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WHAT’S KNOWN ON THIS SUBJECT: Psychiatry and the
pharmaceutical industry have been criticized for publicizing
social phobia to increase pharmaceutical sales, particularly
among youth. Moreover, there has been open debate regarding
whether the diagnostic entity of social phobia “medicalizes”
normal human shyness.
WHAT THIS STUDY ADDS: This is the ﬁrst general population
study of youth to demonstrate that social phobia is a disabling
psychiatric disorder beyond normal human shyness. In addition,
this study provides novel information concerning the plausibility
of the medicalization hypothesis for social phobia.

abstract
OBJECTIVES: Scholars and the popular press have suggested that the
diagnostic entity of social phobia “medicalizes” normal human shyness. In this study we examined the plausibility of this hypothesis by (1)
determining the frequency of shyness and its overlap with social phobia in a nationally representative adolescent sample, (2) investigating
the degree to which shyness and social phobia differ with regard to
sociodemographic characteristics, functional impairment, and psychiatric comorbidity, and (3) examining differences in rates of prescribed
medication use among youth with shyness and/or social phobia.
METHODS: The National Comorbidity Survey-Adolescent Supplement is
a nationally representative, face-to-face survey of 10 123 adolescents,
aged 13 to 18 years, in the continental United States. Lifetime social
phobia was assessed by using a modiﬁed version of the fully structured
World Health Organization Composite International Diagnostic Interview. Adolescents and parents also provided information on youth shyness and prescribed medication use.
RESULTS: Only 12% of the youth who identiﬁed themselves as shy also
met the criteria for lifetime social phobia. Relative to adolescents who
were characterized as shy, adolescents affected with social phobia
displayed signiﬁcantly greater role impairment and were more likely
to experience a multitude of psychiatric disorders, including disorders
of anxiety, mood, behavior, and substance use. However, those adolescents were no more likely than their same-age counterparts to be
taking prescribed medications.
CONCLUSIONS: The results of this study provide evidence that social
phobia is an impairing psychiatric disorder, beyond normal human
shyness. Such ﬁndings raise questions concerning the “medicalization” hypothesis of social phobia. Pediatrics 2011;128:917–925
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. . . through bashfulness, suspicion, and
timorousness, will not be seen abroad;
loves darkness as life. . . . He dare not
come in company for fear of being misused, disgraced, overshoot himself in
gestures or speech. . . . He thinks every
man observed him . . .
Hippocrates1

In the past decade, the ﬁeld of psychiatry has received increasing criticism
for pathologizing normal variations in
human emotions and behavior.2–4 Although public skepticism has been
present for a variety of psychiatric disorders, this criticism has been highly
evident for the condition of social phobia,5–7 particularly among children and
adolescents.4–6,8 Moreover, both scholars2,5,9 and the popular press10,11 have
equated this diagnostic entity to the
benign human trait of shyness. Specifically, authors have suggested that the
pharmaceutical industry and scientiﬁc
experts jointly sought to publicize social
phobia in pursuit of particular pharmaceutical sales.5–10,12,13 Those within the
scientiﬁc community, however, contend that social phobia and shyness
are not synonymous; rather, investigators have maintained that social phobia is a persistent, disabling, psychiatric condition.14–26
To date, only a minority of studies have
examined the characteristics and associated impairment of social phobia
in general population samples of
youth,23–25 and none has investigated
the degree to which shyness and social
phobia differ with regard to these features. The few studies that have investigated the relationship between shyness and social phobia have relied on
clinical27 and/or college student28,29
samples and therefore might overestimate or underestimate differences between these conditions. In addition, although the notion of medicalization
suggests a high rate of prescribed
medication use among adolescents
with social phobia or shyness, no stud918
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ies to date have investigated rates of
medication use among these youth.
Therefore, the purpose of the present
study was threefold: (1) to examine the
frequency of shyness and its overlap
with social phobia in a nationally representative adolescent sample, (2) to
investigate potential differences between shyness and social phobia with
respect to sociodemographic correlates, indices of impairment, and psychiatric comorbidity, and (3) to examine rates of prescribed medication use
among adolescents with shyness
and/or social phobia.

METHODS
Sample and Procedures
The National Comorbidity Survey
Replication-Adolescent Supplement is
a nationally representative, face-toface survey of 10 123 adolescents, 13
to 18 years of age, in the continental
United States.30–32 Information concerning the sampling strategy, participation rates, and instruments in the National Comorbidity Survey-Adolescent
Supplement can be found in greater detail elsewhere.31,33 The survey was conducted with a dual-frame sample that included a household subsample (n ⫽
879) and a school subsample (n ⫽
9244).33 The adolescent response rate
for the combined subsamples was
82.9%. Minor differences in sample and
population distributions of sociodemographic and school characteristics
were corrected with poststratiﬁcation
weighting.33
One parent/parent surrogate of each
participating adolescent was mailed a
self-administered questionnaire to collect information on adolescent mental/
physical health and other family- and
community-level factors. The full selfadministered questionnaire was completed by 6483 parents. All recruitment
and consent procedures were approved
by the human subjects committees of

Harvard Medical School and the University of Michigan.
Diagnostic Assessments
Adolescents were administered a
modiﬁed World Health Organization
Composite International Diagnostic Interview 3.0, a fully structured interview
of Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition
(DSM-IV), diagnoses.34 Lifetime disorders assessed include social phobia
and other anxiety disorders (separation anxiety disorder, speciﬁc phobia,
agoraphobia, panic disorder, and generalized anxiety disorder), mood disorders (major depressive disorder and
dysthymic disorder), behavior disorders (oppositional deﬁant disorder
[ODD], conduct disorder, and attentiondeﬁcit/hyperactivity disorder [ADHD]),
alcohol use disorders (alcohol abuse/
dependence), and drug use disorders
(drug abuse/dependence). Parents
who completed the self-administered
questionnaire provided diagnostic information about major depressive disorder, dysthymic disorder, separation
anxiety disorder, ADHD, ODD, and conduct disorder. Because previous research has indicated that adolescents
may be the most accurate informants
concerning their emotional symptoms,35 only adolescent reports were
used to assess diagnostic criteria for
mood and anxiety disorders. However,
ﬁndings from both the parent and the
adolescent were combined and classiﬁed as positive if either informant endorsed the diagnostic criteria for ODD or
conduct disorder, and only parent reports were used for diagnoses of
ADHD.35,36 Deﬁnitions of all psychiatric
disorders adhered to DSM-IV criteria.
Social Phobia and Shyness
Measures
Social Phobia
Twelve social fears, representing interactional, observational, and perfor-
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mance situations, were assessed
among adolescents. Adolescents met
DSM-IV lifetime criteria for social phobia if they endorsed all DSM-IV social
phobia criteria, including ⱖ1 social
fear.37
Shyness
Ratings of adolescent shyness were
obtained from adolescents and parents. Adolescents were asked to rate
their “shyness around people [their]
own age who [they] didn’t know very
well” by using a 4-point scale (4 ⫽ very,
3 ⫽ somewhat, 2 ⫽ not very, and 1 ⫽
not at all). Parents responded to a parallel 4-point item. For the purposes of
the present study, the highest 2 ratings (3 ⫽ somewhat and 4 ⫽ very)
were combined and the lowest 2 ratings (2 ⫽ not very and 1 ⫽ not at all)
were combined, to create a dichotomous variable reﬂecting the presence
versus absence of shyness.
Clinical Features
Past-Year Impairment and Days Out
of Role
Adolescents who endorsed any social
fear in the past 12 months were asked
to rate their impairment and disability
during the worst month of the past
year, in the areas of household chores,
school/work ability, family relationships, and social life (Sheehan Disability Scale).38 The response scale ranged
from 0 to 10. An additional item required respondents to estimate the total number of days in the previous year
that they were totally unable to carry
out their normal activities because of
social fear.
Lifetime Treatment Contact for
Anxiety Disorders
For each anxiety disorder, respondents were asked whether they had
ever discussed their anxiety with a
professional (eg, “Did you ever talk to a
medical doctor or other professional
about your [anxiety]?”). Types of proPEDIATRICS Volume 128, Number 5, November 2011

fessionals included psychologists,
counselors, and other healing professionals. A dichotomous index of anxiety
treatment contact was generated by
positively scoring cases who endorsed
seeking treatment for any anxiety disorder in their lifetimes.39
Prescribed Medication Use
Adolescents were asked to identify any
prescription medication they had used
because of psychiatric symptoms in
the previous year, from a list provided.
If adolescents showed difﬁculty responding, then interviewers asked
them to consult medication bottles
and/or information was obtained from
parents. Medications assessed included
antipsychotic agents, antidepressants,
anxiolytic agents, stimulants, mood stabilizers/anticonvulsants, and other prescribed medications. Four dichotomous
variables of prescribed medication use
were created: (1) Any medication included use of ⱖ1 medication from the
6 broad medication categories assessed. (2) Any antidepressant included use of ⱖ1 of 52 antidepressants, including selective serotoninreuptake
inhibitors
(SSRIs),
monoamine oxidase inhibitors, tricyclic antidepressants, tetracyclic antidepressants, and atypical antidepressants. (3) Paroxetine included use of
the SSRI medication paroxetine. (4)
Any other SSRI included use of any of 4
SSRI medications with the exception of
paroxetine (ie, citalopram, ﬂuoxetine,
ﬂuvoxamine, or sertraline).
Statistical Analyses
Three mutually exclusive groups were
created to allow statistical comparisons across levels of shyness and social phobia: (1) no shyness included
adolescents who neither endorsed
shyness nor met criteria for lifetime
social phobia; (2) shyness included adolescents who endorsed shyness but
did not meet criteria for lifetime social
phobia; and (3) social phobia included

adolescents who met criteria for lifetime social phobia (with or without
shyness). Because diagnoses of social
phobia were derived solely from adolescent informants, adolescent reports of shyness also were used, to
maintain methodologic consistency
across the 3 comparison groups. Statistical analyses were completed with
SPSS 17.0 (SPSS Inc, Chicago, IL) and
accounted for the complex survey design. General linear models and multivariate logistic regression analyses
were used to examine comorbidity,
clinical impairment, and rates of medication use for each group; all models
controlled for gender, age, and other
psychiatric disorders simultaneously.
Conﬁdence intervals (CIs) and SEs of
adjusted odds ratios (ORs)/contrast
estimates were calculated on the basis
of design-adjusted variances. The
design-adjusted Wald 2 test or F test
was used to examine differences
across groups, and statistical signiﬁcance was based on 2-sided tests (P ⬍
.05).

RESULTS
Frequency of Shyness and
Prevalence of Social Phobia
The lifetime frequency of shyness and
the lifetime prevalence of social phobia are presented overall and according to sociodemographic characteristics in Table 1. As shown, 62.4% of
parents reported that their adolescents were shy, whereas a moremoderate 46.7% of adolescents
thought that they were shy. In contrast,
only 8.6% of adolescents met DSM-IV
criteria for social phobia at some point
in their lifetime. The proportion of lifetime social phobia among youth with and
without shyness are presented in Fig 1.
As shown, among all youth who endorsed shyness, only 12.4% met criteria for lifetime social phobia. Similarly,
10.6% of adolescents who were considered shy by their parents met criteria
919

TABLE 1 Frequency of Shyness and Prevalence of Social Phobia According to Adolescent Gender and Age
Rate, Estimate ⫾ SE, %

Shyness/Social Phobia

Any shyness, parent report
Any shyness, adolescent report
Lifetime social phobia, adolescent report

Male

Female

13–14 y

15–16 y

17–18 y

Total

59.7 ⫾ 1.4
43.4 ⫾ 1.0
7.9 ⫾ 0.6

65.3 ⫾ 1.1a
50.1 ⫾ 1.0a
9.2 ⫾ 0.7

66.2 ⫾ 1.5b
46.3 ⫾ 1.4
6.3 ⫾ 0.7

63.3 ⫾ 1.5
47.0 ⫾ 1.3
9.6 ⫾ 0.9c

54.8 ⫾ 2.0
46.6 ⫾ 2.0
10.4 ⫾ 1.0c

62.4 ⫾ 1.1
46.7 ⫾ 0.7
8.6 ⫾ 0.5

Signiﬁcantly greater frequency than male subjects (P ⬍ .05).
Signiﬁcantly greater frequency than 17- to 18-year-old subjects (P ⬍ .05).
c Signiﬁcantly greater prevalence than 13- to 14-year-old subjects (P ⬍ .05).
a

b

5.2
12.4

Any shyness

No shyness

Social phobia

Social phobia

87.6

94.8

FIGURE 1

Proportion of adolescents with lifetime social phobia among those with (n ⫽ 4749) and without (n ⫽
5374) shyness according to adolescent reports.

for social phobia (results not shown).
Among the youth who were not considered shy by their own reports or their
parents’ reports, 5.2% and 5.5%, respectively, met criteria for social phobia (parent-reported shyness results
not shown).
Also as displayed, gender and age effects seemed to vary for shyness versus social phobia. According to both
parent and adolescent reports, shy-

ness was more common among female adolescents than among male
adolescents (parent report: 65.3% vs
59.7%; Wald F1 ⫽ 14.80; P ⬍ .05; adolescent report: 50.1% vs 43.4%; Wald F1
⫽ 24.07; P ⬍ .05). However, adolescent
gender had no signiﬁcant effect on the
prevalence of social phobia. Similarly,
whereas shyness was more common
in the youngest age group, relative to
the oldest adolescent age group (par-

ent report: 66.2% vs 54.8%; Wald F2 ⫽
13.16; P ⬍ .05), or remained consistent
across age groups (adolescent report), the prevalence of social phobia
increased with age (10.4% [17–18
years] and 9.6% [15–16 years] vs 6.3%
[13–14 years]; Wald F2 ⫽ 10.45; P ⬍
.05).
Psychiatric Comorbidity According
to Adolescent Group
The weighted rates, ORs, and CIs of adolescent psychiatric disorders are
presented for each of the 3 mutually
exclusive subgroups in Table 2. As
shown, adolescents with social phobia
were consistently more likely to experience a variety of psychiatric disorders, relative to the other adolescent
groups. Relative to adolescents with
shyness, adolescents with social pho-

TABLE 2 Rates of Lifetime Psychiatric Disorders Among Adolescents According to Presence of Shyness or Social Phobia
Rate, Estimate ⫾ SD, %

Disorder

Anxiety disorders
Speciﬁc phobia
Agoraphobia
Panic disorder
Posttraumatic stress disorder
Generalized anxiety disorder
Separation anxiety disorder
Mood disorders
Major depression
Dysthymia
Behavior disorders
ODD
Conduct disorder
ADHD
Substance use disorders
Alcohol use disorders
Drug use disorders
a
*

OR (95% CI)a

No
Shyness

Shyness

Social
Phobia

Shyness vs No
Shyness

Social Phobia vs
No Shyness

Social Phobia vs
Shyness

19.5 ⫾ 1.0
11.4 ⫾ 0.7
0.8 ⫾ 0.3
1.6 ⫾ 0.2
3.6 ⫾ 0.5
2.9 ⫾ 0.5
4.8 ⫾ 0.5
9.8 ⫾ 0.6
11.3 ⫾ 0.7
3.5 ⫾ 0.4
21.4 ⫾ 1.5
10.2 ⫾ 1.0
11.9 ⫾ 1.2
9.9 ⫾ 0.9
12.3 ⫾ 0.8
7.1 ⫾ 0.5
9.3 ⫾ 0.8

25.2 ⫾ 1.1
14.9 ⫾ 1.0
3.3 ⫾ 0.5
2.1 ⫾ 0.3
3.0 ⫾ 0.5
3.0 ⫾ 0.5
6.2 ⫾ 0.5
10.2 ⫾ 0.8
11.0 ⫾ 0.8
2.1 ⫾ 0.3
16.4 ⫾ 1.2
7.1 ⫾ 0.7
8.2 ⫾ 0.8
8.4 ⫾ 0.8
8.0 ⫾ 0.9
4.4 ⫾ 0.5
6.0 ⫾ 0.7

57.9 ⫾ 2.2
37.9 ⫾ 2.4
10.9 ⫾ 2.0
7.4 ⫾ 1.5
11.4 ⫾ 1.4
10.3 ⫾ 1.5
21.9 ⫾ 2.3
24.2 ⫾ 2.1
31.4 ⫾ 1.8
8.7 ⫾ 1.0
35.5 ⫾ 4.2
20.4 ⫾ 3.7
21.8 ⫾ 4.5
12.7 ⫾ 2.2
23.4 ⫾ 3.0
13.3 ⫾ 1.9
21.0 ⫾ 3.1

1.35 (1.02–1.79)*
1.33 (0.92–1.92)
5.01 (2.30–10.91)*
1.41 (0.71–5.13)
0.60 (0.31–1.16)
0.65 (0.38–1.14)
1.18 (0.81–1.72)
1.14 (0.86–1.51)
1.13 (0.85–1.50)
0.55 (0.34–0.88)
0.72 (0.57–0.90)*
0.74 (0.54–1.01)
0.76 (0.54–1.07)
1.01 (0.76–1.34)
0.55 (0.41–0.74)*
0.57 (0.37–0.87)*
0.53 (0.37–0.75)*

3.77 (2.51–5.66)*
2.62 (1.97–3.47)*
12.92 (4.82–34.60)*
2.45 (1.17–5.13)
1.17 (0.65–2.10)
1.47 (0.74–2.91)
3.32 (2.07–5.31)*
1.81 (1.18–2.79)*
2.32 (1.44–3.75)*
0.61 (0.30–1.23)
1.62 (1.08–2.45)*
1.46 (0.95–2.26)
1.35 (0.79–2.29)
1.01 (0.54–1.89)
1.27 (0.69–2.32)
0.71 (0.44–1.14)
1.73 (0.86–3.47)

2.79 (1.94–4.00)*
1.97 (1.31–2.96)*
2.58 (1.38–4.83)*
1.74 (0.85–3.57)
1.96 (1.03–3.74)
2.24 (1.22–4.12)*
2.82 (1.78–4.47)*
1.59 (0.86–2.89)
2.06 (1.16–3.65)*
1.12 (0.58–2.16)
2.26 (1.46–3.51)*
1.99 (1.23–3.22)*
1.77 (1.00–3.16)
1.01 (0.57–1.78)
2.30 (1.29–4.11)*
1.24 (0.77–1.99)
3.27 (1.72–6.21)*

Models were adjusted for adolescent gender, age, and comorbid anxiety, emotional, and behavior disorders (except the disorder of interest).
Statistically signiﬁcant at P ⬍ .05.
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—
—
—
1.22 (0.64–2.34)
1.13 (0.66–1.94)
1.06 (0.58–1.95)
0.72 (0.18–2.92)
1.48 (0.70–3.12)
—
—
—
2.07 (1.03–4.19)
1.14 (0.67–1.96)
1.22 (0.67–2.20)
1.42 (0.36–5.56)
1.41 (0.64–3.10)
—
—
—
1.70 (0.75–3.86)
1.01 (0.70–1.48)
1.14 (0.73–1.79)
1.96 (0.79–4.90)
0.95 (0.54–1.68)
b

a

4.41 ⫾ 0.29
3.86 ⫾ 1.49
—
—
—
—
—
—
2.80 ⫾ 0.14
1.34 ⫾ 0.33
—
—
—
—
—
—
1.92 ⫾ 0.17
0.91 ⫾ 0.45
—
—
—
—
—
—

1.45 ⫾ 0.25
4.32 ⫾ 0.24
2.23 ⫾ 0.27
0.98 ⫾ 0.12
2.68 ⫾ 0.15
1.22 ⫾ 0.12
0.88 ⫾ 0.12
2.42 ⫾ 0.16
1.20 ⫾ 0.15

Past-year impairment
(adolescent
report)
Chores
School/work ability
Family
relationships
Social life
Days out of role
Lifetime treatment
Anxiety treatment
Any medication
Any antidepressant
Paroxetine
Any other SSRI

Social
Phobia
Shyness
No Shyness

Impairment ratings were limited to adolescents who endorsed ⱖ1 fear of social situations in the past year (N ⫽ 2487); impairment scores ranged from 0 to 10.
Models were adjusted for adolescent gender, age, and comorbid anxiety, emotional, and behavior disorders.
c Statistically signiﬁcant at P ⬍ .05.

1.61 ⫾ 0.32*
2.52 ⫾ 1.51
—
—
—
—
—
—
2.48 ⫾ 0.36*
2.95 ⫾ 1.64
—
—
—
—
—
—
0.88 ⫾ 0.24*
0.43 ⫾ 0.54
—
—
—
—
—
—
—
—
—
22.7 ⫾ 2.4
12.1 ⫾ 1.4
7.5 ⫾ 1.2
2.3 ⫾ 0.9
4.9 ⫾ 1.0
—
—
—
7.2 ⫾ 0.8
6.4 ⫾ 0.6
3.7 ⫾ 0.4
0.9 ⫾ 0.2
2.0 ⫾ 0.3
—
—
—
6.6 ⫾ 0.6
6.4 ⫾ 0.8
3.5 ⫾ 0.5
0.6 ⫾ 0.1
2.0 ⫾ 0.4

—
—
—
—
—
—
0.47 ⫾ 0.27
1.65 ⫾ 0.31*
1.01 ⫾ 0.28*
0.57 ⫾ 0.26
1.91 ⫾ 0.32*
1.03 ⫾ 0.28*
0.10 ⫾ 0.18
0.26 ⫾ 0.20
0.01 ⫾ 0.20
—
—
—
—
—
—
—
—
—

Social Phobia
vs No Shyness
No
Shyness

Shyness

Social
Phobia

Shyness vs
No Shyness

Social
Phobia vs
No Shyness

Social
Phobia vs
Shyness

Shyness vs No
Shyness

OR (95% CI)b
Contrast Estimate ⫾ SE
Proportion, Estimate ⫾ SE, %
Days
Value, Mean ⫾ SEa

Mean ⫾ SE values and weighted rates
of indicators of impairment are shown
for each adolescent group in Table 3.
As displayed, comparisons of clinical
indicators according to group showed
that adolescents with social phobia
demonstrated higher levels of impairment, compared with adolescents in
both the no-shyness and shyness
groups. Relative to adolescents with
shyness, adolescents with social phobia had greater impairment in the areas of school/work (mean: 4.32 ⫾ 0.24
vs 2.68 ⫾ 0.15; P ⬎ .05), family relationships (mean: 2.23 ⫾ 0.27 vs 1.22 ⫾
0.12; P ⬍ .05), and social life (mean:

Outcome

Clinical Impairment, Professional
Treatment, and Medication Use
According to Adolescent Group

TABLE 3 Clinical Impairment and Medication Use Among Adolescents According to Presence of Shyness or Social Phobia

Statistical comparisons of the social
phobia and shyness groups with the
no-shyness group generated results
that varied in direction as a function of
the disorder of interest. Similar to adolescents with social phobia, adolescents with shyness were more likely to
evidence agoraphobia (OR: 5.01 [95%
CI: 2.30 –10.91]), relative to adolescents in the no-shyness group. Unlike
adolescents with social phobia, however, who showed positive associations with behavior and substance use
disorders, adolescents with shyness
were less likely to be affected with
these disorders (behavior disorders:
OR: 0.72 [95% CI: 0.57– 0.90]; substance
use disorders: OR: 0.55 [95% CI:
0.41– 0.74]).

Social Phobia
vs Shyness

bia were more likely to be affected by
anxiety disorders (OR: 2.79 [95% CI:
1.94 – 4.00]), major depressive disorder (OR: 2.06 [95% CI: 1.16 –3.65]), ODD
(OR: 1.99 [95% CI: 1.23–3.22]), and drug
use disorders (OR: 3.27 [95% CI: 1.72–
6.21]). Comparisons of adolescents
with social phobia with adolescents
with no shyness generated a similar
pattern of results.

—
—
—
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4.41 ⫾ 0.29 vs 2.80 ⫾ 0.14; P ⬍ .05).
Parallel results were observed when
adolescents with social phobia were
compared with adolescents with no
shyness.
Table 3 also presents estimates of
rates of professional treatment and
prescribed medication use across social phobia and shyness groups. Although adolescents with social phobia
showed signiﬁcantly higher levels of
impairment than did adolescents with
shyness, they were no more likely to
obtain professional treatment. Notably, nearly 80% of adolescents with social phobia failed to seek or to obtain
professional treatment for their anxiety. Also as shown, rates of prescribed
medication use were systematically
low across groups; 2.3% of adolescents with social phobia and 0.9% of
adolescents with shyness used paroxetine. Statistical comparisons also indicated that adolescents with social
phobia were no more likely to be using
any prescribed medication, any antidepressant, paroxetine, or any other
SSRI, relative to both other adolescent
groups. In the same manner, adolescents with shyness were no more likely
to be using prescribed medications,
compared with adolescents with no
shyness.

DISCUSSION
On the basis of both descriptive and
analytic examination, the results of the
present study provide convergent evidence that social phobia is not simply
shyness. In contrast to the high frequency of shyness observed among US
adolescents, social phobia affected a
minority of youth in this sample and
only a fraction of those who identiﬁed
themselves as shy. Perhaps most important, adolescents who met criteria
for social phobia displayed signiﬁcantly greater role impairment and
were more likely to experience a broad
array of psychiatric disorders, includ922
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ing disorders of anxiety, mood, behavior, and substance use, relative to adolescents who were characterized as
shy. However, these adolescents were
no more likely than their same-age
counterparts to be taking prescribed
medications.
Our results show that nearly one-half
(ie, 46.7%– 62.4%) of adolescents in
the US population may be considered
shy, according to their own reports or
their caregivers’ reports. Consistent
with these ﬁndings, other investigators have found that ⬎40% of high
school–aged and/or college-aged students rate themselves as shy.29,31–42 In
contrast, and in accord with previous
work,26,32,37 rates of social phobia were
considerably lower; the condition affected 8.6% of youth in their lifetime.
Moreover, only 10% to 12% of shy adolescents also fulﬁlled diagnostic criteria for social phobia. Such ﬁndings
strongly replicate previous investigations involving college students, which
found fairly low rates of social phobia
among individuals who are shy.28,29 In
addition, a nontrivial proportion of
youth who met the criteria for social
phobia were not considered shy by either informant. Such results contest a
direct linear relationship between shyness and social phobia and suggest
that, for some adolescents, the presence of social phobia might be independent of shyness.
Observed differences in functional
impairment and rates of psychiatric
disorders among adolescent groups
provide further support for conceptualizing shyness and social phobia as
distinct constructs. Relative to adolescents with either shyness alone or no
shyness, adolescents with social phobia displayed signiﬁcantly higher levels of impairment in multiple domains,
including school/work ability, social
life, and family relationships. In contrast, adolescents with shyness alone
were no more likely than youth who

were not shy to exhibit impairment in
the majority of these domains. Similarly, consistent with previous studies
involving college students and/or clinically referred young adults,27,28,43 adolescents with social phobia were signiﬁcantly more likely to experience a
multitude of psychiatric disorders, relative to each of the other adolescent
groups. Further highlighting their differences, comparisons with adolescents in the no-shyness group yielded
some results that varied in direction
for the shyness and social phobia
groups. For instance, relative to adolescents who failed to endorse shyness, adolescents with social phobia
were more frequently affected by behavior and substance use disorders,
whereas adolescents with shyness
were less likely to present with these
disorders. In agreement with these results, a number of studies have revealed strong associations between
social phobia and behavior and/or
substance use disorders,44–48 whereas
shyness in early childhood has been
found to reduce the risk of subsequent
behavior
and
substance
use
problems.49–53
Shyness and social phobia also
showed unique sociodemographic patterns, which supports the value of discriminating between these phenomena. In line with some previous studies
of youth,54,55 more female adolescents
than male adolescents displayed shyness across informant reports. In contrast, no gender effects were observed
for social phobia, which was equally
distributed across male and female
youth. Although our failure to detect
gender differences in the prevalence
of social phobia counters some previous studies of youth,23,25 other investigations have suggested that the female preponderance of social phobia
may be evident only for more pervasive
forms of the disorder.37,45,56 Similarly,
whereas shyness was most common
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among adolescents in the youngest
age group (by parent reports) or
showed no variations with age (by adolescent reports), social phobia was
signiﬁcantly more prevalent among
older adolescents. The lack of nationally representative studies examining
shyness and social phobia in this age
cohort makes comparisons with previous research difﬁcult; however, a
study involving college student and
clinically referred participants also
observed varying sociodemographic
characteristics for individuals with
shyness versus social phobia.27
In addition, the estimates of prescribed medication use in this study
counter ideas concerning the medicalization of shyness that have been proposed.5–10,12 Contrary to the notion of
medicalization, which would predict
higher rates of prescribed medication
use (in particular, paroxetine use)
among adolescents with social phobia
or shyness, we found no differences in
the rates of prescription medication
use across adolescent subgroups.
Only 2.3% of youth with social phobia
and 0.9% of youth with shyness reported using any paroxetine, rates that
are no different from the rate observed among adolescents without
these characterizations. It also is important to note that the results of
this study represent prescription
medication use patterns before Food
and Drug Administration directives
that might have reduced SSRI prescriptions for youth.57 Therefore, the
suggested efforts of pharmaceutical
companies (and the medical profes-

sion) to enhance prescription sales
among youth with shyness or social
phobia5–10,12 appear to have had a negligible effect.
Several study limitations are notable.
First, it was necessary to use a number
of abbreviated measures in the National Comorbidity Survey-Adolescent
Supplement, to reduce assessment
burden and to ensure that costs were
not prohibitive. For example, the measure of shyness used in the present
study was limited to an index of the
presence versus absence (rather than
the severity) of shyness. Consequently,
because no continuous measure of
shyness severity was available, it was
not possible to examine the degree to
which social phobia approximates a
form of extreme shyness. Despite this
limitation, the rates of shyness revealed among adolescents were fairly
consistent across multiple informants
and were strikingly similar to the rates
observed in other studies,29,40–42,58
which provides support for the reliability of this index. Furthermore, the
magnitude and direction of relationships between shyness and other key
constructs were comparable to the results of several previous studies,49,50,53–55 indicating robust nomologic validity. Second, data on several
indices of impairment used in the
present study were available only for
youth who reported social fears in the
past year, and ﬁndings might not reﬂect impairment among youth who
failed to report recent social fears. Additional research involving morecomprehensive instruments and as-

sessment periods should provide
further support for the current
results.

CONCLUSIONS
Importantly, this study is the ﬁrst to
examine the rate of shyness and its
overlap with social phobia in a nationally representative sample of US adolescents. In addition, it is the ﬁrst to
investigate the degree to which features of these constructs differ in a
general population sample of youth.
Taken together, the results of the present study emphasize social phobia as
an impairing psychiatric disorder, beyond normal human shyness. Such
ﬁndings raise critical questions concerning the plausibility of the medicalization hypothesis. Although many
adolescents with social phobia demonstrate marked impairment, results
suggest that few ever seek or obtain
professional help. Persistent claims
that dispute the severity of this condition among youth likely will do little to
alter their course.

ACKNOWLEDGMENTS
This work was supported by the Intramural Research Program of the National Institute of Mental Health (grant
Z01 MH002808-08). The National Comorbidity Survey-Adolescent Supplement and the larger program of related National Comorbidity Surveys
are supported by the National Institute
of Mental Health (grant U01-MH60220).
We gratefully acknowledge the assistance of Brandon Nichter in acquiring
the references for this article.

REFERENCES
1. Marks IM. Fears and Phobias. New York, NY:
Academic Press; 1969
2. Horwitz AV. Creating Mental Illness. Chicago, IL: University of Chicago Press;
2002
3. Carey B. Snake phobias, moodiness and a
battle in psychiatry. New York Times. June
5, 2005. Available at: http://
www.nytimes.com/2005/06/14/health/

PEDIATRICS Volume 128, Number 5, November 2011

psychology/14ment.html. Accessed December 7, 2010
4. Conrad P. The Medicalization of Society: On
the Transformation of Human Conditions
Into Treatable Disorders. Baltimore, MD:
Johns Hopkins University Press; 2007:3–19
5. Lane C. Shyness: How Normal Behavior Became a Sickness. New Haven, CT: Yale University Press; 2007

6. Lane C. Shy on drugs. New York Times. September 21, 2007. Available at: http://
www.nytimes.com/2007/09/21/opinion/
21lane.html. Accessed December 10, 2010
7. Cottle M. Selling shyness: how doctors and
drug companies created the “social phobia” epidemic. New Repub. August 2, 1999:
24 –29
8. Moynihan R, Cassels A. Selling Sickness:

923

9.

10.

11.

12.
13.

14.

15.

16.
17.

18.

19.

20.

21.

924

How the World’s Biggest Pharmaceutical
Companies Are Turning Us All Into Patients. New York, NY: Nation Books; 2005:
119 –138
Wolinsky H. Disease mongering and drug
marketing: does the pharmaceutical industry manufacture diseases as well as drugs?
EMBO Rep. 2005;6(7):612– 614
Koerner BI. Disorders made to order.
Mother Jones. July/August 2002. Available
at: http://motherjones.com/politics/2002/
07/disorders-made-order. Accessed December 10, 2010
Talbot M. The way we live now: the shyness
syndrome. New York Times Magazine. June
24, 2001. Available at: http://
www.nytimes.com/2001/06/24/magazine/
the-way-we-live-now-6-24-01-the-shynesssyndrome.html. Accessed December 10,
2010
Conrad P. The shifting engines of medicalization. J Health Soc Behav. 2005;46(1):3–14
Cain S. Shyness: evolutionary tactic. New
York Times. June 25, 2011. Available at:
http://www.nytimes.com/2011/06/26/
opinion/sunday/26shyness.html. Accessed
June 25, 2011
Fehm L, Pelissolo A, Furmark T, Wittchen HU.
Size and burden of social phobia in Europe.
Eur Neuropsychopharmacol. 2005;15(4):
453– 462
Kessler RC. The impairments caused by social phobia in the general population: implications for intervention. Acta Psychiatr
Scand Suppl. 2003;(417):19 –27
Stein MB. Coming face-to-face with social
phobia. Am Fam Physician. 1999;60(8):, 2247
Wittchen HU, Fehm L. Epidemiology and natural course of social fears and social phobia. Acta Psychiatr Scand Suppl. 2003;(417):
4 –18
Liebowitz MR, Gorman JM, Fyer AJ, Klein DF.
Social phobia: review of a neglected anxiety
disorder. Arch Gen Psychiatry. 1985;42(7):
729 –736
Merikangas KR, Ames M, Cui L, et al. The
impact of comorbidity of mental and physical conditions on role disability in the US
adult household population. Arch Gen Psychiatry. 2007;64(10):1180 –1188
Alonso J, Angermeyer MC, Bernert S, et al.
Disability and quality of life impact of mental disorders in Europe: results from the European Study of the Epidemiology of Mental
Disorders (ESEMeD) project. Acta Psychiatr
Scand Suppl. 2004;(420):38 – 46
Spence SH, Donovan C, Brechman-Toussaint
M. Social skills, social outcomes, and cognitive features of childhood social phobia. J
Abnorm Psychol. 1999;108(2):211–221

BURSTEIN et al

22. Beidel DC, Turner SM, Morris TL. Psychopathology of childhood social phobia. J Am
Acad Child Adolesc Psychiatry. 1999;38(6):
643– 650
23. Essau CA, Conradt J, Petermann F. Frequency and comorbidity of social phobia
and social fears in adolescents. Behav Res
Ther. 1999;37(9):831– 843
24. Ranta K, Kaltiala-Heino R, Rantanen P, Marttunen M. Social phobia in Finnish general
adolescent population: prevalence, comorbidity, individual and family correlates, and
service use. Depress Anxiety. 2009;26(6):
528 –536
25. Wittchen HU, 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(2):309 –323
26. Albano AM. Letters: Exploring the Spectrum
of Shyness. New York Times. June 29th,
2011.
Available
at:
http://
www.nytimes.com/2011/06/30/opinion/
l30shy.html. Accessed June 30, 2011
27. Heiser NA, Turner SM, Beidel DC, RobersonNay R. Differentiating social phobia from
shyness. J Anxiety Disord. 2009;23(4):
469 – 476
28. Chavira DA, Stein MB, Malcarne VL. Scrutinizing the relationship between shyness
and social phobia. J Anxiety Disord. 2002;
16(6):585–598
29. Heiser NA, Turner SM, Beidel DC. Shyness:
relationship to social phobia and other psychiatric disorders. Behav Res Ther. 2003;
41(2):209 –221
30. Merikangas K, Avenevoli S, Costello J, Koretz
D, Kessler RC. National Comorbidity Survey
Replication Adolescent Supplement (NCSA), part I: background and measures. J Am
Acad Child Adolesc Psychiatry. 2009;48(4):
367–369
31. Kessler RC, Avenevoli S, Costello EJ, et al.
National Comorbidity Survey Replication Adolescent Supplement (NCS-A), part II: overview and design. J Am Acad Child Adolesc
Psychiatry. 2009;48(4):380 –385
32. Merikangas KR, He JP, Burstein M, et al. Lifetime prevalence of mental disorders in U.S.
adolescents: results from the National Comorbidity Survey Replication-Adolescent
Supplement (NCS-A). J Am Acad Child Adolesc Psychiatry. 2010;49(10):980 –989
33. Kessler RC, Avenevoli S, Costello EJ, et al.
Design and ﬁeld procedures in the US National Comorbidity Survey Replication Adolescent Supplement (NCS-A). Int J Methods
Psychiatr Res. 2009;18(2):69 – 83
34. Kessler RC, Ustun TB. The World Mental
Health (WMH) Survey Initiative Version of

the World Health Organization (WHO) Composite International Diagnostic Interview
(CIDI). Int J Methods Psychiatr Res. 2004;
13(2):93–121
35. Grills AE, Ollendick TH. Issues in parent-child
agreement: the case of structured diagnostic interviews. Clin Child Fam Psychol Rev.
2002;5(1):57– 83
36. Green JG, Avenevoli S, Finkelman M, et al.
Attention deﬁcit hyperactivity disorder: concordance of the adolescent version of the
Composite International Diagnostic Interview Version 3.0 (CIDI) with the K-SADS in
the US National Comorbidity Survey Replication Adolescent (NCS-A) supplement. Int J
Methods Psychiatr Res. 2010;19(1):34 – 49
37. Burstein M, He JP, Kattan G, Albano AM, Avenevoli S, Merikangas KR. Social phobia and
subtypes in the National Comorbidity
Survey-Adolescent Supplement (NCS-A):
prevalence, correlates, and comorbidity. J
Am Acad Child Adolesc Psychiatry. 2011;
50(9):870 – 880
38. Leon AC, Olfson M, Portera L, Farber L, Sheehan DV. Assessing psychiatric impairment
in primary care with the Sheehan Disability
Scale. Int J Psychiatry Med. 1997;27(2):
93–105
39. Merikangas KR, He JP, Burstein ME, et al.
Service utilization for lifetime mental disorders in U.S. adolescents: results of the National Comorbidity Survey-Adolescent Supplement (NCS-A). J Am Acad Child Adolesc
Psychiatry. 2011;50(1):32– 45
40. Carducci BJ, Zimbardo PG. Are you shy? Psychol Today. 1995;28(6):34 – 40. Available at:
http://www.psychologytoday.com/articles/
200910/are-you-shy. Accessed December
10, 2010
41. Zimbardo PG. Shyness: What It Is, What to Do
About It. Reading, MA: Addison-Wesley; 1977
42. Zimbardo PG, Pilkonis PA, Norwood RM. The
social disease called shyness. Psychol Today. 1975;8:68 –72
43. Turner SM, Beidel DC, Townsley RM. Social
phobia: relationship to shyness. Behav Res
Ther. 1990;28(6):497–505
44. Chartier MJ, Walker JR, Stein MB. Considering comorbidity in social phobia. Soc Psychiatry Psychiatr Epidemiol. 2003;38(12):
728 –734
45. Ruscio AM, Brown TA, Chiu WT, Sareen J,
Stein MB, Kessler RC. Social fears and social
phobia in the USA: results from the National
Comorbidity Survey Replication. Psychol
Med. 2008;38(1):15–28
46. Schneier FR, Johnson J, Hornig CD, Liebowitz MR, Weissman MM. Social phobia: comorbidity and morbidity in an epidemio-

ARTICLES

47.

48.

49.

50.

logic sample. Arch Gen Psychiatry. 1992;
49(4):282–288
Merikangas KR, Avenevoli S, Acharyya S,
Zhang H, Angst J. The spectrum of social
phobia in the Zurich Cohort Study of young
adults. Biol Psychiatry. 2002;51(1):81–91
Kessler RC, Chiu WT, Demler O, Merikangas
KR, Walters EE. Prevalence, severity, and comorbidity of 12-month DSM-IV disorders in
the National Comorbidity Survey Replication. Arch Gen Psychiatry. 2005;62(6):
617– 627
Bruch MA, Heimberg RG, Harvey C, McCann M,
Mahone M, Slavkin SL. Shyness, alcohol expectancies, and alcohol use: discovery of a suppressor effect. J Res Pers. 1992;26:137–149
Ensminger M, Kellam SG, Rubin BR. School and
family origins of delinquency: comparisons by
sex. In: Van Dusen KT, Mednick SAProspective

Studies of Crime and Delinquency. Boston, MA:
Kluwer-Nijhoff; 1983:73–97
51. Kellam SG, Brown CH, Fleming JP. Social adaptation to ﬁrst grade and teenage drug,
alcohol and cigarette use. J Sch Health.
1982;52(5):301–306
52. Kellam SG, Ensminger ME, Simon MB. Mental health in ﬁrst grade and teenage drug,
alcohol, and cigarette use. Drug Alcohol Depend. 1980;5(4):273–304
53. Sanson A, Pedlow R, Cann W, Prior M, Oberklaid F. Shyness ratings: stability and correlates in early childhood. Int J Behav Dev.
1996;19(4):705–724
54. Crozier WR. Shyness and self-esteem in middle childhood. Br J Educ Psychol. 1995;65(1):
85–95
55. Lazarus PJ. Correlation of shyness and self-

esteem for elementary school children. Percept Mot Skills. 1982;55(1):8 –10
56. El-Gabalawy R, Cox B, Clara I, Mackenzie C.
Assessing the validity of social anxiety disorder subtypes using a nationally representative sample. J Anxiety Disord. 2010;24(2):
244 –249
57. Food and Drug Administration. Worsening depression and suicidality in patients being
treated with antidepressants, March 22, 2004.
Available at: www.fda.gov/Drugs/DrugSafety/
PostmarketDrugSafetyInformationforPatient
sandProviders/DrugSafetyInformationforHeath
careProfessionals/PublicHealthAdvisories/
ucm161696.htm. Accessed December 1, 2010
58. Pilkonis PA. Shyness, public and private,
and its relationship to other measures of
social behavior. J Pers. 1977;45(4):
585–595

GETTING TO AUSTRALIA: One of the enduring mysteries of our species is how
and when we populated the continents. The traditional model is that ancestors
of modern humans migrated out of Africa in a single wave. Once in Arabia, one
group headed north toward Europe to become the ancestors of all Europeans. A
separate group headed east to become the ancestors of East Asians. The ancestors of the Australian aborigines split off from this group and settled in
Australia. However, as reported in The Wall Street Journal (World: September
23, 2011), recent genetic evidence suggests otherwise. Researchers compared
the genomes of two West Africans, three Han Chinese, and two Europeans with
the genes found in a 100 year old lock of hair from an Aborigine man who had
lived in a remote part of Australia and therefore unlikely to have any European
genes. Their surprising ﬁnd suggests that Aborigine ancestors were part of an
early modern human exodus from Africa but split off from this group approximately 70,000 years ago. The ancestors of modern Europeans and Asians split
from each other approximately 30,000 years ago. Once the Aborigine ancestors
settled in Australia around 50,000 years ago, no other populations arrived. If
this is correct, Aborigines would represent one of the oldest continuous populations outside Africa. Another conclusion is that the Aborigine ancestors were
remarkably resourceful. To reach Australia, not only would they have had to
make use of boats but would have had to use the boats without being able to see
their destination. Water levels were lower then. Explorers would not have been
able to see the Australian landmass before embarking on their journey. While
provocative, this study is unlikely to be the ﬁnal answer to how and when
modern humans left Africa. As gene-sequencing technology continues to progress, more studies such as this will help us learn more about who we are and
where we came from.
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