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As established in the literature, shyness is much more complex when compared to the
        common use of the term. Overall, individual studies have utilized their own working
        definition of shyness, and a general consensus of the construct is lacking. Shyness is an
        often frustrating condition with roots in developmental and attachment theories, while
        biology, physiology, and cognitive factors also contribute. In addition, and specific to
        shyness, rigid attributions are considered in that perceived social failures are resistant
        to change in the individual, and as such, negative social outcomes are expected. Despite the
        roots of shyness, the results of the unseen can manifest throughout the life of the
        individual and result in both short-term and long-term consequences.
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Course Overview



As established in the literature, shyness is much more complex when compared to the
        common use of the term. Overall, individual studies have utilized their own working
        definition of shyness, and a general consensus of the construct is lacking. Shyness is an
        often frustrating condition with roots in developmental and attachment theories, while
        biology, physiology, and cognitive factors also contribute. In addition, and specific to
        shyness, rigid attributions are considered in that perceived social failures are resistant
        to change in the individual, and as such, negative social outcomes are expected. Despite the
        roots of shyness, the results of the unseen can manifest throughout the life of the
        individual and result in both short-term and long-term consequences.

Audience



This course is designed for licensed mental health professionals, including social workers, counselors, and therapists, who may assist persons with their shyness.
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NetCE has been approved by NBCC as an Approved Continuing Education Provider, ACEP No. 6361. Programs that do not qualify for NBCC credit are clearly identified. NetCE is solely responsible for all aspects of the programs. As a Jointly Accredited Organization, NetCE is approved to offer social work continuing education by the Association of Social Work Boards (ASWB) Approved Continuing Education (ACE) program. Organizations, not individual courses, are approved under this program. Regulatory boards are the final authority on courses accepted for continuing education credit. 

 Continuing Education (CE) credits for psychologists are provided through the co-sponsorship of the American Psychological Association (APA) Office of Continuing Education in Psychology (CEP). The APA CEP Office maintains responsibility for the content of the programs.

 NetCE is accredited by the International Accreditors for Continuing Education and Training (IACET).  NetCE complies with the ANSI/IACET Standard, which is recognized internationally as a standard of excellence in instructional practices. As a result of this accreditation, NetCE is authorized to issue the IACET CEU. 

NetCE is recognized by the New York State Education Department's State Board for Social Work as an approved provider of continuing education for licensed social workers #SW-0033.

This course is considered self-study, as defined by the New York State Board for Social Work. NetCE is recognized by the New York State Education Department's State Board for Mental Health Practitioners as an approved provider of continuing education for licensed mental health counselors #MHC-0021. This course is considered self-study by the New York State Board of Mental Health Counseling. 

NetCE is recognized by the New York State Education Department's State Board for Mental Health Practitioners as an approved provider of continuing education for licensed marriage and family therapists. #MFT-0015.This course is considered self-study by the New York State Board of Marriage and Family Therapy. 
Materials that are included in this course may include interventions and modalities that are beyond the authorized practice of licensed master social work and licensed clinical social work in New York. As a licensed professional, you are responsible for reviewing the scope of practice, including activities that are defined in law as beyond the boundaries of practice for an LMSW and LCSW. A licensee who practices beyond the authorized scope of practice could be charged with unprofessional conduct under the Education Law and Regents Rules. 

Designations of Credit



NetCE designates this continuing education activity for 1 NBCC clock hour(s). Social workers participating in this intermediate to advanced course will receive 3 Clinical continuing education clock hours. NetCE is authorized by IACET to offer 0.3 CEU(s) for this program. NetCE designates this continuing education activity for 3 credit(s). 

Individual State Behavioral Health Approvals



In addition to states that accept ASWB, NetCE is approved as a provider of continuing education by the following state boards: Alabama State Board of Social Work Examiners, Provider #0515; Florida Board of Clinical Social Work, Marriage and Family Therapy and Mental Health Counseling, CE Broker Provider #50-2405; Illinois Division of Professional Regulation for Social Workers, License #159.001094; Illinois Division of Professional Regulation for Licensed Professional and Clinical Counselors, License #197.000185; Illinois Division of Professional Regulation for Marriage and Family Therapists, License #168.000190; 

Course Objective



To understand shyness from a biologic, psychological, social, and attributional perspective can help expand treatment options. The purpose of this course is to bring about awareness of the intricacy of shyness, which can assist clinicians in providing thorough treatment.

Learning Objectives



Upon completion of this course, you should be able to:
	Compare and contrast the working definitions of shyness and how it may affect treatment.
	Discuss the application of attachment theories to shyness, including the role of the parent-child relationship.
	Outline how attributional theories are used to better understand the causes of shyness.
	Analyze the role of genetics and physiologic response in the development of shyness.
	Identify differences in shyness according to gender and age.
	Describe various treatment approaches used in the care of shy clients.



Faculty



Michael E. Considine, PsyD, LPC, is a licensed professional counselor in New Jersey and Delaware and a New Jersey Certified School Psychologist. He received his PsyD from Chestnut Hill College in Philadelphia, Pennsylvania, in 2009 and his Master's degree from Georgian Court College Graduate School in Lakewood, New Jersey. He works with children of all ages, adults, couples, and families with a wide range of emotional and behavioral issues. As a school psychologist, Dr. Considine also conducts full psycho-educational batteries and has acted as a consultant for parents of children with special needs. Most recently, he has been facilitating trainings and workshops for hospitals and schools. Dr. Considine is currently employed as an independent contractor through Mid Atlantic Behavioral Health in Newark, Delaware.
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Implicit Bias in Health Care




      The role of implicit biases on healthcare outcomes has become a concern,
      as there is some evidence that implicit biases contribute to health
      disparities, professionals' attitudes toward and interactions with
      patients, quality of care, diagnoses, and treatment decisions. This may
      produce differences in help-seeking, diagnoses, and ultimately treatments
      and interventions. Implicit biases may also unwittingly produce
      professional behaviors, attitudes, and interactions that reduce patients'
      trust and comfort with their provider, leading to earlier termination of
      visits and/or reduced adherence and follow-up. Disadvantaged groups are
      marginalized in the healthcare system and vulnerable on multiple levels;
      health professionals' implicit biases can further exacerbate these
      existing disadvantages.
    

      Interventions or strategies designed to reduce implicit bias may be
      categorized as change-based or control-based. Change-based interventions
      focus on reducing or changing cognitive associations underlying implicit
      biases. These interventions might include challenging stereotypes.
      Conversely, control-based interventions involve reducing the effects of
      the implicit bias on the individual's behaviors. These strategies include
      increasing awareness of biased thoughts and responses. The two types of
      interventions are not mutually exclusive and may be used synergistically.
    


1. INTRODUCTION



An understanding of shyness and its social and psychologic impact is necessary in order to assist clinicians in providing optimal treatment. Knowledge of the biologic, psychological, and social aspects of shyness can help expand treatment intentions for clinicians. Because shyness can negatively impact the quality of one's life, it should be addressed appropriately and fully.

2. SHYNESS DEFINED



Past research has acknowledged the complexity of thoroughly investigating shyness due to different operational definitions [1,2,3]. While research has focused on aspects of shyness (considered working definitions), the literature appeared to lack a general consensus. For instance, Rickman and Davidson defined shyness as a combination of genetics, socialization, and modeling by an adult caregiver [4]. Bruch and Pearl, on the other hand, emphasized a particular attributional style that encompassed locus of control, stability, and controllability [5]. Since then, definitions have primarily focused on baseline physiologic differences between shy and non-shy individuals [2,3,4].
Shyness is a behavior that is easily observable while being
      difficult to define. For instance, shyness may be viewed as a tendency to be self-conscious,
      uncomfortable, and anxious while socially engaged, especially upon an initial interaction
        [3,6]. Shyness has also been viewed as a cognitive dysfunction, in that a person
      feels responsible for social failures [5,7]. Because past research had difficulty
      operationally defining shyness, other terms were used, including "temperamentally or
      behaviorally inhibited" and "communication apprehension" [4,6].
Shyness is subjected to different theoretical orientations as
      well, and this has further complicated its definition. For example, Srivastava, John, Gosling,
      and Potter compared the Big Five factors (openness, conscientiousness, extraversion,
      agreeableness, and neuroticism) and the contextual theory of personality [8]. The former, also known as the plaster
      hypothesis, stated that personality was based upon biology and remained relatively stable
      throughout life [8]. The latter, by contrast,
      viewed personality as evolving through circumstance and subject to change based upon both
      critical life periods and the gender of the individual. Additional theoretical orientations
      included early attachment between child and caregiver and genetic and neurologic factors [2,3,7,9].
For the purposes of this course, the term shyness is generally defined as excessive self-consciousness and negative self-evaluation in response to real or imaged social interactions, causing anxiety or discomfort in social situations and possibly interfering with the fulfillment of personal and professional goals [44]. It is important to note that shyness is considered a personality trait, and while it may present as a component of social anxiety/phobia, it is not considered a social anxiety disorder.

3. ATTACHMENT THEORIES AND SHYNESS



The tendency for social avoidance and affective states, such as
      anxiousness, have been studied in parental attachment theories and shyness, both indicators of
      early emotional adjustment and later social competency [5,6,11,12,13,14]. According to attachment theory, parents have
      influence over a child's personality development [15]. A secure bond results in a secure child who feels comfortable to explore
      the environment. The secure bond further allows the child to become accustomed to, and later
      involved in, interpersonal relationships. Overall, the literature was consistent in the
      finding that meeting a child's early emotional needs had long-lasting, positive social effects
        [7,9,11]. For instance, women
      showed both increased psychological well-being and social competence when securely attached to
      both figures as they transitioned into college [11].
According to this theory, it is probable that the maternal
      influence was traditionally stronger in the earlier years of development, as the mother likely
      spent more time with the child [15,16]. In a 2018 study, researchers found a link
      between marital conflict and parental attachment [14]. Specifically, higher marital conflict led to more negative emotions and
      fewer positive emotions when parents (particularly fathers) interacted with their children,
      with resultant impact on parent-child attachment [14]. These findings are consistent with the father-vulnerability hypothesis,
      which states that fathers' parenting is likely to be adversely affected by marital conflict
        [14]. Measured parent behaviors included the
      negotiation of marital problems and the amount of self-reported responsibility one assumed
      during conflict. Sensitive parental behaviors were defined as promptness and appropriateness
      of parent responses to the child. Finally, parenting attitude was defined by how much the
      parent enjoyed playing with the child as observed by positive interactions or the amount of
      physical and verbal activity with the child.
In this study, the presence or absence of a young (1 to 2 years of age) child's disorganized behaviors was observed in response to a "strange situation." The "strange situation" involved having the child's parent and child together while the child explored the environment. After some time, an unfamiliar person entered and spoke with the parent, who then left the room. With the parent absent, the unfamiliar person interacted with the child and left the room. The parent later returned, interacted with the child, and again left, leaving the child alone. The unknown person then re-entered, interacted with the child, and the parent re-entered the room. The unknown person then left, and the "strange situation" had ended [17]. Disorganized behaviors were identified as restricted movements of the child in the presence of the parent, rocking on hands and knees following the parent leaving, moving away from the parent when frightened, and screaming upon separation from the parent [14]. Based upon the behavior observed when returned to his or her mother, the child was classified as secure, insecure-resistant, or disorganized-disoriented.
After all data were analyzed, several correlations were noted between attachment behaviors and marital conflict. Specifically, marital conflict was negatively correlated with sensitive interactions and positively correlated with maternal parenting attitude [14]. Also, the degree of attachment between mother and child was correlated with positive interactions. Finally, the overall degree of conflict within the marriage and the child displaying disorganized behavior were positively correlated.
The findings of these studies have been replicated in many
      others, with marital conflict playing a role in attachment, an indicator of later social
      competency [5,6,11,12,13,14]. However, the degree to which a particular parent had a stronger influence
      was unclear, especially when factors such as genetics and cognitive self-talk were introduced
        [14,15,16]. To further complicate
      the role of attachment in the later development of shyness, studies also examined the role of
      race and perceived parental bond. For instance, Rice, Cunningham, Young, and Mitchell
      researched parental attachment, gender differences, and the influence of race in a sample of
      college students [16]. Assessments were
      utilized to rate the participants' perceived parental bond, social competencies, and overall
      emotional well-being. With the application of each measure, the authors hoped to expand upon
      attachment theory literature and measure the social competencies of both African American and
      White adolescents.
The results of this study showed that the African American and White participants held similar views of parental attachment [16]. Specifically, the authors correlated that if attachment bonds were strong, the social competencies of the participants were strong, regardless of race. In both groups, overall perceived parental relationships were stronger for fathers, although this finding was stronger in the African American sample. This paternal finding contradicted past research that cited a greater maternal influence in attachment [11,13,15,18]. A final finding of the study was that White participants perceived stronger relationships to both parents when compared to the African American sample. However, in another study, researchers found little evidence that race or gender moderated differences in the quality of caregiving or insecure attachments during adolescence [10].
Simpson, Collins, Tran, and Haydon studied a double-mediation developmental model, which was based upon original attachment theories [19]. This model states that the ability to successfully engage in romantic relationships is based upon a foundation of successful infant attachment and peer relationships. In other words, the authors hypothesized a positive correlation between infant attachment and peer relationship satisfaction, followed by satisfactory romantic relationships. To test the hypothesis, they engaged in a longitudinal study beginning at infancy and continuing through 20 to 23 years of age [19]. As infants, the 78 participants were subjected to the strange situation to allow for observation of the child when separated from the mother. Based upon the child's reactions, he or she was assigned a classification of either secure, avoidant, or anxious/resistant. The children were again assessed while in the first, second, or third grade. This time, however, the teacher of the targeted student was given a scenario of an imaginary child. With the teacher unaware of the participating child, the teacher sequentially ranked how closely the scenario resembled each child in the class. As adolescents, the authors interviewed participants about their close friends and comfort level disclosing personal information to them. While in their early 20s, participants completed a detailed questionnaire about experienced emotions if romantically involved. Finally, each romantically involved partner independently completed questionnaires regarding relationship issues (decided the most problematic) and communicated solutions.
The goal of this study was to assess relationships at socially significant periods of life [19]. The study revealed a correlation between attachment at infancy and feeling secure and competent at critical stages of social development. The results of the study indicated a domino effect, whereby less securely attached infants were less socially competent as elementary school children. As a consequence, this negatively impacted how social relationships were viewed during adolescence and how later romantic relationships were handled. The authors claimed that this study was the first to suggest continuity between early attachment relationships in later life [19].
Based on published research, shyness appears to at least
      partially originate from the quality of the early attachment between child and caregiver. This
      cross-cultural phenomenon has been noted in both overall theory and empirically based studies
        [7,9,11,15,16]. An indirect influence on attachment is marital discord, the degree of
      which negatively impacts parent and child interactions [14]. The unfortunate outcome of insecurely attached children is lifelong
      social anxieties [19].

4. PARENT AND CHILD RELATIONSHIPS



From birth, parents have a tremendous impact upon their children's long-term social well-being and self-confidence. It is the consistency of caregiving, coupled with an appropriate balance of encouragement and boundaries, that aids in satisfactory social interactions, self-confidence, and appropriate emotional reactivity later in life.
ERIKSON'S STAGES OF PSYCHOSOCIAL DEVELOPMENT



Erikson established a theory of the eight stages of psychosocial development that occur throughout life [20]. The importance of the initial four stages in building a foundation for positive social interaction is twofold. Firstly, the parent is primary in guiding the child through these stages, each of which influences how offspring later view social relationships. Secondly, confidence is the direct result of parental support when children begin to explore their environment.
The first stage of psychosocial development, trust vs.
        mistrust, begins at birth, when infants rely upon their parent or caregiver to provide
        comfort. If comfort is provided, infants develop a sense of trust, which is both a first
        social milestone and an emerging confidence. Specifically, children develop confidence when
        the primary caregiver's routine and schedule is reliable. If trust or confidence does not
        develop, the psychological well-being may be negatively impacted. In one study, poor
        parental attachment was associated with an increase in feelings of defectiveness and risk of
        suicide in college students [11].
According to Erikson, after children exit the trust vs. mistrust stage, they enter a second stage: autonomy vs. shame and doubt [20]. This stage is characterized by a significant gain in motor skills, which provides the child with an opportunity to physically explore the environment. The resolution of this stage is dependent upon the degree of encouraged self-expression by the parent. The ultimate outcome is the child developing the capacity of either holding on or letting go [20]. To develop the latter, a child must be permitted to explore the environment while the parent helps appropriately ensure safety. An appropriate balance of exploration and caution further solidifies proper attachment as the child understands the supported quest for autonomy [11]. A sense of pride develops if autonomy occurs, while shame and doubt will result in uncertainty and the preference to be unnoticed [20].
The next stage is initiative vs. guilt. Initiative is a
        natural progression from autonomy, as the child feels a sense of pride and develops
        confidence to engage in goal-seeking behaviors [20]. At this stage, the child begins to separate from the parent as he or
        she begins school. If he or she successfully resolves previous conflicts, primarily through
        parental encouragement and modeling, the ability to cooperate and learn from other adults
        develops. In addition, the child feels confident in his or her abilities to establish and
        reach goals.
When initiative vs. guilt is resolved, a child is well prepared to successfully address the next conflict, industry vs. inferiority. At this stage, many children, and emerging adolescents, start to disconnect from parental bonds, and their social life takes top priority. If all conflicts are successfully resolved and the parent provides adequate modeling and encouragement, children should succeed socially. If not, children may lack the confidence to try new things or take social risks.
The earlier psychosocial stages as theorized by Erikson highlight the importance of successful resolution [20]. For instance, if early conflicts are unresolved, shyness could result as a child learns to mistrust others and initial social milestones are missed. If a sense of shame and doubt arises, the child will not develop confidence as a result of being discouraged from utilizing emerging motor skills as a vehicle for social contact. Furthermore, if guilt develops, the child does not develop self-confidence to separate from parents. However, Erikson's model is based on children being raised in a two-parent household in which the mother is the primary caregiver. Variations in family structure may impact the successful resolution of the various stages.

SHYNESS AND PERCEIVED PARENTING



The impact of an individual's perceived relationship with the parent is crucial in the development of shyness; however, it has been underaddressed in research and clinical practice. It is generally the parent who provides both a social model and a source of social encouragement and discouragement [4]. The results of research on the topic indicate that anxiety-related self-talk positively correlates with having negative perceptions of parenting by an adult child [13,21,22].
In shyness, parenting research has primarily centered on
        parenting styles [13,18]. As noted, important factors that
        contribute to shyness include socialization and parental modeling [4]. Examining the role of perceived parenting
        in shyness is important, as factors such as low familial warmth, utilizing criticism and
        shame for discipline, feeling a lack of parental support, and overly controlling parents
        have been noted to intensify shyness [21,23,24].
Research regarding perceived parenting and shyness has garnered inconsistent results across age groups and genders [21]. In one study of 260 fifth- and sixth-grade students, teachers completed measures of classroom behavior focused on internalized behavior, such as degree of self-criticism and negative self-talk, while the students completed measures regarding attitudes children had about their parents. The girl students perceived fathers as more accepting than mothers compared to the boys. Among both genders, higher scores on internalized behaviors were correlated with perceptions of mothers as less accepting and more controlling, perhaps because mothers played more of a disciplinarian role than fathers.
Self-criticism is a primary characteristic of shyness, and
        studies have investigated the relationship between negative self-talk and perceived
        parenting [22]. In one study, participants
        with higher levels of self-criticism perceived parents as rejecting and restrictive,
        especially the same-sex parent [22].
        Self-criticism and depressive symptoms during adolescence were related to the perception
        that parents (particularly mothers) are being psychologically controlling [22].
In another study, female college students were analyzed
        using the Social Reticence Scale (SRS), which focused on difficulties related to shyness,
        and the Children's Report of Parent Behavior Inventory, which examined perceived parental
        behaviors [18,25]. The results showed that less shy women
        perceived better relationships with their mothers. Any significant correlation involved the
        same-sex parent, and findings alluded to a maternal influence on shyness in college-aged
        women. Women deemed shy tended to perceive mothers as both unaccepting and anxious. The
        results indicated an insignificant relationship between father/daughter dyads, which was
        supported by additional research [22].
A final study explored the relationship between social phobic symptoms and perceived parenting [13]. The authors divided a sample population into three subgroups: those defined as generally socially phobic, those defined as situationally socially phobic, and a control sample of adults seen as not socially phobic. Overall, socially phobic participants felt that their parents isolated them from both family and friends. Generalized social phobics tended to report that their mothers were avoidant of social situations. When compared to the nongeneralized social phobics, generalized social phobics felt parents were overly concerned about how they were perceived by others. However, this study found only a maternal influence in social phobias for both men and women and no significance for the fathers of social phobics [13].

IMPACT OF DIVORCE



Aside from Erikson's psychosocial stages, other factors impact parental relationships and can either benefit or hinder psychological growth of children. The effect of divorce on children may be multifaceted, with emotional, behavioral, educational, and social issues arising in the aftermath. Studies have shown that divorce has been linked to impaired parent-child relationships and depressive symptoms in children [26]. Multifaceted family unions may moderate the negative effects of divorce on children and differences may be noted based on culture, ethnicity, family structure, and special needs [26].


5. ATTRIBUTIONAL THEORIES AND SHYNESS



Attributional style is the manner by which one explains life
      experiences and can lean toward optimism or pessimism [5]. Attribution is comprised of three factors, each falling within a
      continuum: locus of control, stability, and controllability [27]. The first, locus of control, is determined by the extent to which a
      person assigns cause to an event to internal (positive) or external (negative) factors. In
      other words, cause is either attributed to the self or something in the environment. Stability
      is defined by whether the cause of an event is fixed (negative) or variable (positive); a
      person may believe the causal factor can change over time or that it is unchanging (e.g., luck
      or chance). The final factor is controllability, or the extent to which a person believes that
      capability for change (either internally or externally) is achievable [28]. Shyness is correlated with negative
      attribution styles, whereby the person perceives limited control. In shy individuals, causal
      attributions are perceived to be resistant to change, and as such, negative outcomes are
      expected [29].
In a study of shy college students who were compared to a matched sample of non-shy students, each participant was asked to complete a 10-item attributional measure that contained a situation with either a positive or negative outcome [29]. Each item was related to one of three situations: performing a task, close interpersonal relationships, or initiating new relationships. Each item required that participants imagine that the particular situation was happening.
The researchers examined the extent to which each participant internalized the outcomes of a situation, how each generalized the causes to real-life situations, the likelihood of each situation actually happening, and the potential impact of the situation [29]. The authors found shy participants were more likely to attribute the results of positive scenarios to circumstances in which they lacked personal control. For instance, friendships were established at the workplace because co-workers were friendly, not because the individual was likeable or made an effort to make friends.
In the negative scenarios, shy participants significantly ascribed imagined outcomes to their own stable behavioral patterns [29]. In these situations (e.g., "You gave an important talk, and the audience reacted negatively"), the degree to which a shy participant placed blame on him/herself for negative situations was more significant than credit for the positive. The authors reasoned that shy persons tended to expect both negative consequences and undesirable outcomes, especially in unfamiliar situations. This was primarily due to negative self-talk. Consequently, shy participants had difficulty acknowledging success. These attributions further promoted socially inhibiting behaviors and increased the likelihood of depression and/or anxiousness.
Another study examined how the practice of self-compassion may be used to reduce anticipatory anxiety (e.g., giving a speech) [30]. Self-compassion consists of three distinct parts: self-kindness, common humanity, and mindfulness [30]. All three are used to ground individuals instead of lapsing into self-criticism, identifying with negative factors, and believing that they are alone in their faults. In this study, those who were more socially anxious benefitted more from and were more receptive to self-compassion training than those who were less anxious [30]. Another important aspect of shyness is its ability to resolve over time and in certain situations [8,31]. One study consisting of 205 university students used online questionnaires and assessments to evaluate the students' friendship networks and traits that predicted friendliness. Three Big Five traits were associated with friendship selection: extraversion, agreeableness, and openness [31]. Extraversion was the most important factor in selecting friends, but it did not predict being selected as a friend over time [31]. Agreeableness did predict selecting and being selected as a friend. Similar degrees of openness were also found to play a role in friendship selection [31].
IMPLICIT SELF-THEORIES



Two shy people may respond differently to a given social
        situation, and it is believed that perceived control of this personality trait may be
        responsible [32]. A shy person may minimize
        his or her shyness based upon cognitive mediation, motivation, and self-awareness. This
        implicit theory of shyness is based on both entity theorists, who believe that personality
        is fixed, and incremental theorists, who believe that personality is dynamic. For example, a
        shy person would likely fail socially if he or she believed that shyness was unchangeable.
        Conversely, a person who felt that shyness was controllable could socially succeed.
Three related studies were conducted to examine differences in shy behaviors in individuals who were either entity or incrementally oriented [32]. Each study was conducted in colleges, although the participants' ages varied from late teens to early 40s. Each participant was subjected to a series of measures addressing beliefs about shyness and tendencies to avoid or approach social situations. In addition, the authors either videotaped an interaction and/or the individual believed that a videotaped interaction would occur. The results were varied, although some similarities between incremental-and entity-oriented participants were noted.
First, incrementally oriented individuals had an increased awareness of shyness and were motivated to overcome it [32]. Second, those incrementally oriented persons reported less intense physiologic responses during videotaped interactions. In contrast, those who qualified as entity-oriented reported applying techniques to escape social situations, especially if the person also had low self-confidence. In addition, entity-oriented persons displayed more socially avoidant strategies during videotaped interactions later witnessed by outside observers. Socially avoidant strategies included asking questions about the other person to avoid disclosure, avoiding eye contact, and looking interested to avoid speaking.
Despite the differences, several similarities among the shy individuals were also noted [32]. Regardless of incremental or entity orientation, shy individuals tended to be concerned about making a positive impression on the interactive partner. Although it was more significant in the entity-oriented persons, outside observers also noted a certain degree of nervousness in all the participants. Finally, shy participants were generally concerned about perceived negative consequences, such as being liked and/or being judged. This finding reinforced the external locus of control explanation as noted by earlier attribution studies [29,30].
A shy individual will often attribute perceived social
        failures to something within the self. Specifically, scenarios with positive outcomes were
        externally dismissed as luck or chance, while those with negative outcomes resulted in
        self-blame [29,30]. The magnitude of this belief was dependent
        upon how the individual perceived shyness; cognitive mediation in social situations is
        instrumental [32].


6. GENETIC ORIGINS OF AND PHYSIOLOGIC RESPONSES TO SHYNESS



In addition to attachment and attribution, genetic and neurologic factors also impact social shyness. This is evidenced by observations of the parents of shy children and by utilizing technology to measure the brain reactivity of young children [2,3,4].
Although much of the research on shyness focuses on environmental etiologies, there is some evidence attributing the origins of shyness to a socially fostered genetic predisposition [4,33]. In one study, parents completed measures of current and general affect states, a three-trial circle drawing task that measured motivational behaviors, and six personality scales that investigated traits related to shyness (i.e., degree of extroversion, sociality, and avoidance) [4]. In addition, the parents also had an electroencephalographic (EEG) recording cap and electro-oculogram electrodes fastened for the purpose of measuring physiologic responses to anxiousness.
The authors concluded that parents of inhibited children
      tended to display higher levels of anxiety [4]. This parental anxiety was positively correlated with behavioral inhibition of the children
      in the study, suggesting a biologic influence to shyness. This anxiety was especially
      triggered in unfamiliar situations. As a consequence of anxiety, parents with inhibited
      children displayed decreased extroversion, increased social avoidance, and shyness. The
      authors related that the occurrence of shyness in children was based on a diathesis, whereby
      behavioral inhibition was both genetic and environmentally triggered. While parents are not
      seen as the sole cause of a child's shyness, they are believed to establish conditions in
      which shyness is possible [33].
In a physiologic study of personality, researchers examined
      brain reactivity to emotional stimuli and its impact on personality [2]. This study was based upon the Big Five factor
      personality traits, specifically extraversion and neuroticism. The study involved 68
      participants (46 women and 22 men) who assessed the emotional states of muted video clips. The
      authors noted that the bilateral medial temporal gyrus (MTG) was identified as a key region in
      the processing of emotional faces and that this region correlated with neuroticism scores
        [2]. Female participants had much stronger
      activation differences between emotional and neutral facial expressions in the left MTG [2]. Further, the higher the neuroticism score,
      the stronger the action in the bilateral MTG for both genders [2]. In the right MTG, activation to positive
      stimuli was correlated with neuroticism. This neuroticism factor is considered especially
      important as it is linked to feelings of anxiousness and apprehension [2]. As a personality trait, neuroticism has been
      described as feeling lonely, even while in the presence of others, and feeling worried and
      tense without identifiable cause [34]. Other
      research has shown that those who score higher in measures of neuroticism may be more likely
      to react with fear, the emotion that maintains shyness [3]. Cognitively, the specific fears or worries that reinforce shyness are
      related to how a shy person believes he or she is perceived by others [35].
Physiologic and neurologic differences were noted in shy and
      non-shy preschool students in a study of how each population processed emotion [3]. Theall-Honey and Schmidt hypothesized that
      shy children would display significantly greater brain activity in the right anterior portion
      of the brain (as indicated by an EEG) when watching emotionally stimulating movie clips [3]. In addition, the authors predicted the
      baseline heart rate of shy children would be higher when compared to non-shy peers. Overall,
      they found that shy children displayed significantly stronger EEG activity in the right
      central part of the brain while at rest when compared with non-shy children [3]. The authors concluded that shy children
      showed the strongest EEG responses with clips that elicited fear. This finding is important,
      as fear is the emotion that maintains shyness. Furthermore, shy girls displayed a pattern of
      significantly higher right frontal EEG activity both without emotional stimulation and in
      response to clips that evoked fear and sadness when compared with shy boys. Shy children
      perceived the video clips with negative emotions more intensely when compared to the non-shy
      children. Finally, all children assessed as shy showed an overall higher baseline heart rate
      without stimulation than non-shy children.

7. SHYNESS AND GENDER DIFFERENCES



Research consistently indicates that existing gender
      differences impact degree of shyness [35,36]. Gender-specific consequences have been noted
      as a result of these differences [31,37]. The resulting behaviors range from delayed
      romantic involvement and physical aggression in boys and men, to difficulty concentrating as a
      result of socially triggered anxiety in girls and women [36,38].
Research has indicated that shy boys are more prone to
      depression as they transition from the end of high school to the end of the first semester at
      college than girls [37]. This is generally due
      to their difficulty adjusting to the demands of college and being more preoccupied with their
      parents compared to girls. Furthermore, as discussed, physiologic differences have been
      identified between male and female preschoolers, specifically in brain reactivity to
      unpleasant emotions [3].
In another study, the authors asked that participants engage in an unstructured conversation, recorded on videotape, and then complete a self-report questionnaire [35]. Participants viewed their own videotaped conversations and completed a thought-feeling measure about the conversation and the extent to which each participant enjoyed the interaction. Finally, independent evaluators examined the videotapes.
For both genders, shy individuals viewed thoughts and feelings concerning social skills more negatively than the non-shy controls [35]. Specific negative social cues included a closed body posture and decreased amounts of eye contact compared to the non-shy sample. Women tended to assume more of a shy role in same-sex interactions compared to men, who likely felt more societal pressure with initial heterosocial interactions. The women's shyness was related more to dynamic, nonverbal behaviors, such as the amount of eye contact, displaying a pleasant affect (e.g., smiling, laughing), and the amount of active listening.
As with women, male shyness was related to both verbal and nonverbal behaviors [35]. This specifically included both eye contact and thoughts and feelings of how they were perceived by women. Secondly, the shyer a male participant, the less frequently he spoke and the less amount of time he spent speaking. Shy men tend not to initiate and tended to discourage eye contact with their partners. While reviewing thoughts and feelings of the shy man, it was found that he was overly concerned about his anxiety and stress while interacting with a partner. Consequently, he devoted less energy to the conversation, which induced anxiousness in his partner. When compared to the women in the study, men reported less positive self-talk.
Another study examined gender differences in shyness with 82 male and 82 female college students [36]. Each student was required to complete several measures on shyness and desire for social ability. In addition, each completed measures on the believed ability to control temperament (e.g., concentration, focusing, inhibition), emotions, and interpersonal stressors. A designated peer was also required to assess the participant using similar measures. Shy participants, regardless of gender, exhibited lower levels of constructive coping techniques [36]. This included taking additional actions to solve problems, planning, and seeing positives in a situation viewed as negative. Also, both genders displayed a greater degree of physiologic reactions, negative cognitions, and levels of anxiety and personal distress. In addition, women had a strong correlation between attention shifting (characterized by multi-tasking and difficulty concentrating) and shyness. A negative correlation was found between the degree of shyness and acceptance coping, which was defined as the ability to accept present reality and trusting in a higher power. Through measures completed by friends, the researchers found that shyer men tended to conceal their emotions, and thus, they were more emotionally restrictive and likely to hide feelings if upset. Secondly, shy men were high in measures of inhibition control, which resulted in hindering emotional experiences. Behaviorally, inhibition control resulted in shy men being less likely to interrupt others while speaking. Consequently, shy men had difficulty contributing to a conversation.
Male shyness has been linked to consequences of varying
      severity, including difficulty initiating romantic relationships [31]. It is important to acknowledge and study
      shyness in men despite a potential unwillingness due to the vulnerability of previously
      discouraged self-disclosure. More critically, research has indicated a type of cynical shyness
      in men. In cynical shyness, men displayed a strong desire for social involvement but lacked
      social skills and, consequently, were repeatedly rejected by peers. As rejection re-occurred,
      the unexpressed emotional pain intensified, resulting in anger and hatred. Men with cynical
      shyness who lacked coping skills and/or resilience have been found to be more likely to commit
      acts of violence [38].

8. SHYNESS AND COLLEGE-AGED STUDENTS



The end of high school and beginning of college are the most obvious and clearly identifiable milestones in departing from parental attachments and experiencing new independence, and shyness has been shown to be strongest at pivotal points in a person's life, such as starting college [37,39]. The major task at this stage is to satisfy the need to establish a new social network; however, this has the potential to create emotional vulnerability and intensify shyness [24]. However, friendships may moderate this change [24]. Consequently, shy individuals are generally at a social disadvantage when starting college and tend to spend greater amounts of time on academic activities than their non-shy counterparts, with higher levels of reported loneliness and depression [23].
A longitudinal study examined shyness in adults 18 to 35 years of age and high-school students 16 years of age. Adults in the study scored higher on shyness scales than the adolescents, even after controlling for gender, race, and factors [40].
In one study of the relationships between happiness, loneliness, and shyness in college-aged individuals, the authors concluded that shyness correlates negatively with the number of friends and the size of the social network [41]. A richer social network correlates positively with optimism and well-being. Although statistically insignificant, a trend was noted in both genders, with a stronger trend in men. Due to the impact on quality of life, shyness and loneliness could potentially negatively impact an entire college career. Furthermore, if shyness and loneliness were dispositional, it could have a lifelong negative impact. This resulting consequence of ongoing shy behavior is labeled cumulative continuity [39].
It is important to note that there is evidence to suggest that some shy students will become increasingly adjusted to the demands of the college semester and more comfortable as time progresses [42]. Students who become acclimated to a new semester often display situational shyness, while those consistently shy and lonely experience dispositional shyness [5,6].

9. TREATMENT OF SHY INDIVIDUALS



In some cases, treatment of shy individuals will focus on the clinical manifestation, such as anxiety disorders or social phobia. However, individuals with lower levels of shyness for whom the condition nonetheless is negatively affecting their lives may also benefit from intervention.


Evidence Based Practice Recommendation

The American Occupational Therapy Association recommends a structured
        recreation and activity program for children with extreme shyness to increase extraversion
        and decrease timidity.
https://www.guidelinecentral.com/guideline/308528/

             Last Accessed: January 18, 2024
Strength of Recommendation/Level of Evidence:
        B


As noted, although similar in some respects, shyness is
      considered a personality trait, while social anxiety disorders are impairing psychiatric
      disorders. However, due to limited research dedicated to shyness, many of the treatment
      approaches for shyness are modeled from those used for social anxiety disorders [43,44]. The most common approaches include cognitive-behavioral therapy,
      systematic desensitization, and skills training, including assertiveness training and positive
      affirmations. The Stanford/Palo Alto Shyness Clinic has identified seven approaches to
      treating shyness, which may be applied to each individual in various combinations [44]: 
	Social skills training
	Simulated exposures to feared stimuli
	Flooding (exposure to the feared stimulus until elimination of reaction)
	In-vivo exposures
	Communication training
	Assertiveness training
	Thoughts/attributions/self-concept restructuring


In the past, the major focus of treatment for social phobia was on behavioral therapy, including desensitization. However, a cognitive-behavioral approach, including both group and individual therapy, with an emphasis on changing individuals' negative cognitions, is used more commonly today, with research supporting the efficacy of this type of treatment plan [45,46,47]. In some patients with extreme shyness, the inclusion of pharmacotherapy, utilizing an anti-anxiety medication, may be indicated.

10. CONCLUSION



From an internal experience, cognitive dysfunctions in shy individuals result in a tendency to be self-conscious, uncomfortable, and anxious while socially engaged [3,5,6,7]. Shy individuals tend to focus excessively on making a positive impression on others. In addition, negative self-talk plays a role in shyness [32]. One clear cause of shyness has not been identified, but it is believed to be the result of a combination of genetic and environmental factors. It is important to remember that physiologic differences have been documented in shy and non-shy individuals [2,3,4].
Shy persons' internal discomfort results in external behaviors that can impact long-term functioning, including difficulty acknowledging success, difficulty expressing oneself socially, and increased likelihood of experiencing periods of loneliness, anxiety, and/or depression [29,41]. External behaviors may be more subtle and include a closed body posture and decreased amounts of eye contact [35]. The culmination of both internal and external experiences creates potentially complicated adjustment to social milestones. As an example, negative self-talk, uncomfortable physiologic sensations, and behavioral inhibition can impact an entire college experience [41].
As clearly established in the literature, shyness is much more complex than the common use of the term implies. It is an often frustrating condition with roots in attachment and attribution theories, although biology, physiology, and cognitive factors also contribute. Despite the roots of shyness, the results of the unseen manifest throughout the life of the individual and result in both internal discomfort and external consequences.

11. GLOSSARY



Attributional style: Attribution style is part of a motivational theory. Attribution is comprised of three factors, each falling within a continuum: locus of control, stability, and controllability.
Contextual theory: A theory of personality that states that a personality can evolve through circumstance. According to the contextual model, personality is subject to change based upon both critical life periods and the gender of the individual.
Cumulative continuity: An interaction of factors and/or affective states that results in ongoing shy behavior.
Cynical shyness: A type of shyness, more common in men, whereby there is a strong desire for social involvement despite a lack of social skills, causing repeated rejection by peers. This resulting and unexpressed emotional pain increases to the point of intense anger and hatred.
Eight stages of psychosocial development: A developmental theory that states that personality is developed throughout life in eight stages.
Implicit theory of shyness: A theory of shyness with two components (entity and incremental) that helps explain how some people can or cannot minimize shyness.
Neuroticism: One of the "Big Five" factor personality traits associated with shyness. It is linked to feelings of anxiousness and apprehension.
Plaster hypothesis: A concept within the "Big Five" personality factors that states personality is based upon biology and remains relatively stable throughout life.
Primary attachment: Occurs during the first stage of Erikson's psychosocial development [20]. Primary attachment begins at birth when infants rely upon their mothers to provide comfort. With successful primary attachment, the child later adaptively adjusts to the environment.

Works Cited



1. 
      Colonnesi C, Nikolic M, De Vente W, Bogels SM. Social anxiety symptoms in young
        children: investigating the interplay of theory of mind and expressions of shyness.
          Journal of Abnormal Child Psychology.
        2017;45:997-1011.
    

2. 
    Klamer S, Schwarz L, Kruger O, et al. Association between neuroticism and emotional face processing. Scientific Reports. 2017;7(1):1-8.
  

3. 
    Theall-Honey LA, Schmidt LA. Do temperamentally shy children process emotion differently than nonshy children? Behavioral, psychophysiological, and gender differences in reticent preschoolers. Dev Psychbiol. 2006;48(3):187-196.
  

4. 
    Rickman MD, Davidson RJ. Personality and behavior in parents of temperamentally inhibited and uninhibited children. Dev Psychol. 1994;30(3):346-354.
  

5. 
    Scaini S, Caputi M, Ogilari A, Oppo A. The relationship among attributional style, mentalization, and five anxiety phenotypes in school-age children. Journal of Research in Childhood Education. 2019;34(4):1-15.
  

6. 
    Manning P, Ray G. Shyness, self-confidence, and social interaction. Soc Psychol Q. 1993;56(3):178-192.
  

7. 
    Coplan RJ, Baldwin D, Wood KR. Shy but getting by: protective factors in the links between childhood shyness and socio-emotional functioning. In: Schmidt LA, Poole KL (eds). Adaptive Shyness. Geneva: Springer Nature; 2020: 63-87.
  

8. 
    Srivastava S, John OP, Gosling SD, Potter J. Development of personality in early and middle adulthood: set like plaster or persistent change? J Pers Soc Psychol. 2003;84(5):1041-1053.
  

9. 
    Ciocanel O, Power K, Eriken A, Gillings K. Effectiveness of positive youth development interventions: a meta-analysis of randomized controlled trials. Journal of Youth and Adolescence. 2017;46(3):483-504.
  

10. 
    Haltigan JD, Roisman GI, Groh AM, et al. Antecedents of attachment states of mind in normative-risk and high-risk caregiving: cross-race and cross-sex generalizability in two longitudinal studies. Journal of Child Psychology and Psychiatry. 2019;60(12): 1309-1322.
  

11. 
    Langhinrichsen-Rohling J, Thompson K, Selwyn C, Finnegan H, Misra T. Maladaptive schemas mediate poor parental attachment and suicidality in college students. Death Stud. 2017;41(6):337-344.
  

12. 
    Van Eldik WM, de Haan AD, Parry LQ, et al. The interparental relationship: meta-analytic associations with children's maladjustment and responses to interparental conflict. Psychological Bulletin. 2020;146(7):553-595.
  

13. 
    Bruch MA, Heimberg RG. Differences in perceptions of parental and personal characteristics between generalized and non-generalized social phobics. J Anxiety Disord. 1994;8(2):155-168.
  

14. 
    Shuang B, Haak EA, Gilbert LR, Sheikh ML, Keller PS. Father attachment, father emotion expression and children's attachment to fathers: the role of marital conflict. J Fam Psychol. 2018;32(4):456-465.
  

15. 
    Thompson RA. Early attachment and later development: reframing the questions. In: Cassidy J, Shaver PR (eds). Handbook of Attachment: Theory, Research, and Clinical Applications. 3rd ed. New York, NY: Guilford Press; 2018: 330-348.
  

16. 
    Rice KG, Cunningham TJ, Young MB, Mitchell B. Attachment to parents, social competence, and emotional well-being: a comparison of black and white late adolescents. J Couns Psychol. 1997;44(1):89-101.
  

17. 
    Simply Psychology. Mary Ainsworth: The Strange Situation. Available at https://www.simplypsychology.org/mary-ainsworth.html. Last accessed January 1, 2024.
  

18. 
    Sette S, Hipson WE, Zava F, Baumgartner E, Coplan RJ. Linking shyness with social and school adjustment in early childhood: the moderating role of inhibitory control. Early Education and Development. 2018;29(5):675-690.
  

19. 
    Simpson JA, Collins WA, Tran S, Haydon KC. Attachment and the experience and expression of emotions in romantic relationships: a developmental perspective. J Pers Soc Psychol. 2007;92(2):355-367.
  

20. 
    Erikson EH. Childhood and Society. 2nd ed. New York, NY: WW Norton and Company; 1963.
  

21. 
    Taber-Thomas SM. Children's Reports of Deficient Parenting and the Prediction of Concurrent and Disruptive Behavior Problems. PhD Dissertation. Des Moines, IA: University of Iowa; 2013.
  

22. 
    Bleys D, Soenes B, Claes S, Villegen N, Luyten P. Parental psychological control, adolescent self-criticism, and adolescent depressive symptoms: a latent change modeling approach in Belgian adolescents. Journal of Clinical Psychology. 2018;74(10):1833-1853.
  

23. 
    American Psychological Association. Painful Shyness in Children and Adults. Available at https://www.apa.org/topics/painful-shyness. Last accessed January 1, 2024.
  

24. 
    Shell MD, Absher TN. Effects of shyness and friendship on socioemotional adjustment during the college transition. Personal Relationships. 2019;26(3):386-405.
  

25. 
    Crowe LM, Beauchamp MH, Catroppa C, Anderson V. Social function assessment tools for children and adolescents: a systematic review from 1988 to 2010. Clin Psychol Rev. 2011;31(5):767-785.
  

26. 
    Demir-Dagdas T, Isik-Ercan Z, Intepe-Tingir S, Cava-Tadik Y. Parental divorce and children from diverse backgrounds: multidisciplinary perspectives on mental health, parent-child relationships, and educational experiences. Journal of Divorce and Remarriage. 2017;59(6):469-485.
  

27. 
    Russell D. The Causal Dimension Scale: a measure of how individuals perceive causes. J Pers Soc Psychol. 1982;429(6):1137-1145.
  

28. 
    McAuley E, Duncan TE, Russell D. Measuring causal attributions: the Revised Causal Dimension Scale (CDSII). Pers Soc Psychol Bull. 1992;18(5):566-573.
  

29. 
    Teglasi H, Hoffman MA. Causal attributions of shy subjects. J Res Pers. 1982;16(3):376-385.
  

30. 
    Harwood EM, Kocovski NL. Self-compassion induction reduces anticipatory anxiety among socially anxious students. Mindfulness. 2017;8(6):1544-1551.
  

31. 
    Selfhout M, Burk W, Branje S, Denissen J, van Aken M, Meeus W. Emerging late adolescent friendship networks and big five personality traits: a social network approach. Journal of Personality. 2010;78(2):509-538.
  

32. 
    Beer JS. Implicit self-theories of shyness. J Pers Soc Psychol. 2002;83(4):1009-1024.
  

33. 
    Chorot P, Valiente RM, Magaz AM, Santed MA, Sandin B. Perceived parental child rearing and attachment as predictors of anxiety and depressive disorder symptoms in children: the mediational role of attachment. Psychiatry Research. 2017;253:287-295.
  

34. 
    Tacket JL, Lahey BB. Neuroticism. In: Widiger TA (ed). Oxford Library of Psychology: The Oxford Handbook of the Five Factor Model. New York, NY: Oxford University Press; 2017: 39-56.
  

35. 
    Yang X, Zhou M, Lama S, et al. Intrinsic brain activity responsible for sex differences in shyness and social anxiety. Frontiers in Behavioral Neuroscience. 2017;11:43.
  

36. 
    Eisenberg N, Fabes RA, Murphy BC. Relations of shyness and low sociality to regulation and emotionality. J Per Soc Psychol. 1995;8(3):505-517.
  

37. 
    Brook CA, Willoughby T. The social ties that bind: social anxiety and academic achievement across the university years. Journal of Youth and Adolescence. 2015;44(5):1139-1152.
  

38. 
    American Psychological Association. Cynical Shyness Can Precipitate Violence in Males, Say Researchers, and May Be a Factor in School Shootings. Available at https://www.apa.org/news/press/releases/2007/08/shyness. Last accessed January 1, 2024.
  

39. 
    Kandler C, Bleidorn W, Riemann R, Spinath FM, Thiel W, Angleitner A. Sources of cumulative continuity in personality: a longitudinal multiple-rater twin study. J Pers Soc Psychol. 2010;98(6):995-1008.
  

40. 
    Kwiatkowska MM, Rogoza R. A measurement invariance investigation of the differences in shyness between adolescents and adults. Personality and Individual Differences. 2017;116:331-335.
  

41. 
    Satici B. Testing a model of subjective well-being: the roles of optimism, psychological vulnerability, and shyness. Health Psychology Open. 2019;6(2):1-8.
  

42. 
    Katz S, Somers CL. Individual and environmental predictors of college adjustment: prevention and intervention. Current Psychology. 2017;36(1):56-65.
  

43. 
    Burstein M, Ameli-Grillon L, Merikangas KR. Shyness versus social phobia in US youth. Pediatrics. 2011;128(5):917-925.
  

44. 
    Henderson L, Zimbardo P. Shyness. In: Kahn AP, Fawcett J (eds). The Encyclopedia of Mental Health. 2nd ed. San Diego, CA: Academic Press; 2015.
  

45. 
    Schmidt LA, Poole KL. On the bifurcation of temperamental shyness: development, adaptation, and neoteny, 2019. New Ideas in Psychology. 2019;53:13-21.
  

46. 
    Bouchard S, Dumoulin S, Robillard G, et al. Virtual reality compared with in vivo exposure in the treatment of social anxiety disorder: a three-arm randomized controlled trial. British Journal of Psychiatry. 2018;210(4):276-283.
  

47. 
    Aiden LE, Buhr K, Robichaud M, Trew JL, Lelli PM. Treatment of social approach processes in adults with social anxiety disorder. Journal of Consulting and Clinical Psychology. 2018;86(6):505.
  


Evidence-Based Practice Recommendations Citations



1. 
    Bazyk S, Arbesman M. Occupational Therapy Practice Guidelines for Mental Health Promotion, Prevention, and Intervention for Children and Youth. Bethesda, MD: American Occupational Therapy Association, Inc.; 2013. Summary retrieved from Guideline Central at https://www.guidelinecentral.com/guideline/308528/. Last accessed January 18, 2024.
  


OEBPS/Images/cover00029.jpeg
Course #76384

Shyness: Causes
and Impact

Michael E. Considine, PsyD, LPC
Course Expires January 31, 2027






