witb people unless I know them well. True False 

I usually feel relaxed when I am witb a -group of people. True False 

I often want to 2et away from people. True False 

na group of people I don't knon I usually feel uncomfortable wben I am i True False 
_ I usuallv feel relaxed when I meet someone for the first time, True False 

Being, introduced to people makes me tense and nervous. True False 

Even tbou! -;. h a room is full bf sirangers. I may enter it anvivay. Tru False 

I would avoid walking up and joining a large group of pe-o2le. True Falsc, - 
When mv su2eriors want to tall: with me. I talk willingly. True False 

I often feel on edge wben I am with a oup of people. True False 

I tend to withdraw frompeople. True False 
-- I don't mind talking to people at parties or social gatherings. True Fal se 

I am seldom at ease in a large group of people. True False 

I often think up excuses in order to avoid social engrageme-nts. True False 

I sometimes take the responsibility for introducing people to each other. True False 

I trN, to avoid fon-nal social occasions. True Falsa 

I usually go to whatever social engagements I have. True False 

I find it eas), to relax with other people. True False 



Appendix 3.3. - The Brief Fear of Negative Evaluation Scale 
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Read each o-ftht following statements carefully and indicate 
how characteristic it is of you according Tr) the following 
scale, 

I =Not ai all chuactaristic. of me 
2= Slightly characteristic of me 
3=M oderately characteristic of me 
4= Ven, characteristic of me 
5= Exiremely characteristic of me 

1.1 worry about what other people will think of me even whon I ]mom, it doesn't make 
an), differente. 

2.1 am imconcermed even if I Imom, people are fonning an unfavorable impression of m. 

I am frequent]y afraid of other people noticing my shortcomings. 

4.1 rare]), worry about what Idnd of impression I am maling on someone. 

5.1 am afraid others -will not approve of me. 

6.1 am afraid that people will find fault with me. 

7. Otbe7 people's opinions of me do not bother me, 

8. When I am talking to someone, I wory), about what they mk), be thinking about me. 

9.1 am usually worried about what Und of impression I make. 

10. If I Imom, someone isjudgi4gr me, it has little effect on me. 

11. Sometimes I think I am too concerned with what other people think of me. 

's. 12.1 ofter worry that J will say or do thý wrong thiiag 



Appendix 3.4. - The Hospital Anxiety and Depression Scale 
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r 

and Dept-ession Scale (HADS) 

A1 

Hosp ita LA nxiety 

Name: bate: 

Clinicians are aware that emotions play an important part in most iDnesses. If your clinician 
Imows about these feelings he or she wili be able to help you more. 

This questionnaire IS designed to help your clinician to know how you feel. Read each item 
below and underline the reply which comes closest to how you have been feeling in the past 

week- Ignore the numbers printed at the edge of the quesffo-HýaFz-e. ----' 
0 

Don't take too long over your replies, your immediate reaction to each item wili probablybe- 
More accurate than a long, thought-out response. 0 

I feel tense or 'wound up' 
Most of the time 
A lot of the tme 

, T- ý-: From time to time. occa ionallv 
Not at all 

"5 ; .. " 
I still enjQy the things I used to enjoy 

U1, Definitely as much 
U. 5" Not quite ýo much 

Only a little 
Hardly At all 

I geta sort of frigbtene feeling as if 

L21 
Ill 

ý ., ý: something-amfirl is about to happen 
I 17PTv tlpfinitplv 2nti rynitp hqril,, 7 

--J --------.; 'i. - ----J 

Yes, but not too badly 
A little, but it doesn't wony me 

. -Z Not et all 
1. . 1aug I can gh and. see the funny. side of thingm 

As much as I always could 
Not quite as much now rim ý: Definitely not so much now 
Not at aU 

I -:: Worrying thoughts go through my mind 

[51 Ir .. 9 

A gareat deal of the time 
A lot of the time 
Not too often 
Veiy Itttle 

I feel cheerful 
NeveT 
Not often 
Sometimes 
Most of the time 

I can sit at ease and feel relaxed 
Defmitely 
Usually 
Not, often 
Not at all 

I feel as if I am slowed down 
Nearly all the time 
Very often 
Sometimes 
Not at all 

I get a sort of frightened feeling like 
, butterflies' in the stomach 

Not at all. 
Occasionally 
Quite often 
Very often 

I have lost interest in my appearance 
Definitely 
I don! t take as muCh care as I should 
I may not take quite as mur-h, care 
I take just as much care as ever 

I feel restless as if I have to be on the move 
Verymuchindeed 
Quite. a lot 
Not very much 
Not at all 

I look forward with enjqyment to t4ings 
As much as I ever did 
Ratiier less than I used to 
Definitely less than I used to 
Hardly at all 

I Cr get sudden feelings of panic 
Very often indeed 
Quite often 
Not very often 
Not at all 

I can enjoy P- good book or radio or 
television programme 

Often 
Sometimes 
Not of ten 
Very seldom 

. N_-Ow. cllecL- that you have answered all the questions. 
I 

TOTAL 

ScandinMca 67,361-70, copyright 0 Munksgoard lntq[DA-ý-Q-nal Publishem Ltd-CQPjnfjuen . 79E3. 

[Öl 

AD 
I F-I 

This measure is part of Measures in Post Traumatic Stress Disorder A Proctftioner5 Guide by Stuart Turner and 
Deborah Lee. Once the invoice has been paid, it may be photocopied for use within the purchas 1 stj ti n ing n tu c, 

c, ril y. Published ty The NF, -: 0 [ý,! ELSQ ri ýWimpan%l Ltd-DmidUaEause-2-oyforrl Pnart-Dq 
ifft r-, riAa7 AgavFk- -jgW; 
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Appendix 3.5. - The Social Functioning Scale 

136 



NA NE .- 

quý; si . orinaire heips uý i. -, iearr. how iou havt been gct,.,, n(j oný sin-c-, you became ill. 
I r__ 

Ti-ýs qucsilormairc take-, aboui 20 minutes to before getting started could you 
picast answer the following: 

L vo'Ll. I've, 

Answc. -: 

'WhD do you live withr) 

Answer. 

FOR INTERVIEWER'S IISL 0--N-LY: 

FI-1. Rmw Score I Scaled 
-Scorc 

Withdrawat/ ukluel 
'Interpersonal (-, 'oiii in tin ication. 0 titer) 
Ind epen den cc-l'crfo rina n cejfjýý 
Independence-Competence (1c) 
RecreatioD (R) 
Prosocial (P) 
Employment/Occupation (E/O)_ 

3 



Whw, time d-) vou oc-, un, cach Clav" 

AveraLye wcekday 
Averagc we-ýkcnd 
(I ý d; ffermý", 

On avera, cyl- how many walLng hours do you spend alone in one day? 
e. g. alone in a room 

walking ou'ý aLone 
Ii+- watching TV alone etc. ISL, -ni, ng to radio oi 

Please tick one of the boxel-: 

0-3 Vcrý, little spent alone 
hours 
3-6- ýSom-- of time 
hours I 

QU 0T-Gf_thC_t 
hours 
9- 12 A great dcal oil iiine, 
hours 

Practi cal Iv all the time 
ý hours 

. D. 

4. 

HoNA, 7 often , vill you stant a conversation at home' 

Almost never ý Ruely I Sometimes -ýOllen. 

How offften do you Icave the house (for any reason)? 

AIMý)S'L never 1 Rarely sometimos" Flell 

How do you react to the presence of stranggersýpeople that you don't knovv? 

Avoid them 
1 Feel nervous 

Accept them 
Like them - 



Acm, mary friends do vou have a-, the momen" 
(PCDT)lt v,,, hc, %, c)L: s, --, - dc, acc-, vitics with elc. j 

I 
rý 

Do you have a partner. 

Yes 
No 

How ofter are you able to carry oui a sensible or rational 3onvcrsation? 
Please ticl. a box 

ýAJMOSt neVer 

Sometimcs 
1! Often 

4. How casy or di:,, -icul' jo find i, laDin, - to pcoplc at the moment? 

Averm 

'11111 ic-Ult ý 
i \"cr\7 difficult 

5 



Please place a tick against each item to show how often you have done the following over 
the past 3 months. 

Never Rarely -Sometimes Often 

Buying items from the shops 

(without help) 

Wasbing pots, tidying up etc. 

Regular washing, bathingetc. 

Washing own clothes 

Looking for a job/working 

Doing the food shopping '0 

Prepare and 

-'dlo Leaving ý4e. house 
. 

trains etc Usin buses . g , 
Usin _4ti 

Budgeting- 

Choosmg and-buying-cl9thes, Z 

for self 

Take care of personal. 

appearance. 

6 



Pkase place a tick in the apýropriate. colu= to indicate how often you have done any of 
the following activities over the past 3 months. 

'Never Rarely Sometimes Often 

Playing musical r 

instruments 

-Sewing, 1ditting 

Gardening 

Reading t#iiqgs 

Watching television - 
Listenin to -records 

or radio - 
Cooking, 

D. I. Y activities (e" 's t Al f 
sh6 iputting uý 4 ý ,- 

Fixing thinis'(6ar , 
bil -e, -household etc). ' V 
Wdlldng, --f 

;. Drivingkqyý4g'r 
. 4 

ýS 
. 7W 

Hobby. (e., g-. 

collecting fl -A 
Shopýing' 

Artistic activity 
- - - - - crafff erc 7- ig, (pairiffi 

7 



Please place a tick in the appropriate column to indicate how often you have done any of 
the following activities over the past 3 months. 

I Never . 
1, Rarely Sometimes Often 

Cinema 
Theatre\Concert 
Watching an 
indoor sport 
(squash, table- 
tennis). 

_ Watching an 
outdoor sport 
(football, 
ragby). 
Art gallery\ % 
museum. 
Exhibition. 
Visiting places 
nf intpreg . - Meetings, talks 

`4 
EvaningýClass. 
Visiting 
felatiVes in-their- 
homes. 
Being-visited 14 

by relatives. y 

, 41t 

Visitin friends g - (including 
'boy/girlffiýnds). 
Parties. - 

441 
Formal 
occasions. 
Disco etc. 
Nightclub\ 
Social club 
Playing an 
- - - - - - Ind oor SP 0 ir 
Playing an 
outdoor sport. 
Club\ Soci 
Pub. 
Eating Out. 
Church 
Activity. 

8 



Please place a tick against each item to show ho,,;, able you are at doing or using the 

-Public traný2or 
Handling 
-money. 
Budgeting. 
ýCooking. 
weel-dy 

I shopping. 
1ooking for-a- -- 
job/ in 
emplo ymýenf. if 
IVashinj_'O; ým 
x1othes. 
Tersonal 

Washing 

'tidyffiQ. etc-' 
; Rurdhasing 

:: hm shops. ý! 
leaýingllýpwý _'V 
'house ýIon6j", `_ 
-'ChoOS 9 
-bd yin, -; c qk-,,; 

-persontýl 
appearance. T. 

Adequatdly Needs'Help___ ]'Unable Dori'tlcnow 

, 4-W 1; --- . - , i.. ". .. 
t-t Z, 

- _ 

-j" oiý 

4 

Ju 
T " 

-i- 
4 

9 



Are you in regular employment? 
(This includes industrial therapy, rehabilitation or retraining courses). 

I TPYES: - What sort of job 

How many hours do 'You work per week? 

- How long have you had this job? 

IF NO: When were you last in employment? 

What sort ofjob was it? 

How many hours per week? -- 

Are you registered disabled? 

JIM" 
I 

Do you attend hospital as a day patient? 

2&nad-i Q 

If not emploved (do not answer if working) 

Do you think you are capable of so me sort of employment? 

6 -1-. -- .-- . -. - -'ý -'NZ efinlidlyin 
fmat y 

How often do you make attempts to find a newjob? 
(e. g. go to the Job Centre, look in the newspper. ) 

; AJageiRfe1 -- ltý -; 4. 

, -Alni6 ver. ----' Rfe1)H 

11 
Y6 

S 

:, Sbmdt 

7ýý. 

ftñ.: 
-- 

.r 
j-. -.. 

10 



Appendix 3.6. - The Visual Analogue Scale 
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Appendix 3.7. - The Social Interaction and Anxiety Scale 
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SIAS 

For eacb question, please circle a number to indicate the degree tr, which you feel the statement is 
characteristic or true of you. The rating scale is as follows: 

Not at all characteristic or true of me 
Slightly characteristic or vut of me 

2 Moderately characteristic or true of me 
Very characteristic or true otme 

4 Ex4emely characteristic or trae of me 

Not Slightly Moderately Very Extremely 
at all 

1.1 get nervous if I have to 
speak to someone in 024 
authority (teacher, boss) 

2.1 have difficulty making 
eye contact with others 01234 

3.1 become tense if I have to 
talk about myself or my 
feelings 

4.1 find it difficult mixing 
- comfortably with 

- 
the 

people I work with 
I find it easy to make 
friends of my own age 

6.1 tense up if I meet an. 

0 

0 

acquainýance in the street 
7. When mixing sociay, I 

I 

1 

I 

I 

2 

2 

2 

1) 

3 

3 

3 

4 

4 

4 

4 

atn uncomfortable "0 34 
E, I feel tense if I am alone 
I with just one person 01234 
9.1 am at ease meeting 

people at parties etc. 0134 
10.1 have difficulty talking 

with other people 01234 
11.1 find it easy to think of 

thing; to talk about 01 '2 34 
12.1 worry about expressing 

myself in case I appear 
awkward 01 34 

13.1 find it difficult to 
disagree with another's 
point of view 01234 

14.1 have difficulty talking to 
attractive persons of the 01234 
opposite sex 

15.1 find myself worrying; that 
1 won't know what to say 101234 
in social situations 

16.1 am nervous mixing with 
people I don't knom, weU 0 
I feel I'll say something -- -- --- - 

12 

embarrassing when talldng 0 -'4"- 
18. W'hen mixing in a group I 

find myself worrying I 
will be ignored 034 

19.1 am tense mixing in a 
group 0234 

20.1 am unsure whether to 
greet someone I know only 
slightly 0234 

Thank you for you heIp 
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THE UNIVERSITY OF SHEFFIELD 
Clinical Psychology Unit 

Department of Psychology 
Doctor of Clinical Psychblogy (DClin Psy) Programmes (Pre-registration and post-qualification) 

Clinical supervision training and NHS research training and consultancy 

Clinical Psychology Unit 
Department of Psychology 
University of Sheffield 
Western Bank 
SheffieldS102TP UK 
Unit Director Prof Graham Turpin 
Assistant Unit Director: Prof Pauline Slade 
Course Director Prof Gillian Hardv 

Telephone: 0114 2226570 
Fax: 0114 2226610 
Email: -delinpsy@sheffield. ac. uk 

Clinical Practice Director Ms Joyce Scaife 
Course Administrator Carole Gillespie 
Prof Niael Beail 

Patient Identification Number: 

CONSENT FORM 

Title of Project: The Influence of'Mental Health on the Types of Words a Person Looks At and the 
Judgements We Make 

Name of Researcher: Margo Ononaiye 

Please Initial Box 

I confinn that I have read and understand the infonnation sheet dated 
28/07/06 (version 4) for the above study and have had the opportunity to 
ask questions. 

2.1 understand that my participation is voluntary and that I am free to 
withdraw at any time, without giving any reason, without my medical care 
or legal rights being affected. 

3.1 understand that confidentiality may be broken if anything is said during 
the course of the interview which gives rise to concern about my safety or 
the safety of others. 

4.1 agree to take part in the above study and to receive; C5 towards my travel 
expenses 

Name of Service User Date Signature 

Researcher Date Signature 

I 

I 

N. B. One copyfor the participant, one copyfor the researcher and one copy to be kept in 
the Early Intervention Team's notes for the participant 
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THE UNIVERSITY OF SHEFFIELD 
Clinical Psychology Unit 

Department of Psychology 
Doctor of Clinical Psychology (DCljn Psy) Programmes (Pre-registration and post-qualification) 

Clinical supervision training and NHS research training and consultancy 

Clinical Psychology Unit 
Department of Psychology 
University of Sheffield 
Western Bank 
Sheffield S10 2TP UK 
Unit Director Prof Graham Turpin 
Assistant Unit Director: Prof Pauline Slade 
Course Director: Prof Gillian Hardv 

CONSENT FORM 

Telephone: 0114 2226570 
Fax: 0114 2226610 
Email: dclinpsy@ sheff ield. ac. uk 

Clinical Practice Director: Ms Joyce Scalfe 
Course Administrator Carole Gillespie 
Prof Niciel Beail 

Title of Project: The Influence of Mental Health on the Types of Words a Person Looks At and the 
Judgements We Make 

Name of Researcher: Margo Ononaiye 

Please Initial Box 

I confirm that I have read and understand the information sheet dated 
28fO7/06 (version 4) for the above study and have had the opportunity to 
ask questions. 

2.1 understand that my participation is voluntary and that I am free to 
withdraw at any time, without giving any reason, without my medical care 
or legal rights being affected. 

3.1 agree to take part in the above study and to receive E5 towards my travel 
expenses 

Name of Participant Date 

I 

Name of Resmcher 

Signature 

Date Signature 

N. B. One copyfor the participant & one copyfor the researcher 
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INFORMATION SHEET 
Title: The influence of mental health on the types of words a 

person looks at and the judgements we make. 

You are being invited to take part in a research study. Before you decide it 
is important for you to understand why the research is being done and what 
it will involve. Please take time to read the following information carefully 
and discuss it with others if you wish. Please ask the researcher if there is 
anything that is not clear or if you would like more information. Take time to 
decide whether or not you wish to take part. 

What is the purpose of the study? 
Thank you for considering taking part in this study. The purpose of this 
study is to provide a deeper understanding of the processes that underlie 
our attention and how we make judgements in relation to our current status 
of mental health. 

Why have I been chosen? 
Participation in this study is on a purely voluntary basis and will include 
approximately sixty participants who may or may not be experiencing mental 
health problems. 

Do I have to take part? 
It is up to you to decide whether or not to take part. If you do decide to 
take part you will be given this information sheet to keep and be asked to 
sign a consent form. The study involves being interviewed by a researcher, 
completing some questionnaires, performing a simple computer task and 
judgement task. If you decide to take part you are still free to withdraw at 
any time and without giving a reason and this will not off ect the standard of 
care you receive. 

What will happen to me ff I take part and what will I have to do? 
The study involves one visit to meet with the researcher in a private room. 
The researcher will interview you using a questionnaire that assesses your 
mental health. You will also be asked to'complete some questionnaires that 
measure your current levels of social anxiety, depression, social functioning 
and anxiety. Next, you will perform a computerised task. This task involves a 
series of word pairs býding presented -briefly on, the -screen and -on certain- 
trials a black dot will replace the words. You must press the spacebar when 
and if you see a black dot. It is important to note that some of the word 
pairs- will contain words that will be socially or physically threatening in 



nature. Following this, the researcher will read out a set of 10 short stories 
and you will be asked to judge what it is the person wants in the story. The 
study takes approximately 11/2 hours and your travel expenses will be paid. 

What are the possible advantages and disadvantages of taking part? 
There is no intended clinical benefit to you from taking part in the study. 
But the information from this study may help us to work better with people 
who experience psychosis. 

Will taking part in this study be kept confidential? 
All information that is collected about you during the study will be kept 
strictly confidential and can only be accessed by the researcher and the 
early intervention team who will be notified that you have agreed to 
participate in the study. Please note that confidentiality may be broken if 
anything is said during the course of the interview which gives rise to 
concern about your safety or the safety of others. 

What happens to the results of the research study? 
This is an educational study and the results of the study may be published in 
a Clinical psychology thesis and a peer reviewed psychological journal. If the 
results are published you will not be identified in any report/publi cation. If 
you would like a brief summary of the findings please let the researcher 
know. 

What if something goes wrong? 
In the unlikely event of you experiencing any emotional distress during this 
study, please let the researcher know and they will stop immediately. You 
should arrange to see your care-coordinator in the early intervention team 
to discuss any mental health issues that you may have. You can also contact 
the supervisors of this study, Professor Graham Turpin 
q. turpin@shef f ield. oc. uk) or Or Georgina Rowse (g. rowseG? shef f ield. ac. uk). 

Self-help leaflets on social anxiety, anxiety and depression will be available, 
however there are no special compensation arrangements associated with 
taking part in this study. ' 

Who Is organising and reviewing the research? 
The University of Sheffield are the, or_qanisers and the study will be 

reviewed by North Shef f ield Local Research Ethics Committee 

Who should I contact for further information? 
Mar. go via your Early Intervention Team or Email m. ononaiye@sheff ield, ac, uk 
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INFORMATION SHEET 
Title: The influence of mental health on the types of words a 

person looks at and the judgements we make. 

You are being invited to take part in a research study. Before you decide it 
is important for you to understand why the research is being done and what 
it will involve. Please take time to read the following information carefully 
and discuss it with others if you wish, Please ask the researcher if there is 

anything that is not clear or if you would like more information. Take time 
to decide whether or not you wish to take part. 

What is the purpose of the study? 
Thank you for considering taking part in this study. The purpose of this 
study is to provide a deeper understanding of the processes tha 

,t 
underlie 

our attention and how we make judgements in relation to our current status 
of mental health. 

Why have I been chosen? 
Participation in this study is on a purely voluntary basis and will include 

approximately sixty participants who may or may not be experiencing mental 
health problems. 

Do I have to take part? 
It is up to you to decide whether or not to take part. If you do decide to 

take part you will be given this information sheet to keep and be asked to 

sign a consent form. The study involves being interviewed by a researcher, 
completing some questionnaires, performing a simple computer task and 
judgement task. If you decide to take part you are still free to withdraw at 

any time and without giving a reason. 

What will happen to me if I take part and what will I have to do? 
The study involves one visit to meet with the researcher in a private room at 
the University of Sheffield. The researcher will interview you using a 
questionnaire that assesses your mental health. * You will also be asked to 

complete some questionnaires that measure your current levels of social 
anxiety, depression, social functioning and anxiety. Next, you will perform a 
computerised task. This task involves a -series of word pairs being presented_ 
brief ly on the screen and on certain trials a black dot will replace the words. 
You must press the spacebor when and if you see a black dot. It is 



important to note that some of the word pairs will contain words that will be 

socially or physically threatening in nature. Following this, the researcher 
will read out a set of 10 short stories and you will be asked to judge what it 
is the person wants in the story. The study takes approximately I hour and 
you will be paid E5 towards your travel expenses. 

What are the possible advantages and disadvantages of taking part? 
There is no intended clinical benefit to you from taking part in the study. 
But the information from this study may help us to work better with people 
who experience psychosis. 

Will taking part in this study be kept confidential? 
All information that is collected about you during the study will be kept 

strictly confidential and can only be accessed by the researcher 

What happens to the results of the research study? 
This is an educational study and the results of the study may be 

-pub - 
li 
- 
sh 

- 
ed 

- 
in - 

a Clinical psychology thesis and a peer reviewed psychological journal. I, f the 

results are published you will not be identified in any report/pub Ii cation. If 

you would like a brief summary of the findings please let the researcher 
know. 

What if something goes wrong? 
In the unlikely event of you experiencing any emotional distress during this, 

study, please let the researcher know and they will stop immediately. You 

can contact the supervisors of this study, Professor Graham Turpin 
(q. turpin@sheffield. oc. uk) or Or Georgina Rowse (g. rowseipsheffield. ac. uk). 
Self-help leaflets on social anxiety, anxiety and depression will be available, 
however there are no special compensation arrangements associated with 
taking part in this study. 

Who is organising and reviewing the research? 
The University of Sheffield are the organisers and the study has been 

reviewed by North Sheffield Local Research Ethics Committee . 

Who should I contact for further information? 
Margo on Email m. ononaiye@shef f ield-oc. uk 


