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1 | INTRODUCTION

Cognitive behavior therapy (CBT) has for decades been the
suggested treatment of choice for adolescents with Social
Anxiety Disorder (SAD: DSM5 300.23;15),! and the effects
have been shown to be persistent over time.” Despite the
documented treatment effects, adolescents may find it dif-
ficult to integrate the protocol with school. There are prom-
ising data delivering intensive exposure (IE) with response
prevention (ERP) for OCD using the “Bergen Four Day
Treatment” (B4DT).? To the best of our knowledge, there
are no established protocols of IE for SAD in adolescents.

The purpose was to adapt the “Bergen 4-Day Treatment” for severe social anxiety
disorder and to study the 28 months follow-up effects for a 16-year-old girl. It was
delivered over three full days. At post-treatment, 48% reduction in symptoms, she
no longer met the diagnostic criteria for SAD.

adolescent, cognitive-behavioral therapy, intensive exposure, social anxiety, the Bergen four

The Bergen Four Day Treatment was developed by a
Norwegian specialized team in psychiatry® and is an in-
tensive protocol applying full day ERP during four con-
secutive days. During these four days, the patients take
part in individual therapy intertwined group sessions
with 5-6 people per group with a 1:1 therapist-to-patient
ratio.** The B4DT program has shown high client satis-
faction and low attrition rates.* Studies have shown a
response rate of up to 90% post-treatment. At 12 months
follow-up, 83.1% were classified as responders and 67.7%
were classified as recovered.* The results of B4DT have
shown improvement in not only OCD symptoms, but also

This is an open access article under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs License, which permits use and distribution in any

medium, provided the original work is properly cited, the use is non-commercial and no modifications or adaptations are made.

© 2022 The Authors. Clinical Case Reports published by John Wiley & Sons Ltd.

Clin Case Rep. 2022;10:05588.
https://doi.org/10.1002/ccr3.5588

wileyonlinelibrary.com/journal/ccr3 1lof5


www.wileyonlinelibrary.com/journal/ccr3
mailto:﻿
mailto:﻿
https://orcid.org/0000-0002-2614-5174
http://creativecommons.org/licenses/by-nc-nd/4.0/
mailto:Klara.edlund@ki.se
mailto:klara.edlund@shh.se
mailto:klara.edlund@shh.se
http://crossmark.crossref.org/dialog/?doi=10.1002%2Fccr3.5588&domain=pdf&date_stamp=2022-03-17

MWI LEy_CIinicaI Case Reports

HAUKELI AND EDLUND

Open Access,

significant improvement of depressive symptoms and
general anxiety.*

The overall aim of our case study was to contribute
with a novel application of intensive ERP for adolescents
with severe SAD. Further, the purpose was as follows: (1)
to develop a new adaptation of intensive ERP for SAD,
based on B4DT; (2) study changes in SAD symptoms in
an adolescent girl with severe SAD; and (3) to study the
long-term treatment effect over a period of 28 months. We
hypothesized that an adapted version of treatment proto-
col (B4DT) would be an accepted treatment and result in
significant symptom reduction, equal to CBT,” and that
these effects would be maintained over time.

2 | METHOD

2.1 | Study participant

The patient was a healthy 16-year-old female high-school
student with no previous history of psychiatric care or
pharmacological treatment. As the patient was a minor,
informed consent was received from her parents before
assessment and treatment. The patient was referred by
her school counselor. She had severe anxiety, predomi-
nantly in social situations, negatively affecting her aca-
demics as well as her social life and general well-being.
The problems were reported to have escalated due to her
transfer from a smaller to a larger school. There was a his-
tory of performing academically well with high demands
on her own performance. At the time of assessment, she
described previous depressive mood, but not present at
the time and no suicidal ideations or substance use.

The patient's goals were to increase her social skills at
school and to be more socially active. Her long-term goal
was to enroll in higher education after graduating high
school. Overall, the patient described high motivation for
treatment although expressing concerns about how treat-
ment would interfere with school.

Psychiatric assessment using MINI-KID was con-
ducted confirming the DSM 5 diagnosis SAD (300.23)."
The patient also displayed symptoms of general anxiety
and panic disorder.

2.2 | Assessments

2.2.1 | Structural clinical
diagnostic interview

The MINI-KID was conducted as part of the diagnostic
procedure. For the initial assessment, the MINI kid was

used. At the follow-up assessment, the patient was over the
age of 18; therefore, the adult version (MINI version 7.0.0)
was used. It has shown to have a high interrater and retest
reliability.®

2.3 | Self-report assessment

2.3.1 | Liebowitz Social Anxiety Scale

The Self-Report Version of Liebowitz Social Anxiety Scale
(LSAS-SR) was used to measure levels of anxiety and
avoidance. The scale has demonstrated equally good psy-
chometric properties as the clinician administrated scale,
with good internal consistency (a = 0.95) and a high 12-
week test-retest reliability (r = 0-85).”

The LSAS-SR contains two subscales, fear/anxiety
and avoidance, with a total of 24 items, depicting dif-
ferent social situations. For the subscale anxiety/fear,
the rating is from 0 (no fear) to 3 (severe fear). For the
subscale avoidance, the numeral on the scale correlates
with the percentage of avoidance 1 = occasionally
(10%); 2 = often (33%-67%); and 3 = usually (67%-
100%).” The total score of both subscales range between
0 and 144. Cutoff values for the total score LSAS-SR are
suggested to be 30 when used as a screening for SAD
and where a score of 60 or higher indicates a general-
ized social anxiety.®

2.3.2 | The children's global assessment scale
The children's global assessment scale (C-GAS)’ is a
clinician-rated scale, assessing areas of functioning in the
child's life, spanning from family life, social relations, and
school functioning during the month prior to the evalu-
ation. The scoring is 0-100, with stepwise values of 10
points per step. A cutoff value of 70 clearly differentiates
normal functioning from more severe problems.'® C-GAS
has been shown to be a reliable and valid instrument."!

2.3.3 | Global assessment of functioning

The Global Assessment of Functioning (GAF) is a reliable
clinician-rated scale measuring the extent to how mental
illness affects an individual's global functioning.'? GAF
has a moderate interrater reliability.'"' GAF is scored in
stepwise values 0-100, 1-10 indicating the lowest level of
functioning to 90-100 equally to very well. The evaluation
assess mental health, social, and occupational function-
ing. Normal function is coded as 70-100.
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2.4 | Response and remission rate
Response to treatment has been defined as a reduction in
LSAS-SR of >28" and remission at <35. Remission was
also defined as no longer meeting the diagnostic criteria
of SAD according to DSM-5."?

2.5 | Parent's involvement

Parents were included and active participants during the
entire assessment phase and in the treatment planning.
They received a separate session for psychoeducation and
a written report as well as updates on treatment by phone
at the end of the treatment.

2.6 | Patient's informed consent

The patient, now of age, received oral and written infor-
mation about the case study, including how her medical
and personal information would be handled. A written
informed consent form was signed by the patient where it
was clearly stated that she was free to withdraw her consent
for publishing her data at any time and that her withdrawal
would not affect her care in any way. The case study was
approved by the chief-of-staff of the department the Child
and adolescent psychiatric department, Uppsala University
Hospital. All data used in this study were obtained, with the
patient informed consent and approval. Further, the patient
has read and approved the present manuscript.

2.7 | Therapist training
The therapist was a resident physician in child and adoles-
cent psychiatry with CBT-training as a part of the special-
ist program (KH). The treatment was developed, planned,
and delivered in collaboration with a senior clinical psy-
chologist specialized in CBT (KE).

2.8 | Treatment approach

The treatment protocol was an adapted version of the
B4DT, including interventions from the Clark and Wells’
protocol for SAD as well as exposure treatment, for an
adolescent with SAD.'*"

2.9 | Treatment plan

The treatment consisted of three parts: Part 1: two 1-h ses-
sions of psychoeducation; Part 2: 3 days of 5-h sessions

. 30f 5
Clinical Case Reports —Wl LEY

with intensive exposure in vivo; and Part 3: follow-up
session for long-term maintenance plan along with post-
treatment assessments. A 1 h long-term follow-up session
was conducted 28 months post-treatment. The treatment
was delivered in 18 h.

2.10 | Intervention

The initial two sessions addressed the cognitive model
for SAD' and individualized according to the patient's
clinical presentation. Thereafter, the patient performed
self-monitoring (2 sessions). Functional analyses were
made, along with a hierarchy of avoided anxiety pro-
voking situations. This was the base for the 3-day in-
tensive exposure intervention. Cognitive restructuring
and identifying automatic thoughts and emotions were
introduced in office, and applied in practice during the
in vivo exposures.

The three days of intervention out of office are com-
posed of continuous therapist-guided exposures based
on the conceptualization described above. The exposure
situations were performed in vivo, in the city center and
in situations entailing social interactions. At the end of
each day of exposure, the patient summed up her day by
writing a letter to an imagined friend. The rationale for
this was to ensure the patients apprehension of the inter-
ventions. The following week the patient was instructed to
keep working on her exposure on her own.

At the one-week post-treatment follow-up, she re-
ported her exposures and assessment of LSAS-SR and C-
GAS was carried out.

3 | RESULTS

3.1 | Pre-treatment status

The pre-treatment assessment yielded a C-GAS score of
59 indicating noticeable problems, obvious to individuals
observing the child in a dysfunctional setting (a score >70
indicates normal functioning/doing well). The LSAS-SR
pre-treatment rating showed a score of 107, with sub-
scores of 52 and 55 for fear/anxiety and avoidance, respec-
tively. Research has shown a mean score for clients with
SAD to be 74,5 (23.31 SD) on LSAS-SR*a level of 107 indi-
cates more severe SAD.

3.2 | Treatment outcome

The total time spent in treatment was 18 h, including a
one-hour education for the parents and the one-week fol-
low-up and booster session.
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LSAS-SR MEASUREMENTS

W LSAS-SR total Anxiety/fear Avoidance

107

52
55
52

27
25

PRE-TREATMENT 1-WEEK POST-TREATMENT

3.3 | Follow-up one-week post-treatment
Following the 3-day exposure, a follow-up session was
delivered for the patient to discuss and reflect on her
achievements. Giving class presentations in school was
her most feared situation and the last intervention of the
exposure treatment successfully completed. The patient
managed to achieve all her treatment goals within the 3-
day treatment program.

The total LSAS-SR score was 52 with sub-scores of
fear/anxiety at 27 and avoidance at 25. This is a reduction
of the total score by 48% (Figure 1) and her C-GAS score
was 70, indicating normal functioning.

3.4 | 28 months post-treatment follow-up
The patient's social context was largely unchanged at the
28 months post-treatment follow-up. She was a senior in
high-school and was planning to apply for higher educa-
tion, and to move to a larger city. Pre-treatment the pa-
tient rated this highly unlikely due to anxiety.

During the first year after treatment, before the out-
break of the COVID-19 pandemic, she was able to follow
her maintenance program. In March 2020, schools went
on remote learning. Despite lacking opportunities for in
vivo exposures at school and in social settings, she has
managed to maintain skills obtained in treatment over a
28-month period.

At the 28-month follow-up, the LSAS-SR total score was
67, with sub-scores of 35 on anxiety/fear and 32 on avoid-
ance. A reduction of the total score of 37% indicates ade-
quate and sustainable treatment outcome (Figure 1).

As the patient turned 18 years in-between treatment
and the 28th month follow-up, the functional assessment
was done using the GAF score. Her GAF score was 80 re-
flecting normal functioning. The clinical interview (MINT)

67

FIGURE 1 Displays the changes

in the LSAS-SR from the pre-treatment
measurements to 1 week post-treatment
to 28th month follow-up

35
32

28 MONTHS FOLLOW-UP

indicated that the patient no longer met the criteria for
any DSM 5 diagnosis.

4 | DISCUSSION

This case study presented a treatment protocol for SAD in-
cluding condensed CBT with intensive interventions with
in vivo exposure based on an adaptation of the Norwegian
B4DT. The treatment was highly accepted by the patient
and required no more time than the conventional therapy.
A standard treatment of CBT for SAD, according to the
NICE guidelines, ranges between 12 and 20 h.’

At 28th month follow-up, the patient is classified as
a treatment responder with >28% reduction of LSAS-
SR-scores and the patient no longer met the criteria for
SAD or any other DSM 5 diagnosis. She presented normal
levels of functioning. We concluded that the response to
treatment was good and persistent over time and that the
treatment was well accepted by the patient.

This case study shows promising results that a concen-
trated format of CBT with an intensive exposure therapy
for SAD, based on the B4DT, to be suitable for further
exploration for treatment of adolescents. The protocol is
more compatible for youth as a short-term adjunct to their
everyday life with school and extracurricular activities.

The limitation of this study is that it is a single case
study and further studies are needed to observe the rep-
licability of these results on a group level. The patient in
this study had severe SAD; however, she did not meet any
other diagnostic criteria at the time of the study. SAD has
a high level of comorbid psychiatric disorders, and further
studies should take this into account and consider wider
inclusion criteria.
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