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SUMMARY

ZUSAMMENFASSUNG

This paper gives an overview on the epidemiology of
social phobia. About 4.5% of the adult general populations
suffer from social phobia, i.e. it is the most frequent of all
anxiety disorders. Social phobia is clearly more frequent
among women than among men. About the half of all
individuals with social phobia suffer from any comorbid
mental disorders. Reviews show a large variability between
single studies, probably due to methodological differences.
Several population surveys indicate that a marked proportion
of those with social phobia do not receive adequate treatment.

Diese Publikation gibt eine Übersicht über die Epidemiologie der Sozialphobie. Etwa 4,5% der Allgemeinbevölkerung leidern unter Sozialphobie. Insofern ist sie die häufigste
Angststörung. Sozialphobie kommt bei Frauen deutlich häufiger
als bei Männern vor. Etwa die Hälfte aller Personen mit Sozialphobie leidern auch unter einer anderen psychischen Erkrankung. Übersichtsarbeiten haben gezeigt, dass die Ergebnisse
zwischen den einzelnen Studien deutlich differieren, was vermutlich in einem beträchtlichen Ausmaß mit methodischen
Unterschieden zwischen den Studien zu tun hat. Eine Reihe
bevölkerungsbezogener Studien berichtet, dass ein relevanter
Anteil der an Sozialphobie Erkrankten nicht die erforderlichen
Behandlungen erhält.
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* * * * *
INTRODUCTION
Phobias are a subgroup of anxiety disorders,
i.e. psychological and physical symptoms of
anxiety are the core symptoms. A phobia is an
irrational fear of specific objection, situations,
activities or locations. The fear in phobias is
excessive and disproportionate to any real danger
or threat. DSM-IV lists three different types of
phobias: agoraphobia, social phobia and specific
phobias.
Agoraphobia means that a person feels
uncomfortable in shops, specific rooms, vehicles or
in other rooms, but in many cases their main fear is
to be separated from their source of security.
Agoraphobia is frequently associated with panic
attacks, and agoraphobic patients often fear having
a panic attack in the public and not bearing near to
their physician or their medication.
Specific phobias usually involve specific
objects or animals which cause disproportionate
fear, such as snakes, spiders, dogs, blood, heights,
thunderstorms or sharp items such as knifes.
Social phobia means that persons fear
situations in which other persons might observe
them. Usually, these persons fear speaking in the
public, writing on a blackboard or eating in
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restaurants. Sometimes they avoid nearly all
situations where they meet other persons (i.e.
“generalized social phobia”).
The Fourth Edition of the Diagnostic and
Statistical Manual of Mental Disorders (DSM-IV;
American Psychiatric Association 1994) defines
social phobia as follows:
A. A marked and persistent fear of one or more
social or performance situations in which the
person is exposed to unfamiliar people or
possible scrutiny by others. The person fears
that he or she will behave in way (or show
anxiety symptoms) that will be humiliating or
embarrassing.
B. Exposure to the feared social situation almost
invariably provokes anxiety, which my take the
form of situationally bound panic attacks.
C. The person recognizes that the fear is excessive
or unreasonable.
D. The feared social or performance situations are
avoided or else are endured with intense anxiety
or distress.
E. The avoidance, anxious anticipation or distress
in the feared social or performance situations
interferes significantly with the persons normal
routine, occupational functioning, or social
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activities or relationships, or there is marked
distress in having the phobia.
F. In individual under the age of 18 years, the
duration is at least 6 months.
G. The fear of avoidance is not due to the direct
physiological effects of a substance or a general
medical condition and is not better accounted
for by another mental disorder.
H. If a general medical condition or another mental
disorder is present, the fear in criterion A is
unrelated to it.

Eating disorder
Somatoform disorder
Obsessive-compulsive disorder
Generalized anxiety disorder
Social phobia
Agoraphobia
Panic disorder
Bipolar disorder
Depression
Psychotic disorders
Illicit drug dependency
Alcohol dependency

PREVALENCE
A recent review of 1-year-prevalence of
several psychiatric disorders (Figure 1) shows that
social phobia is the most frequent subtype of all
anxiety disorders (i.e. generalized anxiety disorder,
=OCD), agoraphobia, panic disorders). Nevertheless, depressive disorders (6.9%) and somatoform
disorders (6.3%) occur within one year much more
often than social phobia (2.3%).
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Figure 1. Median 1-year-prevalence (%) of mental disorders in Europe across 21 studies (Wittchen et al. 2005)
Some years ago, Fehm et al. (2005) published
a review of epidemiological studies on the
prevalence and incidence of social phobia in
Europe, with the focus on studies using DSM-III-R
or DSM-IV definitions. They found nearly twenty
cross-sectional prevalence studies performed in the
community published between 1989 and 2005.
They reported a median 12-month-prevelance of
2.0% (range between 0.6 and 5.2%. Somers et al.
(2006) performing a worldwide systematic review
of epidemiological studies on social phobia
reported a median 12-month-prevelance of 4.5%
(Table 1). For general hospitals and nursing homes
(Wancata et al. 1996, Wancata et al. 1998,
Wancata et al. 2001), only one-month prevalence
estimates for all anxiety disorders have been
reported (2.1% in general hospitals and 1.9% in
nursing homes).

Table 1. Selected prevalence studies of social
phobia (%; based on Somers et al. 2006)
1-yearAuthors
Country
prevalence
Henderson et al. 2000
Australia
2.7
Bijl et al. 1998
Netherlands
4.8
Offord et al. 1996
Canada
6.7
Kessler et al. 1994
USA
7.9
Oakley-Brown et al. 1989 New Zealand
2.8
Stein et al. 2000
Canada
7.2
Lepine & Lellouch 1995
France
2.3
Best estimate
4.5
(95% Confidence interval)
(3.0-6.4)
Nearly all studies published worldwide
reported higher prevalence estimates for women
than for men (Somers et al. 2006). Jacobi et al.
(2002, 2004) found that prevalence was higher for
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women than for men in all investigated age groups
(Table 2). Further, he showed that prevalence was
highest among the youngest age group.

agoraphobia (odds ratio 21.6), generalized anxiety
disorder (odds ratio 13.5) and panic disorder (odds
ratio 11.6; see table 3).

Table 2. 12-month-prevelance (%) of social
phobia in the community according to age and sex
in Germany (Jacobi et al. 2002, 2004)
Women
Men
Total
2.7
1.3
18–34
3.1
1.9
35–49
2.7
0.7
50–65
2.2
1.4

Table 3. Associations (odds ratio) between social
phobia and other 12-month mental disorders in the
general population of European countries (Alonso
et al. 2004)
12-months comorbidity
Odds ratio
Major depression
10.2
Dysthymia
5.4
Generalized anxiety disorders
13.5
Specific phobia
9.7
Agoraphobia
21.6
Panic disorders
11.6
Alcohol abuse
2.7
Alcohol dependence
2.7

Estimates of life-time prevalence show an
extreme degree of variation. For example, Somers
et al. (2006) reported 30-fold differences between
studies even after excluding outliers. Such extreme
differences raise serious concerns about the
validity of life-time estimates.
Unfortunately, most surveys included only
persons below the age of 65 years. Only one study
(Ritchie et al. 2004) reported that 1.2% of the
elderly population (men 0.9%, women 1.5%)
suffered currently from social phobia and that
overall 6.0% had suffered from this disorder at any
time of their life.

INCIDENCE
Overall, there is a lack of incidence studies.
Somers et al. (2006) reported that only five studies
worldwide had investigated the incidence of any of
all anxiety disorders. In Europe, Fehm et al. (2005)
found only one study providing incidence data for
social phobia (Lieb et al. 2000), but several studies
reported that in most cases the age of onset is
between 12 and 17 years, and that onset after the
age of 25 seems to be rare (Wittchen et al. 1999).
Many studies report that social phobia frequently
shows a duration of more than 10 years (Perugi et
al. 1990), which indicates that social phobia is
rather a chronic condition.

COMORBIDITY
Comorbidity of social phobia with other
mental disorders is common (Keller 2003). A
recently published large multinational general
population survey (Alonso et al. 2004) reported
that about the half of those with social phobia
suffer from any comorbid mental disorders (when
not applying the exclusion criterion G of
diagnostic criteria according to DSM-IV). Social
phobia showed the strongest association with
522

REASONS FOR HETEROGENEITY OF
EPIDEMIOLOGICAL ESTIMATES
It seems that the studies mentioned above
show a considerable degree of variation in terms of
prevalence estimates. When interpreting the results
the composition of the sample must be considered.
For example, it has been shown that younger adults
and females show higher rates of social phobia
(Table 2). Thus, studies including predominantly
younger people and more females will report
higher estimates.
Early studies (i.e. before 1990) based on
DSM-III criteria reported lower rates as compared
to studies based on DSM-III-R and DSM-IV
criteria. It is essential to consider that the
diagnostic criteria changed profoundly between
DSM-III and DSM-III-R, while these changes
were only marginal when introducing DSM-IV
(Fehm et al. 2005). Beside symptoms, DSM
requires for social phobia the presence of the
symptoms interferes significantly with the persons
normal routine, occupational functioning, or social
activities or relationships (diagnostic criterion E
according to DSM-IV). Unfortunately, there are no
clear and objective cut-off points for establishing
when social anxiety becomes a clinically significant disorder, and the threshold selected varies
across epidemiological surveys. Using a rather
broad definition of impairment must result in a
higher prevalence as compared to studies using a
rather narrow definition (Wittchen & Fehm 2003,
Somers et al. 2006).
Review papers have indicated that in Asian
countries social phobia is less common than in
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Europe or Northern America (Wittchen & Fehm
2003, Somers et al. 2006). Until now, it remains
unclear whether this difference is true or is affected
by differing diagnostic constructs or is due to
problems with cross-cultural validity. For other
subtypes of anxiety disorders, Somers et al. (2006)
have shown that surveys using lay interviewers for
data collection report significantly higher rates
than studies using psychiatric experts. But, it is not
known if this is also true for social phobia.

HEALTH CARE
As part of a Finish survey (Shivo et al. 2006),
participants were asked if they had used health
services for mental health reasons during the
preceding 12 months, and 88.2% of those with
social phobia reported as having been in contact
with any health services. It seems interesting that
only 46.2% had used specialised mental health care
services (including municipal psychiatric outpatient clinics, mental health centres, private
psychiatrists and psychiatric hospitals) while the
others had used any other health services (e.g.
general practitioner). Of those being in contact
with specialised mental health care services, 31.4%
were treated with psychotropic drugs alone, 7.6%
by any psychological/psychotherapeutic interventions alone, and 57.0% received a combination of
psychotropic drugs and psychological/psychotherapeutic interventions. Only 3.9% received
neither psychotropics nor psychological/psychotherapeutic interventions. This is in agreement with
the study of Wittchen (2000) who reported that
39% of those needing psychiatric specialist
services did not receive these (according to the
subjective views of respondents). Nevertheless, it
seems that persons with social phobia have a
marked delay in getting treatment as compared
those suffering from panic disorder or generalized
anxiety disorders (Bruffaerts et al. 2007). This
agrees with the fact that more than two thirds of
those with any anxiety disorders are not recognized
by their physicians (Wancata et al. 2000).

CONCLUSIONS
Social phobia occurs rather frequently. Studies
report that roughly spoken between one out 20 and
one out of 50 people suffer from it within one year.
Consistently, younger adults and females suffer
more often from social phobia than older adults

and males. Unfortunately, studies about prevalence
among the elderly population and concerning
incidence are scarce. As discussed above it seems
that methodological reasons may be largely
responsible for differences in prevalence rates
across studies. It might be that better definitions of
social consequences improve the comparability of
results (Wittchen & Fehm 2003). Reports about
life-time prevalence show an extreme degree of
variation which raises serious concerns about their
usefulness.
Social phobia very frequently co-occurs with
other anxiety disorders such as agoraphobia or
generalized anxiety disorder. It seems to be
essential to consider this aspect when treating
persons with social phobia. In general, guidelines
consider the use of cognitive behaviour therapy
and/or pharmacotherapy as equally effective
treatments (Shivo et al. 2006, Kapfhammer 2008).
The fact that many persons with social phobia do
not receive adequate treatment is worrisome and
alarming. Studies investigating the reasons for
these unmet needs on a population level are
essential (Meise et al. 2008, Wancata et al. 2000).

REFERENCES
1. Alonso J, Angermeyer MC, Bernert S, Bruffaerts R,
Brugha TS, Bryson H and the ESEMeD ⁄MHEDEA
2000 investigators. 12-Month comorbidity patterns
and associated factors in Europe: results from the
European Study of the Epidemiology of Mental
Disorders (ESEMeD) project. Acta Psychiatr Scand
2004; 109 (Suppl. 420): 28–37.
2. American Psychiatric Association: Diagnostic and
Statistical Manual of Mental Disorders: Fourth
Edition. Washington DC, American Psychiatric
Association, 1994.
3. Bijl RV, Ravelli A, van Zessen G: Prevalence of
psychiatric disorder in the general population:
results of the Netherlands Mental Health Survey and
Incidence Study (NEMESIS). Soc Psychiatry
Psychiatr Epidemiol 1998; 33: 587-595.
4. Bruffaerts R, Bonnewyn A, Demyttenaere K: Delays
in seeking treatment for mental disorders in the
Belgian general population. Soc Psychiatry
Psychiatr Epidemiol 2007; 42: 937–944.
5. Fehm L, Pelissolo A, Furmark T, Wittchen H-U: Size
and burden of social phobia in Europe. European
Neuropsychopharmacology 2005; 15: 453 – 462.
6. Henderson S, Andrews G, Hall W: Australia’s
mental health: overview of the general population
survey. Aust N Z J Psychiatry 2000; 34: 197–205.
7. Jacobi F, Wittchen H-U, Hölting C, Höfler M,
Müller N, Pfister H, Lieb R: Prevalence,

523

Johannes Wancata, Marion Fridl & Fabian Friedrich: SOCIAL PHOBIA: EPIDEMIOLOGY AND HEALTH CARE
Psychiatria Danubina, 2009; Vol. 21, No. 4, pp 520–524

comorbidity and correlates of mental disorders in
the general population: results from the German
Health Interview and Examination Survey (GHS).
Psychol Med 2004; 34: 597– 611.
8. Jacobi F, Wittchen H-U, Hölting C, Sommer S, Lieb
R, Höfler M, Pfister H: Estimating the prevalence of
mental and somatic disorders in the community:
aims and methods of the German National Health
Interview and Examination Survey. Int J Methods
Psychiatr Res 2002; 11, 1 – 18.
9. Kapfhammer H-P: Zur Psychotherapie und Pharmakotherapie der Angststörungen. Neuropsychiatrie
2008; 22: 51–70.
10. Keller MB: The lifelong course of social anxiety
disorder: a clinical perspective. Acta Psychiatr
Scand 2003; 108 (Suppl. 417): 85–94.
11. Kessler RC; McGonagle KA; Zhao S; Nelson CB;
Hughes M; Eshleman S; Wittchen HU, Kendler KS:
Lifetime and 12-month prevalence of DSM-III-R
psychiatric disorders in the United States. Results
from the National Comorbidity Survey. Arch Gen
Psychiatry 1994; 51: 8–19.
12. Lepine JP, Lellouch J: Classification and epidemiology of social phobia. Euro Arch Psychiatry
Clin Neurosci 1995; 244: 290–6.
13. Lieb R, Isensee B, von Sydow K, Wittchen H-U: The
Early Developmental Stages of Psychopathology
Study (EDSP): a methodological update. Eur Addict
Res 2000; 6: 170– 182.
14. Meise U, Wancata J, Hinterhuber H: Psychiatrische
Versorgung
in
Österreich:
Rückblick
–
Entwicklungen – Ausblick. Neuropsychiatrie 2008;
22: 230–242.
15. Oakley-Browne MA, Joyce PR, Wells E, Bushnell
JA, Hornblow AR: Christchurch Psychiatric
Epidemiology Study, Part II: six month and other
period prevalences of specific psychiatric disorders.
Aust N Z J Psychiatry 1989; 23: 327-340.
16. Offord DR, Boyle MH, Campbell D, Goering P, Lin
E, Wong M, Racine YA: One-year prevalence of
psychiatric disorder in Ontarians 15 to 64 years of
age. Can J Psychiatry 1996; 41:559–63.
17. Perugi G, Simonini E, Savino M, Mengali F,
Cassano GB, Akiskal HS: Primary and secondary
social phobia: psychopathologic and familial
differentiations. Compr Psychiatry 1990; 31: 245–
252.
18. Ritchie K, Artero S, Beluche I, Ancelin ML, Mann A,
Dupuy AM, Malafosse A, Boulenger JP: Prevalence

of DSMIV psychiatric disorder in the French elderly
population. Br J Psychiatry 2004; 184: 147–152.
19. Sihvo S, Hämäläinen J, Kiviruusu O, Pirkola S,
Isometsä E: Treatment of anxiety disorders in the
Finnish general population. Journal of Affective
Disorders 2006; 96: 31–38.
20. Somers JM, Goldner EM, Waraich P, Hsu L:
Prevalence and Incidence Studies of Anxiety
Disorders: A Systematic Review of the Literature.
Can J Psychiatry 2006; 51: 100–113.
21. Stein MB, Torgrud L, Walker JR: Social phobia:
symptoms, subtypes, and severity. Findings from a
community survey. Arch Gen Psychiatry 2000;
57:1046–52.
22. Wancata J, Benda N, Bach M, Meise U: Recognition
of psychiatric disorders in nonpsychiatric hospital
wards. J Psychosomatic Research 2000; 48: 149155.
23. Wancata J, Benda N, Hajji M, Lesch OM, Müller
Ch: Prevalence and course of psychiatric disorders
among nursing home admissions. Soc Psychiatry
Psychiatr Epidemiol 1998; 33: 74-79.
24. Wancata J, Benda N, Hajji M, Lesch OM, Müller
Ch: Psychiatric disorders in gynecological, surgical
and medical departments of general hospitals in an
urban and a rural area of Austria. Soc Psychiatry
Psychiatr Epidemiol 1996; 31: 220-226.
25. Wancata J, Benda N, Windhaber J, Nowotny M:
Does psychiatric comorbidity increase the length of
stay in general hospitals? General Hospital
Psychiatry 2001; 23: 8-14.
26. Wittchen H-U, Fehm L: Epidemiology and natural
course of social fears and social phobia. Acta
Psychiatr Scand 2003: 108 (Suppl. 417): 4–18.
27. Wittchen HU, Jacobi F: Size and burden of mental
disorders in Europe – a critical review and
appraisal of 27 studies. Eur Neuropsychopharmacol
2005; 15: 357-376.
28. Wittchen H-U, Stein MB, Kessler RC: Social fears
and social phobia in a community sample of
adolescents and young adults: prevalence, risk
factors and co-morbidity. Psychol Med 1999; 29:
309– 323.
29. Wittchen H-U: Met and unmet need for interventions
in community cases with anxiety disorders. In:
Andrews G & Henderson S (Eds.): Unmet need in
psychiatry: problems, resources, responses.
Cambridge, Cambridge University Press, 2000, pp
256-287.

Correspondence:
Prof. Dr. Johannes Wancata
Medical University of Vienna, Department of Psychiatry and Psychotherapy
Währinger Gürtel 18-20, A-1090 Vienna, Austria
E-mail: johannes.wancata@meduniwien.ac.at
524

