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Abstract

Background: Social phobia (SP) is a highly prevalent disorder in Western countries, but is rather rare in Eastern societies. Prevalence rates

range from 0.5% in Eastern samples up to 16% in Western studies. Its prevalence in Israel, an Asian state characterized by Western culture,

has not yet been studied. The present study aimed to assess the prevalence of SP symptoms in a nonclinical sample of Israeli adolescents, to

characterize sociodemographic correlates of SP symptoms and to evaluate comorbidity with specific phobia symptoms.

Methods: Participants included 850 young soldiers from the Israel Defense Forces. Measures included the Liebowitz Social Anxiety Scale

(LSAS; self-report version), a questionnaire on specific fears and phobias, and a sociodemographic questionnaire. Clinical and demographic

correlates of SP were also examined.

Results: Probable SP (LSAS z80) was present in 4.5% of the sample. Overall, SP symptoms were reported by a great percentage of the

subjects, as displayed by the rather high mean LSAS scores (29; SD = 23.79) in this nonclinical sample. The following variables were

accompanied by higher LSAS scores according to our regression model: inability to perform command activities, receiving psychotropic

medication before army service, having less than two friends, shy family members, and treatment during military service. Subjects with

probable SP had a rate of comorbidity with specific phobia symptoms of 44%.

Conclusions: Our findings corroborate those from other studies in Western countries, both regarding the high prevalence of SP symptoms

and its demographic and clinical correlates, as well as regarding the high overlap rate with specific phobia symptoms.

D 2006 Elsevier Inc. All rights reserved.
1. Introduction

Social phobia (SP) is a chronic anxiety disorder

characterized by fear of embarrassment in a social context,

with secondary attempts of avoidance. Social phobia is

characterized by significant disability and chronicity. It may

lead to a restriction in one’s lifestyle, significantly impact

important life decisions, and often prevents one from

making the most of available opportunities [1]. Individuals

with SP are more likely to develop disabilities in the areas of

school, work, and social life, with particular problems
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initiating relationships with the opposite sex. Furthermore,

over time, increased disability and a reduced quality of life,

as well as increasing rates of comorbidity with secondary

mental disorders (ie, depression, substance abuse), can be

expected [2-6].

Early studies of SP in Western societies reported an

estimated prevalence of 1% to 4% [7,8]. More recent

studies, which have used more sophisticated tools, even

reported rates of 10% to 13% [9-11]. The prevalence of SP

in Eastern societies, although less studied, has been reported

to be much lower, namely, 0.4% in a rural Taiwanese village

[12]. The significantly higher rate of SP in the Basle

Epidemiological Study (16% [13]) as compared with the

Southeast Asia surveys (0.4%-0.6%) is truly intriguing

[12,14]. It remains unclear whether the difference between

prevalence rates found in Western and Eastern studies is an

accurate reflection of the situation or is due to different
iatry 47 (2006) 399–405
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constructs and mental representations of this condition in

Asia [1]. Although SP states do exist in Eastern societies (ie,

taijin kyofusho) [15], it is possible that Eastern emphasis on

social cohesion and interaction affects the clinical character-

istics of anxiety. That is, anxiety among Eastern individuals

is characterized not by individual performance per se, but

rather by the disruption of social harmony.

Given Israel’s unique social and cultural diversity, as a

function of its immigrant community from both Western and

Eastern countries, it stands to reason that the study of the

prevalence of SP symptoms in an Israeli sample of young

adults is likely to shed new light onto this disorder and its

potential risk factors. To our knowledge, there has yet to be

published a study examining the rate of SP in Israel, despite

the fact that several studies have addressed the epidemiol-

ogy of mental disorders in Israel. Levav et al [16] examined

the prevalence of mental disorders in a 10-year cohort of

young Israeli adults and reported a point prevalence of

phobic disorders (including SP) of 2.8%, less frequent than

in American, Canadian, and Australian samples. Specific

data on SP rates were not provided.

Israeli society is characterized by specific demographic,

security, and cultural aspects, some of which may affect

social interactions and possibly the rate of SP [17-21]. As a

part of an international research study, Harell et al [18]

reported in a large Israeli sample of adolescents (age 11-17;

N = 8394) that approximately a quarter of subjects reported

feeling socially rejected (remain alone, do not participate in

social activities, encounter difficulties in groups). In

addition, one fifth of the respondents reported a subjective

feeling of loneliness very often, more among boys.

Subjective feelings of loneliness were more frequent in

the older age group (age N15). Relative to European youth,

Israeli adolescents displayed low problems of social

rejection, whereas the rate of lonely students was among

the highest. Social rejection and loneliness were prevalent

among young immigrants to Israel (especially those with

poor economic status), as compared with Israeli-born pupils.

Thus, although positive social interactions exist among

Israeli youth, a relatively large group (new immigrants, low

socioeconomic class) experiences loneliness.

Another issue that might impact the prevalence of SP in

Israel is the unstable political environment including

terrorist attacks and threats of war [19]. In a study of 676

Israeli children, Ginter et al [17] reported two types of

anxiety, one worrying about what will happen and the other

related to bsocial problemsQ and speculated that the potential

attack from others coupled with the strong group identity

and sense of group cohesiveness found in Israel may

contribute to a form of social concern or anxiety [17].

Doubts about being able to meet the group’s expectations

could result in a concern about fear of rejection or ostracism

for not being able to fulfill one’s obligation [17,21,22]. In

fact, the strong group cohesiveness common to this

environment may make children fear rejection more than

in other cultures.
As reports on the prevalence of SP vary widely between

countries, epidemiological research in Israel, a multicultural

society, may provide important data. The high prevalence of

SP in Western samples concurrent with the high rate of

loneliness in the young population in Israel [18] have given

impetus to study the epidemiology of SP in Israel and, in

particular, in the Israel Defense Forces. This sample of

young adults was chosen due to the fact that SP often begins

during childhood or adolescence and, if left untreated, may

be masked and complicated by subsequent disorders [1].

The study’s objectives were as follows: (1) to assess the

rate of SP symptoms in an Israeli sample of youngsters; (2) to

characterize the sociodemographic characteristics (sex, place

of birth, education, and relationships) of those with social

anxiety symptoms; (3) to examine possible risk factors for

the development of SP; (4) to examine whether SP scores

differ as a function of military profession (medics vs

mechanics). Given that medics are required by the inherent

characteristics of their profession to interact with others, we

hypothesized that SP symptoms would be more frequent in

the mechanics group; and finally (5) to assess overlap

between specific phobic symptoms and SP symptoms.
2. Methods

2.1. Sample

Participants included 900 new soldiers, recruited during

their secondary course, at the Military Medicine School

(n = 450) or at the Mechanics School (n = 450). The

school for military medicine teaches courses for medics and

nurses, whereas the school for mechanics teaches mechan-

ics and electricians. Of the initial sample, 23 soldiers with

inadequate knowledge of Hebrew or with severe reading/

comprehension or organic difficulties were excluded from

the study. Another 27 subjects refused to participate. Thus,

850 subjects participated in our study.

2.2. Procedure

After approval by the Military Ethics Committee, the

study was described to the participants by a mental health

officer. The mental health officer gave instructions and

clarifications when required. After signing informed con-

sent, the soldiers filled out the questionnaires in groups of

30 soldiers, anonymously, and in the following order.

The Liebowitz Social Anxiety Scale (LSAS; [23]) is a

24-item clinician-rated scale designed to measure both

social interaction and performance-related anxiety. It

assesses the degree of fear and avoidance on a Likert scale

of 0 (no fear/avoidance) to 3 (high fear/avoidance) in 24

different social situations. Patients with mild SP usually

score 30 to 40 points, whereas those with moderate/severe

SP score around 50 to 80 points. The LSAS is highly cited

as a measure of treatment efficacy [24-26]. It is also cited in

prevalence studies, usually with complementary tools, such

as the CIDI or the SCID. However, it has been also reported
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emographic characteristics of the sample (N = 850)

ex

Males 535 (63)

Females 315 (37)

ountry of birth (%)

Israel 82

Soviet Union 12

North America/Europe 2

Ethiopia 1

esidence

Urban 668 (78)

Rural 171 (20)

one matriculation exams

Yes 580 (75)

Partial 132 (17)

No 61 (8)

bsenteeism at high school

Yes 193 (25)

No 581 (75)

void class participation

Yes 117 (13)

No 708 (84)

resent romantic relationship

Yes 348 (45)

No 424 (55)

t least two close friends

Yes 710 (92)

No 69 (8)

lushing/embarrassment in publica

Yes 175 (20)

No 664 (77)

hy family members

Yes 190 (25)

No 569 (75)

ivorced parents

Yes 125 (14)

No 610 (82)

sychological treatment before enlistment

Yes 80 (10)

No 685 (90)

ental treatment during army service

Yes 70 (9)

No 693 (91)

sychiatric military profileb

Yes 39 (4)

No 801 (95)

eceived psychotropic medications

Yes 50 (6)

No 713 (93)

amily member in psychiatric treatment

Yes 73 (10)

No 654 (90)

ata are presented as number (%).
a Sixty percent of these reported that the onset of the difficulty began

efore age 15.
b A psychiatric profile denotes psychological problems that limit

ldiers’ possibilities during military service with regard to war duties

nd distance from home.
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to be efficient as a self-rated questionnaire [27-29]. The

Hebrew version of the LSAS was validated in Israel [30]

and was found to be effective in assessing SP symptoms,

with psychometric properties similar to the clinician-rated

tool. In the present study, we used the self-report format.

The use of the LSAS was done after receiving authorization

from Dr Michael Liebowitz, who created the LSAS.

The Specific phobia questionnaire addressed questions

on lifetime fears of animals (snakes, insects, birds, rats, or

other animals); storms, thunder, or lightning; close places;

flying; heights; injections, dentists, and injuries; and being

in water (pool, lake, sea) and being alone. This list of fears

and phobias was used based on the seminal work by Curtis

et al [31] with the National Comorbidity Survey data [9].

These items, although not identical, are similar to the DSM-

IV-TR subtypes [2]. Based on DSM-IV-TR criteria, the

following true-false questions were used to define a phobia:

(1) I give up things as a result of my fear; (2) My fear is

greater than justified; (3) I cannot control my fear. If

subjects answered all three questions in the affirmative, a

phobic symptom was defined for each object and/or

situation [32]. Fear was defined if at least one of the three

questions was endorsed.

Demographic and clinical questionnaire: The subjects

responded to several demographic questions (age, sex,

country of origin, residence, social/academic achievements),

perceived ability to perform command duties (answered

subjectively by the respondent within a yes/no format), shy

family members, and to questions on treatment received

prior or during military service.

2.2.1. Data analysis

Statistical analysis was performed with the Statistical

Package for the Social Sciences, Version 9.0.1. The LSAS

scores were analyzed both as continuous variables and as

definitive variables. Probable SP was determined when the

LSAS score was z80. This cutoff score was chosen

according to an Israeli register of SP patients at the Geha

Anxiety Disorders Clinic, which included 89 young SP

outpatients (age 17-25) diagnosed with the MINI [33] and

having a mean LSAS score of 79.45 (SD = 24.79) (Marom,

personal communication, 2003). One can see that a score of

80 or higher requires a score of b2Q on 20 questions on fear

and avoidance, out of the total of 24 items. The rate of SP

(LSAS z80) was calculated in the whole sample and in the

two subsamples (schools of medics and mechanics). We

then used the LSAS score as a continuous variable and

using t test analyses, we compared the LSAS scores across

demographic variables (sex, place of birth, place of living,

education, type of soldier, etc). The analyses in our study

were mainly exploratory. Linear regression analysis, using

dummy variables for categorical variables, was performed to

determine relative predictors of SP symptoms (ie, LSAS

score). We also performed a logistic regression to look at

predictors of group membership according to the LSAS

z80 cutoff score. Parameters included in the regression
analyses were those background personal variables that

were found to significantly affect the LSAS scores.

We also examined the rate of phobic symptoms and the

relationship between the rate of SP and the number of
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Table 3

LSAS Scores of the various subgroups (means and SD)

Variable Mean (SD) Pa
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phobic symptoms, by evaluating the mean number of phobic

symptoms in subjects with a mean LSAS score of 29 or less,

a LSAS score of 30 to 79, and a score of 80 or higher.
Sex

Male 29.26 (26.11) NS

Female 28.66 (19.21)

Type of soldier

Medic 27.16 (18.41) .013

Mechanic 31.4 (29.28)

Country of birth

Israel 28.97 (24) NS

Abroad 28.11 (22.26)

Residence

Urbanb 28.57 (24.15) NS

Rural 29.54 (21.83)

Absenteeism

Yes 33.59 (30.15) .002

No 27.39 (21.09)

Matriculation exams

Yes 27.95 (26.22) .001c

Partial 29.78 (28.10)

No 42.25 (30.35)

Divorced parents

Yes 32.1 (28.78) NS

No 28.23 (22.68)

Boyfriend/girlfriend

Yes 26.81 (23.97) .019

No 30.84 (23.49)

At least two friends
3. Results

The subjects’ mean age was 19 years (SD = 0.943; range,

18-25 years). The subjects had amean of 12 years of education

(SD = 0.46), with a range from 8 to 16 years. Additional

characteristics of the sample are presented in Table 1.

3.1. LSAS items rated as 3 (severe)

The following items were rated by a considerable

percentage of subjects as b3Q (severe) (Table 2): item 6

(acting, performing, or giving a talk in front of an audience)

(14.2% for anxiety and 14.7% for avoidance), item 20

(giving a report to a group) (13.2% for anxiety and 13.8%

for avoidance), and item 21 (trying to pick someone) (11.2%

for anxiety and 13% for avoidance).

3.2. LSAS scores above 80

When using the cutoff score of 79/80 as a criterion for

probable SP, we found that 4.5% of the total sample had

scores above this cutoff score, 1.6% in the medics group

and 8% in the mechanics group. A v2 analysis showed
Table 2

List of LSAS items rated by subjects with a b3Q (severe) on anxiety and

avoidance

Anxiety

(%)

Avoidance

(%)

1. Telephoning in public 2.6 5.3

2. Participating in small groups 2.9 3.7

3. Eating in public places 2.2 3.1

4. Drinking with others in public 1.8 2.9

5. Talking to people in authority 5.5 5.2

6. Acting, performing, or giving

a talk in front of an audience

14.2 14.7

7. Going to a party 2.7 5.3

8. Working while being observed 5.3 5.2

9. Writing while being observed 2.9 3.5

10. Calling someone you don’t

know very well

3.8 4.1

11. Talking with people you don’t

know very well

4.4 5.1

12. Meeting strangers 4.5 5.4

13. Urinating in a public bathroom 5 10.2

14. Entering a room when others

are already seated

3.9 5.1

15. Being the center of attention 6.4 7.7

16. Speaking up a meeting 4.8 6.8

17. Taking a test 7.3 4.5

18. Expressing a disagreement to

people you don’t know very well

2.5 3.8

19. Looking to people you don’t

know very well in the eyes

4.2 5.8

20. Giving a report to a group 13.2 13.8

21. Trying to pick up someone 11.2 13

22. Returning goods to a store 6.5 11.5

23. Giving a party 5.3 8.3

24. Resisting a high pressure sale-person 2.9 7.2

Yes 27.46 (21.91) .001

No 51.74 (36.53)

Start of SP problems before age 15

Yes (98) 52.96 (28.29) .047

No (61) 43.89 (27.11)

Family member in treatment

Yes 37.26 (26) .001

No 26.2 (22.07)

Treatment before enlistment

Yes 42.26 (32.93) b .001

No 27.48 (22.14)

Treatment during military service

Yes 36.18 (28.31) .008

No 28.26 (23.25)

Psychiatric profile

Yes 30.94 (25.88) NS

No 28.88 (23.69)

Received psychotropic medications

Yes 52.21 (36.93) b .001

No 27.49 (22.03)

Family shyness

Yes 45.94 (36.55) b .001

No 27.21 (21.44)

Perceived command ability

581 Yes 25.21 (19.91) b .001

134 No 45.87 (30.81)

a Two-tailed t test.
b Category 3 (n = 44) had higher scores on analysis of variance.
c Analysis of variance.
that the difference reached statistical significant (v2
1 =18.5,

P b .001).

3.2.1. LSAS mean scores

The mean scores for the entire sample were 29 (SD =

23.8), 13.8 (SD = 12.7), and 15.2 (SD = 12.4) for the total



Table 5

Relationship between LSAS score and number of phobic symptoms (N =

850)

No. of phobic symptomsa LSAS score

0-29 30-79 z80

Group 1 (0/1 phobic symptoms) 459 (63) 250 (34.3) 20 (2.7)

Group 2 (2-4 phobic symptoms) 6 (30) 10 (50) 4 (20)

Group 3 (z5 phobic symptoms) 6 (16.2) 19 (51.4) 12 (32.4)

Data are presented as number (%).
a Numbers in parentheses constitute the rate of specific LSAS score

among those with 0/1 or 2/3/4 or 5/6/7/8 specific phobic symptoms,

respectively.
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LSAS score, the fear subscale, and the avoidance subscale,

respectively. The Cronbach a was 0.93 and 0.92 for the fear

and avoidance subscales, respectively. The two subscales

correlated significantly with one another (r = 0.81, P = .01).

The LSAS scores of the subjects as a function of various

demographic and clinical variables are displayed in Table 3

(a Bonferroni correction was made for multiple compar-

isons: significance was noted when P b .0025). The

following variables were accompanied by significantly

higher LSAS scores: school absenteeism (t772 = 3.2, P =

.002), not having at least two good friends (t777 = �7.2, P b

.001), family member in treatment (t725 = 5.7, P = .001),

mental treatment before enlistment (t763 = 5.3, P b .001),

receiving psychotropic medications in the past (t761 =

7.0, P b .001), shy family members (t757 = 6.5, P b .001),

and perceived inability to perform command activities

(t713 = �9.6, P b .001). Owing to Bonferroni correction,

the following variables displayed only a trend toward

significance: type of soldier (mechanic) (t844 = �2.5,

P = .013), not being presently involved in a romantic

relationship (t770 = �2.4, P = .019), beginning of SP

symptoms before age 15 (t157 = 2.0, P = .047), and mental

treatment during military service (t761 = 2.7, P = .008).

Finally, based on a 1-way analysis of variance and Tukey

HSD post hoc test, subjects who did not complete their

matriculation examinations showed higher LSAS scores

(F2,771 = 7.53, P = .001) than those with partial or complete

examinations. The following variables did not affect the

LSAS scores: sex, country of birth, type of residence (urban

vs rural), divorced parents, and psychiatric lowered profile.

A stepwise regression analysis was used to examine the

relative variance in the LSAS total score as a function of

those variables found to be statistically significant in the

previous analysis. The total R2 was 0.21 (F1,775 = 36, P b

.001). The final model included perceived inability to

command (R2
change = .122, P b .001), receiving medications

before army service (R2
change = .051, P b .001), having less

than two friends (R2
change = .018, P b .001), shy family

members (R2
change = .014, P = .001), and treatment during

military service (R2
change = .006, P = .019).

We also performed a logistic regression to look at

predictors of group membership (SP or healthy) with a
Table 4

Distribution of number of fears and phobic symptoms

Fears Phobic symptom

No fear/phobia 434 (50.9) 790 (91.3)

One fear or phobic symptom 172 (20.2) 4 (0.5)

2 101 (11.8) 17 (2)

3 52 (6.1) 9 (1)

4 41 (4.8) 11 (1.3)

5 23 (2.7) 12 (1.4)

6 13 (1.5) 8 (0.9)

7 9 (1.1) 8 (0.9)

8 8 (0.9) 6 (0.7)

The data on fears and phobic symptoms are presented in this table for

clarity and brevity. Data are presented as number (%).
cutoff score of 80 or higher. The following variables were

found to increase the risk for SP: perceived inability to

perform command duty (P b .001, odds ratio = 6.5,

confidence interval [CI] 3-14), shy family members (P b

.001, odds ratio = 4.7, CI 1.9-11.0), having less than two

friends (P = .003, odds ratio = 4.4, CI 1.9-11), and finally

school absenteeism (P = .018, odds ratio = 2.7, CI 1.19-6).

3.3. Overlap with specific phobia symptoms

Overall, 8.7% of our sample (64 males and 17 females)

had one phobic symptom or more, representing 11% of the

males and 5% of the females. Just over half of the sample

did not report any fear at all (50.9%) and most of the sample

did not report any phobic symptoms (91.3%).

One can see in Table 4 that subjects who had more

phobic symptoms also tended to have higher LSAS

scores. Based on a nonparametric correlational analysis,

we found a significant positive correlation between the

number of phobic symptoms and the LSAS score (Spearman

rho = 0.245, P = .001). This relationship is clearly displayed

in Table 5.
4. Discussion

The main findings of this study are as follows: the

prevalence of probable SP was 4.5%, similar to several

studies in Western countries, and higher than rates reported

in Eastern countries. Based on a regression analysis, several

factors predicted higher scores on the LSAS: perceived

inability to perform command activities, receiving medi-

cations before army service, lack of friends, shy family

members, and treatment during military service. These

factors accounted for 21% of the LSAS variance. As

regards overlap with specific phobia symptoms, we found

a significant positive correlation between the number of

specific phobic symptoms and the LSAS score. Those with

probable SP (LSAS z80) had a 44% chance of also having

a specific phobic symptom.

Our results, consistent with Ginter et al [17], indicate that

sex does not affect the LSAS scores and is not related to SP.

This is contrary to other reports that maintain that SP (as

most anxiety disorders) is more prevalent among females

[11,34]. However, clinical samples show the opposite trend
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[11], as men seek treatment more than women, perhaps due

to social pressures. A possible explanation for our results

derives from the selection bias of the study sample,

especially among the female participants. That is, there is

a tendency either not to recruit or to send those females who

report significant mental symptoms to clerk duties (as

opposed to pretentious courses). These factors may have

contributed to the relatively low rates of anxious females in

our sample.

It was hypothesized that immigrants would have in-

creased rates of SP given the need to adapt to new cultural

norms under conditions of stress [15]. It was thought that

these factors might result in social fears and subsequent

avoidant behavior [1,18]. Our results indicate that immi-

grants (especially from the former USSR) did not have

higher rates of SP symptoms, perhaps as a result of selection

bias (exemption of low-functioning young adults).

Subjects living in urban residences did not have different

LSAS scores than those residing in rural residences. This is

consistent with the studies by Magee et al [11] and Ginter

et al [17], who did not find increased social anxiety in the

city, but inconsistent with Olfson et al [20] who reported

higher SP in small towns or rural areas. Our findings, how-

ever, may be explained by cultural differences in our sample.

That is, in Israel, rural settlements are characterized by high

group cohesion, thus neutralizing the effect of increased

SP symptoms in rural areas reported by Olfson et al [20].

Individuals with shy family members had higher LSAS

scores. This is in accordance with the literature, favoring a

familial role (either genetic or behavioral modeling) for the

development of SP [35,36]. It should be noted that this

finding is based purely on the report of the participants and

therefore may be biased. Additional variables characteristic

of SP patients found in our study, similarly to those in the

literature, were poor educational achievements [1,20,37]

and past and current mental health treatment [20]. Individ-

uals with SP had lower perceived command ability, an

expected finding. Also as expected, we found that medics

did indeed report less SP symptoms than mechanics. As

mentioned earlier, this might be explained by the tendency

of anxious recruits to avoid anxiety-provoking occupations.

Despite not being able to make assertions about

comorbidity between SP and specific phobia due to the

methodology used, our reported overlap rate between SP

and specific phobic symptoms (44%) corroborates rates of

comorbidity reported in the National Comorbidity Survey

(37.6%) [9] and the Epidemiological Catchment Area

(60.8%) [8]. There is a considerable agreement from various

cross-sectional community studies that among SP subjects,

most also have at least one other anxiety disorder [38],

especially in the generalized subtype. We also found a

higher rate of phobic symptoms in those with higher LSAS

scores (the LSAS score being higher in generalized SP than

in the nongeneralized subtype). This is in accordance with

the work of Curtis et al [31], who reported the following

frequencies of SP: 29% of those with only one fear, 42.4%
of those with 2 to 3 fears, 53.5% of those with 4 to 5 fears,

and finally 74.7% of those with 6 to 8 fears. Moreover, in

persons with specific phobia, SP was the most frequent

comorbid anxiety disorder [31].

Comorbidity in SP has been shown to increase suicidality

and disability and reduces life quality [39]. Comorbidity

also results in using more medical resources [1]. The clinical

relevance of the comorbidity between SP and specific

phobia is unknown, as comorbidity studies in SP usually

deal with depression or substance abuse. It is not clear

whether comorbid specific phobia affects the treatment or

clinical course of SP, and we are unaware of studies

examining this issue. We recommend studying this issue

further to support the intuitive assumption that this overlap

decreases quality of life and has a negative effect on the

course of SP.

The limitations of the present study include the exclusion

of young adults who did not enlist, thus leading to a possible

bias (as conscripts might have less SP than those who do not

enlist). In fact, by virtue of the fact that lower-functioning

young adults receive an exemption from army service, the

present sample is not entirely representative of the general

population. Second, the self-report design of the study does

not allow for the assessment of response bias. It should be

noted, however, that the validity of our results is reinforced

by similar findings reported in the literature. Another

important limitation is the lack of use of a standardized

diagnostic interview for SP due to the military Helsinki

board’s decision. This limited our ability to discuss the

prevalence of SP directly, although we believe that the use

of the 79/80 cutoff score is a reasonable decision, requiring

of course psychometric validation.

The prevalence of SP has important implications for

large communities, such as the Israel Defense Forces or the

education system. Social phobia might negatively affect the

function of soldiers and we assume that many soldiers

presenting with adjustment disorder (the most frequent

diagnosis in the military) may actually have SP [40].

Providing specific treatment and enhancing interpersonal

skills are likely to alleviate anxiety and avoidance and, in

turn, prevent unnecessary discharges from the military.

Furthermore, diagnosing SP early at the conscription office

would provide a more effective assessment of soldiers,

especially those with problematic psychiatric status [41].

Spielberger and Diaz-Guerrero [21] advocated the need

for research on anxiety from various cultural perspectives.

This focus could clarify which aspects of anxiety are

genuinely universal in nature, that is, which differences or

similarities exist with respect to the nature, extent, and

intensity of the anxiety experience. Such research could

provide insight into the influence of unique cultural

environments on the development of anxiety [21]. Social

phobia appears to be a highly conserved emotion that is

arguably observed in other species and that occurs across

human societies [15]. Similarly, behavioral inhibition,

shyness, and embarrassment also occur in all cultures. Our
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findings strengthen the notion that SP symptoms are

prevalent in Israel, a country characterized by immigration

and intermingling of Eastern and Western societies. Given

our results, the study of SP rate within the general Israeli

population, with well-accepted diagnostic interviews, is of

importance. Further studies in different cultures might

improve the understanding of this intriguing topic, espe-

cially with new studies with non-Western samples to

reexamine the rate of SP and possible protective factors.
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