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ABSTRACT 

 

Introduction: Social Anxiety Disorder of SAD is an anxiety disorder which is the third most prevalent 

psychiatric disorder. However, it remains to be one of the least understood illnesses. It is often referred to 

as the silent disorder since very few people approach for treatment as a result of the attached stigma and 

lack of understanding. A study was conducted to explore the prevalence of SAD in a medical college of 

Maharashtra. 

Methodology: A cross-sectional study was conducted in field practice area of a medical college in 

Maharashtra. Study population consisted of people from age group 11-25 years. Accordingly, two out of 4 

secondary schools were selected at random and data for all the children in the required age group was 

collected after obtaining permission of the school principal. Online survey forms were made available to 

college students for collecting data between age group 18 -25 years. 

Result: Prevalence of SAD was least (16%) in the age group 15- 17 years and maximum in 22-25 years of 

age group. Increase in trend of severity was seen with increasing age group and is statistically significant. 

Conclusion: There is a need for more vigorous efforts to recognize and treat SAD at an educational level. 

There is no doubt that appropriate intervention will be helpful to prevent the disorder or, more realistically, 

improve the quality of life for those who suffer from SAD. 

 

Key Words: SAD, silent disorder, quality of life, educational awareness. 

 

(Paper received – 9th May 2017, Peer review completed – 4th June 2017, Accepted – 6th June 2017) 

 

 

INTRODUCTION 

Social anxiety disorder (SAD) is a debilitating and chronic illness characterized by a marked and persistent 

fear of one or more social or performance situations involving exposure to unfamiliar people or possible 

scrutiny by others.[1,2] Out of all the anxiety disorders and most of the mental health problems, social 

anxiety disorder (SAD) is least understood, though it is the third most common psychiatric disorder 

following depression and alcohol abuse. SAD became an independent diagnosis only with the introduction 

of DSM-III [3]; and persists to be last in terms of public and professional understanding and awareness. 

With an attached stigma to begin with, the added factor of lack of awareness deters people suffering from 

this disorder from treatment; SAD is therefore alternatively also referred to as the “silent disorder”. SAD 

can lead to low levels of confidence, pessimistic approach towards life and thus a failure to grab many 

upcoming opportunities for them.  
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It has been noted that often people diagnosed with SAD will avoid or will not participate in important 

activities resulting in lower achievements at occupational and academic fronts, have weaker family 

functioning along with reduction in quality of life, an increase in alcohol and drug misuse and a risk of 

suicide [4].  Lower levels of productivity and withdrawal from efficient work engagement contribute to 

national economic liabilities.   

Studies have also noted that just over 20% of people reporting social anxiety disorder as their primary 

concern, sought treatment, most commonly through general practitioners. This highlights the need to 

improve the identification, treatment and referral of people with significant social anxiety by general 

practitioners and other mental health professionals where people with social anxiety typically present [5]. 

Very few studies are done in developing countries, especially in India. Previous studies have shown the 

early onset of SAD affecting the age group of 11-25 years. Thus, a study was conducted to find prevalence 

and causes affecting SAD in young Indian. With this background, a study was designed to assess the 

burden of SAD in the age group 11-25 years with the following objectives viz. to study prevalence and 

severity of SAD, to study, socio-economic and environmental factors with respect to SAD and to create 

awareness about its effect and treatment. 

 

METHODOLOGY 

 

A cross-sectional study was conducted in field practice area of a medical college in Maharashtra. Study 

population consisted of people from age group 11-25 years. Considering prevalence of 19.5% in students of 

age group 18 years as reported by a study done in India, with Type I error (α) of 5% and power of test 

equal to 80%; estimated sample size was 408.  Cluster sampling method was used for collection of data for 

the age group 11- 16 years. Accordingly, two out of 4 secondary schools were selected at random and data 

for all the children in the required age group was collected after obtaining permission of the school 

principal. Online survey forms were made available to college students for collecting data between age 

group 18 -25 years. Data was also collected through NGOs working for socially deprived children.  

Socioeconomic information was collected using a pre structured questionnaire. Prevalence of social 

anxiety disorder was studied using Social Phobia Inventory (SPIN) by Jonathan Davidson [6] which is a 

17 item scale for assessing each of the symptom domains of SAD. According to this scale score ≤ 50 is 

termed as severe between 50- 40 as moderate, 40-20 as mild and <20 is termed as normal. 

Data was summarized using percentages. Chi- square test was used to find significant association between 

socio economic variations and prevalence of SAD. 

 

RESULTS 

 

The study sample consisted of 266 people in age group 11 to 22 years, 66 people from NGO, and 120 

college students selected randomly. Online response surveys were 155 in all hence total sample size was 

607. There were 246 males and 348 females. Majority of them (72%) belonged to nuclear families, while 

the remaining (28%) came from joint families. Majority (469; 77.6%) of them had siblings and only 22.4% 

were single child. Nearly half of them (46%) reported to have a negative experience in life. SPIN score of 

the sample ranged between a score of 0-63. Prevalence of SAD was observed to be 29% of the population 

as depicted in Fig 1; while extreme cases were only 1%. The study identified more than 10% moderate to 

severe cases. Distribution of social anxiety disorders was further analysed with respect to various socio 

economic and demographic variables (Table1). 

Prevalence of SAD was least (16%) in the age group 15- 17 years and maximum in 22-25 years of age 

group. Increase in trend of severity was seen with increasing age group and is statistically significant. 

Significantly higher prevalence of SAD was observed among people who had no siblings (37.7%)  as 

compared to those who had siblings (26.47% )  (χ2= 4.65,p <0.03). 
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Prevalence of SAD was more than twice in people who have had negative experiences in their past 

(42.2%) as compared to those who did not have such experience (17.7%). The difference was statistically 

significant (χ2= 31.07, p < 0.0001). Prevalence of SAD was less in joint families (26.6%) as compared to 

that in nuclear families (30.34%), However the difference was not statistically significant. Similarly 

prevalence of SAD did not differ with respect to socio economic class.  Prevalence was more in people 

who do not share anything with their parents (78%) and friends (72%). 

 

Table 1: Distribution of severity of SAD with respect to age 

Severity 11-14 years 15-17 years 18-21 years 22-25 years Total 

Age N (%) 

Extreme 0 0 4  (1.78) 1 (3.13) 5 

Severe 5   (1.68) 1  (2.0) 13 (5.78) 2 (6.25) 21 

Moderate 13  (4.38) 1   (2.0) 24 (10.67) 7 (21.88) 45 

Mild 46 (15.49) 6  (12.0) 46 (20.44) 6 (18.75) 104 

None 233 (78.45) 42 (84.0) 138 (61.33) 16 (50.0) 429 

Total 297 50 225 32 604 

 

DISCUSSION 

Adolescence is a period is characterized by rapid physical growth and sexual maturation, as well as unique 

emotional and cognitive developments and underlying neurological changes. At the same time, increasing 

social demands, peer pressure, romantic interests, hormonal changes, and greater independence present a 

dizzying and sometimes overwhelming array of challenges. The physical, cognitive, and behavioural 

hallmarks of social anxiety disorder (SAD) often make their first appearance during adolescence. 

Social anxiety disorder (SAD) is a debilitating and chronic illness characterized by “a marked and 

persistent fear of one or more social or performance situations involving exposure to unfamiliar people or 

possible scrutiny by others” [1-2]. SAD, which was earlier grouped with other phobias, became an 

independent diagnosis with the print of the Diagnostic and Statistical Manual of Mental Disorders-II, 

DSM-III [3].  The lifetime prevalence of SAD is between 7% and 13% in Western countries [1].  Not much 

literature and research based data is available for developing countries, especially for India. The high 

prevalence observed by the current study is comparable to that observed in a similar age group from 

Kolkata [7] and thus underlines the need or more such studies. Chavira and Stein observed that 

adolescents seem to have higher rates of SAD than younger age late adolescence, although reports suggest 

it can begin as early as 7 or 8 years of age [9]. As against previous findings, findings of the present study 

report least prevalence of SAD among adolescents. Our findings are similar to what was reported by a 

study from Goa [8] which attributed the cause of this low prevalence to strong family support. 

 

Though the exact causes of SAD are still being explored, Schmidt et al., 2005, have linked biological, 

psychological and environmental factors to a diathesis-stress paradigm that may represent the etiology of 

this anxiety disorder [10]. Studies describe four distinct areas of contribution to the development of SAD, 

including genetic and temperament factors, cognitive aspects, parent child interactions and adverse 

environments, together added to societal and cultural influences. Marked prevalence of SAD is seen in 

children in joint families, which could be as a result of a conservative environment and lack of privacy [3].  

The contradictory findings, though not statistically significant reported in the present study may be 

attributed to difference in the environment of joint families in developed countries and that in India.  

 

Little research has been conducted on the part that siblings play in the development of SAD. Significantly 

high prevalence of SAD amongst those who did not have siblings indicates that the role of having a sibling 

might be instrumental for reducing emotional burden which in turn is conducive in reducing the 
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prevalence of anxiety disorder. The negative experiences in life are known to be associated with psychiatric 

morbidity. These negative experiences may be inclusive of pre and perinatal adverse life conditions or 

later.   Further, while identifying self-perceived adverse events and psychiatric disorders from the previous 

year, Tiet found that groups of psychiatric disorders were more closely associated with some adverse life 

events than with others [11]. Although there has yet to be a causal association established, the current 

research does point to and aid in developing possible interventions that could alter the developmental 

course of SAD [9]. In accordance with this, our study points out a significant, high prevalence of SAD 

among people having past negative experience in past.  

Socioeconomic status (SES) is discussed as a potential risk factor in minimal exploration. The relative 

effect of SES in developed as opposed to developing countries shows interesting differences. In developed 

countries, research suggests SES may or may not be associated with other psychopathology, and it is 

conceivable that poverty could be either a cause or the result of psychopathology. This potentially 

reciprocal relation needs further elucidation.  

Bridget and others have observed that having low income significantly increased risk of SAD in adults of 

United States [12]. No such associations were noted in present study. Reports consistently place females as 

having higher rates of SAD than males with a ratio of approximately 3:2 [3,13].  However, there was no 

difference in prevalence of SAD with respect to gender in the present study. As SAD is a preventable 

disease [14], early diagnosis in vulnerable population can help in reducing its burden, thereby providing a 

quality of life especially to the young population. 

CONCLUSION 

Despite the limitations in the study, the research points to a multi-faceted environmental risk factors to 

social anxiety disorder.  High prevalence of this hidden disease emphasizes the need for early detection of 

the problem. It further demonstrates the need for more vigorous efforts to recognize and treat SAD at 

educational level. There is no doubt that appropriate intervention will be helpful to prevent the disorder or, 

more realistically, improve the quality of life for those who suffer from SAD. The limitation of the study 

was that clinical confirmation of presence of SAD was beyond the scope of the study.                             
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