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Studies of quality of life among
patients with social anxiety dis-
order have been conducted with

epidemiologic (1–3) and clinical sam-
ples (4,5) and have used a variety of
measures of disability. In a study by
Schneier and colleagues (4), 32 pa-
tients with social anxiety disorder
showed greater impairment than 14

healthy control subjects on scales spe-
cific to social anxiety—the Disability
Profile and the Liebowitz Self-Rated
Disability Scale. Two reports of data
from the Epidemiologic Catchment
Area study also demonstrated impair-
ment in educational status, financial
and employment stability, marital sta-
tus, and social support among persons

with social anxiety disorder (3,6). Al-
though some impairment may have
been due partly to comorbid disorders,
even patients with subthreshold social
anxiety disorder showed impairment.

Moreover, in a community sample
of persons with social anxiety disorder,
Stein and Kean (2) found that comor-
bid depression contributed only mod-
erately to the dysfunction in daily ac-
tivities, interpersonal relationships,
performance in school, educational at-
tainment, dissatisfaction with a variety
of life domains, and poor quality of life
associated with social anxiety disorder
as measured by the Quality of Well-
Being Scale. Three studies have shown
that effective treatment improves the
quality of life of patients with social
anxiety disorder (5,7,8).

Although the utility of quality-of-
life scales that are specific to social
phobia has been demonstrated (4),
such scales do not allow the broader
perspective provided by directly com-
paring the relative severity of dys-
function across different disorders.
Such comparisons may be better ac-
complished with more widely used
general measures, such as the Med-
ical Outcomes Study Short-Form-36
(SF-36) (9). Wittchen and colleagues
(1) found significant impairment on
all measures of mental health and on
the general health subscale of the SF-
36 in a nonclinical population of per-
sons with social anxiety disorder.
Their study excluded treatment-seek-
ing patients. As expected, patients
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ical Outcomes Study Short-Form-36 (SF-36) as part of a baseline evalu-
ation. The patients did not have significant comorbid psychiatric disor-
ders. Paired t tests were used to compare baseline scores on subscales
of the SF-36 between the two cohorts. One-sample t tests were used to
compare scores on subscales of the SF-36 with expectation scores based
on 2,474 persons from the general population. Results: Compared with
the general population, the patients with social anxiety disorder had sig-
nificantly greater impairment as measured by the SF-36 social func-
tioning and mental health subscales. Subscale scores also indicated
poorer emotional role functioning, but the difference was not signifi-
cant. However, they were significantly less impaired than the patients
with panic disorder in terms of physical functioning, physical role, and
mental health. Conclusions: Patients with social anxiety disorder who do
not have significant comorbid depression or anxiety are substantially
impaired in quality of life, but to a lesser extent than patients with pan-
ic disorder, who suffer from both mental and physical impairments in
quality of life. (Psychiatric Services 53:714–718, 2002)



with comorbid psychiatric disorders
reported even more impairment. 

Rather than simply comparing SF-
36 scores of persons with social anxiety
disorder and healthy controls, we se-
lected an additional cohort as a bench-
mark for level of disability. The disabil-
ity and impairment in quality of life as-
sociated with panic disorder have been
well documented (10–15). Patients
with panic disorder, although often
misdiagnosed and undertreated, fre-
quently seek medical care (16–18).

To our knowledge, only one study
has directly compared the impact of
social anxiety disorder and panic dis-
order on quality of life (19). That
study showed that patients with social
anxiety disorder had greater “life dis-
ruptions” than those with panic disor-
der, but it did not use a validated qual-
ity-of-life scale. Schonfeld and col-
leagues (20) reported SF-36 scores for
patients with previously undetected
depression or anxiety disorders diag-
nosed through a primary care screen-
ing procedure. Patients with social
anxiety disorder and patients with
both panic disorder and agoraphobia
were included. Although statistical
tests were not used for the compar-
isons, the patients with panic disorder
had more consistent impairment than
those with social anxiety disorder.

In the study reported here we fur-
ther examined the relative effects of
social anxiety disorder and panic dis-
order on quality of life. Quality of life
as assessed by the SF-36 was com-
pared between treatment-seeking pa-
tients with social anxiety disorder and
an age- and sex-matched control
group with panic disorder. The scores
of the patients with social anxiety dis-
order were also compared with popu-
lation-based expectation scores.  

Methods
Study subjects
The sample comprised 66 patients
with social anxiety disorder or panic
disorder who had participated in clin-
ical trials in the Anxiety Disorders
Program at Massachusetts General
Hospital between 1993 and 2000. The
patients with social anxiety disorder
were 33 consecutive patients (12 men
and 21 women) who presented for one
of three clinical psychopharmacology
trials for social anxiety disorder. Thir-

ty-three patients with panic disorder
(the control group) were matched for
age (within three years) and gender.
Because the social anxiety cohort in-
cluded no patients with comorbid ma-
jor depression or panic disorder, we
excluded patients with current major
depression or social anxiety disorder
from the panic disorder cohort. 

The patients were recruited
through advertisements or clinical re-
ferrals. They met criteria for the gen-
eralized type of social anxiety disor-
der or panic disorder with or without
agoraphobia as diagnosed by physi-
cians and other doctoral-level clini-
cians with the Structured Clinical In-
terview for DSM-IV (SCID) (21). For
patients in both groups, the primary
disorder was sufficiently severe to
warrant entry into a clinical treatment
trial, such as a score of at least 50 on
the Liebowitz Social Anxiety Scale
(LSAS) (22) for patients with social
anxiety disorder and at least 4 on the
Clinical Global Impression severity
scale (CGI-S) (23) for those with pan-
ic disorder. Possible scores on the
LSAS range from 0 to 144, with high-
er scores indicating more severe so-
cial phobia. Possible scores on the
CGI-S range from 1 to 7, with higher
scores indicating greater severity of
illness. Patients with unstable comor-
bid medical disorders or substance
use disorders were excluded.

Measures
The SF-36 consists of eight subscales
that assess both physical and emo-
tional quality of life. These include vi-
tality (a measure of energy level and
fatigue), social functioning, emotional
role (difficulties in work or daily ac-
tivities due to emotional problems),
mental health (anxiety and depres-
sion), physical functioning, physical
role (difficulties in work or daily ac-
tivities due to physical problems),
body pain, and general health. For
each subscale, scores range from 0 to
100, with higher scores indicating
better functioning. The validity and
reliability of the SF-36 have been well
established in large samples drawn
from the general population and in
samples of patients with medical and
psychiatric disorders (24–26). Popu-
lation-based norms and further scale
descriptions are available (27). 

As part of the baseline evaluation,
the patients with social anxiety disor-
der completed the SF-36 and other
measures, including the LSAS, the
17-item Hamilton Depression Scale
(28), and the CGI-S. The clinical tri-
als were approved by the institutional
review board, and all patients provid-
ed written informed consent.

Data analysis
One-sample t tests were used to com-
pare scores on SF-36 subscales with
age- and gender-specific expectation
scores based on 2,474 persons from
the general population (27). Paired t
tests were used to compare baseline
scores for the matched cohorts of pa-
tients with social anxiety disorder and
patients with panic disorder.

Results
Basic demographic information and
morbidity ratings for the two cohorts
are summarized in Table 1. In gener-
al, the two cohorts were comparable.
The social anxiety group had an earli-
er age at onset (t=5.39, df=32, p<
.001), which is consistent with the
natural course of the disorder relative
to that of panic disorder (29). Given
that the cohorts were matched for
age, the earlier age at onset of social
anxiety disorder translates into a sig-
nificantly longer duration of illness
(t=5.58, df=32, p<.001).

In addition, the patients with social
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anxiety disorder had lower rates of co-
morbid generalized anxiety disorder,
which may reflect the different entry
criteria used in the studies from
which the cohorts were drawn. Pa-
tients with other current comorbid
disorders were excluded from the
sample of patients with social anxiety
disorder, and none of the patients
with a history of depression had de-
pression at the time of the study. 

Mean±SD scores on the SF-36
subscales for the two groups are listed
in Table 2, along with population-
based means. Compared with the
age- and gender-matched general
population scores, the patients with
social anxiety disorder showed signif-
icantly greater impairment in social
functioning (t=–3.601, df=32, p<
.001) and mental health (t=–4.589,
df=32, p<.001); greater impairment
in emotional role functioning was also
noted, but the difference was not sta-
tistically significant. No differences in
the four aspects of physical function-
ing or in vitality were observed be-
tween the patients with social anxiety
disorder and the general population. 

No significant differences were ob-

served between the patients with pan-
ic disorder and the patients with social
anxiety disorder on SF-36 measures of
social functioning or emotional role
functioning. However, the patients
with panic disorder were significantly
more impaired in physical functioning
(t=2.88, df=32, p< .01), physical role
(t=3.59, df=32, p< .01), and mental
health (t=2.6, df=32, p<.05). The pa-
tients with panic disorder showed
greater impairment on three other
scales, but the differences were not
significant. The effect sizes were small
to medium (d=.35 for body pain, d=.3
for general health, and d=.29 for vital-
ity) (30). The severity of illness in both
groups was in the moderate to marked
range as measured by mean±SD
scores on the CGI-S (5.1±.65 for social
anxiety disorder and 4.72±.73 for pan-
ic disorder). Consistent with the find-
ings of Wittchen and colleagues (1),
age at onset and duration of illness
were not correlated with scores on any
SF-36 subscale.

Discussion
Treatment-seeking patients with social
anxiety disorder were significantly

more impaired in mental health and
social functioning than the general
population. They also showed greater
impairment in functioning at work and
in other daily activities as a result of
emotional problems, but the differ-
ences were not significant. This level
of impairment could not be attributed
to the presence of comorbid disorders.
However, the patients with social anxi-
ety disorder did not demonstrate im-
pairment on measures of physical
functioning or vitality, a measure of
energy level and fatigue. In contrast,
the patients with panic disorder
showed impairment on both physical
and psychological measures, which is
consistent with the greater somatic fo-
cus and physical distress seen in clini-
cal samples of these patients.

The patients with panic disorder
showed greater impairment in mental
health and vitality than those with so-
cial anxiety disorder. No significant dif-
ference was observed in social or role
functioning. Our findings are in direct
contrast with those of Norton and col-
leagues (19), who found greater dis-
ruption in life circumstances such as
employment among patients with so-
cial anxiety disorder than among pa-
tients with panic disorder. 

The results of our study suggest
that, at least for patients who do not
have comorbid major depression and
anxiety, panic disorder may have a
greater impact on quality of life than
social anxiety disorder. Whereas the
somatic symptoms of panic disorder
are often prominent and may drive
patients to seek treatment, the lack of
significant physical impairment
among patients with social anxiety
disorder and the avoidant nature of
these individuals may result in a gen-
erally lower degree of help-seeking
behavior, especially among those who
are the most severely ill. 

In the Epidemiologic Catchment
Area study, only 19.6 percent of per-
sons with social anxiety disorder
sought treatment (29). In the National
Comorbidity Study (31), only 4 per-
cent of persons with social anxiety dis-
order without comorbid illnesses
sought treatment. Among patients
who reported significant role impair-
ment, only 28 percent of those with so-
cial anxiety disorder sought treatment.

In a study of 9,000 patients who
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Characteristics of 33 patients with social anxiety disorder and 33 patients with pan-
ic disorder who completed measures of quality of life

Social anxiety disorder Panic disorder

Variable N or mean % N or mean %

Age (mean±SD years) 37.2±8.21 37.1±7.48
Sex

Women 21 64 21 64
Men 12 36 12 36

Race
Caucasian 27 82 33 100
African American 4 12 0 —
Hispanic 1 3 0 —
Asian 1 3 0 —

Employment status
Employed 30 91 24 73
Unemployed 2 6 5 15

Education
Postgraduate degree 3 9 4 12
Graduated from college 12 36 8 24
Some college 7 21 11 33
Graduated from high school 9 27 6 18
Less than high school 1 3 1 3

Age at onset (mean±SD years) 14.6±10.2 28.2±9.9∗

Duration of illness (mean±SD years) 22.6±11.4 8.9±7.3∗

Comorbid disorders
Generalized anxiety disorder 5±15.2 12±36.4
History of major depressive disorder 11 33 12 36

∗p<.001, paired sample t test



were receiving health care through a
health maintenance organization, the
prevalence of social anxiety disorder
was 8.2 percent (32). Consistent with
the epidemiologic reports cited
above, only .5 percent of the affected
patients had received a diagnosis of
social anxiety disorder from their
physician in the previous year, and
fewer than a third of those who were
diagnosed were receiving treatment.
The low rates of treatment seeking
among persons with social anxiety dis-
order contrast with data that suggest
that 70.5 percent of persons with ago-
raphobia who have self-reported role
impairment seek treatment (31). 

Furthermore, highly impaired per-
sons with social anxiety disorder may
be particularly underrepresented in
clinical and research samples because
they avoid the social interaction in-
herent in seeking treatment. Olfson
and colleagues (33) reported that the
greatest barriers to treatment for pa-
tients with social anxiety disorder
were access problems and fear of
what others might think or say.

In further support of this hypothe-
sis, Erwin and colleagues (34) report-
ed that the mean severity of illness of
patients with social anxiety disorder
who used a Web-based treatment in-
formation service was one standard
deviation greater than that of patients
who visited a clinician’s office. Fur-
ther efforts to increase public aware-
ness of the availability of effective
treatments for social anxiety disorder
and decrease perceived barriers to
treatment seeking among persons
who are the most severely affected are
warranted.

In addition, in the subset of our so-
cial anxiety cohort for whom data
were available, the mean age at onset
was 14.6 years, compared with 28.2
years for patients with panic disorder.
The mean duration of illness was 22.6
years for the patients with social anxi-
ety disorder, compared with 8.9 years
for the patients with panic disorder.
As Schneier and colleagues (4) have
proposed, social anxiety disorder is a
chronic illness with an early onset,
and persons who have this disorder
may not be able to provide meaning-
ful answers to questions that involve
comparing current functioning with
an earlier period of normal function-

ing. Thus Schneier and colleagues
suggested that quality of life among
these persons may be better assessed
with measures specific to social anxi-
ety disorder.

However, even with a more specif-
ic scale, the fact that symptoms of so-
cial anxiety disorder develop at an
early age may contribute to lower ex-
pectations about “normalcy” and thus
to lower levels of distress and impair-
ment as assessed by any measure that
relies on self-reports. The associated
failure to recognize that social anxiety
symptoms and related impairment
represent a disorder that might be
improved with treatment may also
contribute to the frequent scenario in
which patients with social anxiety dis-
order present for treatment after en-
during ten to 20 years of symptoms.

Furthermore, the early onset of so-
cial anxiety disorder makes it difficult
to project the life course a person
might have followed had he or she not
become symptomatic. Thus it is diffi-
cult to measure the loss of potential
productivity or career advancement
due to symptoms of social anxiety dis-
order, although this scenario is re-
ported clinically by some patients.
The higher rate of overall employ-
ment among those with social anxiety
disorder in this study than among the
patients with panic disorder may re-
flect the different effects of each dis-
order on a person’s career path. Pa-
tients who develop panic disorder
may experience disrupted employ-

ment, whereas lifelong social anxiety
disorder may be more likely to alter a
person’s career path. This difference
may partly explain the lower impair-
ment among patients with social anx-
iety disorder than among those with
panic disorder.  

As with many clinical trials, our
protocols mandated the exclusion of
subjects with certain comorbid condi-
tions, which produced a social anxiety
disorder cohort without significant
comorbid illness. In contrast, previ-
ous studies of clinical and epidemio-
logic samples documented high rates
of comorbid disorders among patients
with social anxiety disorder (31,35).
Thus our sample probably represents
a select and potentially less sympto-
matic group, which may partly explain
why the levels of dysfunction were
only moderate. Davidson and col-
leagues (3) showed that much of the
impairment associated with social anx-
iety disorder is attributable to comor-
bid disorders. They proposed that so-
cial anxiety disorder without comor-
bid depression or anxiety may be a
milder form of the disorder.

Wittchen and colleagues’ study (1)
of a nonclinical sample of patients
with social anxiety disorder who were
assessed by the SF-36 also demon-
strated significantly more impairment
among patients with comorbid disor-
ders than among those with “pure”
social anxiety disorder. Furthermore,
SF-36 scores for this pure sample
were similar to those for our sample
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Quality of life ratings among 33 patients with social anxiety disorder and 33 pa-
tients with panic disorder compared with the general population

Social anxiety Population-
disorder Panic disorder based mean

expectation
Short-Form-36 subscale Mean SD Mean SD score

Physical functiona 92.9 14.4 79.6 20.9 89.4
Physical rolea 86.4 23.5 54.9 42.4 86.2
Body pain 80.0 20.3 68.1 24.4 77.8
General health 80.1 19.6 71.1 23.0 75.4
Vitality 59.4 18.5 51.5 21.6 61.2
Social functionb 65.9 28.5 61.0 25.2 84.5
Emotional role 67.9 42.1 55.5 43.8 82.0
Mental healtha,b 58.5 19.4 47.7 18.6 74.0

a Significant difference between patients with social anxiety disorder and patients with panic disor-
der, p<.05

b Significant difference between patients with social anxiety disorder and the general population,
p<.05



of patients who had social anxiety dis-
order without significant current
mood or anxiety disorders. 

In addition, one hypothesis is that
social anxiety disorder, given its early
onset, increases the risk that comor-
bid disorders will develop subse-
quently. Thus social anxiety disorder
may have its greatest adverse impact
on function and quality of life through
its association with the development
of comorbid pathology. The develop-
ment of complications due to comor-
bid disorders among patients with so-
cial anxiety disorder may thus be pre-
ventable if social anxiety disorder is
detected and treated early. 

Conclusions
Our findings suggest that patients
with social anxiety disorder who do
not have comorbid depression or anx-
iety disorders are significantly im-
paired in mental health and social
functioning, but to a lesser extent
than patients with panic disorder,
who have both mental and physical
impairments in quality of life. Pa-
tients who have social anxiety disor-
der without comorbid depression or
anxiety and who seek treatment may
represent patients with lower levels of
dysfunction, perhaps partly because
more symptomatic patients experi-
ence more direct interference with
treatment seeking as a result of the
symptoms themselves. Nonetheless,
the early onset of social anxiety disor-
der, its associated distress and impair-
ment, and complications related to
high rates of comorbid disorders un-
derscore the importance of early de-
tection and treatment to reduce the
adverse impact of this disorder on
quality of life and functioning. �
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