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Beyond shy: When to suspect
social anxiety disorder
A 3-point screening tool can help you identify whether that
“shy” patient is really suffering from this common psychiatric
disorder
Practice recommendations
•C
 ognitive Behavioral Therapy
(CBT) is an effective treatment
for social anxiety disorder. (B)
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lowing statements on a scale of 0 to 4, with
0 being “not at all” and 4 being “extremely
present”:
•	Fear of embarrassment causes me
to avoid doing things or speaking
to people.
•	I avoid activities in which I am the
center of attention.
•	Being embarrassed or looking stupid are among my worst fears.
His suspicions are confirmed when she
scores a 10—well above the 6 that is highly
suggestive of social anxiety disorder.

Hea

Jessica Rosenthal, BA,
Leslie Jacobs, and
Madalyn Marcus, BA

START Clinic for Mood and
Anxiety Disorders, Toronto,
Ontario, Canada

Martin A. Katzman, MD,
FRCPC

START Clinic for Mood and
Anxiety Disorders; University
of Toronto; Northern Ontario
School of Medicine
mkatzman@startclinic.ca

en e only
d
w
s
® Do
u
l
t
a
• Medication also helps patients igh
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with social anxiety disorder
lead
p
o
more functional lives.C
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For p
Strength of recommendation (SOR)
A Good-quality patient-oriented evidence
B Inconsistent or limited-quality patient-oriented evidence
C Consensus, usual practice, opinion, disease-oriented
evidence, case series
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anice L, 41, comes into her physician’s office complaining that
she’s “feeling anxious all the time”
at her job at a local bank. She tells him
that she’s been treated for depression in
the past, though she’s not currently taking any antidepressants. As her physician
takes a more thorough history, he notices
that her alcohol consumption seems a bit
excessive. Her demeanor, which he had
previously chalked up to as “shyness,”
comes into focus. He begins to suspect
that his patient is more than just “quiet
and unassuming” and may, in fact, be
suffering from social anxiety disorder.
To confirm his suspicions, he excuses
himself to retrieve an article he’d saved
on the topic—one that identifies a quick
screening tool for social anxiety disorder.1
He then asks his patient to rate the fol-
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Social anxiety, also known as social phobia, is the most common anxiety disorder, z Pharmacologic
and is the third most common psychiatric
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disorder after depression and alcohol de2
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pendence. The Epidemiological Catchment Area Study revealed that 2% to 4%
of the sample suffered from social anxiety with a lifetime prevalence of 2.8%.
Other studies have found that as many
at 10% of the sample suffer from social
anxiety when a more appropriate diagnostic interview is used.3–5 Similarly, Kessler et al conducted a study investigating
the prevalence of DSM-IV disorders and
concluded that 6.8% of the entire sample
suffered from social anxiety disorder.6
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Distinguishing shyness
from social anxiety in kids
The difference between social anxiety disorder and shyness in children is that
social anxiety debilitates the child’s ability to grow and develop socially in an
appropriate manner. While children with—and without—social anxiety disorder
may be uncomfortable around unfamiliar adults, children with this disorder will
also be uncomfortable in a peer setting with unfamiliar kids their own age. Children
with social anxiety may express their discomfort through crying, tantrums, or
freezing from the social situation. In order for the child to meet full criteria for
social anxiety, the duration of the symptoms must span at least 6 months.17
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While many cases
of social anxiety
are overlooked as
shyness, others
are misdiagnosed
as depression
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Social anxiety disorder is characterized as a persistent and debilitating
fear of social interaction where patients
fear negative evaluations by others. As
a result, these patients may have trouble
building and maintaining social relationships, which can result in a particularly
isolated and depressed lifestyle.7
There are 2 subtypes of social anxiety disorder:
• Generalized social anxiety is generally more severe and more generalized
and therefore, more disabling to patients.
The majority of patients seen by the medical community tend to exhibit this subtype of the disorder.
• Nongeneralized anxiety (also known
as specific or discrete social phobia) is the
less common and usually includes a fear associated with 1 or a few specific situations.
Although nongeneralized anxiety
may be less likely to cause severe impairment in the patient’s life, it still may lead
to significant underachievement in school
or work.8 Still, patients with public speaking–only social anxiety are more likely
to recover spontaneously, while patients
with generalized social anxiety rarely recover spontaneously from the disorder.
The 2 subtypes also differ in their
origin. Generalized social anxiety—the
focus of this article—is significantly more
prevalent among relatives who also suffer from the disorder, while patients with
nongeneralized social anxiety disorder
do not necessarily have relatives with the
condition.9

z “ Shyness” in childhood
that’s often overlooked

Social anxiety is a lifelong disorder that
may begin as early as childhood, but is
often described as beginning at age 13.
At this age, though, the social anxiety is
often mistaken for extreme shyness and
therefore goes untreated.10 (See “Distinguishing shyness from social anxiety in
kids,” above.)
Overlooking shyness in such a
young patient is particularly problematic as the avoidance that characterizes
the social anxiety disorder can result
in a lost opportunity to acquire social
skills that are needed to ease the transition from adolescence to adulthood.
This relative loss of social skills often
facilitates the development of social
dysfunction that is characteristic of
this illness.11 As time goes by, sufferers
eventually become accustomed to their
fears and create a way of life that accommodates them.
Social anxiety can interrupt education or job success, cause financial dependence, and impair relationships.10
(See “Fear of embarrassment hinders relationships and careers” on page 371.)
Sufferers tend to miss out on important social events and activities in their
lives,12 and they begin to accumulate
comorbidities such as depression and
substance abuse.13 In fact, while many
cases of social anxiety are overlooked
as shyness, others are misdiagnosed as
depression.
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Fear of embarrassment
hinders relationships and careers
Patients suffering from social anxiety
tend to have more difficulty in
dating situations because of their
constant fear of participating in social
interactions.31 In fact, a large study in
France found a connection between
social anxiety and marriage rates.
Forty-three percent of individuals who
reported symptoms of social anxiety
were married, compared with 65% of
those who reported no symptoms.7
Careers also suffer because
of the patient’s constant fear of

Complicating
matters
further
is the issue of substance abuse. The
Epidemiological Catchment Area Study
found that alcohol abuse was reported
in 17% of social anxiety cases and
drug abuse was reported in 13%.5 In
the study conducted by Kessler et al,
results indicated that 8.8% of individuals suffering from a substance abuse
problem also suffered from comorbid
social anxiety.6
The substance abuse evolves slowly,14 and tends to arise as an inappropriate coping mechanism because so many
cases of social anxiety go untreated.15

zS
 ymptoms to watch for,
questions to ask

The primary indicator of social anxiety
is intense fear of social situations. A patient suffering from social anxiety fears
that he or she will act in a way that will
be humiliating when confronted with
unfamiliar situations or people or by
the possibility of being scrutinized by
others.16 While many people with social
anxiety realize that their fears are excessive or unreasonable, they are unable to
overcome them.17
There are also a number of physical, cognitive, and behavioral symptoms

embarrassment. Patients who have
social anxiety record more sick days
than those without the disorder.32 In
addition, socially anxious patients have
reduced work productivity compared
with healthy controls.33 As a result of
their inability to perform adequately in
their career, many patients may have to
rely on social assistance. In fact, one
study indicates that 22% of patients
with social anxiety were on social
assistance compared with 10% of a
matched controlled group.32

that are associated with social anxiety.
The physical symptoms may include
rapid heart rate, trembling, shortness
of breath, sweating, and abdominal
pain. The cognitive symptoms include
maladaptive thoughts and beliefs about
social situations (ie, irrational thought
processes), that increase the anxiety
when in the situation. Finally, behavioral symptoms include phobic avoidance
of the feared situation.18
There are many screening devices
that you can use to identify patients
with social anxiety disorder or to assess
the severity of symptoms. Some examples include the Liebowitz Social Phobia Scale,19 the Social Phobia Inventory
(SPIN),20 Fear of Negative Evaluation
Scale,21 and the Social Avoidance and
Distress Scale.22 These tools, however,
can be a bit time consuming.
A more handy—though admittedly
less comprehensive—screening device
is the “mini SPIN” that was used by
the physician in our opener. In a study
of 7165 managed care patients, 89%
of the cases meeting criteria for social
anxiety disorder were detected (with a
score of 6 or better) using this screening
method.1
To review, you’ll need to ask patients
to rate the following statements on a
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Pharmacologic options for treating
social anxiety disorder
	Initial daily 	Maximum daily
	dose (mg)	dose (mg)

SSRIs
Citalopram (Celexa)
Escitalopram (Cipralex)

20

40–60

5–10

20

Fluoxetine (Prozac)

20

80

Fluvoxamine (Luvox)

50

300

Paroxetine (Paxil)

20

60

Paroxetine CR (Paxil CR)

25

62.5

Sertraline (Zoloft)

50

200

Moclobemide

300

600

Phenelzine (Nardil)

15

90

Clomipramine

25

200

Imipramine

25

150

MAOIs/RIMAs

Tricyclics

Other antidepressants
Bupropion SR (Wellbutrin SR)

100–150

300

Bupropion XL (Wellbutrin XL)

150

300

Mirtazapine (Remeron)

15

45

Mirtazapine
fast
trackRD (Remeron RD)

15

45

Venlafaxine XR (Effexor XR)

37.5–75

225

0.25

1.5–3.0

Bromazepam

6

30

Clonazepam

.25

4

Diazepam

2.5

10

Lorazepam

0.5

3–4

Benzodiazepines
Alprazolam

Anticonvulsants
Gabapentin (Neurontin)

900

3600

Lamotrigine (Lamictal)

25

200

Pregabalin (Lyrica)

150

600

Topiramate (Topamax)

25

800

20

Atypical antipsychotics
Olanzapine (Zyprexa)

2.5

Risperidone (Risperdal)

0.5

6

Quetiapine (Seroquel)

50

800

SSRI, selective serotonin reuptake inhibitor; MAOI, monoamine oxidase inhibitor;
RIMA, reverse inhibitor of monoamine oxidase A.
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scale of 0 “not at all” to 4 “extremely
present”:
1.	Fear of embarrassment causes me
to avoid doing things or speaking
to people.
2.	I avoid activities in which I am the
center of attention.
3.	Being embarrassed or looking stupid are among my worst fears.
A score of 6 or higher should prompt
you to further evaluate the patient using
one of the screening devices listed earlier.

zT
 reatments of choice:
CBT and drug therapy

Although social anxiety most commonly spans a lifetime, studies indicate
that treatment—typically cognitive behavioral therapy (CBT) with drug therapy—can help sufferers deal with their
fears and function more efficiently in
their everyday lives. The best effects
in treating social anxiety, therefore, are
in combining the different treatment
strategies.14
Cognitive behavioral therapy
Heimberg and colleagues found that
75% of social anxiety patients who
participated in a cognitive behavioral
therapy group experienced improved
function and saw a reduction in symptoms of social anxiety.23 Successful CBT
seems to not only alleviate symptomatic distress, but improve the patients’
perceptions of their general quality of
life.24 Including behavioral components
such as reinforcement or conditioning
in CBT appears to be effective in helping sufferers minimize their symptoms.
In addition, cognitive restructuring
(ie, changing a patient’s thought process) has also been shown to be a helpful
treatment.23
Some of the basic elements of CBT
include anxiety management skills (ie,
breathing and relaxation techniques),
social skills training (ie, maintaining
conversation with the patient while
monitoring the patient’s eye contact),
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and gradual exposure to the feared situation (ie, exposure to social situations).
Drug therapy

Studies have also demonstrated the effectiveness of a variety of medications
(including Venlafaxine XR [Effexor
XR], Paroxetine [Paxil], Paroxetine
CR [Paxil CR], Sertraline [Zoloft],
and Fluvoxamine [Luvox]) in managing social anxiety disorder.25–28 If you
are caring for a patient with social
anxiety disorder, you’ll want to start
him on a selective serotonin reuptake inhibitor (SSRI) or serotoninnorepinephrine reuptake inhibitor
(SNRI).
If this doesn’t achieve the desired
results, the next step is a monoamine
oxidase inhibitor, such as phenelzine
(Nardil), or a reverse inhibitor of monoamine oxidase A, such as moclobemide.
Additionally, some benzodiazepines
and anticonvulsants (clonazepam and
pregabalin [Lyrica]) may also be effective if the other options do not achieve
the desired results. The Table outlines
common medications used to treat
social anxiety, as well as recommended
dosages.29
When putting your patient on any
of these medications, patient teaching
will be important. You’ll need to advise
the patient that common antidepressant
side effects include, but are not limited
to, nausea, diarrhea, sexual dysfunction
(ie, delayed orgasm), and headaches.
These effects, however, typically disappear by the second week of intake.15
If the patient is taking a benzodiazepine, you’ll need to warn him about
the risk of psychomotor or cognitive
impairment.
If the patient has a comorbid substance abuse problem, you and the patient will also need to adjust your expectations somewhat. That’s because
patients with a substance abuse problem
are likely to have a poorer response to
some of these medications than patients
without a substance abuse problem.30
www.jfponline.com
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Patient resources
On the Web…

• The Anxiety Disorders Association of
Canada/Association Canadienne des
Troubles des Anxieux
www.anxietycanada.ca
• The Social Anxiety Network
www.social-anxiety-network.com
• The Social Phobia and Social Anxiety
Association
www.socialphobia.org
In print…

• Dying of Embarrassment: Help for
Social Anxiety & Phobia (Barbara
Markway, C. Alec Pollard, and Teresa
Flynn), 1992
• Painfully Shy: How to Overcome
Social Anxiety and Reclaim your
Life (Barbara Markway and Gregory
Markway), 2003  
• The Shyness and Social Anxiety
Workbook: Proven Techniques for
Overcoming your Fears (Martin M.
Anthony and Richard P. Swinson),
2000

Though the time it takes to manage
the condition is variable, patients with
social anxiety disorder can improve
their situation and go on to live more
fulfilling and happy lives. The trick, really, is spotting the disorder early, rather
than assuming your patient is simply
the “quiet type.” n

fast track

Benzodiazepines
and 
anticonvulsants
may work when
other options fail
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