
Rationale: Often overlooked clinically, social anxiety is common in schizophrenia and may represent a barrier to qual-
ity of life and social function. Little is known, however, about the possible roots of social anxiety in schizophrenia or 
their relationship to social anxiety over time. Methods: To explore this issue, we examined the relationship between 
self-esteem, self-stigma, positive and negative symptoms, emotional discomfort and affect recognition with concur-
rent and prospective assessments of social anxiety using the Multidimensional Anxiety Questionnaire in a sample of 
seventy-eight persons meeting criteria for schizophrenia or schizoaffective disorder. Results: Univariate correlations 
revealed that self-esteem, self-stigma, negative symptoms and emotional discomfort were significantly related to social 
anxiety assessed concurrently and five months later. Multiple regressions revealed negative symptoms and discrimi-
nation experiences in particular were found to predict social anxiety prospectively even when initial levels of social 
anxiety were controlled for statistically. Conclusions: Negative symptoms and self-stigma may be consistently related 
to social anxiety across time.

Original Contributions

Association of Stigma, Self-Esteem, and 
Symptoms with Concurrent and Prospective

Assessment of Social Anxiety in Schizophrenia

1 Roudebush VA Medical Center and the Indiana University 
  School of Medicine,  Department of Psychiatry
2 Department of Psychology, John Jay College of Criminal Justice, 
  City University of New York
3 Roudebush VA Medical Center
4 Department of Community Mental Health, Faculty of Social Welfare   
  and Health Sciences, University of Haifa

Address for correspondence: Paul Lysaker, PhD, Day Hospital 116H,
1481 West 10th St., Roudebush VA Medical Center, Indianapolis, IN 46202
Phone: 317-554-0000,  x. 2546;  E-mail: plysaker@iupui.edu

Submitted: May 11, 2009;  Revised: July 21, 2009; 
Accepted: September 8, 2009

Paul H. Lysaker 1,  Philip T. Yanos 2,  Jared Outcalt 3,  David Roe 4

Clinical Schizophrenia & Related Psychoses  April 2010   •   41

Key Words:  Social Anxiety,  Delusions,  Neurocognition,  Schizophrenia,  Psychosocial Function  

Abstract

Introduction
	 Early descriptions of schizophrenia suggest an uncom-
monly high occurrence of anxiety symptoms such as intense 
worry, over concern, and fearful avoidance (1). Consistent 
with this are modern reports of rates of social anxiety disor-
der (or social phobia) in schizophrenia that range from 13 to 
36%; that is, rates which are double to triple those found in 
the general community (2-7). Though often neglected as a 
target for treatment, social anxiety disorder in schizophrenia 
is of clinical relevance and has been linked to an increased 
risk for suicide attempts, poorer quality of life (8), poorer so-
cial functioning (9) and lower self-esteem (10). Social anxi-
ety may additionally represent a risk factor or a prominent 
part of the early phase of illness (11, 12). 
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	 To date, however, it remains unclear why social anxiety 
is so common in schizophrenia and how anxiety symptoms 
such as social anxiety develop in persons with schizophrenia 
(13). For instance, are levels of social anxiety related to the 
same phenomena as in persons without schizophrenia, or 
are levels of social anxiety uniquely linked to some of the 
central features of the disorder or its risk factors? Answers to 
these questions can deepen our understanding of how social 
anxiety develops in schizophrenia and how it may be best 
treated.  
	 One limitation of most of the literature to date has been 
its reliance on concurrent assessments of social anxiety in 
schizophrenia and a limited number of correlates. Accord-
ingly, the current study explores the association of six dif-
ferent sets of variables, each potentially uniquely related to 
social anxiety, as assessed at two time points: concurrently 
and five months later. The first of the potential predictors 
of social anxiety we chose to study was self-esteem. We an-
ticipated that poorer self-esteem might lead to or exacerbate 
social anxiety in schizophrenia for several reasons. One rea-
son for this is that a poor appraisal of a person’s own social 
worth has been linked to social anxiety in psychosis (14).  
Self-esteem has been linked to both social competence (15) 
and stress resistance (16), and may, if sufficiently low, leave 
persons vulnerable to experiencing social anxiety. Addition-
ally, deficits in self-esteem are widely observed in schizo-
phrenia and have been linked to poorer social functioning 
(17-19), difficulties decoding social interactions (20), and 
social anxiety symptoms (21, 22).
	 The second set of variables we chose to study as predic-
tors of social anxiety in schizophrenia included stigmatizing 
experiences and internalized stigma. Stigma refers to social-
ly prevalent stereotypic beliefs about mental illness, includ-
ing the belief that mental illness is synonymous with danger-
ousness or incompetence (23). We anticipated stigmatizing 
experiences might lead to social anxiety given findings that 
awareness of stigma among persons with schizophrenia may 
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result in social avoidance and the anticipation of humili-
ation (24, 25), and given cross-sectional studies that found 
that the experience of stigma and other negative social inter-
actions were linked to both poorer life satisfaction and self-
efficacy (26-28).  This possibility is also consistent with what 
has been observed in highly stigmatized medical disorders 
such as HIV/AIDS (29). Regarding internalized stigma, or 
the acceptance by persons with mental illness themselves of 
stigmatizing views about mental illness (e.g., dangerousness, 
incompetence), we anticipated that this might exacerbate 
social anxiety given suggestions that internalized stigma 
leads to increased social avoidance among persons with se-
vere mental illness (30). 
	 The third set of variables we chose to examine as pre-
dictors of social anxiety in schizophrenia included positive, 
negative and emotional discomfort symptoms. Beginning 
with positive symptoms, we thought positive symptoms 
might result in heightened social anxiety given findings link-
ing paranoia with social anxiety (30) and positive symptoms 
in general with social-related anxiety (7, 32). Delusional be-
liefs have also been found to be correlated with social anxiety 
in other disorders such as Asperger syndrome (33). Indeed, 
others have argued (34) that the existence of social anxiety 
may in fact be an artifact of the positive symptoms of schizo-
phrenia, such as paranoia. We reasoned negative symptoms 
might lead to social anxiety given assertions that with a loss 
of social interest and volition, social situations may become 
difficult to navigate and, as such, appear as opportunities for 
embarrassment (35). Finally, regarding affective distress, it 
would also seem to be a matter of intuition that in the face 
of painful affects that some with schizophrenia might avoid 
social situations, again fearing embarrassment or confusion.  
This possibility seems consistent with literature correlat-
ing active avoidance with depression, anxiety and guilt in 
schizophrenia patients (36) and with findings that, among 
persons in general, higher levels of emotional arousal are 
linked with social anxiety (37). 

  Clinical Implications
With replication, these findings may have several clinical implications. First, as interventions are developed that could 
target social anxiety in persons with schizophrenia  (53, 54) it may be important that these interventions address the 
impact of discrimination experiences, experiences that can attenuate social anxiety over time. For instance, it might 
prove important for persons to be able to not only name discrimination experiences, but reject that they are a reason to 
expect embarrassment. Finally, given that a commonality between many of the factors studied is a general lack of social 
involvement, a prime challenge for treatment may be to address barriers to the development of social networks.  Perhaps 
an essential starting point for such a treatment is in the development of a strong, therapeutic, nonstigmatizing relation-
ship in which a person with schizophrenia is provided the needed safety for the development of an experience of him or 
herself as a valuable and competent being. Such a relationship might be conceptualized as allowing for the growth of a 
template for positive interpersonal experiences. This could further serve to offset the damage caused by discrimination 
experiences, and a new feedback loop may then be created where a person with more skills and self-esteem feels more 
comfortable approaching social situations with a sense of agency.
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	 Finally, a fourth variable we chose to explore was affect 
recognition, one important element of social cognition. It 
has been suggested that a failure to recognize the affects of 
others renders social situations incomprehensible, turning 
them into a source of frustration rather than a meaningful 
interpersonal connection (38, 39). Outside of the schizo-
phrenia literature, studies of children and adolescents, for 
instance, suggest social anxiety disorders are linked to poor-
er emotional face recognition (40). We, thus, anticipated that 
graver impairments in affect recognition might be linked to 
higher levels of social anxiety.
	 Regarding the previously mentioned variables, we made 
two predictions. First, for reasons summarized above, we 
predicted each would be correlated both with social anxi-
ety as concurrently assessed and as assessed prospectively 
five months later. We secondly predicted that each general 
category of predictor variables would make a unique con-
tribution to the prediction of social anxiety at both time 
points. Finally, we included a measure of social desirability 
for potential use as a covariate to rule out the possibility that 
any significant correlations between self-report measures 
and social anxiety were due to a general response bias (e.g., 
results reflected a subgroup who minimized any negative 
experiences). 
	  
Method

Participants 
	 Sixty-six males and twelve females with Structured 
Clinical Interview for DSM-IV-confirmed diagnoses of 
schizophrenia (n=51) or schizoaffective disorder (n=27) 
were recruited from a comprehensive day hospital at a 
VA Medical Center (n=54) or community mental health 
center (n=24). All participants were receiving ongoing out-
patient treatment and were in a post-acute or stable phase 
of their disorder as defined by no hospitalizations, and no 
changes in medication, or housing in the past month. Par-
ticipants with active substance dependence or history of 
mental retardation documented in a chart review were 
excluded. Participants had a mean age of 46.67 (standard 
deviation [SD]=8.71), a mean educational level of 12.81 
(SD=2.15) and a mean of 7.53 (SD=9.30) lifetime hospital-
izations with the first, on average, occurring at the age of 
26.88 (SD=10.64). Thirty participants were Caucasian, forty-
seven African American, and one Latino. Participants came 
from an original pool of one hundred participants from a 
larger survey of the prevalence of anxiety symptoms in 
schizophrenia and were eligible for this study if they com-
pleted follow-up assessments of social anxiety five months 
after baseline.

Instruments
The Positive and Negative Syndrome Scale 
(PANSS)
 	 The PANSS (41) is a 30-item rating scale completed by 
clinically trained research staff at the conclusion of chart 
review and a semi-structured interview. It is one of the 
most widely used semi-structured interviews for assessing 
the wide range of psychopathology in schizophrenia. For 
the purposes of this study, three of the analytically derived 
PANSS factor component scores were utilized: Positive, 
Negative and Emotional Discomfort (36). Assessment of 
interrater reliability revealed excellent to good rater agree-
ment, with intraclass correlations ranging from .90 to .81 for 
positive and negative component scores, respectively.

The Internalized Stigma of Mental Illness Scale 
(ISMIS)
	 The ISMIS (42) is a 29-item questionnaire designed to 
assess subjective experiences of stigma. The ISMIS presents 
first-person statements and asks participants to rate state-
ments on a 4-point Likert scale from 1 (“Strongly Disagree”) 
to 4 (“Strongly Agree”). Two of the five subscales were used 
in this study: Stereotype Endorsement and Discrimination 
Experience. Stereotype Endorsement reflects agreement 
with negative stereotypes of mental illness, while Discrimi-
nation Experience reflects mistreatment attributed to the 
biases of others. There has been evidence of adequate inter-
nal consistency, test-retest reliability, factorial and conver-
gent validity reported elsewhere, including links with mo-
rale and well-being (42, 43).  The instrument was presented 
to persons in its written form with research assistants avail-
able to assist if participants were confused about the mean-
ing of any item. Only two subtests were chosen to reduce the 
number of correlations and, thereby, reduce the likelihood 
of spurious findings.

The Multidimensional Self-Esteem Inventory 
(MSEI)
	 The MSEI (44) is a 116-item, self-report measure which 
assesses individuals’ self-perception of their overall social 
value. Respondents rate items on a 5-point scale accord-
ing to the degree or frequency with which each item applies 
to them. The MSEI offers t-scores based on a community 
sample. Two of the eight subscales were used in this study: 
Competence and Likability. Competence assesses the degree 
to which a person feels capable of learning and mastering 
tasks. Likability assesses acceptance by peers. Scale scores 
are calculated with higher scores reflecting greater levels of 
self-esteem. Evidence of internal consistency for this scale 
on participants with schizophrenia has been presented else-
where (45). Only two subtests were chosen to reduce the 
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number of correlations and, thereby, reduce the likelihood 
of spurious findings.

Multidimensional Anxiety Questionnaire (MAQ) 
	 The MAQ (46) is a 40-item, self-report questionnaire 
designed to tap multiple domains of the experience of anxi-
ety. For the purposes of this study, we were interested in 
the subscale “Social Anxiety,” which assesses worries about 
social embarrassment and social avoidance. Reynolds (46) 
presents evidence of acceptable internal consistency and 
test-retest reliability from both a general psychiatric and 
community sample and factorial validity from a combined 
psychiatric and community sample. Evidence of the valid-
ity of this scale in schizophrenia includes a previous study 
reporting strong correlations between MAQ scores and 
observer ratings of anxiety using the Positive and Negative 
Syndrome Scale (47).

Bell-Lysaker Emotional Recognition Task 
(BLERT)
	 The BLERT (48) is a measure of ability to identify af-
fect cues in videotaped stimuli. Participants are presented 
with videotaped segments and asked to correctly identify 
neutral, positive (happy and surprised) and negative (fear-
ful, angry, disgusted, sad) affects presented by an actor in 
a total of 21 separate vignettes. Scores are available for the 
number of correctly identified affects. For the purposes of 
this study we also scored the frequency with which every 
possible error was made. The BLERT has excellent categori-
cal stability of measurement over five months (Kappa=0.93), 
and has demonstrated discriminant validity among commu-
nity, substance-abuse, and schizophrenia samples. 

Marlowe-Crowne Social Desirability Scale 
(MCSDS)
	  The MCSDS (49) is a self-report measure of 33 items 
which participants are asked to endorse as true or false re-
garding their own experiences. Items reflect culturally sanc-
tioned behaviors that are, nevertheless, unlikely to occur. 
Higher scores suggest a need to obtain approval by respond-
ing in the perceived culturally approved manner.	

Procedures
	 The appropriate research review committees of Indi-
ana University and the Roudebush VA Medical Center ap-
proved all procedures. Following informed consent, diagno-
ses were determined using the Structured Clinical Interview 
for DSM-IV (SCID) (50). A clinical psychologist conducted 
all diagnostic interviews. Following the SCID, participants 
were administered the PANSS, MCSDS, MSEI, MAQ, ISMIS 
and BLERT. A research assistant was available to assist par-
ticipants if there were difficulties reading or understanding 

the questionnaires. PANSS ratings were made blind to all 
other assessment scores. PANSS interviews were conducted 
by trained research assistants with a minimum of a bach-
elor’s degree in psychology or a related field.
	 Participants were then provided with work placements 
within the VA, which offered up to twenty hours of work per 
week. Work placements included patient escort services, a 
central mailing room, and housekeeping. Participants were 
supervised by regular work site supervisors. Data on hours 
of work per week were collected by time cards which were 
verified by work site supervisors. Five months following 
baseline, participants completed the MAQ. 

Analyses
	 Analyses proceeded in five phases. First, MAQ social 
anxiety scores were correlated with baseline demographics, 
as well as the measure of social desirability, in order to de-
termine whether there was a need for covariates in the final 
stages of the analyses. Social anxiety scores were also cor-
related with hours and weeks of work to determine whether 
follow-up scores had been affected by participation in voca-
tional rehabilitation. Social anxiety scores at baseline were 
also correlated with those at time 2 to determine the stability 
of the phenomenon. Second baseline assessment of symp-
toms, self-esteem, stigma and affect recognition were cor-
related with social anxiety scores at baseline and five month 
follow-up. In this phase of the analyses, we adjusted our 
alpha to .005 given the large number of possible compari-
sons. In the third phase, stepwise multiple regressions were 
performed predicting baseline and then five-month follow-
up social anxiety scores from baseline variables linked to 
these two social anxiety scores in the univariate correlations. 
Fourth, the regressions were repeated entering any possibly 
confounding variables found in the first phase of the analy-
ses. Finally, in the fifth phase, we planned a regression in 
which we sought to predict social anxiety at follow-up from 
the same predictor variables controlling for social anxiety at 
baseline. The purpose of this was to determine whether any 
of the predictor variables were uniquely related to develop-
ment in social anxiety not present at baseline. A sample of 
over seventy-five participants was deemed to have sufficient 
power as it would be able to detect correlations of 0.30 or 
greater at the .01 level.

Results
	 Mean scores for all measures obtained are presented 
in Table 1. As noted, participants tended to have moderate, 
though not severe, levels of social anxiety (t-scores between 
61 and 65). Correlations and t-tests revealed baseline social 
anxiety score was unrelated to age, education, or diagnosis. 
Social anxiety scores did not differ between male and female 
participants. Social anxiety at time 2 was not correlated with 
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Table 1       Mean Scores of Stigma, Symptoms, 
                       Self-Esteem, Social Anxiety, and 
                       Social   Desirability (n=78) 

Mean
Standard
Deviation

16.04

19.41 

12.95 

1.07

1.46

44.77

42.17

65.44 

61.62

19.79

(4.50)

(4.90)

 (4.41)

(0.49)

(0.67)

(9.88)

(12.25)

(15.67)

(15.74)

(5.99)

participation in the work program; however, higher levels of 
social anxiety at time 1 were related to working fewer hours 
during the work program. When the relationship between 
social anxiety and social desirability was examined, a signifi-
cant correlation was noted, suggesting lower levels of social 
anxiety at the first and second time points were linked to 
higher scores on the social desirability scale (r=-0.38, p<.01; 
r=-0.31, p<.01, respectively). Social anxiety, as assessed at 
time 1, was highly related to social anxiety as assessed five 
months later (r=0.67, p<.0001).
	 Symptoms, self-esteem, stigma and social cognition 
variables were next correlated with both assessments of so-
cial anxiety. As revealed in Table 2, greater levels of negative 
symptoms, emotional discomfort symptoms, stereotype en-
dorsement and discrimination experiences and lower levels 
of self-appraised competence and likability were linked to 
lower levels of social anxiety at both time points. Higher 
levels of positive symptoms were linked to greater levels of 
social anxiety when assessed concurrently but not prospec-
tively. Affect recognition was not significantly linked to so-
cial anxiety. 
	 As detailed in Table 3, when entered into a stepwise 
regression, higher levels of social anxiety at baseline were 
linked to higher levels of emotional discomfort, greater lev-
els of likability and negative symptoms. Greater levels of so-
cial anxiety five months later were linked to greater levels of 
self-appraised likability, higher levels of negative symptoms, 
more discrimination experiences and greater levels of emo-
tional discomfort. When both stepwise multiple regression 
analyses were repeated with the social desirability measure 
forced to enter in the first step as a covariate, all variables 

noted above continued to make a significant contribution at 
the .05 level. Finally, a stepwise regression was conducted in 
which likability, emotional discomfort, and negative symp-
toms, discrimination experiences were entered to predict 
social anxiety at five months, with social anxiety at baseline 
forced to enter first as a covariate. This analysis revealed 
that, after 45% of the variance was accounted for by base-
line social anxiety, baseline discrimination experiences and 
negative symptoms were still significantly related to social 
anxiety assessed five months later. When initial levels of 
social anxiety were accounted for, likability and emotional 
discomfort at baseline were no longer significantly related to 
social anxiety at five months.	
	
Discussion
	 In this study, we examined whether measures of three 
types of symptoms, two aspects of stigma and two aspects 
of self-esteem and affect recognition were related to levels 
of social anxiety in a sample of persons with schizophrenia 
enrolled in vocational rehabilitation. Consistent with initial 
predictions, negative symptoms, emotional discomfort, self-
appraisals of competence and likability by others, as well as 
stereotyped endorsement and experiences with discrimina-
tion, were all closely linked to higher ratings of participants 
with both significant levels of social anxiety. Of note, con-
trary to initial prediction, positive symptoms were related 
only to concurrent assessment of social anxiety, and affect 
recognition and social anxiety appeared relatively unrelated. 
	 When we sought to look at whether any of these vari-
ables were uniquely linked with social anxiety, we found 
that emotional discomfort, negative symptoms and likability 

PANSS Positive Component

PANSS Negative Component

PANSS Emotional Discomfort Component	

ISMI Stereotype Endorsement

ISMI Discrimination Experience

MSEI Competence Component

MSEI Likability Component

MAQ Social Anxiety (Time 1)

MAQ Social Anxiety (Time 2)

MCSDS Social Desirability

Table 2       Correlations of Social Anxiety with 	
	       Symptoms, Stigma, Self-Esteem, 	  	
	       and Emotion Recognition (n=78)

Baseline
Five Months 

Later

0.36†

0.33† 

0.65‡ 

0.37† 

0.44‡ 

-0.54‡ 

-0.70‡

0.08

0.27*

0.36†

0.49‡ 

0.41‡ 

0.45‡ 

-0.53‡

-0.58‡

-0.02

PANSS Positive Component

PANSS Negative Component

PANSS Emotional Discomfort Component	

ISMI Stereotype Endorsement

ISMI Discrimination Experience

MSEI Competence Component

MSEI Likability Component

BLERT Emotion Recognition

Predictor Variables at Baseline

Social Anxiety

*p<.05; †p<.005; ‡p<.001
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were linked with social anxiety assessed both concurrently 
and prospectively. Interestingly, discrimination experiences 
made a unique contribution to the prediction of social anxi-
ety only prospectively. These correlations were found to per-
sist when the effects of a measure of social desirability were 
controlled for statistically. Thus, results cannot be explained 
as a tendency on the part of some participants to report only 
what they expected others want to hear (e.g., to report that 
they felt no stigma and thought highly of themselves because 
they thought that the experimenters wanted to hear that). 
Additionally, when initial levels of social anxiety were con-
trolled for, negative symptoms and discrimination experi-
ences at baseline continued to predict social anxiety at five 
months, suggesting that the correlations between some of 
the baseline measures and social anxiety five months later 
were not merely the result of the stability of social anxiety 
itself. Results, thus, are consistent with at least one previous 
study suggesting that self-esteem may prospectively predict 
social anxiety over time (21), as well as theories that stigma 
may have a negative impact on functioning over time (24).
	 While the nature of our analyses of group comparisons 
precludes drawing causal conclusions, results may suggest 
some hypotheses for future study. First, it is possible that 
the convergence of negative symptoms, such as lack of affect 
and volition, coupled with the sense that one is generally not 
likable in the eyes of others, and general affective distress, 
triggers social anxiety. It is also possible that the experience 
of being discriminated against as a result of having a men-
tal illness may have a corrosive and additive effect on social 
anxiety over time as well. Putting these together, one pos-
sible model that could be examined in future studies is that 
social anxiety develops in schizophrenia, in part, in response 
to a vicious circle. For instance, perhaps ongoing discrimi-
nation experiences for some negatively affect self-esteem 
by strengthening beliefs that one is not worthy of others’ 
interest. This may then lead to expectations of rejection and 

embarrassment in social relationships and, therefore, to 
fearful avoidance of social situations. Alternatively, a feed-
back loop may be created wherein negative relational experi-
ences lead to withdrawal, withdrawal leads to a lack of social 
skill development, poor social skills lead to negative rela-
tional experiences, and so on.  In some ways, this suggests 
a possible parallel with work on depression by Sloman and 
colleagues (51) in which negative symptoms themselves may 
be a reflection of the unintended consequences of naturally 
occurring defensive strategies.
	 Of note, there are alternative hypotheses that cannot be 
ruled out to explain these results. These include the prospect 
that higher levels of social anxiety lead to negative symptoms 
or emotional discomfort. It is also possible that the associa-
tions of social anxiety, self-esteem, stigma and symptoms 
noted here are the products of other biological or sociocul-
tural variables not measured.  Nevertheless, the inclusion 
of prospective assessments of social anxiety in the current 
study provides stronger support for the perspective that the 
predictor variables studied are not themselves caused by 
social anxiety.
	 Additionally, there were several unexpected findings. 
In particular, social anxiety was not linked with affect rec-
ognition, and the links between social anxiety and positive 
symptoms were relatively weak. This may suggest that it is 
internal distress, and not an inability to name the affects 
of others, which leads persons with schizophrenia to avoid 
social interactions for fear of embarrassment. It may also be 
that positive symptoms as transitory phenomenon have no 
enduring association with social anxiety. It is also possible 
they are linked to social anxiety, but only in combination 
with other factors such as impairments in executive function 
(52). As with all unexpected findings, this awaits replication 
and further study before any interpretation of it is given any 
weight. 

Table 3       Sequential Regressions Analyses Predicting Social 
	        Anxiety at Time 1 and Time 2 from Baseline Measures 		
	        (n=78)

Time
of Social
Phobia

Assessment
Predictors

from Baseline

Likability
Emotional Discomfort
Negative Symptoms

Likability
Negative Symptoms
Discrimination Experiences
Emotional Discomfort

Partial R2 Total R2 F(df)

0.48
0.12
0.04

0.34
0.08
0.04
0.04

0.48
0.60
0.64

0.34
0.42
0.46
0.50

44.11 (3,74)*

17.87 (4,73)*

*p<.001

Baseline

Five Month
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2.

3.

4.

5.

6.

7.
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9.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

	 Finally, there are also limitations to this study. Partici-
pants were predominantly male and generally in their for-
ties, and our sample size was modest. Replication is needed 
with samples including more females and males in earlier 
phases of illness incorporating multiple methods of assessing 
social anxiety. Research is also needed with larger samples 
and with more assessment across spans of time greater than 
five months. Additionally, many possible correlates of social 
anxiety were not examined in this study, including possible 
biological underpinnings of anxiety. Given the many analy-
ses performed, this study must be considered as exploratory 
in nature and, given that the observed correlations were 
modest, the clinical significance of these findings also re-
mains to be determined. Lastly, because all participants had 
schizophrenia spectrum disorders, we cannot determine if 
the purported relationships are specific to schizophrenia 
per se.  Put another way, we cannot tell whether what was 
found here would be equally true for individuals who do not 
have schizophrenia. To address this issue, future studies are 
needed that include comparison samples of people who do 
not have schizophrenia. This would give us more direct and 
less speculative insight into what is specific to the illness and 
what has to do with the nature of human beings.  
	 With replication, these findings may have several clini-
cal implications. First, as interventions are developed that 
could target social anxiety in persons with schizophrenia  
(53, 54) it may be important that these interventions address 
the impact of discrimination experiences, experiences that 
can attenuate social anxiety over time. For instance, it might 
prove important for persons to be able to not only name 
discrimination experiences, but reject that they are a reason 
to expect embarrassment. Finally, given that a commonal-
ity between many of the factors studied is a general lack of 
social involvement, a prime challenge for treatment may be 
to address barriers to the development of social networks.  
Perhaps an essential starting point for such a treatment is in 
the development of a strong, therapeutic, nonstigmatizing 
relationship in which a person with schizophrenia is provid-
ed the needed safety for the development of an experience 
of him or herself as a valuable and competent being. Such 
a relationship might be conceptualized as allowing for the 
growth of a template for positive interpersonal experiences. 
This could further serve to offset the damage caused by dis-
crimination experiences, and a new feedback loop may then 
be created where a person with more skills and self-esteem 
feels more comfortable approaching social situations with a 
sense of agency.

Acknowledgments
	 Research was funded by the Veterans Administration 
Rehabilitation Research and Development Service. 

References
Bleuler E. Dementia praecox or the group of schizophrenias (1911). Translated by 
Zinkin J. New York: International Universities Press; 1950.

American Psychiatric Association. Diagnostic and Statistical Manual of Mental 
Disorders, Fourth Edition. Washington, DC, American Psychiatric Association, 
1994.

Bermanzohn PC, Porto L, Arlow PB, Pollack S, Stronger R, Siris SG. Hierarchical 
diagnosis in chronic schizophrenia: a clinical study of co-occurring syndromes. 
Schizophr Bull 2000;26(3): 517-525.

Cassano GB, Pini S, Saettoni M, Dell’Osso L. Multiple anxiety disorder comor-
bidity in patients with mood spectrum disorders with psychotic features. Am J 
Psychiatry 1999;156(3):474-476.

Cosoff SJ, Hafner J. The prevalence of comorbid anxiety in schizophrenia, schizoaf-
fective disorder and bipolar disorder. Aust N Z J Psychiatry 1998;32(1):67-72.

Kendler KS, McGuire M, Gruenberg AM, Walsh D. Examining the validity of 
DSM-III-R schizoaffective disorder and its putative subtypes in the Roscommon 
Family Study. Am J Psychiatry 1995;152(5):755-764.

Penn DL, Hope DA, Spaulding W, Kucera J. Social anxiety in schizophrenia. 
Schizophr Res 1994;11(3):277-284.

Pallanti S, Quercioli L, Hollander E. Social anxiety in outpatients with schizophre-
nia: a relevant cause of disability. Am J Psychiatry 2004;161(1):53-58.  

Blanchard JJ, Mueser KT, Bellack AS. Anhedonia, positive and negative affect, and 
social functioning in schizophrenia. Schizophr Bull 1998;24(3):413-424.

Gumley A, O’Grady M, Power K, Schwannauer M. Negative beliefs about self and 
illness: a comparison of individuals with psychosis with or without comorbid so-
cial anxiety disorder. Aust N Z J Psychiatry 2004;38(11):960-964.

Meyer SE, Bearden CE, Lux SR, Gordon JL, Johnson JK, O’Brien MP, et al. The 
psychosis prodrome in adolescent patients viewed through the lens of DSM-IV. J 
Child Adolesc Psychopharmacol 2005;15(3):434-451.

Johnstone EC, Ebmeier KP, Miller P, Owens DG, Lawrie SM. Predicting 
schizophrenia: findings from the Edinburgh High-Risk Study. Br J Psychiatry 
2005;186:18-25.

Braga RJ , Petrides G, Figueira I. Anxiety disorders in schizophrenia. Compr Psy-
chiatry 2004;45(6):460-468.

Hofmann SG. Cognitive factors that maintain social anxiety disorder: a compre-
hensive model and its treatment implications. Cogn Behav Ther 2007;36(4):193-
209. 

Hansson L. Determinants of quality of life in people with severe mental illness. 
Acta Psychiatr Scand 2006;429:46-50.

Hobfoll SE, Walfish S. Coping with a threat to life: a longitudinal study of self con-
cept, social support, and psychological distress. J Soc Clin Psychol 1984;12(1):87-
100.

Roe D. A perspective study on the relationship between self-esteem and func-
tioning during the first year being hospitalized for psychosis. J Nerv Ment Dis 
2001;191:45-49.

Smith B, Fowler DG, Freeman D, Bebbington P, Bashforth H, Garety P, et al. Emo-
tions and psychosis: links between depression, self-esteem, negative schematic 
beliefs and delusions and hallucinations. Schizophr Res 2006;86(1-3):181-188.

Tarrier N, Barrowclough C, Andrews B. Risk of non-fatal suicide ideation and be-
haviour in recent onset schizophrenia--the influence of clinical, social, self-esteem 
and demographic factors. Soc Psychiatry Psychiatr Epidemiol 2004;39(11):927-
937. 

Lysaker PH, Davis LW, Tsai J. Suspiciousness and low self esteem as predictors 
of misattributions of anger in schizophrenia spectrum disorders. Psychiatry Res 
2009;166(2-3):125-131.

Karatzias T, Gumley A, Power K, O’Grady M. Illness appraisals and self-esteem as 
correlates of anxiety and affective comorbid disorders in schizophrenia. Compr 
Psychiatry 2007;48(4):371-355.

Lysaker.indd   7 3/12/10   10:48 AM



Social Anxiety in Schizophrenia

48   •   Clinical Schizophrenia & Related Psychoses  April 2010

Lysaker PH, Ringer JM, Davis LW. Associations of social anxiety and self es-
teem across six months for persons living with schizophrenia spectrum disor-
ders. Psychiatr Rehabil J 2008;32(2):132-134.

Link BG, Phelan JC, Bresnahan M, Stueve A, Pescosolido BA. Public concep-
tions of mental illness: labels, causes, dangerousness and social distance. Am J 
Public Health 1999;89(9):1328-1333.

Birchwood M, Trower P, Brunet K, Gilbert P, Iqbal Z, Jackson C. Social anxiety 
and the shame of psychosis: a study in first episode psychosis. Behav Res Ther 
2007;45(5):1025-1037.

van Zelst C. Stigmatization as an environmental risk in schizophrenia: a user 
perspective. Schizophr Bull 2009;35(2):293-296.

Dickerson FB, Sommerville J, Origoni AE, Ringel NB, Parente F. Experiences of 
stigma among outpatients with schizophrenia. Schizophr Bull 2002;28(1):143-
155.

Wright ER, Gronfein WP, Owens TJ. Deinstitutionalization, social rejec-
tion, and the self-esteem of former mental patients. J Health Soc Behav 
2000;41(1):68-90.

Yanos PT, Rosenfield S, Horwitz A. Negative and supportive social interactions 
and quality of life among persons diagnosed with severe mental illness. Com-
munity Ment Health J 2001;37(5):405-419.

Kang E, Rapkin BD, DeAlmeida C. Are psychological consequences of stigma 
enduring or transitory? A longitudinal study of HIV stigma and distress among 
Asians and Pacific Islanders living with HIV illness. Aids Patient Care STDS 
2006;20(10):712-723.

Cassano GB, Pini S, Saettoni M, Rucci P, Dell’Osso L. Occurrence and clinical 
correlates of psychiatric comorbidities in patients with psychotic disorders. J 
Clin Psychiatry 1998;59(2):60-68.

Yanos PT, Roe D, Lysaker PH. The impact of illness identity on recovery from 
severe mental illness. American Journal of Psychiatric Rehabilitation. In press 
2010.

Huppert JD, Smith TE. Anxiety and schizophrenia: the interaction of subtypes 
of anxiety and psychotic symptoms. CNS Spectr 2005;10(9):721-731.

Abell F, Hare DJ. An experimental investigation of the phenomenology of 
delusional beliefs in people with Asperger syndrome. Autism 2005;9(5):515-
531.

Liebowitz MR, Gorman JM, Fyer AJ, Klein DF. Social phobia. Review of a ne-
glected anxiety disorder. Arch Gen Psychiatr 1985:42(7);729-736.

Salvatore G, Dimaggio G, Lysaker PH. An intersubjective perspective on nega-
tive symptoms of schizophrenia: implications of simulation theory. Cogn Neu-
ropsychiatry 2007;12(2):144-164.

Bell MD, Lysaker PH, Beam-Goulet JL, Milstein RM, Lindenmayer JP. Five-
component model of schizophrenia: assessing the factorial invariance of the 
positive and negative syndrome scale. Psychiatry Res 1994;52(3):295-303.

Goldin PR, Manber T, Hakimi S, Canli T, Gross JJ. Neural bases of social anxi-
ety disorder: emotional reactivity and cognitive regulation during social and 

physical threat. Arch Gen Psychiatry 2009;66(2):170-180.

Bell M, Tsang HW, Greig TC, Bryson GJ. Neurocognition, social cognition, 
perceived social discomfort, and vocational outcomes in schizophrenia. 
Schizophr Bull 2009;35(4):738-747.

Horton HK, Silverstein SM. Social cognition as a mediator of cognition and 
outcome among deaf and hearing people with schizophrenia. Schizophr Res 
2008;105(1-3):125-137.

Easter J, McClure EB, Monk CS, Dhanani M, Hodgdon H, Leibenluft E, et al. 
Emotion recognition deficits in pediatric anxiety disorders: implications for 
amygdala research. J Child Adolesc Psychopharmacol 2005;15(4):563-570.

Kay SR, Fiszbein A, Opler LA. The positive and negative syndrome scale 
(PANSS) for schizophrenia. Schizophr Bull 1987;13(2):261-276. 

Ritsher JB, Otilingam PG, Grajales M. Internalized stigma of mental illness: 
psychometric properties of a new measure. Psychiatry Res 2003;121(1):31-49.

Ritsher JB, Phelan JC. Internalized stigma predicts erosion of morale among 
psychiatric outpatients. Psychiatry Res 2004:129(3):257-265.

O’Brien EJ, Epstein S. MSEI: the multidimensional self-esteem inventory, pro-
fessional manual. Lutz (FL): Psychological Assessment Resources, Inc.; 1998.

Lysaker PH, Tsai J, Yanos P, Roe D. Associations of multiple domains of 
self-esteem with four dimensions of stigma in schizophrenia. Schizophr Res 
2008;98(1-3):194-200.

Reynolds WM. Multidimensional anxiety questionnaire. Lutz (FL): Psycho-
logical Assessment Resources, Inc.; 1999.

Lysaker PH, Salyers MP. Anxiety symptoms in schizophrenia spectrum disor-
ders: associations with social function, positive and negative symptoms, hope 
and trauma history.  Acta Psychiatr Scand 2007;116(4):290-298.

Bell MD, Bryson G, Lysaker P. Positive and negative affect recognition in 
schizophrenia: a comparison with substance abuse and normal control sub-
jects. Psychiatry Res 1997;73(1-2):73-82. 

Crowne DP, Marlowe D. A new scale of social desirability independent of psy-
chopathology. J Consult Psychol 1960;24:349-354.

Spitzer R, Williams J, Gibbon M. Structured clinical interview for DSM-IV 
(SCID). New York (NY): Biometrics Research; 1995.

Sloman L, Gilbert P, Hasey G. Evolved mechanisms in depression: the role 
and interaction of attachment and social rank in depression. J Affect Disord 
2003;74(2):107-121.

Lysaker PH, Hammersley J. Association of delusions and lack of cognitive flex-
ibility with social anxiety in schizophrenia spectrum disorders. Schizophr Res 
2006;86(1-3):147-153.

Halperin S, Nathan PR, Castle D, Drummond P. A cognitive behavioural 
group intervention for social anxiety in schizophrenia. Aust N Z J Psychiatry 
2003;34(5):809-818. 

Kingsep P, Nathan P, Castle D. Cognitive behavioural group treatment for 
social anxiety in schizophrenia. Schizophr Res 2003;63(1-2):121-129.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

Lysaker.indd   8 3/12/10   10:48 AM


	_CS0410PG41
	_CS0410PG42
	_CS0410PG43
	_CS0410PG44
	_CS0410PG45
	_CS0410PG46
	_CS0410PG47
	_CS0410PG48

