Social Anxiety Disorder: More Than Just a Little Shyness
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ill-fated trek to the South Pole in 1912, was quite im-
Social anxiety is defined as a “marked and paired socially: “Yet back at home he found normal social

persistent fear of social or performance situa- intercourse so difficult that he confided to his diary that he
tions™and includes such symptoms as sweating,

palpitation's, shaking, and respiratory distress. took sedatives before. going. to parties, and one of his .bi-
Social anxiety-is fairly common, occurring in ographers wrote that it required far more courage for him
as much as 13%of the population, and can be to face an audience than to cross a creva§se)”
extremely disabling. It can be either specific For these individuals, social anxiety was far from
(Ceon”;'rgﬁgég la r?(; i ;r?ggrggnﬁgsségus\}i'%“;)sigle trivial—it substantially compromised their lives. One
gased ques"[ionnaire. Socialganxiety may coexist could makg a §trong ca§e that ,tOday, each would meet di-
with other disorders, such as depression and dys- agnostic criteria for social anxiety disorder, also known
thymia. The differential diagnosis-for social anxi- as social phobia. The key feature of social anxiety disor-
ety includes panic disorder, agoraphobia, atypical der, according to th®iagnostic and Statistical Manual
depression, and body dysmorphicdisorder. Treat- of Mental Disorders,Fourth Edition (DSM-IV), is “a
g(l)ennstisf?sr ;9 ;g;n;tfgacp? Sﬁa?#:;i g:;i?g\és ‘Z?‘d markgd anq persistent fear of social or performance situa-
cluding such medications fisblockers; anxiolyt- tions in which embarrassment may occiff*” Exposure
ics, antidepressants, and anticonvulsants), ora to such situations produces considerable anxiety, often as
combination. This article details the prevalence, intense as a panic attack, with associated physical symp-
onset, dls_]gase impact, and |et|o_logy OLSOC'a'ha”X" toms such as sweating, shaking, garbled speech, blushing,
terfg'r:s; ;'n'g gﬁ:rtmggésth'enrg;; Ir;?eb;?rtes%?;(e:d% palpitations, and gastrointestinal apq respiratory distre;ss.
detail, along with other treatment considerations, Awareness that others may see visible signs of anxiety
such as comorbidity. further compounds anxious feelings. People with social
(Primary Care Companion J Clin Psychiatry 2001;3:4-9) anxiety, disorder generally avoid social and performance

situationswhenever possible or endure them with consid-
erable distress. While it is often said that social anxiety is
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alized. Specific (also known as limited ordiscrete) social
anxiety is usually confined to 1 or 2 performance situa-

T tions, such as speaking, musical performance, or-writing.

here is nothing new about social anxiety. One of Generalized social anxiety is triggered by nearly all social

the earlier descriptions was by Robert Burton in situations (performance and interpersonal interactions).
The Anatomy of Melanchol{1621) in reference to a pa- Clinicians often underestimate the magnitude and
tient of Hippocrates: “He dare not come into company for pervasiveness of social anxiety in patients unless a com-
fear he should be misused, disgraced, overshoot himselfprehensive interview is conducted or a rating scale is
in gestures or speeches, or be sick; he thinks every marcompleted. For example, the Liebowitz Social Anxiety
observeth him®* Scalé is a 24-item questionnaire that assesses most as-

More recently, it was revealed that William Wilson, the pects of social anxiety by rating severity of both anxiety

physician who accompanied Robert Falcon Scott on hisand avoidance. The Social Phobia Inventory (SPIsl)

Primary Care Companion J Clin Psychiatry 3:1, February 2001 4



James W. Jefferson

a 17-item validated scale that rates fear and avoidance As expected, the coexistence of 2 or more disorders
across a wide variety of social situations. An abbreviated can greatly complicate treatment and adversely affect
form of the SPIN, known appropriately as the Mini- prognosis. For example, there is no question that alcohol
SPIN? has proven effective as a screen for social anxiety played a destructive role in the life of baseball superstar
disorder by asking only 3 questions and rating responsesMickey Mantle. Whether he had social anxiety disorder
on a scale of 0 (not at all) to 4 (extremely). The questions is less clear, although this quote in an intervieBorts
are used to evaluate whether a person avoids situations oHlustrated is quite suggestive: “In the past five years |
contact because of fear of embarrassment, avoids beingised alcohol as a crutch. To help me overcome my shy-
the center of attention, or strongly fears being embar- ness and make me feel more comfortable before all those
rassed or looking stupid. personal appearances, I'd warm up with three or four vod-
At the far extreme of social anxiety severity is a condi- kas before leaving the hotel, go straight to the cocktail
tion referred to“in the DSM-IV as avoidant personality party and have three or four more drinks, and then I'd start
disorder. It is characterized by “a pervasive pattern of so- feeling, Whew, all right. Let's go’®®"
cial inhibition, feelings, of inadequacy, and hypersensitiv- Numerous studies have found increased rates of social
ity to negative evaluation that begins by early adulthood phobia in alcoholic patients and increased rates of alco-
and is present in a variety of context€®®? Avoidant per- holism in social phobia patients, with the onset of social
sonality disorder is currently viewed as a severe form of phobia typically preceding that of alcoholidrfihis tem-
generalized social anxiety disorder for which conven- poral association may lead one to deduce that for some

tional therapies are likely to be‘effective. patients, early recognition and treatment of social anxiety
disorder might prevent the subsequent development of
Differential Diagnosis alcoholism.
Differential diagnosis of social_anxiety disorder in-
volves distinguishing it from panic diserder, agoraphobia, PREVALENCE, ONSET, AND IMPACT

atypical depression, and body dysmorphic disorder. Panic

disorder is characterized by recurrent unexpected panic Social anxiety disorder is a common condition. The
attacks, in contrast to the panic attacks of social‘anxiety National Comorbidity Survey of more than 8000 indi-
disorder that are provoked by and confined to social en- viduals in the contiguous 48 states found a lifetime prev-
counters. Agoraphobia involves anxiety about being in_alence of 13.3% and a 12-month prevalence of 7.9%.
situations or places where escape may be compromisedMore recently, a community survey from Germany of
an agoraphobic individual would avoid a shopping mall’ 3021 individuals aged 14 to 24 years found a lifetime
because of the crowd, while someone with social anxiety prevalence.of 9.5% in women and 4.9% in rfe@loser
disorder would avoid that setting because of fear of social to thome, “Katzelnick et at. screened more than 3000
interaction. Atypical depression, like social anxiety disor- members of a health maintenance organization (HMO) in
der, is characterized by rejection sensitivity, but unlike Madison,"Wisconsin, and found that 8.2% met criteria for
social anxiety disorder it is also associated with low social anxiety disorder. A particularly disturbing finding
mood, hypersomnia, increased appetite or weight gain, from this study was that only 0.5% had been diagnosed
and a sense of leaden paralysis. Individuals with body previously. In thé primary)care setting, Stein € &und
dysmorphic disorder are excessively concerned aboutthat 7% of 511 patients were afflicted with social anxiety
imagined defects in appearance, but this preoccupationdisorder.

transcends social settings. Social anxiety disorder usually begins in childhood or
adolescence. The mean age at onsetis 10 to 13 years, al-
COMORBIDITY though a substantial minority (21%) reported onset be-

tween ages 0 and 5 yeat®atients from<the very early

The differential diagnosis of social anxiety disorder onset group describe the disorder as having been present
would be relatively uncomplicated except for the con- for as long as they can remember. In community samples,
founding factor of comorbidity. Frequently, social anxiety women are overrepresented by a ratio of up to-2 to 1,
disorder coexists with 1 or more mood, anxiety, or sub- while in clinical settings the gender distribution’is often
stance use disorders. Although studies cite varying per-more evert! Once present, social anxiety disorder ‘is
centages, they tend to confirm a disturbingly high lifetime likely to be persistent and debilitating.
prevalence of comorbid conditions such as major depres- The impact of social anxiety disorder on quality of
sion, dysthymia, panic disorder, generalized anxiety dis- life is enormous. A study from Germany found that the
order, specific phobia, and alcohol and other substanceunemployment rate was 3 times higher, mean work hours
abuse. Since a comorbid condition is frequently the driv- missed were increased substantially, and performance
ing force pushing a patient toward evaluation and treat- was impaired significantly in patients with social pho-
ment, social anxiety disorder often gets overlooked. bial® Similar findings were reported by Katzelnick et
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al.,"* who found that social phobia had a marked negative TREATMENT
impact on earning ability, educational level, and voca-
tional achievement. Individuals with social anxiety dis- While the exact etiology of social anxiety disorder re-

order commonly report remaining in “safe” lower level mains enigmatic, treatment strategies have become rea-
jobs rather than accepting more socially demanding sonably well defined and gratifyingly successful. Treat-
promotions. ment effectiveness is particularly striking in that patients
have often been ill for decades. For example, the mean
ETIOLOGY duration of illness was about 15 years in a study of parox-
etine* and well over 20 years in a study of gabapéeftin.
So what causes social anxiety disorder? A reasonable Before addressing the specifics of psychological and
answer would encompass the interplay of genetic, devel-pharmacologic interventions, establishing an educational
opmental, and.neurobiological factors. Family studies of foundation is important. Given the early onset and long
individuals with.social anxiety disorder show a higher in- duration of illness in most patients, many have accepted it
cidence of the disorder than that found in the general as an immutable part of their personalities so that the pos-
population, and a twin study found a concordance rate of sibility that substantial change could occur may be diffi-
15.3% in dizygotes and-a.24.4% concordance in mono- cult to accept. In addition, when change does occur, it can
zygotes'® Hirschfeld-Becker et af. summarized work by~ have a temporarily disruptive effect on long-established
Kagan and others describing’a.temperament referred to aselationships that may require interpersonal rebalancing.
behavioral inhibition. This temperament is present in 10% Written materials can be helpful in providing the necessary
to 15% of children studied and first manifests in toddlers foundation. My colleagues and | wrd@cial Anxiety Dis-
with “retreat, avoidance and quietrestraint or fear in order: A Guide?”® which has been effective in helping to
the face of unfamiliar situations, objects or’peopl&®® educate patients, and there are several other useful non-
Follow-up studies suggest that behavioral inhibition may technical publications availabt&? The social anxiety
be an important predisposition to developing social pho- disorders Web site at www.socialanxiety.factsforhealth.org
bia and other anxiety disorders. Many other-factors influ- is also a useful resource.
ence individuals during the course of developmentrand Some individuals, particularly those with public
are likely to interact in complex ways to promote-or pre-- speaking anxiety, find nonprofessional programs such
vent the onset of social anxiety disorder. Some individu- .as Toastmasters to be beneficial. By repeatedly applying
als with social anxiety disorder associate its onset with a'the -principles of preparation, rehearsal, and exposure,
specific social event or interaction that was particularly’ they‘can often achieve a level of comfort in performance
embarrassing or humiliating. Such a circumstance could settings.
be considered an adverse conditioning stimulus.
If one looks to neurobiology for an etiologic explana- Psychotherapy
tion, the findings thus far are meager. Other than the fact Formal psychotherapies for social anxiety disorder in-
that selective serotonin reuptake inhibitors (SSRIs) are ef-clude social skills training, exposure in vivo, cognitive
fective treatments for social anxiety disorder, there is little therapy, and‘cognitive-behavioral therapy (individual and
evidence to implicate dysfunction of the serotonergic sys- in groups)?’ While-these treatments can be quite effec-
tem. Likewise, despite a well-established link between tive, finding well-trained, experienced therapists may be
fear and adrenaline, noradrenergic dysfunction has yet todifficult. (Both the Madison’Institute of Medicine, Inc.,
be established as an important etiologic factor. Dopamin- 7617 Mineral Point Road, Suite 300, Madison, WI 53717,
ergic dysfunction is also unlikely, especially since dopa- (608) 827-2470, and the Anxiety Disorders Association of
mine agonists and antagonists have no important role inAmerica, 11900 Parklawn Drive, Suite. 100, Rockuville,
treating social anxiety disorder. MD 20852-2624, (301) 231-9350, arereferral sources.) In
On the other hand, a neuroimaging study did find addition, these programs require a substantial commit-
lower D, receptor binding potential in the striatum of 10 ment of time and effort by the patient. Since repeated ex-
subjects with generalized social phobia compared with 10 posure to feared situations is an integral part-of treatment,
healthy control$® Attempts to implicate abnormalities of some find it difficult to structure an adequate exposure
neuroendocrine systems or immune function have beenparadigm. For example, the timing and duration ‘of
similarly unrewarding?® Steirf® concludes his thoughtful ~ weekly sales meetings may be immutable, opportunities
review by stating, “It is clear that we have a long way to for speaking before large audiences may be limited, and
go before we can speak with authority about the ‘neurobi- confronting the boss for a raise is usually not conducive to
ology of social phobia.®?®? |t seems inescapable that repeated, lengthy contacts.

multiple risk factors are involved in the etiology of social Social skills training involves teaching patients the
anxiety disorder and that further research will be neces- essential verbal and nonverbal skills necessary to effec-
sary to clarify these ambiguities. tively and comfortably interact with others. Rehearsal and
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role-playing with exposure are critical elements. Social daily dose of 2.4 mg, 78% of patients responded, com-
skills training is a central component of an intervention pared with 20% on placef®Clonazepam was also shown
known as social effectiveness trainfiig. to be more effective than placebo in a 5-month mainte-
Exposure therapy (also referred to as behavior nance studyf Since benzodiazepines have been off-patent
therapy) is based on the premise that continued exposurdor quite some time, it is unlikely that further definitive
to feared situations leads to anxiety reduction by habitua- studies will be forthcoming. Positive aspects of benzo-
tion. An example might be repeatedly asking strangers for diazepines include rapid onset, good tolerability, overdose
directions to a location across town until the process be-safety, and flexibility of dosing. Disadvantages include
comes comfortable. In general, exposure needs to be reside effects such as sedation, incoordination, and sexual
peated and-lengthy to be effective. dysfunction, as well as abuse potential, discontinuation
Coghnitive therapyfocuses on correcting the irrational difficulties, adverse interactions with other drugs and al-
thoughts or beliefs that contribute to inappropriate social cohol, and lack of antidepressant activity (given the high
anxiety. Ultimately,.an element of exposure is almost al- comorbidity of social phobia with depression).
ways introduced intosa cognitive schemata. Buspirone. While buspirone showed promise in open
Cognitive-behavioral therapyor CBT, is the best-  studies of social anxiety disorder, 2 placebo-controlled
studied psychotherapeutic approach to social anxiety trials were not particularly encouragiffigSome feel that
disorder. CBT blends thebest of exposure therapy andfurther studies at higher doses (e.g., 60 mg/day) might be
cognitive therapy using cognitive-restructuring, exposure more productive; nonetheless, buspirone is not currently a
simulation, and in vivo homework assignments. Heimberg leading drug for treating social anxiety disorder.
and other® developed cognitive-behavioral group therapy
(CBGT), which provides CBT in a group)setting. It has Antidepressant Pharmacotherapy
been shown to be as effective as'pharmacotherapy for so- Monoamine oxidase inhibitors (MAOIs)Phenelzine,
cial phobia and may provide a greater:likelihood of main- an irreversible, nonselective MAOI, is an effective treat-

taining response following termination of treatm&nt. ment for generalized social phoBiidyut its adverse event
profile, the need for dietary restrictions, and the risk of
Pharmacotherapy hypertensive and hyperthermic crises have relegated it and

While paroxetine is currently the only medication with- other members of its class to treatments of last choice. The
a U.S. Food and Drug Administration (FDA) indication- .reversible inhibitors of monoamine oxidase A (RIMAS)
for social anxiety disorder, the range of effective medica- 'such _as moclobemide and brofaromine promised a wide
tions is considerably more extensire® safety-margin and freedom from dietary restrictions, but

B-Blockers As early as the 1970s, these drugs were for, various.reasons their development was terminated in
shown to be effective in single-dose, double-blind, cross- the United-States several years ago.
over studies for treating both public speaking and musical  Tricyclics.While tricyclic antidepressants are effective
performance anxief{ They are thought to work by reduc- treatments for.depression, they do not appear particularly
ing autonomic arousal (i.e., less tremor, palpitation, and useful fortreating social anxiety disorder.
sweating) and interrupting an otherwise vicious cycle of  Selective serotoninreuptake inhibitor§he spectrum
somatic symptoms and increased anxietf-Blocker is of SSRI effectiveness extends well beyond depression
usually taken 1 to'% hours before a performance (after and now encompasses ‘social anxiety disorder, for which
having tried a dose at home to be sure that there are no idthese drugs have become the treatments of cRblicege
iosyncratic reactions). Typical doses are 20 to 40 mg of double-blind, placebo-controlled: studies established the
propranolol or 25 to 100 mg of atenolol. Of interest is effectiveness of paroxetine (which is\FDA approved for
a survey of presenters at the 1983 American College ofsocial anxiety disorder), sertraline,~and fluvoxamine.
Cardiology Annual Meeting that found that 13% took a Open studies suggest that citalopram and fluoxetine are
B-blocker to allay performance anxiéfywhile B-blockers also effective.
on an as-needed basis may benefit performance anxiety, In general, SSRIs manifest their benefits' gradually
they have not proven useful on a scheduled basis for treat-over several weeks at doses consistent with those  used to

ing generalized social anxiety. treat depression. For example, Baldwin et'alound
paroxetine at a mean daily dose of 34.7 mg/day to be more
Anxiolytic Pharmcotherapy effective than placebo beginning at 4 weeks of treatment.

BenzodiazepinesA benzodiazepine anxiolytic would A fixed-dose study of paroxetifiefound 20, 40, and 60
seem like a logical choice to treat social anxiety. While re- mg to be equally effective, suggesting that time rather
sults with alprazolam in a controlled study were not par- than dose may be the critical factor in achieving response.
ticularly impressive (perhaps because all patients also re-In view of the chronicity of social anxiety disorder and the
ceived self-directed exposure), clonazepam withstood theslow onset of action of SSRIs, it would seem reasonable
scrutiny of a 10-week, placebo-controlled trial. At a mean to persist with the starting dose for at least a month before
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considering an increase. Starting doses include the fol-erable, either individually or in a group utilizing a thera-
lowing: citalopram, 20 mg; fluoxetine, 20 mg; fluvox- pist trained specifically to administer this type of treat-
amine, 50 mg; paroxetine, 20 mg; and sertraline, 50 mg. ment. Pharmacotherapy should be scheduled, rather than
There are no studies comparing one SSRI with anotherused as needed, with SSRIs being the drugs of first
for treating social anxiety disorder, and there is no evi- choice. Patients should be reminded that several weeks
dence that one is more effective than another. Choice ofmay be required to see progress and several months to
drug therefore depends on whether an approved indica-maximize benefit.
tion for social anxiety disorder is a comfort factor, as well Should an SSRI be ineffective or not tolerated, chang-
as considerations based on personal preferences of boting to a different SSRI may be beneficial. Alternatively,
patient and-physician, side effect profiles, and compatibil- treatment could be switched to a benzodiazepine (clo-
ity with other medications the patient may be taking. nazepam is the best studied) or gabapentin. In patients
Other antidepressantdMirtazapine, nefazodone, ven- who are partial responders, adding one of these drugs to
lafaxine, and bupropion have all shown promise as treat-an SSRI may produce further improvement; remember
ments for social ‘anxiety disorder, but results have beenthat some SSRIs may interfere with benzodiazepine me-
derived only from small, open-label case reports and casetabolism, while gabapentin is devoid of pharmacokinetic

series? interactions. Although the newer antidepressants (bupro-
pion, mirtazapine, nefazodone, venlafaxine) are not estab-
Anticonvulsant Pharmacotherapy lished treatments for social anxiety disorder, they can be

Only 2 anticonvulsants have‘been studied in controlled considered if better-defined approaches prove ineffective.
trials as treatments for social anxiety disorder: gabapen- Relatively little has been written about the optimal du-
tin, which is currently marketed as a‘treatment for epi- ration of effective and well-tolerated pharmacotherapy.
lepsy, and pregabalin, an investigational drug. The ratio- Given the chronicity of social anxiety disorder, treatment
nale behind studying these drugs included observationsshould be continued for at least a year before an attempt is
of reduced anxiety, improved mood, and increased well- made to taper and discontinue the medication. Even then,
being in patients with epilepsy and favorable findings the relapse rate is likely to be high, especially if cognitive-
in animal models of anxiety. In a 14-week;, placebo- behavioral therapy has not been incorporated into the
controlled trial involving 69 adults with social anxiety dis-~ treatment regimen.
order, gabapentin outperformed placebo as measured-by
reduction of scores on the Liebowitz Social Anxiety Scale DEALING WITH COMORBIDITY
(=27.3 points versus —11.9 points on placeb&arly ter-
minations due to adverse events occurred in 21% taking~ > Primary-care physicians may choose to refer patients
gabapentin and 11% taking placebo. Since the study de-with’comorbid conditions to a psychiatrist for either con-
sign encouraged dosing as high as 3600 mg/day, the measultation or.ongoing treatment, although this is sometimes
daily dose of 2868 mg is likely to be more than necessary either impractical (limited resource availability) or un-
to effectively treat many patients. Studies directly com- necessary.For example, a primary care physician may feel
paring gabapentin with SSRIs have not been conducted. comfortable treating a patient who has social anxiety dis-

Pregabalin, like gabapentin, is an analog of order and majoridepression because a single drug (usually
y-aminobutyric acid, an inhibitory neurotransmitter. It is an SSRI) is likely to be/effective for both conditions.
currently under investigation as a treatment for social However, comorbid social anxiety disorder and obsessive-
anxiety disorder, with one study thus far showing promis- compulsive disorder may not{respond to treatment with

ing results®® SSRIs, as demonstrated by a small.retrospective study in
which improvement in both conditions‘'was the exception
TREATMENT CONSIDERATIONS rather than the rul&.In general, a multifactorial approach

is usually necessary to deal with social anxiety disorder

For individuals with specific social anxiety disorder, when it is associated with comorbidity. Foriexample, so-
non-pharmacologic treatments range from self-help pro- cial anxiety might be treated with an SSRI and comorbid
grams to a more formal cognitive-behavioral approach alcohol dependence with naltrexone and 12-step‘facilita-
administered by a qualified therapist (who is often hard to tion therapy. The biggest obstacle to dealing with comor-
find). Pharmacotherapy is generally used as needed, withbidities is actually not the treatments required, but rather
B-blockers being the preferred medication. Benzodiaze- the failure to recognize them in the first place.
pines are sometimes successful but may impair cognition
and coordination. CONCLUSIONS

Generalized social anxiety disorder is amenable to
both psychotherapy and pharmacotherapy, either alone or Social anxiety disorder is a common, chronic, often
in combination. A cognitive-behavioral approach is pref- disabling yet greatly underrecognized condition. It is also
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a condition for which effective therapies (both pharma-
cologic and psychotherapeutic) are readily available. The ;4
impact of treatment can be strikingly beneficial, even in
individuals who have been suffering with the condition
for decades.

Drug names:alprazolam (Xanax and others), atenolol (Tenormin and 21

others), bupropion (Wellbutrin), buspirone (BuSpar), citalopram
(Celexa), clonazepam (Klonopin and others), fluoxetine (Prozac), flu-

voxamine (Luvox), gabapentin (Neurontin), mirtazapine (Remeron), 22

naltrexone (ReVia), nefazodone (Serzone), paroxetine (Paxil), phenel-
zine (Nardil); propranolol (Inderal and others), sertraline (Zoloft), ven-
lafaxine (Effexor). 23
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