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a b s t r a c t

Objective: This study examined the effectiveness of manualized cognitive therapy (mCT) following the
Clark-Wells approach versus non-manualized cognitive-behavioral treatment-as-usual (CBTAU) for social
anxiety disorder (SAD) in routine practice.
Methods: Forty-eight private practitioners were recruited within a multi-center trial and either received
training in manualized CT for SAD or no such training. Practitioners treated 162 patients with SAD in
routine practice (N ¼ 107 completers, n ¼ 57 for mCT, n ¼ 50 for CBTAU). Social anxiety symptoms
(Liebowitz Social Anxiety Scale; LSAS) and secondary measures were assessed before treatment, at
treatment-hour 8, 15, and 25, at end of treatment, as well as 6 and 12 months after treatment.
Results: Patients in both groups showed significant reductions of SAD severity after treatment (d ¼ 1.91
[mCT] and d ¼ 1.80 [CBTAU], within-group effect sizes, intent-to-treat analyses, LSAS observer ratings),
which remained stable at follow-up. There were no differences between groups in terms of symptom
reduction and treatment duration.
Conclusions: The present trial confirms the high effectiveness of CBTAU and mCT for SAD when practi-
tioners conduct the treatments in routine practice. Additional training in the CT manual did not result in
significant between-group effects on therapy outcome. Explanations for this unexpected result are
discussed.

© 2017 Elsevier Ltd. All rights reserved.
1. Introduction

Social anxiety disorder (SAD) is characterized by persistent fears
of one or more social situations, in which the individual is exposed
to other people and expects to be scrutinized. The individual is
afraid of acting (or showing anxiety symptoms) in a way that could
cause embarrassment, humiliation, or rejection (APA, 2013). Esti-
mates of lifetime and 12-month prevalence are high, with 12.1%
and 7.1% in the US (Ruscio et al., 2008) and 6.7% (lifetime preva-
lence) and 2.0% (12-month prevalence) in Europe (Fehm, Beesdo,
esden, Klinische Psychologie
rmany.
oyer).
Jacobi, & Fiedler, 2008). SAD is characterized by an early onset, a
chronic course, severe psychosocial impairments, and high socio-
economic costs (Aderka et al., 2012; Egger et al., 2015; Fehm et al.,
2008; Kessler, 2003; Stuhldreher et al., 2014). Thus, there is a high
demand for effective treatments, particularly in routine practice.

Cognitive-behavioral therapy (CBT) has consistently been
shown to be highly efficacious for SAD. A recent meta-analysis
(Mayo-Wilson et al., 2014) showed that, among the various types
of interventions, CBT based on the Clark-Wells approach (referred
to as cognitive therapy, CT; Clark, 2001; Clark & Wells, 1995) yiel-
ded the highest effect sizes in randomized controlled trials (Clark
et al., 2003, 2006). Furthermore, there is evidence that CT is
significantly more effective than standard pharmacological treat-
ment (Clark et al., 2003), interpersonal therapy (Stangier, Schramm,
Heidenreich, Berger, & Clark, 2011), manualized short-term
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psychodynamic therapy (Leichsenring et al., 2013), and also yielded
the highest effect sizes compared to other forms of CBT in recent
meta-analyses (Mayo-Wilson et al., 2014). Thus, it may be expected
that the dissemination of CT may substantially improve the treat-
ment effectiveness of SAD in routine practice, even in the experi-
enced CBT therapists.

However, the dissemination of evidence-based treatments into
routine practice has been identified as a major problem within
mental health care delivery (Gillihan, Conklin, & Foa, 2014; Gunter
& Whittal, 2010; McHugh & Barlow, 2010). In routine practice,
patients often do not receive empirically supported psychological
treatment (Shafran et al., 2009). Barriers to the dissemination of
evidence-based psychological therapy include commonly held be-
liefs among clinicians about the limited applicability of findings
from RCTs in clinical practice and lack of knowledge about empir-
ically validated treatments, as well as their proper delivery (Shafran
et al., 2009; Weisz, Ng, & Bearman, 2014). In addition, there is ev-
idence that clinicians apply and slightly modify techniques learned
in their initial psychotherapeutic training, while feeling reluctant to
adopt new evidence-based techniques (Barlow, 1981; Gunter &
Whittal, 2010; Weisz et al., 2014). Thus, even therapists previ-
ously trained in CBT may not adopt approaches such as CT, though
well validated. Providing additional training for these CBT thera-
pists may increase the effectiveness of treatments into routine
practice.

As an answer to these dissemination problems, the Improving
Access to Psychological Therapies (IAPT) programme was imple-
mented in the National Health Service in England to increase the
availability of evidence-based psychological treatment for depres-
sion and anxiety disorders in specialised stepped-care services
(Clark, 2011). Preliminary results show that, across depression and
anxiety disorders, most patients received therapies recommended
by the National Institute of Health and Care Excellence (NICE)
Treatment Guidelines, with observed recovery rates at 40.3% and
improvement rates at 63.7% (Gyani, Shafran, Layard, & Clark, 2013).
As part of such dissemination programmes training practitioners to
use treatment manuals seems to be crucial for the transference of
evidence-based treatments into practice (McHugh & Barlow, 2010;
Shafran et al., 2009). Manual training may help to acquire new
evidence-based techniques and provide a framework of how to
utilize these techniques in routine practice. A manualized treat-
ment may ensure that all key components of the manual are
delivered in a temporal sequence, which is typically shorter than
treatments based on individualized case formulation. Summarized,
the integration of potent treatment techniques in a shorter time
period may increase the effectiveness of treatment in routine
practice.

For SAD, McEvoy, Nathan, Rapee, and Campbell (2012) demon-
strated that a CBT protocol for group treatment that had previously
proven efficacious in a research unit could be successfully imple-
mented in a community clinic. Treatment outcome did not differ
across the treatment settings (research clinic vs. community clinic)
for either completer or intention-to-treat analyses. Despite this
notable example, some of the central questions concerning the
science-practice transfer of CBT remain unanswered. Most impor-
tantly, there are only very few studies investigating the effects of
training experienced practitioners in empirically validated man-
uals. It remains unclear whether practitioners will truly accept and
adhere to a standardized manual or rather continue to use their
individually preferred interventions (Shafran et al., 2009; see also
Hoefler, Gloster, & Hoyer, 2010). A recent meta-analysis indicated
little evidence for a relationship between manual adherence and
treatment outcome (Webb, DeRubeis, & Barber, 2010). However,
treatments were mostly delivered within randomized controlled
trial settings, which aim to minimize non-adherence and thereby
limit the magnitude of processeoutcome relations (Webb et al.,
2010). The same is true for therapist competence, which has been
found to be associated with better treatment outcome of CT in a
randomized trial (Ginzburg et al., 2012). It thus remains unclear
whether similar results would hold true for experienced CBT
therapists in routine practice. In addition, it is unclear whether the
replacement of a complex case formulation by a straight-forward
manualized therapy will shorten overall treatment duration
(Eifert, Schulte, Zvolensky, Lejuez, & Lau, 1997). The findings of
smaller effects of CBT for SAD in naturalistic settings than in other
anxiety disorders (Hans & Hiller, 2013) additionally emphasize the
need for answers to these questions.

The present multicenter randomized clinical trial aimed at
implementing the Clark-Wells CT manual (German version:
Stangier, Clark, & Ehlers, 2006) into routine practice in Germany.
We examined how the CT manual was accepted by certified and
well-experienced practitioners and whether training in man-
ualized CT applied in routine practice would augment treatment
outcome as compared to cognitive-behavioral treatment-as-usual
in terms of symptom reduction and treatment duration. Certified
practitioners were recruited and randomized to either receive
training in the CT manual or no such training. Subsequently, they
treated patients with SAD in their own practice.

2. Methods

2.1. Study design

The design of this study included a randomized controlled trial
in routine practice. Psychotherapeutic practitioners were ran-
domized either to a training in CT for SAD based on the German
version of the treatment manual by Clark and Wells (Stangier,
Ehlers & Clark, 2006), or to no such additional training. Practi-
tioners in the training group (referred to as manualized CT, mCT)
received two separate blocks of training, each block with a mean
duration of 12 h. Adherence to the CT manual and the techniques
used in each session were documented afterwards.

All patients and therapists provided written informed consent
to the procedures approved by both the responsible ethics com-
mittee of the Technische Universitaet Dresden (EK 183062010) and
the Data Safety Monitoring Committee (DSMC). The study was
monitored by the Coordination Center for Clinical Trials (KKS
Dresden), which is independent of the participating research cen-
ters, and registered at ClinicalTrials.gov (Identifier: NCT01388231).
More detailed information on the study protocol can be found in
Crawcour et al. (2012).

2.2. Recruitment and randomization

2.2.1. CBT therapists
CBT therapists were licensed psychotherapists who were

trained in and regularly conducted cognitive-behavioral therapy in
their private practices. Information about this study was posted on
the website of the Chambers of Psychotherapists (in which mem-
bership is required for all licensed psychotherapists in Germany).
After being informed about the study in discussion rounds, 49 CBT
therapists reporting neither having formal training in CT by Clark
and Wells nor using such manual in the last five years decided to
partake in the study. One therapist had to cancel participation due
to a severe negative life event. The remaining 48 CBT therapists
were randomly assigned to either the training group (mCT) or the
control group, which did not receive additional mCT training
(referred to as cognitive-behavioral treatment-as-usual, CBTAU) by
KKS Dresden. The private practitioners were block randomized, i.e.,
randomization into one of the two treatment arms was stratified

http://ClinicalTrials.gov
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for each trial center using the nQuerieAdvisor 6.01 software pro-
gram (Elashoff, 2005).

Mean age of therapists in the mCTgroup (n¼ 24) was 42.4 years
(SD ¼ 7.76), and 45.8 years (SD ¼ 7.9) in the CBTAU group (n ¼ 24).
Average general clinical experience was 5.7 years (SD ¼ 4.11) for
mCT therapists, and 8.9 years (SD ¼ 3.95) for CBTAU therapists.
With regard to the number of CBT treatments conducted prior to
the present trial, 65% (31/48) of therapists indicated more than 100
treatments (50% of mCT therapists, 12/24; 79% of CBTAU therapists,
19/24, c2 (1) ¼ 4.46, p ¼ 0.035), 8% (4/48) of therapists indicated
50e100 treatments (4% of mCT therapists, 1/24; 12% of CBTAU
therapists, 3/24, Fisher's exact ¼ 0.61), while 29% (14/48) indicated
less than 50 treatments (46% of mCT therapists, 11/24; 13% of
CBTAU therapists, 3/24, c2 (1) ¼ 6.45, p ¼ 0.011). There was no
significant difference between therapists of both groups regarding
age, t(46) ¼ 1.50; p ¼ 0.14, but with regard to clinical experience,
t(46) ¼ 2.75; p ¼ 0.009. As a compensation for their contribution,
therapists received 200-V per each documented patient.
2.2.2. Patients
Patients were either recruited through the outpatient clinics of

the universities of Dresden, Frankfurt and Goettingen or directly by
their CBT therapists. All patients were formally informed by the
study team about the intentions of the study and about the fact that
there were two versions of CBT of potentially equal effectiveness,
while remaining blind regarding who among the CBT therapists
had been trained and who had not.

The following inclusion criteria were applied: age between 18
and 70 years, a primary diagnosis of social anxiety disorder ac-
cording to the Diagnostic and Statistical Manual of Mental Disor-
ders (4th ed., text rev.; DSM-IV-TR; APA, 2000; German Version:
Saß, Wittchen, Zaudig, & Houben, 2003) determined with the
Structured Clinical Interview for DSM-IV (SCID; First, Spitzer,
Gibbon, & Williams, 1997; German Version: Wittchen,
Wunderlich, Gruschwitz, & Zaudig, 1997) and a total score of 30
or more on the Liebowitz Social Anxiety Scale (Liebowitz, 1987;
German Version:; Stangier & Heidenreich, 2003). To define the
primary diagnoses, we used the clinician's severity rating from the
Anxiety Disorders Interview Schedule for DSM-IV (ADIS-IV; Brown,
DiNardo, & Barlow, 1994; German Version: Margraf, Schneider,
Soeder, Neumer, & Becker, 1996). The primary diagnosis was the
diagnosis with the highest degree of interference in daily func-
tioning as compared to other diagnoses. Whether social anxiety
disorder represented the primary disorder was determined by use
of the respective item of the Anxiety Disorders Interview Schedule
for DSM-IV. The exclusion criteria were as follows: psychotic and
acute substance-related disorders, cluster A and B personality dis-
orders, prominent risk of self-harm and suicidal behavior, organic
mental disorders, severe medical conditions, and concurrent psy-
chotherapeutic or psychopharmacological treatments. Patients on
anti-depressive medication were included if the dosage had been
stable prior inclusion and kept on a stable dose during treatment.

As participants in a routine practice, patients were not ran-
domized to CBT therapists. Instead, patients selected their
preferred therapist without knowing whether or not their chosen
CBT therapist had been trained in mCT. A total of 202 patients were
recruited for the initial clinical interview. Of these, n ¼ 40 had to be
excluded due to diverse reasons (see Fig. 1). Of the remaining
n ¼ 162 patients who fulfilled inclusion criteria, n ¼ 77 chose a
therapist from the CBTAU group and n ¼ 85 a therapist from the
mCT group (for the full flowchart see Fig. 1).

In terms of gender ratio, age, education and comorbidity, there
were no significant differences between patients of the two ran-
domized groups (see Table 1).
2.3. Manual training

CBT therapists randomized to the mCT group were trained in
this treatment approach by the first or last author (US or JH). The
training was based on the German version of the Clark and Wells
manual (Clark&Wells,1995), authored by Stangier et al. (2006) and
comprised two weekend workshops, with up to 16 training ses-
sions (�a 45 min) each. Attendance of therapists was mandatory to
be included in the mCT group of the study.

Training workshops were evaluated using a self-developed brief
questionnaire including 6-point rating scales (0 ¼ not at all,
5 ¼ completely), which covered the overall satisfaction with the
workshops, as well as the acquisition of additional knowledge
about social phobia and its treatment. Feedback was especially
positive in terms of high satisfactionwith theworkshops (M¼ 4.63,
SD ¼ 0.55) and in terms of positive expectations regarding benefit
in therapy (M ¼ 4.34, SD ¼ 0.86). Workshops were further evalu-
ated as having met expectations (M ¼ 4.38, SD ¼ 0.75). Therapists
also indicated that knowledge about social phobia (M ¼ 3.44,
SD ¼ 1.19) and about the structure of the therapeutic process in the
treatment of SAD (M ¼ 3.78, SD ¼ 1.1) had moderately increased.

In order to maintain treatment fidelity during the trial, mCT
therapists received regular site level supervision. At each center,
supervision of therapists was performed as a group supervision of
90 min conducted by the first or last author. During the first six
months of the trial, supervision was performed fortnightly and
monthly thereafter. In order to prevent any biased treatment de-
livery by CBTAU therapists, no specific supervision or instruction on
how supervision should be done was given. Instead, therapists
were requested to complete supervision “as usual”, i.e., supervision
of the CBTAU group was performed as an unrestricted intervision
among clinicians.

2.4. Treatments

CBT therapists either applied CBT as usual or CT according to
Clark and Wells (Clark, 2001; Clark & Wells, 1995). This approach
includes several components: a) establishing an idiosyncratic
version of the model using the patient's own thoughts, images and
behaviors; b) role-play-based behavioral experiments to demon-
strate the adverse effects of self-focused attention; c) practicing
external focus of attention; d) restructuring distorted self-image by
video-feedback; e) behavioral experiments in anxiety-provoking
social situations, while dropping safety behaviors and focusing
the attention externally; f) identification and modification of
anticipatory and post-event processing; and g) identification and
modification of dysfunctional assumptions through behavioral ex-
periments and cognitive restructuring.

CBT therapists in the CBTAU group were instructed to treat the
patients as usually. The most frequent techniques applied in the
CBTAU group were as follows: an individual case formulation, role
plays, activation of resources, social competence training, cognitive
restructuring, exposure, or relaxation techniques.

In both conditions, up to 25 individual treatment-hours (�a
50 min) were possible, which could also be conducted in the form
of double- or triple-hour sessions (100e150 min, combining two to
three treatment-hours). In addition, up to 5 preparatory sessions (�a
50 min) were conducted which are required within the German
health care system to cover diagnostic and administrative issues.

2.5. Treatment adherence and competence

2.5.1. Session protocols
In order to assess manual adherence, we examined 2055 avail-

able session protocols (mCT ¼ 1117, CBTAU ¼ 938) of 88 patients



Fig. 1. Flowchart of participants’ progress through the study. Please note that more than one treatment-hour (�a 50 min) could be combined in a session (e.g., double- or triple-hour
sessions of 100e150 min, combining two to three treatment-hours).
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who completed their therapies (N ¼ 50 from mCT; N ¼ 38 from
CBTAU). For the analysis of adherence, six key components of mCT
were derived from the manual by Stangier et al. (2006): 1.) pro-
longed session duration of at least 75 min in more than 50% of the
sessions; 2.) formulation of an individual cognitive model; 3.) at
least one experiment on self-focused attention and safety behav-
iors; 4.) at least one in-session behavioral experiment to test
dysfunctional beliefs; 5.) at least one application of video-feedback;



Table 1
Clinical and sociodemographic characteristics of participants.

Characteristic mCT (N ¼ 85) CBTAU(N ¼ 77) Statistic and p-value

Female (%) 43 (50.6%) 39 (50.6%) c2(1) ¼ 0.001, p ¼ 0.99
Age (SD) 29.21 (6.43) 31.12 (10.14) t(160) ¼ �1.44, p ¼ 0.15
Marital Status (%)
Single 70 (82.35%) 58 (75.32%) c2(1) ¼ 1.20, p ¼ 0.27
Married 13 (15.29%) 15 (19.48%) c2(1) ¼ 0.49, p ¼ 0.48
Divorced 2 (2.35%) 4 (5.19%) p ¼ 0.42, Fisher's exact test
Professional degree (%)
No degree 21 (24.7%) 18 (23.4%) c2(1) ¼ 0.11, p ¼ 0.74
Non-University degree 30 (35.3%) 32 (41.6%) c2(1) ¼ 0.67, p ¼ 0.41
University degree 33 (38.8%) 24 (31.2%) c2(1) ¼ 1.04, p ¼ 0.31
Other 1 (1.2%) 3 (3.8%) p ¼ 0.35, Fisher's exact test
Treated earlier (%) 37 (43.5%) 26 (33.8%) c2(1) ¼ 1.62, p ¼ 0.20
Comorbid Diagnoses (%)
No comorbidities 46 (54.1%) 42 (54.5%) c2(1) ¼ 0.003, p ¼ 0.96
One comorbidity 23 (27.1%) 16 (20.8%) c2(1) ¼ 0.87, p ¼ 0.35
Two comorbidities 10 (11.8%) 13 (16.9%) c2(1) ¼ 0.87, p ¼ 0.35
Three and more comorbidities 6 (7%) 6 (7.8%) p ¼ 1, Fisher's exact test
Personality disorders (%) 16 (18,8%) 17 (22,1%) c2(1) ¼ 0.26, p ¼ 0.61

Note. mCT ¼ manualized Cognitive therapy, CBTAU ¼Cognitive-behavioral treatment-as-usual, c2 ¼ chi-square test. The most common comorbid disorders include: avoidant
personality disorder (n ¼ 27), major depressive disorder (n ¼ 12), agoraphobia with/without panic disorder (n ¼ 8), recurrent depressive disorder (n ¼ 6), dysthymia (n ¼ 6),
specific phobia (n ¼ 6).
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6.) at least one application of cognitive restructuring to modify
anticipatory and post-event processing. In addition, the following
four components were categorized as interventions which are
related to CBT in general: 7.) modification of dysfunctional as-
sumptions; 8.) application of guided discovery; 9.) assignment and
review of homework; 10.) relapse prevention. Subsequently, we
checked for every patient howmany of these criteria were followed
by the treating therapist. For differences between groups per cri-
terion see Table 2.

2.5.2. Audio recordings
Additionally, treatment adherence and competence were

assessed via audio recordings of therapy sessions. Recordings of 41
therapy sessions (n ¼ 18 for mCT, n ¼ 23 for CBTAU) from 13
therapists (nmCT ¼ 7, nCBTAU ¼ 6) were available. The assessments
were carried out by two trained and independent raters, who were
blind to the treatment conditions of the treated patients. Both
raters were postgraduate students, who were in advanced stages of
their clinical training (i.e., at least two years of therapeutic expe-
rience and a minimum of two therapies completed under super-
vision). Adherence was rated on the Cognitive Therapy Adherence
Scale for Social Phobia (CTAS-SP; von Consbruch, Heinrich, &
Engelhardt, 2008), while competence was rated on the Cognitive
Therapy Competence Scale for Social Phobia (CTCS-SP; von
Table 2
Use of interventions as reported by the therapists and tests for differences.

Gr

mC
(n

n

prolonged session duration (>75 min) in more than 50% of sessions 1
formulation of an individual cognitive model 48
experiment on self-focused attention and safety behaviors * 38
in-session behavioral experiment to test dysfunctional beliefs * 28
video-feedback * 44
cognitive restructuring to modify anticipatory and post-event processing * 47
assignment and review of homework 32
guided discovery 38
modification of dysfunctional assumptions 36
relapse prevention 34

Note: * at least one intervention was reported.
Consbruch, Clark, & Stangier, 2012). The CTAS-SP consists of 17
items, which are rated on a scale from zero (not adherent) to three
(very adherent), while the CTCP-SP consists of 16 Items, rated on a
scale from zero (poor implementation of interventions) and six
(excellent implementation of interventions; von Consbruch et al.,
2008). The CTCP-SP was further divided into global (e.g., estab-
lishing a therapeutic alliance), (manual-)specific (e.g., modification
of anticipatory and post-event processing) and additional thera-
peutic competences (e.g., social skills training).

2.6. Measures

2.6.1. Assessment and masking
After the telephone screening, questionnaires were filled out by

patients at eight time points in the study (see Table 3): prior to
treatment onset (T0), at treatment-hour one (T1), treatment-hour
eight (T2), treatment-hour 15 (T3), treatment-hour 25 (T4), at end
of therapy (T5), as well as six months (T6) and 12 months after
treatment finalization (T7). For the measurement of social phobia
symptoms, German versions of the following measures were used:
the Liebowitz Social Anxiety Scale (Liebowitz, 1987; Stangier &
Heidenreich, 2003) in its observer-rating version (LSAS-OR) and
in its self-rating version (LSAS-SR), a rating of social anxiety
severity using a German Version of the Clinical Global Impression
oups

T
¼ 50)

CBTAU
(n ¼ 38)

Statistic p

(%) n (%)

(2) 1 (2.6) Fisher's exact test 1
(96) 5 (13.2) Fisher's exact test <0.001
(76) 12 (31.6) c2(1) ¼ 5.08 0.02
(56) 12 (31.6) c2(1) ¼ 2.01 0.16
(88) 15 (39.5) c2(1) ¼ 4.83 0.03
(94) 3 (7.9) Fisher's exact test <0.001
(64) 17 (44.7) c2(1) ¼ 0.94 0.33
(76) 27 (71.1) c2(1) ¼ 0.04 0.84
(72) 2 (5.3) Fisher's exact test <0.001
(68) 9 (23.7) c2(1) ¼ 6.22 0.01



Table 3
Estimated means and standard error of scores on social anxiety, depression and psychopathology measures (Intent-to-treat analysis, N ¼ 162).

Measure Groups Between-group differences

mCT CBTAU z-test p-value ES [95% CI]

M (SE) M (SE)

LSAS-OR
Baseline (T0) 70.12 (4.27) 74.51 (5.01) �1.31 0.19 0.21 [-0.10, 0.52]
End of Therapy (T5) 29.56 (6.11) 36.01 (7.31) �1.33 0.18 0.30 [-0.14, 0.75]
FU (12-months; T7) 29.11 (5.37) 35.74 (6.79) �1.50 0.13 0.31 [-0.10, 0.72]
LSAS-SR
Treatment-hour 1 (T1) 67.54 (4.89) 72.32 (6.25) �1.18 0.24 0.20 [-0.13, 0.53]
Treatment-hour 8 (T2) 55.77 (5.77) 59.29 (6.32) 0.80 0.42 0.15 [-0.21, 0.50]
Treatment-hour 15 (T3) 47.49 (5.85) 55.21 (6.85) 1.68 0.09 0.33 [-0.05, 0.70]
Treatment-hour 25 (T4) 37.09 (5.81) 45.57 (7.21) 1.77 0.08 0.36 [-0.03, 0.74]
FU (6-months; T6) 38.34 (7.39) 41.30 (7.74) �0.59 0.56 0.12 [-0.29, 0.54]
SPAI
Baseline (T0) 3.65 (0.22) 3.78 (0.22) �0.75 0.45 0.13 [-0.17, 0.44]
End of Therapy (T5) 2.44 (0.34) 2.25 (0.32) 0.82 0.41 �0.19 [-0.66, 0.28]
FU (12-months; T7) 2.36 (0.35) 2.03 (0.33) 1.27 0.21 �0.33 [-0.82, 0.15]
BSPS
Baseline (T0) 34.89 (3.32) 36.96 (3.39) �0.86 0.39 0.14 [-0.18, 0.48]
End of Therapy (T5) 19.59 (4.53) 15.96 (4.22) 1.15 0.25 �0.25 [-0.69, 0.18]
SCQ
Treatment-hour 1 (T1) 54.54 (4.04) 55.08 (3.56) �0.20 0.85 0.03 [-0.30, 0.37]
Treatment-hour 15 (T3) 45.37 (1.98) 49.03 (2.27) 1.21 0.22 0.23 [-0.13, 0.59]
End of Therapy (T5) 40.18 (4.15) 39.34 (4.22) 0.28 0.78 �0.05 [-0.42, 0.31]
FU (12-months; T7) 35.77 (4.60) 45.90 (5.58) �2.75 0.006** 0.63** [0.18, 1.08]
BDI
Baseline (T0) 13.95 (0.86) 13.84 (0.91) 0.09 0.93 �0.04 [-0.37, 0.28]
Treatment-hour 25 (T4) 6.55 (1.00) 6.59 (0.95) �0.03 0.98 0.01 [-0.01, �0.84]
End of Therapy (T5) 8.21 (1.42) 4.88 (0.92) 1.97 0.05* �0.43* [-0.87, �0.01]
FU (6-months; T6) 7.57 (1.16) 6.02 (0.96) 1.03 0.30 �0.15 [-0.55, 0.24]
FU (12-months; T7) 5.59 (1.24) 5.27 (1.07) 0.20 0.84 �0.05 [-0.47, 0.37]
CGI
Baseline (T0) 4.62 (0.20) 4.65 (0.17) �0.03 0.97 0.02 [-0.30, 0.34]
End of Therapy (T5) 2.34 (0.35) 2.26 (0.40) 0.36 0.72 �0.07 [-0.57, 0.43]
FU (12-months; T7) 2.06 (0.42) 2.07 (0.71) �0.02 0.98 0.01 [-0.76, 0.79]

Note. LSAS-OR ¼ Liebowitz Social Anxiety Scale e observer rating, LSAS-SR ¼ Liebowitz Social Anxiety Scale e self rating, SPAI ¼ Social Phobia and Anxiety Inventory, BSPS ¼
Brief Social Phobia Scale, SCQ ¼ Social Cognitions Questionnaire, BDI ¼ Beck Depression Inventory, CGI ¼ Clinical Global Impression, mCT ¼ Manualized cognitive therapy,
CBTAU ¼ Cognitive-behavioral treatment-as-usual, ES ¼ Effect Size.
*p < 0.05 **p < 0.01.
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scale (CGI; Zaider, Heimberg, Fresco, Schneier, & Liebowitz, 2003),
the Social Phobia and Anxiety Inventory (SPAI; Turner, Beidel,
Dancu, & Stanley, 1989) in a shortened German 22-item-form
(Fydrich, 2002), the Brief Social Phobia Scale (BSPS; Davidson et al.,
1991; German Version: Chaker, Haustein, Hoyer,& Davidson, 2011),
and the Social Cognitions Questionnaire (SCQ;Wells, Stopa,& Clark,
1993; German Version: Stangier, Heidenreich, Ehlers, & Clark,
1996). Depression was measured with the Beck Depression
Inventory-II (BDI-II; Beck, Steer, & Brown, 1996; German Version:
Hautzinger, Keller, & Kühner, 2006). For more details on the as-
sessments conducted at each time point please see Crawcour et al.
(2012).

Clinical ratings and diagnostic interviews (SCID, LSAS-OR, CGI)
were conducted at the three time points (T0, T5, and T7; see
Table 3) by independent and trained interviewers, who were blind
to the treatment of the assessed patient. Masking was ensured by
instructing patients not to discuss their treatment with the asses-
sors during assessment. All assessors had advanced clinical training
and experience in diagnosing and treating mental disorders in
university outpatient clinics and received a 2-day workshop on the
SCID. Furthermore, personnel involved in handling study docu-
mentation and scheduling interviews were required to keep all
treatment-specific documents separate from other patient
information.

Additionally, prior to treatment therapists completed the 4-item
Reaction to Treatment Questionnaire developed by Holt and
Heimberg (1990) assessing treatment allegiance for every treated
patient. Items are scaled from 1 (not at all confident or logical) to 10
(very logical or confident), resulting in a total score with a possible
range of 1e40. Also, therapists were instructed to complete session
protocols after every therapy session. These session protocols were
used to derive data on various aspects of treatment duration: In
addition to overall treatment duration, which we defined as the
mean number of days from treatment onset (T1) to end of treat-
ment (T5), we examined for all remitted patients the mean number
of days from treatment start to the assessment point at which
remission occurred (i.e., time to remission). Finally, with respect to
the specific prescriptions of prolonged sessions in the manual (see
section about treatments), we also analyzed session protocols for
indicators of treatment infidelity, such as session duration (in mi-
nutes) and number of double sessions (i.e., longer sessions of
100 min or more) per patient in each group.

2.6.2. Outcomes
The primary outcomemeasure was the Liebowitz Social Anxiety

Scale in the observer-rating version. In addition to the raw reduc-
tion of LSAS scores, remission and response rates were analyzed.
Remission was defined by an LSAS score �30 (Bandelow, 2006;
Liebowitz, Mangano, Bradwejn, & Asnis, 2005). Response was
defined by a 31% reduction (or more) in the LSAS scores from
baseline (Bandelow, Baldwin, Dolberg, Andersen, & Stein, 2006).
Additionally, remission was determined on the basis of the SCID
conducted after treatment-hour 25 as well, while responsewas also
analyzed using the reliable change index (Jacobson & Truax, 1991).
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Secondary outcomes for this report were the CGI for social anxiety
symptom severity, the LSAS in its self-rating version, other mea-
sures of social phobia (SPAI, BSPS, SCQ), the BDI-II for depression, as
well as the overall treatment duration and time to remission.

2.7. Sample size calculation

For the estimation of sample size, we used Campbell et al.'s
formula for cluster-randomized controlled trials, which accounts
for the intra-cluster correlation coefficient (ICC; Campbell,
Elbourne, & Altman, 2004; Campbell, Mollison, & Grimshaw,
2001). The ICC was assumed to be of moderate size (0.15). To
detect a between-group difference with medium effect size be-
tween mCT and CBTAU (d ¼ 0.50, a ¼ 0.05, power of 0.80), n ¼ 58
patients per group were required. Given an assumed drop-out rate
of 25%, a total of N ¼ 162 patients were included.

2.8. Statistical analyses

All statistical analyses were carried out using Stata Statistical
Software Version 14.1. (StataCorp, 2015). For the analysis of differ-
ences in sociodemographic and clinical variables chi-square tests of
independence and Fisher's exact tests were used. Primary and
secondary continuous outcomes were analyzed using multilevel
mixed effects linear regression models (Rabe-Hesketh & Skrondal,
2012). To address selective dropouts and missings2 according to
treatment (mCT and CBTAU) and time (different time points from
T0 toT7 across various measures), as well as their combinations, we
specified the models as saturated for the combined effects of
treatment and time by using dummy variables for the associated
main effects and interactions (Wood, White, Hillsdon, & Carpenter,
2005). Hereby, because of non-equidistant assessment points, we
modelled time as discrete rather than continuous. The intercept
parameter was specified as random, while the other parameters
were defined as fixed (random effects for the influences of time and
treatment did not yield different results). Because of significant
differences in therapists' clinical experience between the groups,
this variable was adjusted for as a covariate. Additionally, robust
standard errors were calculated (Royall, 1986), to account for non-
normality and unequal variances. The effect sizes (Cohen's d;
Cohen, 1988) for between-group and within-group differences
were derived as differences in means divided by the pooled stan-
dard deviation at baseline (standardizing the outcome variables
accordingly before entering them into the models). According to
Cohen (1988), Effect sizes (ES) of d ¼ 0.2 were interpreted as small,
ES of d ¼ 0.5 as medium and ES of d ¼ 0.8 as large.

For complete-case analysis of remission and response chi-
square tests and Fischer's exact tests were used, while between-
group differences in duration measures were estimated via t-tests
and nonparametric U-tests. For the associated intent-to-treat
analysis, missing data were imputed via multiple imputation by
chained equations (MICE; Royston & White, 2011). In our dataset,
using the aforementioned criteriawe first identified remissions and
responses within the available data. Trial site, sociodemographic
variables (age, gender, marital status, education, and current life
situation), baseline LSAS-scores, as well as some therapist variables
(age, sex, and years of experience) were then employed as pre-
dictors in the MI-algorithm. Because approximately 30% of data
were missing (N ¼ 52 missing values) and based on the suggestion
of Graham, Olchowski, and Gilreath (2007), 30 datasets were
2 For completers, the percent of missing data for primary and secondary measure
were: LSAS-OR ¼ 19.2%, LSAS-SR ¼ 20.3%, SPAI ¼ 24.7%, BSPS ¼ 24.9%, SCQ ¼ 28.4%,
BDI ¼ 25.7%, CGI ¼ 28.6%.
imputed. Random effects logistic regression models were used to
adjust for therapists' sex and years of experience. Differences be-
tween proportions in the intent-to-treat analyses of remission and
response were quantified with Cohen's h (Cohen, 1988).

MICE were also calculated for parameters of treatment duration.
Trial site and therapist variables (age, sex, and years of experience)
were included as predictors. Thirty datasets were imputed. Based
on the combined values of the imputed datasets, differences be-
tween groups were estimated using linear regression models.

For the analyses of social phobia outcomes (LSAS-OR, LSAS-SR,
SPAI, BSPS, SCQ), a Bonferroni-adjustment of the significance
level was applied and alpha was set to 0.0083 (a ¼ 0.05/6;
Tabachnick & Fidell, 2007). For other outcomes, alpha was set at
0.05. In all analyses two-sided testing was applied.

2.9. Additional analyses

As a result of the cluster randomization and due to this study
being conducted in routine practice, there was a variance in the
number of patients treated by each therapist (ranging from ten to
one treated patient per therapist). To account for uncertainty
arising from this variance, we conducted different sensitivity ana-
lyses. For example, we compared the outcomes of patients who
were the fourth or later patients of a therapist with the outcomes of
patients who were among the first few in order for their therapists.
Also, we allocated different weights to patients depending on the
number of patients treated by their therapist and then repeated the
analyses for primary outcomes. At last, we calculated Spearman's
rho coefficients between the number of patients treated by a
therapist and the primary outcomes. Results from all approaches
led to identical conclusions as analyses without considering this
variance (results available upon request).

3. Results

3.1. CBT therapists' adherence, competence and allegiance

CBT therapists from the mCT group showed significantly higher
adherence to the manual (M ¼ 1.22, SD ¼ 0.58) than CBT therapists
from the CBTAU group (M ¼ 0.43, SD ¼ 0.29), F(1,39) ¼ 32.33,
p < 0.001, h ¼ 0.45. As for therapeutic competences, there were no
significant differences between the groups for global competence,
F(1,39) ¼ 0.79, p ¼ 0.38, h ¼ 0.02. The mCT group exhibited a mean
global competence of M ¼ 2.68 (SD ¼ 0.59), while the CBT group
had a mean rating of M ¼ 2.52 (SD ¼ 0.58). The values for specific
competences were M ¼ 2.72 (SD ¼ 0.77) for the mCT group, and
M ¼ 1.72 (SD ¼ 0.84) for the CBTAU group. This difference was
significant, F(1,39) ¼ 15.47, p < 0.001,h ¼ 0.28.

CBT therapists of the mCT group (n ¼ 62 patients) reported an
average allegiance score of M ¼ 33.24 (SD ¼ 4.49), the CBTAU
therapists (n ¼ 60 patients) of M ¼ 33.4 (SD ¼ 3.82). There was no
significant difference in the subjective allegiance to treatment,
t(120) ¼ 0.21, p ¼ 0.834.

Since no significant differences in the use of in-session behav-
ioral experiments (isBEs) were found between both groups,
possible implications in themCTgroupwere further analyzed. In 24
treatments (46.2%) no isBE was reported, in 12 treatments (23.1%)
one isBE, in 7 treatments (13.5%) two isBE, whereas in three
treatments (5.8%) three, four or five isBEs were reported by the
therapists. None of the therapists reported the recommended
number of six BEs. The correlation between the number of isBEs
and the pre-post LSAS difference score was not significant, r ¼ 0.12,
p ¼ 0.60. There was a non-significant trend for a negative associ-
ation between the pretreatment level of LSAS and the number of
isBEs, r ¼ �0.25, p ¼ 0.07, which may point to fewer isBEs being



Fig. 2. Scores on the Liebowitz Social Anxiety Scale e self rating across groups and
assessment points.T1 ¼ Treatment-hour one; T2 ¼ Treatment-hour eight;
T3 ¼ Treatment-hour 15; T4 ¼ Treatment-hour 25; T6 ¼ Six-month-follow-up. Error
bars represent confidence intervals of the estimated means.
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conducted in more severe cases.

3.2. Drop-out analysis

After accounting for non-starters in each group (mCT¼ 10,6%, 9/
85; CBTAU ¼ 10,4%, 8/77), drop-out rates were 25.0% for mCT (19/
76) and 27.5% for CBTAU (16/69). The drop-out rates did not sta-
tistically differ between groups (see also Fig. 1). The reasons for
dropout were as follows: withdrawal of consent (n ¼ 2), the spec-
ification of the wrong diagnosis by the diagnostician (n ¼ 1), hos-
pital stay because of illness (n ¼ 1), intake of medication (n ¼ 2),
move to another town (n¼ 2), therapy too time-consuming (n¼ 1),
dissatisfaction with therapy (n ¼ 1). Twenty-five patients dis-
continued their therapy for unknown reasons and could not be
contacted by their therapists.

Drop-outs across both groups did not differ from completers in
regard to sex, education, comorbidity and baseline symptom
severity on the LSAS and BDI. However, there was a difference
regarding family status between drop-outs (n ¼ 49 single, n ¼ 5
married, n ¼ 0 divorced) and completers (n ¼ 78 single, n ¼ 22
married, n ¼ 6 divorced), c2(2) ¼ 7.18, p ¼ 0.02. Also, there was a
difference in age, t(158) ¼ 2.49, p ¼ 0.01, as drop-outs (M ¼ 27.81
years, SD ¼ 0.94) were significantly younger than completers
(M ¼ 31.30 years, SD ¼ 0.87).

3.3. Primary outcomes

There were no significant differences between the groups at
baseline or end of therapy on the primary outcome, the LSAS-OR
(see Table 3). Also, there were no between-group differences in
slopes from baseline to end of therapy, z¼ 0.41, p¼ 0.683. However,
symptoms, as assessed by the LSAS-OR, showed a strong decline
from baseline to end of therapy in both groups. Intent-to-treat
analyses revealed significant pre-post-differences within both
groups with large within-group effect sizes (see Table 4).

3.4. Secondary outcomes

Again, there were no between-group differences in the esti-
mated mean scores at any of the assessment points for the LSAS-SR
(see Table 3 and Fig. 2). The between-group effect sizes for differ-
ences at treatment-hour 15 (T3) and treatment-hour 25 (T4) were
Table 4
Within-group differences of scores on social anxiety, depression and psychopathology m

Measures Groups Within-group differences

Baseline - Post

z-test p-value ES [

LSAS-OR mCT 12.70 <0.001 1.91
CBTAU 9.92 <0.001 1.82

LSAS-SR mCT 11.59 <0.001 1.28
CBTAU 6.34 <0.001 1.13

SPAI mCT 6.68 <0.001 1.29
CBTAU 7.79 <0.001 1.65

BSPS mCT 6.06 <0.001 1.09
CBTAU 8.11 <0.001 1.49

SCQ mCT 5.83 <0.001 0.89
CBTAU 5.75 <0.001 0.98

BDI mCT 4.30 <0.001 0.72
CBTAU 7.41 <0.001 1.12

CGI mCT 12.12 <0.001 2.15
CBTAU 10.37 <0.001 2.24

Note. LSAS-OR ¼ Liebowitz Social Anxiety Scale e observer rating, LSAS-SR ¼ Liebowitz S
Brief Social Phobia Scale, SCQ ¼ Social Cognitions Questionnaire, BDI ¼ Beck Depression
CBTAU ¼ Cognitive-behavioral treatment-as-usual, ES ¼ Effect Size.
small to medium (Cohen, 1988; see Table 3; please note that results
for T3 and T4 were not considered statistical trends due to Bon-
ferroni correction). Group by time interactions could not be
observed either (to treatment-hour 8, z ¼ �0.34, p ¼ 0.731; to
treatment-hour 15, z ¼ 0.69, p ¼ 0.492; to treatment-hour 25,
z ¼ 0.72, p ¼ 0.472). However, within-group differences were
evident in the LSAS self-rating scores (see Fig. 2 and Table 4).

Regarding other self-rating measures, there were no significant
between-group differences in any of the time points, neither for the
SPAI, nor for the BSPS (Table 3). As shown in Table 4, the estimated
means at the end of therapy (on SPAI and BSPS) indicated signifi-
cant differences from pre-treatment scores in both groups. In re-
gard to the trajectories from baseline, there were no between-
group differences for the SPAI (to end of therapy, z ¼ �1.23,
p¼ 0.219) or for the BSPS (to end of therapy, z¼�1.57, p¼ 0.115). In
regard to the SCQ, there were no significant differences between
the groups at treatment-hour 1, treatment-hour 15, and end of
therapy. Significant reductions in socially anxious cognitions
compared to baseline were evident for both groups (Table 4). There
easures (Intent-to-treat analyses, N ¼ 162).

Baseline - Follow-up

95% CI] z-test p-value ES [95% CI]

[1.62, 2.21] 14.84 <0.001 1.93 [1.68, 2.19]
[1.46, 2.17] 11.53 <0.001 1.83 [1.52, 2.14]
[1.06, 1.50] 10.43 <0.001 1.23 [1.00, 1.47]
[0.78, 1.48] 6.99 <0.001 1.31 [0.94, 1.68]
[0.91, 1.67] 8.82 <0.001 1.74 [1.34, 2.14]
[1.23, 1.97] 7.55 <0.001 1.53 [1.13, 1.93]
[0.73, 1.44] e e

[1.13, 1.85] e e

[0.59, 1.20] 6.32 <0.001 1.17 [0.80, 1.53]
[0.65, 1.31] 3.01 0.003 0.57 [0.19, 0.94]
[0.39, 1.05] 8.35 <0.001 1.05 [0.69, 1.42]
[0.82, 1.42] 8.56 <0.001 1.07 [0.75, 1.39]
[1.79, 2.51] 11.51 <0.001 2.39 [1.93, 2.85]
[1.80, 2.68] 6.53 <0.001 2.44 [1.74, 3.14]

ocial Anxiety Scale e self rating, SPAI ¼ Social Phobia and Anxiety Inventory, BSPS ¼
Inventory, CGI ¼ Clinical Global Impression, mCT ¼ Manualized cognitive therapy,
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were no differences between mCT and CBTAU in slopes from
baseline to treatment-hour 15, z ¼ 1.03, p ¼ 0.304, and from
baseline to end of therapy, z ¼ �0.37, p ¼ 0.708.

On the BDI-II, the groups did not differ significantly from each
other at pre-treatment (T0), but therewas a significant difference at
the end of therapy, z ¼ �1.97, p ¼ 0.05, indicating lower depression
scores in the CBTAU group, with a medium between-group effect
size of d ¼ 0.43. In addition, patients who had 25 treatment-hours
or more rated their depression at treatment-hour 25 (T4) as well.
For patients in both groups, there was a significant symptom
reduction from pre-treatment to T4 on the BDI with large within-
group effect sizes, while between-group differences were not
observed (Tables 3 and 4). There were no group differences in
slopes from baseline to treatment-hour 25, z ¼ 0.10, p ¼ 0.924.
There was, however, a non-significant trend regarding the slope
from baseline to end of therapy, z ¼ �1.79, p ¼ 0.074. Assessor
ratings of global social anxiety severity (CGI) showed no differences
between the groups at pre-treatment (T0) and at end of therapy
(T5). Similar to other measures, there were large within-group
differences (Table 4), while no group differences could be
observed in slopes from baseline to end of therapy, z ¼ �0.36,
p ¼ 0.717.

3.5. Follow-up

In terms of primary outcome (LSAS-OR), there was no difference
between mean scores in mCT and mean scores in CBTAU achieved
at 12-month-follow-up (FU-12; see Table 3), and there was no
difference in slopes from baseline to FU-12, z ¼ 0.51, p ¼ 0.608.
There were significant differences between baseline and follow-up
scores in both groups (as evident in Table 4).

The follow-up measurement on the LSAS-SR was taken six
months after T4. The mean score achieved in mCT did not signifi-
cantly differ from the mean score in the CBTAU group (Table 3). As
shown in Table 4, the secondary outcomemeasures yielded within-
group differences of large magnitude. Large differences between
the baseline and follow-up scores were apparent in both groups,
while there was no group difference in slopes from baseline to six-
month-follow-up (FU-6), z ¼ �0.34, p ¼ 0.732. On the SPAI, there
was no difference between the groups on the follow-up scores, but
these scores significantly differed from baseline in both groups.
Also, there was no between-group difference in slopes from base-
line to FU-12, z ¼ 0.76, p ¼ 0.449. In regard to the SCQ, there was a
difference between follow-up scores achieved in the mCT group
and scores in the CBTAU group, z ¼ �2.75, p ¼ 0.006, indicating a
medium effect size in favor of mCT (d ¼ 0.63; Table 3). Also, there
were significant within-group differences and there was a
between-group difference in the slope from baseline to 12-month-
follow-up as well, z ¼ 2.25, p ¼ 0.024.

Regarding the BDI, at six-month-follow-up and 12-month-
follow-up, there were no differences between the mean scores
achieved in mCT and the mean scores achieved in CBTAU (Table 3).
Scores at both follow-up measures differed significantly from
baseline for both groups. However, there were no group differences
in slopes from baseline to FU-6, z ¼ �0.93, p ¼ 0.352, and from
baseline to FU-12, z ¼ �0.11, p ¼ 0.912. Further, there were no
differences between the groups regarding general social anxiety
severity (CGI; Table 3) and there was also no between-group dif-
ference in slopes from baseline, z ¼ �0.09, p ¼ 0.927. The change in
general social anxiety severity (CGI) from baseline to 12-months-
follow-up was significant for both groups (Table 4).

3.6. Remission and response

Remission rates were 57% after mCT and 54% after CBTAU. The
difference was non-significant, OR ¼ 1.10, 95% CI [0.61, 1.97],
h ¼ 0.06. The difference between estimated response rates out of
the intent-to-treat sample (79% in mCT, 74% in CBTAU) was non-
significant as well, OR ¼ 1.16, 95% CI [0.44, 3.10], h ¼ 0.12. In the
completer sample (nmCT ¼ 25, nCBTAU ¼ 28), remission rates were
60% (n ¼ 15, mCT) and 48% (n ¼ 14, CBTAU), while the response
rates were 88% (n¼ 22, mCT) and 76% (n¼ 22, CBTAU), respectively.
There were no between-group differences regarding remission,
c2(1) ¼ 0.742, p ¼ 0.39, or response, Fisher's Exact test ¼ 0.31, in the
complete-case-analysis.

When response was based on the clinically significant change in
LSAS-OR scores as analyzed using the reliable change index
(Jacobson& Truax,1991), response rates also did not differ between
groups (mCT ¼ 56%, CBTAU ¼ 62%; c2(1) ¼ 0.204, p ¼ 0.651). When
remission was based on information from the SCID, there was no
significant difference between remission rates in mCT (65.12%, 28/
43) and remission rates in CBTAU (51.22%, 21/41), c2(1) ¼ 1.67,
p ¼ 0.197.

3.7. Treatment duration

We hypothesized that mCT would require significantly less days
to achieve remission and would have a shorter treatment duration.
Tests of these hypotheses based on the complete cases showed no
differences between the groups regarding these two variables (see
Table 5). Moreover, the groups did not differ in a fully imputed
dataset, neither regarding treatment duration, M ¼ 342.76,
SD ¼ 128.67 in mCT; M ¼ 294.24, SD ¼ 165.65 in CBTAU;
t(105) ¼ 1.64, p ¼ 0.107, nor in respect to time to remission,
M¼ 188.79, SD¼ 191.06 inmCT;M¼ 199.84, SD¼ 198.22 in CBTAU;
t(63) ¼ 0.20, p ¼ 0.841.

4. Discussion

The present study compared treatments of patients with SAD
conducted by experienced CBT practitioners trained in the CT
manual for SAD (Clark & Wells, 1995) with those of experienced
practitioners who did not receive additional mCT training. Accep-
tance of the CT manual was high as indicated by an overall high
satisfaction with the quality and format of the training workshops.
However, contrary to our expectations, training in manualized
cognitive therapy based on the Clark & Wells model did not
significantly improve the effectiveness of treatment. Furthermore,
although the effectiveness of manualized treatment for SAD was
high, with within-group effect sizes ranging from d ¼ 1.29 (self-
report) to 1.91 (clinical observer ratings), CBT therapists without
additional mCT training also achieved high within-group effect
sizes, with d ¼ 1.13 (self-report) to 1.82 (clinical observer ratings).
Thus, bothmanualized cognitive therapy and non-manualized CBT-
as-usual produced significant improvements, with no difference
between conditions.

Analysis of the session protocols and audio tapes revealed that
adherence to the manual in the mCT group was lower than ex-
pected. Although the therapists in this condition reported to apply
significantly more often specific interventions from the manual,
including formulation of an individual cognitive model, behavioral
experiment on self-focused attention and safety behaviors, video-
feedback, modification of dysfunctional assumptions, and relapse
prevention, in-session behavioral experiments to test dysfunctional
beliefs were not implemented in an adequate number. In line with
this finding, CBT therapists did not administer a general change of
the session format toward prolonged session duration (at least
75 min in more than 50% of the sessions). Obviously, both groups of
practitioners remained in their usual schedule of sessions with a
duration of less than one hour, which prevented the adequate



Table 5
Means, standard deviations, U-tests and p-values of the interval between sessions, number of treatment-hours, treatment duration and time to remission (N ¼ 88 cases with
complete session protocols).

Groups

mCT (n ¼ 50) CBTAU (n ¼ 38) U test t-test p

M (SD) M (SD)

Number of treatment-hours 24.24 (7.19) 25.7 (7.8) 15251.18 0.710
Number of double sessions, per participant 0.66 (1.33) 1.54 (3.13) 899.50 0.351
Session duration, minutes 56.38 (4.96) 69.11 (5.89) 1725 0.402
Treatment duration, days 341.27 (122.35) 299.66 (111.12) 1.65 0.104
Time to Remission, days 181.28 (126.66) 210.29 (125.90) 0.64 0.524

Note. mCT ¼ Manualized Cognitive Therapy, CBTAU ¼ Cognitive-behavioral treatment-as-usual.
*< 0.05 ** < 0.01 *** < 0.001.
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application of behavioral experiments in the mCT condition.
Although there was no significant correlation between the use of
in-session behavioral experiments and treatment outcome, no clear
conclusions can be drawn about the possible implications for the
outcome of mCT, due to the low rates of BEs conducted. In sum, this
may indicate that the practitioners participating in the training
transferred some components of the treatment manual into clinical
practice, but this was not true for an essential component that re-
quires change of the session format, the use of behavioral
experiments.

Although the analysis of audio tapes as well as the clinician-
reported session protocols showed that the mCT compared to
CBTAU therapists more frequently delivered key components of the
CT manual, the mCT therapists adherence to the manual was rather
low (1.22 on a scale ranging from 0 to 3). In particular, in-session
behavioral experiments to test dysfunctional beliefs were not
implemented as specified in the manual for cognitive therapy,
which can be explained by the regulations of the German health
care system for psychotherapy, favoring short sessions and inter-
fering with prolonged interventions such as exposure and in-
session behavioral experiments.

An alternative explanation for the failure to find significant
differences between therapist groups may be provided by the fact
that treatments in CBTAU achieved unexpected high within-group
effect sizes. Although the effect sizes are far lower than in the RCTs
of the Clark group (Clark et al., 2003, 2006), they seem to be higher
than in the meta-analysis by Stewart and Chambless (2009), who
found an within-group effect size of 1.04 for CBT in social anxiety
disorder. Furthermore, it may be possible that CBT therapists were
equally effective due to a high level of clinical experience and
general competence in both groups of CBT therapists, which may
have compensated in the CBTAU group for the use of highly effec-
tive techniques provided by the manual. This is supported by the
analyses of audio tapes which indicate that although independent
ratings for specific competence were significantly lower, this was
not the case for general competence. Given the high efforts to meet
the requirements for the participation in the trial, the practitioners
in both conditions did not only show a high level of general
competence and clinical experience, but also were highly moti-
vated to meet these requirements. Thus, it can be assumed that
another factor explaining the high within-group effect sizes might
also be a high level of allegiance, which was documented by high
mean scores on the Reaction to Treatment Questionnaire in both
groups. Although there are no systematic data on the effects of
therapists' allegiance on outcome (Falkenstr€om, Markowitz, Jonker,
Philips, & Holmqvist, 2013), Wampold (2001) found moderate to
high effects of this factor on treatment outcome in his meta-
analysis.

The study has a number of methodological limitations. First, in
accordance with a naturalistic approach in routine practice, we did
not enforce treatment differentiation. Besides the fact that some of
the CBT therapists in the mCTcondition did not adhere to the use of
behavioral experiments, CBT therapists in “usual CBT”were also not
proscribed to use specific techniques as proposed by Clark and
Wells (1995). In addition, treatment fidelity assessment was
mainly based on clinician-reported session protocols, as the num-
ber of audio recordings was limited due to low quality and thera-
pists not complying with being recorded. Although therapists
deliberately reported not to adhere to some essential components
of the mCT manual, suggesting openness to reporting non-
adherence, it cannot be ruled out that subjective reports differed
from actual procedures. Altogether, there might be a considerable
overlap between both conditions, which makes valid conclusions
regarding the effectiveness of the implementation of this man-
ualized approach in clinical practice difficult. Second, we cannot
discard the possibility of a selection bias regarding the CBT thera-
pists in both conditions. In the present study, levels of age and
experience of the therapists were more representative that in
previous studies conducted in Germany (e.g., Leichsenring et al.,
2013; Stangier et al., 2011). However, it is not clear whether our
results can be generalized to psychotherapists in Germany with
respect to competence, adherence to evidence-based treatments or
allegiance. Third, although the large overall treatment duration is in
line with the specific treatment regulations of the German health
care system, it remains unclear whether our results can be gener-
alized to other national health care systems favouring brief treat-
ment settings (Shafran et al., 2009). Fourth, the naturalistic
approach in routine practice was more prone to missing data. In
addition, drop-out rates were slightly higher compared to averaged
drop-out in randomized clinical trials for anxiety disorders in
adults (Hofmann & Smits, 2008). However, higher rates (�35%)
have been reported in effectiveness studies for SAD (Haug et al.,
2016; van Velzen, Emmelkamp & Scholing, 1997). Despite these
weaknesses, several methodological strengths of the study should
be noted, including a high statistical power, randomization of CBT
therapists to treatment conditions, use of independent and blind
assessments, and high external validity with respect to practice
settings.

In conclusion, this study compared the effectiveness of non-
manualized cognitive-behavioral treatment-as-usual to a training
in manualized cognitive therapy, which has been shown to be su-
perior to other treatment approaches for social anxiety disorder
(Mayo-Wilson et al., 2014). Whereas both treatments showed high
within-group effectiveness, the additional training in manualized
treatment failed to demonstrate a higher effectiveness. To improve
the effectiveness of training methods, the application of stan-
dardized role plays and internet resources targeting specific com-
petencies may be of significant benefit (Craske et al., 2011; Fairburn
& Cooper, 2011). In addition, and contrary to our expectations, we
found evidence that CBT resulted in high success rates in the
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treatment of SAD, irrespectively of the training in manualized CT.
Further investigation of moderators and mediators of change is
needed to identify the factors contributing to the improvement of
training methods in the dissemination of effective psychological
treatments into clinical practice.
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