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Approximately one in five Australian adolescents report experiencing signifi-
cant mental health difficulties and literature consensus indicates a downward 
trend with symptom onset at increasingly younger ages (Sawyer, Miller-Lewis, 
& Clark, 2007). Anxiety disorders, which represent a large proportion of men-
tal health issues in young children, now have prevalence rates as high as one 
in three preschool-aged children (Anticich, Barrett, Silverman, Lacharez, & 
Gillies, 2013). In comparison to other mental health concerns, Social Anxiety  
Disorder (SAD) affects a large percentage of the population and can often have 
a chronic course. Population research indicates that meeting diagnosis for SAD 
can significantly predict lifetime suicidal ideation as well as previous suicide 
attempts (Cougle, Keough, Riccardi, & Sachs-Ericsson, 2009). Considering that 
risk factors implicated in the development of social anxiety can be identified 
from infancy, there is an increasing focus on the importance of preventative 
intervention programs for anxious symptomology (Dadds & Roth, 2008; Green-
berg, Domitrovich, & Bumbarger, 2000).

Previous editions of this book have focused psychosocial and pharmacolog-
ical treatment of SAD, so the inclusion of a chapter on prevention and early in-
tervention of SAD is an important milestone for prevention research in the area. 
In this chapter, we aim to highlight the importance of prevention and early in-
tervention when working with social anxiety disorder. Beginning with an over-
view of social anxiety, we then continue to discuss the development of social 
anxiety including risk and protective factors. This is followed by an overview 
of prevention methodology and incorporation of etiological factors into a pre-
ventative framework to provide a guide for practitioners working in prevention 
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and early intervention. Finally, we discuss three anxiety prevention programs 
including a detailed description of the FRIENDS protocol, an evidenced-based 
program with particularly robust support. This review is included along with 
research evaluating program outcomes for reducing anxious symptomology in 
children and adolescents using both a universal and selected/indicated preven-
tion model. Finally the chapter concludes with recommendations for future di-
rections in preventative research.

UNDERSTANDING SOCIAL ANXIETY

Social anxiety is best described as a continuum of anxious symptomology rang-
ing from shyness and social fears to clinically diagnosable SAD (formerly so-
cial phobia). This continuum is characterized by physiological symptoms (such 
as increased heart rate, sweating, and blushing) cognitive symptoms (such as 
fear of negative evaluation) and behavioral symptoms (such as withdrawal or 
avoidance) in social or performance situations. Although many individuals ex-
perience social anxiety and shyness, these are typically differentiated from SAD 
by the impact of these on an individual’s functioning and the amount of distress 
experienced. Interestingly, a recent population study found that even individu-
als with symptomatic and sub-threshold SAD reported significantly poorer life 
satisfaction, physical health, mental health, more clinical complaints and dis-
ability days over the past 12 months when compared to those not exhibiting 
symptoms of SAD (Fehm, Beesdo, Jacobi, & Fiedler, 2008).

In addition to the impact of SAD symptoms on overall wellbeing, SAD is 
also a prime target for early intervention due to its high prevalence rates, early 
onset, chronic course and high levels of comorbidity with other psychiatric di-
agnoses (Blanco et al., 2011; Fehm et al., 2008; Marques & Robinaugh, 2011; 
Schneier et al., 2010; Wiltink et al., 2011). For further exploration of these ar
eas, as well as a more in depth review of the diagnosis and definition of social 
anxiety, please see chapter one by McNeil and Randall.

THE DEVELOPMENT OF SOCIAL ANXIETY

SAD is consistently reported in the top five most prevalent diagno-
ses in the population (Kessler, Berglund, Demler, Jin, & Walters,  2005;  
Wiltnik et al., 2011). Unfortunately, those seeking treatment are likely to have 
suffered with symptoms for an average of four years prior to seeking a referral 
(Wagner, Silove, Marnane, & Rouen, 2006). Aiming to reduce the prevalence 
and relative burden of SAD, literature has moved towards a focus on pre-
ventative interventions. Efficacious prevention programs rely on the use of a 
framework incorporating research-based risk and protective factors (Giesen, 
Searle, & Sawyer, 2007). As such, the following sections will review factors 
related to vulnerability and risk as well as protective factors identified for 
social anxiety. Many of these areas are also covered in more depth in later 
chapters of this edition.
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Risk factors in the development of anxious symptomology

Risk factors are individual, familial and environmental characteristics that in-
crease the likelihood of poorer developmental outcomes. An understanding of 
the mechanisms involved in the development, maintenance or exacerbation  
of social anxiety is vital to provide a framework for any successful intervention 
program. The etiology of internalizing disorders is commonly complex and can 
implicate not one but a chain of genetic, environmental, social, and psychologi-
cal risk factors. In their definitive review, Rapee and Spence (2004) presented 
an empirically-based model of social phobia. The model highlights individual 
factors such as genetic vulnerability, behavioral inhibition, social skills difficul-
ties; relational aspects including parent and peer influences; and environmental 
factors including negative life events and cultural influences. Following from 
Rapee and Spence’s model, this section will review the role of negative life 
events, parental psychopathology and behavioral inhibition in the etiology of 
social anxiety. The remaining etiological mechanisms will be explored in the 
next section evaluating protective factors.

Negative life events are a consistently cited risk factor for later psycho-
pathology. These life events may range from traumatic experiences such as 
witnessing domestic violence, experiencing abuse or natural disaster or more 
common life events such as bullying, job loss, and moving house. As with many 
other mental health concerns, individuals with social phobia report a greater 
number of negative life events than normative comparisons (Brown, Juster, 
Heimberg, & Winning, 1998). Interestingly, from Brown and colleagues’ study 
(1998), the frequency of negative life events did not predict the severity of so-
cial anxiety, but rather the severity of comorbid symptoms including depres-
sion, hopelessness and generalized anxiety. Furthermore, although socially 
phobic individuals experienced more negative stressful life events than normal 
controls, both groups experienced the same number of stressful life events. This 
is consistent with interesting research by Low and colleagues (2012) who found 
that common life events, including feeling stressed or worried about your fam-
ily relationships, friendships, schoolwork or your weight, were still related to 
deleterious mental health outcomes including substance use, affective problems 
and behavioral difficulties. Whilst both of these studies support links between 
stressful life events and mental health difficulties, they indicate that it may be an 
individual’s negative appraisal of a stressful event, not society’s, that is likely to 
lead to poorer health outcomes.

Unique from other negative life events, parental psychopathology is a sepa-
rate risk factor with both genetic and environmental explanations commonly 
accepted as pathways to the development of childhood anxiety disorders. The 
heritability of internalizing disorders has been well established in family ag-
gregation studies of both the offspring of anxious parents as well as the par-
ents of anxious offspring (for a review see Drake & Ginsburg, 2012). Connell 
and Goodman’s (2002) meta-analytic review examined associations between 
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parental psychopathology and both internalizing and externalizing disorders in 
children. From the 230 articles found on parental mental health concerns and 
childhood internalizing difficulties, it was found that both maternal and pater-
nal psychopathology significantly predicted childhood symptomology (Connell 
& Goodman, 2002). Despite this, weighted mean effect sizes found from this 
study were small, and it was found that effects were moderated by child fac-
tors, including age and gender, as well as type of parental diagnosis (Connell & 
Goodman). This indicates that more than simply a direct relationship from pa-
rental psychopathology to child psychopathology, the interaction of parental in-
fluences and child influences is most likely to determine future symptomology.

Behavioral inhibition is recognized as one of the earliest identifiable risk 
factors for future anxious symptomology (Marysko, Finke, Wiebel, Resch, & 
Moehler, 2010). Kagan and colleagues (see Chapters 13 and 14 of this volume 
for further reading) defined behavioral inhibition as a temperamental trait char-
acterized by heightened behavioral and emotional reactions to novel or unfa-
miliar stimuli (Kagan, Reznick, & Snidman, 1987). Behavioral inhibition has 
been shown to be one of the most genetically stable traits implicated in the 
development of anxious symptomology (Takahashi et  al.,  2007). In a recent 
meta-analysis by Clauss and Blackford (2012) behaviorally inhibited children 
had a significantly increased risk of developing SAD. Specifically, of all 246 
children rated as behaviorally inhibited between the ages of two to seven years, 
43% met criteria for SAD compared with 12% of non-inhibited children by the 
age of 15. Although there has been some controversy over whether the spe-
cific role of temperament extends further than familial predisposition towards 
anxious symptomology, Shamir-Essakow and colleagues (Shamir-Essakow,  
Ungerer, and Rapee, 2005) found that in a sample of 104 preschool-aged chil-
dren, behavioral inhibition was still predictive of child anxiety, even when con-
trolling for the effect of both attachment and maternal anxiety.

Protective factors in the development of social anxiety

Protective factors are personal, familial and community characteristics that re-
duce the likelihood of deleterious developmental outcomes. Unlike risk factors, 
protective factors can be manipulated for the basis of a preventative interven-
tion. Protective factors may function by directly decreasing impairment, moder-
ating/mediating risk factors to decrease their influence, and/or preventing initial 
risk factors or interrupting the link between risk factors and development of the 
disorder (Coie et al., 1993). The following section highlights key factors related 
to resilience and the decreased likelihood for developing social anxiety.

School curriculums worldwide have traditionally focused predominantly 
on the academic learning of children; however, in recent years there has been 
a shift towards teaching social and emotional skills in the classroom. Socio-
emotional competence is a key milestone in young children’s future academ-
ic, psychological and social outcomes. According to the Collaborative for  
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Academic Social and Emotional Learning, socio-emotional competencies in-
clude: self-awareness, social awareness, self-management, relationship skills 
and responsible decision-making (CASEL, 2011). These skills provide us with 
the ability to establish and negotiate peer interactions successfully, develop 
a positive self-concept, and better understand and regulate our emotions. Al-
though traditionally a heavily stressed factor in the development in social anxi-
ety, social-emotional deficits have more recently become a topic of conflict in 
SAD literature. In a recent meta-analysis, O’Toole and colleagues (O’Toole,  
Hougaard & Mennin, 2013) found that SAD was linked to an inability to under
stand one’s own emotions and the emotions of others. Despite this, several stud-
ies actually found increased understanding of the feelings of others in individu-
als with SAD. When specifically looking at social skills and SAD, Angelico 
and colleagues (2010) also noted frustration at a lack of well-designed studies 
to differentiate between an individual’s actual levels of competence in social 
situations and negative self-appraisals, interpretive biases or heightened anxiety 
related to symptoms of SAD. As can be seen, the findings of even meta-analyses 
and critical reviews on the relationship between socio-emotional skills and SAD 
appear to struggle to find conclusive results.

Delays in socio-emotional skills are suggested to stem from difficulties in 
the parent-child attachment (McCabe & Almatura,  2011). Ainsworth (1989) 
defined attachment as the enduring emotional bond between two individuals. 
Since Bowlby’s (1973) early attachment work, insecure attachment styles have 
been indicated in future emotional and behavioral difficulties. The develop-
ment of positive attachments with primary caregivers is a fundamental mile-
stone for future affective, cognitive and behavioral development. Stable, secure 
attachments enable children to feel comfortable, viewing the world as a safe 
and predictable place whereas disorganized or insecure attachments are related 
to feelings of general mistrust, abandonment, and heightened threat perception 
in a child’s relationship with others and the world. Although initially a child 
will be dependent on an attachment figure for safety and reassurance, as he/
she develops, the child gradually internalizes this attachment bond. Consider-
ing that susceptibility to SAD is increased in offspring of parents with not only 
anxiety disorders but also depressive and substance use diagnoses (Knappe,  
Beesdo-Baum, & Wittchen, 2010), effects of parental psychopathology are like-
ly to extend past genetic predisposition to also affect the parent-child bond. A 
broad review of familial factors by Knappe, Beesdo-Baum, and Wittchen (2010) 
highlighted that, in terms of familial transmission of anxiety, parents may af-
fect childhood social anxiety through two mechanisms related to their attach-
ment bond. Firstly, parents may influence their children towards a heightened  
threat perception through overconcern, negativity, overprotection and rejection. 
Additionally, parents may also prevent the attainment of coping skills via over-
protection, restriction, low sociability and lack of emotional warmth. Through 
either mechanism, children are influenced to believe that the world is a danger-
ous place and they are ill equipped to deal with its challenges.
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Social and emotional skills are also shaped by the development of positive 
peer relationships. Prosocial behaviors with peers are significantly related to 
decreased aggression, asocial behavior, exclusion, anxiety, hyperactivity, and 
victimization (Gulay, 2011). During adolescence, social contact with peers be-
comes the most important and frequent form of social interaction. However, 
youths with social anxiety often relate these interactions to experiences of in-
tense fear, anxiety and potential humiliation. In an innovative study conduct-
ed utilizing analysis of social networks, van Zalk and colleagues (van Zalk,  
van Zalk, Kerr, & Stattin, 2011) explored peer relationships in adolescents with 
social anxiety. The authors found that youths typically befriended other youths 
with similar levels of social anxiety to themselves. Furthermore, social fears 
appeared to be reinforced by peers, with results indicating the friends could 
socialize their peers into becoming more socially anxious over time. Although 
peer attachments have been a previously under-researched aspect of attachment 
theory, a novel study by Laible, Carlo, and Raffaelli (2000) showed that report-
ing strong and secure attachments with peers predicts positive adjustment above 
either strong peer or parent attachment relationships alone.

Historically, attachment literature has predominantly focused on the im-
portance of caregivers; however, a further key factor is connectedness to 
one’s school and wider community. Humans have a biological need to devel-
op and maintain strong and secure interpersonal relationships, and this does 
not end after childhood (Baumeister & Leary, 1994). According to Erikson’s 
psychosocial stages (Erikson,  1950), young and middle adulthood periods 
are often defined by this search for attachment figures, whether in the form 
of partners, friendships or children. Building bonds with the community is 
one method of continuing to establish meaning and connectedness as we 
age. In particular for those with social anxiety, belongingness to one’s school 
and community can offer opportunities for increased peer contact, establish-
ing relationships across cultural and age divides, and access to positive role 
models and supports.

Summary of risk and protective factors for social anxiety

It is likely that social anxiety disorder has many more risk and protective 
factors than those outlined above. Furthermore, it is also likely that these 
risk and protective factors interact in complex relationships we do not yet 
understand. Although some research is still under conflict, in particular the 
relationship between socio-emotional competencies and SAD, there appears 
to be some evidence for Rapee and Spence’s (2004) model of social anxiety. 
Future research would benefit from a greater understanding of the interac-
tion of these factors, in particular the relationship between risk and protec-
tive factors in the development of social anxiety. Additionally, longitudinal 
research needs to be conducted to better understand the development of these 
symptoms into SAD.
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PREVENTION AND EARLY INTERVENTION OF SOCIAL ANXIETY

Anxious symptomology has sparked interest in prevention efforts due to its often 
chronic and unremitting nature, high comorbidity rates, as well as the pervasive 
nature of impairment. In comparison to treatment programs that are implemented 
after the onset of a disorder, prevention programs can reduce the incidence of a 
mental health concern prior to onset. This means that positive coping skills are 
taught before maladaptive cognitive styles and behaviors are fully established. 
Furthermore, prevention programs have the benefit of simultaneously reduc-
ing negative outcomes including delinquency, substance use, psychopathology 
and violence as well as promoting and enhancing well-being and resiliency 
(Greenberg et  al., 2000). Whilst medical systems place equal importance on 
treatment and prevention initiatives, evidence-based prevention programs are 
under-recognized and under-implemented within mental health care systems 
(Giesen et al., 2007). This section aims to provide a brief overview of considera-
tions when utilizing a preventative approach.

Types of prevention

There are three targets of preventative intervention: Universal (targeted at the 
whole population irrespective of risk), Selective (targeted at individuals or 
groups at heightened risk for symptomology) and Indicated (targeted at indi-
viduals exhibiting mild symptoms). Whilst there are pros and cons to each of 
these approaches, universal prevention programs have the added benefit or re-
ducing stigma associated with mental health interventions, are proactive and 
positive, and reach a greater range of individuals. In terms of settings, universal 
approaches can also be administered in schools to promote wellbeing both to 
wider populations as well as over consecutive years to reinforce learning.

Additionally, Winett (1995) proposed five levels of prevention: personal, 
group, organizational, community and institutional. It is widely recognized that 
a multi-level approach to prevention is required for sustainable change. De-
spite this, most preventative efforts in mental health fields work at the personal 
level (working with individuals to build coping skills) or commonly in younger 
children at the group level (working with parents on parenting skills training 
and anxiety management). If there is to become a true paradigm shift towards 
preventative interventions, researchers and clinicians alike will need to promote 
programs across all levels.

In their review, Giesen and colleagues (2007) highlighted five key factors for 
an effective prevention program. Firstly, as has been frequently noted through-
out this chapter, they must rely on empirically based risk and protective factors. 
Secondly, they must incorporate multiple strategies and approaches to address 
relevant risk and protective factors. Next, programs should be developmentally 
appropriate to the targeted audience and be implemented at an age where there 
is optimum opportunity for a beneficial outcome to be achieved. Fourth, suf-
ficient training must be provided to all staff delivering the program with fidelity 
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of the program protected. Also, effective programs should incorporate a variety 
of methods for delivering material, with a focus on being interactive and skills-
based. Lastly, programs must be delivered in a culturally sensitive manner.

Anxiety prevention

Recent meta-analyses evaluating anxiety prevention programs have demon-
strated that preventative interventions show small to moderate effects (Fisak 
Jr, Richard, & Mann, 2011; Zalta, 2011). Interestingly, Fisak Jr and colleagues 
(2011) found no significant differences between the effectiveness of universal 
prevention programs in comparison with targeted prevention programs. Pre-
dominantly, anxiety prevention programs appear to be cognitive behavioral or 
behavioral in nature, which is most likely as a result of the adaptation of effec-
tive treatment programs and strategies for prevention purposes.

The core feature of social anxiety is the fear of negative evaluation or em-
barrassing oneself in public situations and commonly results in intense distress 
in or avoidance of these situations. Understandably, treatment-seeking is not 
precluded from this avoidance, embarrassment and distress. Considering this, 
individuals at risk of SAD are a perfect candidate for universal and selected 
prevention programs. As noted in Zalta’s (2011) meta-analysis, at the time of 
publication no prevention programs specifically targeting SAD could be found. 
Bearing this in mind, it is suggested that prevention programs to reduce risk 
and incidence of social anxiety are ideally based on a framework that addresses 
the key modifiable risk and protective mechanisms for SAD. As highlighted 
above, these include: behavioral inhibition, social skills difficulties, fear of 
negative evaluation, and relational aspects including parent and peer influences.  
Table 11.1 highlights the areas of need to specifically address these issues.

Challenges in implementing prevention programs

Although prevention programs solve many of the challenges involved in treat-
ing anxiety disorders, they do come with their own set of difficulties. Firstly, 
whilst schools offer an enterprising opportunity for reaching larger populations 
than in the community, there can be difficulties in receiving permission to enter 
these settings as well as being able to ensure treatment fidelity. Additionally, 
often the insidious nature of anxiety disorders and their social burden means 
that anxiety prevention may not be as attractive or imperative to policy-makers 
as prevention programs related to delinquency, substance use and anti-social be-
havior. This can cause difficulties for individuals attempting to secure funds for 
the development or implementation of anxiety prevention programs. Although 
often easier in younger populations, it can also be difficult to access and engage 
parents in prevention programs especially if these are in a school setting. This 
can limit not only a program’s ability to address risk factors for anxiety related 
to parental influence, but also the reinforcement of skills at home. Finally, in 
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evaluation of prevention programs, in particular those targeted at the universal 
level, there is some conflict over the methods of assessment used. This conflict 
includes: appropriate times to measure results, method of assessment (for exam-
ple reduction of anxiety symptoms or of risk/promotion of protective factors) 
and utilization of assessments sensitive enough to detect differences in non-
clinical samples to show effectiveness.

Summary of anxiety prevention and early intervention 
methodology

In summary, prevention programs provide an interesting development in the 
area of intervention and anxiety disorders. With the knowledge that social anxi-
ety even at a symptomatic level has degrees of impairment far greater than the 

TABLE 11.1 Strategies to Address Modifiable Risk and Protective Factors  
for SAD

Risk/Protective 
Factor Treatment Target Strategy

Behavioral inhibition Reducing physiological 
reactivity in social 
situations.

Building awareness of 
physiological symptoms of anxiety.
Relaxation skills training.
Gradual desensitization.

Low socio-emotional 
competence

Increasing self and 
social awareness.
Improving relationship 
skills.

Increasing awareness and 
recognition of the emotions of 
oneself and others.
Communication skills training.

Fear of negative 
evaluation

Addressing faulty 
cognitions related to 
scrutiny by others.
Reducing avoidance/
escape behaviors.
Anxiety management.

Using selective attention to focus 
on positive information.
Identifying and challenging 
cognitive distortions.
Building awareness of 
physiological symptoms of anxiety.
Relaxation skills training.
Gradual desensitization.

Parent influences Building positive, 
supportive parent-child 
relationships.

Providing parent education 
regarding modelling.
Parenting skills courses.

Peer influences Promoting positive 
friendships and building 
social and emotional 
skills.

Building understanding of 
constructive friendships.
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general population (Fehm et al., 2008), preventative efforts offer an opportunity 
to intervene prior to the establishment of maladaptive patterns of behavior. De-
velopment of a prevention program must consider not only which strategies to 
utilize to modify relevant risk and protective factors, but also which level and 
target of intervention is most appropriate to address these. Building on Rapee 
and Spence’s (2004) model of social phobia, prevention strategies for social 
anxiety are recommended to ideally incorporate elements of emotional self-
regulation, relaxation, gradual exposure, cognitive disputation, attention train-
ing, social skills training, as well as a parent education and training component.

PREVENTION PROGRAMS

Mental health concerns represent a significant personal and public burden 
throughout the lifespan. Prevention and early interventions provide an opportu-
nity to reduce this burden along with the incidence of mental health difficulties. 
In a recent meta-analysis, Fisak Jr and colleagues (2011) evaluated child and 
adolescent anxiety prevention programs. Nearly all programs included dem-
onstrated some improvement in symptomology. Of all programs included, use 
of the FRIENDS protocol was found to offer moderate treatment effectiveness, 
indicating that the FRIENDS programs demonstrated significantly greater re-
ductions in anxiety than other interventions. As noted earlier, no prevention 
programs specifically focusing on SAD were identified prior to publication. 
Subsequently, this section will review three anxiety prevention programs, 
the Preschool Intervention Project (Rapee, 2002), the Coping and Promoting 
Strength Program (Ginsburg, 2009) and the FRIENDS programs that may be 
used in the prevention of social anxiety. These programs have been selected due 
to their evidence-based frameworks, as all have at least one RCT trial examin-
ing effectiveness of the programs. A brief description of these programs will 
be provided with an emphasis on the FRIENDS protocols, due to their well-
demonstrated effectiveness in anxiety prevention.

Preschool Intervention Project

The Preschool Intervention Project (PIP; Rapee,  2002; Rapee, Kennedy, In-
gram, Edwards, & Sweeney,  2005; Rapee, Kennedy, Ingram, Edwards, & 
Sweeney,  2010) is a brief targeted prevention program developed through 
Macquarie University in Sydney, Australia. Developed by Ronald Rapee, this  
parent-education program aims to prevent the development of anxious symp-
tomology in behaviorally inhibited children aged three to five years. Delivered 
over six 90-minute sessions, the program provides parents with psychoeduca-
tion regarding anxiety and risk factors for anxiety, and parent-management tech-
niques as well as exposure training and cognitive restructuring for both parents 
to use themselves and with their children. To date, evidence of the effective-
ness of PIP is limited; however, the data available appears promising for social  
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anxiety prevention. Although implementation of the program did not reduce 
levels of behavioral inhibition in children, there were significant decreases in 
anxious symptomology with the initial 90% of anxiety diagnosis reducing to 
50% (Rapee et al., 2005). A more recent replication of this study demonstrated 
that, whilst there were no significant effects in either anxious symptomology 
or temperament from baseline to the two-year follow-up, there were signifi-
cant reductions in anxious symptomology at the three-year follow-up (Rapee 
et al., 2010). Despite this, intervention effects did not demonstrate significance 
when compared with a monitoring only group. Further research should be con-
ducted with the programs to evaluate the modification of other risk and protec-
tive factors as a result of the program.

The Coping and Promoting Strength Program

The Coping and Promoting Strength program (CAPS; Ginsburg, 2009) is a brief 
family cognitive-behavioral anxiety prevention program. Developing from the 
Child Anxiety Prevention study, CAPS is a six to eight session protocol targeted 
at reducing risk factors in children of anxious parents. The intervention aims to 
address both child and parent factors to prevent the development of future anx-
ious symptomology. Child components targeted by the program include anxious 
symptomology, social avoidance, maladaptive cognitions as well as coping and 
problem-solving skills. The parental component aims to reduce the modeling 
of anxious symptomology to children, address anxious parent-rearing styles, 
and decrease criticism and family conflict. Ginsburg’s (2009) randomized study 
of the program in 40 children aged seven to 12 years has provided some ini-
tial support for the program. At baseline, there were no individuals from either 
the intervention or waitlist groups meeting diagnosis for an anxiety disorder.  
Despite the intervention group remaining diagnosis-free at post-intervention and 
follow-up, three participants in the waitlist group developed criteria for an anxiety 
disorder at post-intervention. At the 12-month follow-up, this number increased 
into six individuals with diagnosable anxiety in the waitlist group. Ginsburg also 
found significant group effects were found at the six- and 12-month follow-up for 
severity of anxiety disorders as well as for parent-reported anxious symptomol-
ogy at the 12-month follow-up. Although these preliminary results appear to be 
promising, further studies must be conducted to replicate findings.

The FRIENDS programs

The FRIENDS programs (Barrett, Lowry-Webster, & Turner, 2000a, 2000b) 
were developed as a brief CBT program for children and adolescents with anxi-
ety. Intervention programs based on the FRIENDS protocol have been cited 
in over 50 published articles and FRIENDS is the only childhood anxiety pre-
vention program endorsed by the World Health Organisation (World Health  
Organisation,  2004). A recent randomized clinical trial of the FRIENDS  
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programs in The Netherlands has demonstrated that group delivery is equally as 
effective in treating anxiety disorders as individual delivery (Liber et al., 2008). 
Subsequently, use of the FRIENDS programs in group settings offers an op-
portunity for wider-reaching as well as both cost- and time-efficient delivery of 
anxiety prevention.

The FRIENDS protocol is adapted into four developmentally sensitive pro-
grams, the Fun FRIENDS program (Barrett, 2012a; Barrett, 2012d) for four- 
to seven-year-olds, FRIENDS for Life (Barrett,  2012b; Barrett,  2012c)  for 
eight- to 11-year-olds, My Youth FRIENDS (Barrett,  2012e; Barrett,  2012f) 
for 12–15-year-olds and the most recent Resilience for Life (Barrett,  2012g; 
Barrett, 2012h) for 16 years and older. In each program, with the exception of 
Resilience for Life, the word ‘FRIENDS’ is used as an acronym for the skills 
in the program. Whilst each of the programs overlap in content, they differ in 
the method of delivering skills with each program using developmentally ap-
propriate activities. For example, the Fun FRIENDS program incorporates sto-
rybooks, puppets, and drawing tasks, whereas the Resilience for Life program 
employs role-plays, written activities and experiential tasks. In Table 11.2 an 
overview of the skills taught in each stage of the program is included. Approxi-
mately one session is spent on each letter of the program.

To support children’s uptake of the FRIENDS skills, two caregiver infor-
mation sessions are held at the beginning and middle of the course. In these 
sessions, parents learn about the skills and techniques to enhance resilience at 
home, the importance of family and peer support, the promotion of the practice 
of problem solving rather than avoidance of anxiety-provoking, a healthy family 
step plan and effective parenting strategies.

There have been significant revisions in the most recent editions of the 
FRIENDS programs. With rising evidence for the importance of attention and 
awareness, new editions include more content encouraging positive attention 
and mindfulness practice. Considering research, community involvement, revi-
sions include exercises on giving back to the community and altruism. Further-
more, there has been an increased focus on connecting with extended family 
and the community as well as encouraging the recognition of both distant and 
close connections. Empathy training has also been expanded to include all liv-
ing beings and the environment. Although the programs were originally more 
focused on internalizing symptoms, newer editions have also included more 
examples related to externalizing symptoms. Finally, home activities have been 
expanded to encourage better sleep, healthy eating and physical activity.

A unique aspect of the FRIENDS programs is their ability to be used in 
not only a clinical setting but also in classrooms and other health care settings. 
Following completion of a training workshop with a licensed Pathways train-
er, the programs can be delivered by psychologists, health care workers, and  
teaching/child care staff. All four programs can be delivered in a prevention, 
early intervention and treatment setting. The programs are structured in a ten-
session format with two additional maintenance sessions held at one and two 
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month intervals following program completion. In this format, sessions are com-
pleted over a 60–90 minute period and it is recommended that they are conducted 
on a weekly basis. Ideally, for selective or indicated levels of prevention, groups 
of approximately six to ten children or adolescents is recommended whereas 
universal interventions in a classroom setting would be understandably larger.

FRIENDS programs in the early intervention and prevention  
of anxiety
The FRIENDS programs have a robust evidence base to support use with in-
ternalizing disorders. The protocols are the only program that is supported by 
the World Health Organization for the prevention and treatment of anxiety and 

TABLE 11.2 Description of the FRIENDS for Life Program

Program Stage Aims Activities

F = Feelings Building feelings recognition.
Understanding and responding  
to the feelings of others.

Feelings recognition.
Feelings charades.

R = Remember to 
relax

Increasing awareness of somatic 
symptoms.
Relaxation skills training.

Body clue awareness.
Progressive muscle relaxation.
Breathing retraining.
Relaxation imagery.

I = I can try my best Increasing positive attention.
Understanding the thoughts-
feelings-behavior link.
Learning about unhelpful and 
helpful thoughts and how to 
challenge them.

Attention training.
Psychoeducation of the 
cognitive model.
Cognitive disputation.

E = Explore solutions 
and step plans

Overcoming challenges  
by taking small steps.
Problem-solving skills.
Identifying support networks  
and role models.
Conflict resolution skills.
Assertiveness skills.

Coping step plans.
Five-step problem-solving 
plan.
Friendship tree.
CALM conflict resolution.

N = Now reward 
yourself

Increasing the use of self-reward 
for partial successes.

Choosing interpersonal 
activities to be used as 
rewards.

D = Do it every day The importance of practicing 
learnt skills.

Reflecting on past successes.

S = Smile and stay 
calm

Relapse prevention skills.
Increasing community 
involvement.

Identifying future challenges.
Creating setback plans.
Giving back to the community.
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depression in children and youth (World Health Organization, 2004). Further-
more, FRIENDS has been cited in the American National Research Council 
(2009), The Cochrane Collaboration Library (2007), and Ireland’s National 
Council for Special Education (Cooper & Jacob, 2011), amongst many others. 
The following section reviews use of the FRIENDS programs as a prevention 
and early intervention program for anxious symptomology.

FRIENDS program as a universal prevention
Although the FRIENDS protocols were initially developed and validated as a 
group-based treatment for anxiety, they have since been extensively evaluated 
as a universal prevention. Two large-scale studies conducted by Barrett and col
leagues (Barrett, Lock & Farrell, 2005; Lock & Barrett, 2003) involved Aus-
tralian school students aged nine to 16 years. Following implementation of the 
FRIENDS program, intervention groups reported greater reductions in anxiety 
and depression at a 12-month follow-up. A significant decrease in behavioral 
avoidance was also seen when compared with a monitoring group (Lock & 
Barrett). At two- and three-year follow-ups, reduced risk of anxiety and/or de-
pression was maintained in the intervention group (Barrett, Farrell, Ollendick 
& Dadds, 2006). Interestingly, students in younger grades reported greater re-
ductions in anxiety and depressive symptoms in these studies, as well as those 
with moderate and high risk for anxiety, both of which indicate the importance 
of early intervention in preventing future symptomology. These results may be 
due to younger children being more amenable to change with cognitive and be-
havioral patterns less firmly entrenched at younger ages. Alternatively, there are 
often higher levels of parental engagement at younger ages as parents of young 
children may be more focused on social and emotional learning than parents of 
older children.

In the first universal effectiveness study of the Fun FRIENDS program, An-
ticich and colleagues (2013) compared the program with an active comparison, 
the You Can Do It CBT-based social and emotional skills program, and waitlist 
control in 14 preschools in Australia. Schools were randomly allocated to each 
group with pre-, post- and follow-up information being collected from both 
parents and teachers. The Fun FRIENDS programs demonstrated significantly 
greater improvements in behavioral inhibition, behavioral difficulties and socio- 
emotional competence when compared with the active comparison group. 
These gains were consistent across high and low anxiety groups and gains were 
maintained at 12-month follow-up. Whilst most anxiety prevention programs 
have focused on children aged nine and up, this study provided significant sup-
port for interventions in preschool-aged children.

Although the FRIENDS programs have been predominantly studied in 
Australia, effectiveness studies have also been conducted around the world. 
In the UK, Stallard and colleagues (Stallard, Simpson, Anderson, Osborn & 
Bush,  2005) implemented the program using school nurses in a sample of 
213 children aged nine and 10  years. Following completion of the program, 
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participants demonstrated significant reductions in anxious symptomology, an 
increase in self-esteem, and reported being highly satisfied with the program. 
These results extended to those at risk in the sample with significant improve-
ments in over half of the children with more severe emotional problems. A 
following study by Stallard and colleagues (2007;  2008) demonstrated gains 
maintained at three-month and one year follow-up. Similar results to these early 
studies have been replicated worldwide. Literature from South Africa has also 
shown significant reductions in anxiety following completion of FRIENDS pro-
grams for up to six months (Mostert & Loxton, 2008), whilst Ahlen and col-
leagues (2012) also demonstrated reductions in depressive symptomology and 
increases in overall mental health in Swedish students.

FRIENDS programs in children at risk for anxiety
In addition to the universal research conducted, the FRIENDS programs have 
also been evaluated with individuals at risk for anxiety. Targeting secondary 
schools in a socially disadvantaged area of Ireland, Rodgers and Dunsmuir 
(2013) evaluated FRIENDS with 62 students aged 12 and 13. Results showed 
that students in the intervention group reported significant reductions in anxi-
ety symptoms post intervention and at a four-month follow-up in comparison 
to wait-list controls, as did their parents. Importantly for policy-makers, results 
demonstrated negative correlations between anxious symptomology and school 
adjustment. When analyzing different subtypes of anxiety, Rodgers and Dun-
smuir (2013) found that the FRIENDS program was also effective in reducing 
“separation anxiety” scores and maintaining this over a four-month period.

Additionally, Liddle and Macmillan (2010) from the UK utilized the 
FRIENDS programs in students aged nine to 14 years. Participants were indi-
viduals identified by classroom teachers as exhibiting anxious symptomology, 
low mood and self-esteem. Results showed significant improvements in anxiety, 
mood, self-esteem and social skills at post-treatment and four-month follow up. 
Similarly, improved self-esteem and fewer internalizing symptoms were also 
found in Siu’s (2007) study of FRIENDS in primary school children in Hong 
Kong.

FUTURE RESEARCH DIRECTIONS AND SUMMARY

Growing concern is mounting over the rates of anxious symptoms in young peo
ple. In particular, Social Anxiety Disorder is a common diagnosis linked with 
an unremitting course and the development of subsequent disorders when un
treated. Preventative interventions provide an opportunity to address individual 
risk and protective factors implicated in the development of social anxiety prior 
to the development or establishment of dysfunctional cognitions and behaviors. 
Whilst prevention programs provide a method of reaching greater numbers of 
individuals at a greatly reduced cost to treatment programs, there are unique 
challenges in trying to implement these strategies. The FRIENDS protocols 
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(Barrett, 2012a; Barrett, 2012b; Barrett, 2012c; Barrett, 2012d; Barrett, 2012e; 
Barrett, 2012f; Barrett, 2012g; Barrett, 2012h) have been identified as one of the 
most robustly supported anxiety prevention programs and can be used at either 
the early intervention or universal prevention levels.

This article has highlighted a range or risk and protective factors related to 
the development of social anxiety. However, understanding of the interaction of 
these risk and protective factors is still in its infancy. In particular, more research 
needs to be conducted exploring specifically how the modification of protective 
factors is related to etiological risk. Additionally, this article found a lack of 
prevention programs specific to social anxiety. With consideration of the high 
prevalence rates and social burden of SAD, this needs to be remedied through 
research into the development of socially anxious protocol as begun here as well 
as through the adaptation of other anxiety prevention programs to socially anx-
ious symptomology. Whilst there is a significant amount of literature published 
over recent decades reporting on anxiety prevention programs, further studies 
need to explore whether these programs are equally as effective in a specifically 
socially anxious population. Furthermore, evaluation of these prevention pro-
grams should incorporate measurements outside of simply anxious symptomol-
ogy to include influences on risk and protective mechanisms.

Please note the FRIENDS programs can only be used by trained profession-
als. If you are interested in facilitating any of the FRIENDS programs please 
contact Pathways Health and Research Centre at training@pathwayshrc.com.au 
within Australia and programs@pathwayshrc.com.au outside of Australia. For 
more information see our website http://www.pathwayshrc.com.au. Any queries 
regarding FRIENDS research should be forwarded to research@pathwayshrc.
com.au
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