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Objective: Social phobia in clinical stud-
ies is vividly associated with extensive dis-
ability and reduced quality of life. It is dif-
ficult to obtain a clear portrayal of the
impairment associated with social phobia
in community samples. Furthermore, it
has been unclear in prior studies to what
extent indices were attributable to social
phobia as opposed to comorbid major
depression. The authors examined rele-
vant data from the Ontario Health Survey
Mental Health Supplement.

Method: The Ontario Health Survey Men-
tal Health Supplement, a survey of more
than 8,000 residents of Ontario, Canada,
aged 15–64, used the University of Michi-
gan Composite International Diagnostic In-
terview to assign DSM-III-R diagnoses. Sev-
eral indicators of disability and quality of
life were included. The authors compared
these indices for persons with and without
social phobia and adjusted where indi-

cated for the effects of major depression
and relevant sociodemographic factors.

Results: Persons with social phobia were
impaired on a broad spectrum of mea-
sures, ranging from dropping out of school
to experiencing disability in one’s main ac-
tivity. They were also significantly more
likely than persons without social phobia
to rate themselves as “low functioning” on
the Quality of Well-Being Scale and to
report dissatisfaction with many aspects
of life. Depressive comorbidity seemed
to contribute only modestly to these
outcomes.

Conclusions: Social phobia can be a seri-
ous, disabling anxiety disorder associated
with marked reduction in quality of life.
Impairment in social phobia is substan-
tial, even in the absence of comorbid ma-
jor depression.

(Am J Psychiatry 2000; 157:1606–1613)

Social phobia (also known as social anxiety disorder)
has drawn increased attention as a highly prevalent—al-
though often unrecognized—anxiety disorder (1–4). Stud-
ies in three different countries have placed the 1-year
prevalence of social phobia in the 5%–8% range, making it
the most common anxiety disorder and one of the most
common psychiatric disorders (5–7).

Although social phobia is irrefutably common, it has
been more difficult to establish the extent to which it
should be considered a “serious” mental disorder from a
public health perspective. In clinical study groups, pa-
tients with social phobia have been clearly shown in a
number of studies to experience substantial functional
impairment (8, 9). In a study of 44 patients with social
phobia, Safren et al. (10) showed that these patients per-
ceived their quality of life to be relatively poor. Moreover,
quality of life in that study was inversely related to the se-
verity of social phobia.

In a study that measured a related construct—illness in-
trusiveness, the extent to which an illness interferes with
functioning—Antony et al. (11) found that 49 patients with
social phobia reported substantial interference with their
day-to-day functioning in multiple domains. In that study
patients with social phobia reported a level of illness in-
trusiveness that was comparable to that experienced by

patients with panic disorder and patients with obsessive-
compulsive disorder. When compared indirectly to pa-
tients with a variety of other chronic illnesses (e.g., multi-
ple sclerosis, rheumatoid arthritis, and end-stage renal
disease), patients with social phobia demonstrated com-
parable or more severe perceived impairment. Thus, from
the perspective of patients with social phobia who seek
treatment, the extent of their disability and the reduction
in quality of life is substantial.

From an epidemiologic perspective, it has been more
difficult to ascertain the extent of impairment associated
with social phobia. In large part, this is because the pre-
mier contemporary psychiatric epidemiologic surveys, in-
cluding the Epidemiologic Catchment Area Study (ECA)
(12) and the National Comorbidity Survey (13), were not
intended to assess disability to any great extent. Thus, al-
though each of these studies has demonstrated particular
adversities associated with social phobia (e.g., greater sui-
cidal ideation, financial problems, and greater likelihood
of seeking help from a professional) (1, 14), a more fine-
grained analysis in this regard has been lacking. An excep-
tion is the report from the Durham site of the ECA study,
which included additional questions pertinent to the as-
sessment of functional disability (15). Persons diagnosed
with social phobia in that study, in addition to poor em-
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ployment performance and reduced social interaction, re-

ported more difficulties in school during adolescence. The

findings pertaining to academic difficulties have yet to be

replicated, to our knowledge.

Although the aforementioned studies were unable to

paint a complete picture of the impairment associated

with social phobia in the community, they have provided a

very thorough perspective on the extent to which social

phobia is comorbid with other psychiatric conditions (1,

5, 14, 15). In fact, lifetime comorbidity with other disor-

ders, such as major depression, is the rule rather than the

exception among patients with social phobia (16, 17).

From the converse perspective, social phobia is known to

be the most commonly occurring anxiety disorder among

people with mood disorders (18, 19). Prior studies have

shown that comorbidity probably accounts for at least

some of the impairment associated with social phobia in

the community (1, 15). As such, in order to convincingly

demonstrate that impairment is associated with social

phobia per se, rather than a comorbid condition such as

depression, it becomes necessary to demonstrate impair-

ment when the effects of depressive comorbidity are re-

moved from the equation.

The goal of this study was to examine the range and

breadth of disability and reduced quality of life associated

with social phobia in the community. Although multiple

forms of comorbidity (e.g., alcohol abuse, depression, and

other anxiety disorders) undoubtedly affect functioning in

persons with social phobia, it was not possible to simulta-

neously adjust for all forms of comorbidity. We therefore

made the decision to focus on the comorbid disorder that,

independently, is known to be associated with extreme re-

ductions in quality of life in community samples—major

depression (20, 21). This is also the most common form of

comorbidity seen in patients with social phobia (17). An

additional goal of our study was to examine functioning

across the two subtypes of social phobia—the generalized

and nongeneralized forms, respectively. Initial reports

have suggested that the latter is associated with more per-

vasive functional impairment (14, 22), a finding we wished

to explore further in the present study.

To accomplish these goals, we analyzed data from the

Mental Health Supplement to the Ontario Health Survey, a

large Canadian epidemiologic survey that was contempo-

rary, and nearly identical in design, to that of the National

Comorbidity Survey (6). A difference in design was that the

Mental Health Supplement included an extensive set of

questions intended to provide a detailed assessment of

disability associated with psychiatric disorders in the

community (23). This enabled us to gain a more complete

perspective on functional impairment in social phobia

than had previously been possible in a community survey.

Method

Survey

The methodology of the Mental Health Supplement to the On-
tario Health Survey is covered in detail elsewhere (6, 24). Briefly,
the Mental Health Supplement was a province-wide, cross-sec-
tional epidemiologic survey of psychiatric disorders among those
aged 15 years and older living in household dwellings in Ontario,
Canada. Respondents for the Mental Health Supplement were
drawn from households (N=13,002) participating in the Ontario
Health Survey. One person per household was selected to com-
plete the survey, and 9,953 (76.5%) participated. The instrument
used to measure psychiatric disorder (the University of Michigan
Composite International Diagnostic Interview) was identical to
that used in the National Comorbidity Survey (13). Field trials of
the Composite International Diagnostic Interview show it to be a
highly reliable instrument for almost all diagnoses except mania
and psychosis (25).

In the Mental Health Supplement, the University of Michigan
Composite International Diagnostic Interview provided preva-
lence data on 14 DSM-III-R psychiatric disorders: anxiety disor-
ders (social phobia, simple phobia, agoraphobia, panic disorder,
and generalized anxiety disorder), affective disorders (major
depressive disorder, dysthymia, and manic disorder), bulimia
nervosa, substance use disorders (alcohol, marijuana, and other
substance abuse or dependence), and antisocial behaviors (anti-
social personality disorder and adult antisocial behavior).

Although an abbreviated interview was administered to re-
spondents aged 65 years and older, this interview did not discuss
social phobia. Consequently, the data reported here are based on
material from respondents aged 15–64 (N=8,116).

Subtyping Social Phobia

Diagnoses of social phobia were dichotomously subtyped ac-
cording to the criteria we used previously in analyses of National
Comorbidity Survey data (14). These criteria were empirically de-
rived from a latent class analysis of social phobic fears. When we
used these definitions, if a respondent endorsed social fears ex-
clusively in large- or small-group public speaking settings, a diag-
nosis of the speaking fears subtype of social phobia was applied.
If other social fears (e.g., eating in public or writing while some-
one is watching) were endorsed, then a diagnosis of the more
general, or complex, form of social phobia was applied. In analy-
ses of National Comorbidity Survey data, the complex fears sub-
type of social phobia has been shown to be associated with
greater comorbidity and increased help seeking compared to the
speaking fears subtype (14). The complex fears subtype of social
phobia found in epidemiologic samples is felt to be roughly
equivalent to what is referred to as “generalized social phobia” in
clinical groups (22, 26).

Assessment of Disability and Functioning

The Mental Health Supplement to the Ontario Health Survey
incorporates multiple measures of disability. Disability is con-
ceptualized in broad terms as limitations in functioning mani-
fested in various life domains and associated with the presence
of disorder.

Definitions of Disability

The measure of dysfunction in main activity is based on ques-
tions about limitations in work or school performance or oppor-
tunities. The questions ask how well respondents have been able
to perform their main activity (work, school, household chores, or
volunteering) and whether they attribute difficulties in perfor-
mance to mental health or substance abuse problems. Responses
of “very well,” “quite well,” or “fairly well” were coded as satisfac-
tory function, whereas “not too well” or “not well” were coded as
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dysfunction. Questions about childcare, getting around the
neighborhood, getting out of the house, and personal care were
used to assess dysfunction in other daily activities. The frame of
reference for these questions was the past 12 months.

Troubled relationships were assessed by asking how well re-
spondents got along with various people (e.g., family, friends, or
co-workers) in the last 6 months. Response choices were as indi-
cated, and responses of “not too well” or “not well” in any rela-
tionship category were coded as troubled relationships.

Functioning in usual activities in the previous 30 days was
assessed in the following manner. Respondents were asked,
because of mental health problems (“problems with your emo-
tions, nerves or mental health, or with your use of alcohol or
drugs”), 1) how many days in the prior 30 they were totally unable
to do the things they normally did, 2) how many days in the prior
30 they had to cut down on what they did or accomplished less,
and 3) how many days in the prior 30 it took an extreme effort to
perform their usual level of work. Because the time frame of these
questions was recent (i.e., in the past 30 days), we focused on cur-
rent diagnoses of social phobia.

Dissatisfaction was measured by using a series of questions
about satisfaction in five different life domains: main activity,
family relationships, friendships, leisure activities, and income by
using a 6-point scale (extremely satisfied, quite satisfied, fairly
satisfied, fairly dissatisfied, quite dissatisfied, or extremely dissat-
isfied). Any of three negative responses (fairly, quite, or extremely
dissatisfied) were coded as dissatisfaction.

Quality of life was assessed with the Quality of Well-Being Scale
(27). This empirically validated scale assessed seven indicators:
energy, control of emotions, state of morale, interest in life, per-
ceived stress, perceived health status, and satisfaction about rela-
tionships. Scores on the Quality of Well-Being Scale, which
ranged from 0 to 42, were categorized (on the basis of their distri-
bution in the sample) for the purposes of logistic regression anal-
yses into states of “very low or low well-being” (scores of 0–24,
which included 17.9% [N=1,453] of the respondents) or “medium
or high well-being” (scores of 25–42, which included 82.1% [N=
6,663] of the respondents). Cronbach’s coefficient alpha for the
Quality of Well-Being Scale in this sample was 0.85. Scholastic dif-
ficulties were assessed by asking respondents whether they had
ever repeated or failed a grade and whether they had left school
before grade 12.

Statistical Analytic Approach

Logistic regression analysis was used to calculate odds ratios
for the various disability and quality-of-life variables as a function
of diagnosis. Specifically, the odds ratios reflected the likelihood
of persons with social phobia experiencing one of the outcomes,
compared to persons without social phobia. To achieve one of the
primary aims of our study—namely, to determine if major de-
pressive disorder was a confounding variable with respect to out-
comes—respondents were stratified into those with and without
major depression, and odds ratios with 95% confidence intervals
(CIs) were calculated for each stratum (i.e., social phobia with
major depression and social phobia without major depression)
(28). To summarize the data, odds ratios and 95% CIs were plotted
for the relationship between outcome and each of three indepen-
dent variables: 1) all persons with social phobia, 2) only nonde-
pressed persons with social phobia, and, 3) as a comparator, all
persons with major depressive disorder. The data plots provide an
index of the relative effects of social phobia, social phobia in the
absence of depressive comorbidity, and major depression. Since
the latter disorder has been established in the literature to have
strong deleterious effects on functioning and health-related qual-
ity of life (20, 21), we felt that including it would provide a per-
spective on the relative “potency” of the effects of social phobia.

All prevalence estimates of psychiatric disorders were weighted.
However, frequencies (i.e., “N”) in Table 1 refer to unweighted val-
ues, whereas rates and proportions in tables and text refer to
weighted values, adjusted for the sampling framework.

The time frames for the diagnoses and the specific outcomes
under consideration were matched as closely as possible for each
of the relevant analyses. For example, functioning in usual activi-
ties in the prior 30 days was examined in relationship to past-30-
day (i.e., current) diagnoses; dysfunction in daily activities, which
was asked in reference to the prior 12 months, was examined in
relationship to past-year diagnoses; and dropping out of school
early was examined in relation to lifetime diagnoses. When look-
ing at the indexes of satisfaction and Quality of Well-Being Scale
scores, however, we used a lifetime time frame. We reasoned that
early-onset psychiatric disorders such as social phobia could
have long-lasting effects on these dimensions of quality of life
and that it would be most appropriate to look at these outcomes
from a lifelong perspective. This, it should be noted, provided the
most conservative estimate of the effects of social phobia (and
major depression, which was included as a point of reference);
when past-year or current diagnoses were analyzed, the odds ra-

TABLE 1. Sociodemographic Characteristics of Adults in the Ontario Health Survey Mental Health Supplement Who Did
and Did Not Have Social Phobiaa

Characteristic

Social Phobia

Past Year Lifetime

No Yes No Yes

N % N % N % N %

Age (years)
15–24 1,633 89.6 190 10.4 1,514 83.9 309 16.1
25–44 3,572 93.4 280 6.6 3,284 86.6 568 13.4
45–64 2,055 95.9 96 4.1 1,912 90.1 239 10.0

Sex
Male 3,493 94.6 219 5.5 3,272 89.6 440 10.4
Female 3,676 92.1 347 7.9 3,438 84.4 676 15.6

Socioeconomic statusb

Blue-collar job or other 4,912 93.2 386 6.8 4,520 86.9 778 13.2
White-collar job 2,207 93.6 166 6.5 2,061 87.7 312 12.3

Personal income (dollars/year)
0–19,999 3,458 91.3 353 8.7 3,164 84.7 647 15.3
20,000–39,999 2,232 94.2 134 5.8 2,045 86.2 321 13.8

a Numbers are raw frequencies; percentages are weighted.
b Determined from self-reported occupation.
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tios were in all cases larger than those obtained by using lifetime
diagnoses. For these analyses, we had sufficient statistical power
to examine the independent contributions of social phobia and
major depressive by adjusting for each (along with age, gender,
and social class) in a simultaneous multiple regression analysis.
This presentation of the data permits the direct comparison of the
relative strengths of these associations.

When it was feasible to do so, social phobia subtypes (i.e.,
speaking only versus other, more generalized types) (14) were
compared and contrasted. For all logistic regression analyses (un-
less otherwise specified), social class (of parents, categorized as
having blue- or white-collar jobs), gender, and age (categorized as
shown in Table 1) were simultaneously entered as covariates to
provide for odds ratios that were adjusted for these variables.

Because of the complex sampling design (24), standard errors
were computed by using first-order Taylor series approximation
of the deviations of estimates from their expected values (29) with
the computer program SUDAAN Version 6.4 (30).

Results

Prevalence and Sociodemographic 
Characteristics

One-year and lifetime prevalence rates of social phobia
in the Mental Health Supplement were 6.7% (SE=0.5%)
and 13.0% (SE=0.6%), respectively. The rates are very con-
sistent with those obtained from the National Comorbid-
ity Survey (5), and they illustrate that social phobia is an
extremely common condition. Presented in Table 1 are the
sociodemographic characteristics of persons with and
without social phobia. Also, consistent with findings from
the National Comorbidity Survey (5), lifetime social pho-
bia in the Mental Health Supplement was associated with
a significantly greater likelihood of being female (odds ra-
tio adjusted for age group and socioeconomic status=1.56,
95% CI=1.27–1.92; Wald χ2=17.12, df=1, p<0.001) and of
being young (odds ratio adjusted for gender and socioeco-
nomic class=1.85, 95% CI=1.36–2.51 for the 15–24-year-
old age group and adjusted odds ratio=1.48, 95% CI=1.11–
1.99 for the 25–44-year-old age group; reference age group
was 45–64-year-olds; Wald χ2=15.75, df=2, p<0.001). Social
phobia in the Mental Health Supplement was not signifi-
cantly associated with social class (white-collar job versus
blue-collar job or other; odds ratio adjusted for age group
and sex=1.12, 95% CI=0.89–1.42; Wald χ2=0.92, df=1, p=
0.34) or personal income ($0–$19,999 versus $20,000–
$39,999; adjusted odds ratio=1.02, 95% CI=0.75–1.38; Wald
χ2=0.01, df=1, p=0.92).

Subtypes of Social Phobia

Lifetime prevalence of the subtype of social phobia
consisting solely of speaking fears was 7.0% (SE=0.5%),
whereas lifetime prevalence of the subtype consisting of
more generalized or complex fears was 5.9% (SE=0.4%).
That is, approximately one-half (54.0%) of the persons with
social phobia in the Mental Health Supplement had the
speaking fear subtype of social phobia, whereas the re-
mainder (46.0%) had the complex fears subtype of social
phobia. The same patterns of association with sociodemo-

graphic factors seen for social phobia as a whole generally
held true for the two subtypes of social phobia (e.g., both
types were more common in women; data not shown).

Comorbidity With Major Depression

Lifetime prevalence of major depression in the Mental
Health Supplement was 8.3% (11.3% for women and 5.2%
for men). Lifetime social phobia in the Mental Health Sup-
plement was associated with a significantly greater likeli-
hood of experiencing lifetime major depression (χ2=33.98,
df=1, p<0.001; odds ratio=3.32, 95% CI=2.45–4.49). Ap-
proximately one-third (33.8%) of the persons with lifetime
social phobia had a lifetime diagnosis of major depres-
sion; on a 12-month basis, comorbidity was 15.7%. From
the converse perspective, approximately one-fifth (19.5%)
of the persons with lifetime major depression had a life-
time diagnosis of social phobia. These findings confirm
the strong association between social phobia and major
depression that has been seen in other epidemiologic sur-
veys (1, 7, 14, 16, 17, 31).

Nearly all of the comorbidity between social phobia and
major depression was explained by the association of the
complex fears subtype of social phobia with major depres-
sion. The lifetime complex fears subtype of social phobia
was strongly associated with lifetime major depression
(χ2=42.24, df=1, p<0.001; odds ratio=6.41, 95% CI=4.56–
9.01), whereas the lifetime speaking fears subtype of social
phobia was not (χ2=0.06, df=1, p=0.81; odds ratio=1.06,
95% CI=0.67–1.68). Once again, these findings were con-
sistent with those obtained in the National Comorbidity
Survey (14).

Functional Impairment in Social Phobia

Dysfunction in daily activities. A diagnosis of social
phobia within the past year was associated with a signifi-
cantly greater likelihood of reporting dysfunction in one’s
main activity (odds ratio=8.48, 95% CI=4.57–15.71; Wald
χ2=46.06, df=1, p<0.001) or other daily activities (odds ra-
tio=7.94, 95% CI=4.70–13.42; Wald χ2=60.03, df=1,
p<0.001), adjusting for the effects of age group, sex, and
social class. Persons with the complex fears subtype of so-
cial phobia were much more likely to be impaired on both
indexes than were persons with the speaking fears subtype
of social phobia. Adjusted odds ratios for the comparison
of the complex fears subtype with the speaking fears sub-
type of social phobia were 9.46 (dysfunction in main activ-
ity: 95% CI=2.62–34.07; Wald χ2=11.80, df=1, p<0.001) and
8.60 (dysfunction in other daily activities: 95% CI=2.69–
27.46; Wald χ2=13.19, df=1, p<0.001), respectively.

Past-year major depressive disorder was more strongly
associated with dysfunction in daily activities than was
past-year social phobia but not significantly (Figure 1;
note overlapping CIs). Similarly, the effects of social pho-
bia remained strong, even in the absence of major depres-
sive comorbidity (Figure 1).
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Troubled relationships. A past-year diagnosis of social
phobia was associated with a greater likelihood of report-
ing dysfunction in one’s interpersonal relationships, but
this effect failed to attain statistical significance after ad-
justment for the effects of age group, gender, and social
class (adjusted odds ratio=1.87, 95% CI=0.87–3.99; Wald
χ2=2.61, df=1, p=0.11). The complex fears subtype of social
phobia was significantly more likely than the speaking
fears subtype to show this association (odds ratio=3.23,
95% CI=1.02–10.24; Wald χ2=3.95, df=1, p<0.05).

Past-year major depression was more strongly associ-
ated than was past-year social phobia with dysfunction in
relationships but not significantly so (Figure 1). Similarly,
the effects of social phobia with or without major depres-
sive comorbidity did not differ significantly (Figure 1).

Functioning in usual activities in the past 30 days.
Responses on this measure were highly skewed, with

only 1.4%, 2.6%, and 2.9% of the respondents reporting
any days totally disabled, days of reduced activity, or days
where extreme effort was required, respectively. We there-
fore dichotomized responses into 0 days affected by men-
tal illness versus 1 or more days affected.

A past-year diagnosis of social phobia (after adjustment
for age group, gender, and socioeconomic status) was as-
sociated with a statistically significantly greater likelihood
of 1) being unable to perform one’s usual activities for at
least 1 day in the past 30 days (adjusted odds ratio=8.77,
95% CI=3.99–19.29; Wald χ2=29.12, df=1, p=0.001), 2) a re-
duction in activity or accomplishing less at least 1 day in
the past 30 days (adjusted odds ratio=4.39, 95% CI=2.00–
9.65; Wald χ2=13.52, df=1, p<0.001), and 3) requiring ex-
treme effort to perform one’s usual activities for at least 1
day in the past 30 days (adjusted odds ratio=4.98, 95% CI=

3.54–10.43; Wald χ2=19.57, df=1, p<0.001). The magnitude
of these associations was several-fold stronger for the
complex fears subtype of social phobia than for the speak-
ing fears subtype, but small cell sizes yielded very large CIs
that precluded definitive interpretation.

As shown in Figure 2, current major depressive disorder
had a more profound impact on each of these indexes than
did current social phobia, although these differences did
not reach statistical significance (note overlapping CIs).
Similarly, the relationship between current social phobia
and these indexes was not significantly different in the ab-
sence of current major depressive comorbidity (Figure 2).

Scholastic difficulties. A lifetime diagnosis of social
phobia was associated with a significantly greater likeli-
hood of having failed a grade (adjusted odds ratio=1.77,
95% CI=1.38–2.28; Wald χ2=20.14, df=1, p<0.001) after ad-
justment for age group, gender, and socioeconomic status.
The association between social phobia and failing a grade
was significantly stronger among persons with the com-
plex fears subtype of social phobia than among those with
the speaking fears subtype (when compared directly, ad-
justed odds ratio=1.87, 95% CI=1.18–2.97; Wald χ2=7.00,
df=1, p=0.008).

A total of 38.1% (SE=2.5%) of the persons with social
phobia did not complete high school, compared to 30.1%
(SE=1.1%) of persons without social phobia. After adjust-
ment for age group, gender, and socioeconomic status, a
lifetime diagnosis of social phobia was associated with a
significantly greater likelihood of leaving school early (i.e.,
before graduating from high school) (adjusted odds ratio=
1.77, 95% CI=1.39–2.26; Wald χ2=21.36, df=1, p<0.001).
There was no significant difference in the likelihood of

FIGURE 1. Odds of Dysfunction or Troubled Relationships
in the Past Year for Respondents in the Ontario Health Sur-
vey Mental Health Supplement With Social Phobia or Ma-
jor Depression in the Past Yeara

a The odds ratios were adjusted by using SUDAAN software to ac-
count for sampling framework. Overlapping CIs indicate that odds
ratios are not significantly different
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FIGURE 2. Odds of Difficulty in Usual Activities in the Past
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Mental Health Supplement With Social Phobia or Major
Depression in the Past 30 Daysa

a The odds ratios were adjusted by using SUDAAN software to ac-
count for sampling framework. Overlapping CIs indicate that odds
ratios are not significantly different.
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dropping out of school when comparing the complex fears
subtype of social phobia to the speaking fears subtype (ad-
justed odds ratio=1.36, 95% CI=0.88–2.10; Wald χ2=1.95,
df=1, p=0.16). The presence or absence of comorbid life-
time major depressive disorder had no significant impact
on these outcomes.

Satisfaction and Quality of Life in Social Phobia

Dissatisfaction with various life domains. A lifetime
diagnosis of social phobia was associated with a signifi-
cantly greater likelihood of reporting dissatisfaction with
one’s main activity, family life, friends, leisure activities,
and income (Table 2) after adjustment for age group, gen-
der, and presence or absence of lifetime major depression.
The complex or generalized type of social phobia exhib-
ited even stronger associations with dissatisfaction with
main activity (adjusted odds ratio=2.69, 95% CI=1.38–5.25;
Wald χ2=8.46, df=1, p=0.004) and family life (adjusted odds
ratio=3.15, 95% CI=1.57–6.31; Wald χ2=10.46, df=1, p=
0.001) but was similar to social phobia as a whole on the
other domains.

As shown in Table 2, major depression (after adjustment
for the effects of age group, gender, and lifetime social
phobia) was also associated with dissatisfaction on each
of these measures, with the magnitude of these associa-
tions being similar to (or, for some variables, slightly
stronger than) those seen for social phobia. Nevertheless,
even when they were adjusted for lifetime major depres-
sive comorbidity (as shown in Table 2), the associations
with social phobia remained statistically significant and
robust. When past-year diagnoses were examined (instead
of lifetime diagnoses), the associations with social phobia
remained statistically significant and were, in all in-
stances, greater in magnitude (data not shown).

Quality of well-being. A lifetime (Table 2) or past-year
(adjusted odds ratio=2.96, 95% CI=1.98–4.43; Wald χ2=
27.95, df=1, p<0.001) diagnosis of social phobia was asso-
ciated with a significantly greater likelihood of reporting

poor quality of well-being after adjustment for age group,
gender, and lifetime major depression. When the past-
year complex fears subtype of social phobia was con-
trasted directly with the past-year speaking fears subtype
of social phobia, the former was found to be associated
with a several-fold greater likelihood of reporting poor
quality of well-being (adjusted odds ratio=3.46, 95% CI=
1.68–7.15; Wald χ2=11.26, df=1, p<0.001).

Conclusions

Social phobia (social anxiety disorder) has achieved suf-
ficient notoriety in the past decade and a half that it can no
longer be termed a “neglected anxiety disorder” (31). In re-
cent years we have come to recognize that social phobia is
common (5, 7), highly comorbid with other conditions
such as depression (1, 17, 26, 32), and, unfortunately,
largely underrecognized and undertreated in primary care
(3, 33, 34). From studies of clinical, treatment-seeking
groups, we have also come to understand that social pho-
bia can be a debilitating disorder (4, 8, 9, 15). These find-
ings have galvanized interest in social phobia among
mental health providers and researchers alike.

Despite the availability of these findings, there have
been very few data demonstrating that persons with social
phobia in the community are impaired by their disorder.
Relying on treatment-seeking persons with social phobia
to gauge the extent of impairment and reduced quality of
life associated with this disorder may provide a skewed
portrayal of these indexes, for several reasons. First, treat-
ment-seeking individuals are likely to be a more severe
subset of the population of persons with social phobia
and, as such, are unlikely to be representative of most per-
sons with the disorder. Second, treatment-seeking pa-
tients with social phobia may be coming in for treatment
because of a comorbid disorder, such as major depression.
In this instance, the measurement of impairment may be
confounded by the presence of the comorbid disorder and
its own attendant difficulties. Thus, in order to gain an ac-

TABLE 2. Odds of Dissatisfaction and Poor Quality of Life for Respondents in the Ontario Health Survey Mental Health Sup-
plement, Association With Lifetime Social Phobia or Major Depressiona

Measure

Lifetimeb Social Phobia Lifetimeb Major Depression

Odds Ratio 95% CI
Wald χ2 
(df=1) p Odds Ratio 95% CI

Wald χ2 
(df=1) p

Dissatisfaction with
Main activity 1.82 1.21–2.75 8.13 <0.005 3.06 2.02–4.65 27.79 <0.001
Family life 2.76 1.71–4.46 17.32 <0.001 5.43 3.15–9.36 37.05 <0.001
Friends 5.95 2.50–14.15 16.24 <0.001 5.51 2.36–12.84 15.59 <0.001
Leisure 2.41 1.65–3.52 20.67 <0.001 3.80 2.60–5.54 47.75 <0.001
Income 1.90 1.47–2.45 24.15 <0.001 2.09 1.54–2.84 21.94 <0.001

Poor Quality of Well-Being Scale score 3.03 2.01–4.56 28.24 <0.001 4.41 3.05–6.38 62.09 <0.001
a Odds ratios were derived from multiple logistic regression analyses with simultaneous entry of the following predictors: presence or absence

of lifetime social phobia, presence or absence of lifetime major depression, age category, gender, and social class category. Presented in this
table are odds ratios and 95% CIs for the two diagnostic predictors (i.e., social phobia and major depression). The odds ratios were adjusted
for all other predictor variables in the model; i.e., the odds ratio for lifetime social phobia was adjusted for the presence or absence of life-
time major depression (in addition to the other covariates), and vice versa. The reference category (i.e., odds ratio=1) for age was 45–64
years, for gender it was female, and for social class it was white-collar job.

b When the regression analyses were run with past-year diagnoses, each association remained statistically significant, and the magnitudes of
the associations were higher.
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curate perspective on the burden of illness associated with
social phobia in the community—which would be among
the factors that would designate it as a public health prob-
lem worthy of more serious consideration—we felt that it
was necessary to examine impairment and reduced qual-
ity of life in a community setting and to account for possi-
ble confounds (e.g., major depression and social class) in
the assessment of these outcomes.

We found that social phobia was a common condition,
with 12-month and lifetime prevalence rates mirroring
those found in a similar study, the National Comorbidity
Survey (5, 13). We also found that social phobia could be
divided into two subtypes, one characterized by problems
with speaking (in front of large or small groups) only and
another characterized by other social fears (almost always
in combination with speaking fears). In the National Co-
morbidity Survey, we found that approximately two-thirds
of the patients had the complex fears subtype of social
phobia (14), whereas the proportion was closer to one-half
in the present study. Although it was not a large discrep-
ancy, the reasons for this difference between studies are
unknown and should be further explored in new surveys
that provide a more detailed and comprehensive assess-
ment of socially fearful situations.

The central findings from this study were remarkably
robust on nearly all fronts. On virtually every index of
functional impairment and life satisfaction, persons with
social phobia fared worse than persons without social
phobia. Even when the analyses were adjusted statistically
or stratified for the presence of major depression—which,
as expected, was itself associated with great functional ad-
versity—social phobia carried with it a large, independent
burden of illness. Adjustment for social class and gender
which, to the best of our knowledge, has not been at-
tempted in prior analyses, modified some of the relation-
ships, in some cases more clearly highlighting the effects
of social phobia on particular outcomes (e.g., scholastic
difficulties and early school dropout).

On many indexes of functioning and quality of life, pa-
tients with the complex fears subtype of social phobia
were noted to fare worse than did persons with the speak-
ing fears subtype of social phobia. This finding is consis-
tent with the observation from clinical studies that the
generalized type of social phobia—which would be sub-
sumed by our broader epidemiologic designation of the
complex fears subtype of social phobia—is a more severe,
serious illness than the nongeneralized type (2, 4, 14).
From a public health perspective, it is this form of the dis-
order that we feel deserves the most critical attention.

There are several limitations to this study that deserve
mention. First, it should be understood that although we
focused on assessing the impact of the most predominant
form of comorbidity, major depression, we did not control
for the possible presence of other comorbid disorders
such as panic disorder, generalized anxiety disorder, or
substance abuse. To stratify illness on the basis of each of

these variables would have been impossible, resulting in
cell sizes that would have been too small to permit inter-
pretation. Nonetheless, we must consider the possibility
that these unaccounted-for forms of comorbidity may
have influenced our findings.

Second, it should be noted that the measures of disabil-
ity and dissatisfaction used in this study—although con-
siderably more detailed and comprehensive than those
used in prior community surveys of social phobia—are
still fairly generic. They do not approach the fine-grained
analysis of disability that can be accomplished when
questions that are specifically pertinent to social phobia
(e.g., “To what extent did your social anxiety interfere with
your education?”) are utilized. This is a shortcoming of the
present study compared to those conducted with clinical
groups (8). It is our expectation—although this remains to
be confirmed—that were such disorder-specific measures
administered to a community sample of persons with so-
cial phobia, the magnitude of their disability and reduced
quality of life would be even more impressive than that re-
vealed here. The need for studies that use this approach in
community samples has been documented (35).

In summary, we found that persons with social phobia
in the community reported extensive functional disability,
less life satisfaction, and a lower quality of well-being
compared to persons without social phobia. These associ-
ations are explained only in part by comorbidity with ma-
jor depression and little or not at all by group differences
in age, gender, or social class. Taken together with findings
from prior studies (7–11, 14, 15), this demonstration of
pervasive impairment and reduced quality of life in social
phobia should encourage public health policy makers to
include social phobia among other “serious” mental dis-
orders and to implement systematic efforts to treat and/or
prevent it.

Finally, we wish to draw attention to the finding that
persons with social phobia in the community report a
greater likelihood of failing a grade or dropping out of
school early, compared to persons without social phobia.
These are associations not found, to the best of our knowl-
edge, in any other anxiety or depressive disorder. This
finding is compatible with an earlier report by Davidson
and colleagues (15) and points to the need for school-
based programs to identify and treat social phobia in chil-
dren and adolescents. Such a strategy offers the hope of
preventing some of the adverse outcomes highlighted in
this report. Whether or not this hope will be realized will
depend, of course, on the conduct of systematic, prospec-
tive research.
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