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I n a ~ & ~ o n :  Although there has ban recait interest in epidemiology of social phobia, many 

aspects remain to be exploreci. Fint, there is a dearth of hwledge of ehildhood nsk bctors for 

the disorder. Second, while it hm been qgested that the pmence of social phobia may be a ri& 

factor for other serious disordem, such as @or depression d dcohol abuse, replication of 

earlier research on relative age of onset w d d  stmngbn th* finding- F i y ,  ddemographic 

charaderistics and comorbidiity of social phobia have ken descnibd, but no studies have 

examined ihese aspects using the Composite International Diagnostic InteMew (CIDI) in a 

Canadian sarnple. This proves to be important as the CIDI has a mon comprehenrive section 

dealing with socid phobia than otha intaviews previously used in epidaniological S U N ~ S .  

Analysis using the Ontario Heaith Sumy Mental Health Suppkment (OHS-MAS) has shown that 

prevalence rates of mental disordao and other Wors vuy between Canada uid the United 

States. 

Researck Qutsîiins: Aspects of social phobia considered in this study are socio-demognphic 

characteristics, rates ofcomorbid disorders, age of onset of social phobia relative to the age of 

onset of comorbid disorders and childhood adversities. 

MetkoaOIogy: Data fkom the OHS-MHS was analyzed to uuwa the rrwrch questions. The 

8,116 respondents, age 15 - 64, were intenie& using the CIDI. The OHS-MAS is a provina- 

wide, cross-sectional population health surwy collected by the Ontuio Ministry of Hdth, and 

designeci to provide Sonnation needd for health pluining and policy devdopmcnt purporer. The 

survey has a multi-stage design which used stratification d clustering. Sunpüng weights were 



assigneci and the design efféct was uioorporated into the uialysis. The statisticai d a t i o n  

between the diagnostic groupa (social phob* versus without social phobia) and depadcnt 

variables was analyzed by logistic regrasion. 

ResuIts: Respondents with socid phobia arc more Siely to be f d e ,  younger, single and of 

lower socio-economic statur. This disorder is d a t e d  with high Rter of comorbidity d its 

age of onset precedes the age of onset ofafkdve disorders in 71% of the cwr uid that of 

substance skise disordas in 8% of cases- S d  phobii U d d y  assockW with muiy 

childhood adversities. These include Iack of a close relationship with an adult, not king first bom 

(in males only), maritai conflict in the nmily of origin, parentai history of m d  disorder, child 

welfare involvement, mtuiing away fnmr home, physial and semai abuse. Wmg a gnde and 

requiring special education More age 9, lcaving high school before graduating, participating less 

in exfracuIticular schod M i e s  d having a negative perception of school cnvironrnent. 

Cornplex (generaüzed) social phobi is more strongly usoaated with comorbidity and childhood 

adversities than more specüïc speaking-only social phobia. 

Conclusion: Results nom this study confum that social phobia, particulady the complex 

(generalized ) type, is as much a public health con- in C d  as it is for other countries. aven 

that social phobia may be a risk factor for other disorden and that its onset is in adolescence, a 

developmentally critical period, eady detection and treatment is imperativt. Naturalistic 

prospective studia are requùed to investigatc the association between childhood adversities and 

sociai phobia. 
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BACKGROUND 

1.1 Intioductioa 

Social phobia is a highiy p r d e n t  anxiety disorda characteriztd by acessive feu 

of situations where an individual is subjed to the rautmy ofothar (Amaican Psychiatrie 

Association, 1994). Tt am best be conceptuaked u extrane shyness. Shyncss is a n o d  

experience, endorsed by mur/ p p k ,  whenu social pboai is a shyMsr so prowunoed 

that it is considcd pathoIogid (Stein, 1997). Individuais with rocid phobia mry fecu 

and avoid public spePIUng, epting or drinking in public, e n b g  a room where other 

people are already seated, talking on the telephone, meeting ncw people or attading 

social g a t h e ~ g s .  Ia clhicai sampies, the disorda hu bcen shown to affect multiple 

aspects of an individuai's lifé such as ducation, cmployment, funiy relationships, 

romantic relationships and social networks (Schneier et ai., 1994). 

S d  phobi is considercd much more prevalent thui prevïously thought. Recent 

epidemiologid studies estimate 12-month prevalence ntes b a w a n  6.7 - 7.9 % (Offord 

et al., 1996, Kessler et IL, 1994). CliicaI and commUIUty studies indicate that the course 

of the disorder is  lengthy. (Reich et al., 1994, Chartier et d, 1998). The mean age of 

onset reported in most studies is between eariy and late adolescence with many cases 

starting in eariy chüdhood (Huen & Stein, 1995, Biedel & Turner, 1988). The last decade 

has brought many advances in the treatment of socid phobia (Heimberg et al., 1995, 

Sutherland & Davidson, 1995, Schneier, 1995). 

Over a d d e  ago, Liebowitz (1985). having rcvitwcd the runt rcsearch on socid 



phobia, had concluded that it was a distinct disorder in tams ofclinid features and a 

neglected disorder in temu of ameness. Mounting evidence Erom recent studia aiggests 

that it may be a risk hctor for other serious disorden aich as depression and alcohol 

abuse (Schneier et al., 1992, Magec et ai., 19%). Most of our understanding of sacial 

phobia is bued on clinid simples which may not be representative of social phobh in the 

community. Previous epidemiologïcal studies suggest thiit most people with this disorda 

have never sought treatment (hhgee et al., 1996). Our knowledge of socidemographic 

charaderistics, cornorbidity and risk W o n  would be broadened by data obtrwd f3om 

population-based studies. This information is vitaI in developing intervention and 

prevention programs and in reducing possible complications. This rtudy considers drt. on 

social phobia fiom a large epidemiologic, mou-sectional study conducted in Ontario. 

1.2 Research Objectives 

This study exmineci the foiiowing aspects of social phobia: 

1. Sociodemographic characteristics of social phobia such as age, gender, marital 

status, education, personal income, work status, urbanicity, immigrant status and f h i l y  

type (living done or not). 

2. The rates of comorbid disorders in social phobia. Mental health disorders 

considered were simple p h o b i  agoraphobia, patûc disorda, genailized anxiety disorder, 

dysthymia, major depression, rnanic episode, antisocial personality, adult antisocial 

behaviour, alcohol abuse and dependence, cannabis abuse and dependence, other 

substance abuse and dependence and buiiia newosa. 



3. The age of omet of social phobia dative to the age of onset ofcombrbid 

disorders. 

4. The relationrhp between childhood adversities and social phobir Risk -ors 

examinecl w m  parental history of matrl health proôlcms, macitai conflict, death of a 

parent before age 16, nature of relationship with parents or a signiîïcant adult, socio- 

emnomic status and d i t y  of W y  of origin, physical and sanul abus as a chilci, 

juvenïie justice or child welfâre involvement, ninning away h m  home, fülure ofa grade 

or requuement of special edudon, fàilurc to graduaîe fiom hi& schooi, level of school 

participation and perception of s c h 1  environment 

5. Cornparisons of different subtypeo of social phobia with respect to 

sociodemogmphic characteristicq comorbidity, age of onset anâ cMdhood advcnities. 

1.3 Diaguostic Criteni of Social Phobii 

It is imperative that social phobia be propedy identifid when attempting to 

understand the disorder. in psychiatry, a diagnosis is made based on an evduation of the 

patient's account and in some cases the fàmily members' accounts of the symptoms 

experienced. The Diagnostic and Statistical Manuai of Mental Disorders @SM-IV; AP4 

1994) and the International Classification of Disews (ICD-IO; Wodd Hdth 

Organization, 1992) each list criteria for the diagnosis of social phobia and are displayed in 

Appendices A and B. in Appendix A, criteria are amangeci in 3 groups: definition, level 

of distress and intafaaice and uclwioiiary criteria 



Soci ai phobia entercd the diagnostic nomenclature of the Amerkan Psychiatric 

Association when it appearui in the publication of DSM-III in 1980 (APA, 1980). This 

marked an important step, as prior to this, no de s  existed which would allow for a 

systematic diagnosis of socid phobia Though prof-onals nom disciplines aich as 

psychology and psychiatry had ken treating people with &ai arjxiety, a common 

language was facking by which they could share thàr experietlce~ and kdings. nie 

critena outliied in the DSM-III made it p o s s i i  to id- cuer in a reüable way. In the 

DSM-III version, phobias were s u b d i i  into specinc categorics, namcly agoraphobi 

social phobia and simple phobia. Social phobia w u  definexi as persistent ftu of "a 

situation in which the individual h exposecl to possible sc~tiny by othen". An individuai 

fearfûl of a wide range of social situations, might k given the diagnosis of avoidant 

personality disorder, dehed in DM-III as  king hyperscnsitive to rejection, withdmwing 

sociaily despite a desire for acceptana, experiencing low seIfksteem and king reluctant 

to enter relationships unless given strong assurance of acceptanceCt 

In DSM-IILR (APA, 1987). social phobia was more broadly defined as "a 

persistent feu of one or more situations in which the person is exposed to possible 

scrutiny by others and feus that he or she may do something or act in a way that will be 

humiliating o r  embamssing". Additionally, more detailed criteria were provided. The new 
- 

cnteria improved reliabüity and validity of diagnosis thereby permitting clinicians and 

researchers to differentiate among simple phobias, agoraphobia and social phobia. 

In the DSM-IV(APA, 1994). the mort reccnt version of the diagnostic manual of 

the Amencan Psychiatric Association, the criteria were fùrther rcfined and c l d e d .  



Criteria diiered marginally from those in DSM-XII-R (Hsrcn & Stein, 1995). A broder 

description of social phobia now included far d u M a r  people and showing anxïety 

syrnptorns. 

While the DSM is widely used in North Arneric8, the International Staîistical 

Classification of Diseases and Related Health ProMans @CD) is the diagnostic system 

most commonly used in Europe. It was developed by the World Health Organization as a 

result ofwïdespread, international ~0llSUtt~~om This system ofcatcgories inchdes Il 

types of health problems. Chapta V addresses mentai h d t h  problems (Cooper, 1994). 

For the nnt tirne, the current ICD-IO cdition has included social phobii as an officidly 

recognized diagnosis. Upon cornparhg the two sets of criteria for diagnosing socid 

phobia, it was found that DSM-III-R criteria identifid more cases than ICD-10 criteria 

(Wacker et al., 1992). 

Although there have been important developments in refinhg the diagnostic 

criteria for social phobia, the recent diagnostic systems fail to specify what level of 

interference and distress is required to make diagnoses of social phobia (Stein et d., 

1994). The lack of precision in these criteria may lead clinicians and researchers to differ 

in their identification of cases. This has impoctant implications for determihg prevalence 

rates of social phobia 

1.4 Instruments Used in Epidemiologic Studicr of MmU Disorden 

A variety of instruments are used to eoliect âata in epiderniological studies of 

mental disorders. The most cornmon ones are the Diagnostic Interview Schedulc @IS)Md 



the Composite Intemational and Diagnostic Interview (CIDI). With the support of the 

National Institute for Mental Heahh in the eady 1980q the DIS was the first to bc 

developed to cdlect data for luge epidemiologid studies. It incorporates questions and 

cnteria from prevhus diagnostic instruments and wu designeci to Satie DSM-ïïI aiteria 

The interview rhedule is highly strucnired, specifying .II probes and questions to k useci, 

and has a computerized symptom scoring system which minmiins the need to malce 

clinical judgments. The instrument can therefore be uxd by lay interviewers which earbks 

the collection of luge amples. The DIS interview is f o d  to have acceptable leveb of 

interrater reliebility (Robins et ai., 198 1). % u~sscs  mCal  phobii within a rection of 

other simple phobias. Among questions on s p d c  feur such u heightr, tunnels, bridges 

and storms, thae were questions about three social situations: eating in fiont of other 

people (either people you know or in public); speakhg in h n t  of a srnail group of people 

you know and speaking to strangers or meeting new people (Waker & Stein, 1995). 

The CID1 was pubsequentiy developed and has been used in most ofthe recent 

epidemiological studies of mental disorders. As weli as ~ssessing mental health syrnptoms 

to obtain a psychiatnc diagnosis, it gathers information about likely risk factors and about 

social consequences. This i n t e ~ e w  was developed by a team ofresearchers at the request 

of the World Health Organization and the United States Alcohol, Dmg Abuse and Mental 

Health Administration- Dmlopments in psychïatric nosology, i n t e~ew design, cornputer 

technology and nimy methods fâcilïtated the preparatïon of the CIDI- Tt gnw out of 

experience with the DIS and was designecl to save cross-culturai epidemiotogic and 

comparative studies of psychopathology. Both major diagnostic systems, the ICD-IO and 



the DSM-llï-s m y  k applied using this htaview. The CIDI has a separate and more 

comprehensive section which inquires about six social situations to assess diagnostic 

criteria for social phobia. 

The prevalence rates for social phobia are dramatically higher in the studies using 

the CID1 interview than those found in e d e r  studies which used the DIS interview, The 

CID1 applies less restrictive aiteria in diagnosing rocid phob*. Evidence of signifiant or 

m k e d  distress is adequate to meet the criteria, and interference in d a  Iife and raMties 

is not necessarily required. 

1.5 Drsuiptioa of Termr UIcd in the Study 

SociO-dCmogrrrlpkk: A description of &O-demographic characteristics contributes to 

Our understanding of social phobii. Variables most commoniy aumllied are age, gender, 

socio-economic Statw, marital status, employment status, race and whether the 

respondent is fiom a rural or urban setting. These data help in predicting which individuals 

are most likely to develop a condition and d o w  for the planning of mental health senices. 

Additionally, it is often necessary to take socio-demographic variables into account when 

studying other aspects of a condition- For exarnple, it is important to take the gender of 

respondents uito account when reporting prevdence rates, since the prevalence rate of 

social phobia is significantly higher for women (Magee et ai., 1996). 

Co1110rbidifjr Comoibidity can be broadly defined as the presence of more than one 

disorder in a person in a defined paiod of time (Wittchen & Essau, 1993). Lifetirne 

comorbidity is the presence of ail the disorders a person has developcd at some point in 



hislher life span. Mon precisdy and pertinent to this study, epidemiologic comorbidity is 

said to exïst when the prcvalaicc of a certain disorder ( major depression) among pasons 

with the disorder in question (socid phobia) diners fiom the predence ofthis disorda 

(depression) among those without the disorder in question (no social phobia). This is dso 

known as non-independence between or dation h e m  the two dirordar. The 

utilisation of odds ratios is an appropriate way of disaming random comorbidity îrom 

epidemiologic comorbidity @kamer, 1995). 

To some extent the term comorôidity has been the abject of controversy as it 

conflicts with traditional nosologicai thinking in psychiatry. The question has uWen as to 

whether separate comorbid disordas atist or whether they arc diierent manifestations of 

a primary disorda. Wittchen (1996) divides the scientific world in two camps with regard 

to this matter: the "spiittets" and the "lumpas". The splitten consist of those who fivor 

the division of the major classes of mentai disorders into smaller units and the lumpers are 

those who prefer to find comrnonalities among disorders. Cntics of reports on comorbidity 

daim that it is simply an artefact ofsplitting DSM diagnoses into separate classes. 

Diagnoses do in reality have rnany symptorns in comrnon, for example, anxiety and 

depression have overlapping symptorns. Both epidemioIogical and clinical studies provide 

compelling evidence that comorbidity is not produced by chance or as an artefact- In fact, 

clinid comorbidity is actuaüy higher than in epidemiologic comorbidity wttchen, 1996). 

This is particularly true if lifetime comorbidity is considered. 

Ksk Factor: A ri& -or is an aspect of perronai behavior or üfestyle, an environmental 

exposure, or an inbom or  inherited characteristic, which on the bais  ofepidemiologic 



evidence is known to be assochtcd with health-relateci conditions considaed important to 

prevent (La& 1995). Risk fictor research refers to the study of these antecedent 

conditions and subsequent outcornes and how they are related (Kazdin a al., 1997). 

IdentifLing risk hors, such as childhood adversities, can offen uncover Unportant clues 

as to the aiology of a disorder as weM as enabhg health care providerr to predict which 

individuais are most likely to develop the disorder. n i e  cMdhOOd adversities examinecl in 

this study are descn'bed in Appendices C and D. 



cEAPTER2 

LlTEKATUREREVIEW 

2. L EpidemioIogic Studicr 

In the l u t  two decadcs, a number of epiderniologid studies have 

addresseci the subject of mental disorden, includimg that of socid phoôim. Wh- most 

reports focus on prevaience rates, some have a broader scope which encompwes SdCio- 

dernographie characteristics, comorbidity and nsk fâctors- The main chatacteristics ud 

prevaience natu of Soad phobia rqorted in epidemîologic studies arc summarized in 

Tables 1 and 2. The studies are classifieci into two main groups: d y  and recent studies. 

A quick glana revcals thrt the prevalence rates for social phobia vary between a lifktime 

prevalence of 0.5% to 16%. T h m  are many possible explanations for this. Dinarnt 

studies employ dïïerent rnehds of coiiectmg and anaiyzing in fodon .  There are 

different interviewhg instruments with diiaent  aitena for denning caseness, dflerent 

aarnpling procedures, time h e s  and age groups. Some studies report liietime prevalence 

rates and others, s h o n t h  prevalence rates. Generaliy, studies using simiiar methods tend 

to produce similar red t s .  For example, earlier studies, that used the DIS inte~ewing 

instrument have comparable results (Bland et al., 1988, Regier et ai., 1988, Weissman et 

ai., 1996, Hwu a al., 1989, Steffonsson a al., 1989, WeUs a aï., 1989). The National 

Comorbidity S w e y  and the Ontatio Health Survey, using the CID1 reporteci similar 

results ( Kessler et ai., 1994, Offord et ai., 1996). As mentioned eariier* the CID1 has more 

items related to social phobia (six versus three) and thus probes in more detaü for the 

disorder. 



The age gmups considerd were di&rent in various studies. Reseuchers in the 

NCS only included respondents that were betwecn 15 - 54 yean old, while others such as 

the study conducted in Savigny, France and the ECA studies intervieweci respondents 18 

years old and older. This disparity is potentially important as there may be a difference in 

age d i s t n i o n  It does apperr, for example, that pmnlence rates for social phobia 

demease in o l d s  populations. 

The nsson for the di&nnces among d X i  countrics is not entùeIy clau. The 

European study, in Italy, which developed the lowest estimate of prevalence, dowed only 

one diagnosis to be reportecl. This may explain the lower rate. considering the high level of 

comorbidity reported in most other studies (Walker & Stein, 1995). In Asia , where there 

is severe sociai stigrm BLSSOCiated with mental ülness and a grcater reluctance to disclose 

personal information, much lower rates of psychiatrie symptoms were reported (Compton 

a d., 1991). Prevalence rates reported in English-spcaking countries and those with 

history of strong European influence were similu- 

Some researchers have explorecl the effect ofdifferent diagnostic critena on 

determihg the diagnosis. Wacker et al. (1992) compared the ICD-10 with the DSM-III- 

R with regard to their definition of cases in the general population. They found some 

significant differences in the identification of cases between the two classification systems 

and concluded that with respect to anxiety disorders the ICD-10 and the DSM-IILR 

moderately converge. The DSM-III-R identifies more cases of social phobia than the ICD- 

10. 

h a telephone survey of social amci-, Stein and his collcagues (1994) concluded 



that the prevalence rate of social phobia dependai hervity on the diagnostic criteria uscd. 

The authors adyzed data fkom 526 randomly selccted comnnurity respondents in 

Wuuiipeg, Canada When the diagnostic threshold w u  set to include pasons who 

reportecl at Ieast moderate interfetcnce or distress in social situations, 18.7?% of 

respondents fit this description. Only 7.1% w a e  included whcn the threrhold ans nwd 

to include only those who icported muhd i n t d a a i a  or distress - a dennition that is 

closest to DSM-iILR And fiarlly, 1.% wat included when the thrcshold was nuüier 

raised to include only those who reportecl d e d  interfikence as well u distress - a close 

approximation of the DSM-IZI criteri It is thaefore imperative to kccp these 

obsewations in mind whcn intaprrting the epidemiological data collected on the 

prevaience rates of social phobia. 

A recent study of adolescents by Wittchen and his colleagues (1998) used a 

modiied version of the CIDL They reporteci a 12-month prevalence rate for social phobiin 

of 2.6% and a lifetime rate of 3.5%. In their report, they specified the use of more 

otringent critena for meeting a social phobia diignosis. Once these criteria were relaxed, 

the prevalence rate was i n a d  to a 12 month rate of 5.2% and a Mietirne rate of 7.3%. 

The prevalence rate is di considerably lower than expected in this younger age group. 

Verhulst et al., 1997 reportcd a six-month pfevalencc rate of 9.2% for adolescents and 

the NCS a 30-day prevaknce rate of7.3% in this age group. It should bc notecl, u weU, 

that Verhulst's study had interviewai both adolescents and th& parents, thus the 9.2% 

prevalence rate is a c o m b i i o n  of two reports. 

Also, in the anaiysis, the method usd for deilllig with missing data can acwunt 



for some of the diffêrctlcectlce For example, in the Ontario Health S w y .  the investigaton 

did not include data when there w n  too many misshg values. Tn the National 

Comorbidity Survey, the anaiyst wauld use daborate caldations to replace rnissing data. 

This could partially explain why the prevaience rates from the OHS were more 

consewative than those from NCS (Wong J: pasonil comrnunicaîion, Novanba,l998). 

When making statements about the prdence  of rocid phobia, it may be 

important to quilifjr the Wty. Studies with lowu prevaiacc rates may represent those 

individuals with social phobia who in more s m n i y  impaired and those with hi* 

prevaience rate may include the sevenly impaired m well as the milda cases. There may 

also be very real merences in rates of social phobii across countries due to socio- 

economic, genetic, cultural and unknown rrwons, aithough this remains to k 

demonstrated. 

2.2 Socio-demograpbic Characteristics 

Table 3 displays the socio-demographic characteristics reported in recent 

epiderniological studies. With the exception of the Edmonton study, most report that the 

majority ofindividuals with social phobia are fernale. This is in contrsst to what is 

observeci in some clinid settings whae those seeking trertmait for social phobia are 

mostly men (Amies a al., 1983). Most rtudies, again with the exception of the Edmonton 

study, found that individuah with social phobia tended to be younga. ûtha 

characteristics found in this population are Iowa incorne a d  educational ittunrnent- The 

marital status of individuals 4 t h  social phobia prescnts d i n i  in dierat  studies. 



Generally it appean thaî they are less liiely to be in a relationship than the gened 

population. Otha charocteristics reportcd in the National Comorbidity Survey are that 

individuals with social phobia are more likely to be hidents, living with their parents, 

working in the home or not working. 

2.3 Comorbidity 

nie daia in Tables 4 and 5 surnmarize sorne ofthe findiigs of comorbidity in socitl 

phobia. Odds raîios are reporteci. The odds ratio is commonly uscd in epidemiology to 

quant@ dieret lce~ in the risk of an outcome between two groups. To compute an odds 

ratio for comorbidity between two disorders, the following formula can be used (Luf 

1995). 

f of- with tbe disorder # afcontrob witbout the disordcr 
Odds Ratio = X 

# of cascc without the disorder # of controis with the disorder 

An odds ratio of 2 would indicate that abjects with lifetime social phobia are tsvice as 

likely to have the üfaime disorder than abjects without lifetime sociai phobia. An odds 

ratio of 1 indicltes no or d o m  association and odds ratios higher thui 3.0 are 

considered to be clinically highly relevant. Odds ratios in more recent studies have been 

calculated using logistic regression. This provides an odds ratio that has b a n  controlled 

for other factors, most offen sociodemographic f-ors- 

Several large cpidemiologicai studies have reportcd that comohidity is a cornmon 

14 



occurrence among ail ofthe psychiatrie disorders @ick et ai., 1994, Schneia a ai., 1992, 

Angst, 1993, Lépine et al., 1995, Magee et ai., 1996). In the National Comorbidity Survey, 

52% of respondents hrve never had any =me disorder, 21% hve had at lewt one 

disorder, 13% have had 2 disorders and 14% have had 3 or more disordem. ûfthose who 

have had at least one Mietirne disorder, 56 % have lietirne comorbid disordem. While a 

lifetime history ofa mentai disorder is quite common, the NCS found that the major 

burden of illness is in the 14% with thme or more lifetime ciborders- 

Although the presence of comorbidity is a consistent findùig , thae are some 

differences in the rates of comorbidity across rtudies. W~ttchen et d.(1996) remuked that 

variation of cumorbidity across studies may be due to the way comorbidity was defined, 

the time window and the type of instrument used. Ltpine and PQsrolo (1996) reviewed 

the epidemiological and clinid studies that examine comorbidity in social phobia. They 

considered comorbidity with SUIXiety disorders, affective dioorders, substance abuse 

disorders and eating disorders. They found high rates of comorbidity with anxiety and 

affective disorders and lower rates with substance abuse disorders. 

2.4 Age o f  Onset 

Ost et aL(1981) reviewed studies reporting age of onset of various phobias in 

clinical samples. For socid phobia he deScnbed studies reporting a range of ages: 19 years 

(Marks & Geldq 1966). 20 years (Shafêr, 1976), 19 yearo (Amies a ai, 1983) and 16 

yean (Thyer et 1, 1985). The mean age of onset for social phobia in his chical samples 

was 16 yean of age. It is important to be aware that these were clinical sampks and it is 



possible that epidemiologicai samples might diner. Acwrding to most studies, age of 

onset of social phobia is in euly to late adolescence (Hazen & Stein, 1995). Table 6 

sumarizes mean age of onset of epiderniologid studies. The age of onset of the 

wmorbid disorders w u  usually later than the onset of social phobia leadïng some 

researchen to suggest that social phobia may be a risk h a o r  for comorbid disorden 

(Scheier et ai., 1992, Magee et ai., 1996, Lépine and Pelissolo, 1996). 

2.5 Eariy Risk Factors: Chiïdhood Adversith 

Very fcw studies have specifically cnamined cNdhood adversities in social phobia, 

though there has been some work done on risk factors for psychiatrie disorden in generai. 

Among variibles usocllted with childhood psychopathdogy have been low socio- 

economic status, unwed parents, parental sociopaîhy measured by parental dmg, alcohol 

or police problanr, stressful life events (7 or more in the laet 2 y-), king nonwhite and 

having repeated a grade in school (Velez et ai, 1988). Laraia a al. (1994) found in a case- 

control retrospective study that panic disorder with agonphobia in womm was associated 

with some chiidhood fictors such as a conflicteci farnily environment, lack of parental 

warrnth and support and the presence of chronic physical ülness and substance abuse in the 

childhood home. Tweed et al., (1989) a<amined the relationship between childhood 

parental death and divorce and anxiety disorders using data from the ECA study. 

Associations were found ôetween maternai death and agoraphobia with panic amcks and 

between parentai separation and divorce and agoraphobia with pank attacks and panic 
0 

disorder. They found no other signifiant associations ktween these variables and o tha  



d e t y  disordar (including -al phobia). It shwld be noteci that parental derth during 

childhood is M infiequent phenornenon, while s e p d o n  is cornmon, 

Kessler et J.(1997), using data nom the National Comorbidity Swcy, examined 

several childhood advenities and a number of mental disorders. The advefsities they 

considerai w a e  l o s  events such as divorce ud parentai psychopathologies, interpenonai 

trauma such as npe a d  assauit and 0th- adversitits aich u natuml disastem. Thae 

mors were dated with the onset but not the pa&erice of d c t y  disorden, mood 

disorders, ddictive dùorders and acting out disorden. Parental marital break-up, semai 

ab& and maternai psychiatrie disorders were the mngest predictors. Ais0 the 

probabiity ofonset ofa âisorder increases with the number of adversities- Howeva, 

accord'ig to M e r ,  the dvenitiu showed littie spccificity. One adversity wuld not be 

co~ected with oae disorda. The authors s t r d  the importance of d n i n g  multiple 

adversities o v a  a range of disorden and the ncccssity ofcontrohg for otha disorders 

when Qcamuiing dvcrsity in a specific disorder. 

Bruch in 1989 reviewed the research on possible nun*al and developmentd 

antecedents of social phobia- Since research on etiological ficton of social phobia was 

virtually non-existent he disaissecl work conducteci on shyness. Some factors associated 

with shyness included genetic fàcton, chiid rearing pnctices, childhood illness, birth 

order, peer neglect and acute self-consciousness in euly adolescence. Shy children were 

descnbed as having parents who are overprotective, less supportive and are more direct 

on teaching their children about social skilis. The parents are also described as more 

socially arurious themselves. 



Maritai conflict in the M y  of origin may play a role in the development of social 

phobia (Cummings, 1994). History of chiidhood physical and sexual abuse was higher 

among subjects with social phobia and panic disorder than among unaffhted cornparison 

subjects (Stein et al., 1996)- Traumatic social conditionhg was a fictor that was found to 

be associated with social phobia by Stemberger et aL(1995). DaMdson a ai.(1993)shidied 

retrospective reports of nsk fâctors using the ECA data and reported inaeased rates of 

m a t 4  psychiatrie disacder, parental sep.rrtion/divorce, i m p M  rchool pdonnana 

and behavioral problems during adolescence in individuals with social phobia 

Longitudinal research on temperament by Kagan (1984) sheds light on the role of 

heritabilïty. Temperament can be defmed as a response disposition characterized by eariy 

manifestecl tni ts enduring over time, having important impact on l a t r  pasonality. It is 

dso considerd to have a heritable wmponent. Kagui had noted in his observations of 

infànts that a s i p S u n t  proportion of them marrifistecl ûehaviod inhibition Behavioral 

inhibition was describecl as an avoidant reaction to unf'amiliar stimuli and events. He 

fûrther observed as he foliowed the children longitudiïly that the behavioral inhibition 

persistecl over time in different forms. Following Kagan's work, Rosenbaum et al. (1994) 

compared rates of anxiety disorders between parents of inhibitecl children and uninhibited 

children. Finding a higher rate of anxiety disordm among parents of inhibiteci children, 

they speculated that an ùihi'bited child ofa parent with an anxicty disorda may be at risk 

for developing anxiety disorders later in We. 

Two f h i l y  studies have been conducteci to test the hypothesis that socid phobia 

nins in fiunilies. Fyer a al (1993) found that relatives of social phobia probands had a 



significantly greater nsk for social phobia than did relatives of control subjects who had 

never had a mental disorder (16% versus 5%: p<0.01). Stein a al.(1998) studied relatives 

of  subjects with genedized social phobia and control subjects to see i f t h m  wae 

differences in the rates of the diierent types of social phobia. It w u  found that relatives of 

social phobic probands showed sùnilar rates of a performance type of social phobia to 

relatives of n o d  controls (15.5% venus 13.5%) but a much greater r i t  for generilizcd 

social phobi (24.3% v a ~ u  4.1%)- The odds ratio ans 7.61 (95% CI 2.20 - 25.79). 

In M effort to understand the role of genetic fhctors in mentai dirorders, K d a  

and coileagues (1992) conducted a large fende twin study. The concordance tate for 

social phobia w u  44.4% for monozygotic twins and only 15.3 % for dizygotic twins. The 

authors of this study estimatecl that 30./. of the variance in miPl phobia may be explained 

by genetic &ors a f k  controlling for environmental ïnfiuences. Recent studies have beai 

unsuccessf.u1 in genetically linking genes to the disorder (Stein et ai., 1998). 

In a qualitative study, individuals with social phobia were asked about perceived 

risk ffactrs. Thirty-nine respondents with a lifetime diagnosis of social phobia were 

inte~ewed using a semi-structured interview schedule. Factors perceived by respondents 

to precipitate social phobia, using content analysis, were f d y  and school environment, 

onset of adolescence, low seIfksteem, temperament and poverty (Chartier et al. 1998). 

Bruch and Heirnberg (1994) d n e d  retrospective reports pertaining to fimdies of ongin 

of individuah with social phobia and without social phobia. Individuais with social phobia 

more fiequently perceived their parents as isolating them from others, their nmily units as 

being less sociable, that great importance w u  p l a d  on other's opinion of one's behavior, 



that shame was used as a methd of control or discipline and nnJly that their mothers 

avoided social situations- 

2.6 Subtypcr OC Social Pbobia 

As reported above, the prevalencc rates for social phobia are high, in fk t ,  the 

highest amoag ali mental disorden. Among individuais with socid phobia, the degree of 

severity is wide-ranging. In DSM-IV (APA. 1994). two types have bcai definad; 

generalized socid phobia snd by exclusion, nongmeraiïzed socid phobia. Individuais 

fearing moa social situations are describecl as generaüzed and those f&g one or two 

situations are d e s c r i i  as nongenerafized. The issue of c l a s s i i g  subtypes has b a n  a 

subject of debate. Thc controversy arises due to the lack of precise criteria for 

distinguïshing between subtypes (Auai & Stein, 1995). It is likely that as more empirical 

data is gathered, these subtypes wiil be redefined. 

Kessler et al. (1998) examineci the proportion of respondents with social phobia 

who have broad-based and seriously impa i~g  social fears versus respondents who have 

l e s  extensive or impairing social fears. The data base that was used was the Nationai 

Comorbidity Survey. Of the respondents who met criteria for social phobia in the general 

population (7.9?4), a substantial proportion have pure speaking fear (1.8%). The 

remainder endorsed at least one sacial fear other thui speaking f m  (6.1%)). Of the 

respondents who endorscd at least one other social fear, over halfalso e n d o r d  3 or more 

sociai fears other than speaking feus (3.8%)). Thus, it cwld be estimated that 3.8% of 

respondents m y  have.. more pervasive type of sociai phobia. 



The respondents meeting aiteria for sacial phobia wae  divided into two groups 

for analysis. One group consisted ofrespondents who only f-ed public speaking or 

talking in fiont of a s d  group (referred to as speaking only social phobia). îhe  other 

group was .niid of at leait one social situation other than spdhg (referred to as 

cornplex sociai phobi.). K e u l a  uid his coUeagucs cnnpucd the socio-demogrrphic 

characteristics, comorbidity and impairment in the two groups. Complex social phobia wu 

associatecl with higher rates of comorbidity and greatct hprllment. Rcspondcnts with 

cornplex sociai phobia aiso had Iower incorne and edudon.  Respondents with speaking 

O& sociai phobii were more Iücely to report d d  phobia as the disorder with the d e s t  

onset. No gender diffcfc~iccs cxisted among the groups. 



3.1 Ovemew 

In order to address the research questions of the proposed study, permission has 

been granted dowing access to the data file ofthe Ontario Health Sumy (OHS) and to 

the Mental Health Supplement (MHS). The OHS is a comprehcnsive population health 

survey commissioned by the Ontario Ministry ofHealth and designeci to provide 

information on g e n d  health for health planning and policy development purposes. Since 

a amplete assessment of mental heslth problems was beyond the scope of the survey, the 

MHS was aibsequentiy aâministaed. This Supplanent to the OHS was conducted to 

study ptedence, severity a d  risk f e o n  of disorden and to gather data on mental 

health Kniices. It wu a province-wide, epidemiologic, cross-sectionai study of psychiatrie 

disorders among those aged 15 years and over living in households in Ontario. (Boyle et 

al., 1996). 

Potentiel respondents for the OHS were sdected in 2 stages; first in a probability 

sample of ail the Enurneration Areas(EA) of the province and second in a probability 

sample of households within the EA that had been drawn. Stratification into urban and 

rural anas was used in the sample ofEA to improve statistical reliability of estimates. 

Cluster sampüng was used in sampling the households to d u c e  data collection costs. The 

MHS was then administered to a subset of the OHS by lay intaviewen by means of 

personal inte~ews.  



3 3  Targct Population 

The target population for the Mentai Health Supplement wnsisted of ail individds, aged 

15 years or older who lived in dwellings in Ontario between August through November of 

1990. For this paitiailat study, the target population w u  fbther Wted  to people aged 

15 to 64. Older individu& were not questioncd about al1 mental disarders as the interview 

was too lengthy. It should be noted a number of Ontarians other than those not 

inte~ewed because of age were also excludeci: foreign Service personnel, homeless 

people, people living in institutions (for example, hospitais, prisons), F i a  Nations people 

1idng on reserves and residents of extremely remote ldons.(Boyle et al., 1996). 

3.3 Design 

As desaibed earlier, this survey was a multi-stage design whkh used stratification 

and clustering. The latter techniques are used to enaire representation and f&bility. 

Boyle and his colleagues (1996) provide a more comprehensive description of the Ontario 

Health Survey and the Mental Health Supplement. Figure 1 illustrates the various stages 

of the complex sumy design. Ontario is divided into 42 Public Health Units (PHU). Each 

PHU contains numerous geographicai units for which census wunts can be returned. 

These are d e d  enumeration areas @A). Each urban EA has on average 375 dwellings 

and uich rural EA has on average 125 dwellings. 

The survey was conducted in 2 stages: 

1) A probability sample of on average 46 enumeration areas (EA) was selected from cach 

Public Health Unit (PHU). The probability of being selected was adjusted for a c h  E& the 



larger the number of households per E& the larger the probability of being selected. 

2) A probability sample of 15 households were selected tiom the urban enumeration areas 

and 20 households were selected fiom the rural enumeration areas. 

For each PHU, an equal number of households (760) was selected to ensure that 

the sample sizes and statistical reliability would be comparable at this level. At the PHU 

level, stratification was used to increase statistical reiiabiüty by ensuring that subgroups 

were adequately represented. The EAs were sorted into h a n  and rural strata Utban E h  

consisted of h a n  core defined as having a population of at least 100,000 and urban 

fkinge with a population of 10,000. The rernainder of the EAs were defined as rurai. This 

stratifieci sample gives estirnates thai are mon precise per unit cost than simple random 

sarnpling. Since the groups are homogeneous, the within stratum sample is smaller. 

Selected EAs were then randody divided into four parts or quarters and each household 

was assigned a survey month for the i n t e ~ e w  to be conducted. The Mental Health 

Supplement was selected fiom the 3" and 4& quarten. 

Cluster sarnpling of the households was used to decrease costs of data collection. 

This clustering effect was less pronounced in urban areas by the selection of fewer 

dwellings per E A  There were more urban EAs and they were more compact and less 

expensive to list. The cluster effect in rural areas was higher because of fewer ciusters. To 

offset this design effect in rural areas, more households were selected per E k  One 

respondent fiom each household was interviewed- To increase statistical reliability of the 

15 - 24 age group, this group was over sampled. If no one in the household was between 

IS - 24, dl members in the households had equal chances of being selected. Computer- 



generated random numbers wcre used to select the subjects- 

3.4 Sample 

The sampling frame for the Mental Health Supplement consisted ofail the files of 

fùlly or p d y  c o m p l d  i n t h e w  fomu fkom the 3" and 4th quarters of the Ontuio 

Health Survey. Pilot studia wae wnducted in the l* and 2* quatters. These quarters 

were designed to be complete repliutes of each otha to ensure that the rcpttsentatkeness 

of the Supplemeat sunple would not k affecteci. Respnse rates to the Ontario Heaith 

SU& and the Supplement arc included in Appendü E. 

3.5 Noniesponders 

Nonresponders were compued to the responders of the MHS-OHS. 

Nonresponders tended to be male, to live in urban settings, be older, boni outside of 

Canada, to sperk a Ianguage other than English at home and to have leos h d t h  problems 

than the responders. On important measures of hdth status such as: education, incorne, 

marital statuq there was very M e  dinerace between the nonresponders and the 

responders- Selection bias is unlücely to be a concern A weighting procedure was used to 

compensate for the nonresponse at the Ontario Health S u m y  and the Mental FIuhh 

Supplement leveL 

3.6 hstmmeatation 

For the mort part, the htaview schedule used for the Mental Hcalth Supplanent 



was the Composite Internationai Diagnostic Intmiew (CIDI). As explaineci d e r ,  the 

CID1 is wnsidered more sensitive in diagnosing social phobia than the DIS. Kappa 

estimates for sociai phobia were rcmukably high at 0.97. Append'i F shows Kappa 

estimates prepared by W~ttchen et aL(1991)- Somc changes were made to the structure 

and fiow of the intavKw More it wrp used for the Matai Health Supplanent. (lm of 

these consisted in asking a series of probing questions about a variety of mental disordm 

at the beginaiag of the interview and foiiowing up positive answers with a series of 

questions aftenvards. Respondents anowered these questions More leaming that a 

positive answer wodd result in a series ofburdensome questions. (2)Probe questions 

were asked only lfts the nrpondent had met a minimum requirement. For aunple, in the 

mania section, prok questions were askeâ only ifthe respondent had 2 or more symptoms 

ocairring togcther in a manic e p i d e .  (3) Changes were made to the antisociai section to 

help overcome negative st igmi  in order to improve accuTBcy of response. (4) The scope of 

the questions were cxpanded to include infonnation on mental h d t h  utiüution (Boyle et 

ai., 1996). 

At the time the Mental Heaith Supplement w.s conducted, the DSM-IV had not 

been completed. The aiteria in DSM-IV differ marginaiiy fkom those in DSM-IILR 

(Hazen & Stei~1995). The essential components, however, do not d'fier and the 

information gathered fkom this version of the CIDI would most likely s a t i e  the aiteria 

for DSM-IV. 

The diagnosis of sociai phobia was made on the buis of questions C26 to C42 

(Listed in Appendix G). In rPsesUng socid phobia, responâents were Isked:" Some 



people have such an unreasonably strong fear of dokg things on this iist that they avoid 

them dtogether or fel extremely uncornfiortable about dohg them. Hive you cver had 

such an unreasonably strong fear of.. 

a) speaking in public? 

b) having to use the toila when away fkom home? 

c) eating or drinking in public? 

d) tlllOng to people because y w  might have nothhg to say or might sound 

foolish? 

, 
e) writing while romeone watches? 

f )  talking in front of a s d  group of people?" 

Ifany of these fearo were endorsed, the in te~ewer  would then rsk respondents 

about the persistence of the fetr, avoidance of the feu and the degree of distress and 

interference which the f~ caused. Hdshe would also ask whether or not respondents had 

swght help by consulting a doctor, a psychologist or other professionals or taken a 

medication to alleviate the feru. Erespondents answered yes to penistence, avoidance, 

distress or seeking any type of help or ifthey uiswered "a lot" to degree of intederence or 

avoidance, further questions were asked. 

They were asked about the fmt t h e  the ferr had ocairred, how old they were at 

the time and the last tirne they had experienced fur. They were then uked more questions 

about interference, physid symptoms and cognitions as foUows; " Did thidthese 

unreasonable fear(s) ever keep you from complethg a task at home or work, taking on 

new responsibilities, or taking on a ncw job?" "Did it/any ofthem cver kcep you fiom 



going to a Party, rocid event or meeting?" %en you wem in thidthese situation(s) or 

were thinking about it/them, did it dmost dways make you extremely newous or panicky. 

make you sweat, your heart pound or make you short of breath?" When you had to be in 

thidthese situation(s) , did you blush or shake, fed Iike vorniting, or were you afhid of 

doing something very ernbarrass'mg?'' 

3.8 Etbics 

Data were coUected by the Ontario Ministry of Hulth. Most of the interviewers 

had prior extensive experience and ail received 4 days oftninllig. Thy were superviseci 

by a senior interviewer responsîble for eight to twelve intaviewas. A 24hour hot üne 

was set up that could be used by respondents or interviewers ifdistress was experienced 

during or following the intaview. This hot line wu rarely used.(Boyle et al., 1996) 

In cornpliance with the Freedom of Information and Protection of Privacy Act of 

the Ontario Ministry of Health, the author applied for and obtained a research agreement 

to gain access to the data files. The signed agreement stipulates that the researcher will not 

release any idormation that identifies an individuai, that al persons who have access to 

the data will be identified to the Ministry and that the data mes be kept in a secure 

location. No personal identifien such as names, addresses or even postal codes are 

included in the data files. Since it may be remotely possible with extensive cross tabulation 

that an individual's identîty cwld be revealed, these s a f i  measutes were carehlly 

respected. 



3.9 Andpis  

Large cornplex population s u ~ y  designs such as thU one c a ~ ~ t  be analyzed in 

the usual manner. Statistical tests assume simple mdom sampling where each subject has 

had an qua1 chance ofbeing selected. In this survey, since stratified and clustered 

sampling were utilized, th* usumption does not hold. New developments in statistical 

theory and cornputer software have made is it possible to take the sampling technique into 

account in this analysis. Adjustments, using sampling weights and design &êcts, were 

made before proceedhg. 

Sampiing weights, also referred to as probabiiity weights or relative weights, were 

useû to represent the probabi i  that a particular individual is sampled (La a ai., 1989). 

The characteristics of a region, for example, which has been over-represented due to the 

sampling technique can then be readjusted proportional to their ükelihood of beiig 

sampled. Weights can also be used to represent the numba of people that each case 

represents in the population and to account for other factors such as non-rerponse. All 

these weights can be combined into a single sampling weight for each individual case 

(Goel, 1993). Sampling weights in this analysis were assigned to each respondent. 

Design effkct was the other adjustment to be considered. A carefully designeci 

study having incorporated the sampling weights will yield samples that are representative 

of the whole population. However, the variances of these estimates are not correst. T h y  
3 

tend to underestimate the mie variance, leading to confidence intervals that arc too srnall. 

This inaeases the possibility of a Type 1 enor, finding t h t  a cornpuison is statisticaily 

significant when it is not. Cluster sampling is the main raison bat the variance is iffécted. 



%thin each cluster, the simple rmy have been homogenebus on certain characteristics 

such as sociocconornic kvel anci pcrhaps in ethic backgrounds. Thae i s  thedore lem 

variability in a sample collecteci by clustered sunpling than by simple random mpling. To 

take clustering into aecount, the degree ofcomlation present within the sampling clusters 

is calculateci and aunmuized as the design &kt. A simple approximation for 

inmrporating the design efféct into statistical anai- with standard softwue is to divide 

each anaiytic weight by the dculated design &kt. The design &cd in the ûntario 

Health Su- as calculatecl by Statistics Canada was 2.2. Each indmdual wcight in this 

data set was divided by 2.2. 

nie statistical association between the diagnostic groups (social phobia vs without 

social phobia) and dependent variables was d y z e d  by logistic regression. This method is 

weli suited to descri'bing characteristics ofcategorid outcome as in this case (social 

phobia = 1, no social phobia = O). The procedure does not assume n o d  distribution of 

variables, constant variance or the use of continuous variables @ksarcl, 1997). As in 

multiple regression, logistic regression allows for the use of multiple variables in a model. 

This makes it possible to calculate the unique effect of each variable on the outwme 

variable while controlling for comorbidity and several sociodernographic characteristics. 

Adjusted odds ratios were derived fiom the logistic regression equation. 

SPSS was the cornputer program used in summsripng and analyzing the data. 

The program SUDAAN was dso mnsidered, as it has ban recommended for analyzing 
- C 

cornplex sumy designs with greater ease (Belhouse, 1997). G c d  (1993) m d e  some 

cornparisons using various techniques and programs. He found that t h e  standard em>n 



calculated by SUDAAN and by conventional programs such as SAS and SPSS were sa 

similu that using SUDAAN wu not considered to be necaruy for OHS users. 

The main foais of this study w u  to compare subjects with social phobia to 

subjects with no history of social phobia regarding sociodemographic chanwteristics, rates 

of comorbidity, age of onset and mtes of childhood dversities. This gmup ofsubjects 

with social phobia consists of d subjects who met DSM-IIbR criteria for social phobia in 

the12 months prior to the interview- In considering comrbidity variables, lifetime socid 

phobia was used. 
I 

Due to the small number of social situations meyed,  the respondents in this 

sample could not defjnitiveIy bc classified into gmeralized and nongenerrliEed subtypes of 

social phobk In an effort to estimate genaiüzed socid phobia, those respondents with 

social phobia reporting 3 or more social f m  were identifiecl as the severe social phobia 

group. The second analysis was conducted ushg the severe social phobia outcome 

variable. This analysis compared a subgrwp of respondents with aiment (1 ?-month) 

severe social phobia to respondents with no history of social phobia. 

Previous research has found that individuals with social phobia whose social fears 

are Iimited to public speaking situations are less severely affected by social phobia than 

individuals who have social fms beyond public speakhg situations (Stein & Chavira, 

1998). Kessler et d.,(1998) through latent clus anaiysis M divided the National 

Cornorbidity Survey sample into two groups: speaking-only social phobia and cornplex 

social phobia Speaking-only social phobia consisteci, as its name suggests, of respondents 

with social phobia who reportecl being fearfid of one or two of the speaking situations; 



public speriking and talking in fiont of a s d  gmip of people. The otha p u p ,  cornplex 

social phobia, consistecl of respondents who endorscd at lcast one social ferr otha than a 

speaking fear. These two groups were rnuniauy exclusive. This third anaiysis compared 

these two types of social phobia with respect to Soaa-danognphic characteriaics, rates 

of comorbidity, age of omet and r i t  -ors. 



4.1 Socio-demogriphic Chamettristics 

When ail casa of socid phobia (12-rnonth) wae c ~ p a r e d  to respondmts with no 

history of social phobia, some diffaaww between the groups emaged and u e  shown in 

Table 7. Compared to rrspondents without social p W i  respndents with roc*l phobù 

were younger, more often female, less educated and of lower personai income. These 

factors remained significant when the logistic regression procedure controUed for age, 

gender and socioemnornic status. For example, afker controlling for age and education, 

the likeühood ofbeing f d e  was 1.5 thes greata in the social phobia group than the 

group with no history of social phobia. Significantly higher rates of socid phobia were 

found among those who did not graduate nom high schwl. Respondents not graduating 

fiom high school when comparecl to respondents with at least some p s t  recondary 

education were 1.65 times more Wely to meet cnteria for &al phobia- There was also 

strong evidence ofa negative association between annual personal income and presence of 

social phobia. Unlike earlier studies, marital status and work status did not v w  between 

groups when wntrolled for other sociodemographic variables. It should be noted that 

more young people met &ter& for social phobia and that younger people are less Iikely to 

be married or employed. There were no signifiant dierences between the groups for 

urbanicity, immigrant status or living done status. 

When the 185 respondents with severe social phobia were w m p d  to 
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respondents with no history of social phobia, ciifferences in socio-demographic 

characteristics were found. Results of this anaiysis are shown in Table 8. Contrary to the 

previous analysis, the logistic regression mode1 gMng the best fit for this relationship w u  

not straightforward. A airvilinear relationship and interactions were found among the 

variables. 

nie relationship between paonai income and scvere social phobia ,whm 

controiled for maritai status and age, is cuNilinear and illustrated in Figure 2. The 

likeiihood of hawig severe sociai phobia i n a c w s  very dightiy snd then rnostiy decrrues 

as annual personai income inaeases. As the relatiodp between m e  d a l  phobia and 

personal income is curvilinear, the odds ratio is not constant and can only be calculateci 

between 2 points. For example, a 20 year old single individual eMUag 54,500 a year, is 

twice as Eely to have severe social phobia than an individuai of the sune macitai status 

and age but eaniing $25,000. 

A signifiant interaction was found between age and marital status when 

controlled for personal annuai income. The relationship between age and likelihood of 

having severe social phobia varied with marital status as shown in figure 3 and figure 4. 

The likelihood of severe wciai phobia decreases with age for rnarried or previously 

mamed respondents (shown in Figure 3). For example, a 20 year old mrrried individuai 

eaming a modente income is 1.35 more likely to have sevcn social phobia thon a 40 ycar 

old marrieci individuai eaming the same incorne. Conversely for single respondents (Figure 

4) the iikelihood of having miai  phobia inmeases 6 t h  age. A 40 year old single individual 

eaming a moderate incorne is twice as ükely to have m e  social phobia than a 20 year 



old single individual eaming a similar incorne. Another way of descriiig the telationship 

between marital status, age and severe -al phobia is shown in Figure 5. Most people do 

not m m y  before 25, so very little difference in maritai status between sevcre social phobia 

and no social phobia would be expected in this age category. The diffmce in marital 

status becornes evident &er 25. Since individuals with severe social phobia are less likely 

to marry, the proportion of individuals with this problem inmeases relative to proportion 

of individuals without the problem as age Increases. 

Gender Wed to reach significance, though the d j u s t e d  percentages remained 

roughly the same (59% femde for 12 month social phobia and 58% for severe social 

phobia). The sample size for this uialysis is smaller, so the statistical cornparisons were 

less powerfùl. In this analysis, marital status was signincantfy dinerent between the ~o 

groups. Those with severe social phobia are twice as likely to be single than those without 

social phobia 

The third analysis is to contnrst two groups of respondents with socid phobia: 

speaking-oniy social phobin versus wmplex social phobia The differences between the 

groups with regard to the socio-demographic variables (shown in Table 9) were few and 

not dramatic. There was a cwilinear relationship behueen the types of social phobia and 

personal income. Speaking-only social phobia is much more common in highest economic 

groups (over $60,000) than cornplex social phobia- When the two groups were compared 

in regards to education, the 0 3  significant diierence was that respondents in the 

speakingsnly social phobia group were 2.62 times more Wrely to complete their pst- 

secondary education. The last düferences to note are that rerpondaits with cornplex 



social phobia were l e s  likely to have Unmigrateci to Canada. 

4.2 Comorbidity 

Previous studies have foumi high comorbiâity ntes among respondmts with socid 

phobia Comorbidity, in this sample, ans defined as kving a Lifetime diagnosis of a mentai 

disorder other than social phobia Fifky-two percent ofrespondents with socid phobia 

reported at least one other Metirne âisorder and 27% reportai thne or more üfetime 

disorders. Simîiar to the approach with the sociodemographic variables, three scpamte 

analyses with three daerent but overiapping groupings of respondents were conduad. 

The first analysis compared the rate of lietirne comorbidity between those with a lifetime 

diagnosis of social phobia and t h o r  with no history of &ai phobia controlling for age, 

gender and education The results are summarized in Table 10. 

The second and third columns of the table show the weighted @ut not controlied) 

percentages for each of the disorden arnong those with Lifetime diagnosis of social phobia 

and those with no history of socid phobia respectively. The fourth and fiAh columns 

show the odds ratios and their confidence intervals. A liietime diagnosis of simple phobia, 

after the data has been weighted, is found arnong 25.4% of those with a lifetime diagnosis 

of social phobia This is much higher than the rate of 6.1% found among those never 

having been diagnosed with socid phobia Whm controlied for age, sex and education, the 

odds ratio was alculated to be 4.86, meaning that individuais with a lifetime diagnosis of 

social phobia were 4.86 times more likely to have a l i m e  diagnosis of simple phobia 

than those with no history of social phobia The highest odds ratios ofcomorbidity found 



in lifetme social phobia are Mnic disorda, dysthymia and agoraphobia. Those with a 

Wetime diagnosis of social phobia are nine times more tikely to have a lifetime diagnosis of 

manic disorder than those with no diagnosis of social phobia An intetesting finding is the 

significantly higher rate of comorbid antisocial penonality disorder and adult antisocial 

behavbur found in respondents with social phobk 

The logistic regression model was tested for interactions. An interaction was found 

between gender and aIcoho1 abuse as illustrateci in Figure 6. In gaiail, among 

respondents with and withat social phobia, males have much higher rater of h h o l  

abuse than fernales. The gap between the genders is narrowed among respondents with 

lifetime social phobia* 

In order to exunine the group having a more severe form of social phobia, a 

second analysis was conducted cornparhg those who had social phobia and 3 or more 

fean of social situations to those with no history of social phobia. As shown in Table 1 1, 

there are very high degrees of comorbidity among respondents with severe sociai phobia 

The likelihood of having another lifetime disorder is drarnaticaiiy increased among this 

more severe subgroup of respondents with social phobia compareci to the main group of 

respondents with social phobia in the fint analysis. Agoraphobia and manic disorder show 

especially high odds ratios. 

The logistic regression model was tested for signifiant interactions. There is an 

interaction between gender, social phobia and agoraphobia as iliustrated in figure 7. The 

rate of agoraphobia in the generai female population is approxirnatey four times higher 

than for males. The dierence is much l e s  between males and fernales with severe social 



phobia. 

The last analysis of comorbidity cornparcd comorbidity rates of another lifaime 

diagnosis between two groups of social phobia As was previowly defined, speak ingdy  

social phobia are respondents reporting speaking fean only. Complex social phobia 

consists of respondents with at least one fear 0th- than speaking. These results are 

summarized in Table 12- There arc higher comorbidity rates among inclividuals with 

cornplex social phobia The only disorder that did not Mer at a statisticaliy signifiant 

level between the two groups was Addt Antisocial Behaviour. The= w m  no interactions 

present between genda or age, the two types of &ai phobia and the 0th- disorders. 

4.3 Age of Onset 

The age of onset of social phobia repocted by individuals meeting liietime diagnosis 

of social phobia in this sunple is graphed in the Figure 8. The mean age of onset is 13 

years old. Some respondents reported age of onset were as young as one year old while 

others reported as old as 53 years old. In alrnost al1 cases, social phobia had developed by 

26 years of age. Means for ages of onset were also calculated for subsets of respondents 

with social phobia and summarised in the Table 13. The means are very similar across 

groups* 

The age of onset of social phobia was cornparrd relative to the age of onset of 

comorbid disorders. This analysis wu conducted by using 4 dinuent groups of social 

phobia; ail l i f e h e  cases of social phobia , severe Lifétïme cases endorsing three or more 

social fears (severe socid phobia), Metirne cases reporting speaking fears only (speaking 



social phobia) and W i m e  cases reporting at least one feu that is not a speaking fepr 

(cornplex suciai phobia). Table 14 aimmirizes these results. There are two columns for 

each analysis. The fint d u m n  indiates the percmtage of cases where age of onset of 

social phobia precedes the dùorder followed by the con6daice levd basai on the vuying 

sample sizes- The second colurnn shows the pacentage of cases where the age of onset of 

social phobia foliows the age of omet of the wmotbid disorder. The two columns do not 

add up to 1ûû% kcuue a Number of individuais nported the onset of both dUorders in 

the same year. Age of onset of sociai phobii precedes the age of onset of . f f d v e  

dikrders and substance abuse disorders in the majority of cases. This rem8ins hue for the 

subgroups of social phobir The group with s p d g  fem only hes especially high 

proportions of cases where age of onset of sociaI phobia appeam earlier. Sina there was 

much las comorbidity among the group reporting spealcing feus ody and consequently 

srnalier numbers of individual cases, caution should be used when interpreting these 

results. A small number of cases with both lifetime diagnosis of social phobia and bulimia 

nervosa were reporteci ofwhich 59.A were preceded by social phobia W~th regards to 

anxiety disorden, relative age of onset varies among the disorders. Simple phobia most 

often precedes social phobia The age of onset for agoraphobia and panic disorder is 

approximately the same relative to the age of onset of social phobia. Generaiized anxiety 

disorder uaiaiiy appears later reiative to that of social phobia- 

The data for age of onset w u  subsequently anaiysed by grouping the comorbid 

disorders into anxiety disorders, affective disorden and substance abuse disorden. Ages 

of onset of social phobia precedes ages ofonset in 32% ofthe o h  8 r u . i ~  disorden, 
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7 1% of the affective cibordas and 80.h of the substance dependendabuse disordas. 

4.4 Childhood Advertities 

The following Section d l  present data on the d a t i o n  between retrospectively 

reported childhood adversities and airrent (12-month) diagnosis of social phobia. Twenty 

variables were exunined and are listed in the tables below. Appendices C and D gives a 

detailed description of cach -bk. in an effort to betta understand the dationship 

between chüdhood advenity variables and different types of social phobia, muitipk models 

were examined. 

The main analysis compared rates of chiidhood adversities between ail cases 

diagnosed with socid phobia within the last 12 rnonths and those with no history of social 

phobia. Gender differences were also examineci. Age, gender and education were useci as 

wvariates in order to gain an understanding of the unique infiuence of the childhood 

adversity variables on social phobia. Information regarding experiences during high school 

was alsa collected fkom respondents aged 15 to 19. Cornparisons on these variables were 

camed out contrasting a subgroup of more severely rffected individuals with social phobia 

and those with no history of social phobia. The final anaiysis contrasteci the reports of 

childhood adversities between two subgroups of social phobia, those 4th speaking fean 

only and those with at least one fear that was not a speaking fear. 

The group with d l  cases of current social phobia diiered sigdicantly fiom the 

group without socid phobia on a number of chiidhood adversity variables. The presence 

of these variables wu reported more bquentiy in individuals with socid phobia. Table 15 

summarizes the diierences. The second and third colurnns shows the weighted but not 

40 



controlled percentages of t h o r  reporting the adversity- Columns four, fine and six show 

the odds ratios and confidence intennls for both genders, f d e s  only and maies oniy. 

The or@ variables that did not vary significantly between the groups were parental death, 

parental social class, living in a rural area, and failiig a grade d e r  third grade. The 

variables descriiig parental social class are limiteci Ynce only 2 categories, blue and white 

coliar, were used. 

These data were controUed for age, gender, and education. The -able, "IeaWig 

high school" which represents individuils that have lefi high school before graduating, wrr 

controlled for penonaî incorne instead. Controllhg for these fhctors, appreciably affècted 

the odds ratio in same instances. In the case of "leavïng high schooi", the weighted but not 

controlled percentages between respondents with social phobia and no social phobia are 

relatively close (37% and 3û?/o, respectively). The odds ratio cwld  be expected at about 

1.30, however because of the socidemographic covariates, the odds ratio is 2.08. 

These data (shown in Tablelo) suggest that some childhood adversitics and gender 

may interact in their infiuence on the development of social phobia. The association 

between the disorder and some childhood adversitia appear to be stronger in one gender 

than in the other. Not being first bom is associated with males with social phobis, though 

birth order appears to be unrelateci for fernales. Having a history of child welfme 

involvement or chiidhood m a l  aôuse among femaies is (ISSOCiated with higher rates of 

social phobia, but not unong d e s .  Juvenile justice involvanent and rcquiring specid 

education as a child are positively associatecl with the disorder for males only. Them are 

some instances, for example, hck of close relationship with an dult, where a variable is 



more strongly aJsociated with one gender than for another- 

As discussed d i a ,  sociai phobia and education leve1 are relateci. Higha rates of 

social phobia are found unong individuals with lower educational levels. in an attempt to 

understand how educational status mry be affecting the relationship between childhood 

adversities a d  sociaî phobia, a separate analysis was conducted without using education 

as a covariate. The odds ratios did not change appreciably. 

It has been suggestd that littic attempt has been made to determine whether 

differait adversities predispose to dinerent disorden anci that studies should adjust for 

comorbid disorders (Kessier a ai., 1997). The implementation and interpretation of such 

an analysis is beyond the smpe of this paper. In an eaort to see ifthese variables remah 

important when controlled for depression, the childhood adversities variabtes were 

analyseci by including current (12-month) depression ae a covariate. Thae were 287 

respondents out of 6710 with no social phobia and 82 out of 566 with current social 

phobia who met criteria for ament depression. Most of the odds ratios quantifjing the 

relationship between the childhood adversity variables and social phobia in this analysis 

were considerably attenuated but remained important. As Table 17 shows, some variables 

were no longer statistically significant such as moving more than three times as a child, 

juvenile justice involvement and childhood sexual abuse. 

A subset of respondents aged 15 to 19 and currently attending high school were 

asked a variety of questions concerning their perception of school, level of satisfaction, 

their impahnent and participation in extra-cumdar school activities. T w  few students 

responded negatively to the school satisfiiction and impairment questions to conduct 8 



meaningful anaiysis. However, three of the variables contained enough information to 

compare the group ofstudents with curtent social phobia to t h o r  without social phobir 

The results are su- in the Table 18. The s c h d  perception score w u  denved from 

the questions üsted ôelow the table. 

Students with social phobia wae  twice as ükely to repon a lack of participation in 

extracumcular aaivities. They were aloo less likely to report a positive perception of their 

school and consequently more likely to rcport a q p t i v t  perception of theu school. 

Thirty-five percent of students without social phobia vasus only 15% of students with 

social phobia gave positive answers such as Y sttongly a p e  or 1 agree" to al1 of the 

questions on positive perception of their school. 

The childhood adversities were compared between individuals with no history of 

social phobia and to a more severe subgroup of individuals meeting criteria for social 

phobia and having at least three social feus- These reailts are su- in Table 19. 

The childhood adversities meeting statistical significance were the same es those in the 

previous analysis, however the odds ratios are higher. The subgroup of severe social 

phobia is more strongly associatecl with childhood adversities than the group with social 

phobia. For example, individuais with severe social phobia were 4.69 more Iikely to have 

reported running away fiom home in their childhood than those with no history of social 

phobia. The group which included all cases of social phobia was 3.4 more likely to report 

this problem than the group with no history of social phobir 

The last analysis compared two groups of individuds with social phobia, thor with 

speaking-only social phobia a d  those with cornplex social ph& ICI prevïoudy definai, 



individuals with spdchg-only social phobia are those who report spcaking f m  only. 

Complex social phobia consists of those with at least one fcar other than rpeiking. Tai of 

the twenty childhood advenity VIViabIes diffmd significently h e m  the groups as 

presented Table 20. 



DBCUSSION AND CONCLUSIONS 

5.1 Socio-demographic Characteristics 

The sociodemogmphic c)iaract«irtics of rcs~ondaitr with social phobia identifiecl in 

this study are sirnilar to those found in earüer studies. Individuais with socid phobia arc 

more likely to be fernale, younger and of Iower socioeconomic and ducationd status. 

However this m p l e  did not show signifiant diifferences in marital status or in work 

stabs between individuals with social phobia and those without history of social phobia 

previously found in some of the other samples ( Schneia a ai., 1992, Miqee a al., 1996). 

As a group these individuais may have had less generaiizcd r o d  f c ~  than those in the 

National Cornorbidity Surv-CS). In the NCS, 7 î??  of the sample with social phobia 

(shown in Table 21) wnsisted of respondents with wmplex social phobia and 48% with 

severe social phobia (Kessler et al., 1998). In this sample, only 56% made up the cornplex 

social phobia group and 34% the severe social phobia group. This may in part explain why 

no direrences were found in marital status in the overd sample with social phobia. To 

strengthen this explanation, respondents with severe social phobia were less Siely to be 

married than those without social phobia 

5.2 Comorbidity and Age of Onset 

Lifetime comorbidity found in social phobia was cleariy not randorn. When 

wntrolied for sociodemographic variables, the odds ratio wae as high as 2-15 for 



substance abuse, 7.2 for anxiety disorders and 8-93 for affective disorden. These r d t s  

confirm the findings fiom other cpidemiologid and ciiical -dies of the utistmce of 

high levels ofcomorbidity in sociai phobia (Dick et ai., 1994. Schneia et al., 1992, Angst, 

1993, Lepine & Pehsdo,  1996, Magee et ai., 1996, Van Amerigen et ai-, 1991). The 

patterns among the odds ratios am generaily sirnilar to those observed in prcvious studies. 

Merikangas et al (1996) reported in their review of epidemiologicai data that more oAen 

than not a liietime disgnosis ofanother disorder is present among individiuls with socid 

phobia 

The data in this sarnple «>nfirm that the age of onset of social phobia precedes the 

age of onset for &éctive disorder and substance abuse in the majority of comorbid cases. 

In generai, the age of onset of sociai phobia is similru to the rge of onset of other anxiety 

disorders. In üght of this observation, it has b e n  suggested that social phobia and other 

amiety disorden may be a nsk factor for other comorbid disorden (Regier et ai.. 1998, 

Schatzberg et al.. 1998, Schneier et ai, 1992). Lack of social support, high levels of 

anxiety and interference with l i e  goals among those with social phobia may have 

demoralising effeds. 

Even higher rates of Iifetime comorbidity were found with severe social phobia. 

This group may more closely resernble the generaüzed social phobia that is describeci in 

clinical settings and considerd to be more impairing. This demonstrates how odds ratios 

describing comorbidity may vary depending on the delineation of the diagnostic criteria of 

social phobia 

To the best of my biowledge, this is one of the firrrt stuâies examining 



epidemiologicai comorbidity of antisocial disordm in socid phobia. Davidson et ai., 

(1993) had reported an association between social phobia and antisocial behavior. The 

relationship of adult antisocial behavioYr (odds d o :  2.15) and of antisocial personaiity 

disorder with socid phobia (odds ratio: 4.68) is a perplexing findimg. As was the case for 

other disorders, these rates were even higher among those with severe socid phobia 

Individuals with social phobia are genedy  thought to be timid and non-qgressive. This 

result may alert us to the possib'dity that a sigdicant subgroup of individuais with social 

phobia aiso have antisocial characteristics which may complicatt tmtment. On the other 

hand, some individuals with antisocial disorders may benefit fkom treatment of social 

anxiety. Replication of these results would be helpnil to increase our confidence in these 

findings. 

No studies have exarnined cmmorbidity of bulimia and social phobia in an 

epiderniological setting. This sample clearly shows that respondents with Lifetime diagnosis 

of social phobia are more than three times more lïkely to report a lifetime diagnosis of 

bulimia nervosa than respondents f k  of the diagnosis. This rate is even higher among 

those with severe social phobia (odds ratio: 6.95). These findings are consistent with what 

has been found in dinical samples (Bulik et ai., 1997, Brewerton et al., 1995). Brewton et 

al. (1995) suggest that some patients may stop or decrease their binging if the amOety 

disorders are treated. 

There are higher than expected rates of dwhol  and drug abuse among individuais 

with social phobia (OR-aicohol: 2.19, cannabis: 2.19, other: 2.32). Additionaily, the .ge of 

onset of social phobia precedes the age of onset of substance abuse and dependaice 



80% of the cases. The rates in this sample are comparaôle with other epidemiologicai 

studies but lower than rates in cluucal srunples (Page & Andrews, 1996. Merïkangu et ai., 

1998). The cornorbidity rates of alcohol and dmg abuse among the group with severe 

social phobia were mon elevated and may re&a mon uxurately what is fwnd in clinid 

settings (OR-alcohol: 3 -5 5, cannabis: -4.1 1,otha: 3 -98). Furtha d y s i s  of thîs sample 

found particularly high rates of dcohol abuse among women with social phobia relative to 

alcohol abuse among women with no history of the phobia Page and Andrews (1996) - 

reported similar results regard'ig gender différences in a cl in id sample. It has been 

observed in clinical settings that idividuals with social phobia use alcohol as a social 

lubncant (Merikangas et al., 1998). Myrick and B d y  (19%). in a shidy of coaine- 

dependent individuals, disauseci the importance of taking a diagnosis of social phobia into 

consideration. They pointed out that group therapies are often used in the treatment of 

addictions. Yet group situations are often dreaded by those wùh social phobia. This may 

lead to non-cornpliance or decreased effktiveness of the treatment. Myrick and Brady 

(1 996) emphasized the importance of developing strategies to help individuals with social 

phobia adapt to group situations. 

There has been ample discussion in literature concerning comorbidity of anxiety 

disorders and afEective disorders.(Paul, 1988, Hudson & Hamson, 1990, Gorman, 1997, 

Merikangas a al., 1996). In this sample, rates of comorbidity between affective disorders 

and social phobia, especidly dysthyrnia and bipolar disorder were sirnilar to those reported 

in previous epidemiologicai otudies. Many theories have been suggested to explain this. 

(Merikangas et 01.,19%). Tt may be that both affective disorders and social phobia &are 



nsk fhctors such as prenatd environment factors or chiidhood adversities. On the 0th- 

han& anxïety could cause hyper-responsivity ofrecepton, which alten neurotnnsmission 

leading to depression. Depression and social phobia both respond to similar types of 

phamuicologicd agents (Stein et al., 1998, Paul, 1988 ). 

Given tht in this sampk, as well as in prevïous samples, agc of onset of socid 

phobia precedes the age of onset of comorbid affective disorders in 71% of the cases, 

social phobia wuld well be a risk factor for depression (Schneier et al. 1992, W~ttchm et 

al., 1992, Magee et ai., 1996, Weissman et al., 1996). It may be that depression is a 

response to the impairment induced by chtonic amïety. Parker et ai. (1997) recently 

completed a year iongitud'd study ofuniversity graduates. They assessed this group 

at 5 year intervds and found that early onset depression was strongly predicted by a 

lifetime episode ofa major anxiety disorder. Generrir'lzed d e t y  disorder was a stronger 

predidor than social phobia and other disorders. The strength of this study was its 

longitudinal design. 

Whatever the reason for comorbidity, individuals with comocbid depression and 

anxiety have more severe oymptoms, poorer prognosis and a lower response to treatment. 

They are more likely to seek treatment for a mental health problem and more likely to 

attempt suicide (Emmanuel et al., 1998, Goman, 1997, Lépine & Pélissolo, 1996). It is 

therefore important clinicaily to take wmorbidity into account when treating social 

phobia The pnsence of comorbid disorders may to some extent explain the impairment in 

social phobia However recent results of an unpublished analysis found that even after 

adjusting for lifetime major depression individuals with social phobia wntinued to show 



high levels of disability (Stein et al., 1999). Physicians tend to set patients for comorbid 

disorden and the socid phobia goes umoticed (Weilier et ai., 1996). an important 

opportunity for treatment thus is missed. 

5.3 Childhood Advtmities 

This anaiysis has show that a positive relationship exists between social phobia and 

retrospectively reportcd childhood adversity. Adversitics showhg a rtrtistically sïgni6cuit 

relationship with sociai phobia were lack of close dationship with an dult, not k i n g  6nt 

born (in males only), maritai confiict in the M y  of orîgin, parental history of mental 

disorder, child welfore involvement, running away fiom home, physid abuse, f a n g  a 

grade, requirement ofspacial education before age 9, leaving high school before 

graduation, participahg to a lesser extent in extracurricular school activities and having a 

negative perception of the school environment. The results presented are consistent with 

previous findings (Kessler et al., 1997, Stein et al., 1996, Davidson et al., 1993, 

Cumrnings et al., 1994). These associations were even stronger when the more severe 

subgroup of respondents with socid phobia was analysed. 

This study has done little to address the question of whether different adversities are 

associated to socid phobia specifiully. Kessler et al., (1997) using data fiom the National 

Comorbidity Survey, had concluded that the relative effects of different adversities across 

the different classes ofdisorders were more sirnilu than diierent afker controlling for 

comorbidity. Rutter (1989) stressed the importance of taking comorbidity into account to 

determine the unique a i  of an adversity on the disorders in question. 



In this anaiysis, when social phobia were controUed for depression, the odds ratios 

for most of the childhood adversity Mnables were attenuated. Moving more than 3 times 

as a child, juvenile justice involvement and childhood senid abuse were fictors which no 

longer reached statisticai significance. Hoaever the factors which rernained signifiant 

were child welnrr involvement, running away £tom home, physid abuse, lack of a dose 

relationship with an adult and the variables regarding school performance. These findigr 

are not easily interpreted since, as the Table 22 shows, the most Kvae uses of &ai 

phobia are highly correlaieci with depression. Those with p e d v e  socid f u n  are 

conceivably at greater risk for depression By controlling the influence of depression, we 

may also be effdvely removing the infiuence of the most severe cases of social phobia, 

which leads to a diserent type of bias. This analysis does indicate that social phobia is 

associated with many childhood adversities even d e r  being controlled for depression. It 

does not elucidate the relationship between social phobia and childhood adversities such 

as mobility, juvenile justice involvernent and childhood sanial abuse, as the relationship 

among social phobia, depression and these adversities are intertwined. Earlier studies have 

suggested that traumatic events such as physid abuse are associated with the 

development of anxiety disorder whereas loss events are associated with affective 

disorders (Brown et al., 1993, Kessler et al., 1997). 

These results cleariy show that it is essential to consider gender when assessing 

childhood adversities. Though Iack of a close relationship with an adult as a child is 

associated with social phobia in both genders, males are mudi more likely to report this 

situation than women. Work on parenting suggests that a supportive but not 



overprotective parenting style U associateci with l e s  fiequent development of anxiety 

(Masia & Moms, 1998). Being fint bom and male is negatively associateci with socid 

phobia suggestive that the combination of these characteristics may be protective against 

the development of social phobia First boni boys rnay be expected to have greater social 

roles and thedore  rnay be exposeci to a greater degrce to sociai situations. Bruch (1989) 

P 

had found that shyness was sssociated with king a fint bom or a singïe child. Since social 

phobia may be an extreme expression of shyness, it can be rnticipated thrt eadier work on 

shyness may not be entirely consistent with these findiigs. Other interactive relationships 

are easier to explain. Childhood semal abuse is much more cornmon among femaies in the 

general population and would therefore mon likely be positively usociated with social 

phobia in femaies. In general, males with social phobia are more ükely to report having 

been involved in the juvenile justice system which is consistent with higher thon normal 

rates of antisocial behaviour found among individuals with social phobia. 

Very little is hown about the school fÙnctioning of students with social phobia. 

Davidson et ai., (1993) reporteci more school impairment and behavioural problems 

among this group. These data suggest that in many ways students with social phobia do 

not fare as weli in school as those without social phobia. The cross-sectional data of the 

15 to 19 year olds indicate that students with social phobia descn'be themselves as 

participating less in extfacumcular activities and generally tend to have a more negative 

perception of their school relative to those without sociai phobia. Adults with social 

phobia report more fsilures in the early grades and a requirement for specid eduution 

especially for boys. These findings confinn the notion that increasing the awareness of 



social phobia among teachem and rchool counsellors, may k an important dep in euty 

intervention. Child and adolescent intervention program which may be implancnted in 

schools have been developeâ @ddr et aL, 1997, Win & W e i y  1998). The success of 

these programs make the goal of prevention a rcaiistic one. 

It must be noted that this shidy is only the fint step in identifLing ri& factors a d  

establishing a causal relationship. It indiater that thae is a comlation baween social 

phobia and many chüdhood adversitics. The nlationships bctweai s0cltai phobia a d  

childhood adversities were considaed to be in the rnoüerate1y strong range (Odds ratio - 
b e k n  2 and 3 ). Odds ratios for severe sociai phoôii and child weltuc involvement, 

running away fiom home, phyaul abuse and school dificulties wen over 4, which is 

wnsidered to be highly relevant clinïcally. 

This study does not indicate the direction of possible causality. For example, it is as 

likely that social phobia discouraged a close relationship with a parent as the Iack of a 

close relationship predisposed the individual to social phobia It is quite possible that the 

childhood adversity and the disorder relate to similu wderiying causes, for example, 

genetic components. D e t e d n g  a temporal relationship would provide essentid dues in 

identifjing risk factors. Since age of onset of social phobia is most otten in childhood and - 

adolescence, the idormation in this cross-sectional study is not sufncient. The results of 

this study have served in nurowing the issues to be txamined in Mer studies. Repücation 

of these results and uitimateiy natudistic prospective studies wül shed more light on the 

risk factors d a t e d  with social p h o b i  



- 
5.4 Subtypes of  Social Phabia 

As Stein & Chavira (1998) pointed out, it rernains to  k d e t d n e d  how closely the 

epiderniologic aibtypes of speaking only social phobia and complex social phobia resanble 

the subtypes of non-generalized and generalized sociai phobia describeci in the DSM. 

Many dïerences betwan the epidemiologic subtyper were observed in this sample. 

Respondents with s@ng only social phobia werc of higher econornic status and were 

more likely to cornpletc pst-secondory eduation than those with complex social phobia. 

Speaking fears are less pervasive and are conceivably less likeiy to cause as much 

impairment thereby Prmitting individuals to be more ruccessful in their endeavours. The 

finding that those with complex social phobia are more ükdy to be non-immigrants is 

difficult to explain, especiaiiy sinec no ciiflierence wu found between the luger group with 

any form of social phobia and those without social p h o b i  It may simply k that those 

with complex social phobia choose not to immigrate to a new country or are of lower 

economic status and do not have the financial meam to immigrate. Another hypothesis 

may be a cultural one. There may be lower prevalence rates in other counties. 

The spealgng-only group when compared to the complex group was less Siely t o  

have a diagnosis of another lifetime disorder. However, the age of onset of the two types 

of social phobia appeared to be similar. Respondents in the cornplex social phobia group 

were twice as likely relative to the speakïng only social phobia group to report c h i l d h d  

adversities such as marital wnf'lict, parental history of mental disorders, child wehre 

involvement, physid and scnul abuse and school dif][idties. 

These results are very comparable to what wrr found in a s i d a r  analysis conductecl 



with data fiom the National Comorbidity Study (Kessel= a ai., 1998, Stein & Chavira, 

1998). Table 21 compares the p d e n c e  rates ofthe d i f faa t  typer of social phobù 

However, there appears to be a higher proportion of individuais with complu socid 

phobia in the NCS than in the MHS-OHS. Cumnt cornplex rocid phobia maâe up three 

quarters of the sunple of respondents with social phobia in the NCS c o m p d  to a little 

over half in the MAS-OHS. As the two samples werc collcctcd ushg a similar instrument, 

these results suggest that the prcvaience rate of gcnmkai soci.1 phobia miy be Iowa in 

the Canadian sample. All of these fhdings .M to the growuig body of knowicdge that 

di&uishes the generalized types of social phobi. fiom the more specific public speakïng 

types. This study wggests that the nsk fictors and possiby the etiology nuy vrry between 

the twa types. 

5.5 Strengths and Limitatiom 

The main strength of this study is the data on which it is based. To the best of my 

knowledge the MHS-OHS is the second study using the CID1 in a large representative 

sample. The NCS with a m p l e  size ofover 8,000 wu, the fïrst messler et ai., 1994). 

Wacker and d a g u e s  (1992) in Bade, Switzeriand used the diagnostic i n t e ~ e w  but 

only with a sample size of470 respondents. This study has saved as a replication to 

Magee and coNeagues study with the NCS database (1996). The CID1 has msny 

advantages. It has been tested crodlturally and is highiy strucaued, thus decreasing 

chances of observer, information and aiterion variation. Additiody, the in tdew 's  

section pertainuig to social phob'i is more comprehensive than d e r  diagnostic 



interviews, 

Another strong point of the MASSHS is the u n y  of variables acplored. Data 

were collected on mentai disorders, ruch as bulimia navosa and antisocial disorders, 

which had not been explorcd previously in an epidemiologicai samplc. The vaciabla on 

childhood adversities wae relevant to our understandimg of potentiai ri& heton. F d y ,  

the data are fiom Ontario, a population king mon repmentative of Canadians than thDt 

of the NCS, thus enabhg us to generalize with more 

confidence the M g s  of this rhidy. 

A few limitations shodd be noted. Although an improvernent ova carlier diagnostic 

instruments, the CIDI'S section assessing socid phobia uks only about six situations and 

only one involves a social interaction. AU othen foas on pafonnanct type situations 

making it diBCicuit to relate the CID1 findings to the DSMW diignosis for the generaliized 

subtype of social phobia in which the individual is afiiaid ofmost sociaî situations (Kessier 

et al. 1998). 

Another limitation, upecially in childhood adversities and age of onset data is the 

retrospective nature of the responses. This htroduces the possiiility of r d  bias. For 

example, it is  possible that depressxi respondents place more emphasis on previous 

childhood problems or other problems or that respollses from a 60 year old trying to r d  

an age of onset in hisnier teens, may not be accurate. 

Tt is also important to keep in mind that some groups wac excluded îrom the study. 

Individuals over 65, foreign savice personnel, homdess people, people living in 

institutions, First Nations people living on reserves and residents of extremely mnote 



locations. S i n e  mmy not included in the sampüng fhme w m  of Iower rocioeconomic 

status, the findings could be afkcted. 

5.6 Conclusions 

Results fkom this study confinn that Soad phobm is as much a public M t h  concan 

in Canada as it is for countries around the worid. As rcported in previous midies, this 

highly prevaient disorder tends to I&ct individds Who are younga, f d e ,  single and of 

lower socio-economic status. Ova W o f  respondmts with a iïfétime diagnosis of roQd 

phobia in this study reporteci at least one other Iifetiime mental disorder. Furthemore, the 

age of onset of social phobi usiully preceded the age of onset ofcomorbid disorden. 

There is cleariy an uuocicition between chüdhood advtfsities and social phobi4 evcn 

when current depression was controueci in this study. This finding is the first step in 

identifjing certain childhood adversities as potential risk fiutors. Longitudid d e s  u e  

required to cietennine which are, in f- nsk fabon. Awareness of these nsk factors d 

allow dinicians to identify individuais at risk for developing social phobia, provide 

information for health planning and policy development and provide dues for researchers 

attempting to understand the etiology and treatment of the disorder. 

Although ali types and de- of social phobia are distressing, results fkom thk 

study indicate that them are diffcfences between those reporthg spuking-only socid 

phobia and those with cornplex (seneralized ) social phobia. The laîter is associateci with 

more comorbidity and is more strongly d a t e d  with childhood advhties. Since 

previous studies had found that this mon pavlsive type of social phobia is aiso d a t e c i  



with greater impairment, it should k recognized a d  treated as d y  as possible. 

There is a growing realintion in Canada, that an essential componcnt to public 

health is investing resources in various fonns of prcvcntion. Socid phobia may be a ndc 

factor for 0th- mental disordem. Mditiondy, it ofkm dewlops in adolescence, whae 

Young people am fonning important dationships and making career choices. Given this 

dwelopmentdiy important time and nsk of m e r  compücations, carîy detection and 

treatrnent is critical. 1t is hoped that these preventativt Unaventions MLI mntuaiiy redua 

the p c d e n c t  of sociai phobia and awing emergcnce of comorbid disordem. 
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Appendu A: DSM Diagnostic Criteri. for SoeU PbobY 

DSM- ïIï Criteria 

A. A persistent, kational fcar 
of, and 00mpcUing dtsirt to 
avaid, a s i t u a h  in which the 
individual is cxposed to poami'blc 
scnitinyùyatbtrsandf~that 
heorshemayactinawaythat 
wiU k humiliating or 
embarrassing 

B. Signifiant dstrcss b u s c  
of the dishrrbaace and 
recognition by the individual 
that his or hcr fcar is cxccssive 
or utllcas0nab1ee 

A A pcrristcnt feardoat or  
more situatioar (tbe sochi 
phobic situations) in which the 
pcnoniscxpodtoposa'bk 
ICNtinyby0lhetSandf~tha.t 
btorshemaydosomahingot 
act in way that will bc 
humiliaîïng or anbamsing. 

A. A marlrod anci persistent fcar 
nfoeeor mom locirl or 
pedormmce riaiatioar in 
which tht person is arpossd 16 
uf8miliu peopk or to 
p o ç a % k ~ & o t h e n .  The 
Lndividuaif~thathcorsbc 
willactinaway(orsbow 
ibXidy l ~p toma)  that WiU k 
llnmmbgrnd-. 
Noe Ii Cwdrci, tbcre R 
b e d ~ d e r p u i t y f o r  
iaei8lidUioubipiwith 
r.milf.r m k  u d  the 
~ m a s t o c c m r i n p e e r  
-tr,=tmii 
htercKaoarrriti .daltr 



RIfonAxismoranotbcrAxis 
1 disordcr is pr#ent, the fcar in 
A is unrclatcd to it, c.g, tht fe~r 
is not of having a panic aüack 
(Pani-c Disorder), stutttring 
(Stuttcring), trcmbling 
(Parkbson's dkasc), or 
cxhiiting abnormal eating 
behaVi0u.r ( A n a d  Nwasa or 
Bulimia Nervosa). 

Appeadu B 

ICD-10 Criteria for Socid Pbobia 

Definition: Fear of scrutiny by other people leading to avoidanoe of social situations. Mort pavasive social 
phobias are usualiy assaciated with low seifesteem and fear of criticism. Thy m q  w t  as a canplaht of 
blushing, hand ma, uausca, or iageacy of micturitiau, the patient sornetimcs king ccmvinccd that one of 
these secondary manifestations of tbeir d c t y  is ihe prùnary poblan. Symptosns may pogrcss to panic 
aîiacks. 
All OF the foilowing criteria should be fiilntled for a &finite diagrmis: 
(a) the peycho1~cnl, bebaviasl, or autoaomic symptoms m u t  bt primarily manifkstatiam of d c t y  and cmt 
be s c a m d q  to otha symptoms such as dtlusioas a obsessions thoughts; 
@) the anxiety must be restricted to or psdaninatcd in particuiar socid situations; ud 
(c) the phobic siûmtion ù ivioidcd wbmmm possible 



Appendu C: Ddiniton o f  Cbildhood Advenity Variabla 
for AM Respondentr 

Juvenik j d e t  involvanent 

Cùild weifin iavoivaaent 

Any ùivolvemeat with jwenilejmtia systan 

Il Running away fram home 

Presence of at k.rt one cbildbood probkm 

(Summuy vui.bk of Junnüt justice or 
Cbild neif- involvement or RuaPiog away 
from home) 

Lack of close nlrtioiuhip with .n id& 

Il Marital coniiict in the f ady  of origh 

These problctlu ocumd Mre age 16 aad 
mCbdc:ôcïnginapoacC~cxs,jùlbei@m 
ann& staybgmaIkaitim~~ltfit,fiOStCTot 
graip bane, îaücing to child wclhrc about a 
problan at home, mming awpy fiOm hame fa 
ontdayorovcmi* 

II Parental histoy of  matal illwss 

Presenct of at k.rt on negativt event 
(Summuy Vdabk of Lack of close 
reiationship, Marital confüct, Parental 
derith and Puentai Hhtory of M d  
lllnas) 

Soci J class of parents 1 1  
Mobiiity 

Pamts had porcatial problems with anatioiu 
ornervesordieuseofalcobol ordmgs 

These events occur befbre agc 16 and include: 
Laclc of close relatiouship with a parent or 
adub, Maritai d a  in fady of oriein, 
Parental Death, Parental history of memîai 
disorder 

blue collar w o k  versus white collar worker 

" Wcrc you theoldestortbe youagest (or in 
between)?" 



Physicai dure 

Suud abuse 

Any .buse 
( S u m w y  V d k  for Physid and S a d  
Abuse) 

Fliliag - G r d e  1 to 3 

Specid ducation - ôefon mge 9 

Il Specid ducrition .ftcr grade 4 

II Ever failed r grade or brd spcci.l ducation 

Il (Summary Vui.bk for F ' g  a gra& or 
S p i a i  E d u d o n )  

Il Leh sebool befon cornpiethg ùigù school 

Includes tbose that report having bad fùll or 
p a r t h  speciai ducation ciasses (excluding 
fiench anersion, ethnie or gifteû programs) 
More age 9. 

Includes those îhat tepoit having had fùll or 
part-timc special ducation ciasses a k  age 9. 

Combinatioo of iàïling a grade and special 
education variables. 



Appendis D 

Definiton of Additionai Childbood Adversity Variablu 
for Rcrpoadats Cumntly Attending Ekmeatary of Higb School 

Positive 

Negative School Atmosphere Y 



Appendu E 

O n W  H d t h  Srrvey and Suppkmcnt Raponrc @oyk et ai., 1996) 

Ontario Htrltb Suivcv 

Total households 14758 

Non pjuticip.tiae bousebol& 1,756 (1 1 

No contact 660 (4.5%) 

11 Sickness, death , languagt 1 368 (2.5%) 

Mer 175 (1.2%) 

Mental Herlth Sugplemeit 

Total households 1 3 0 2  

I Total eligible individuils 35690 

Total individuais selected 13002 

11 Nonparticipating individuals 1 3,049 (23 3%) 

No contact 744 (5.Ph) 1 Refisal 751 (5.8%) 

II Document destmyed 1 845 (6.5%) 



Agoraphoôia with panic 
attadrs 

Simple phobia 1 97.9 

- - 

Somatisation 



Appendix G 

Section of Iatcrview Dding witô S o d  Phobi. 

Have yar ever h d  such M mre.sorubly strang feac of 
te'lking in front o f  a sinil1 gr- of pop le?  
1 Y c r  
2 Wo 
9 Misring 
16 Wot qm l i c rb te  

tntervi tuer check item:if r e s p m k i t  hrs soc ia l  phobi.? 

, 

<, 

, 

1 Ycr 
2 Othemise 
9 Mirring 
Y Yot rpplïC8ble 

Dfd any o f  the soc ia l  phoùia met cmt i r uc  f o r  u n t h s  or 
even yeirs? 
1 Yes 
2 Y0 
9 Missing 
I Not ipp l icable 

Y u  t h i s  because pu alwrys amidcd <this/these> 
r i turtian<c)? 
1 fes 
2 Y 0  
9 Misstng 
I Nor r p p l i m b l e  

79 -- 

S œ  people have such ur uweasonably strong fe rc  o f  doing 
thirigs on t h i s  l i s t  that they i vo id  th- r l together or  feel 
e x t r ~ l y  u r a f o r t . b l e  .bout &ing thm. Wrve y w  ever 
h d  such m uueasorubly strang fear o f  speaking in p h l i c ?  
1 Y u  
2 No 
9 Mirsirig 
Y Mot applicable 

Have you ever haâ ruch ui uueasonrbly strorsg fer r  o f  
hrving to use the t o i t e t  *en ruay frtm h-7 
1 Yes 
2 y0 
9 l i s r i n g  
Y Mot rpp l f tab te  

W w e  pu ever h.d rudi n rnnr ro iwb ly  strorig fur o f  
eatfng oc dcinkïng fn p b l i c ?  
1 Y u  
2 Mo 
9 Miasfng 

, Y Mot rpplic8bte 

H a t e  pu ever h d  #rh n uwersorubly rtrorig f e r r  of 
t i l k ï n g  t o  peapk kt.use you uight have mthfrig t o  s r y  o r  
r ight  r d  fw l i sh?  
1 Yes 
2 Mo 
9 Wfsrfng 

, L Mot rppti&le 

îirve y#i cvcr h d  wdi an uwersarubly strang fear of 
u r i t h g  h i l a  roroirc wrtches? 
1 Yes 
2 Wo 
9 n i c ~ i n g  
16 Mot uml icab le  v 

7 
i 



- -- -- 

. m c h  d id  Cthis/these) fcarCs1 on wge 3 ever interfere 
1 your l i f e  or ac t i v i t ies?  

8 A l o t?  
2 Sanc? 
3 A L i t t t e ?  
C Uot 8t a117 
9 Missing 
16 Mot applicable 

Wou rudi did avoiding the situation(s) CFPm C t 6 )  ever 
in ter fere u i t h  your l i f e  or u t i v i t i t ç ?  
1 A l o t ?  
2 Sau? 
3 A L i t t l e ?  
4 Mot r t  a117 
5 fiever avoidéd s i tua t im(s)  
9 Uicsing 

Interviewer check item: 
1 I f  one oc more responres in  Ca-C32,  o r  muet i s  

l o tm  in C33 or CU 
2 Otheruise 
9 Hfssing 
I Mot applicnble 

Ulm usc the f i r r t  tirr yw h d  <thfs/ny o f  thcre) ferr(s) 
( t f ke  rgeakfng in  prbl ic,  use t o f l e t  dwn rmy frai hoiir, 
e a t f w  ud drinicirig in  @lit etc) --in the part -th, 
pmct s i x  amths, p s t  year o r  aore t hm a ytrr 8007 
t Part  -th 
2 P u t  s i x  aorrths 
5 Pest year 
4 W e  t h m  a ytar a ~ o  - 

nrssing 
Mot appticrble 

lou o l d  ucre you the f i r s t  ti# I y w  )rd Cthis/ay of  these 
IerrCs)l? 
11 - 98 Years 
?9 Misring 
5 Hot applicable 

hm wac the l s s t  t h e  hedCthic/thccc)fear<c) ( l i ke  
m a k i n g  in  pcibtic, use t o i l e t  *en r w y  f c œ  hanu, e r t ing  
ud dcinking in w l i c  etc>-- in the part m t h ,  part  s i x  
uwiths, pest year o r  more than a year ego? 
I Part  month 
Z Past s t x  m t h s  
3 Part yerr  
L More than a year ago 
9 Misring 
Y Mot y p l f c a b l e  

Mou o l d  w r e  you the las t  t i#?  
O1 - 96 Yerrc 
W Misring 
Y Not q q A i c i b l e  

Ofd <thic/thece> uueasoruble f e r r b )  t l i k e  sperking f n  
*lie, use t o i l e t  then w a y  fraihar, eating ud ârinkin 
in @ t i c  etc) ever kccp yai frar caipletirig a task a t  har 
oc work, taking on neu rccpmsfbi l i t ies, oc taklng m r ne 
Job? 
1 Y t c  
2 Y 0  
9 nisclng 
Z Mot ~ l i c s b l e  

Did pu ev*r t e l l  a doctor other thut pzychiacrist 8ixu~t 
your urreasmably strorig fearcs)? 
1 Y c r  
2 No 

B Mot applicable 

Did you ever t e l l  ury other professioml .bout Cit/thcai) 
lother professiaruls irrlrrk pwch i i t r i s ts ,  psychologists, 
social uorkerc, nurses, r.bbi s, pcierts, i i n i r t e r s ,  
covrrellors .rd otherr, l i ke  chirogtactors) ? 
1 Y u  
2 no 
9 Missing 
Y Mot ipp l icabl t  

1 Hau old wrt vou the f i r s t  t iw  tyou t o l d  ny other 

1 - T e a n  
1 a t u f n g  

Mot .pplicable 

Id pu ever take diutlori mort t h m  once ôecrure of 
thielthe8e) fearC.) ? 

Yes 
Y 0  
a f r shg  
Mot a m l l u b l e  

ou eld vcre pu the f irrt t f i c  tyou todc medicaticm mrt 
hm orce bcewre o f  (t it is/ these) fe1rCs)I7 
I l  - Teers 
9 Wfsslng 
L Yot 8ppt f u b l e  

kre  yw mr inry rpcct  vith yourself for having < t h i + / ~  
8f these) fe.r<s>? 
I Yes 
2 Y 0  
D n i ~ s l n ~  

Mot aml icrbte 

Did <it/mny of  thun) ever ttep y w  fran g o i w  to  a 
party,sacial evcrit o r  meeting? 
1 Yes 
2 No 
9 Missing 
I Not rpptickble 

Hicri yw uere in cthis/thtse) s i  tuatiori(s) o r  ve r t  thinking 
.bout (it/thca), did i t  r l o o s t  ituays u k e  y w  extrcr~ély 
nrvouc or pw\icb, mke you sutat, your heact pamd, o r  
nrkt you short of  breath? 
1 'les 
2 Uo 
9 Misring 
Ca Hot .ppl ic&le 

W«i you h d  t o  k in Cthis l ther t )  situation<s), did you 
blcrrh ar rhake, fnl l i k t  variiting, or  uere you r f r a i d  of 
doiftg sœething very d r r r s s i n g ?  
1 Y e s  
2 Y 0  
9 Misring 
Cb mot -1 i c i b l e  



Public H d t b  Units (PHU) 
42 in total 

1 

Figure 1: D d p  of the O n M o  H d t h  Survey (Boyle et A, 1996) 



Figure 2. The reiationsbip behcco paroild untaai income and probability of 
severe socid phobi.. ControUeà Cor miritaï rtatus and ige 
1 - no income, 2 - les than S3,000,4 - S6,000 to S12,000,6 - $20,000 to $29,000, 
8 - $40,000 ta S49,000, 10 - $60,000 to S69,000,12 - O V ~  $80,000 



Age in Years 

Figure 3. Rdationsbip betwccn age and scvect rocid phobh for mvried or 
pmiously married mpondents. Bued on logistic rtgrcrrion modd and coitroIIed 
for persona1 income 



Figure 4. Rditionsbip between age and sevtre social phobii for single respondcnts. 
Bard on logistic rqrrrrion modd and controUd for personai incomc 



Figure S. Cornparisoi, of age and muiW status for severe social pbobii and no 
social phobia. UnconboUed for personaï incomc 
The 15 - 24 age group has the highest proportions of single individuals for both socid 
phobia and no &al phobia in age groups higher than 25, individuais with social phobia 
are less ükely to be marrieci relative to individuals without m i a i  phobia. 



Figure 6. Cornpirison of peroentagu of  male and fernale with and without socid 
phobia respondents brving lifetime hbto y of dcohol abuse 



Figure 7. Cornparboa of percentages of  male and fernale with and without socid 
phobia respondents baving lifetime bistory of agoraphobia 



Figure 8 Age of onset distribution for cumnt (12-month) rocid pbobii 



Table 1. Previlence Rata of Social Phobk - Eady Epiduiiologic Studia 

DIS - DSM-III 

DSM-III 

DIS 

DIS 

DIS 

SAm-L-krsd 
0 

DSM-III " 
auld 

aiiybtgiwa 1 
di.gporu 



Table 2. Pttv.lcnce Rates of Social Phobia - Recent Epidemiologic Studics 



Table 3. Soeio-demogmpbie Cbrircteristics for Social Phobia 
Summi y of Epidemioiogic Snidicr 



Table 4. Comorbidity of  Sochi Phobi. and Anxiety Disorden 



Table 6. Age of Onset of Social Pliobia 
Epidemiologic Studia 



Table 7. Sociwkmgrapbic Cbancteristks 
(12-month) Socid Phobia and No Soci.l Pbobïa in MHSIOHS 



Table 8. Socidemogmpbic Cbrracteristicr 
foi Sever, Socirl Phobi. and No Sociil Pbobia in MESOHS 



Table 9. Soeiodernogmpbic Côaractcristiu 
for Spking-On$ Socid Phobii and Cornplex Sociil Phobia ia MHSOES 



Table 10. Lifctime Comorbid Disordtrr 
for Lifttime Soci.l Pbobia snd No Socid Pbobh in MBSIOHS 



Table 11. Lietirne Comorbid Disorden 
for Lifctime Severt SOCUI Phobia and NO W d  Phobi UD MHS-OHS 
(-km==-- 



Tabk 12. Lifétime Comorbid Dmrdeir 
for Spuking Soci.l Phobh and Complu Soci.l Phobi. in MESOES 



Table 13. Mean Aga of  Oasct of Sochl Phobh 

Gmup of Soeid Mun Age o f  
Phobi8 

Speaking only 12.7 12.2 - 13.2 

One fear other than 12.7 12.7 - 13.4 





Tabk 15. Chüdhood Advcrsity in MHS-OHS o f  AD casa of (12nionth) Socirl 
Phob*, Fcmda onîy, Mikr only and No Sadil Pliobia 
(Coatrolling for in u d  ducatho) 



Table 16. Cornparison o f  Gender and Childhood Advcrriticr 



Table 17. ChiIdhood Adversity in MESIOHS 
of (12-moath) Socid Phobi. and No Sociil Phobh controUing for depression 
( ' rrdr~raddralLr) 



Table 18. Childhood Advmity h MlB-oHS 
o f  (ltmonth) Socid Phobii and No Soriil Phobia for High S c h d  Studenta 



Table 19. Childhood Adversity in MHSIOHS 
of  Severn Social Phobi. and No SocUI Phobïa 
( C ~ * ~ m d r ' - v i Y )  



Table 20. Childhood Adversity in MHSOHS 
in Spcriking-On$ Sociil Phobi. and Complcr Soci  Phobh 
(Caribi.ll.l*w-d-) 



Table 21. Prevdencc rates o f  Speiking-Only and Complu  Socid Phobia 

Social Phobia Subtypt National Comorbidity Ontario H d t h  
Survey Survey 

Speaking only 1 (23%) 2.9% (44V0) 

Cornples 6.126 (77%) 3.8% (56%) 

Table 22. Cornpuison o f  Cumnt Depression among Typer of Social Phobia 

Typcs of social phobia N Numkr of cases with 
Cuncnt dcprcssion* 

Al1 ca!xs 566 82 (14%) 

StVCFt 185 S3 (2%) 

239 4 (2%) 

In brackets is the pcrcclltage ofthe group which is depressed, 




