diagnosing social anxiety disorder (social phobia/dsm-iv)

essential features:  There is an excessive and persistent fear of situations in which the subject is exposed to possible scrutiny by others, and a fear that he or she may act in a way that will be humiliating or embarrassing.  The social phobia may be general or circumscribed.   It must be unrelated to fears of panic attack (although situational panic attacks are common), stuttering, trembling, or symptoms of other Axis I or Axis III disorders.  Marked anticipatory anxiety is the rule.  The diagnosis should be made only if avoidant behaviour interferes with social or vocational functioning, or if the patient has marked distress about the fear. 

associated features:  Restrictions of occupation, school, and/or lifestyle are seen.  Other, unrelated anxiety disorders are often present. 

cultural and age-related features:  Adolescents and adults recognize that their anxiety is unreasonable.  Children are often unaware that the fear is unusual and thus may not display distress about it.  Culturally expected social avoidance behaviours do not imply this disorder; however, extreme and excessive concerns characteristic of patients in some cultures (e.g. about offending others with body odour) should be given the diagnosis. 

differential diagnosis:  Simple avoidance of social situations that commonly are a source of some distress (e.g. reasonable fear of public speaking or performing) should be considered.  Avoidant personality disorder may coexist with the disorder.  Pervasive developmental disorder and schizoid personality disorder are differentiated from social phobia by their lack of interest in and capacity for social situations.  Other anxiety disorders and other Axis I disorders  (e.g. mood disorders) should be diagnosed instead if they better explain the symptoms;  they may be comorbid if the criteria are separate and distinct. 

diagnostic criteria for social phobia: 

A. A marked and persistent fear of one or more social or performance situations in which the person is exposed to unfamiliar people or to possible scrutiny         by others.  The individual fears that he or she will act in a way (or show anxiety symptoms) that will be humiliating or embarrassing. 


Note:  In children, there must be evidence of the capacity for age-appropriate social relationships with familiar people and the anxiety must occur in peer settings, not just in interactions with adults.

B. Exposure to the feared social situation almost invariably provokes anxiety, which may take the form of a situationally bound or situationally predisposed  panic attack. Note: In children, the anxiety may be expressed by crying, tantrums, freezing or shrinking from social situations with unfamiliar people. 
C.  The person recognizes that the fear is excessive or unreasonable.  Note:  In children, this feature may be absent.
D. The feared social or performance situations are avoided or else endured with intense anxiety or distress.

E. The avoidance, anxious anticipation, or distress in the feared social or performance situation(s) interferes significantly with the person’s normal routine, occupational (academic) functioning, or social activities or relationships; or there is marked distress about having the phobia. 

F. In individuals under age 18 years, the duration is at least 6 months. 

G. The fear or avoidance is not due to the direct physiological effects of a substance (e.g., a drug of abuse, a medication) or a general medical condition, and        is not better accounted for by another mental disorder (e.g., panic disorder with or without agoraphobia, separation anxiety disorder, body dysmorphic disorder, a pervasive developmental disorder or schizoid personality disorder). 

H. If a general medical condition or another mental disorder is present, the fear in Criterion A is unrelated to it (e.g. the fear is not of stuttering, trembling in Parkinson’s disease, or exhibiting abnormal eating behaviour in anorexia nervosa or bulimia nervosa).  

specify if generalized:  If the fears include most social situations (also consider the additional diagnosis of avoidant personality disorder).   [Cont.]
social anxiety disorder: background facts
About 7% of the population qualify for a full formal diagnosis of social anxiety disorder in any one year (Stein, Torgrud et al. 2000), but even those who suffer from what qualifies as only a partial syndrome can have their lives significantly affected.  Social anxiety disorder makes sufferers more vulnerable to subsequent depression and, when comorbid, the depression tends to be more severe and more resistant to treatment (Kessler, Stang et al. 1999).  There may well also be comorbidity with other anxiety disorders (Goisman, Goldenberg et al. 1995).  Social anxiety disorder is frequently not diagnosed even though it is disabling (Katzelnick, Kobak et al. 2001) and well worth treating.
Goisman, R. M., Goldenberg, I., et al. (1995). "Comorbidity of anxiety disorders in a multicenter anxiety study." Comprehensive Psychiatry 36(4): 303-11.

From 11 sites in New England and Missouri, 711 patients with > or = one of five index anxiety disorders were recruited onto a longitudinal study in which they were interviewed every 6 months regarding symptoms, course, and treatments received. Of the five disorders studied, panic disorder without agoraphobia was the disorder most often found as a sole diagnosis and generalized anxiety disorder (GAD) was least often found alone, both as lifetime diagnoses or when restricted to cases active at intake. Panic disorder with agoraphobia and agoraphobia without history of panic disorder (AWOPD) had three specific diagnoses with which they were frequently comorbid: social phobia, simple phobia, and GAD. AWOPD, social phobia, and GAD were frequently found in the presence of each other. It is possible that the experience of anxiety due to any syndromal cause may decrease the threshold for an individual to experience other anxiety symptoms or disorders. Clinicians should be aware of these patterns of comorbidity in order to formulate accurate differential diagnoses and prescribe treatments in a rational manner.

Katzelnick, D. J., et al. (2001). "Impact of Generalized Social Anxiety Disorder in Managed Care." Am J Psychiatry 158(12): 1999-2007.

OBJECTIVE: The authors determined the costs associated with generalized social anxiety disorder in a managed care setting. METHOD: A three-phase mail and telephone survey was conducted from July to October 1998 in two outpatient clinics of a large health maintenance organization (HMO). The survey assessed direct costs, indirect costs, health-related quality of life, and clinical severity associated with generalized social anxiety disorder, both alone and with comorbid psychopathology. RESULTS: The weighted prevalence rate of current generalized social anxiety disorder was 8.2%. In the past year, only 0.5% of subjects with generalized social anxiety disorder had been accurately diagnosed. Yet 44.1% had a mental health specialty visit or had been prescribed an antidepressant, and psychiatric comorbidity was found in 43.6%. Non-comorbid generalized social anxiety disorder was associated with significantly lower health-related quality of life, work productivity, and earnings and greater utilization of health services; generalized social anxiety disorder with comorbid psychopathology was even more disabling. Suicide was attempted by 21.9% of subjects with non-comorbid generalized social anxiety disorder. Persons with average-severity generalized social anxiety disorder had probabilities of graduating from college that were 10 percentage points lower, earned wages that were 10% lower, and had probabilities of holding a technical, professional, or managerial job that were 14 percentage points lower than the comparison group. CONCLUSIONS: In a community cohort of HMO members, generalized social anxiety disorder was rarely diagnosed or treated despite being highly prevalent and associated with significant direct and indirect costs, comorbid depression, and impairment. 
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Kessler, R. C., Stang, P., et al. (1999). "Lifetime co-morbidities between social phobia and mood disorders in the US National Comorbidity Survey." Psychological Medicine 29(3): 555-67.


BACKGROUND: General population data were used to study co-morbidities between lifetime social phobia and mood disorders. METHODS: Data come from the US National Comorbidity Survey (NCS). RESULTS: Strong associations exist between lifetime social phobia and major depressive disorder (odds ratio 2.9), dysthymia (2.7) and bipolar disorder (5.9). Odds ratios increase in magnitude with number of social fears. Reported age of onset is earlier for social phobia than mood disorders in the vast majority of co-morbid cases. Temporally-primary social phobia predicts subsequent onset of mood disorders, with population attributable risk proportions of 10-15%. Social phobia is also associated with severity and persistence of co-morbid mood disorders. CONCLUSIONS: Social phobia is a commonly occurring, chronic and seriously impairing disorder that is seldom treated unless it occurs in conjunction with another co-morbid condition. The adverse consequences of social phobia include increased risk of onset, severity and course of subsequent mood disorders. Early outreach and treatment of primary social phobia might not only reduce the prevalence of this disorder itself, but also the subsequent onset of mood disorders.

Stein, M. B., Torgrud, L. J., et al. (2000). "Social phobia symptoms, subtypes, and severity: findings from a community survey." Archives of General Psychiatry 57(11): 1046-52.

OBJECTIVES: Our goals were (1) to ascertain the range of functional impairment attributable to social phobia in a community sample, and (2) to verify the existence of social phobia subtypes in the community, and report on their relative prevalence, severity, and levels of impairment. METHODS: Community surveys were conducted contemporaneously in Winnipeg, Manitoba, and in Alberta, with a total of 1956 respondents. Instruments included the Comprehensive International Diagnostic Interview-Version 2.1 module for DSM-IV social phobia, enhanced with 6 additional (for a total of 12) social phobic situational probes to provide a more comprehensive assessment of possible subtypes, and additional questions about specific functional impairment due to social phobia. RESULTS: Of those persons in the community surveyed, most had no (60.4%) or few (i.e., 1-3) (27.8%) social fears; few persons (3.4%) had many (ie, >/=7). Among those with DSM-IV social phobia (7.2%), classification based on number (normally distributed with median of 3, mode of 5) or content (eg, speaking-only vs other fears; performance-only vs interactional fears) of social fears failed to yield a defensible subtyping solution. Impairment increased linearly as the number of social fears was increased, with no clear threshold evident. CONCLUSIONS: Social phobia is associated with substantial impairment in multiple functional domains. Support for subtyping based on the extent or pattern of social fears was not provided. Rather, social phobia in the community seems to exist on a continuum of severity, with a greater number of feared situations associated with greater disability.


