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BACKGROUND. Social phobia (social anxiety disorder) is a common disorder that is receiving more attention as
new treatments become available. Little is known about social phobia as it appears in the primary care setting.
The purpose of our study was to determine the prevalence of social phobia in a primary care clinic, the rates of
comorbidity with other anxiety and mood disorders, the extent of disability, and patterns of healthcare utilization.

METHODS. A total of 511 English-speaking adults presenting for routine medical care participated in a 2-stage
screening consisting of the administration of a self-report measure for social phobia followed by a structured
diagnostic interview. We determined current (1-month) prevalence of social phobia, current comorbid disorders,
and we ascertained use of health care in the previous 6 months. We also administered brief functional impairment
and disability indices.

RESULTS. A lower-bound estimate of 7.0% of primary care attendees suffered from social phobia as defined in
the Diagnostic and Statistical Manual of Mental Disorders-Fourth Edition. Comorbidity with major depression
(58.3% of cases of social phobia) was extensive, somewhat less so with panic disorder (27.8%) and generalized
anxiety disorder (30.6%). Social phobics reported significantly more impairment in all functional domains than pri-
mary care patients without mental disorders; this was most pronounced in patients with the generalized subtype
of social phobia. Social phobics made greater use of health care resources than patients who were not mentally
ill, yet few (<20%) were receiving appropriate psychotropic medications.

CONCLUSIONS. Patients with social phobia frequently present to primary care medical settings, and manifest
impairment in multiple functional domains. But, on the basis of the low rate of psychotropic prescription, it seems
that social phobia is either undiagnosed or felt by physicians to be unlikely to benefit from such treatments.
Social phobia is highly comorbid with major depression and with other anxiety disorders in the primary care set-
ting. Attention by family physicians to the presence of depression or panic attacks should signal the need to
query patients about possible social phobia.
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ocial phobia (also known as social anxiety gatherings, and so forth), they are said to suffer from

disorder) is defined in the Diagnostic and the generalized subtype of social phobia; persons who

Statistical Manual for Mental Disorders- fear fewer situations are referred to as suffering from

Fourth Edition (DSM-1V) as the fear of being the nongeneralized subtype.

observed or evaluated by others. In social sit- Social phobia is a prevalent, often disabling condi-

uations, persons with social phobia are fearful that thieyi. 17 Several recent community surveys have placed
will embarrass themselves or fail to achieve some stan- the one-year prevalence of social phobia in the range of
dard of performance, and that humiliation will result. 2% to 7% of adults, with lifetime prevalence as high as
Consequently, persons with social phobia often avoid 13.0%.w In these surveys, social phobics were noted to
situations where such scrutiny may take place; if not have rarely received mental health care interventions
avoided, these situations are endured with intense dis- for their disorder.34 This raises the question of how
tress. When social phobics fear and/or avoid a majority often social phobics are encountered in the general
of social situations (eg, speaking in public, meeting new medical health care system. Patients with other psychi-
people, talking to people in authority, attending social atric disorders, such as depression, present more often

in medical settings than in mental health clinics.8If true
of patients with social phobia, then their attendance in
primary care might represent an opportunity for identi-
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mary focus of these studies, in one of these it was noted
that social phobia was associated with meaningfully
reduced role functioning and sense of well-being.1lIn the
only in-depth study to date of social phobia in the gener-
al medical health care system, the investigators found a
one-month prevalence of 4.9% in a French primary care
clinic, but poor recognition of the disorder on the part of
general practitioners.123

We attempted to replicate and extend these findings
by determining the prevalence of DSM-1V social phobia
inaUS primary care clinic, focusing on issues of comor-
bidity, impairment, disability, and health care utilization.
Furthermore, given that various social phobia subtypes
(ie, generalized versus nongeneralized)1manifest differ-
ent levels of severity and associated impairment,14%we
designed the study to enable us to ascertain subtype
specificity and its relationship to functional and utiliza-
tion variables.

METHODS

Subjects and Procedures

We asked 668 consecutive English-speaking adults aged
18 and older at a community-based, University-affiliated
primary care clinic in San Diego to participate in this
study at the time of their visit to their family physician.
Patients were approached by an undergraduate research
assistant who invited them to participate in a study of
“the relationship between physical and mental health.”
They were informed that the study consisted of 2 parts,
the first being a short set of questionnaires and the sec-
ond a phone interview of a subset of participants.
Subjects gave informed written consent to participate in
this study, which was approved by the University of
California, San Diego, Faculty of Medicine Committee on
the Use of Human Subjects in Research.

Those patients who consented to participate were
administered a packet of questionnaires that assessed
demographic variables and current psychiatric symp-
toms. The assessment took approximately 15 minutes to
complete. The research assistant reviewed the informa-
tion, then approached patients who met specified cut-
offs and invited them to participate in a follow-up diag-
nostic interview. Patients who agreed were contacted by
phone within 10 days of the screening assessment, and
completed the diagnostic interview and disability and
utilization questionnaires over the phone. Patients were
paid $20 for the follow-up interview.

A total of 157 subjects (23.6%) refused to participate,
leaving a sample of 511 patients (170 men and 341
women) who completed the screening questionnaire.
The mean age of the participants was 38.9 years (stan-
dard deviation [SD]= 13.5; range = 18 to 80). Ethnicities
included African American (7.4%), Asian American
(7.4%), Latino (7.0%), Filipino (14.5%), Native American
(1.8%), white (55.2%), other (6.7%), with 0.6% of partic-
ipants declining to state their ethnicity. Regarding edu-
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cation, 4.0% of patients did not complete high school,
14.2% completed high school, 30.6% had some college or
post-secondary education, 10.1% completed 3 years of
college, and 41.2% had more than 3 years of college.

Social Phobia Screening Measure

We used a new self-reported screening instrument, the
Social Phobia Questionnaire (SPQ), to identify possible
cases of social phobia. This instrument (available from
the authors upon request) begins with 2 yes or no ques-
tions: “When you are around other people do you often
feel nervous, self-conscious or uncomfortable?” and “Do
you often avoid situations where you could be the center
of attention?” Patients who answer yes to either of those
2 questions are asked to complete the remainder of the
questionnaire, which asks about anxiety (on a 4-point
scale, where 0 = “wouldn’t make me anxious at all,” and
3 =*“would make me extremely anxious”) and avoidance
(also on a 4-point scale, where 0 = “would never avoid,”
and 3 = “would always avoid if | could”) in the following
10 social situations: speaking in front of a large group of
people; speaking to a small group of people; eating in
public; writing while being watched; using public toilets;
being introduced to a stranger; going to a party; dealing
with authority figures such as a teacher or boss; return-
ing items to a store; looking someone you don’'t know
well straight in the eyes. The SPQ result is considered
positive for subjects who answer affirmatively to either
of the 2 initial yes or no questions, and report extreme
anxiety or extreme avoidance (ie, a score of 3) in any of
the 10 social situations (with the exception of public
speaking, where both extreme anxiety and avoidance
are required to select only those subjects with abnormal
levels of difficulty in what is a commonly-feared situa-
tion).7 One hundred sixty-nine (33.1%) of the 511 sub-
jects who completed the screening measures had a pos-
itive test result on the SPQ.

Psychometric Properties of the SPQ
Factor analysis (principal components analysis with
varimax rotation) of the SPQ administered to the first
435 patients in this study showed that the SPQ items
load onto 2 factors: an observation factor consisting of 6
items that account for 41% of the variance, and a per-
forming and interacting factor of 4 items that account for
an additional 12% of the variance. The SPQ has good
internal consistency (Cronbach’s (a) = 0.91). The anxiety
and avoidance subscale totals of the SPQ are highly cor-
related (r = 0.81; df = 434; P <.0005), which led us to drop
the avoidance subscale in a subsequent revision to this
instrument (SPQ-R).

Criterion validity of the SPQ was undertaken subse-
quent to this study in an independent sample (not includ-
ed in the present report) of 143 consecutive primary care
attendees. We interviewed 21 (14.7%) subjects who had
a positive result on the SPQ, and a yoked sample (ie,
selected immediately after a subject with a positive SPQ
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test result) of 21 subjects whose results were negative
on the SPQ using the modified Comprehensive
International Diagnostic Interview (CIDI). Using the cri-
teria described above for a positive response, the SPQ
had a sensitivity for DSM-1V social phobia of 87.5% (7 of
8 subjects with social phobia were correctly classified as
such by the SPQ) and a specificity of 58.8% (20 of 34 sub-
jects without social phobia were correctly identified as
such); the sensitivity and specificity for generalized
social phobia were 100% and 58.3%, respectively. The
first question on the SPQ (“When you are around other
people do you often feel nervous, self-conscious or
uncomfortable?”) was 75% sensitive and 53% specific on
its own for the diagnosis of social phobia; sensitivity and
specificity for the generalized type were 83.3% and
61.5%, respectively.

Comparison Sample

A sample of patients with no mental disorder was identi-
fied for comparison purposes; these subjects were
among the 511 patients screened for this study. This sam-
ple consisted of 161 subjects (15 selected at random, 28
selected by convenience, and 118 who showed a positive
test result on the SPQ or scored >15 on the Center for
Epidemiologic Studies-Depression Scale [CES-D]19
and were determined by interview not to meet DSM-1V
diagnostic criteria for any of the disorders under consid-
eration. It should be noted that although these subjects
were below DSM-1V diagnostic standards, they may still
have had mood or anxiety symptoms with potential clin-
ical impact.2l Their use as a comparison group with
patients with social phobia in this study, then, should
yield a conservative estimate of the impact of social pho-
bia on the outcomes studied.

Diagnostic Interview

The diagnostic interview was an abbreviated version of
the CIDI modified by Ronald C. Kessler, PhD, and col-
leagues at the University of Michigan (UM-CIDI Short
Form). The UM-CIDI is the diagnostic instrument used in
the National Comorbidity Survey, a large cross-national
epidemiologic survey of mental disorders,Zland has been
found to have acceptable reliability and procedural
validity for the diagnosis of social phobia.2The reliabili-
ty of the UM-CIDI Short Form is comparable to that of
the full-length version (Kessler RC, unpublished source
documents, 1995). For this study, modules for major
depressive disorder, panic disorder, social phobia, gen-
eralized anxiety disorder, and drug and alcohol abuse
and dependence were included, as was a module to
assess impairment (ie, days of work lost and days of
work performed sub-optimally because of mental ill-
ness).

We determined the subtype of social phobia as fol-
lows: Patients who reported moderate to extreme anxi-
ety in more than 5 of the 10 social situations were clas-
sified as having generalized social phobia. This, it should
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be noted, is a fairly rigorous definition. All other social
phobics were classified as nongeneralized.

Subjects were also questioned at the time of diagnostic
interview about their healthcare (including medication)
utilization in the previous 6 months using a standardized
questionnaire (Katon W, unpublished). Finally, the
Sheehan Disability ScaleBwas administered to a subset
(approximately one half) of subjects (this instrument
was added in the middle of the study).

Data Analysis

Given our complex sampling framework, it was not pos-
sible to derive a precise estimate of the actual rates of
social phobia in this sample. Thus, we have elected to
report the raw (ie, unadjusted for sampling framework)
rates of social phobia as a lower bound estimate of the
true rate, which is likely to be somewhat higher. For al
subsequent analyses, only subjects who had received a
confirmatory diagnostic interview were included. Given
the high sensitivity (>0.85) of the SPQ, itis likely that we
would have missed few cases of social phobia; further-
more, we have no reason to believe that the subjects
who were included are nonrepresentative of the sample
as a whole. We report also the proportion of subjects
with various forms of comorbidity. We compare, using
the Student’s t test (or, as in the case of the health care
utilization variables, where the data are skewed, the
Mann-Whitney U test), impairment scores in patients
with social phobia with patients without mental disor-
ders. All tests are two-tailed, with P values <.05 consid-
ered statistically significant.

RESULTS

Prevalence of Social Phobia

A total of 36 subjects (7.0% of the total sample of 511)
were found to meet DSM-IV criteria for social phobia
according to the diagnostic interview. Mean age of the
social phobic patients was 37.4 (SD = 11.6) years.
Twenty-seven (75%) of the social phobics were female.

Subtypes of Social Phobia

Ten of the 36 patients with social phobia (27.8%) met cri-
teria for the more severe generalized subtype of the dis-
order. Among the 26 nongeneralized social phobics 7
(19.4% of all social phobics) had fears limited to speak-
ing-only situations (in large or small groups), and 19
(52.8% of all social phobics) had fears in at least one
nonspeaking situation.

Comorbidity

Ten of the 36 patients with social phobia (27.8%) had
comorbid panic disorder (4 with agoraphobia and 6 with-
out), 11 (30.6%) had comorbid generalized anxiety dis-
order, and 21 (58.3%) had comorbid major depressive
disorder. Nine patients (25%) had a substance use disor-
der within the previous 12 months: 4, alcohol abuse



alone, 1, alcohol dependence and drug abuse, 2, drug
abuse alone, and 2, drug dependence alone.

Functional Impairment

Two indices of impairment included in the UM-CIDI
Short Form Interview were examined: (1) the number of
work days lost in the past month because of “nerves or
emotional problems,” and (2) the number of days in the
past month where productivity was reduced because of
“nerves or emotional problems.” Both of these were sig-
nificantly increased among social phobic patients com-
pared with primary care clinic patients without mental
disorders (Table).

Social phobic patients were also significantly more
impaired than primary care clinic patients without men-
tal illness on all 3 subscales (work, family/home life, and
social life) of the Sheehan Disability Scale (Table).
Social phobics with concurrent major depression (n =
10) were not significantly more impaired than those
without concurrent major depression (n = 6) on the
work functioning subscale of the Sheehan Disability
Scale (6.3, SD =4.5vs 3.3, SD =4.1; t = 1.31; P =ns). They
did, though, show a trend toward poorer social function-
ing (5.8, SD =4.3vs 17, SD =3.1; t = 2.03; P <.07) and
had significantly poorer family/home life functioning
scores (5.8, SD =4.1vs 0.5, SD = 0.8; t = 3.08; P <.003).

Health Care Utilization

Only one social phobic had been hospitalized (for a total
of 4 days) for personal or emotional problems in the pre-
ceding 6 months. Emergency department visits in the
preceding 6 months did differ significantly between
social phobics and nonpsychiatrically ill primary care
patients (U = 1839, P <.05), but the number of visits was
low in both groups (0.47; SD = 0.97 vs 0.20; SD = 0.50,
respectively). Social phobics made more than 2 times as
many visits to their medical providers in the previous 6
months (7.58, SD = 7.91) than did primary care patients
without mental illness (3.42; SD = 2.96; U = 1141; P
<.0006). Social phobics also made many more visits in
the previous 6 months to mental health providers (psy-

TABLE

Functional Disability in Primary Care Medical Patients
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chiatrists, psychologists, social workers, psychiatric
nurses, or counselors) than did primary care patients
without mental illness (U = 1136; P <.0003), though,
again, few such visits were made by either group (3.08,
SD =8.11 vs 0.32, SD = 2.29, respectively).

Comparison Across Social Phobia
Subtypes

When possible, we compared the impact of the general-
ized and nongeneralized subtypes of social phobia by
comparing outcomes across groups. Although the num-
ber of days lost from work in the past 30 days because of
mental health problems did not differ significantly
between generalized (5.89, SD = 9.2) and nongeneralized
social phobic patients (1.88; SD = 3.83; U = 67.5; P <.08),
the former did report significantly more days with
reduced productivity in the past 30 days because of men-
tal health problems (8.29, SD = 7.11 vs 2.81, SD = 5.59).
Too few subjects in each subgroup were given the
Sheehan Disability Scale to allow for a meaningful com-
parison. There were no significant differences in health
care utilization between generalized and nongeneralized
social phobic patients.

Medication Prescription

Few patients with social phobia were prescribed psy-
chotropic agents. Five patients were taking selective
serotonin reuptake inhibitors, one was taking trazodone,
and 2 were taking benzodiazepines. A total of only 6
patients (16% of the social phobics) — 3 of whom had
the generalized subtype — were taking a psychotropic
agent of any kind. Ml 6 patients had concurrent major
depressive disorder, suggesting that this was probably
the focus of treatment in those cases.

DISCUSSION

In our study, we found that social phobia was present in
at least 7.0% of primary care patients. It is possible that
social phobics were less willing to participate in this sur-
vey than patients without social phobia; thus the true
rate may be even higher.
This prevalence rate is in
the same range as that
found by Weiller and col-

Social Phobic Not Mentally IlI leagues® (1-month preva-
Index of Disability IMean (SD) nl IMean (SD) nl v P lence of 4.9%) in their
study of general medicine
Work days missed in past 30 clinic patients in France.
b f tional probl 2.97 (5.97 33 0.23(1.32 108 992 <.0001 . .
ccause ol emotional probiems (.97 ( ) The slightly higher rate
Work days cut down in past 30 . d b
because of emotional problems 3.97 (6.25) 33 0.65 (2.73) 116 1293 <.0001 inour study ‘may be
Sheehan Disability Scale: explamed by an increased
Work 5.19 (4.49) 16 1.35 (1.97) 54 239 <.035 number of social phobic
Family/home 3.81 (4.17) 16 1.57 (2.34) 60 336 <.045 situations surveyed here
Social 4.25 (4.33) 16 1.43 (2.45) 60 285 <.0055 (10, compared with 5 in

SD denotes standard deviation.

the French study). We
have previously demon-
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strated that rates of social phobia in community surveys
are highly dependent on the number of situational
probes used.5These minor differences notwithstanding,
our data confirm the relatively high rate of social phobia
in primary care patients.

We found high rates of comorbidity among social
phobia and other mood and anxiety disorders in primary
care patients as did Weiller and colleagues.? Current
major depression was the most common comorbid dis-
order, present in more than 50% of social phobic
patients. It appears likely, given findings from communi-
ty surveys, that social phobics seldom seek medical
attention for their disorder.3 The occurrence of major
depression may drive health-seeking in these patients, 2
however, therein providing an opportunity for their
social phobia to be recognized and treated. Accordingly,
it seems reasonable to recommend to family physicians
and other primary care clinicians that they inquire about
possible social phobia when they encounter patients
with major depression. If followed, this recommenda-
tion might lead to improvement over the currently low
recognition rates for social phobia in the primary care
setting. 2B As noted by Nisenson and colleagues,Bhow-
ever, improved recognition of anxiety disorders may not
necessarily lead to improved care and superior out-
comes. This issue requires further study as it applies to
social phobia.

Social phobics were found to make more frequent use
of resources — both general medical and mental health
care — than primary care patients without mental disor-
ders. Our study was not intended to examine in detail
what forms of medical illness tend to occur in patients
with social phobia, a limitation that should be remedied
in future studies. The fact that social phobics do attend
the health care setting more frequently than do nonpho-
bic patients, once again, suggests that the opportunity to
identify and intervene does exist. Yet, despite relatively
frequent visits to providers, we found that few (1 in 6)
social phobics were prescribed psychotropic medica-
tions that may have proved beneficial.BThis finding sug-
gests 2 notions: social phobia is unrecognized by prima-
ry care physicians, or the physicians perceive these med-
ications as not likely to be useful. Efforts aimed at edu-
cating primary care clinicians about social phobia may
address this problem.

A key finding of this study was the extent to which
social phobics were functionally impaired as a result of
their illness. Whereas the French study demonstrated
that social phobics self-rated their health as poor, that
study did not focus on disability.2We found that social
phobics in the general medical setting reported more
impairment on multiple indices of daily functioning than
patients without mental illness. These data, in concert
with those finding reduced quality of life among social
phobics in mental health'®7and medical clinic settings1.
underscore the fact that social phobia can be a disabling
problem with very negative consequences for the indi-
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vidual. Moreover, given our finding that social phobics
report more days of reduced work because of emotional
problems than mentally well primary care patients, the
economic consequences for society can be serious. In
this regard, social phobia can be considered a serious
public health problem.

Still, given the impressive comorbidity between
major depression and social phobia in this and other
studies,32the relative contributions to disability of these
2 disorders remains to be determined. This is particular-
ly true of the finding that generalized social phobics —
who have the highest rates of depressive comorbidity
among social phobics2b— exhibited the worst disability
and the greatest loss in work productivity. It is plausible
that this increased impairment might be primarily attrib-
utable to the presence of increased comorbidity with
depression.5In our study, we did find some evidence of
greater disability (on the Sheehan Disability Scale) in
social phobics with comorbid depression than in those
without. Interestingly, a recent study in a primary care
group practice found that phobias were associated with
increased disability, even when adjusted for the effects
of comorbid disorders such as major depression.BThat
study did not mention whether this held true specifical-
ly for social phobia, which was the type of phobia diag-
nosed in approximately one third of their phobic
patients. This should be examined in future studies that
attempt to disentangle the sources of disability experi-
enced by patients with social phobia in medical settings.

Limitations

Among the limitations of this study are our reliance on
sampling from a single primary care clinic, and the rela-
tively small sample size of slightly more than 500
screened patients. Both of these sampling choices limit
our ability to generalize to other clinic settings and to
conunent confidently on rates of some of the more
unusual health care utilization variables, such as hospi-
talization.

CONCLUSIONS

Our study supports the work of Weiller and colleagues,?
who found that social phobia is prevalent among prima-
ry care patients and is highly comorbid with other mood
and anxiety disorders. It also adds to the body of data
that indicates that social phobia — particularly the gen-
eralized subtype — is frequently associated with signifi-
cant disability and reduced work productivity. Although
it seems to deserve more serious attention on the part of
medical practitioners, social phobia remains underrec-
ognized and undertreated in primary care. This should
not be construed as a criticism of primary care medical
providers. Faced with the need to fulfill multiple com-
peting medical demands,Z®primary care physicians will
find it difficult to justify a routine screen for social pho-
bia among their patients. The relatively low specificity of



the instrument we developed for this study will limit its
usefulness in primary care settings, pointing to the need
for a better social phobia screening instrument - particu-
larly one with high positive predictive value for the more
severe generalized subtype.

Armed with the knowledge that depression or panic
disorder signify an increased likelihood of the presence
of social phobia, family physicians may well find it feasi-
ble to screen for social phobia those patients who pre-
sent with depressive symptoms or panic attacks. Given
that screening can be accomplished with little addition-
al effort (the single question “When you are around other
people do you often feel nervous, self-conscious, or
uncomfortable?” was sensitive to 75% of cases), this
approach should have considerable appeal. It is antici-
pated that increased recognition of social phobia, in con-
cert with increased awareness of available treatment
modalities (eg, selective serotonin reuptake inhibitors),a
will lead to improved treatment of this condition in the
primary care setting. This hypothesis, however, remains
to be tested.
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