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Abstract 
Traumatic experiences have mostly been researched in the context of posttraumatic stress disorder 

(PTSD). The appraisal of traumatic events is thought to be a key process in determining whether 

PTSD develops. However, trauma may be too narrowly defined and may include other types, such as 

social trauma. There is evidence that at least some individuals with social anxiety disorder (SAD) meet 

criteria for PTSD in response to a negative social event (Erwin et al. 2006). In this study, we explored 

whether similar appraisal processes may contribute to the development of PTSD and SAD. We 

assessed the frequency of socially negative events and how these events were appraised, and whether 

certain appraisals predict SAD diagnosis. We used the Posttraumatic Cognitions Inventory (PTCI), a 

self-report questionnaire which assesses thought and beliefs related to trauma. The subscales on the 

PTCI (Negative Cognitions about the Self, Negative Cognitions about the World and Self-Blame) 

have been found to discriminate well between individuals who have experienced trauma and either go 

on to develop PTSD or not (Foa, Ehlers, Clark, Tolin, and Orsillo, 1999). Twenty-one partial hospital 

patients (M age = 38.2, SD = 13.4, 52.4% were female) with a variety of psychological disorders 

participated in the study. All participants reported negative social events in childhood or adolescence 

in which they experienced being humiliated, ridiculed, or rejected by other people. The best model to 

predict diagnosis of SAD included only two of the three subscales of the PTCI; more Negative 

Cognitions About the Self and less Self-blame increased the likelihood (although not statistically 

significant) of being diagnosed with SAD. The results indicate that certain appraisals of negative 

social events may contribute to the development of SAD It is important to replicate this study with a 

larger sample to increase statistical power. Also, PTSD symptoms should be measured in response to 

socially negative events in future studies in order to assess how many individuals have PTSD in 

reaction to negative social events. 

 Keywords: Negative social events, social trauma, social anxiety disorder, social phobia, 

posttraumatic stress disorder, appraisal  
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Negative Social Events among Patients in a Partial Hospital Program 

 

Traumatic experiences have primarily been researched in the context of post-traumatic 

stress disorder (PTSD). Experiencing such events is a necessary (but not sufficient) condition 

for developing PTSD, which, according to the Diagnostic and Statistical Manual of Mental 

Disorders (DSM; American Psychiatric Association [APA], 2013) means being exposed to 

actual or threatened death, serious injury, or sexual violence in one of four ways: Directly 

(i.e., witnessing it in person), indirectly (i.e., learning that a close relative or close friend was 

exposed to trauma), or by repeated or extreme indirect exposure to aversive details of the 

event/s (p. 271, Criterion A). The person must also have a subjective, emotional response for 

at least one month that involves intrusion symptoms, avoidance, negative alterations in 

cognitions and mood, and alterations in arousal and reactivity (p. 271–272; Criteria B, C, D 

and E).  

The appraisal of traumatic events is considered to be a key process in the development 

and maintenance of the disorder over time in current theoretical models of PTSD (see e.g., 

Ehlers & Clark, 2000). E.g., Foa et al. (1999) have suggested that individuals with rigid pre-

trauma concepts about themselves and the world are more vulnerable to PTSD. More 

specifically, overly positive views are contradicted by the event and overly negative views are 

confirmed by the event, leading to the adoption of the following two basic dysfunctional 

beliefs that mediate the development of PTSD: That the world is dangerous and that the self is 

completely incompetent. Individuals that appraise the trauma or/and its sequelae in an 

extremely negative fashion are more likely to develop persistent PTSD. Negative appraisals 

are thought to maintain PTSD by producing a sense of current threat, and by prompting 

cognitive and behavioral responses that prevent cognitive change in the long-term (Foa et al., 

1999, Ehlers & Clark, 2000).  
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Foa et al. (1999) developed the Posttaumatic Cognitions Inventory (PTCI), a 

comprehensive measure of the appraisals of trauma and its sequelae, and studied the 

psychometric properties of the inventory. One major finding was that individuals with severe 

PTSD have higher scores than individuals without PTSD on the following three dimensions: 

Self-blame (e.g., “There is something about me that made the event happen”), negative beliefs 

about the self (e.g., “I am inadequate”) or the world (“I can’t rely on other people”); (Foa et 

al., 1999, p. 307). In addition, the three dimensions were shown to discriminate between 

individuals who develop PTSD and those who cope effectively following a traumatic event 

(Foa et al., 1999).  

Researchers have suggested that trauma may be too narrowly defined in the DSM and 

that individuals may have a traumatic reaction to events that do not meet diagnostic Criterion 

A for PTSD (i.e., exposure to actual or threatened death, serious injury, or sexual violence). It 

should be noted that what constitutes trauma has not changed between DSM editions. Gold, 

Marx, Soler-Baillo, and Sloan (2005) found that PTSD symptoms are just as prevalent in 

people who have experienced a stressful life event (e.g., parental divorce and family 

relationship problems) compared to people who have experienced a traumatic event as 

defined by diagnostic Criterion A for PTSD. However, the limitations of that study include 

that the sample only consisted of college students (N=528) and self-report measures were 

used to assess PTSD symptoms. In contrast to Gold et al. (2005), Boals and Schuettler (2009) 

found that people who have experienced a Criterion A traumatic event have more PTSD 

symptoms compared to those who experience stressful events that do not meet that criterion. 

It is, thus, unresolved whether stressful life events, which typically do not meet diagnostic 

Criterion A for PTSD, can result in the development of PTSD and whether the criterion 

should be broadened to include such stressors (Van Hooff, McFarlane, Baur, Abraham, & 

Barnes, 2009). 



7 

 

 

 

It has been found that various negative social events that do not meet diagnostic 

criteria for PTSD (such as severe humiliation, embarrassment, and rejection) can be very 

upsetting, even traumatic, and contribute to the development of SAD (Carleton et. al., 2011). 

However, there is very little research on what the construct of negative social event/social 

trauma entails. Hofmann, Ehlers, and Roth (1995) investigated negative social events 

resulting in posttraumatic stress symptoms (PTSS) in a sample of 30 individuals with self-

reported fear of public speaking. The primary reasons given for the fear of public speaking 

were panic attacks and traumatic social experiences. However, only a few participants 

reported developing the speaking phobia following an unpleasant speaking situation. Erwin et 

al. (2006) found that in a sample of 45 individuals with SAD, about 30% met diagnostic 

criteria for PTSD in relation to a negative social event, which did not meet diagnostic 

Criterion A for PTSD. Carleton and colleagues (2011) found that over 30% of individuals in a 

community sample (N=601) who had experienced both a negative social event and a 

traumatic event rated the social event as more distressing. Furthermore, posttraumatic stress 

symptoms (PTSS) predicted SAD symptoms, suggesting that a traumatic response to a 

negative social event may contribute to the development of SAD. However, much more 

research is needed on what constitutes a traumatic social event for individuals with SAD and 

how such events contribute to the onset of SAD and in maintaining the disorder. 

Diathesis-stress models of SAD suggest that the aetiology of the disorder involves 

complex interactions between predisposed vulnerability factors and environmental stress 

(Brook & Schmidt, 2008). In fact, individuals with SAD often report having experienced a 

distressing social event that is believed to be associated with the onset or exacerbation of the 

disorder (Erwin et al., 2006; Hackmann et al., 2000). Not much is known about the 

characteristics of such events, or how they differ from stressful life events and traumatic 

events. As with traumatic events, negative social events are part of the human experience of 

living in a society with others but only a subset of individuals go on to develop SAD. If 
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negative social events can be perceived as traumatic for people with SAD, appraisals of the 

events might have a similar role in the development of SAD as appraisals of trauma in PTSD, 

at least for a subset of this population. Appraisals of negative social events could distinguish 

between individuals who develop SAD following such experiences and those who do not 

develop the disorder. 

This exploratory pilot study will examine the prevalence of negative social events 

among patients in a partial hospital program, and whether the appraisal of such events 

increases the likelihood of having a diagnosis of SAD. The patients suffer from a variety of 

psychiatric disorders, and thus, allow for the assessment of the impact of negative social 

experiences across different disorders and diagnostic categories. We will explore whether the 

appraisal of negative social event is similar as the appraisal of trauma in PTSD (Foa et al., 

1999). It is hypothesized that the experience of socially traumatic event is common, at least 

for a subset of individuals with SAD, but certain appraisals of negative social event (e.g., 

scoring high on the subscales of the PTCI) increase the likelihood of a diagnosis of SAD. 

Method 

Participants 

The participants were 21 patients (M age = 38.2, SD = 13.4, 52.4% were female) in a 

partial hospital program located in the Northeast of the United States. The patients attended a 

day program (i.e., from 9 am to 3 pm) five days per week (i.e., Monday–Friday) that consisted 

both of group and individual treatment (Bjorgvinsson et al., 2014). The majority of the sample 

were non-Latino white (71.4%), and most were employed (66.0%) and in a stable living 

situation (95.2%). Only a small part of the sample (19.0%) was married or living with a 

partner, and over half the sample (52.4%) had been hospitalized in the last six months (see 

Table 1). About half of the sample (47.6%) was diagnosed with Major Depressive Disorder 

(MDD), 23.8% with SAD, and 23.8% with PTSD (see Table 2). The only inclusion criteria 

were being a patient in the partial hospital program and being able to communicate 
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meaningfully with the investigators. Patients who were acutely psychotic and/or acutely 

manic were excluded from this study. The institutional review board (IRB) of the hospital 

approved the study. 
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Table 1.   

Background variables of the sample (N = 21) 

Characteristic M (SD) or Frequency (%) 

Age 38.2 (13.4) 

Gender (Female) 11 (52.4%) 

Race/ethnicity   

Non-Latino/a white 15 (71.4%) 

Latino/a 2 (9.5%) 

Black or African-American 2 (9.5%) 

American Indian or Alaskan Native 1 (4.8%) 

Education   

Some college or more 20 (95.3%) 

Employment status (past 30 days)   

Employed 14 (66.7%)  

Student status 

Currently a student 4 (19.4%) 

Marital status   

Married or living w. partner 5 (23.8%) 

Housing in the past 30 days   

Apartment or house 20 (95.2%) 

Living situation   

Alone 7 (33.3%) 

Physical health   

Poor 4 (19.0%) 

Hospitalized in the last 6 months   11 (52.4%) 
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Table 2.  

DSM-IV diagnoses of the sample (N=21) 

Diagnosis Frequency (%) 

Major depressive disorder 10 (47.6%) 

Bipolar I disorder 2 (9.52%) 

Bipolar II disorder 1 (4.76%) 

Panic disorder w/o agoraphobia 2 (9.52%) 

Social anxiety disorder 5 (23.8%) 

Obsessive compulsive disorder 1 (4.76%) 

Posttraumatic stress disorder 5 (23.8%) 

Alcohol dependence 1 (4.76%) 

Alcohol abuse 2 (9.52%) 

Generalized anxiety disorder 1 (4.76%) 

 

Measures 

A Demographics Form was used to collect information such as participants’ age, 

gender, race/ethnicity, and marital/partner status. 

The Mini International Neuropsychiatric Interview (MINI) is a short diagnostic 

structured interview that assesses Axis I psychiatric disorders (according to the DSM-IV; 

Lecrubier, et al., 1997). It was used to establish exclusion criteria, characterize the sample, 

and establish which individuals had diagnoses of SAD and PTSD. Previous studies indicate 

that the MINI has good sensitivity and specificity for all diagnoses with the exception of 

generalized anxiety disorder (κ = .36), agoraphobia (κ = .59), and bulimia (κ = .53) (Lecrubier 

et al., 1997). The MINI has high inter-rater and test-retest reliability (i.e., kappas ranging from 

.88–1.0; Lecrubier et. al., 1997). The MINI has strong reliability and validity in relation to the 
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Structured Clinical Interview for DSM-IV (SCID-IV), with excellent inter-rater reliabilities 

(κs = .89–1.0; Sheehan et. al., 1997). 

The Body Dysmorphic Disorder Diagnostic Module (BDD-DM; Phillips, 2005) is a 

brief semi-structured interview, designed to diagnose Body Dysmorphic Disorder (BDD) and 

has been found to have good psychometric properties, including high inter-rater reliability 

(kappa = .96; Phillips, 2005). One question, concerning BDD behaviours (such as mirror 

checking), was added for the current study, in collaboration with the author of BDD-DM, Dr. 

Katharine Phillips, in order to diagnose BDD according to the fifth edition of DSM (APA, 

2013). 

The Imagery and Negative Social Event Interview is a non-invasive semi-structured 

clinical interview, which is based on earlier versions of imagery interviews (Hackmann et al., 

2000; Lipton et al., 2010) but was adapted to focus more specifically on reactions to intrusive 

images and negative social events. The interview is divided into the following two parts: The 

first part takes approximately 30 minutes to administer, and assesses the presence of intrusive 

images and reactions to such images. The second part takes approximately 15–20 minutes to 

administer and assesses negative social events, and appraisals of such events. For the purpose 

of the current study, only the second part of the interview is described. The interviewer 

assesses whether the participant experienced being humiliated, ridiculed, or rejected by other 

people during their childhood or adolescence. If the participant has had such an experience, 

the interviewer will ask what happened, what the situation was, who was involved, whether it 

happened repeatedly, and if so, how many times it happened and for how long, and at what 

age it happened. The participant is asked to rate the strength of current emotional responses 

(on a scale from zero to ten) to the event, first in open-ended format, but then by asking them 

about various other emotions than the one/s that they listed by free recall. Next, the 

interviewer asks how distressing the event was (ranging from “not at all distressing” to 

“extremely distressing”), how much the event interfered with work, school, daily activities, 
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and social life at the time it happened (ranging from “no interference” to “extreme 

interference”) and finally, how the event was appraised ("what was the meaning of the 

event"?) and what he/she believes was most negative about the event/experience.  

The Posttraumatic Cognitions Inventory (PTCI; Foa et al., 1999) is a 33 item self-

report questionnaire that measures trauma-related thoughts and beliefs. Participants are asked 

to complete the measure keeping in mind the negative social event that had already been 

assessed as part of the Imagery and Negative Social Event Interview. The questionnaire has 

three factors: Negative Cognitions about Self, Negative Cognitions about the World and Self-

blame. Each item is rated on a seven point Likert-type scale ranging from one (i.e., totally 

disagree) to seven (i.e., totally agree). High scale scores indicate stronger endorsement of 

negative cognitions. The psychometric properties for the PTCI appear to be adequate. In one 

study the Cronbach's alpha for the three PTCI subscales and the total score ranged from .86 

(Self-blame) to .97 (Negative Cognitions about Self; Foa et al., 1999). The test-retest 

reliabilities were as follows: The total score was .74; Negative Cognitions about Self was .75; 

Negative Cognitions about the World was .89, and Self-blame was .89. The PTCI 

discriminates well between traumatized individuals with and without PTSD (Foa et al., 1999). 

Procedure 

The participants were recruited from the patient population at the partial hospital 

program. All patients had consented to participate in a general study on symptoms and other 

variables at admission and at discharge. For this study we recruited a sub-sample from the 

general study (Björgvinsson et al., 2014). Eligible patients were approached by the research 

coordinator and assessors and were informed about the current study early in their stay in the 

program. Interested patients then received a detailed description of the study procedures, risk, 

and benefits, and signed an informed consent form. Assessments of intrusive images and 

negative social events occurred at various times during participants´ stay at the partial hospital 

program. Assessments of self-report questionnaires (except for the PTCI) occurred at 
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admission. Assessment of images and negative social events took place in two brief sessions; 

assessment of images were conducted in an approximately 30 minutes interview (part one), 

and assessment of negative social events were conducted in an approximately 20 minutes 

interview (part two) in which the participants also completed the PTCI. This research used 

RedCap Database, an encrypted, electronic database that is both HIPAA compliant (Health 

Insurance Portability and Accountability Act), and approved by the local IRB for the 

administration and storage of human subject information.  

Assessment Teams and Supervision. Assessors in the study were pre-doctoral 

practicum students at the partial hospital program (i.e., advanced graduate students in clinical 

psychology) and pre-doctoral interns in clinical psychology. All assessors received thorough 

training in the interviews used in this study (including a workshop in how to conduct the 

interviews), and received ongoing clinical supervision by a licensed clinical psychologist 

(supervising the administration of the Imagery and Negative Social Event Interview) and 

post-doctoral fellow in clinical psychology (supervising the MINI and the BDD-DM).  

Participants completed measures that were administered as part of standard clinical 

care at the partial hospital program and were asked questions about demographic variables. In 

the first part of the study, pre-doctoral interns in clinical psychology and practicum students 

assessed all patients with diagnostic interviews (the MINI and the BDD-DM). In the second 

part, practicum students assessed individuals with the Imagery and Negative social event 

Interview.  

Statistical analysis 

Descriptive statistical analysis was used to examine the frequency of negative social events, 

and assess means and standard deviations of clinical variables among patients in a partial 

hospital program. We were interested in exploring whether different types of appraisals may 

have contributed to the development of SAD. Therefore, we used logistic regression analysis 

to analyse the relationship of three types of cognitions on the PTCI (i.e., Negative Cognitions About the 



15 

 

 

 

Self, Negative Cognitions about the World, and Self-blame) and a SAD diagnosis following a negative 

social event. An appropriate model was selected by comparing the model fit criteria (i.e., 

Akaike Information Criterion) between models but also by comparing significance tests 

results for main and interaction effects. In general, a model with a lower AIC is believed to be 

a better fit, and a two point difference in AIC is considered meaningful. However, it is 

important to emphasize low statistical power in this exploratory study. 

Results 

All participants (N=21) reported a history of at least one negative social event in childhood or 

adolescence. Almost half the sample (42.8%) reported ridiculing/teasing/being bullied as the 

worst negative social event (e.g., “made fun of me for being pale”), but one third (33.3%) 

reported public humiliation (e.g., “I was late for the school bus and mom was shoving me out 

so I fell down by the door and all the kids in the bus were looking”), and around one fourth 

(23.8%) reported assault or abuse as the worst negative social event (e.g., “a kid in school 

beat me up in shoulder several times. I didn't show any emotions nor fight back, I just froze 

up”). When asked who was involved in the event, the most frequently reported individuals 

were acquaintances (28.5%), then parents (19.0%) unknown people (19.0%), and peers 

(19.0%). The most common settings for the events were either school (33.3%), outside 

(23.8%) or at home (19%).  
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Table 3.  

Descriptive information about the negative social event (N=21) 

Information of event Frequency (%) 

Type of event  

Ridiculing/teasing/bullying 9 (42.8 %) 

Public humiliation 7 (33.3%) 

Assault/abuse 5 (23.8%) 

People involvedª   

Acquaintance/s 6 (28.5%)   

Parent/s  4 (19.0%) 

Unknown individual/s 4 (19.0%) 

Peer/s 4 (19.0%) 

Sibling/s 2 (9.5%) 

Other relative/s 2 (9.5%) 

Counsellor/s 1 (4.7%) 

Neighbour/s 1 (4.7%) 

Context of the negative social eventª  

At school (in front of others) 7 (33.3%) 

Outside (in front of others) 5 (23.8%) 

At home 4 (19.0%) 

At camp 1 (4.7%) 

Online 1 (4.7%) 

At a family event 1 (4.7%) 

On athletic team 1 (4.7%) 

Hearing about criticism from others 1 (4.7%) 

Note. ª Categories are not mutually exclusive. 
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Participants were asked to rate the strength of the current emotional reactions (on a scale from 0 to 

10) to the negative social events (Table 4). The highest rated emotions were shame (M = 5.3), 

anger (M = 4.8), and sadness (M = 4.5), and the most frequently ranked primary (i.e., strongest) 

emotions were shame (23.8%), anger (23.8%), and embarrassment (14.2%).  

 

Table 4.  

Emotional reaction to the event (N=21) 

Emotion 

M (SD) Primary emotion 

 

  Frequency (%) 

Sadness 4.5 (4.8) 0 (0%) 

Guilt 2.0 (2.4) 1 (4.7%) 

Shame 5.3 (4.5) 5 (23.8%) 

Anger 4.8 (2.9) 5 (23.8%) 

Anxiety 1.3 (2.5) 1 (4.7%) 

Fear 4.5 (5.9) 0 (0%) 

Disgust (self) 2.5 (5.0) 0 (0%) 

Disgust (others) 4.8 (4.9) 2 (9.5%) 

Embarrassment .7 (2.4)ª 3 (14.2%) 

Humiliation .4 (2.1) 1 (4.7%) 

Hurt .4 (2.2) 1 (4.7%) 

Shock .3 (1.5) 1 (4.7%) 

Frustration   -   ( - ) 1 (4.7%)  

Note. ª One missing value 

 

Most participants reported that the event was severely (25%) or extremely (35.7%) distressing 

at the time it happened. In addition, most reported that the event interfered moderately 
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(17.9%), severely (25.0%), or extremely (14.3%) with daily activities (i.e., work, school, 

and/or social life) at the time it occurred.  

The median subscale and total scores on the PTCI for patients with a history of a 

negative social event and a SAD diagnosis are similar to previously reported median scores 

for patients with PTSD following a traumatic event as defined by Criterion A for PTSD. 

Negative Cognitions about World Mdn = 4.86, SD = 0.98 in our study, and Mdn=5.00, 

SD=1.25 in Foa et al., (1999). Scores on Self-blame are Mdn = 3.40, SD = 1.87 in our study, 

and Mdn=3.20, SD=1.74 in Foa et al. (1999). Scores on Negative Cognitions about Self are 

Mdn = 4.29, SD = 0.98 in our study, and Mdn=3.60, SD = 1.48 in Foa et al., (1999). 

The median subscale and total scores on the PTCI were compared for patients with a 

history of negative social events with and without a SAD diagnosis (see table 5). Wilcoxon 

Mann-Whitney test showed no differences between those with and without SAD (all p-values 

greater than .1). 

Table 5.     

Medians and standard deviations for persons with and without SAD 

 NSE (n=9) NSE with SAD (n=5)   

PTCI subscales Mdn        SD Mdn        SD W-value p 

Neg. Self 3.71    1.06 4.29         0.98 9 0.12 

Neg. World 4.43    1.77 4.86         0.98 16.5 0.46 

Self-Blame 4.20    1.48 3.40         1.87 29 0.42 

Total score 121.00   34.12 152.00    28.66 13 0.34 

Note. NSE = Negative social event. Patients with PTSD were excluded from the 

analysis, except for one who had both PTSD and SAD. 

 

We compared different logistic regression analysis models in predicting a SAD 

diagnosis. The final model includes the main effects of Negative Cognitions About the Self 

and Self-blame. The AIC value for the final model (AIC=20.16) was at least two points lower 
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than for models including the main effect for Negative Cognitions about the World and/or 

interaction effects (i.e., the AIC for those models ranged from 22.11–24.39). As previously 

mentioned, a model with a lower AIC is believed to be a better fit, and a two point difference 

in AIC is considered meaningful. The logistic regression analysis indicates that higher scores 

on the subscale assessing Negative Cognitions About the Self (Z = 1.72, p =. 09; OR = 4.58; 

95% CIs [1.20, 52.61]) increase the likelihood of being diagnosed with SAD, and that higher 

scores on a subscale assessing Self-blame (Z = -1.38, p = .17; OR = .49; 95% CIs [.14, 1.20]) 

decrease the likelihood of being diagnosed with SAD. The odds of being diagnosed with SAD 

are roughly four times greater for each one unit increase in Negative Cognitions about Self 

(i.e., OR=4.58). The odds of being diagnosed with SAD are roughly 50% times lower for each 

one unit increase in Self-blame (i.e., OR=.49). The results are not significant at the α = .05 

level for either main effects (i.e., Negative Cognitions About the Self or Self-blame). 

However, the AIC scores indicate that a model with both main effects (i.e., Negative 

Cognitions About the Self and Self-blame) is a better fit than a model including only the 

constant (i.e., a model where no independent variables are used to predict a SAD diagnosis) 

Therefore, both main effects are included in the final model. 

As shown in Figure 1, higher scores on the subscale measuring Negative Cognitions 

About the Self and lower scores on the subscale measuring Self-blame increase the likelihood 

of being diagnosed with SAD. The wide confidence interval indicates the amount of 

uncertainty about the relationship between Negative Cognitions About the Self and Self-

blame on the one hand, and the likelihood of a SAD diagnosis on the other hand. 
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Figure 1.  

Confidence intervals for scores on the PTCI subscales Negative Cognitions about Self (left) 

and Self-blame (right) 

Discussion 

We assessed the prevalence of negative social events, and the appraisal and reactions 

to such events among patients with various psychological disorders in a partial hospital 

program. We hypothesized that negative social events were common among individuals with 

SAD but that certain negative appraisals (scoring high on the three different subscales of the 

PTCI) of the event would make it more likely to have a diagnosis of SAD.  

All participants had a history of a negative social event (in which they experienced 

being humiliated, ridiculed, or rejected) in childhood or adolescence. Being 

ridiculed/teased/bullied was the most commonly reported negative social event (42.8%) with 

public humiliation being the second most reported (33.3%) and assault/abuse being the third 

most reported (23.8%). When asked about who was involved in the event, acquaintances were 

the most commonly reported (28.5%), then parents (19.0%) and finally, unknown people 

(19.0%) and peers (19.0%). Most of the events occurred either at school (33.3%), outside 

(23.8%) or at home (19.0%). Participants were asked to rate the strength of current emotional 
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reactions to the negative social events and the highest rated emotions were shame, anger, and 

sadness. The most frequent primary (strongest) emotions were shame, anger, and 

embarrassment, which often play an important role in the development of SAD (see e.g., 

Hofmann & DiBartolo, 2010). The majority of participants reported that the event caused 

them severe or extreme distress at the time it happened, and the majority reported either 

moderate, severe or extreme impairment in functioning due to the negative social event. 

We compared median scores on the PTCI for persons with a history of negative social 

events with and without SAD, similar to Foa et al’s., (1999) study where PTCI scores were 

compared for persons who had experienced a traumatic event with and without PTSD. 

Negative Cognitions about World Mdn = 4.86, SD = 0.98 in our study, and Mdn=5.00, 

SD=1.25 in Foa et al., (1999). Scores on Self-blame are Mdn = 3.40, SD = 1.87 in our study, 

and Mdn=3.20, SD=1.74 in Foa et al. (1999). Scores on Negative Cognitions about Self are 

Mdn = 4.29, SD = 0.98 in our study, and Mdn=3.60, SD = 1.48 in Foa et al., (1999). Although 

there were no statistical differences between the two groups, this may have been due to low 

statistical power. It should be noted that the difference between scores on the Negative 

Cognitions about Self approached a statistical trend (i.e. close to a p-value of .1) despite the 

small sample size.  

. We were interested in exploring whether different types of appraisals may have 

contributed to the development of SAD. Therefore, we used logistic regression analysis as a 

first step in casting light on the relationship between the appraisals and SAD. We compared 

different logistic regression models and found that the best model (with the lowest AIC value) 

included the subscales Negative Cognitions about Self and Self-Blame which means that 

these two subscales best describe the relationship between PTCI subscales and SAD. The 

model shows that higher scores on the subscale Negative Cognitions about Self increase the 

likelihood of a SAD diagnosis and higher scores on the subscale Self-Blame decrease the 

likelihood of a SAD diagnosis. It was expected to see a positive relationship between the 
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PTCI subscales and SAD diagnosis. Instead, the results suggest a negative relationship 

between Self-Blame and SAD diagnosis. The reasons for this negative relationship are 

unclear, and further research is needed. The relationship between Negative Cognitions about 

the Self and SAD diagnosis was weaker than expected and finally, Negative Cognitions about 

the World did not provide any additional SAD prediction. It should be noted that the 

relationships between the two subscales in the model and a SAD diagnosis was not 

statistically significant, which, again, may have been due to the small sample size. We note 

that the p-value for the relationships between Negative Cognition about the Self and SAD 

diagnosis was a statistical trend (.09) and may be statistically significant in a larger sample. 

However, it is important to emphasize the low statistical power and the wide confidence 

intervals in this study. 

These findings are not entirely in line with Foa et al., (1999) results where higher 

scores on Negative Cognitions About the Self, Negative Cognitions about the World, and 

Self-blame all distinguished between traumatized individuals with and without PTSD. It is 

quite possible that other appraisal processes are at work in the development of SAD. Also, a 

content analysis of the appraisal of the negative social events (similar to how Lipton, Brewin, 

Linke & Halperin, 2010, assessed appraisals of images in OCD) could contribute to a better 

understanding of the nature of appraisals that might predict SAD diagnosis.  

In this study, five participants were diagnosed with PTSD. Traumatic reactions (i.e., 

PTSD reactions) to the negative social events were not assessed with the MINI. Therefore, it 

was not possible to assess whether any participants had a PTSD diagnosis in relation to a 

negative social event. Future studies should measures PTSD symptoms in response to a 

negative social event, in order to assess how many individuals would be diagnosed with 

PTSD in relation to that event (except that the social event does not meet the current DSM A 

criterion toward a PTSD diagnosis). Such studies could identify common processes in SAD 

and PTSD, at least for a subsample of the SAD population. Also, it could have important 
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implications for the development and treatment outcomes for SAD, as validated treatments for 

PTSD may have potency for individuals who developed SAD after a negative social event. 

 The study had several limitations. As already noted, the study was exploratory in 

nature, participants were relatively few, thereby affecting statistical power. Therefore, it is 

important to replicate the study with a larger sample. Also, there are several well-known 

biases in memory that affect the validity of assessing events that happened in the (sometimes 

distant) past (Hardt & Rutter, 2004). The strengths of the study include the use of clinical 

interviews (instead of relying on self-report questionnaires) and the careful training and 

supervision of the assessment team.  

In summary, negative social events are common among people with various 

psychological disorders. Certain types of appraisal of such events (especially more Negative 

Cognitions About the Self) may increase the likelihood of developing SAD, and such events 

may have a similar relationship to that disorder, as other types of trauma have to the 

development of PTSD. This study represents an important step toward assessing that 

relationship, although further research is needed. This line of research could have both 

important theoretical and clinical implications.  
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