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Abstract
Objective—Social Anxiety Disorder (SAD) is increasingly being recognized as a prevalent,
unremitting, and highly comorbid disorder1 yet studies focusing on this disorder among U.S.
Latinos and immigrant populations are not available. This article evaluates ethnic differences in
the prevalence, comorbidity, and age of onset of SAD. Cultural and contextual factors associated
with risk of SAD are also examined within the Latino population.

Method—Data are analyzed using the National Latino and Asian American Study (NLAAS) and
the National Comorbidity Survey-Replication (NCS-R). Both studies utilized the World Mental
Health – Composite International Diagnostic Interview, which estimates the prevalence of lifetime
and 12-month psychiatric disorders according to DSM-IV criteria.

Results—Latinos (LAT) reported lower lifetime and 12-month SAD prevalence and a later age
of onset than U.S.-born non-Latino Whites (NLW). On the other hand, LAT diagnosed with 12-
month SAD reported higher impairment across home, work, and relationship domains than their
NLW counterparts. Overall, high SAD comorbidity was found with depressive, anxiety, and
substance-related disorders among both ethnic groups. However, relative to NLW, LAT who
entered the U.S. after the age of 21 were less likely to have lifetime SAD comorbidity with drug
abuse and dependence and more likely to report lifetime SAD comorbidity with agoraphobia.

Conclusion—Varied trajectories of SAD risk are present across ethnicity and nativity groups.
Clinicians must consider how culture and ethnicity shape these different presentations and
determine treatment options accordingly. Outreach efforts are needed to reach immigrant Latinos,
and those with comorbid SAD and Agoraphobia in particular.
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Introduction
Social anxiety disorder (SAD), or social phobia, is characterized by a marked and persistent
fear of social or performance situations and an avoidance or fear of humiliation and
embarrassment associated with these situations2. It is estimated that SAD is present at some
point in the lives of as many as 13% of the adult population in several Western countries3.
Lifetime prevalence of SAD among the English speaking population of the United States
were recently estimated at 12.1%4. SAD is the third most common lifetime disorder among
United States adults, behind only alcohol dependence and major depressive disorder5.
Women, those of lower socio-economic status, and those who are young and unmarried are
generally considered to be at higher risk for the diagnosis3.

Cross-cultural variability in the prevalence of SAD has also been found. Surveys conducted
in urban and rural areas of Korea and Taiwan, for example, documented lifetime prevalence
of less than 1%6–7. Epidemiological surveys in Latin America have reported lifetime
prevalence of 2.4% (Mexico City, Mexico)8, 3.5% (Sao Paulo, Brazil)9, and 1.6% (Puerto
Rico)10 using DSM-IV, ICD-10, and DSM-III criteria, respectively. Most recently, Medina-
Mora and her colleagues11 reported a lifetime prevalence of 4.7% among a national sample
carried out in Mexico using ICD-10 criteria. Thus, in general, international research studies
suggest that the prevalence of SAD in the U.S. is higher than in Latin American and Asian
countries. However, the complex role that culture may play in the emergence of this disorder
remains unclear and at least some of the differences in prevalence reported are the result of
differences in the instruments and diagnostic criteria used across the studies.

Within the U.S., ethnic and nativity group comparisons in prevalence have yielded mixed
results. For example, Karno and his colleagues12, using the Los Angeles site data from the
Epidemiologic Catchment Area (ECA) study, reported no significant differences across
U.S.-born Non-Latino Whites, U.S.-born Mexican Americans, and Mexico-born Mexican
Americans. In the Mexican American Prevalence and Service Study (MAPSS), conducted in
Fresno, California, a lifetime prevalence of 7.4% was reported13, and U.S.-born Mexican
Americans reported prevalence that was more than twice as high (10.9%) as their
counterparts born in Mexico (5.3%). Results from the National Epidemiologic Survey on
Alcohol and Related Conditions (NESARC) corroborate this pattern of results. Mexican
Americans born in Mexico had lower lifetime SAD prevalence (2.1%) than Mexican
Americans (4.1%) and Non-Latino Whites (5.5%) born in the U.S14. Thus, it appears that,
when differences emerge, foreign-born Latinos are at lower risk for SAD.

More research is needed to disentangle the prevalence among U.S. Latinos, however. All
three studies cited earlier focused on Mexican American samples. Comparable reports for
other U.S. Latino groups are needed, since these groups combined represent one-third of the
Latino population living in the U.S.15. The lifetime prevalence of SAD among U.S. Latinos
surveyed in the NCS was reported as 19.0%13. However, the NCS was conducted entirely in
English and, as a result, excluded a significant number of monolingual Spanish speaking
foreign-born Latino participants. The NESARC study, which used a different diagnostic
instrument available in both Spanish and English, found that lifetime SAD was 1.6% for
Cubans and 5.1% for Puerto Ricans16. This indicates that more attention is needed to further
clarify whether or not there are subgroups of Latinos who are at a relatively higher risk for
this disorder.

SAD is strongly associated with other psychiatric disorders. In the NCS, 81% of those with
SAD also reported at least one additional lifetime disorder, and about one half (48%)
reported as many as three additional lifetime disorders17. Comorbidity was present with
other anxiety disorders (56.9%), affective disorders (41.4%), and substance-related disorders
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(39.5%). High comorbidity has similarly been documented among samples with relatively
lower base rates of SAD prevalence18 and among children and adolescents19–20. To date,
however, little is known about SAD comorbidity patterns among ethnic minority groups in
the U.S., including among Latinos.

In addition to being highly comorbid, SAD typically emerges by early to mid adolescence.
Wittchen and Fehm1 have noted that the age of onset of SAD in epidemiological studies
ranges between 10 and 16.6 years. New cases of this disorder are thought to be rare after the
second decade of life21. Because of this early onset, SAD often precedes the emergence of
other psychiatric disorders22,19. Even disorders that require a childhood onset for diagnosis,
such as conduct disorder, have been reported as having, on average, a later onset than
SAD23. However, because virtually no information is available about the onset of SAD
among representative samples of U.S. Latinos, it is difficult to ascertain the extent to which
the onset and temporal sequence of SAD in relation to other disorders generalizes across
cultural subgroups in the United States. The closest indicator regarding age of onset of SAD
among Latin American populations comes from a national study conducted in Mexico11

which found a median age of onset of 13 years.

Although there is increased interest in the role of cultural factors in the etiology and course
of SAD1,24, much less is known about whether the timing of immigration affects whether or
not a person develops the disorder. SAD is often characterized by public speaking fears,
which are among the most common feared social and performance situations19,25, endorsed
by as many as 77 percent of those with SAD25. As a result, immigrant groups arriving to the
United States with comparatively lower educational levels and low levels of English fluency
may be at risk26–27.

The specific aims of this study, therefore, are to:

1. Compare the lifetime and 12-month prevalence of SAD across nationally
representative samples of U.S. Latinos and Non-Latino whites. Ethnic differences
associated with diagnostic characteristics of SAD are also evaluated. These include
the age of onset of social anxiety and levels of functional impairment that are
attributed to the disorder.

2. Examine patterns of risk of SAD across sociodemographic factors for both Latinos
and non-Latino whites. Sex, age, income, education, and employment are among
those evaluated. Among Latinos, additional cultural and contextual factors such as
language proficiency, nativity, and age of immigration are also examined, in terms
of their relationship to both the prevalence and age of onset of this disorder.

3. Determine the lifetime presence of comorbidity of SAD with selected disorders,
including depressive disorders, other anxiety disorders, and substance use
disorders, and examine differences in the reports of comorbidity across ethnicity
and nativity groups.

Method
Participants

As described elsewhere28, the Latino arm of the NLAAS is a nationally representative
survey of English- and Spanish-speaking household residents ages 18 and older in the non-
institutionalized population of the coterminous United States. Approximately half of the
Latino sample in NLAAS was surveyed in Spanish and a 75.5% response rate was obtained.
The Institute for Social Research (ISR) at the University of Michigan was responsible for
data collection, which took place between May 2002 and November 2003. A multi-stage
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clustered area probability sample of households was employed, and Latinos were stratified
across four subgroups (Puerto Rican, Cuban, Mexican and Other Latinos). The NLAAS
weighted sample is similar to the 2000 Census in sex, age, education, marital status, and
geographical distribution (data not shown) but different in immigration status and household
income of the respondent, with more immigrants to the U.S. and lower income respondents
in the NLAAS sample. This discrepancy may be due to undercounting of immigrants29 and
non-inclusion of those who are undocumented30.

The National Comorbidity Survey-Replication (NCS-R) Part II is a nationally representative
survey of English-speaking household residents (n=9282) aged 18 years and older living in
the conterminous United States31. Face to face interviews were conducted by professional
interviewers from the Institute for Social Research at the University of Michigan, Ann
Arbor. NCS-R interviews were conducted between February 2001 and April 2003. The
overall response rate for the survey was 70.9%. Although the NCS-R surveyed Latinos,
monolingual Spanish-speaking Latinos and other non-English speaking immigrant groups
were excluded. Therefore, only the non-Latino US-born whites surveyed in the NCS-R were
selected for the present study (n=4,047).

The NLAAS and NCS-R are collectively part of the National Institute of Mental Health
(NIMH) Collaborative Psychiatric Epidemiology Surveys Initiative and were designed to
allow for cross-linking of data in order to facilitate comparisons, particularly with regard to
the various ethnic groups represented32.

Procedure
The NLAAS survey data were collected by 275 trained multilingual interviewers, while the
NCS-R surveys were conducted by 342 certified English interviewers. Interviews were
administered using laptop computers with appropriate survey software. Recruitment into the
initial NLAAS interview began with an introductory letter and study brochure mailed to the
sample households. All study materials were translated into Spanish. Interviewers obtained
written informed consent in the respondent’s preferred language. The Institutional Review
Board Committees of Cambridge Health Alliance, the University of Washington, and the
University of Michigan approved all recruitment, consent, and interviewing procedures.
Similarly, respondents of the NCS-R received a brochure in the mail followed by an
informational household visit. Consent procedures for the NCS-R were approved by the
Human Subjects Committees of Harvard Medical School and the University of Michigan.

Measures
Diagnostic instrument—Both lifetime and past-year prevalence of psychiatric disorders
were obtained using the diagnostic interview of the World Mental Health Survey Initiative
version of the World Health Organization Composite International Diagnostic Interview
(WMH-CIDI). The WMH-CIDI is a fully structured diagnostic instrument administered by
trained lay interviewers that is based on DSM-IV and ICD-10 symptom criteria. For this
study, data regarding the diagnostic history of the NCS-R and NLAAS respondents were
obtained for 13 psychiatric disorders. These included SAD and four other anxiety disorders
(Generalized Anxiety Disorder, Agoraphobia, Panic Disorder, and Post Traumatic Stress
Disorder); two depressive disorders (Major Depression and Dysthymic Disorder); four
substance use disorders (Alcohol Abuse, Alcohol Dependence, Drug Abuse, and Drug
Dependence); and two additional disorders (Bulimia Nervosa and Conduct Disorder).
Conduct Disorder was only evaluated retrospectively and only among individuals who were
45 years of age or younger. Anorexia Nervosa was not included due to its low prevalence
among NLAAS respondents33. All diagnoses were made with DSM-IV organic exclusion
rules.
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WMH-CIDI SAD screening and diagnostic module—The WMH-CIDI screening
procedure for SAD involved two primary questions regarding the presence of social fears
related to several social/performance situations (see items A and B in Table 1). Individuals
who endorsed either of these initial two items were subsequently asked additional screener
questions, in part to determine the severity or intensity of these fears and other related DSM-
IV SAD diagnostic criteria (see items C-E in Table 1). These include whether or not they
believe their social fears are unreasonable or excessive (DSM-IV Criterion C) or whether or
not they avoid these situations or endure them with significant distress (DSM-IV Criterion
D). Only those individuals endorsing the screener items were eligible to be subsequently
administered the full SAD diagnostic module. This includes the assessment of fears
associated with a total of 14 social/performance situations (e.g. meeting new people, going
to parties or social gatherings, using public bathrooms, writing, eating, or drinking in public,
and working while someone watches).

Age of onset evaluation—Retrospective age of onset reports were obtained using the
methodology described by Breslau et al.34. Participants were asked “Can you remember
your exact age the very first time you (HAD THE SYNDROME)?” Respondents who did
not recall an exact age were probed for a bound of uncertainty by moving up the age range
incrementally (e.g., “Was it before you first started school?” “Was it before you became a
teenager?” and so forth). Age of onset was set at the upper end of the bound (e.g., age 5 for
those reporting an onset before school started and age 12 for those whose onset was before
they became teenagers). Among individuals diagnosed with SAD and at least one additional
lifetime disorder, SAD was considered as primary if the age of onset for SAD occurred
during the same year or a previous year as the onset of any additional diagnosed disorder(s).
Secondary SAD, on the other hand, was coded if the age of onset of SAD reported was at
least one year later than the earliest onset reported for any comorbid disorder.

Current distress and past-year functional impairment—As part of the WMH-CIDI
SAD diagnostic module, respondents were asked to rate their present level of fear if they
had to endure one or more of their endorsed social and performance situations. A 5-point
scale (1-Not At All; 2-Mild; 3-Moderate; 4; Severe; and 5-Very Severe) was utilized. Those
reporting at least moderate (3 or above) distress were subsequently asked to rate, on a scale
from 0 (No Interference) to 10 (Very Severe Interference), the most severe interference
levels in the past year associated with their social anxiety across four domains: home
management (e.g. cleaning, shopping), work, close relationships, and social life. An average
interference score was computed combining the responses from these four domains.

Sociodemographic characteristics—A number of individual and family demographic
characteristics were collected. Sex was coded using dummy variables (1 = male; 0 =
female). Age was grouped into four categories (18–34 years; 35–49 years; 50–64 years; and
65 years or more). Income was divided into four categories based on reported household
income from the previous year ($0–14,999; $15,000–34,999; $35,000–74,999; and $75,000
or more). Education was coded into four categories based on the number of years of
education completed by the respondent (11 years or less; 12 years; 13–16 years; and 17
years or more). Employment was coded as employed, unemployed, and out of the labor
force. Finally, marital status was coded as married, (included living in marriage-like
relationship), not married (single/never married), or widowed, divorced, or separated.

Ethnicity, nativity, and age of entry—NLAAS Latino respondents (LAT; n = 2554)
were divided into a U.S.-born Latino group (USL; n = 924) and two foreign-born groups.
Immigrants who reported arriving before the age of 21 formed the Early Arrival Latino
group (EAL; n=838) while immigrants who reported arriving at age 21 or older formed the
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Late Arrival Latino group (LAL; n = 784). Age 21 was selected to separate the age of entry
groups for two reasons. First, as noted earlier, onset of SAD has been reported to be
relatively infrequent after the second decade of life and thus the late arrival group was
considered to represent a group that immigrated after the most vulnerable period for SAD
onset21. Second, age 21 was also the approximate mean reported age of arrival to the United
States among the NLAAS immigrants surveyed (M = 21.5). For the NCS-R sample, as
previously noted, all Non-Latino white respondents were grouped together (NLW; n =
4,047).

Language—Language proficiency was evaluated by asking the NLAAS respondents to
rank their ability to speak, read, and write in Spanish and English using a three-item scale
that originated from the Cultural Identity Scales for Latino Adolescents35. Lower scores
indicate a lower level of proficiency while higher scores indicate a higher level of
proficiency (α’s = .90 in English and 0.96 in Spanish). An additional language item asked
individuals to report their primary language spoken (Spanish, English, or both languages)
while growing up36.

Results
SAD screening, prevalence, onset, and impairment

The overall lifetime prevalence of SAD found among LAT was 7.7%, which was
significantly lower than the 13.2% prevalence found for NLW (see Table 1). The 12-month
prevalence of SAD among LAT was also significantly lower (4.5%) than among NLW
(7.3%). These differences in prevalence appear to be at least in part due to Latino
respondents being significantly less likely to endorse either of the two social situation fears
screener items. Differential endorsement to these screeners resulted in the full SAD
diagnostic module being administered to a lower percentage of LAT respondents (16.3%)
than their NLW counterparts (25.3%).

Among those who met criteria for past-year and lifetime SAD, no ethnic differences were
found in terms of the number of social fears endorsed or their current levels of distress
associated with their social fears (see Table 1). On average, NLW with lifetime and past-
year SAD reported earlier ages of SAD onset than LAT. On the other hand, among those
with past-year SAD, the levels of impairment were significantly higher among the LAT
group than the NLW group across three of the four domains sampled. LAT reported higher
social anxiety-related difficulties than NLW in managing their homes, in their ability to
work, and in their close relationships with other people (see Table 1).

Sociodemographic and cultural correlates of SAD
Table 2 includes the sociodemographic correlates of SAD, which are presented separately
for both LAT and NLW. Across both ethnic groups, females and males do not differ in their
risk of lifetime or 12-month SAD. In general, lower risk of SAD diagnosis is present among
NLW ages 50 and older, relative to NLW who are between 18–34 years old. Relative to
those in the lowest socio-economic categories, individuals with higher incomes and higher
educational attainment were at lower risk of SAD among the NLW group. Also among
NLW, higher risk of SAD diagnosis was found among NLW who were never married or
were unemployed. For LAT, however, many of the same demographic risk factors were not
evident. For example, relative to those ages 18–34, individuals who were 50–64 years old
were at higher risk of SAD (lifetime) among LAT. Higher income and higher education
were not associated with a significantly lower lifetime or 12-month SAD diagnosis among
LAT.
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Several differences in SAD were additionally identified within LAT (see Table 2). Relative
to those of Puerto Rican backgrounds, Mexicans were found to have a lower 12-month SAD
risk. Immigrant Latinos were less likely to report a lifetime (but not 12-month) SAD
diagnosis relative to those born in the United States. Higher reported English proficiency
was a risk factor for SAD (12-month and lifetime), while higher Spanish proficiency was
associated with reduced lifetime (but not 12-month) risk for this disorder. LAT who grew up
speaking both Spanish and English were at significantly higher risk of SAD (12-month and
lifetime), relative to those LAT who grew up speaking Spanish only.

Lifetime Comorbidity
Lifetime comorbidity patterns are presented in Table 3 across four ethnicity/nativity groups,
including NLW, US-born Latinos (USL), early arrival immigrant Latinos (EAL) and late
arrival immigrant Latinos (LAL). Overall, the lifetime comorbidity of social anxiety is high
across these four ethnicity/nativity groups, ranging from 64.3% (EAL) to 80.9% (USL).
Examination of comorbidity for pairs of disorders across these four groups revealed
significant differences for 4 of the 12 disorders evaluated (agoraphobia, drug abuse, drug
dependence, and conduct disorder). We computed logistic regression models controlling for
age and sex to determine the odds ratios associated with each of these four comorbid
diagnoses across the ethnic/nativity groups, using NLW as the reference group (data not
shown). In every case, the LAL group was found to have significantly different risk
compared to the NLW group. Relative to NLW with SAD, LAL with SAD were less likely
to be additionally diagnosed with drug abuse (OR=0.05; 95% CI=0.011, 0.275), less likely
to be additionally diagnosed with drug dependence (OR=0.04; 95% CI=0.005, 0.339), and
less likely to be additionally diagnosed with conduct disorder (OR=0.09; 95% CI=0.011,
0.787). In contrast, LAL with SAD were almost seven times more likely to also be
diagnosed with agoraphobia than NLW (OR=6.79; 95% CI=3.029, 15.235). Almost one half
of all individuals in the LAL group diagnosed with SAD also reported a lifetime diagnosis
of agoraphobia. In contrast, no other group reported a lifetime SAD and agoraphobia
comorbidity higher than 16%. Post-hoc tests did not reveal any other ethnicity/nativity group
differences for comorbidity across any of these four disorders.

Onset-related characteristics
Factors related to the onset of SAD among NLAAS Latinos were explored and are
summarized in Table 4. Significant differences in sex- and age- adjusted mean age of onset
were found across comorbid categories of SAD among LAT. LAT with primary SAD (onset
during the same year or earlier than any other psychiatric disorder) reported the earliest age
of onset, while those with secondary onset (occurring after the onset of another psychiatric
disorder) reported the latest onset. Age and sex adjusted differences were also found in the
nativity/age of entry categories. LAL reported the latest SAD onset, which was almost twice
the age of onset reported by USL.

Language proficiency and language spoken while growing up were also related to the
reported age of onset of USL. Higher Spanish (but not English) proficiency was associated
with a later age of onset of SAD, relative to “Poor” to “Fair” self-reported proficiency.
Additionally, those who grew up speaking Spanish had an onset several years later, on
average, than those who grew up speaking both Spanish and English or English only.

Discussion
The aim of this study was to report on the prevalence, comorbidity, and age of onset of
Social Anxiety Disorder (SAD) among a nationally representative sample of Latinos. We
evaluated ethnic differences in SAD by contrasting Latinos (LAT) surveyed in the National
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Latino and Asian American Study (NLAAS) with U.S.-born non-Latino white (NLW)
participants from the National Comorbidity Survey-Replication (NCS-R). While lower
lifetime and 12-month prevalence was evidenced among LAT, a complex picture emerged
with regards to the levels of interference associated with the disorder and the correlates of
SAD among these groups. On the one hand, NLW, relative to LAT, are likely to have an
earlier onset of the disorder, which has been established as a marker for a worse
prognosis37–38. Additionally, our comorbidity analyses suggest that, among NLW, SAD is
much more likely to be associated with comorbid drug use disorders and conduct disorder.
However, this difference occurs only in contrast to immigrant Latinos who arrived to the
U.S. sometime after the age of 20 (LAL). In general, very similar SAD comorbidity patterns
were reported by U.S.-born Latinos (USL), early arrival immigrants (EAL), and NLW
across several disorders, and especially for major depression, dysthymia, and alcohol abuse.

On the other hand, our findings also indicate that LAT may be differentially impacted by
SAD compared to NLW, and perhaps more severely. The social anxiety symptoms reported
by LAT were associated higher levels of impairment. LAT who report a past-year diagnosis
of SAD, relative to NLW, reported more difficulties as a result of the disorder at home, at
work, and in their interpersonal relationships. A number of reasons could account for these
past-year impairment differences. For example, LAT, relative to USW, may be less likely to
recognize that the symptoms of social anxiety warrant services39, particularly if they believe
them to at least partially be a result of acculturation stressors or language difficulties. Or, it
may be that NLW with SAD are more likely to attribute impairment to other comorbid
conditions (e.g. substance use) to a larger extent than LAT.

Across cultural groups, this study confirmed that a lifetime diagnosis of SAD is strongly
linked to other lifetime anxiety disorders. However, a particularly strong connection to
agoraphobia was identified among Latinos who arrive in the U.S. after the age of 21 years.
Approximately half of these individuals were diagnosed with lifetime diagnoses of
agoraphobia and SAD, a figure that was several times higher than in the other ethnicity and
nativity groups studied. It would be worthwhile to further investigate whether the
differences in impairment found may be linked to the different forms of comorbidity
identified across the two cultural groups. Together, the data on impairment and comorbidity
suggest that among immigrant Latinos who arrive in the U.S. as adults, SAD combined with
agoraphobia could result in moderate to severe isolation in the home, as well as limited
employment and interpersonal connections. Latinos with this disorder who arrive as adults
may be particularly compromised in terms of their social networks and social capital, which
may result in fewer opportunities to become better integrated in their communities.
Alternatively, it is possible that the social anxiety symptom presentation among LAT may
have resulted in difficulties with differential diagnosis. For example, a misinterpretation of
items in the instrument which were intended to capture fears associated with situations and
places where escape might be difficult (e.g. being in a crowd or standing in a line) were
attributed instead to a fear of embarrassment in social situations.

Being employed was associated with lower risk of SAD across both LAT and NLW. Given
the correlational nature of the study, however, it is not possible to determine causality. Still,
this suggests that resources to help individuals who are suffering from SAD should be
directed to assisting them to find and sustain employment, and the characteristics of work
environments which lead to retention of these individuals should be investigated (e.g.
supportive settings with opportunities to practice social skills). Given the high levels of
success of cognitive and exposure-based treatments for social anxiety disorder40–41,
interventions that additionally document favorable impact on employment and other
functioning outcomes should be prioritized and disseminated.
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Addressing the needs of U.S. Latinos with SAD may require services that reach out to this
population more aggressively. For example, high SAD and agoraphobia comorbidity among
selected U.S. Latino groups suggest that these individuals may have a particularly difficult
time self-initiating a visit to providers. Hotlines, internet-based programs, and home visits
may be helpful in educating individuals with this comorbid profile. Of course, given that the
group at highest risk for these two conditions is the immigrant group that arrived to the U.S.
as adults, proper training and recruitment of bilingual providers is essential for effective
outreach, prevention, and treatment among this population. Our findings highlight the value
of community-based surveys, since treatment settings are less likely to document the needs
of monolingual Spanish speaking immigrants, given that they are more likely to be
uninsured and underrepresented in outpatient mental health clinics42.

The role that the process of immigration and adaptation to U.S. culture may play in the
emergence of SAD is not well understood. Our within group analyses shed some light
regarding the subgroups of U.S. Latinos at highest risk for this disorder. The higher lifetime
prevalence found among Puerto Ricans, relative to the Mexicans, highlights the need to
consider the specific risk factors that may place this group at higher risk for SAD. Puerto
Ricans living in the island of Puerto Rico may be more exposed to U.S. culture than people
in other places in Latin America. Indeed, it has been noted that Puerto Ricans do not
consistently exhibit a protective effect of lifetime risk for psychiatric disorders associated
with being born outside of the mainland U.S. that is frequently found among Mexican
Americans, and particularly within anxiety disorders43.

In contrast with the findings for NLW it does not appear that income level, education level,
or marital status are uniformly associated with SAD among Latinos. However, this may be
in part because the immigrant Latino group, which has a healthier profile, also has a lower
socioeconomic status relative to the U.S.-born Latino group. This complicates the generally
well established connection between income, education, and mental health status18,5.

Similarly, the relationship between language skills and SAD was somewhat unexpected.
Higher language proficiency, as measured by the self-report of Spanish and English skills in
speaking, reading, and writing, would appear to be a critical protective factor against SAD,
given the core features of this disorder which include fears of public speaking and writing.
In fact, good to excellent Spanish proficiency was associated with a lower risk of lifetime
SAD, and with an older age of onset of the disorder. However, despite the fact that English
is by far the language predominately spoken in the United States, individuals with a higher
English proficiency were at higher risk for a 12-month or a lifetime diagnosis of SAD.
Again, context and background may help to understand these otherwise counterintuitive
findings. Language exposure, which is highly linked to proficiency, is confounded by the
environment where U.S. Latinos grew up. As noted earlier, individuals in the U.S. report
much higher SAD than individuals in other countries, including those in Asia and Latin
America. Therefore, the language abilities reported reflect the protective effect of living
outside of the U.S. The apparent gradual increase in mental health risk associated with
higher exposure to life in the U.S. has been documented for a number of mental health
problems13,43–44.

Further research is needed, however, to determine under which circumstances navigating
between two languages, growing up in a household where a language other than English is
spoken, or having to learn a second language, potentially places an individual at higher risk
for SAD. Given the well documented early onset of SAD, it is possible that difficulties
mastering English in the context of U.S. schooling may place certain individuals with a
predisposition for SAD particularly at risk. Indeed, social anxiety symptoms and behavior
problems, in general, have been strongly linked to acculturation stressors, which include
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difficulties with the English language26–27. Similarly, individuals exposed to more than one
language, because of their language competencies, may find themselves in more competitive
educational and occupational environments than their monolingual counterparts.

Finally, it is important to note that there were differences in the endorsement of screener
items across ethnic groups. The screening for SAD in the WMH-CIDI involved presenting a
limited number of social/performance situations as examples. The degree to which these are
representative or exemplary could be evaluated cross-culturally, to reduce the potential for
bias. Future research should consider comparing SAD diagnostic measurement with and
without the screening to assist in elucidating whether or not the screening is partly
responsible for the prevalence, onset, and comorbidity findings in this report.

The findings of this study are limited due to its cross-sectional design and by the use of
retrospective reports, which are subject to recall bias. Only adults were surveyed and
therefore it is not known how applicable the results are to those under the age of 18. Future
studies utilizing a prospective design may help clarify the relationships found and would be
particularly valuable to understand the relationship between the onset of SAD, its clinical
course, and the risk factors that affect those afflicted with this disorder. Ethnographic
accounts and clinical descriptions of how SAD manifests across cultural and ethnic groups
in the U.S. are particularly needed.

Acknowledgments
The NLAAS data used in these analyses were provided by the Center for Multicultural Mental Health Research at
the Cambridge Health Alliance. The project was supported by NIH Research Grant # U01 MH 06220-06 A2 funded
by the National Institute of Mental Health as well as the Substance Abuse & Mental Health Services
Administration/Center for Mental Health Services and the Office of Behavioral and Social Science Research. This
publication was also made possible by Grant #P50 MH 073469-02 from the National Institute of Mental Health.

References
1. Wittchen HU, Fehm L. Epidemiology and natural course of social fears and social phobia. Acta

Psychiatrica Scandinavica. 2003; 108:4–18. [PubMed: 12807371]

2. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders. 4.
Washington, DC: American Psychiatric Association; 2000. Text Revision

3. Furmark T. Social phobia: Overview of community surveys. Acta Psychiatrica Scandinavica. 2002;
105(2):84–93. [PubMed: 11939957]

4. Kessler RC, Berglund P, Demler O, Jin R, Walters EE. Lifetime Prevalence and Age-of-Onset
Distributions of DSM-IV Disorders in the National Comorbidity Survey Replication. Archives of
General Psychiatry. 2005; 62(6):593–602. [PubMed: 15939837]

5. Kessler RC, McGonagle KA, Zhao S, Nelson CB. Lifetime and 12-month prevalence of DSM-III--R
psychiatric disorders in the United States: Results from the National Comorbidity Study. Archives
of General Psychiatry. 1994; 51(1):8–19. [PubMed: 8279933]

6. Hwu H, Yeh EK, Chang LY. Prevalence of psychiatric disorders in Taiwan defined by the Chinese
Diagnostic Interview Schedule. Acta Psychiatrica Scandinavica. 1989; 79(2):136–147. [PubMed:
2923007]

7. Lee CK, Kwak YS, Yamamoto J, Rhee H. Psychiatric epidemiology in Korea: I. Gender and age
differences in Seoul. Journal of Nervous and Mental Disease. 1990; 178(4):242–246. [PubMed:
2319232]

8. Caraveo-Anduaga JJ, Colmenares E. Prevalencia de los trastornos de ansiedad fóbica en la
población adulta de la ciudad de México. Salud Mental. 2000; 23(5):10–19.

9. Andrade L, Walters EE, Gentil V, Laurenti R. Prevalence of ICD-10 mental disorders in a
catchment area in the city of Sao Paolo, Brazil. Social Psychiatry and Psychiatric Epidemiology.
2002; 37(7):316–325. [PubMed: 12111023]

Polo et al. Page 10

J Clin Psychiatry. Author manuscript; available in PMC 2013 March 15.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



10. Canino GJ, Bird HR, Shrout PE, Rubio-Stipec M. The prevalence of specific psychiatric disorders
in Puerto Rico. Archives of General Psychiatry. 1987; 44(8):727–735. [PubMed: 3498456]

11. Medina-Mora ME, Borges G, Muñoz CL, et al. Prevalence de trastornos mentales y uso de
servicios: Resultados de la Encuesta Nacional de Epidemiología Psiquiátrica en México. Salud
Mental. 2003; 26(4):1–16.

12. Karno M, Golding JM, Burnam MA, Hough RL. Anxiety disorders among Mexican Americans
and non-Hispanic Whites in Los Angeles. Journal of Nervous and Mental Disease. 1989; 177(4):
202–209. [PubMed: 2703825]

13. Vega WA, Kolody B, Aguilar-Gaxiola S, Alderete E, Catalano R, Caraveo-Anduaga J. Lifetime
prevalence of DSM-III-R psychiatric disorders among urban and rural Mexican Americans in
California. Archives of General Psychiatry. 1998; 55(9):771–778. [PubMed: 9736002]

14. Grant BF, Stinson FS, Hasin DS, Dawson DA, Chou SP, Anderson K. Immigration and Lifetime
Prevalence of DSM-IV Psychiatric Disorders Among Mexican Americans and Non-Hispanic
Whites in the United States: Results From the National Epidemiologic Survey on Alcohol and
Related Conditions. Archives of General Psychiatry. 2004; 61(12):1226–1233. [PubMed:
15583114]

15. Ramirez, R.; De la Cruz, G. Current Population Reports. Washington, DC: U.S. Department of
Commerce. Economics and Statistics Administration. U.S. Census Bureau; 2003. The Hispanic
Population in the United States: March 2002 (P20–545).

16. Alegría M, Canino G, Stinson FS, Grant BF. Nativity and DSM-IV Psychiatric Disorders Among
Puerto Ricans, Cuban Americans, and Non-Latino Whites in the United States: Results From the
National Epidemiologic Survey on Alcohol and Related Conditions. Journal of Clinical
Psychiatry. 2006; 67(1):56–65. [PubMed: 16426089]

17. Magee WJ, Eaton WW, Wittchen H-U, McGonagle KA, Kessler RC. Agoraphobia, simple phobia,
and social phobia in the national comorbidity survey. Archives of General Psychiatry. 1996; 53(2):
159–168. [PubMed: 8629891]

18. Schneier FR, Johnson J, Hornig CD, Liebowitz MR. Social phobia: Comorbidity and morbidity in
an epidemiologic sample. Archives of General Psychiatry. 1992; 49(4):282–288. [PubMed:
1558462]

19. Wittchen H-U, Stein MB, Kessler RC. Social fears and social phobia in a community sample of
adolescents and young adults: Prevalence, risk factors and co-morbidity. Psychological Medicine.
1999; 29(2):309–323. [PubMed: 10218923]

20. Last CG, Strauss CC, Francis G. Comorbidity among childhood anxiety disorders. Journal of
Nervous & Mental Disease. 1987; 175(12):726–730. [PubMed: 3681285]

21. Heimberg R, Stein M, Hiripi E, Kessler R. Trends in the prevalence of social phobia in the United
States: A synthetic cohort analysis of changes over four decades. European Psychiatry. 2000;
15(1):29–37. [PubMed: 10713800]

22. Chartier MJ, Walker JR, Stein MB. Considering comorbidity in social phobia. Social Psychiatry &
Psychiatric Epidemiology. 2003; 38(12):728–734. [PubMed: 14689178]

23. Nock MK, Kazdin AE, Hiripi E, Kessler RC. Prevalence, subtypes, and correlates of DSM-IV
conduct disorder in the National Comorbidity Survey Replication. Psychological Medicine. 2006;
36(5):699–710. [PubMed: 16438742]

24. Rapee RM, Spence SH. The etiology of social phobia: Empirical evidence and an initial model.
Clinical Psychology Review. 2004; 24(7):737–767. [PubMed: 15501555]

25. Furmark T, Tillfors M, Everz PO, Marteinsdottir I, Gefvert O, Fredrikson M. Social phobia in the
general population: Prevalence and sociodemographic profile. Social Psychiatry and Psychiatric
Epidemiology. 1999; 34(8):416–424. [PubMed: 10501711]

26. Vega WA, Khoury EL, Zimmerman RS, Gil AG. Cultural conflicts and problem behaviors of
Latino adolescents in home and school environments. Journal of Community Psychology. 1995;
23(2):167–179.

27. Polo AJ, López SR. Culture, context, and the internalizing problems of Mexican American youth.
Journal of Clinical Child and Adolescent Psychology. Journal of Clinical Child and Adolescent
Psychology. in press.

Polo et al. Page 11

J Clin Psychiatry. Author manuscript; available in PMC 2013 March 15.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



28. Alegría M, Takeuchi D, Canino G, et al. Considering context, place and culture: The National
Latino and Asian American Study. International Journal of Methods in Psychiatric Research.
2004; 13(4):208–220. [PubMed: 15719529]

29. Anderson, M.; Fienberg, S. Who Counts?: The Politics of Census-taking in Contemporary
America. New York: Russell Sage Foundation; 1999.

30. Margolis ML. Brazilians and the 1990 United States Census: Immigrants, ethnicity, and the
undercount. Human Organization. 1995; 54(1):52–59.

31. Kessler RC, Merikangas KR. The National Comorbidity Survey Replication (NCS-R): Background
and aims. International Journal of Methods in Psychiatric Research. 2004; 13(2):60–68. [PubMed:
15297904]

32. Heeringa SG, Wagner J, Torres M, Duan N, Adams T, Berglund P. Sample designs and sampling
methods for the Collaborative Psychiatric Epidemiology Studies (CPES). International Journal of
Methods in Psychiatric Research. 2004; 13(4):221–240. [PubMed: 15719530]

33. Alegría M, Woo M, Cao Z, Torres M, et al. Prevalence and correlates of eating disorders in Latinos
in the United States. International Journal of Eating Disorders. 2007; 40(Supl):15–21.

34. Breslau J, Aguilar-Gaxiola S, Borges G, Kendler K, et al. Risk for psychiatric disorder among
immigrants and their US-born descendants: Evidence from the National Comorbidity Survey
Replication. Journal of Nervous and Mental Disease. 2007; 195(3):189–195. [PubMed: 17468677]

35. Félix-Ortiz M, Newcomb MD, Myers H. A multidimensional measure of cultural identity for
Latino and Latina adolescents. Hispanic Journal of Behavioral Sciences. 1994; 16(2):99–115.

36. Alegría M, Vila D, Woo M, et al. Cultural relevance and equivalence in the NLAAS instrument:
Integrating etic and emic in the development of cross-cultural measures for a psychiatric
epidemiology and services study of Latinos. International Journal of Methods in Psychiatric
Research. 2004; 13(4):270–288. [PubMed: 15719532]

37. Davidson JR, Hughes DL, George LK, Blazer DG. The epidemiology of social phobia: Findings
from the Duke Epidemiological Catchment Area Study. Psychological Medicine. 1993; 23(3):709–
718. [PubMed: 8234577]

38. Giaconia M, Reinherz HZ, Silverman AB, Pakiz B. Ages of onset of psychiatric disorders in a
community population of older adolescents. Journal of the American Academy of Child &
Adolescent Psychiatry. 1994; 33(5):706–717. [PubMed: 8056734]

39. Alegría M, Canino G. Psychiatric diagnosis – Is it universal or relative to culture? Journal of Child
Psychology and Psychiatry. 2008; 49(3):237–250. [PubMed: 18333929]

40. Heimberg RG, Liebowitz MR, Hope DA, et al. Cognitive behavioral group therapy vs. phenelzine
therapy for social phobia: 12-week outcome. Archives of General Psychiatry. 1998; 55(12):1133–
1141. [PubMed: 9862558]

41. Hofmann SG. Cognitive mediation of treatment change in social phobia. Journal of Consulting and
Clinical Psychology. 2004; 72(3):392–399.

42. Alegría M, Mulvaney-Day N, Woo M, Torres M, Gao S, Oddo V. Correlates of past-year mental
health service use among Latinos: Results from the National Latino and Asian American Study.
American Journal of Public Health. 2007; 97(1):76–83. [PubMed: 17138911]

43. Alegría M, Shrout PE, Woo M, et al. Understanding differences in past year psychiatric disorders
for Latinos living in the US. Social Science & Medicine. 2007; 65(2):214–230. [PubMed:
17499899]

44. Fortuna LR, Perez DJ, Canino G, Sribney W, Alegría M. Prevalence and correlates of lifetime
suicidal ideation and suicide attempts among Latino subgroups in the United States. Journal of
Clinical Psychiatry. 2007; 68(4):572–581. [PubMed: 17474813]

Polo et al. Page 12

J Clin Psychiatry. Author manuscript; available in PMC 2013 March 15.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Polo et al. Page 13

Ta
bl

e 
1

E
th

ni
c 

di
ff

er
en

ce
s 

ac
ro

ss
 S

A
D

 s
cr

ee
ni

ng
, p

re
va

le
nc

e,
 o

ns
et

, a
nd

 im
pa

ir
m

en
t*

L
at

in
os

 (
L

A
T

)
N

on
-L

at
in

o 
W

hi
te

s 
(N

L
W

)†
T

es
t 

of
 d

if
fe

re
nc

es

N
%

 o
r 

M
SE

N
%

 o
r 

M
SE

F
p-

va
lu

e

SA
D

 s
cr

ee
ni

ng

A
. A

fr
ai

d 
or

 s
hy

 o
f 

m
ee

tin
g 

ne
w

 p
eo

pl
e,

 g
oi

ng
 to

 p
ar

tie
s,

 g
oi

ng
 o

n 
a 

da
te

, o
r 

us
in

g 
a 

pu
bl

ic
 b

at
hr

oo
m

25
54

25
.1

%
1.

07
40

44
35

.8
%

1.
31

40
.5

3
<

0.
00

1

B
. A

fr
ai

d 
or

 u
nc

om
fo

rt
ab

le
 in

 f
ro

nt
 o

f 
a 

gr
ou

p,
 li

ke
 p

ub
lic

 s
pe

ak
in

g 
(a

sk
ed

 o
nl

y 
if

 A
 =

 N
o)

19
09

24
.6

%
1.

54
22

90
39

.3
%

1.
88

36
.9

4
<

0.
00

1

C
. E

xp
os

ur
e 

to
 s

oc
ia

l s
itu

at
io

n 
in

va
ri

ab
ly

 c
au

se
s 

an
xi

et
y 

(a
sk

ed
 o

nl
y 

if
 A

 o
r 

B
 =

 Y
es

)
10

95
65

.0
%

2.
15

27
64

63
.2

%
1.

41
0.

47
0.

49
3

D
. R

ec
og

ni
tio

n 
of

 f
ea

r 
as

 e
xc

es
si

ve
 o

r 
un

re
as

on
ab

le
 (

as
ke

d 
on

ly
 if

 A
 o

r 
B

 =
 Y

es
)

10
95

43
.8

%
1.

95
27

45
47

.0
%

1.
16

1.
91

0.
17

0

E
. S

oc
ia

l o
r 

pe
rf

or
m

an
ce

 s
itu

at
io

ns
 a

re
 a

vo
id

ed
 (

as
ke

d 
on

ly
 if

 A
 o

r 
B

 =
 Y

es
)

10
95

46
.1

%
1.

76
27

65
41

.9
%

1.
32

3.
60

0.
06

1

SA
D

 p
re

va
le

nc
e

 
L

if
et

im
e 

SA
D

19
7

7.
7%

0.
79

80
6

13
.2

%
0.

55
32

.7
7

<
0.

00
1

 
Pa

st
-y

ea
r 

SA
D

14
6

4.
5%

0.
58

45
4

7.
3%

0.
36

16
.4

9
<

0.
00

1

SA
D

 a
ge

 o
f 

on
se

t

 
L

if
et

im
e 

SA
D

19
6

13
.0

0.
82

80
6

11
.2

0.
23

4.
36

0.
04

0

 
Pa

st
-y

ea
r 

SA
D

14
5

14
.4

1.
27

45
4

11
.4

0.
34

5.
33

0.
02

3

N
um

be
r 

of
 s

oc
ia

l f
ea

rs
 e

nd
or

se
d

 
L

if
et

im
e 

SA
D

19
7

8.
9

0.
27

80
6

8.
3

0.
12

3.
45

0.
06

7

 
Pa

st
-y

ea
r 

SA
D

14
6

9.
3

0.
43

45
4

8.
6

0.
20

2.
01

0.
16

0

C
ur

re
nt

 f
ea

r 
if

 f
ac

ed
 b

y 
so

ci
al

 s
itu

at
io

n 
(s

ca
le

 r
an

ge
 f

ro
m

 1
 to

 5
)

 
L

if
et

im
e 

SA
D

19
6

2.
8

0.
11

80
4

2.
7

0.
03

0.
92

0.
34

0

 
Pa

st
-y

ea
r 

SA
D

14
6

3.
2

0.
09

45
3

3.
1

0.
05

0.
54

0.
46

3

Pa
st

-y
ea

r 
im

pa
ir

m
en

t (
sc

al
e 

ra
ng

e 
fr

om
 0

 to
 1

0)
‡

 
H

om
e 

m
an

ag
em

en
t

11
8

4.
4

0.
36

36
0

2.
0

0.
19

32
.1

0
<

0.
00

1

 
W

or
k

11
3

4.
4

0.
48

34
9

3.
2

0.
17

5.
27

0.
02

4

 
R

el
at

io
ns

hi
ps

11
8

5.
1

0.
35

36
0

4.
1

0.
21

5.
40

0.
02

3

 
So

ci
al

 li
fe

11
7

5.
5

0.
32

35
7

5.
0

0.
18

1.
87

0.
17

5

 
O

ve
ra

ll 
im

pa
ir

m
en

t (
av

er
ag

e 
of

 4
 it

em
s 

ab
ov

e)
11

2
4.

9
0.

34
34

7
3.

6
0.

15
12

.4
1

<
0.

00
1

‡ Pa
st

 y
ea

r 
im

pa
ir

m
en

t a
m

on
g 

in
di

vi
du

al
s 

w
ith

 p
as

t-
ye

ar
 S

A
D

 a
nd

 r
ep

or
tin

g 
m

od
er

at
e 

or
 s

tr
on

ge
r 

fe
ar

 if
 f

ac
ed

 b
y 

so
ci

al
 s

itu
at

io
ns

† N
on

-L
at

in
o 

W
hi

te
s 

ar
e 

al
l U

.S
.-

bo
rn

J Clin Psychiatry. Author manuscript; available in PMC 2013 March 15.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Polo et al. Page 14
* A

ll 
ra

te
s 

ar
e 

se
x/

ag
e 

ad
ju

st
ed

J Clin Psychiatry. Author manuscript; available in PMC 2013 March 15.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Polo et al. Page 15

Ta
bl

e 
2

So
ci

od
em

og
ra

ph
ic

 c
or

re
la

te
s 

of
 s

oc
ia

l a
nx

ie
ty

 d
is

or
de

r‡

L
at

in
os

 (
L

A
T

)
N

on
-L

at
in

o 
W

hi
te

s 
(N

L
W

)†

Sa
m

pl
e

12
-m

on
th

L
if

et
im

e
Sa

m
pl

e
12

-m
on

th
L

if
et

im
e

N
O

R
 (

95
%

 C
I)

O
R

 (
95

%
 C

I)
N

O
R

 (
95

%
 C

I)
O

R
 (

95
%

 C
I)

Se
x

 
M

al
es

11
27

1.
00

1.
00

17
52

1.
00

1.
00

 
Fe

m
al

es
14

27
1.

02
 (

0.
70

9,
1.

48
0 

)
1.

13
 (

0.
77

5,
1.

65
2)

22
95

1.
25

 (
0.

96
3,

1.
61

8 
)

1.
17

 (
0.

96
2,

1.
42

3)

A
ge

 (
ye

ar
s)

 
18

–3
4

1,
06

8
1.

00
1.

00
12

55
1.

00
1.

00

 
35

–4
9

80
1

0.
81

 (
0.

49
1,

1.
32

0)
1.

33
 (

0.
87

4,
2.

03
5)

12
94

1.
05

 (
0.

79
0,

1.
39

8 
)

1.
16

 (
0.

89
5,

1.
49

2)

 
50

–6
4

45
4

1.
43

 (
0.

86
5,

2.
36

5)
1.

77
 (

1.
14

5,
2.

74
0)

*
91

3
0.

56
 (

0.
41

3,
0.

76
2)

**
*

0.
77

 (
0.

57
5,

1.
02

4)

 
65

 o
r 

m
or

e
23

1
0.

09
 (

0.
03

0,
0.

28
6)

**
*

0.
60

 (
0.

15
0,

2.
38

3)
58

5
0.

20
 (

0.
12

9,
0.

30
8)

**
*

0.
41

 (
0.

28
9,

0.
57

0)
**

*

In
co

m
e

 
$0

–1
4,

99
9

71
1

1.
00

1.
00

50
0

1.
00

1.
00

 
$1

5,
00

0–
34

,9
99

69
1

0.
82

 (
0.

44
2,

1.
53

4)
1.

00
 (

0.
59

0,
1.

68
1)

82
1

0.
57

 (
0.

36
1,

0.
89

1)
*

0.
73

 (
0.

51
5,

1.
04

1)

 
$3

5,
00

0–
74

,9
99

69
5

0.
86

 (
0.

45
4,

1.
61

9)
1.

27
 (

0.
70

0,
2.

29
9)

14
72

0.
56

 (
0.

36
6,

0.
84

2 
)*

*
0.

75
 (

0.
53

0,
1.

06
3)

 
$7

5,
00

0 
or

 m
or

e
45

7
0.

73
 (

0.
38

7,
1.

37
5)

1.
25

 (
0.

71
4,

2.
17

8)
12

54
0.

38
 (

0.
25

0,
0.

57
8)

**
*

0.
61

 (
0.

42
1,

0.
89

8)
*

E
du

ca
tio

n 
(y

ea
rs

)

 
11

 o
r 

le
ss

99
4

1.
00

1.
00

49
9

1.
00

1.
00

 
12

63
3

1.
22

 (
0.

76
7,

1.
93

8)
1.

28
 (

0.
92

6,
1.

77
5)

12
02

0.
62

 (
0.

46
3,

0.
82

4 
)*

*
0.

65
 (

0.
47

5,
0.

89
1)

**

 
13

–1
6

56
7

0.
70

 (
0.

41
9,

1.
16

6)
1.

03
 (

0.
66

3,
1.

59
8)

12
34

0.
61

 (
0.

43
2,

0.
87

0)
**

0.
71

 (
0.

53
0,

0.
95

6)
*

 
17

 o
r 

m
or

e
17

0
1.

00
 (

0.
37

0,
2.

71
5)

1.
18

 (
0.

58
8,

2.
37

7)
11

12
0.

46
 (

0.
31

6,
0.

67
6 

)*
**

0.
63

 (
0.

49
6,

0.
80

8)
**

*

E
m

pl
oy

m
en

t

 
E

m
pl

oy
ed

15
66

1.
00

1.
00

27
09

1.
00

1.
00

 
U

ne
m

pl
oy

ed
18

2
1.

43
 (

0.
71

7,
2.

86
3)

1.
16

 (
0.

61
5,

2.
18

8)
20

8
1.

57
 (

1.
02

4,
2.

41
3)

*
1.

19
 (

0.
85

3,
1.

66
9)

 
O

ut
 o

f 
la

bo
r 

fo
rc

e
80

6
2.

74
 (

1.
90

4,
3.

93
6)

**
*

1.
74

 (
1.

18
4,

2.
54

3)
**

11
23

1.
77

 (
1.

40
6,

2.
23

7)
**

*
1.

32
 (

1.
09

0,
1.

59
7)

**

M
ar

ita
l s

ta
tu

s

 
M

ar
ri

ed
12

88
1.

00
1.

00
21

51
1.

00
1.

00

J Clin Psychiatry. Author manuscript; available in PMC 2013 March 15.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Polo et al. Page 16

L
at

in
os

 (
L

A
T

)
N

on
-L

at
in

o 
W

hi
te

s 
(N

L
W

)†

Sa
m

pl
e

12
-m

on
th

L
if

et
im

e
Sa

m
pl

e
12

-m
on

th
L

if
et

im
e

N
O

R
 (

95
%

 C
I)

O
R

 (
95

%
 C

I)
N

O
R

 (
95

%
 C

I)
O

R
 (

95
%

 C
I)

 
N

ev
er

 m
ar

ri
ed

66
9

1.
55

 (
0.

86
3,

2.
77

1)
1.

09
 (

0.
67

7,
1.

76
8)

88
4

1.
52

 (
1.

10
7,

2.
10

0)
*

1.
49

 (
1.

25
0,

1.
77

6)
**

*

 
W

id
ow

ed
, d

iv
or

ce
d,

 o
r 

se
pa

ra
te

d
59

6
1.

58
 (

1.
00

1,
2.

48
7)

*
1.

21
 (

0.
79

8,
1.

84
8)

10
09

2.
02

 (
1.

53
5,

2.
66

3)
**

*
1.

49
 (

1.
14

5,
1.

92
1)

**

L
at

in
o 

su
bg

ro
up

 
Pu

er
to

 R
ic

an
s

49
5

1.
00

1.
00

 
C

ub
an

s
57

7
0.

79
 (

0.
44

3,
1.

40
7)

0.
64

 (
0.

36
4,

1.
11

1)

 
M

ex
ic

an
s

86
8

0.
47

 (
0.

25
2,

0.
85

8)
*

0.
73

 (
0.

45
4,

1.
16

5)

 
O

th
er

 L
at

in
os

61
4

0.
48

 (
0.

21
7,

1.
05

9)
0.

66
 (

0.
34

4,
1.

24
7)

N
at

iv
ity

 
U

S 
bo

rn
92

4
1.

00
1.

00

 
Im

m
ig

ra
nt

/N
on

-U
S 

bo
rn

16
30

0.
75

 (
0.

49
4,

1.
13

9)
0.

61
 (

0.
44

4,
0.

84
8)

**

U
S 

E
nt

ry
 (

if
 n

ot
 U

S-
bo

rn
)

 
<

 2
1 

ye
ar

s 
(E

ar
ly

 A
rr

iv
al

 L
at

in
os

)
78

4
1.

00
1.

00

 
≥ 

21
 y

ea
rs

 (
L

at
e 

A
rr

iv
al

 L
at

in
os

)
83

8
0.

74
 (

0.
37

6,
1.

45
2)

0.
64

 (
0.

40
6,

1.
01

1)

E
ng

lis
h 

pr
of

ic
ie

nc
y

 
Po

or
/F

ai
r

12
54

1.
00

1.
00

 
G

oo
d/

E
xc

el
le

nt
12

91
1.

64
 (

1.
04

3,
2.

58
0)

*
1.

86
 (

1.
19

7,
2.

87
7)

**

Sp
an

is
h 

pr
of

ic
ie

nc
y

 
Po

or
/F

ai
r

58
9

1.
00

1.
00

 
G

oo
d/

E
xc

el
le

nt
1,

75
4

0.
79

 (
0.

46
8,

1.
32

0)
0.

64
 (

0.
41

9,
0.

96
7)

*

L
an

gu
ag

e 
sp

ok
en

 w
hi

le
 g

ro
w

in
g 

up

 
Sp

an
is

h 
on

ly
1,

67
5

1.
00

1.
00

 
B

ot
h 

la
ng

ua
ge

s
64

1
1.

56
 (

1.
00

1,
2.

41
8)

*
1.

81
 (

1.
20

4,
2.

72
5)

**

 
E

ng
lis

h 
on

ly
21

3
1.

39
 (

0.
50

3,
3.

84
8)

1.
95

 (
1.

02
6,

3.
72

0)
*

‡ E
ac

h 
va

ri
ab

le
 w

as
 e

va
lu

at
ed

 in
 s

ep
ar

at
e 

m
ul

tip
le

 r
eg

re
ss

io
n 

eq
ua

tio
ns

 c
on

tr
ol

lin
g 

fo
r 

se
x 

an
d 

ag
e

† N
on

-L
at

in
o 

W
hi

te
s 

ar
e 

al
l U

.S
.-

bo
rn

* p 
<

 .0
5;

J Clin Psychiatry. Author manuscript; available in PMC 2013 March 15.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Polo et al. Page 17
**

p 
<

 .0
1;

 a
nd

**
* p 

<
 .0

01

J Clin Psychiatry. Author manuscript; available in PMC 2013 March 15.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Polo et al. Page 18

Ta
bl

e 
3

L
if

et
im

e 
co

m
or

bi
di

ty
 a

m
on

g 
in

di
vi

du
al

s 
w

ith
 s

oc
ia

l a
nx

ie
ty

 d
is

or
de

r 
ac

ro
ss

 e
th

ni
ci

ty
 a

nd
 n

at
iv

ity
 c

at
eg

or
ie

s*

U
S-

bo
rn

 L
at

in
os

 (
U

SL
)

Im
m

ig
ra

nt
 L

at
in

o 
< 

21
 y

ea
rs

 a
t

en
tr

y 
(E

A
L

)
Im

m
ig

ra
nt

 L
at

in
o 

? 
21

 y
ea

rs
 a

t
en

tr
y 

(L
A

L
)

U
.S

. b
or

n 
N

on
-L

at
in

o 
W

hi
te

s
(N

L
W

)†
F

p-
va

lu
e

C
om

or
bi

d 
de

pr
es

si
ve

 d
is

or
de

rs

 
M

aj
or

 D
ep

re
ss

io
n

48
.7

%
48

.1
%

39
.1

%
48

.5
%

0.
41

0.
74

9

 
D

ys
th

ym
ia

13
.0

%
15

.5
%

17
.9

%
13

.9
%

0.
15

0.
93

1

C
om

or
bi

d 
an

xi
et

y 
di

so
rd

er
s

 
G

en
er

al
iz

ed
 A

nx
ie

ty
 D

is
or

de
r

18
.8

%
14

.7
%

16
.4

%
24

.6
%

1.
06

0.
36

9

 
A

go
ra

ph
ob

ia
15

.3
%

13
.3

%
47

.0
%

11
.6

%
4.

07
0.

00
9

 
Pa

ni
c 

D
is

or
de

r
15

.5
%

8.
7%

7.
8%

14
.4

%
2.

24
0.

09
0

 
Po

st
 T

ra
um

at
ic

 S
tr

es
s 

D
is

or
de

r
13

.0
%

17
.1

%
22

.7
%

18
.5

%
0.

44
0.

72
2

C
om

or
bi

d 
su

bs
ta

nc
e 

us
e 

di
so

rd
er

s

 
A

lc
oh

ol
 A

bu
se

29
.8

%
30

.1
%

16
.5

%
26

.1
%

0.
46

0.
70

8

 
A

lc
oh

ol
 D

ep
en

de
nc

e
12

.3
%

22
.4

%
6.

9%
14

.6
%

1.
00

0.
39

8

 
D

ru
g 

A
bu

se
16

.9
%

27
.5

%
1.

5%
19

.6
%

24
.1

6
<

0.
00

1

 
D

ru
g 

D
ep

en
de

nc
e

11
.3

%
8.

2%
0.

4%
10

.7
%

18
.1

6
<

0.
00

1

O
th

er
 c

om
or

bi
d 

di
so

rd
er

s

 
C

on
du

ct
 D

is
or

de
r‡

26
.0

%
7.

0%
1.

3%
18

.0
%

17
.6

5
<

0.
00

1

 
B

ul
im

ia
8.

0%
2.

3%
3.

0%
1.

3%
1.

41
0.

24
5

A
ny

 li
fe

tim
e 

co
m

or
bi

di
ty

80
.9

%
64

.3
%

70
.9

%
70

.1
%

0.
60

0.
61

5

‡ A
ss

es
se

d 
on

ly
 a

m
on

g 
re

sp
on

de
nt

s 
ag

es
 4

5 
an

d 
yo

un
ge

r

† N
on

-L
at

in
o 

W
hi

te
s 

ar
e 

al
l U

.S
.-

bo
rn

* Pe
rc

en
ta

ge
s 

ar
e 

se
x/

ag
e 

ad
ju

st
ed

J Clin Psychiatry. Author manuscript; available in PMC 2013 March 15.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Polo et al. Page 19

Ta
bl

e 
4

A
ge

 o
f 

on
se

t o
f 

SA
D

 a
m

on
g 

N
L

A
A

S 
L

at
in

os
 (

L
A

T
) 

ac
ro

ss
 s

el
ec

te
d 

cl
in

ic
al

 a
nd

 d
em

og
ra

ph
ic

 c
ha

ra
ct

er
is

tic
s*

N
M

ea
n

SE
F

p-
va

lu
e

O
ns

et
 a

cr
os

s 
co

m
or

bi
d 

ca
te

go
ri

es

 
U

nc
om

pl
ic

at
ed

42
11

.9
0.

86
13

.7
2

<
0.

00
1

 
Pr

im
ar

y
80

9.
7

0.
49

 
Se

co
nd

ar
y

74
18

.4
2.

34

O
ns

et
 a

cr
os

s 
na

tiv
ity

/e
nt

ry
 c

at
eg

or
ie

s

 
B

or
n 

in
 th

e 
U

S 
(U

SL
)

84
10

.2
0.

50
13

.0
3

<
0.

00
1

 
<

 2
1 

ye
ar

s 
at

 e
nt

ry
 (

E
ar

ly
 A

rr
iv

al
 L

at
in

os
)

57
12

.3
1.

08

 
≥ 

21
 y

ea
rs

 a
t e

nt
ry

 (
L

at
e 

A
rr

iv
al

 L
at

in
os

)
56

20
.1

2.
11

O
ns

et
 a

cr
os

s 
E

ng
lis

h 
pr

of
ic

ie
nc

y 
ca

te
go

ri
es

 
Po

or
/F

ai
r

86
13

.6
1.

49
0.

23
0.

63
6

 
G

oo
d/

E
xc

el
le

nt
11

0
12

.7
1.

12

O
ns

et
 a

cr
os

s 
Sp

an
is

h 
pr

of
ic

ie
nc

y 
ca

te
go

ri
es

 
Po

or
/F

ai
r

51
11

.7
0.

75
4.

75
0.

03
5

 
G

oo
d/

E
xc

el
le

nt
11

7
14

.5
1.

22

O
ns

et
 a

cr
os

s 
la

ng
ua

ge
 w

hi
le

 g
ro

w
in

g 
up

 c
at

eg
or

ie
s

 
Sp

an
is

h 
on

ly
11

2
15

.1
1.

42
3.

95
0.

02
6

 
B

ot
h 

la
ng

ua
ge

s
58

10
.8

0.
72

 
E

ng
lis

h 
on

ly
24

10
.8

0.
91

* M
ea

ns
 a

re
 a

ge
/s

ex
 a

dj
us

te
d

J Clin Psychiatry. Author manuscript; available in PMC 2013 March 15.


