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Barriers to the Treatment of Social Anxiety

Mark Olfson, M.D., M.P.H., Mary Guardino, B.A., Elmer Struening, Ph.D., 
Franklin R. Schneier, M.D., Fred Hellman, B.A., and Donald F. Klein, M.D.

Objective: This article evaluates barriers to treatment reported by adults with social anx-
iety who participated in the 1996 National Anxiety Disorders Screening Day. Method: The
background characteristics of screening day participants with symptoms of social anxiety
(N=6,130) were compared with those of participants without social anxiety (N=4,507). Bar-
riers to previous mental health treatment reported by participants with and without symp-
toms of social anxiety were compared. Results: Social anxiety was strongly associated
with functional impairment, feelings of social isolation, and suicidal ideation. Compared to
participants without social anxiety, those with social anxiety were significantly more likely to
report that financial barriers, uncertainty over where to go for help, and fear of what others
might think or say prevented them from seeking treatment. However, they were significantly
less likely to report they avoided treatment because they did not believe they had an anxi-
ety disorder. Roughly one-third (N=1,400 of 3,682, 38.0%) of the participants with symp-
toms of social anxiety who were referred for further evaluation were specifically referred for
an evaluation for social phobia. Conclusions: Social anxiety is associated with a distinct
pattern of treatment barriers. Treatment access may be improved by building public aware-
ness of locally available services, easing the psychological and financial burden of entering
treatment, and increasing health care professionals’ awareness of its clinical significance. 

(Am J Psychiatry 2000; 157:521–527)

Despite the availability of effective treatments for
social phobia (1–3), most adults in the United States
with social phobia do not receive mental health care
for their symptoms (4, 5). In the well-known Epidemi-
ological Catchment Area study (6), for example, more
than two-thirds (72%) of community respondents
with social phobia reported that they had never re-
ceived outpatient mental health treatment. Among the
major mental disorders, only drug and alcohol use dis-
orders have lower rates of treatment (5). The public
health challenge posed by untreated social phobia is
underscored by mounting evidence linking social pho-
bia to an increased risk of financial dependency, im-
paired role function, suicidal ideation, alcohol abuse,
and a low rate of family formation (4, 5, 7–9).

Several studies have examined associations between
sociodemographic characteristics and the treatment of

mental health problems (10–12). People with social
phobia who did not receive treatment were signifi-
cantly younger, less educated, and less likely to be
white than their counterparts who received treatment
(5). While these statistical associations help identify
population subgroups at increased risk of not receiving
professional care, they provide little insight into the
barriers that interfere with appropriate help seeking.

A more focused research strategy involves asking in-
dividuals why they did not seek treatment for their
symptoms (13). One study, for example, reported that
a substantial proportion of depressed adults who had
not sought treatment believed they could handle the
situation themselves (77%), treatment would not help
(46%), or they could not afford treatment (36%) (14).
A much smaller proportion did not seek treatment out
of concern over how their friends and family might re-
act (4%) (14).

The current article extends this research strategy to
social anxiety. It draws on data collected from partici-
pants during the 1996 National Anxiety Disorders
Screening Day. These data provide a unique opportu-
nity to examine self-reported barriers to treatment in a
large adult population with symptoms of social anxiety,
defined as a fear of doing things in front of others, such
as public speaking or eating and avoiding or feeling
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very uncomfortable in social situations. The specific
goals of this study were to characterize screening day
participants with symptoms of social anxiety, the barri-
ers that prevented them from seeking treatment earlier,
and the factors that affected professional recognition
and referral for further evaluation of their symptoms.

National Anxiety Disorders Screening Day is a non-
profit educational program for individuals seeking in-
formation about anxiety disorders. It was initiated in
1994 and is designed to help participants determine if
they have symptoms of common anxiety disorders.
Sponsors include Freedom From Fear, the American
Psychiatric Association, the American Psychological
Association, the Anxiety Disorders Association of
America, the National Institute of Mental Health, the
National Mental Health Association, and the Obses-
sive-Compulsive Foundation. The program is con-
ducted annually during the first week of May.

Activities related to the 1996 National Anxiety Dis-
orders Screening Day occurred at 1,240 screening sites
across the country. Screening sites were located in all
50 states and the District of Columbia. All sites were
required to be under the direction of a licensed mental
health professional. Before the screening day, an infor-
mation package was sent to each site describing the
recommended screening procedures and providing ad-
vice on local promotion of the screening day.

METHOD

Screening Procedures

On the screening day, participants were first asked to view an ed-
ucational video featuring individuals with social phobia, four other
common anxiety disorders, and major depression. After viewing the
video, participants were invited to complete the screening question-
naire. Written informed consent was obtained from all participants
after the procedures had been fully explained. As participants com-
pleted the questionnaire, they were scheduled to meet with a health
care professional to review their responses.

The health care professionals were instructed to spend 10–15
minutes meeting with each participant to review questionnaire re-
sponses and to decide if referral for further evaluation was recom-
mended. Health care professionals were specifically instructed to in-
quire as to whether reported symptoms were distressing or resulted
in functional impairment. The need for referral for further evalua-
tion and the diagnostic focus of the referral was left to the profes-
sional’s clinical judgment.

Screening Questionnaire

The screening questionnaire included two social anxiety items
with a 1-month reference period: “Were you afraid to do things in
front of people, such as public speaking, eating, performing, teach-
ing, or other things?,” and “Did you either avoid or feel very uncom-
fortable in situations involving people, such as parties, weddings,
dating, dances, and other social events?” Throughout this article,
participants who endorsed both of these screening items are referred
to as having “social anxiety.” Participants who endorsed neither are
referred to as having “no social anxiety.”

The screening questionnaire probed sociodemographic character-
istics (age, sex, race or ethnicity, education, employment status, and
geographic location), key psychiatric symptoms in the past month,
mental health treatment history, and functional impairment. Func-
tional impairment was indexed on a 6-point Likert scale for anxiety-

related interference with the activities of daily life (1=“not at all” to
6=“almost all of the time”). Participants who endorsed number 6,
“almost all of the time,” or number 5, “most of the time,” were con-
sidered to have functional impairment.

A checklist of eight common barriers to treatment was provided
for participants who had never been previously treated for anxiety.
Another question asked whether participants’ symptoms resembled
those of the patient with social phobia in the video.

Diagnostic Substudy

Screening day participants from two sites (N=203) participated in
an independent follow-up diagnostic interview conducted with the
Structured Clinical Interview for DSM-IV (15–17). Analyses of rela-
tionships between the endorsement of both social anxiety screening
items and DSM-IV social phobia and between self-reported resem-
blance to a individual with social phobia seen on a video and diag-
nostic status are presented.

Analytic Strategy

Our primary objective was to examine the barriers to treatment
associated with social anxiety. To provide a context for these analy-
ses, we first compared the background characteristics of participants
with and without social anxiety. Comparisons are presented with re-
spect to sociodemographic composition, presence of seven psychiat-
ric symptoms during the past month (thoughts of suicide, depressed
mood, hopelessness, anhedonia, panic attack, persistent worry, and
feelings of social isolation), functional impairment, self-reported re-
semblance of symptoms to those of an individual with social phobia
on a video, mental health treatment history, referral disposition, and
focus of the referral. We then compared the frequency of treatment
barriers among the previously untreated subgroups and predictors of
referral for the further evaluation of social anxiety. Finally, the sub-
group of participants with social anxiety who reported that their
symptoms resembled those of social phobia in the video were com-
pared to their counterparts with social anxiety who did not report a
resemblance.

The analysis was limited to participants who were at least 18
years of age, answered both social anxiety items, and skipped no
more than four items on the screening questionnaire. These criteria
reduced the study group size from 15,606 to 14,462.

Student’s t test is used for comparisons involving continuous vari-
ables, the Mann-Whitney U test for ordinal variables, and the chi-
square test for categorical variables except when one or more ex-
pected values was 5 is less, in which case, Fisher’s exact test is used.
Given the large study group size in the analyses involving ordinal
variables, the Mann-Whitney U test was transformed into a nor-
mally distributed z statistic. All tests are two-tailed. To protect
against the risk of type I error associated with multiple comparisons,
alpha was set at 0.01.

Logistic regression was used to measure the associations of social
anxiety with each of the psychiatric symptoms, functional impair-
ment, and the service utilization variables controlling for age, sex,
race or ethnicity, and the other psychiatric symptoms. Results were
expressed as adjusted odds ratios with 99% confidence intervals
(CIs). To test the reliability of the results, we randomly assigned each
subject to an index or cross-validation group and ran the analyses
first on the index and then the cross-validation group. Because the
results were virtually identical, the results are not presented sepa-
rately for the two groups.

RESULTS

Diagnostic Substudy

Forty-seven (23.2%) of the 203 participants in the
diagnostic substudy met the Structured Clinical Inter-
view for DSM-IV criteria for social phobia. An affir-
mative response to both social anxiety screening items
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(“screen positive”) had a sensitivity of 0.64, a specific-
ity of 0.85, a positive predictive value of 0.56, a nega-
tive predictive value of 0.89, and a total predictive
value of 0.80 with respect to DSM-IV social phobia.
Cohen’s kappa was 0.46.

Background Characteristics

Symptoms of social anxiety were quite common.
There were 6,130 (42.4%) of 14,462 participants
who endorsed both social anxiety symptoms, 3,825
(26.4%) who endorsed one or the other of the symp-
toms, and 4,507 (31.2%) who endorsed neither symp-
tom. As compared with participants without either
social anxiety symptom, the group that reported hav-
ing both symptoms was significantly younger in mean
age and included a higher proportion of never mar-
ried and separated or divorced individuals (table 1).
Participants with both social anxiety symptoms also
had a lower level of formal education and were pro-
portionately more likely to be unemployed or dis-
abled than their counterparts who had neither symp-
tom of social anxiety (table 1). Those with social
anxiety were also more likely to reside in a small town
or rural area.

Clinical Characteristics

Social anxiety was positively associated with each of
the other psychiatric symptoms, functional impair-
ment, past and current mental health treatment, and
referral for further evaluation (table 2). It was particu-
larly strongly associated with feelings of social isola-
tion. After controlling for the confounding effects of
participant age, sex, race or ethnicity, and other psy-
chiatric symptoms, having social anxiety was associ-
ated with a 2.6 times greater risk of having feelings of
social isolation.

Almost one in four (N=1,310 of 5,849, 22.4%) of
the individuals with social anxiety reported that they
had thoughts of committing suicide in the past month.
After adjustment for confounding demographic factors
and psychiatric symptoms, having social anxiety was
associated with a 1.4 times greater risk of having sui-
cidal thoughts in the past month (table 2). Social anxi-
ety was also associated with functional impairment;
this association remained significant after controlling
for the other psychiatric and demographic covariates.

Barriers to Treatment

Participants who had never previously received men-
tal health treatment were asked to indicate why they

TABLE 1. Sociodemographic Characteristics of Participants in National Anxiety Disorders Screening Day With and Without Social
Anxiety Symptomsa

Social Anxiety Symptoms

Characteristic With (N=6,130) Without (N=4,507) Analysis

Mean SD Mean SD Test Value df p

Age (years) 43.7 14.8 47.8 16.9 t=13.1 10,635 <0.0001

N % N %
Sex χ2=0.7 1 0.41

Female 3,680 73.1 2,607 72.3
Male 1,354 26.9 999 27.7

Race or ethnicity χ2=2.1 2 0.35
White 5,223 87.1 3,802 86.2
Black 403 6.7 308 7.0
Other 371 6.2 301 6.8

Marital status χ2=115.2 3 <0.0001
Married 3,047 51.4 2,586 59.0
Never married 1,336 22.5 779 17.8
Separated or divorced 1,169 19.7 632 14.4
Widowed 378 6.4 386 8.8

Educationb z=14.6 <0.0001
No high school degree 294 4.9 159 3.6
High school 2,952 48.8 1,682 37.8
Some college 1,540 25.4 1,122 25.2
College graduate 1,268 20.9 1,490 33.5

Employment statusc χ2=114.2 4 <0.0001
Employedd 3,516 64.7 2,111 72.7
Student 147 2.7 121 3.3
Homemaker 491 9.0 331 9.1
Unemployed 894 16.5 418 11.5
Disabled 386 7.1 124 3.4

Geographic locationb z=4.8 0.0001
Rural or small town 2,340 39.8 1,554 35.9
Small or medium city 2,883 48.3 2,139 49.5
Large city 701 11.9 629 14.6

a Some data are missing.
b Treated as ordinal variable.

c Includes self-employed persons and part-time and full-time employees.
d Excludes retired participants.
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had not sought such care. Uncertainty over where to go
for treatment was the most commonly reported barrier
(table 3). Individuals with social anxiety were especially
likely to report a fear of what others might think or say,
a lack of insurance, an inability to afford treatment, and
uncertainty over where to go for treatment as reasons
they had not sought treatment in the past (table 3). In
the multivariate model, having social anxiety was asso-
ciated with a 2.8 times greater risk of being afraid of
what others might think or say of seeking treatment.

Screening Day Disposition

A substantial minority of participants with social
anxiety (N=1,400 of 3,682 who were referred for fur-
ther evaluation, 38.0%) were specifically referred for
an evaluation of social phobia (table 2). Although par-
ticipants with social anxiety were more often referred
for an evaluation of generalized anxiety disorder, de-
pression, or panic disorder than for social phobia,
only referral for an evaluation of social phobia re-
mained statistically significant after adjusting for de-

TABLE 2. Clinical Characteristics of Participants in National Anxiety Disorders Screening Day With and Without Social Anxiety
Symptomsa

Characteristic

Social Anxiety Symptoms

Analysis (df=1)
Adjusted 

Odds
Ratiob 99% CI

With (N=6,130) Without (N=4,507)

N % N % χ2 p

Psychiatric symptomsc

Thoughts of suicide 1,310 22.4 371 8.6 341.0 <0.0001 1.4 1.2–1.8
Depressed mood 5,049 84.0 2,811 64.1 539.9 <0.0001 1.4 1.2–1.6
Hopelessness 4,176 70.4 1,793 41.6 850.1 <0.0001 1.5 1.3–1.8
Anhedonia 4,390 73.9 2,192 50.4 603.0 <0.0001 1.4 1.2–1.6
Panic attack 4,356 72.0 2,475 55.6 305.5 <0.0001 1.4 1.2–1.6
Persistent worry 5,541 90.8 3,258 73.1 580.5 <0.0001 1.7 1.4–2.0
Feelings of social isolation 4,297 71.6 1,637 37.6 1,194.1 <0.0001 2.6 2.2–3.0

Functional impairmentd 2,213 36.1 707 15.7 543.5 <0.0001 1.6 1.4–1.9
Mental health treatment 90.4 <0.0001

Current 2,207 36.0 1,343 29.8 1.1 0.9–1.3
Past 2,152 35.1 1,406 31.2 1.1 0.9–1.3
Never 1,771 28.9 1,758 39.0 0.9 0.8–1.0

Disposition of referral on screening daye 277.9 <0.0001
Accepted 2,607 87.1 1,639 70.3 1.5 1.1–1.9
Refused 138 4.6 113 4.8 1.2 0.8–1.8
Unnecessary 247 8.3 578 24.8 0.6 0.4–0.8

Specific referralf

Social phobia 1,400 38.0 62 2.7 944.3 <0.0001 23.2 14.3–37.7
Panic disorder 1,684 45.7 921 40.6 15.3 <0.0001 1.2 0.9–1.5
Generalized anxiety disorder 2,112 57.4 1,070 47.1 59.2 <0.0001 1.1 0.9–1.4
Depression 834 48.5 1,784 36.7 78.4 <0.0001 0.9 0.7–1.1

a Some data are missing.
b Adjusted for age, sex, race/ethnicity, thoughts of suicide, depressed mood, hopelessness, anhedonia, panic attack, persistent worry, and

feelings of social isolation.
c Self-reported for past month.
d Defined as anxiety interfering with daily life most or almost all of the time.
e Excluding participants in treatment at time of screening.
f Limited to participants who received and accepted a referral for mental health treatment. Some participants received referrals for more

than one disorder.

TABLE 3. Barriers to the Treatment of Participants in National Anxiety Disorders Screening Day With and Without Social Anxiety
Symptomsa,b

Barrier

Social Anxiety Symptoms
Adjusted 

Odds 
Ratioc 99% CI

With (N=6,130) Without (N=4,507) Analysis (df=1)

N % N % χ2 p

Does not believe one has anxiety disorder 146 8.2 185 15.9 42.4 <0.0001 0.6 0.4–0.9
Afraid of what others might think or say 350 19.7 70 6.0 107.3 <0.0001 2.8 1.9–4.1
Afraid of taking medications 229 12.9 117 10.1 5.0 0.02 1.3 0.9–1.9
No insurance 295 16.6 107 9.2 32.6 <0.0001 1.5 1.1–2.1
Unable to afford treatment 436 24.5 170 14.6 42.2 <0.0001 1.4 1.0–1.8
Unsure where to go for help 693 39.0 361 31.0 19.3 <0.0001 1.2 1.0–1.6
Treatment will not help 100 5.6 44 3.8 4.6 0.03 1.1 0.6–1.9
Can handle situation on own 469 26.4 338 29.1 2.7 0.10 0.9 0.7–1.1
a Some data are missing.
b Analysis limited to participants who had not previously received treatment for anxiety and who were referred at the screening day for

further evaluation.
c Odds ratios are adjusted for age, sex, race/ethnicity, thoughts of suicide, depressed mood, hopelessness, anhedonia, panic attack,

persistent worry, and feelings of social isolation.
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mographic covariates and co-occurring depressive and
anxiety symptoms. Among participants with social
anxiety, none of the sociodemographic characteristics
(age, sex, race or ethnicity, education, employment
status, or geographic location) was significantly re-
lated to referral for further evaluation of social phobia
(data not shown).

Resemblance of Social Phobia Symptoms to Those 
in Video

Participants with social anxiety were far more likely
than those without social anxiety to indicate that their
symptoms resembled those of social phobia as por-
trayed on the educational video (N=2,662 of 6,130,
43.4%, versus N=107 of 4,507, 2.4%, respectively)
(χ2=2,273.2, df=1, p<0.0001). Among participants
with social anxiety, a reported resemblance to the
symptoms of social phobia shown in the video was sig-
nificantly related to functional impairment (N=1,156
of 2,662, 43.4%, versus N=1,057 of 3,468, 30.5%)
(χ2=109.2, df=1, p<0.0001) and referral for evaluation
of social phobia (N=979 of 2,662, 36.8%, versus N=
846 of 3,468, 24.4%) (χ2=110.4, df=1, p<0.0001).
These relationships remained statistically significant af-
ter controlling for demographic and other clinical char-
acteristics: the adjusted odds ratio was 1.6 (99% CI=
1.3–1.9) for functional impairment and 1.9 (99% CI=
1.5–2.3) for referral for an evaluation of social phobia.

Data from the diagnostic substudy were used to ex-
amine the link between reported resemblance to the
symptoms of social phobia in the video and DSM-IV
diagnosis among participants with social anxiety. Be-
cause of a midstudy change in the screening form in
the diagnostic substudy, information concerning re-
semblance to symptoms in the video was only avail-
able for 111 participants. This group included 10 par-
ticipants with social anxiety who met the DSM-IV
criteria for social phobia and nine with social anxiety
who did not meet the DSM-IV criteria. Although nine
of 10 participants with social anxiety who reported
resemblance to the symptoms in the video met the cri-
teria for social phobia, only four of nine with social
anxiety who did not report a resemblance to symp-
toms in the video met the criteria for social phobia (p=
0.008, Fisher’s exact test).

DISCUSSION

These results confirm and extend earlier research in-
dicating that social anxiety is commonly associated
with functional impairment and sometimes with sui-
cidal ideation (4, 5, 7–9). Almost one in four adults
with social anxiety reported suicidal ideation in the
past month. Participants with social anxiety also often
reported feelings of social isolation and pervasive anx-
iety-related interference in daily activities. The associa-
tion of social anxiety with feelings of social isolation
and with anxiety-related interference remained signifi-

cant after controlling for other common anxiety and
depressive symptoms.

Not knowing where to go for help was the most
commonly reported barrier to mental health treatment
among previously untreated participants with social
anxiety on screening day. Because voluntary screening
projects routinely provide information about local
treatment resources, screening programs are likely to
attract people who are seeking information about
treatment services. It would be useful to know the ex-
tent to which a lack of information about available
treatment services poses a barrier to treatment in the
general population.

Many participants chose not to seek treatment ear-
lier because they believed they could handle their
symptoms by themselves. The decision to seek treat-
ment may occur only when symptoms become suffi-
ciently severe, disruptive, serious, or unpredictable
that the individual can no longer manage or control
them without assistance. Self-appraisal of illness sever-
ity is widely believed to influence the decision of
whether to continue coping without assistance or to
seek professional help (18).

Economic considerations, including lack of insur-
ance and inability to afford treatment, were also com-
mon barriers to treatment. Consistent with previous
research, we found a strong inverse association be-
tween social anxiety and socioeconomic status, as indi-
cated by lower educational achievement and employ-
ment status in those with social anxiety (4, 19, 20).
Mental health insurance plans with large deductibles
or high first-dollar copayments may have a particu-
larly adverse effect on the search for mental health ser-
vices by this economically vulnerable group (21).

A fear of what others might think or say also fre-
quently inhibited treatment seeking, particularly
among participants with social anxiety. Socially anx-
ious people are often ashamed of their symptoms and
embarrassed to discuss them with friends or health
care professionals. It is ironic that the very symptoms
socially anxious individuals seek to relieve may inter-
fere with their ability to seek treatment. Clinical ad-
ministrators and health care professionals may help to
address these concerns by guarding the privacy of indi-
viduals who seek mental health services or participate
in mental health screening efforts.

Inadequate recognition of social anxiety by health
care professionals may further hinder treatment deliv-
ery (22). Although the health care professionals con-
ducting our screening were specifically focused on
detecting anxiety disorders and had access to informa-
tion confirming the presence of social anxiety symp-
toms, most participants with these symptoms were not
referred for an assessment of social phobia. The low
rate of referral for evaluation of social phobia may
have been a result of the health care professionals’ un-
familiarity with social anxiety, an unawareness of the
availability of effective treatments for social phobia, or
the lack of appreciation of the relationship between so-
cial anxiety and social phobia.
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Participant identification with the symptoms of so-
cial phobia in the video proved to discriminate power-
fully between individuals with and without significant
symptoms of social anxiety. Even within a population
self-selected for anxiety, only about one in 40 people
without social anxiety identified with the symptoms
shown in this video. At the same time, the overwhelm-
ing majority of the small substudy group who reported
social anxiety symptoms and identified with the symp-
toms of social phobia shown in the video met the for-
mal DSM-IV criteria for social phobia.

Videos showing symptoms of psychiatric disorders
represent a novel technique for identifying and classi-
fying psychopathology that may have useful applica-
tions in large-scale epidemiological surveys and in clin-
ical practice. After completing traditional symptom
checklists or structured diagnostic interviews, subjects
or patients could view brief videos of selected syn-
dromes and then be asked to rate themselves on a scale
of resemblance. At least for social anxiety, false posi-
tives are rare, and symptoms, together with identified
resemblance, often indicate disorder.

Our analysis of social anxiety has some important
limitations. First, self-selection into the screening pro-
gram makes it difficult to generalize certain findings to
either community or clinical populations. At the same
time, however, screening day participants represent an
important group of symptomatic individuals, many of
whom are on the verge of entering or reentering treat-
ment. Second, only about one-half of the individuals in
the diagnostic substudy with social anxiety met the
DSM-IV criteria for social phobia. Social anxiety, as
we have defined it, is a substantially broader clinical
construct than DSM-IV social phobia (23), and its pre-
cise relationship to the need for treatment remains un-
certain. At the same time, the requirement that partici-
pants report anxiety in both performance and general
interpersonal situations may have excluded several
participants with the nongeneralized subtype of social
phobia, so our findings may not apply to this sub-
group. In this regard, it is interesting to note that the
rate of functional impairment associated with endors-
ing only one social anxiety symptom (22.2%) was
greater than that associated with having neither social
anxiety symptom (15.7%) but was less than with asso-
ciated with endorsing both symptoms (36.1%). Third,
there is no perfectly satisfactory method for partialing
out the effects of co-occurring anxiety and depressive
symptoms while leaving the syndrome of social anxiety
intact. To examine the unique association of social
anxiety symptoms with measures of morbidity, we
controlled for several co-occurring symptoms. How-
ever, because these symptoms may be true features of
social anxiety, this approach risks losing or attenuating
real relationships that may exist with social anxiety.

Several barriers may inhibit patients from coming in
for treatment. An inability to afford treatment, an un-
certainty over where to go for treatment, a fear of what
others might think or say, and problems with clinical
detection of social phobia each appear to play a role.

Some barriers are easier to address than others. For ex-
ample, whereas political and economic considerations
perennially complicate efforts to expand third-party
mental health coverage, a consensus may be much eas-
ier to achieve on the need to increase public awareness
of the local availability of treatment services. Program
directors should also work to ensure that their services
can be accessed in a private and discreet manner that
reduces patient fears of public scrutiny. At the same
time, educational efforts should seek to increase men-
tal health care professionals’ knowledge and skill in
detecting clinically significant social anxiety.
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