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Abstract 

Introduction: Lynch’s model is a new transdiagnostic model that explains the development of internalizing 

disorders. The present study has examined essential parts of this model regarding social phobia as an 

internalizing disorder.  

 

Materials and Methods: In this study, 521 students were recruited from three universities (Tehran University, 

Shahed University, and Islamic Azad University-Tehran Medical Branch) in the academic year of 2015-2016 

using the convenience sampling method. They responded to the Social Phobia Inventory, Frost 

Multidimensional Perfectionism Scale (maladjusted perfectionism subscales), Ambivalence over Expression of 

emotion Questionnaire, Social Safeness and Pleasure Scale and the Inventory of Interpersonal Problems. Data 

analyzed through structural equation modeling, SPSS-22, and AMOS-22 software.  

 

Results: The model showed good fit (
χ2

df⁄ : 2.9, RMSEA: 0.06, CFI: 0.98, GFI: 0.98, AGFI: 0.96). According 

to the results, over-controlling coping style (including over-perfectionism, emotional ambivalence, interpersonal 

problems and lack of social safeness) mediates the relationship between parental perfectionism and social 

phobia (indirect effect of parental perfectionism on social phobia via over controlling: 0.35, P< 0.001).  

 

Conclusion: It seems that Lynch’s transdiagnostic model for internalizing disorders got support regarding social 

phobia. Accordingly, the parental maladaptive perfectionism leads to an over-controlling coping style. This 

coping style, in turn, leads to social phobia.   
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Introduction 

One of the challenges and complexities in the 

treatment of mental disorders is comorbidity 

or the presence of diagnostic criteria for more 

than one mental disorder simultaneously. 

Comorbidity in mental disorders is associated 

with greater severity of symptoms (1), more 

significant dysfunction (2), and a higher risk 

of treatment resistance (3). 

Social phobia, as one of the most common 

mental disorders is associated with a high rate 

of comorbidity, dysfunction, and economic 

costs (1,4-7).  

Among patients with social phobia, the 

likelihood of comorbid disorders-especially 

depressive disorders and other anxiety 

disorders- is high and some studies have 

estimated this risk as high as 90% (5,8,9). 

Especially regarding depressive disorders, 

social phobia is temporally primary in most 

cases. The available evidences suggest that 

social phobia precedes and plays a causal role 

in the vulnerability to subsequent depression 

and the deterioration of comorbid depressive 

disorders (10-14). In general, the presence of 

comorbid disorders can affect the course of the 

disease in several ways, for example, 

comorbidity in patients with social phobia 

accompanied by an increase in the severity of 

the symptoms, further decrease of function, 

well-being, quality of life, and treatment 

resistance (15-17). Accordingly, the 

combination of a high prevalence of social 

phobia, the disabling nature of this condition, 

and comorbidity has made social phobia a 

major public health disorder (18). One of the 

significant challenges of social phobia is 

suboptimal treatment responses. Currently, 

two treatments are known as the gold 

standards for social phobia: Cognitive 

Behavior Therapy (CBT) and medication. 

Both treatments are only moderately effective, 

and a large proportion of patients have 

symptoms after the intervention (19-21). 

Comorbidity may be one of the factors 

reducing the treatment response to social 

phobia. Some studies suggest that individuals 

with comorbidity may need different treatment 

approaches than individuals without 

comorbidity (18,22). However, traditional 

CBT appears to be effective in single disorders 

(without comorbidity) (22). Accordingly, it 

seems that resolving the challenges in the 

treatment of social phobia requires a 

therapeutic approach that considers the co-

occurrence of disorders in its pathological 

perspective instead of considering the 

disorders separately.   

 A promising attempt to solving this problem 

is provided by transdiagnostic approaches. 

These approaches try to overcome these 

problems by focusing on identifying the 

common and core maladaptive temperamental, 

psychological, cognitive, emotional, 

interpersonal, behavioral processes, and 

targeting these factors in the treatment (23). 

 A new transdiagnostic model is Lynch’s 

model (24-26) that explains the development 

of internalizing disorders, their comorbidity, 

and how they become chronic and resistant to 

treatment. The internalizing disorders 

(including depressive disorders, anxiety 

disorders, obsessive-compulsive disorder, and 

cluster A and C personality disorders) 

represent a large category of DSM disorders 

that along with externalizing disorders 

(including attention deficit- hyperactive 

disorder, conduct disorder, and cluster B 

personality disorders) constitute one of the 

broadest categorizations of mental disorders 

(27-29). The core construct in Lynch’s theory 

is over-controlling (OC). OC (i.e., excessive 

control of urges, impulses, and drives (24-25)) 

is a type of coping style that characterized by 

ambivalence over emotional expression/ 

inhibition of emotion and over-perfectionism 

(maladaptive perfectionism). In Lynch’s 

theory, this coping style can lead to a rigid and 

limited interaction style interfering with new 

learning and social connectedness. That is, OC 

leads to social disconnectedness manifested in 

the form of interpersonal problems and a lack 

of social safeness (sense of warmth and 

belonging). The previous study suggests that 

this social disconnectedness is strongly 

correlated with OC and perhaps it is better to 

be conceptualized as a dimension of OC rather 

than its consequence (30). 

According to Lynch’s biosocial theory, 

which explains how OC develops and affects 

internalizing disorders, the development of OC 

coping style, results from the interaction 

between a temperamental factor (biological 

factor- nature) and an environmental (family) 

factor (social factor- nurture). In the biological 

dimension, it is supposed that people with OC 

coping style, show high sensitivity to threats 

and low sensitivity to rewards. In the social 

dimension, it is supposed that these people 

have been fostered in families and 
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environments emphasizing “mistakes as 

intolerable” and “self-control as imperative”. 

Accordingly, Lynch offers a common 

pathological model for internalizing disorders 

that includes the underlying factors of nature 

and environment and a coping style consisting 

of cognitive, emotional, and behavioral 

components that ultimately lead to the 

development of an internalizing disorder 

including anxiety and depressive disorders 

(24,25). The present study aimed to examine 

some of the essential parts of this model 

regarding social phobia as an internalizing 

disorder so that the pathological perspective of 

a new transdiagnostic treatment approach that 

can help to resolve therapeutic challenges and 

improve treatment response, be investigated.  

Materials and Methods 
The statistical population of this study 

consists of students of three universities 

(Tehran University, Shahed University, and 

Azad University-Tehran Medical Branch) in 

the academic year of 2015-2016 (N=73000). 

The sample size is calculated based on the 

research literature related to the SEM. There 

are differing views in this field. Loehlin (31) 

emphasized that for using the SEM method, 

the minimum sample size and the desired 

sample size are 100 and 200, respectively. 

Norman and Streiner (32) stated that there 

should be ten subjects for each parameter in 

this method. Kline (33) recommends the 

minimum sample size of 200. He also 

considers the rule of 20 subjects for each 

parameter in the model to be ideal for 

calculating the SEM sample size. Hooman 

(34) also considered the sample size of 300 

cases as good, 500 people as very good, and 

1000 people as excellent.  

Considering all of these views, the sample 

size of this study was determined to be 500 

individuals. Taking into account the 

probability of dropout, 584 people were 

selected through convenience sampling. 

Amongst them, 521 questionnaires had the 

criteria to enter the analysis (80% females). 

The inclusion criteria were to be a university 

student and aged 18-35 years. Exclusion 

criteria included physical disabilities, 

including blindness and deafness. 

 Measures were completed in groups of 15-

25 persons. To reduce the effect of fatigue on 

the final items, the questionnaires were 

randomly placed in assessment packages. In 

this study, concerning the code of ethics for 

psychologists and counselors (Psychology and 

Counseling Organization of Iran), the 

following issues considered: 1. Participating in 

the research was voluntary for all the cases. 2. 

Participants get information about the research 

and activity that they have to do, and informed 

consent was obtained. 3. The questionnaire 

was completed anonymously. Also, other 

information about the participants was kept 

confidential and the research report is 

presented in such a way that it is not possible 

to identify the participants. The research 

project was approved by the ethics committee 

of the research and technology division at 

Shahed University. 

 

Research instrument 

A) Demographic Information 

Questionnaire: This questionnaire was 

developed based on the publication manual of 

the American Psychological Association (35) 

and contained information about age, gender, 

and educational attainment. According to this 

manual, this information can affect the 
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interpretation of the results. Even when this 

information is not used in the analysis, it helps 

the reader to have a more accurate 

understanding of the nature of the sample and 

thus the generalizability of the results. 

According to this manual, such information is 

beneficial for future meta-analytic studies that 

may want to include the study. 

B) Social Phobia Inventory (SPIN): The 

Persian version of SPIN was used to assess the 

symptoms of social phobia. SPIN is a 17 items 

self-report measure that assesses the severity 

of social phobia. In SPIN, each item is scored 

on a 5-point Likert scale, ranging from 1 to 5. 

SPIN has shown excellent reliability and 

validity. Internal consistency ranged from 0.82 

to 0.95 for the original version and from 0.74 

to 0.89 for the Persian version. SPIN also has 

shown good construct validity (36-39).   

C) Frost Multidimensional Perfectionism 

Scale (FMPS) - maladaptive perfectionism 

subscales: The maladaptive perfectionism 

subscales of FMPS- the Persian version, was 

used to assess personal and parental 

maladaptive perfectionism. FMPS has 35 

items and six subscales- Concern over making 

Mistakes (CM), Personal Standards (PS), 

Parental Expectations (PE), Parental Criticism 

(PC), Doubts about actions (D), and 

Organization (O). CM (9 items), D (4 items), 

PE (5 items) and PC (4 items) subscales assess 

maladaptive perfectionism- CM and D 

evaluate personal maladaptive perfectionism, 

while PE and PC evaluate parental 

maladaptive perfectionism. Each item is 

scored 1 to 5, and total scores range from 13 to 

65 for personal perfectionism and 9 to 45 for 

parental perfectionism. The higher scores 

indicate higher perfectionism (40). Cronbach’s 

alpha has been reported 0.77 to 0.88 for the 

original version and 0.80 to 0.86 for the 

Persian version. FMPS also showed good test-

retest reliability (0.53 to 0.84 for the Persian 

version) and convergent validity (40,41).  

D) Ambivalence over Expression of emotion 

Questionnaire (AEQ): The Persian version of 

AEQ was used to assess the emotional 

dimension of OC. It has 23 items. AEQ has 

good internal consistency (α: 0.89 for the 

original version and 0.86 for the Persian 

version) and test-retest reliability (0.78 for the 

original version and 0.79 for the Persian 

version). AEQ also showed adequate 

convergent validity (42,43). In AEQ, each 

item is scored from 1 to 5. Total scores range 

from 23 to 115. The higher scores indicate 

higher ambivalence over-expression of 

emotion (42). 

E) Social Safeness and Pleasure Scale 

(SSPS): The Persian version of SSPS was used 

to assess social safeness. It has 11 items. SSPS 

has excellent internal consistency (α: 0.91 to 

0.94 for the original version and 0.91 for the 

Persian version) and test-retest reliability (0.82 

for the Persian version). It has good 

convergent and divergent validity, too (44-46). 

In SSPS, each item is scored from 1 to 5. Total 

scores range from 11 to 55. The higher scores 

indicate higher social safeness (44). 

F) Inventory of Interpersonal Problems (IIP): 

The Persian version of IIP is used to assess 

problems in interpersonal relationships. It has 

29 items. Each item is scored from 1 to 5. 

Total scores range from 29 to 145. The higher 

scores indicate more interpersonal relationship 

problems. IIP has excellent internal 

consistency (α: 0.86 for the original version 

and 0.91 for the Persian version) and test-

retest reliability (0.70 for the original version). 

It has shown construct validity, too (47-48). 

Data analysis was performed using structural 

equation modeling (SEM). The bootstrap 

method was used to evaluate the mediating 

effect. We used SPSS-22 and AMOS-22 

software to analyze the data.  

 

Results 
Before running the analysis, data were 

evaluated in terms of appropriateness for 

SEM. Three assumptions were evaluated: (1) 

absence of missing data, (2) univariate and 

multivariate normality, (3) and absence of 

multivariate outliers. The data met the 

assumptions. In the second step, measurement 

models were evaluated and confirmed. In the 

next step, the structural model was evaluated. 

In the structural model, the supposed 

relationships between the variables, according 

to the hypothesis, were evaluated. In this part, 

we tested whether the structural model based 

on Lynch’s theory –the relationship between 

parental perfectionism and internalizing 

disorders with the mediation of OC coping 

style (over-perfectionism, emotional 

ambivalence, interpersonal problems, and lack 

of social safeness), get support regarding 

social phobia. Table 1 shows the correlation 

between the variables of the model, and Figure 

2 shows the structural model with the path 

coefficients and goodness of fit indices. 
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Table 1. Correction matrix related to the variables of model 

 

 
Paren.Perf: Parental Perfectionism; Pers.Perf: Personal Perfectionism; OC: Overconterolling   

χ2
df⁄ : 2.9; RMSEA: 0.06 (0.03-0.09); CFI: 

0.98; GFI: 0.98; AGFI: 0.96 

 

Figure 2. Structural model of OC in social phobia based on Lynch’s theory 

As Figure 1 shows, all of the variables in the 

model have acceptable path coefficients. Also, 

the goodness of fit indices shows that the 

model has a good fitness. Below we describe 

each of these indices.  

To test the fitness of structural model, we 

used relative χ 2 (the proportion of χ2 to df), 

Root Mean square Error of Approximation 

(RMSEA), Comparative Fit Index (CFI), 

Goodness of Fit Index (GFI) and Adjusted 

Goodness of Fit Index (AGFI). Wheaton et al. 

(49) reported Relative χ 2 ≤ 5, and Kline (50) 

introduced Relative χ 2 ≤3 as an indicator of a 

good fitness. Therefore, 
χ2

𝑑𝑓⁄   has acceptable 

value in our model. The next index is RMSEA 

that identified as one of the most useful 

goodness of fit indices (51). Hu and Bentler 

(52) suggested that values less than 0.06 

indicate a good fitness.  

So RMSEA value in our model is relatively 

acceptable. The next value is CFI. The values 

of CFI vary 0 to 1. To the extent that this value 

gets closer to 1, the model has a better fitness. 

Hu and Bentler (52) reported a cut off criterion 

of ≥ 0.95 as a good fit. Like CFI, GFI and 

AGFI values range between 0 to1, and to the 

extent that these values get closer to 1, the 

model has a better fit.  

A cutoff point of 0.90 has been 

recommended for these two values (53,54). 

Therefore, in our model, CFI, GFI and AGFI 

show good fitness too. 

To investigate the indirect effects (mediation 

analysis) we used the bootstrap method (55). 

The reproduction number was 2000, and the 

CI was %95. Results (Table 2) showed that 

OC mediates the relationship between parental 

perfectionism and social phobia (β= 0.35).  

 
Table 2. Total, direct and indirect effects of variables in the model 

Indirect effect Direct effect Total effect    

 0.47*** 0.47*** OC  Parental perfectionism 

 0.74*** 0.74*** Social phobia  OC 

0.35***  0.35*** Social phobia  Parental perfectionism 
P≤0.001 

 

Discussion 

This study examined Lynch’s transdiagnostic 

model for explaining internalizing disorders 

regarding social phobia as an example of 

internalizing disorders. The results of the study 

showed that the model fits the experiential 

data. Accordingly, the parental maladaptive 

perfectionism as a fundamental factor (nurture 

or environment in Lynch’s theory) leads to an 

over-controlling coping style characterized by 

6 5 4  3 2 1  

     1 1. FMPS-Parental 

    1 0.44** 2. FMPS- Personal 

   1 0.46** 0.31** 3. AEQ 

  1 0.52** 0.63** 0.34** 3. IIP 

 1 -0.47** -0.27** -0.46** -0.25** 5. SSPS 

1 -.50** 0.59** 0.43** 0.58** 0.30** 6.  SPIN 

http://jfmh.mums.ac.ir/


LYNCH’S TRANSDIAGNOSTIC MODEL                                          ALAVI, ASGHARI MOGHADAM, RAHIMINEZHAD, ET AL 

Fundamentals of Mental Health, 2020 Jul-Aug                                                             http://jfmh.mums.ac.ir  252 

personal maladaptive perfectionism, 

ambivalence overexpression of emotions, 

interpersonal problems, and lack of social 

safeness. This coping style, in turn, leads to 

social phobia. The mediational model analysis 

also confirmed that parental perfectionism 

leads to social phobia, through an OC  

coping style. 

 The finding of this study regarding the role 

of the environmental variable of parental 

perfectionism as a predisposing factor of 

social phobia is consistent with the research 

findings of Per Villiers (56) and 

Mohammadian et al. (57). In these two studies 

with student samples, the results indicated that 

parental perfectionism (measured by parental 

expectations and parental criticism subscales 

of Frost multidimensional perfectionism scale) 

has a significant positive correlation with 

social phobia. 

The finding that over-control mediated the 

relationship between parental perfectionism 

and social phobia is primarily consistent with 

the findings of the researches on Block and 

Block personality types, which showed that 

the over-controlled type relates to internalizing 

disorders (58-60). The conducted studies 

suggest that maladaptive perfectionism is a 

transdiagnostic factor in depressive, anxiety, 

and eating disorders that predict the 

vulnerability to these disorders, their 

persistence, the prognosis of the treatment, and 

their comorbidity (61-62). In a study on 

student samples, Per Villiers (56) and Nikooi 

(63) reported a relationship between personal 

maladaptive perfectionism and social phobia. 

Also, in a study by Levinson et al. (64) 

conducted on two samples of students (n=602) 

and patients with social phobia (n=180), the 

results showed a significant positive 

correlation between personal maladaptive 

perfectionism (measured by the maladaptive 

personal subscales of Frost multidimensional 

perfectionism scales) and social phobia.  

 Yap et al. (65) and Newby et al. (66) found 

similar results on the general population. 

Studies suggest that among anxiety disorders, 

social phobia (the central feature of which is 

difficulty in interpersonal and social 

relationships) is most related to maladaptive 

perfectionism (in the individual) and parental 

perfectionism (67,68).  

Regarding the relationship between difficulty 

in expressing emotion and social phobia, the 

findings of the current study are consistent 

with the research literature. For example, a 

study showed that adolescents with more 

social phobia symptoms reported less 

emotional awareness, more dysregulated 

emotional expression, and less use of emotion 

management strategies compared to controls 

(69). Spokas et al. (70) concluded that people 

with social phobia use more emotion 

suppression, have more ambivalence over 

emotional expression, and they are more afraid 

of emotional experiences than those without 

this disorder. These people also have more 

negative beliefs about expressing emotion (for 

example, expressing emotion is a sign of 

weakness). Also, a systematic review study 

(71) showed that social phobia is broadly 

characterized by the suppression of emotional 

expression.  

Regarding the relationship between 

interpersonal/social problems and social 

phobia, the findings of the present study, 

confirm the previous findings in this field. For 

example, in a study on a large sample of 

adolescents (n=3278), the results showed a 

relationship between social phobia and 

interpersonal impairments (72).    Also, in a 

study conducted on two clinical samples of 

patients with social phobia and patients with 

unipolar depression, the results indicated that 

patients with social phobia had higher scores 

in the interpersonal problems measure than 

patients with unipolar depression, and healthy 

people (73). Romano et al. (74) found that 

patients with social phobia are less able to 

solve interpersonal problems than the healthy 

control group effectively. 

Regarding the relationship between parental 

perfectionism and personal perfectionism in 

offspring, the findings of the present study, are 

in line with the literature that has shown that 

parental perfectionism is related to children’s 

perfectionism (75-78).  

No study was found on the relationship 

between parental perfectionism and 

ambivalence over emotional expression. 

However, the available evidences support the 

relationship between the adverse childhood 

environment in general and ambivalence over 

emotional expression. For example, Choi Ju 

and Suh Kyung (79) showed that ambivalence 

over emotional expression is positively 

correlated with parental rejection and 

negatively correlated with perceived parental 

acceptance. A study by Hopfinger et al. (80) 

on patients with major depressive disorder 
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found that adverse childhood events associated 

with the severity as well as the persistence of 

depression via negatively affecting the ability 

to regulate emotion (as a mediating variable). 

 Regarding the relationship between parental 

perfectionism and social connectedness, Huh 

et al. (81), in a study on 325 outpatients with 

depressive and anxiety disorders, showed that 

adverse childhood experiences have a 

significant relationship with interpersonal 

problems in adulthood. In Dang’s study (82), 

perceived social support was a relative 

mediator in the relationship between parental 

perfectionism and depression. The findings of 

Kelly and Dupasquier (83) also indicate a 

negative relationship between social safeness 

and parental rejection and a positive 

relationship between social safeness and 

perceived social support.  

 Overall, the results of the conducted studies 

and the present study confirming the role of 

OC (based on Lynch’s definition) in 

depression (30), provide primary empirical 

evidence in support of Lynch’s trans-

diagnostic model. However, further studies are 

needed to determine if the model can explain 

the shared vulnerability in other internalizing 

disorders, as Lynch claims. Confirmation of 

this model through experiential data in other 

studies can make essential progress in 

explaining and treating mental disorders. The 

reason is that a transdiagnostic model of 

internalizing disorders can 1. Lead to a more 

compendious approach to the treatment of 

disorders and increase the effectiveness of 

treatment by facilitating the learning of 

treatment protocols (23,84-86). 2. Facilitate 

the generalizability of treatment effects to 

comorbid internalizing disorders by targeting 

the commonalities (86). 3. Target the higher-

order factors of internalizing disorders, that 

play an important role in the development and 

maintenance of internalizing disorders, more 

directly and more comprehensively (86). 

Accordingly and considering the effectiveness 

of RO-DBT (i.e., the therapeutic approach 

based on the pathological model studied in this 

study) in some internalizing disorders such as 

chronic depression (87) and anorexia nervosa 

(24). It is hoped that this therapeutic approach 

will be able as a new option in psychotherapy 

to address the challenges of treating social 

phobia, including treatment failure and 

residual symptoms that can be affected by the 

presence of comorbid disorders. Limitations of 

this research should be considered in the 

interpretation of the findings. First, the 

participants of this study were university 

students aged 18-32 years; therefore, the 

generalization of the results to other 

populations should be made with caution. On 

the other hand, females constituted %80 of the 

samples, limiting the generalization of results 

to males. Accordingly, there are some 

recommendations for future researches. First, 

examine the model in other populations 

(general non-student population and clinical 

populations) to extend the generalizability of 

the findings. Second, keeping gender balance 

in research samples can improve the 

generalizability of the findings too. 

 

Conclusion 
Based in the findings, Lynch’s trans-

diagnostic model for internalizing disorders 

regarding social phobia was confirmed. 

Accordingly, parental maladaptive 

perfectionism leads to an over-controlling 

coping style; this coping style, in turn, leads to 

social phobia. 
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