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Social anxiety disorder, also
known as social phobia, involves
persistent fear of one or more

social or performance situations in
which a person is exposed to unfamil-

iar people or to possible scrutiny by
others. Fear focuses on the potential
for embarrassment or humiliation,
and impairing avoidance often results
(1). Social anxiety disorder is the

most common anxiety disorder and
the third most common psychiatric
disorder, following depression and al-
cohol abuse (2), with a lifetime
prevalence of 12.1% (3). It produces
substantial functional impairment
even when studies have controlled
for concurrent depression, with re-
duced functioning in a variety of spe-
cific life domains (4), including fami-
ly life and social relationships (5), and
in overall quality of life (6,7). Persons
with this disorder experience dys-
function comparable to that reported
by patients with obsessive-compul-
sive disorder and panic disorder and
by nonpsychiatric patients with mul-
tiple sclerosis, rheumatoid arthritis,
and end-stage renal disease (6). It is
an early-onset disorder and usually
precedes the numerous other psychi-
atric disorders with which it is highly
comorbid (8), raising the possibility
that early intervention could reduce
the rates and burdens of later devel-
oping problems.

In a variety of ways, occupational
functioning is also limited among
most persons with social anxiety dis-
order (9). Persons with this disorder
turn down job offers or promotions
as a result of social fears (10). They
report impaired work productivity,
with increased absences and re-
duced performance when at work
(2,8,11). Their occupational success
is also limited by reduced education-
al achievement (2,5,8,12,13). Occu-
pational dysfunction leads to height-
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Objective: Studies in clinical and community samples have documented
that social anxiety disorder is common, disabling, and costly. It reduces
educational attainment and job success, and thus it may undermine eco-
nomic self-sufficiency. The authors examined whether social anxiety dis-
order was an obstacle to successful employment in a longitudinal epi-
demiological study of women receiving welfare in an urban Michigan
county. The hypothesis that social anxiety disorder would predict re-
duced work attainment was examined. Methods: Psychiatric diagnoses
were established with the Composite International Diagnostic Inter-
view–Short Form. The authors conducted a linear fixed-effects regres-
sion analysis for survey data with 609 respondents who completed at
least the third wave of the Women’s Employment Study in order to ex-
plore obstacles to employment among mothers on welfare. Results:
Analyses demonstrated that compared with respondents without social
anxiety disorder, those with this disorder worked fewer months. The im-
pact of social anxiety disorder was independent of and more striking
than the effects of depression. Conclusions: By undermining efforts to
obtain or maintain employment, social anxiety disorder poses a signifi-
cant, unrecognized impediment to efforts to reduce welfare reliance
and to help recipients achieve economic self-sufficiency. Because recip-
ients may lose benefits if they fail to enter the workforce rapidly and if
they exceed time limits for support, those with social anxiety disorder
are at risk of extreme economic hardship. Improved access to effective
treatments in this population could have significant public health and
economic benefits. (Psychiatric Services 60:61–66, 2009)



ened levels of unemployment (14),
financial dependence (15), and re-
duced income (12).

Although social anxiety disorder
has a negative impact on a variety of
vocational domains, it has not been
adequately studied with regard to
welfare status. Significant welfare
policy changes in the United States in
the past decade have directed in-
creasing attention toward factors that
impede the success of required work
attainment activities among welfare
recipients (16,17). Psychiatric disor-
ders are common among welfare re-
cipients and have been shown to in-
crease their reliance on welfare and
reduce their likelihood of work attain-
ment (18–20). Anxiety disorders have
been directly linked to chronic unem-
ployment and welfare payments (21),
lower income and lowered education-
al attainment (2), and decreased
probability of successful return to
work (22,23).

Given the influence of mental
health problems on welfare depend-
ence and the negative impact of social
anxiety disorder on occupational
function, it is likely that social anxiety
disorder among welfare recipients
will substantially undermine econom-
ic self-sufficiency. The study present-
ed here directly tested the hypothesis
that social anxiety disorder impedes
self-sufficiency among women receiv-
ing welfare by impeding their em-
ployment efforts. Documenting the
impact of this disorder on women re-
ceiving welfare benefits may be a first
step toward developing and testing
interventions that could enhance
quality of life for many families and
reduce public economic burden.

Methods
Participants
The women in this study all partici-
pated in the Women’s Employment
Study (WES), a longitudinal survey
of welfare recipients in an urban
Michigan county. Data for this report
were collected from women who par-
ticipated in the first through fourth
waves (that is, approximately annual
interviews) of the WES. Fifty-six per-
cent (N=344) of the 609 respondents
in the study reported here were non-
Hispanic black, and 45% (N=273)
were non-Hispanic white. Of the to-

tal sample, 23% (N=141) were
younger than 25 years, 48% (N=290)
were between the ages of 25 and 34,
and 30% (N=186) were between the
ages of 35 and 54. Just over one-third
(N=211, or 35%) were caring for a
child under the age of two. A majori-
ty were living in poverty, with 62%
(N=376) having household incomes
below the poverty line in the month
before the interview.

The response rate for wave 1 was
86% (753 of 874 persons); for wave 2,
92% (693 of 753 persons); for wave 3,
91% (632 of 693 persons); and for
wave 4, 91% (577 of 632 persons).
The wave 4 sample therefore consist-
ed of 66% of the original intended
sample. Attrition analyses were con-
ducted utilizing administrative data
available for the entire universe from
which the sample was drawn. These
analyses confirmed that, as of wave 3,
the data set was representative of the
initial wave 1 sample and of welfare
recipients in the county overall. The
initial sample (that is, wave 1) includ-
ed randomly selected single mothers
between the ages of 18 and 54 who
were welfare recipients within the se-
lected urban county, had a racial
identity of either black or white (non-
Hispanic) and were United States cit-
izens. Because noncitizens and other
ethnic or racial groups comprised a
very small proportion of the overall
welfare caseload, sample size was in-
sufficient to examine these groups in
detail.

Study overview
In the fall of 1997 trained interview-
ers conducted face-to-face interviews
with a random sample of 753 women
who received welfare in February
1997. Michigan’s Family Indepen-
dence Agency, which administers the
state’s Temporary Assistance to
Needy Families program, provided
names and addresses of all single-par-
ent recipients. In accordance with
our procedures, which were ap-
proved by the University of Michi-
gan’s institutional review board, inter-
viewers obtained informed consent
from all respondents. Respondents
from the wave 1 data collection were
reinterviewed in the fall of 1998 and
again in 1999 and 2000. In all four
waves, information was collected on a

comprehensive set of indicators of
economic and psychosocial well-be-
ing, physical health, mental health,
partner violence, demographic char-
acteristics, income, current or most
recent job, current welfare status, and
work and welfare history. Measures
included in the study presented here
are described below.

Measures
Interview questions included meas-
ures of social anxiety disorder, other
mental illness diagnoses, welfare and
work status, and a variety of control
variables. These were as follows.

Social anxiety disorder. Social anxi-
ety disorder was assessed at waves 2
and 3 via the World Health Organiza-
tion’s Composite International Diag-
nostic Interview–Short Form (24)
(CIDI-SF). The CIDI-SF yields a
score that is interpreted as the proba-
bility that a respondent would meet full
DSM-IV diagnostic criteria if given the
complete CIDI interview. Positive
CIDI-SF scores have high rates of clas-
sification accuracy; specifically, a posi-
tive CIDI-SF score correctly classifies
respondents’ DSM-IV status across
major DSM-IV disorders 93% to 99%
of the time (25). We applied the CIDI-
SF guidelines for defining a dichoto-
mous outcome—that is, whether the
respondent meets full nonhierarchi-
cal diagnostic criteria for social anxi-
ety disorder. The CIDI-SF assesses
disorders in the past 12 months; thus
a positive score indicates that the par-
ticipant would meet DSM-IV criteria
for social anxiety disorder during the
past year.

Other psychiatric variables. We
also used the CIDI-SF at waves 2 and
3 to designate a dichotomous variable
indicating the probability that a given
respondent met DSM-IV criteria for
major depressive disorder, posttrau-
matic stress disorder, and alcohol or
drug abuse in the past 12 months.

Control variables. In the multivari-
ate analysis, we controlled for a num-
ber of demographic variables, health
and mental health status, and barriers
to employment. Demographic vari-
ables included race (black versus
white, non-Hispanic), age (respon-
dent’s age at each wave in three
groups: ages 18 to 24, 25 to 34, and 35
to 54), the number of children given
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care at each wave (the number of
children younger than age three and
between the ages of three and five for
whom the respondent had primary
responsibility in her household), and
cohabitation status (whether the re-
spondent was cohabiting with an inti-
mate partner at each wave).

Employment barriers that fluctuat-
ed over time were measured at each
wave. Partner violence was assessed
with a modified version of the Con-
flict Tactics Scale (26). A dummy vari-
able was created to indicate whether
a respondent experienced at least one
of six types of severe abuse in the past
12 months. Respondents reported on
their physical health, using items
from the physical functioning sub-
scale of the 36-Item Short-Form
Health Survey (27). Respondents
who reported being in fair or poor
health and who scored in the lowest
age-specific quartile for physical limi-
tations (based on population norms)
in a wave were defined as having
physical limitations. We categorized
respondents as “having a child with a
health problem” if a respondent re-
ported that she had a child younger
than 18 years who had a physical,
emotional, or learning problem that
limited his or her activity. Respon-
dents who lacked access to a car or
who did not have a driver’s license
constituted those defined as having a
transportation problem.

Employment barriers that were
not likely to fluctuate appreciably
were measured at a single point in
time. Relevant human capital vari-
ables were measured at wave 1. Years
on welfare was defined as the num-
ber of years in which the respondent
had received welfare as of the initial
interview. Low levels of prior work
experience were measured by
whether the respondent had worked
in less than 20% of the years since
she turned 18. Women who had not
attained high school graduation or
equivalency by the initial interview
were designated as having less than a
high school education. We measured
lack of knowledge of work norms
with items adapted from Berg and
colleagues (28). Lack of knowledge
of work norms was considered a bar-
rier if the respondent recognized less
than five out of a set of nine prob-

lematic work behaviors as problemat-
ic. We included a measure of per-
ceived job discrimination based on
respondents’ reports of experiencing
more than four types of workplace
discrimination out of a possible 16;
types of discrimination included
race, gender, or welfare status (29).
Two additional work barriers were as-
sessed in the wave 3 interview: litera-
cy (scoring at fifth grade or lower on
the Wide Range Achievement Test
[30]) and having ever been convicted
of a crime.

Results
The prevalence of social anxiety dis-
order within the past year was 8% at
wave 2 and 8% at wave 3. Table 1 de-
scribes other relevant demographic

variables and independent variables
included in the study.

To determine the influence of so-
cial anxiety disorder—along with oth-
er relevant mental health disorders,
demographic characteristics, and hu-
man capital variables (for example,
job skills and experience)—relevant
to work attainment, a linear fixed-ef-
fects regression analysis for survey
data (31) was done using statistical
software from the Stata Corporation
(32). This analytic strategy accounts
for potential analytic errors that result
from repeated measures sampling
and clustering without requiring full
model specification—that is, all possi-
ble relevant predictor variables. It
controls for stable differences among
people, including the effects of con-
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Descriptive statistics over time of women receiving welfare in an urban 
Michigan county

Interview 1 Interview 2 Interview 3
(N=617) (N=617) (N=609)

Variable N % N % N %

Demographic characteristic
Married or cohabiting — — 203 33 221 36
African American 344 56 — — — —
Age

25–34 — — 290 47 301 49
35 or older — — 186 30 206 34

Number of children (M±SD)
Aged 0–2 — — .39±.60 .29±.54
Aged 3–5 — — .51±.67 .55±.67

Barriers, time invariant
(measured once)

Years on welfare (M±SD) 7.47±5.56 — — — —
Low work experience 83 13 — — — —
Less than high school education 188 30 — — — —
Knows 5 or fewer work norms 57 9 — — — —
Perceived job discrimination 34 6 — — — —
Literacy 5th grade or lower — — — — 112 18
Ever convicted of a crime — — — — 32 5

Mental health disorders
in the past 12 months,
time varying (measured at
each interview)a

Social anxiety disorder — — 48 8 47 8
Major depressive disorder — — 98 16 107 18
Posttraumatic stress disorder — — 85 14 85 14
Alcohol dependence — — 8 1 13 2
Drug dependence — — 12 2 19 3

Barriers, time varyinga

Mother’s physical health limitation — — 128 21 127 21
Child’s health problem — — 114 18 88 14
Partner violence — — 96 16 75 12
Transportation problem — — 211 34 182 30

a Predictors identified as time varying were assessed in the interview before the assessment of per-
centage of months worked.



founding variables that are not explic-
itly measured, allowing the analysis to
focus on the longitudinal effects of
predictors that change over time. The
dependent variable in these analyses
was the percentage of months worked
between waves of data collection.
Predictors were lagged—that is, they
were measured at the interview be-
fore each assessment of work—in or-
der to ensure that the measurement
of predictors, such as onset of mental
health disorders and experience of
work barriers, preceded the measure-
ment of work outcomes (for example,
social anxiety disorder assessed at
wave 2 predicted work outcomes that
occurred in the 12 months between
waves 2 and 3 and were reported in
the wave 3 interview). Structuring the
analysis in this way served to clarify
the temporal direction of influence.

The resulting analysis (presented in
Table 2) found several significant
negative predictors of work attain-
ment. As hypothesized, social anxiety
disorder was negatively associated
with percentage of months worked,
even after the analyses controlled for
other relevant variables, such as de-
mographic characteristics and human
capital variables. Other significant
predictors of poor work attainment
included cohabitation or marriage,
having less than a high school educa-
tion, low literacy, and drug depend-
ence. Additional negative predictors
included the number of children
younger than two in the recipient’s
household, as well as having children
with health problems. Perceived dis-
crimination tended toward, but did
not reach, significance in the model.
Low levels of work experience, recip-
ients’ health problems, and trans-
portation barriers had the strongest
effect sizes in the model. Notably, de-
pression, posttraumatic stress disor-
der, and alcohol dependence were
not significant predictors of the per-
centage of months worked in this
sample. The regression model as a
whole accounted for approximately
one-fifth of the variance in the per-
centage of months worked.

Given the somewhat surprising
finding that social anxiety disorder
but not major depressive disorder had
an impact on work status, we sought
confirmation by descriptively examin-
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Linear fixed-effects regression for survey data predicting percentage of months
worked among women receiving welfare in an urban Michigan countya

Predictor variables Coefficient SE tb

Demographic characteristic
Married or cohabiting –.050∗ .025 –1.99
African American –.008 .025 .34
Age

25–34 –.014 .030 –.48
35 or older –.051 .020 –1.14

Number of
children 

Aged 0–2 –.057∗∗ .020 –2.91
Aged 3–5 .002 .003 .12

Barriers (measured once)
Years on welfare .002 .003 .69
Low work experience –.151∗∗∗ .042 –3.63
Less than high school education –.061∗ .029 –2.11
Knows 5 or fewer work norms –.024 .040 –.60
Perceived job discrimination –.064† .035 –1.85
Literacy (5th grade or lower) .067∗ .033 –2.06
Ever convicted of a crime –.030 .052 –.58

Mental health disorders in the past 12 months, 
time varying (measured at each interview)c

Social anxiety disorder –.114∗ .054 –2.10
Major depressive disorder –.012 .031 –.40
Posttraumatic stress disorder –.023 .033 –.68
Alcohol dependence –.037 .084 –.44
Drug dependence –.169∗ .076 –2.21

Barriers, time varying
(measured at each interview)c

Mother’s physical health limitation –.162∗∗∗ .032 –5.03
Child’s health problem –.091∗∗ .029 –3.08
Partner violence .012 .030 .41
Transportation problem –.101∗∗∗ .027 –3.80

Constant .921 .035

a F=9.15, df=22 and 583, p<.001; R2=.19; N=605; 1,137 observations across time points.
b df=580
c Predictors identified as time varying were assessed in the interview prior to the assessment of per-

centage of months worked.
∗p<.05

∗∗p<.01
∗∗∗p<.001

†p<.10

TTaabbllee  33

Mean percentage of months worked among women receiving welfare in an urban
Michigan county in the 12 months after each interview, by presence of disorders

Interview 2a Interview 3b

Disorder N M SD N M SD

Social anxiety disorder only 26 62.9 43.5 21 51.3 45.4
Social anxiety disorder and

major depression 22 55.3 42.3 23 50.6 43.8
Major depression only 76 67.3 39.7 81 69.6 35.4
No social anxiety disorder or

major depression 493 73.9 33.8 429 76.1 33.1

a To accommodate unequal cell sizes and heteroskedasticity, approximate F tests were computed.
Main effect for social anxiety disorder: F=4.28, p<.05; main effect for major depression: F=1.64;
social anxiety disorder × major depression interaction: F=.01

b To accommodate unequal cell sizes and heteroskedasticity, approximate F tests were computed.
Main effect for social anxiety disorder: F=15.25, p<.001; main effect for major depression: F=.41;
social anxiety disorder × major depression interaction: F=2.71



ing the percentage of months worked
among respondents with social anxi-
ety disorder, major depressive disor-
der, both disorders, or no disorder.
These results are presented in Table 3
for work in the 12 months after the
interviews at both waves 2 and 3. At
both time points, the percentage of
months worked was lower for women
with social anxiety disorder, regard-
less of the presence of major depres-
sive disorder. For both interviews,
statistical tests (two-way analyses of
variance using approximate F tests to
accommodate unequal cell sizes [33])
indicated a significant effect for social
anxiety disorder but not for major de-
pressive disorder or for the interac-
tion between social anxiety disorder
and major depressive disorder. These
comparisons are consistent with the
impression that social anxiety disor-
der undermined capacity to work and
had a clearer impact than depression
on this capacity.

Our data allowed us to determine
whether women in the study had re-
ceived mental health services, but
they did not include information
about whether the women did so for a
specific disorder. Our data indicated
that women with social anxiety disor-
der were largely untreated. Only 23%
(13 of 48 women) of the women with
social anxiety disorder reported ever
receiving mental health services in
their lifetime for any reason, and only
15% (seven of 48 women) had re-
ceived mental health services for any
reason in the past year.

Discussion
These results demonstrate that the
presence of social anxiety disorder
was associated with less time worked
among mothers on welfare, suggest-
ing that this disorder is a significant
impediment to employment for wel-
fare recipients. With the Personal
Responsibility and Work Opportuni-
ty Reconciliation Act of 1996 and as-
sociated legislation, considerable at-
tention has been focused on obsta-
cles to the success of the work at-
tainment efforts that are now re-
quired of welfare recipients (16,17).
By adding social anxiety disorder to
the list of documented barriers, we
have identified an obstacle that
should be correctable, since effec-

tive treatments for social anxiety dis-
order are available (34,35). The po-
tential importance of addressing so-
cial anxiety disorder is highlighted by
our data indicating that social anxiety
disorder appeared to impair work
more than depression, which is rec-
ognized as one of the most disabling
disorders in the world in terms of
lost work time (36). Unlike some
previous research (7), our study did
not find that comorbid depression
was associated with greater work im-
pairment for the women in our
study. However, depressive comor-
bidity might be associated with
greater disability in other domains
that we did not measure.

The impact of social anxiety disor-
der in inhibiting work efforts for
women on welfare should not be sur-
prising given the extensive documen-
tation of its impact on occupational
functioning in other populations
(2,7,8,12,15,36,37). It is also consis-
tent with the expected social distress
and avoidance characteristics of this
disorder, which directly undermine
efforts to obtain or maintain employ-
ment. Although there has been de-
bate about the seriousness and func-
tional significance of very common
epidemiologically ascertained mental
health disorders (3,38), our data sug-
gest that social anxiety has a real im-
pact on work efforts and has poten-
tially meaningful consequences
among those using the welfare sys-
tem. Documentation of the preva-
lence and impact of social anxiety dis-
order may be particularly important
among women on welfare, where psy-
chiatric problems are often unrecog-
nized, rarely treated, and have direct
economic impacts at both the individ-
ual and social levels.

Our findings also highlight that oth-
er barriers remain a significant con-
cern for women in this disadvantaged
economic group. These barriers in-
clude poor physical health of the
women and their children, low educa-
tional attainment and lack of literacy,
and inadequate transportation. As
others have shown, the accumulation
of multiple barriers creates growing
interference with work efforts (17).
Some of these additional barriers,
such as impaired health (39), low ed-
ucational attainment, early pregnan-

cy, and reduced marital stability, are
also correlates of social anxiety (8).
Although these additional barriers
should be directly targeted by policy
and practice intervention, they may
also be reduced by efforts to treat so-
cial anxiety disorder.

This study presents certain limita-
tions. The CIDI-SF does not contain
all the clinical significance probes of
the longer form and may have a low-
er threshold for diagnosis. If we are
counting subthreshold cases, howev-
er, this would make the magnitude of
impact on functioning that we de-
tected even more impressive. Fur-
thermore, the operating characteris-
tics of the CIDI-SF relative to the
full CIDI are well described (25),
and the reliability and validity of the
full CIDI for phobic disorders are
well documented (40). Also, the so-
cial anxiety disorder prevalence rates
in our sample were not unduly high
and are consistent with rates in other
samples—for example, primary care
(10). Because our sample consisted
exclusively of women, we do not
know whether our findings are rele-
vant to low-income men, who are
generally denied public welfare ben-
efits in the United States.

Conclusions
As long as social anxiety disorder re-
mains a significant, unrecognized im-
pediment to successful employment,
it will undermine efforts to reduce
welfare costs through return-to-work
programs, and persons with this dis-
order will be deprived of access to
economic self-sufficiency. Systematic
return-to-work programs can be suc-
cessful in enhancing work attainment
(41), but socially anxious individuals
will have difficulty utilizing such pro-
grams, because they may avoid con-
tact altogether or perform poorly
when they do have job interviews. Be-
cause of the chronicity of social anxi-
ety disorder and the low rates of
treatment seeking in our study and
others (12), the disorder’s impact is
likely be compounded over time. So-
cial anxiety disorder is a potentially
modifiable barrier to employment
(34,35), and its effective management
could increase workforce participa-
tion among low-income women who
receive welfare benefits. We have re-
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cently obtained funding to test this
hypothesis. For success with this pop-
ulation, it is likely that treatment
adaptations and local delivery will be
necessary. Development and dissemi-
nation of effective approaches could
greatly improve the quality of life for
these disadvantaged women, as well
as provide significant public health
and economic benefits.
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