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Introduction

The effectiveness of cognitive-behavioural therapy (CBT)
for social anxiety has been demonstrated in several con-
trolled trials and meta-analyses.1,2  Treatment effects of CBT
are found to be superior to other treatment modalities such
as educational-supportive group,3 and combined medication
and behaviour therapy (selective serotonin reuptake in-
hibitor treatment plus weekly self-exposure exercises).4

A few studies have also found that long-term effects of
CBT  were maintained at six and twelve months’ follow-
up5 and five years’ follow-up.6 However, several studies have
also affirmed the treatment efficacy of CBT when carried
out in the CBT group format.5,7 Indeed, Heimberg et al
suggest that the CBT group has potential benefits which
include greater ease in simulating social situations in role
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plays, mutual support from group members, potentially
helpful social comparisons, and vicarious learning while
other group members are performing role plays.8 Despite
this evidence, very little is known as to how CBT group can
be applied to Chinese people and how effective it is.

Cognitive-behavioural Perspective of Social Anxiety
Based on information processing theory, Clark and Wells
outline a cognitive model of social phobia and suggest that
persons with social anxiety choose negative interpretations
of ambiguous social events, and rate their performances and
behaviours rather negatively.9 Rapee and Heimberg further
maintain that individuals with social anxiety engage in bi-
ased and erroneous appraisals of social situations10 which
include attentional bias,11 judgmental bias,12 and inter-
pretation bias.13 It has also been suggested that people with
social anxiety are often hypervigilant of their own somatic
symptoms and are very attentive to detailed monitoring and
observation of themselves. They tend to engage in anticipa-
tory and postevent processing, examining in great detail what
and how they would respond to social events and what they
did wrong in those situations. Behaviourally, people with
social anxiety tend to engage in safety behaviours to reduce
social threat and prevent fearful outcomes from occurring.
Unfortunately, these safety behaviours, such as avoiding eye
contact and trying very hard to present well in front of others,
are often maladaptive. Bond and Dryden maintain that
these biased and erroneous appraisals of social events are
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intimately related to the dysfunctional assumptions and be-
liefs held by people with social phobia.14 Wells and Matthews
propose that people with social anxiety tend to view them-
selves as vulnerable and feel themselves inadequate in
social performance.15 These people believe that they cannot
control what is happening in a social event and cannot per-
form adequately in the situation. Therefore, they often adopt
biased negative and critical appraisals of their own social
performance and expect others to judge them negatively.

On the other hand, Freeman et al suggest that people
with social phobia tend to demand approval from others.16

When they do not receive positive feedback from others,
they become anxious about their own performances. The
third theme or category of belief found in people with
social phobia is perfectionism.  Juster et al17 and Lundh and
Öst18 found that people with social anxiety tend to set ex-
cessively high standards and are overly critical of failure to
meet those standards. Alden and Wallace further elaborate
on this point, saying that these expectations are usually
not externally imposed on people with social anxiety, but
are internally generated and assumed by the persons to be
standards set by others.19

In summary, CBT aims to help individuals with social
anxiety: (1) to understand and correct negative and biased
interpretations of social events; (2) to understand and modify
dysfunctional beliefs; (3) to learn to abstain from engaging
in safety behaviours; and (4) to gradually approach and adapt
to anxiety-provoking social events.

Application of Cognitive-behavioural Therapies for
Chinese
Lin maintains that cognitive-behavioural therapies may
be appropriate for Chinese.20  It has been suggested that
Chinese people tend to be less tolerant of ambiguity and
prefer structured counselling sessions with practical and
immediate solutions to their problems.21 Therefore, CBT
which emphasises a structured and systematic counselling
process with the step-by-step learning of new cognitive
and behavioural skills would suit the cultural orientations of
Chinese people.20 Moreover, Chinese people prefer therapists
who employ a directive rather than a non-directive approach.
As suggested by Lin, therapists are perceived as effective
by Chinese clients when they take partial responsibility for
the process and play an active role in providing suggestions
and advice and facilitate clients’ actions.20 Thus, CBT which
stresses the directive and collaborative roles of a therapist
may be suitable for Chinese people.

Lee and Choy carried out an outcome study of CBT for
Korean people with social anxiety.22 They found that par-
ticipants in their study had a lower level of social anxiety
and less fear of negative evaluation after treatment. In Hong
Kong, there is little empirical research on structured group
CBT. Two local studies on the use of CBT focused on
persons who were at risk of developing poor mental
health,23 and depressed individuals.24 However, no study on
the application of group CBT for people with social anxiety
has ever been conducted in Hong Kong.

The main objectives of this study were: (1) to examine
the efficacy of CBT group in treating people with social
anxiety; and (2) To explore the relationships between dys-
functional attitudes and social anxiety, coping skills and
positive and negative emotions.

There were two hypotheses.
1. The members of the experimental group would report

less social anxiety, fewer dysfunctional attitudes, more
adaptive coping skills, more positive emotions, and fewer
negative emotions than those of the control group at the
end of the group intervention.

2. Changes in dysfunctional attitudes would be significantly
related to changes in social anxiety, coping skills and
positive and negative emotions of members.

Patients and Methods

Participants
Participants were recruited either from clinical referrals
or advertisements posted at hospitals and psychiatric
clinics.  All potential participants, after passing a telephone
screening, were offered a pre-group interview. Inclusion
criteria included: (a) age 18-60 years; (b) showing symp-
toms of social anxiety stated in Diagnostic and Statistical
Manual for Mental Disorders, Fourth Edition (DSM-IV); and
(c) social anxiety considered to be the most severe disorder
when comorbidity of disorders was present. Exclusion
criteria included: (a) the presence of psychotic symptoms
and substance abuse defined by DSM-IV; and (b) the
presence of severe mood disorders. Individuals who had
psychosis, severe mood disorders and substance abuse were
referred to other services for psychiatric assessment and
treatment.  Those who were reluctant to participate in the
group process were also excluded from the study. Finally, 34
individuals participated in the study after the pre-group
interview. To randomly assign participants into the ex-
perimental and waitlist conditions, a simple randomisation
procedure was adopted. Each participant was given a
number. A staff member with no knowledge of the research
was asked to draw the numbers from a box. Every second
number drawn from the box would become a participant of
the experimental groups. The remainder were waitlisted.
This project was reviewed and endorsed by the Committee
on Research and Conference Grant of the University of Hong
Kong. All participants had to sign a consent form which
contained details regarding the purpose of the research and
the extent of their involvement.

Procedure
All participants were administered the baseline psychomet-
ric tests. The same questionnaire was repeated at the end of
the treatment and the waiting period (i.e., post-test). Based
on the manual written by Hope et al for people with social
anxiety, we developed a structured CBT treatment for
participants in the experimental group between the times
of measurement, whereas no treatment was given to the
participants in the control group.25  Participants in the
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control group were given group treatment after the control
group study had finished. The three group leaders were
experienced mental health social workers. Two of them were
teaching staff in universities, one of whom was a qualified
cognitive therapist trained from the Beck Institute for
Cognitive Therapy and Research. The third one was a
social worker with postgraduate training in mental health.
A total of two CBT groups were run and each group had 8 to
9 members. There were 10 weekly sessions per group, with
each session lasting 2.5 hours. The two groups followed the
same CBT protocols developed by the research team.

Contents of Group Cognitive-behavioural Therapy
In the original manual written by Hope et al, the contents
include: (1) educating the person with anxiety about the in-
teraction and connection among different response patterns
which lead to anxiety outcomes — physiological responses,
cognitive responses and behavioural responses; (2) identi-
fying the dysfunctional thinking patterns — automatic
thoughts and dysfunctional beliefs; (3) developing cogni-
tive and behavioural strategies to deal with one’s anxieties;
(4) engaging in real-life exposure; and (5) identifying and
dealing with core beliefs.25

Based on the above strategies, we added some charac-
teristics to improve cultural relevance. First, all terminolo-
gies were translated into colloquial Chinese. For example,
“automatic thoughts” was renamed as “thought traps”; cog-
nitive distortions, such as “personalisation”, was rephrased
as “put all the blame and responsibilities onto oneself”, and
“minimisation” was termed as “minimising one’s achieve-
ments”. Secondly, all group sessions were structured.  To
facilitate group learning and discussion, we developed a
number of exercises and worksheets. Thirdly, the group lead-
ers were active and interactive in facilitating the process.
The general attitude held by the group leaders was one of
guided discovery.26 Essentially, the roles of the leaders were
to facilitate the participants to achieve self-discovery and to
develop a sense of self-efficacy towards modifying their
dysfunctional patterns of thinking and behaviours. Fourth,
the participants were asked to develop a hierarchy of social
anxiety situations and to practise the use of the cognitive
and behaviour strategies such as thought stopping, positive
self-talk, distraction and the use of cue cards. Thus, each
participant had to develop their own strategies and prac-
tised the skills in the group and in the real-life settings. Fifth,
through guided discovery, participants had the opportunity
to examine their own dysfunctional rules and how those
rules affected their social anxieties. Particular attention
was put to helping the participants understand the rigidity
and consequences of holding onto the rules; and facilitate
them in rewriting the rules to make them more flexible and
reasonable. Lastly, in the last two sessions, we added a new
content which facilitated the participants to examining and
making plans to change their stress-inducing lifestyles.  Such
an inclusion was based on Scholing and Emmelkamp’s
recommendation that “it seems important to direct treatment
at more structural changes in patients’ lives.27

Two independent observers reviewed the videotapes of
sessions 1, 4 and 8 of each experimental group. The con-
tents of the three sessions revolved around “understanding
the relationships among cognitive, behavioural, physiologic-
al and emotional responses”, “identifying automatic thought
patterns and developing healthy cognitive and behavioural
responses” and “identifying and modifying dysfunctional
rules”. Since the group contents were manualised, it was
easier for the research team to develop a checklist of the
tasks to be completed in the three sessions. The two reviewers
were asked to check each of the items in the checklist and
assess whether the group leaders had completed the pre-
scribed tasks. The two reviewers agreed on the tasks to be
completed by the group leaders.

Although the groups were structured and manualised,
the group leaders made use of the group dynamics to help
members acquire the cognitive and behaviour skills in man-
aging their emotions. To begin with, through the use of
worksheets and exercises, group members were encouraged
to focus and share their views on the issues under discussion.
With prompting and encouragement, members were able to
give feedback to and even openly challenge one another’s
thoughts and behaviours.The group leaders were also
cognisance of the importance of creating a supportive atmos-
phere for the group members. This turned out to be some-
thing of a lesser concern because anxiety problems became
a strong common bond for the group members. Indeed, they
were able to understand the “sufferings” experienced by
others such as the inability to control anxiety symptoms,
and the fear of social embarrassment. Rather it was neces-
sary for the group leaders to help members balance their
need for expressing their emotions and to develop adaptive
cognitive and behaviour skills in managing their emotions.
Lastly, an important task of the group leaders was to instill
hope among members. Through various exercises such as
the emotion thermometer and homework, participants were
encouraged to observe the successful experiences of some
members in managing their anxieties. More importantly, we
helped members pick up the subtle positive changes that
they or other members had overlooked. By building on “these
positives”, we helped members acquire a sense of control
over their anxieties.

Outcome Measures
The Liebowitz Social Anxiety Scale (LSAS) was originally
developed as a clinician-administered scale to assess the
degree of fear and avoidance of 24 social situations rated by
the respondents.28 Each situation was rated for fear and
avoidance experienced by the respondent in the previous
week on a 0-3 Likert-type scale. Previous studies have shown
that this version possessed generally good psychometric
properties, indicated by its high internal consistency and
test-retest reliability, and good convergent and discrimin-
ant validity.29 In the present study, the self-report version
(LSAS-SR) was used. When comparing the psychometric
properties of the LSAS-CA and LSAS-SR, Fresco et al
found that both versions were virtually identical, with high



CBT for Social Anxiety

53Hong Kong J Psychiatry 2006, Vol 16, No.2

internal consistency, and strong convergent and discrim-
inant validity.30 In this study, a reduction in the total score
came to signify a decrease in a member’s social anxiety level.
The LSAS-SR achieved excellent internal consistency in this
study (Cronbach’s alpha (α), pretest = 0.96).

The Positive and Negative Emotions Checklist, consist-
ing of the positive and negative dimensions, was derived by
the researchers based on the original version developed by
Cormier and Hackney.31 Group members were asked to
choose as many negative and/or positive emotions on the
checklist as they felt appropriate in describing their emo-
tional states during the week they filled out the questionnaire.
The number of positive and negative emotions was summed
up to form two individual scores for negative emotions and
positive emotions. Changes in the number of negative and
positive emotions before and at the end of the group session
would indicate an increase or a decrease in positive and
negative emotions. Since this is not a Likert-type scale; no
psychometric properties have been performed.

  The Coping Orientation to Problems Experienced
(COPE) Scale was developed by Carver et al32 and was
further modified in a local study by Lam.33 The original
version of the COPE Scale had 13 dimensions and was
designed for measuring both adaptive coping (e.g., active
coping and positive reinterpretation of events), and mal-
adaptive coping (e.g., denial and avoidance). This scale was
demonstrated to have high internal consistency, and strong
convergent and discriminant validity. In this study, an
increase in a member’s total score at the end of the group
came to signify an increase in the utilisation of adaptive
coping skills. This scale achieved a reasonable level of
internal consistency in this study (Cronbach’s α = 0.67).

The Dysfunctional Attitude Scale (DAS) was adopted
and translated from Weissman and Beck’s original scale.34

The DAS 40-item Form A was used in the present study.
This scale attempted to tap the dysfunctional beliefs held
by the participants, and was supposed to reflect the content
of one’s cognitive schema.35 Participants rated each item on
a 1-7 scale, ranging from 1 = totally agree to 7 = totally disagree.
It had high internal consistency and test-retest reliability.34

It was assumed that the fewer dysfunctional beliefs a person
had, the more functional was the person’s cognitive processes.
This scale achieved a high level of internal consistency in
this study (Cronbach’s α = 0.90).

Data Analysis
All data analyses were primarily conducted for the partici-
pants who completed the treatment or the waiting period.
Differences between the experimental group and the con-
trol group were examined employing analysis of covariance
(ANCOVA), with the pretest score of each outcome measure,
gender, education and marital status treated as the covariates,
so that the post-group outcome could be adjusted with
respect to the baseline severity. In order to check if the
pretest values were differentially predictive of the outcome
for the experimental and control groups, the assumption of
homogeneity of regressions was assessed before ANCOVA

were performed. Effect sizes were calculated using Cohen’s d
(the difference between adjusted means divided by the
pooled standard deviation (SD) to examine the magnitude
of the differences between the experimental and control
groups at post-test.36

Results

Demographic and Baseline Analyses
Originally, there were 39 applicants who wanted to join our
CBT group. Five were excluded because they did not think
that the group would benefit them (n = 2), preferred indi-
vidual counselling (n = 1), were referred to private psych-
iatrist (n = 1) or had a very recent suicidal attempt (n = 1).
All 34 participants finished the treatment or the waitlist
period. There was no dropout in the present study.  Table 1
shows the demographic characteristics of the participants.
The mean age of participants was 34.9 years (SD, 9.6).
Almost 62% were unmarried (n = 21) and 35.3% were
married (n = 12). More than half of the participants had
completed their secondary education (n = 18, 53%), and
44.1% of them had even received tertiary education
(n = 15). A vast majority of the participants had full-time
employment (n = 23, 67.6%); 26.5% were unemployed
(n = 9). The mean duration of illness was 7.6 years (SD,
6.2). All participants were taking medications (yes/no
response). However, details of specific medications were
not sought (Table 1).

Demographic data of the experimental and the control
groups were compared, using Mann-Whitney U tests and
analysis of variance (ANOVA) for continuous variables and
chi-squared tests for categorical variables. The analysis
found no significant differences between experimental and

Table 1. Demographic characteristics of participants (n = 34).

No. (%) Mean (standard
deviation)

Gender
  Male 20 (58.8)
  Female 14 (41.2)

Age (years)   34.9 (9.6)

Marital status
  Single 21 (61.8)
  Married 12 (35.3)
  Divorced 1 (2.9)

Education
  Primary 1 (2.9)
  Secondary 18 (53)
  Tertiary 15 (44.1)

Employment
Full-time 23 (67.6)

  Part-time 2 (5.9)
  Unemployed 9 (26.5)

Duration of illness (years) 7.6 (6.2)

Medication
   Yes 34 (100)
   No 0
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control groups on all demographic variables (p > 0.05), in-
dicating that the experimental group and the control group
shared similar characteristics before treatment began for the
experimental group. ANOVA were also used to compare the
pretest scores of all outcome variables between the experi-
mental and the control groups. No significant differences
were found between the two groups (p > 0.05).

Between-group differences were analysed using ANCOVA.
For all analyses of post-intervention outcomes, there was no
evidence for the homogeneity of regression assumption to
be violated, indicating that baseline severity was not differ-
entially predictive of the outcomes for the treatment and
control groups (i.e., there was no evidence for an interaction
between the covariate and the treatment). ANCOVA showed
that there were significant between-group differences in
LSAS, (F [1, 31] = 17.70, p < 0.001; COPE, F [1, 31] = 6.03,
p =  0.02); positive emotions, (F [1, 31] = 13.58, p < 0.001);
negative emotions, (F [1, 31] = 6.20, p = 0.02; and DAS,
F [1, 31] = 8.46, p = 0.01). The analysis revealed that experi-
mental group members, when compared with the control
group, showed less social anxiety, more adaptive coping skills,
more positive emotions, fewer negative emotions, and fewer
dysfunctional attitudes (Tables 2 and 3).

According to Cohen, effect size can be thought of as the
average percentile standing of the average treated (or experi-
mental) participant relative to the average untreated (or
control) participant. A score of 0.2 or below is considered
as small, 0.3-0.7 as medium, and 0.8 or above as large.  In this

study, effect size statistics showed medium to large differ-
ences in LSAS (Cohen’s d = 0.93), COPE (Cohen’s d = -0.63),
positive emotions (Cohen’s d = -0.52), negative emotions
(Cohen’s d = 0.83) and DAS (Cohen’s d = 0.66) between
participants of the experimental and control groups at post-
test (Table 3). A correlation analysis was carried out to
examine the relationships between DAS and other variables
in this study.  First, pretest and post-test mean differences
in DAS, LSAS, COPE, and Positive and Negative Emotions
of the CBT groups were calculated. A correlation analysis
was then performed and revealed that DAS correlated sig-
nificantly and negatively with positive emotions (r = -0.62,
p < 0.001) and significantly and positively with negative
emotions (r = 0.72, p < 0.001) [Table 4].

Table 2. Differences in LSAS, COPE, DAS, positive emotions and negative emotions between the CBT group and control group (n = 34).

CBT group (n = 17) Control (n = 17) ANCOVA

Pretest Post-test Pretest Post-test (CBT group versus control)

LSAS
Mean 78.9 50.3 68.9 68.6 F (1, 31) = 17.70
Standard deviation 22.8 21.4 14.7 17.9 p < 0.001

Positive emotions
Mean 1.4 2.2 0.94 0.65 F (1, 31) = 13.58
Standard deviation 1.6 1.5 1.6 1.0 p < 0.001

Negative emotions
Mean 4.8 2.8 4.8 4.4 F (1, 31) = 6.20
Standard deviation 2.1 1.6 2.1 2.2 p = 0.02

COPE
Mean 30.9 33.7 32.5 31 F (1, 31) = 6.03
Standard deviation 4.3 4.1 3.4 4.5 p = 0.02

DAS
Mean 170.1 151.6 167.4 167.1 F (1, 31) = 8.46
Standard devation 23.8 15.9 26.8 29.0 p = 0.01

Abbreviations: LSAS = Liebowitz Social Anxiety Scale;COPE = Coping Orientation to Problems Experienced Scale; DAS =
Dysfunctional Attitude Scale; CBT = cognitive-behavioural therapy; ANCOVA = analysis of covariance.

Table 3. Effect sizes indicating the magnitude of change in
LSAS, COPE, DAS, positive emotions and negative emotions
at post-test.

Cohen’s d

LSAS 0.93

COPE -0.63

DAS 0.66

Positive emotions -0.52

Negative emotions 0.83

Abbreviations: LSAS = Liebowitz Social Anxiety Scale;
COPE = Coping Orientation to Problems Experienced
Scale; DAS = Dysfunctional Attitude Scale.

Table 4. Correlations among LSAS, COPE, DAS, positive emotions and negative emotions in the experimental group (n = 18).

LSAS COPE Positive emotions Negative emotions

DAS r = 0.40, r = -0.22, r = -0.62, r = 0.72,
(r- coefficient, p value) (p = 0.11) (p = 0.40) (p < 0.001) (p < 0.001)

Abbreviations: LSAS = Liebowitz Social Anxiety Scale; COPE = Coping Orientation to Problems Experienced Scale; DAS =
Dysfunctional Attitude Scale.
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Discussion

Hypothesis 1 of the present study was confirmed, in that
participants from the experimental group showed a lower
level of social anxiety, more positive emotions, fewer nega-
tive emotions, fewer dysfunctional beliefs, and more adap-
tive coping skills, when compared with the members of the
control group at the end of the group treatment. According
to the cognitive model of social anxiety,37 the success of
cognitive therapy for social anxiety lies in its effectiveness
in modifying the dysfunctional cognitive processes of the
persons involved. In our CBT groups, the content focused
mainly on the identification and modification of negative
automatic thoughts and dysfunctional rules and assumptions
held by the members. Thus, the significant difference in DAS
scores between CBT and control groups could be attributed
to the knowledge and skills learnt through the group and
homework exercises completed by members in the experi-
mental group. Indeed, we designed a Chinese group manual
that contained group exercise worksheets, homework
worksheets, and easy readings that helped members under-
stand and modify their own patterns of negative automatic
thoughts and dysfunctional attitudes and assumptions.
Besides, the mutual sharing and feedback from group mem-
bers probably also played a powerful role in facilitating
changes in members’ thinking and behaviours. Throughout
the group processes, members were encouraged to gently
challenge one another’s automatic thoughts and dysfunc-
tional rules. They were also able to encourage one another
to develop and practice new ways of thinking and behaving.
Indeed, a number of studies have repeatedly demonstrated
the therapeutic effects of CBT group treatment for people
with various emotional disorders.38,39

The results provided preliminary evidence for the effect-
iveness of CBT group treatment for Chinese people suffer-
ing from social anxiety in Hong Kong. With a prevalence of
111,000 people potentially suffering from social anxiety in
Hong Kong,40 this type of CBT group may serve as a pos-
sible treatment alternative for people with such a mental health
problem. However, future research is needed to collect evi-
dence to support the longer-term effect of CBT for this group of
socially anxious individuals. Moreover, this study cannot rule
out the fact that positive changes in the various outcome vari-
ables might have been due to the group effects such as emo-
tional support and advice provided by other group members.

Hypothesis 2 of this study was partially confirmed.
Results suggested that there were significant correlations
between dysfunctional attitudes and positive and negative
emotions among members of the experimental group.
However, no significant relationships were found among
dysfunctional attitudes, coping skills and social anxiety. One
possible reason for this is that there was not enough time
for the members in the CBT groups to practice the cogni-
tive and behavioural skills learnt during the group sessions.
Essentially, CBT strategies such as self-debating, thought
stopping, positive self-talk and self-reward require a great
deal of practice and feedback from others in order for the

individuals to use them effectively to deal with their
emotional problems.41 While our present group design
is able to facilitate participants to understand their dif-
ferent patterns of cognitive and behavioural responses and
provide participants with two sessions to practise newly-
acquired cognitive and behavioural strategies, much more
time is probably needed for participants to gain positive
experiences and competence in using the strategies in daily
life. Indeed, previous studies found similar insignificant
results in coping skills among Chinese people participating
in CBT groups for people at risk of developing poor mental
health and depression.23,24 Indeed, we recommend a second
stage CBT group which aims at providing participants who
have gone through the present CBT group with more time
and feedback so that they can practise and consolidate the
cognitive-behavioural strategies learnt in stage one.

This is one of the few documented studies of the appli-
cation of CBT in Chinese people with emotional problems.
Future studies need to examine closely the issue of
indigenisation of CBT for the Chinese population. However,
two initial observations are put forward here for future
verification. Generally speaking, Chinese people are not used
to expressing their opinions and emotions in front of
strangers.42 In the group processes, we found that group
participants expected the group leaders to provide a group
structure for discussion and to facilitate such a discussion
actively. However, once the group participants had gotten
used to such an open atmosphere, they were able to discuss
issues freely among themselves, and the group leaders could
gradually facilitate the participants to take more control of
group processes. These experiences tell us that initial strong
encouragement by the group leaders may be necessary for
Chinese participants to ‘warm up’ before they can venture
to express themselves and their emotions. Moreover, the
group leaders have to create the kind of atmosphere (i.e.,
set the tone) so that the participants understand that it is
acceptable to express their opinions and emotions openly.
On the whole, the group leaders have to be active and
directive when working with Chinese people in groups. Our
experiences also reveal that our group participants were not
used to direct confrontation and were distressed by this when
they had to confront or be confronted by others during the
group processes. However, once a supportive atmosphere
was established, the participants felt comfortable in con-
fronting and being confronted by one another. Thus, the CBT
approach, which requires the participants to face and modify
their dysfunctional beliefs, seems to be suitable for use in
Chinese subjects.

This study adopted a randomised waitlist control design
to examine the efficacy of group CBT for Chinese people
with social anxiety in Hong Kong. The results suggested
that group CBT was able to help members reduce social
anxiety and dysfunctional beliefs, and increase adaptive
coping skills. Future studies should, first, increase the sample
size so that more convincing evidence for the efficacy
of cognitive therapy for people with social anxieties in
Hong Kong can be collected. Secondly, it is necessary to
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introduce a comparison group such as an activity group
to the study design because such an inclusion can isolate
the influence of group effects, and possibly ascertain the
effects of CBT treatment. Third, this study should include a
follow-up assessment. Fourth, objective assessment such as
a clinical assessment performed by a psychiatrist should
be introduced in order to minimise the possible social
desirability bias made by the participants in making posi-
tive post-test responses. Although DAS has been used to
measure cognitive functioning of people with anxieties,
it is largely used on individuals with depression. Other
more suitable instruments, such as the Fear of Negative
Evaluation Scale could be used instead.
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