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Abstract—Social anxiety, or generalized social phobia, can 

interfere with an individual’s life on many levels, the professional 

and the personal. Social anxiety can also interfere with the 

autoregulative processes, which protect against various mental 

health conditions. The first lines of treatment are psychotherapy 

and a serotonergic antidepressant. However, in several cases even 

this combined approach may not be enough to effectively manage 

and cure social anxiety. Especially here a communication-oriented 

understanding and treatment approach can be very helpful. 

 
Index Terms—social anxiety disorder, generalized social 

phobia, generalized social phobia, treatment resistant, 

psychotherapy, medication, treatment, psychiatry 

 

 

 

I. INTRODUCTION 

OCIAL ANXIETY or GENERALIZED SOCIAL PHOBIA can be 

very debilitating to an individual. Since life depends on 

communication, and individuals need to communicate to be 

successful and attain happiness in life, anything that interferes 

with social interactions and meaningful communication can be 

a problem for the individual. 

COMMUNICATION 

Social anxiety is an interesting disorder from a 

communication viewpoint because it  

• interferes directly with external communication 

• often precedes other mental health conditions 

 Social phobia is the primary disorder in comorbid conditions 

in close to three out of four patients. Re World Mental Health 

survey data indicate that social phobia has one of the earliest 

ages of onset amongst the mental disorders and yet is also one 

of the most undertreated anxiety disorders. Unfortunately, only 

roughly one third of patients afflicted with social anxiety seek 

help, about half of those who eventually seek help for one of 

the other anxiety disorders. 

Since many patients with social anxiety or social phobia are 

interested in social contacts and could otherwise be considered 

‘people persons’, the term social anxiety seems more apt than 

social phobia. 

 

A. Diagnosis 

Social anxiety disorder (also known as ‘social phobia’) is an 

anxiety disorder in which there is a “marked and persistent fear 

of social or performance situations in which embarrassment 

may occur”. In the major diagnostic manuals, the ICD-10 and 

the DSM-V, social anxiety is grouped with the anxiety disorder. 

This may also reflect a chief criticism of the diagnostic 

manuals, that they label bundles of symptoms rather than 

describing the etiology of a condition. This in turn means that 

individual conditions are associated based on their similarity in 

symptoms. From a manualized viewpoint social anxiety and 

generalized anxiety disorder are thus closely linked in how they 

are grouped. But even though they share several physiological 

symptoms this says little about the underlying psychological 

reasons that cause these symptoms, and which need to be the 

target of treatment to resolve the condition permanently. A 

more communication-oriented diagnostic system has been 

proposed by the author. (Haverkampf, 2010) 

Social anxiety can be defined as nervousness in social 

situations. What is meant by ‘social situations’ is a situation 

where communication takes place among a number of people 

or in front of people. It is rarer that it affects people in one-on-

one interactions. Some of it may be related to not having a sense 

of control or seeing the other person as judging and making this 

judgment personal and very important. Having a clearer sense 

of what is relevant and meaningful, a sense of purpose in 

interacting with oneself and others, usually facilitates 

communication. 

Since communication on the inside and with the outside 

world is how humans get their needs met, implement their value 

and achieve their aspirations, it is not surprising that 

communication with others, as with oneself, is ‘serious 

business’. This is complicated by the fact that internal and 

external communication are tightly linked. The success or 

failures in communicating with others reflects on the internal 

communication, while the successes and failures of the internal 

communication reflect on the external communication. It is thus 

not surprising that more than 90% of the population experience 

and suffer from social anxiety at some point in their lives. An 
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important step in therapy is to break down the concept of 

success and failure in communication by focusing on the true 

needs, values and aspirations of a patient, which is done using 

internal and external communication patterns. The beauty in the 

therapy of an anxiety to communicate is to use internal and 

external communication to create awareness for, reflect on and 

gain insight into communication patterns, which over time 

becomes increasingly natural and egosyntonic to the patient. 

 

B. Symptoms 

Individuals higher in social anxiety avert their gazes, show 

fewer facial expressions, and show difficulty with initiating and 

maintaining conversation. Trait social anxiety, the stable 

tendency to experience this nervousness, can be distinguished 

from state anxiety, the momentary response to a particular 

social stimulus. Half of the individuals with any social fears 

meet criteria for social anxiety disorder. The function of social 

anxiety is to increase arousal and attention to social 

interactions, inhibit unwanted social behavior, and motivate 

preparation for social situations such as performance situations. 

 

C. Course 

Social phobia has an early onset, with the median age of onset 

in the National Comorbidity Survey of 16 years. The most 

commonly reported fears relate to public speaking or speaking 

up in a meeting or a class. 

The disorder is associated with significant disability. Patients 

with social phobia are more likely to utilize medical outpatient 

clinics, receive lower incomes, be less likely to earn college 

degrees, or attain managerial, technical, or professional 

occupations than people not suffering with social phobia. They 

are also more impaired in family relationships, romantic 

relationships, and desire to live, with over one in five having 

attempted suicide. The course of social phobia tends to be 

chronic, with a long duration of illness and low rates of 

recovery. 

 

D. Comorbidity 

Social phobia has a high degree of comorbidity with other 

psychiatric disorders. The odds ratio of having a second anxiety 

disorder is increased. Between one out of three to one out of 

five experience also suffer from a major depressive disorder, 

which often follows the social anxiety after twelve years. From 

a communication perspective, this overlap makes sense, as both 

depression and social anxiety are linked to changes in 

maladaptive and poorly working internal and external 

communication patterns. 

One of four patients have also the diagnosis of an alcohol 

dependency, which should be viewed mostly as a form of self-

medication. This also explains why the overwhelming majority, 

four out of patients develop the social anxiety before the alcohol 

abuse.  

Some disorders associated with the social anxiety spectrum 

include anxiety disorders, mood disorders, autism, eating 

disorders, and substance use disorders. Many of these 

conditions are caused by interference with communication with 

oneself and others, and cause interference with communication 

processes. Often, it is possible to resolve the underlying issues 

of multiple conditions if one works at improving the patient’s 

understanding and use of communication processes. 

 

E. Cultural Influence 

Cultures describes patterns of communication and how they 

relate to each other in an interactive social context. Recent data 

from the cross-sectional World Mental Health surveys shows 

great variation in 12-month prevalence in developing and 

developed countries. Rates are lowest in China and Japan (0.3% 

and 0.5%, respectively), range from 0.6% to 1.4% in European 

countries, and are somewhat higher in the Ukraine (1.5%), 

South Africa (1.9%), Mexico (1.9%), and Colombia (2.8%). 

Rates then jump to 5.1% in New Zealand and 6.8% in the US. 

This data would need to be analyzed in greater detail, but it 

is obvious that a cultural setting plays a significant role. Of 

course, just because the rate is lower does not mean that there 

is less socially anxious behavior present in a population, but it 

does mean that the experienced suffering is probably lower, 

assuming that accessibility to mental health treatment, and 

acceptance of it, as well as similar systems of diagnosing a 

social anxiety disorder are comparable, a very steep assumption 

indeed. 

 

II. TREATMENT 

There are several treatment options for social anxiety, 

including medication, psychotherapy, and their combination. 

Although reviews of medications, psychological treatment, and 

combined treatments for social anxiety, and the development of 

clinical guidelines, has been numerous, there is little 

information of the underlying processes that lead to the 

symptoms.  

 

III. MEDICATION 

For medications, selective serotonin reuptake inhibitors and 

dual serotonin-norepinephrine reuptake inhibitors are first-line 

choices based on their efficacy and tolerability profiles. 

However, other classes of drugs have shown effectiveness in 

treating some or most symptoms of anxiety, particularly on the 

somatic side, including also such non-psychiatric medication as 

beta blockers. Classes with demonstrated efficacy in social 

phobia include the benzodiazepines as a standby medication 

and antipsychotics, particularly the ones with a greater 
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serotonergic affinity as a frequent add on, or as a stand-alone, 

to manage more pronounced psychologically experienced 

anxiety. Alpha-2-delta ligands, such as pregabalin, represent 

another group, as do MAO inhibitors. However, it is 

questionable to what degree MAO inhibitors should still be 

used, given their potentially more adverse side effect profile, 

except in unique situations. The cost-benefit trade-off of MAO 

inhibitors is even higher when a patient is treated with 

medication combinations, such as in the case of comorbidity. 

Among the more experimental agents are neurokinin-1 

antagonists or d-cycloserine, which are discussed further in 

another publication by the author. 

Placebo-controlled RCT have been reported for several drug 

classes in social phobia. The greatest treatment response was 

apparently for the irreversible nonselective monoamine oxidase 

inhibitor, phenelzine, but there have been problems with sample 

sizes. However, this is usually not an option due the possible 

severe interactions with common food and other medication. 

Reversible selective inhibitors of monoamine oxidase A have a 

considerably smaller effectiveness in social anxiety. 

The other three drug classes have demonstrated similar 

effectiveness for treatment response. Efficacy of the alpha-2 

delta ligand pregabalin has only been reported at the 600 mg 

dose but not at lower doses; this higher dose is associated with 

high rates of dizziness and sedation. By default, this leaves 

SSRIs and the SNRI venlafaxine as first-line medication for the 

treatment of social anxiety. Since venlafaxine can in several 

people increase the anxiety even at first if not titrated up very 

slowly, the SSRIs are routinely the first point in the medication 

hierarchy. 

A recent clinical guidance suggests a switching strategy, 

presumably based on data from the STAR*D studies, but this is 

not supported by clinical trial data. 

 

1) Antidepressants 

a) Selective Serotonin Reuptake Inhibitors (SSRIs) 

This class of drugs is the most extensively tested in patients 

with social phobia, with several placebo-controlled acute 

treatment RCTs. The pooled OR for response to each selective 

serotonin reuptake inhibitor (SSRI) ranges between about two 

for fluoxetine to comfortably above three for paroxetine. In 

most studies, SSRIs showed separation from placebo by weeks 

four to six. Robust effects of the SSRIs in preventing relapse of 

social anxiety have also been shown in practically all studies 

that tested for it. This also bears out in clinical practice in the 

vast majority of cases. If a medication seems less effective, this 

is often due to external factors in the life of the patient, such as 

an increase in stressful situations in the workplace or in 

personal relationships, or to internal factors, such as the 

reactivation of an unresolved trauma process. 

 

b) Serotonin and norepinephrine reuptake inhibitors 

Venlafaxine is the only serotonin-norepinephrine reuptake 

inhibitor (SNRI) studied in RCT in patients with social phobia, 

but improvements in social phobia symptom ratings have also 

been shown in an open-label trial of the SNRI, duloxetine. All 

reported studies so far have shown significantly greater 

response rates for venlafaxine compared with placebo. At least 

one study has shown that over time there was no difference 

between a dose of 75 mg and one of 225 mg. However, in 

clinical practice often a difference can be seen in individual 

cases between 75 mg and 150 mg. The onset of response across 

all trials was evident at 4–6 weeks, although it could take three 

months for the full effect, similar to the SSRIs. 

 

c) Monoamine oxidase inhibitors 

The first placebo-controlled RCT in social social anxiety 

assessed phenelzine, an irreversible monoamine oxidase 

inhibitor. The rationale for using monoamine oxidase inhibitors 

was because social anxiety and atypical depression share the 

symptom of increased interpersonal sensitivity, and atypical 

depression is preferentially responsive to monoamine oxidase 

inhibitors. 

Studies with irreversible MAO inhibitors consistently 

showed a significantly greater treatment response compared 

with placebo. Reversible selective inhibitors of monoamine 

oxidase A were developed with the intention of reducing safety 

concerns due to drug and food interactions with the original 

nonselective irreversible monoamine oxidase inhibitors. RCTs 

have been reported for brofaromine, a drug that was never 

submitted for regulatory approval, and moclobemide, which has 

been approved in many countries. The effectiveness of 

moclobemide seems relatively modest compared with other 

antidepressant drugs. In other words, there is rarely a reason to 

use the MAO inhibitors in the treatment of social anxiety. Given 

the range of medication from a diverse spectrum of groups 

available nowadays, there may not be a good reason for its use 

at all considering the profile of potential side effects of the 

MAO inhibitors. 

 

d) Tricyclic Antidepressants 

In clinical practice clomipramine may be useful in the 

treatment of social anxiety, but there is not enough empirical 

data to back that up. 

 

e) Mirtazapine 

Mirtazapine is an antagonist at 5HT2, 5HT3, and alpha2 

adrenoceptors. There is no clear evidence for its effectiveness 

in social anxiety. Receptor antagonist antidepressants generally 

have not proven near as effective as the SSRIs and SNRIs. 
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Nefazodone, an antagonist at 5HT1a and 5TH2a receptors, did 

not separate from placebo in a single large clinical trial. 

 

2) Antiepileptic drugs 

The use of antiepileptic drugs in social phobia has been 

extensively reviewed recently. Only three antiepileptic drugs 

have been tested in RCT and show distinct differences in 

efficacy. Small open-label trials of valproate, topiramate, and 

tiagabine have also been reported, all of which showed some 

reductions in relevant social phobia rating scales. 

Studies of levetiracetam do not point to much effectiveness 

in the treatment of social anxiety. 

 

3) Alpha-2 delta ligands 

Gabapentin and pregabalin are both ligands at the alpha-2 

delta site on voltage-gated calcium channels. Functionally, both 

drugs reduce the release of a range of excitatory 

neurotransmitters through binding to this site. There are at least 

three positive RCT with alpha-2 delta ligands. The onset of 

anxiolytic effects is relatively rapid, occurring within the first 

week of treatment. The anxiolytic dose-response has only been 

formally assessed for pregabalin, and efficacy is only evident at 

the maximum dose (600 mg/day), but not at lower doses. This 

is in contrast with the effect of pregabalin in generalized anxiety 

disorder where the anxiolytic dose-response is seen at much 

lower doses (150 mg/day). There are no long-term treatment or 

relapse prevention data for alpha-2 delta ligands. 

 

4) Benzodiazepines 

In clinical practice, there appears to be widespread use of 

benzodiazepines alone or in combination with antidepressants 

for social phobia, but clinical evidence to support this use is 

relatively limited. There are three placebo-controlled RCT, one 

each for clonazepam, bromazepam, and alprazolam. All studies 

showed significantly greater improvement on a range of 

clinician-rating and self-rating scales compared with placebo. 

The mean doses used in these studies were generally modest 

(clonazepam 2.4 mg/day, bromazepam 21 mg/day, alprazolam 

4.2 mg/day). The time course of response was only reported for 

the clonazepam study. Although there was a higher proportion 

of responders after one week of treatment (clonazepam 13.5%, 

placebo 0%), maximal response rates were noted after 6 weeks 

of treatment. Continuation of clonazepam treatment in 

treatment responders has been shown to decrease rates of 

relapse in social phobia compared with those switched to 

placebo. 

Although the clinical practice of combining antidepressants 

and benzodiazepines appears to be common, it has been studied 

in only one small RCT. Combined paroxetine and clonazepam 

had a higher response rate (albeit not a statistically significant 

one) in an RCT in social phobia (79% versus 43%, P = 0.06) 

compared with paroxetine plus placebo. 

 

5) Antipsychotics 

The use of antipsychotics for the treatment of anxiety has 

been described by the author for anxiety disorders in general. 

(Haverkampf, 2012, 2013) In clinical practice, as a group they 

seem to be less helpful in social anxiety than in anxiety in 

general. If at all, the ones with the greater serotonergic affinity 

and the least sedation may be of some use in more severe cases 

of social anxiety. 

 

6) Other agents 

Negative RCT outcomes have been reported for buspirone, a 

serotonin 1A partial agonist, and for atenolol, a beta-

adrenoceptor antagonist. 

 

IV. PSYCHOTHERAPY 

There are several psychotherapeutic approaches that address 

the underlying issues in social anxiety at varying degrees of 

directness, efficiency and effectiveness. Communication-

focused therapy (CFT) was developed by the author to work on 

the mechanism which is central and commonly affected in 

social anxiety, communication with oneself and with others. 

(Haverkampf, 2010) 

From a communication perspective, most forms of 

psychotherapy work not necessarily because of the specific 

content they address or a skill they teach, but because a 

meaningful interactive relationship between two human beings 

affects their internal, and closely aligned with it, their external 

communication patterns. Several randomized trials of 

psychological treatments have been conducted. 

Several studies have shown that various psychotherapeutic 

approaches are helpful in the treatment of social anxiety, if only 

because a psychotherapeutic setting puts the spotlight on the 

patient’s external, and mostly also internal communication. 

Common problems of conventional psychotherapy studies are 

the plethora of unidentified variables that can play a significant 

role, such as the therapist’s individual style, differences in 

manualization, concepts of what constitutes improvement, and 

the definition and treatment of the control groups, which may 

include waitlist control, psychological placebo, drug, drug-

placebo, or treatment as usual (which may or may not include 

drugs). Most studies have used wait-list control which is the 

least stringent test of effectiveness. Recent meta-analyses of 

psychological treatments have found fairly large effect sizes for 

psychological treatments compared with wait-list controls with 

a Cohen’s d of close to 0.90, but smaller effect sizes of close to 

0.40 when compared with placebo or treatment as usual. But, as 

mentioned, there are good reasons to belief that communication 

mechanisms which underly human interactions in general can 
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be explored and practiced even better in a psychotherapeutic 

setting with its expectations and role assignments and the 

experience and training of the therapist. Since the school of 

psychotherapy may play a subordinate role, a focus on the 

communication patterns, and the change they can lead to in the 

communication dynamics, as practiced in communication-

focused therapy (CFT) (Haverkampf, 2010), can be very 

helpful in the treatment social anxiety. This therapy, as 

developed by the author, works with awareness, reflection, 

insight and practice into the process, communication, which 

people feel anxious about/ Important is to realize that the more 

one knows about something, the safer one feels, and the sense 

of influence, efficacy and true confidence increases. 

Communication is not the exception but the originating point of 

this rule. 

Most studies so far have investigated variants or components 

of cognitive behavior therapy (CBT), while this trend is shifting 

slowly, however, towards approaches with a longer (e.g. 

psychodynamic psychotherapy) and shorter history (mostly 

specialized therapies with a shorter track record). Some meta-

analyses conducted subgroup analyses to determine whether 

inclusion of specific components of CBT, such as exposure, 

cognitive restructuring, relaxation, and social skills training 

makes a difference to treatment effectiveness. As can be 

expected from the foregoing discussion, significant differences 

in effectiveness as a function of inclusion versus non-inclusion 

of any of these treatment components where not found, nor did 

they find differences according to whether treatment was 

delivered individually or in group format. Maybe the only 

ineffective therapy is silence, the absence of communication, 

one could be led to believe. 

In a randomized controlled trial, Stangier et al compared 

cognitive therapy with interpersonal psychotherapy. Both 

treatments were superior to wait-list control, but cognitive 

therapy was significantly more effective, a difference that was 

maintained at one-year follow-up. Still interpersonal therapy 

and mindfulness-based therapies may be useful add-ons or 

alternatives for individual patients or those who do not respond 

to treatment with CBT or another therapeutic approach.  

 

LONG-TERM EFFECTIVENESS 

A further important consideration is whether treatment 

effects endure. There is the risk that therapies which focus 

mostly on imparting strategies, or helping the patient develop 

those along defined manualized pathways, and educational 

aspects, which are main criticisms levelled against CBT, has 

been suspected to have a limited effect in the long-run, while 

approaches working with deeper dynamics, such as 

psychodynamic psychotherapy and communication-oriented 

psychotherapy, as developed by the author, have in clinical 

practice demonstrated longer remissions, most likely because 

the patient practically becomes his or her own therapist with the 

skills to identify patterns, gain insight and bring about the 

necessary changes. CBT on the other hand may require booster 

sessions, and there is a drop off in effectiveness after half a year 

to a year. However, this topic is still being debated, and so quite 

hotly in some quarters. Still, studies have shown that patients 

are probably more likely to be remission free and for longer 

than when stopping medication.  A meta-analysis of nine RCTs 

of variants of CBT found significant effects at post-treatment 

(Cohen’s d of 0.68 across all trials) that were maintained at 

follow-up, with no drop in effect size (0.76). 

The availability of psychological treatments such as CBT is 

often limited by funding or therapist constraints, so recent RCT 

that have found Internet CBT to be equally effective as the 

therapist-delivered version are a promising development. More 

research is required to determine whether Internet therapy can 

be as effective as the therapist-delivered version for the full 

spectrum of social phobia severity and complexity. However, 

from a communication perspective it is to be expected that a 

limitation in communication channels (e.g. in decreasing 

richness from in person meetings to videoconference to 

telephone to chats / text messages, and so on). Software based 

therapy and phone apps may not be as limited in 

communication channels if they include video clips, for 

example, but the richness of feedback will always less than 

from another human being who shares the same neurobiological 

‘hardware’ with the patient. This is also why good therapists 

who learn from experience and a genuine interest in people can 

be expected to be more effective than a manualized approach, 

which is often used in approaches like CBT. On the research 

side, however, this may necessitate a greater reliance on well-

crafted case reports, which information technology can be an 

aid in linking and distilling information from them. 

At least three studies have published follow-up data on 

outcomes after a treatment-free period. In all three trials, the 

psychological treatment showed greater maintenance of 

treatment gains or protection against relapse relative to the drug 

treatments. 

 

A. Communication-Focused Therapy (CFT) 

Communication-Focused Therapy (CFT) was developed by 

the author to focus more specifically on the communication 

process between patient and therapist. The central piece is that 

the sending and receiving of meaningful messages is at the heart 

of any change process. CBT, psychodynamic psychotherapy 

and IPT help because they define a format in which 

communication processes take place that can bring about 

change. However, thy do not work directly with the 

communication processes. CFT attempts to do so. CFT has been 

described by the author for several mental health conditions.. 

(Haverkampf, 2010) A few points that are encountered 

routinely in patients suffering from social anxiety are listed 

below. On the specific tools and strategies, it is best to consult 

the growing literature on CFT. 
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1) A Vicious Cycle 

Patients with social anxiety usually have a desire to 

communicate with other people and are interested in 

communication, but they often have a higher expectation of 

themselves to ‘get it right’. Whether it is that they feel they have 

more to lose from a social interaction or they have an elevated 

definition of what social success needs to be or what constitutes 

a failure, not engaging in communication with others decreases 

one’s communication skills and sense of success even further. 

 

2) Autoregulation Fails 

One of the reasons why often there is no self-correction is 

that communication is such a central, and powerful, element of 

living organisms. It is necessary for survival and thus lacks the 

constraints of other parts of life. If it does not work, the 

organism withdraws to avoid feeling worse. What should now 

take place is reflection and learning to make communication 

with oneself and others work. Unfortunately, for various 

reasons, this often does not happen.  

 

3) Wishes, Needs, Aspirations, Values 

Communication is only an instrument, but its purpose is to 

maintain and ensure the survival of the individual, where 

survival does not only cover basic biological needs, but also the 

survival of a person with a sense of self. Thereby, 

communication ensures the survival of communication. 

Having a purpose for communicating with oneself can 

facilitate the communication process. If there is a sense of 

purpose, the individual usually has enough motivation to get in 

contact with oneself and others again. This, however, usually 

requires having a clearer sense of what is relevant and 

meaningful to oneself. 

 

4) Projection 

Projecting one’s own thought into the other is a common 

mechanism which contributes to social anxiety. It means that 

one is, for example, critical of oneself and then sees this in the 

audience or other people. Everyone is than as critical of the own 

person as oneself. The brain is usually not good at tolerating the 

unknown, especially if the anxiety level is elevated anyhow. So, 

it develops theories about another’s thinking, motivations, 

intentions and feelings. However, the information it has about 

people who are strangers is very limited, so the own patterns of 

thoughts and feelings are used to make up for the unknown. 

Unfortunately, this leads to a situation where one is essentially 

communicating with a mirror image of oneself. If one has good 

thoughts about oneself, other people will also have positive 

thoughts about oneself. If one is very critical of oneself, other 

people are seen as no less critical of oneself. 

Projection usually becomes much less of a problem, once one 

realizes that one is engaging in projection. However, it does 

take practice to prevent oneself from automatically engaging in 

projection. 

 

V. MEDICATION VERSUS PSYCHOLOGICAL TREATMENT 

At least three studies have published follow-up data on 

outcomes after a treatment-free period. In all three trials, the 

psychological treatment showed greater maintenance of 

treatment gains or protection against relapse relative to the drug 

treatments. 

All social phobia treatment guidelines recommend some 

combination of medication and psychological treatment for 

optimal management of patients with social phobia. Meta-

analyses have supported this quite clearly, although significant 

advantages of combination therapies are only evident with 

some drug classes and from a fairly small number of studies. 

There are relatively few trials incorporating direct 

comparisons of medication with psychological treatments in 

social anxiety. There seem to be no significant differences in 

effectiveness between SSRIs and psychological treatments. 

meta-analyses of four monoamine oxidase inhibitor trials 

suggest that these drugs may be superior to psychological 

treatments, but the results were not statistically significant. 

SYNERGISTICS 

The real power in combinations of medication and 

psychotherapy lie in the synergistic effects. It is a clinical truism 

that a good, friendly, empathic and open relationship between 

patient and therapist with meaningful interactions increases the 

compliance for medication. This does not mean that the 

therapist and the prescriber have to be the same person, as long 

as the therapist has a good understanding of medication, which 

every therapist should. On the other hand, without medication 

a good number of patients would never be able to take part in 

therapy at a deeper more rewarding level, or in some cases not 

even be able to attend consultations, particularly if there is a 

comorbidity with generalized anxiety or agoraphobia. 

There are at least five studies that have assessed treatment 

response in direct comparisons of medication with combined 

medication-psychological treatments in social phobia (two 

SSRI studies, two monoamine oxidase inhibitor studies, and 

one benzodiazepine study). For response rates in the SSRI and 

monoamine oxidase inhibitor studies, there were nonsignificant 

trends in favor of combined medication-psychological 

treatments over medication alone. For the single 

benzodiazepine study, there was a statistically significant 

advantage in favor of combined treatment. It should be noted 

that all studies were relatively small in sample size and thus 

may not have been adequately powered statistically. 

There are at least four studies that have assessed treatment 

response in direct comparisons of psychological treatment with 

combined medication-psychological treatments in social 
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phobia (two SSRI studies, two monoamine oxidase inhibitor 

studies). For the pooled response rate in the SSRI studies, there 

was a nonsignificant trend in favor of combined medication-

psychological treatments over psychological treatment alone. 

For the pooled response rate in the monoamine oxidase 

inhibitor studies, there was a significant trend in favor of 

combined medication-psychological treatments over 

psychological treatment alone. It should be noted that all studies 

were relatively small in size and thus may not have been 

adequately powered statistically. 

The effectiveness of combined treatments for social phobia 

highlights the problem that psychological treatments are not 

widely available in many countries, and social phobia is one of 

the most prevalent mental disorders, suggesting significant 

unmet need for a state-of-the-art effective treatment. This 

makes the emerging evidence of the efficacy of Internet-based 

CBT, at least for uncomplicated presentations, a potentially 

important new opportunity to maximize the availability of 

combined treatments. However, this will probably never 

replace the insight and communication tools available to an 

experienced therapist. 

Clearly, more research is needed to provide clinicians with 

better guidance in making treatment decisions, especially in 

light of accumulating evidence that the longer patients are 

unsuccessfully treated, the worse their long-term prognosis 

tends to be. However, with the clinical experience and the study 

results we have so far, a lot can be done, particularly with a 

synergistic combination of psychotherapy and medication, 

which should be regarded as the minimum of an effective 

treatment for social anxiety disorder. 

 

 

DISCLOSURE OF CONFLICTS OF INTEREST 

The author reports no conflicts of interest. 

 

 

REFERENCES 

 

Acarturk C, Cuijpers P, van Straten A, de Graaf R. 

Psychological treatment of social anxiety disorder: a 

meta-analysis. Psychol Med. 2009;39(2):241–254. 

Allgulander C, Mangano R, Zhang J, et al. Efficacy of 

venlafaxine ER in patients with social anxiety disorder: 

a double-blind, placebo-controlled, parallel-group 

comparison with paroxetine. Hum Psychopharmacol. 

2004;19(6):387–396. 

Allgulander C. Paroxetine in social anxiety disorder: a 

randomized placebo-controlled study. Acta Psychiatr 

Scand. 1999;100(3):193–198. 

American Psychiatric Association. Diagnostic and Statistical 

Manual of Mental Health Disorders. 4th ed. Washington 

DC: American Psychiatric Association; 2000. 

American Psychiatric Association. Diagnostic and Statistical 

Manual of Mental Health Disorders. 3rd ed. 

Washington, DC: American Psychiatric Association; 

1980. 

Andrews G, Davies M, Titov N. Effectiveness randomized 

controlled trial of face to face versus Internet cognitive 

behaviour therapy for social phobia. Aust N Z J 

Psychiatry. 2011;45(4):337–340. 

Baldwin D, Bobes J, Stein DJ, Scharwachter I, Faure M. 

Paroxetine in social phobia/social anxiety disorder. 

Randomised, double-blind, placebo-controlled study. 

Paroxetine Study Group. Br J Psychiatry. 

1999;175(2):120–126. 

Bandelow B, Seidler-Brandler U, Becker A, Wedekind D, 

Rüther E. Meta-analysis of randomized controlled 

comparisons of psychopharmacological and 

psychological treatments for anxiety disorders. World J 

Biol Psychiatry. 2007;8(3):175–187. 

Barnett SD, Kramer ML, Casat CD, Connor KM, Davidson 

JRT. Efficacy of olanzapine in social anxiety disorder: a 

pilot study. J Psychopharmacol. 2002;16(4):365–368. 

Beaumont G. A large open multicentre trial of clomipramine 

(Anafranil) in the management of phobic disorders. J Int 

Med Res. 1977;(Suppl 5):116–123. 

Blomhoff S, Haug TT, Hellstrom K, et al. Randomised 

controlled general practice trial of sertraline, exposure 

therapy and combined treatment in generalised social 

phobia. Br J Psychiatry. 2001;179(1):23–30. 

Benítez CIP, Smith K, Vasile RG, Rende R, Edelen MO, 

Keller MB. Use of benzodiazepines and selective 

serotonin reuptake inhibitors in middle-aged and older 

adults with anxiety disorders: a longitudinal and 

prospective study. Am J Geriatric Psych. 2008;16(1):5–

13. 

Blanco C, Heimberg RG, Schneier FR, et al. A placebo-

controlled trial of phenelzine, cognitive behavioral 

group therapy, and their combination for social anxiety 

disorder. Arch Gen Psychiatry. 2010;67(3):286–295. 

Borge F-M, Hoffart A, Sexton H, Clark DM, Markowitz JC, 

McManus F. Residential cognitive therapy versus 

residential interpersonal therapy for social phobia: a 

randomized clinical trial. J Anxiety Disord. 

2008;22(6):991–1010. 

Chartier MJ, Hazen AL, Stein MB. Lifetime patterns of social 

phobia: a retrospective study of the course of social 

phobia in a nonclinical population. Depress Anxiety. 

1998;7(3):113–121. 

Clark DM, Ehlers A, McManus F, et al. Cognitive therapy 

versus fluoxetine in generalized social phobia: a 

randomized placebo-controlled trial. J Consult Clin 



Haverkampf, CJ. Treatment-Resistant Social Anxiety. J Psychiatry Psychotherapy Communication, 2015 Dec 31;4(4):117-

127 

 

THE JOURNAL OF PSYCHIATRY PSYCHOTHERAPY AND COMMUNICATION 

124 

Psychol. 2003;71(6):1058–1067. 

Comer JS, Mojtabai R, Olfson M. National trends in the 

antipsychotic treatment of psychiatric outpatients with 

anxiety disorders. Am J Psychiatry. 2011;168(10):1057–

1065. 

Connor KM, Davidson JRT, Potts NLS, et al. Discontinuation 

of clonazepam in the treatment of social phobia. J Clin 

Psychopharmacol. 1998;18(5):373–378. 

Curran VH. Benzodiazepines, memory and mood: a review. 

Psychopharmacology. 1991;105(1):1–8. 

Davidson JR, Hughes D, George LK, Blazer DG. The 

epidemiology of social phobia: findings from the Duke 

Epidemiological Catchment Area Study. Psychol Med. 

1993;23(3):709–718. 

Davidson JR, Potts N, Richichi E, Krishnan KR. Treatment of 

social phobia with clonazepam and placebo. J Clin 

Psychopharmacol. 1993;13(6):423–428. 

Davidson J. Pharmacotherapy of social phobia. Acta Psychiatr 

Scand Suppl. 2003;417:65–71. 

Davidson JRT, Foa EB, Huppert JD, et al. Fluoxetine, 

comprehensive cognitive behavioral therapy, and 

placebo in generalized social phobia. Arch Gen 

Psychiatry. 2004a;61(10):1005–1013. 

Davidson J, Yaryura-Tobias J, DuPont R, et al. Fluvoxamine-

controlled release formulation for the treatment of 

generalized social anxiety disorder. J Clin 

Psychopharmacol. 2004b;24(2):118–125. [PubMed] 

DeWit DJ, Ogborne A, Offord D, MacDonald K. Antecedents 

of the risk of recovery from DSM-III-R social phobia. 

Psychol Med. 1999;29(3):569–582. 

Donovan MR, Glue P, Kolluri S, Emir B. Comparative 

efficacy of antidepressants in preventing relapse in 

anxiety disorders – a meta-analysis. J Affective Dis. 

2010;123(1):9–16. 

Dooley DJ, Taylor CP, Donevan S, Feltner D. Ca2+ channel 

[alpha] 2 [delta] ligands: novel modulators of 

neurotransmission. Trends Pharmacol Sci. 

2007;28(2):75–82. 

Dunlop BW, Papp L, Garlow SJ, Weiss PS, Knight BT, Ninan 

PT. Tiagabine for social anxiety disorder. Hum 

Psychopharmacol. 2007;22(4):241–244. 

Fahlén T, Nilsson HL, Borg K, Humble M, Pauli U. Social 

phobia: the clinical efficacy and tolerability of the 

monoamine oxidase A and serotonin uptake inhibitor 

brofaromine: a double-blind placebo-controlled study. 

Acta Psychiatr Scand. 1995;92(5):351–358. 

Feltner DE, Liu-Dumaw M, Schweizer E, Bielski R. Efficacy 

of pregabalin in generalized social anxiety disorder: 

results of a double-blind, placebo-controlled, fixed-dose 

study. Int Clin Psychopharmacol. 2011;26(4):213–220. 

Gelernter CS, Uhde TW, Cimbolic P, et al. Cognitive-

behavioral and pharmacological treatments of social 

phobia: a controlled study. Arch Gen Psychiatry. 

1991;48(10):938–945. 

Glue P, Gale C. Off-label use of quetiapine in New Zealand – 

a cause for concern? N Z Med J. 2011;124(1336):10–13. 

Glue P, Loan A, Gale C. New prospects for the drug treatment 

of generalized anxiety disorder: a systematic review. 

Curr Drug Ther. 2010;5(2):86–94. 

Ganasen K, Ipser J, Stein D. Augmentation of cognitive 

behavioral therapy with pharmacotherapy. Psychiatr 

Clin North Am. 2010;33(3):687–699. 

Guy W. ECDEU Assessment Manual for 

Psychopharmacology – Revised. Rockville, MD: 

National Institute of Mental Health; 1976. 

Hamilton M. The assessment of anxiety states by rating. Br J 

Med Psychol. 1959;32(1):50–55. 

Haug TT, Blomhoff S, Hellstrom K, et al. Exposure therapy 

and sertraline in social phobia: I-year follow-up of a 

randomised controlled trial. Br J Psychiatry. 

2003;182(4):312–318. 

Haverkampf, C. J. (2010). Communication and Therapy (3rd 

ed.). Dublin: Psychiatry Psychotherapy Communication 

Publishing Ltd. 

Haverkampf, C. J. (2012). A Case of Severe Anxiety. J 

Psychiatry Psychotherapy Communication, 1(2), 35–40. 

Haverkampf, C. J. (2013). A Case of Social Anxiety. J 

Psychiatry Psychotherapy Communication, 2(1), 14–20. 

Hedman E, Andersson G, Ljótsson B, et al. Internet-based 

cognitive behavior therapy vs cognitive behavioral 

group therapy for social anxiety disorder: a randomized 

controlled non-inferiority trial. PloS One. 

2011;6(3):e18001. 

Heimberg RG, Liebowitz MR, Hope DA, et al. Cognitive 

behavioral group therapy vs phenelzine therapy for 

social phobia: 12-week outcome. Arch Gen Psychiatry. 

1998;55(12):1133–1141. 

Hindmarch I. Cognitive toxicity of pharmacotherapeutic 

agents used in social anxiety disorder. Int J Clin Pract. 

2009;63(7):1085–1094. 

Kasper S, Stein DJ, Loft H, Nil R. Escitalopram in the 

treatment of social anxiety disorder. Br J Psychiatry. 

2005;186(3):222–226. 

Kinrys G, Pollack MH, Simon NM, Worthington JJ, Nardi 

AE, Versiani M. Valproic acid for the treatment of 

social anxiety disorder. Int Clin Psychopharmacol. 

2003;18(3):169–172. 

Knijnik DZ, Blanco C, Salum GA, et al. A pilot study of 

clonazepam versus psychodynamic group therapy plus 

clonazepam in the treatment of generalized social 

anxiety disorder. Eur Psychiatry. 2008;23(8):567–574. 

Kobak KA, Greist JH, Jefferson JW, Katzelnick DJ. 



Haverkampf, CJ. Treatment-Resistant Social Anxiety. J Psychiatry Psychotherapy Communication, 2015 Dec 31;4(4):117-

127 

 

THE JOURNAL OF PSYCHIATRY PSYCHOTHERAPY AND COMMUNICATION 

125 

Fluoxetine in social phobia: a double-blind, placebo-

controlled pilot study. J Clin Psychopharmacol. 

2002;22(3):257–262. 

Koszycki D, Benger M, Shlik J, Bradwejn J. Randomized trial 

of a meditation-based stress reduction program and 

cognitive behavior therapy in generalized social anxiety 

disorder. Behav Res Ther. 2007;45(10):2518–2526. 

Katzelnick DJ, Kobak KA, DeLeire T, et al. Impact of 

generalized social anxiety disorder in managed care. Am 

J Psychiatry. 2001;158(12):1999–2007. 

Kessler RC, Ustun TB, editors. The WHO World Mental 

Health Surveys: Global Perspectives on the 

Epidemiology of Mental Disorders. New York, NY: 

Cambridge University Press; 2008. 

Katschnig H. Moclobemide in social phobia. Eur Arch 

Psychiatry Clin Neurosci. 1997;247(2):71–80. 

Liebowitz MR, Gelenberg AJ, Munjack D. Venlafaxine 

extended release vs placebo and paroxetine in social 

anxiety disorder. Arch Gen Psychiatry. 

2005a;62(2):190–198. 

Liebowitz MR, Schneier F, Campeas R, et al. Phenelzine vs 

atenolol in social phobia: A placebo-controlled 

comparison. Arch Gen Psychiatry. 1992;49(4):290–300. 

Liebowitz MR, Stein MB, Tancer M, Carpenter D, Oakes R, 

Pitts CD. A randomized, double-blind, fixed-dose 

comparison of paroxetine and placebo in treatment of 

generalized social anxiety disorder. J Clin Psychiatry. 

2002;63(1):66–74. 

Liebowitz MR, DeMartinis NA, Weihs K, et al. Efficacy of 

sertraline in severe generalized social anxiety disorder: 

results of a double-blind, placebo-controlled study. J 

Clin Psychiatry. 2003;64(7):785–792. 

Liebowitz MR. Social phobia. Mod Probl 

Pharmacopsychiatry. 1987;22:141–173. 

Lepola U, Bergtholdt B, St Lambert J, Davy KL, Ruggiero L. 

Controlled-release paroxetine in the treatment of 

patients with social anxiety disorder. J Clin Psychiatry. 

2004;65(2):222–229. 

Liebowitz MR, Mangano RM, Bradwejn J, Asnis G SAD 

Study Group. A randomized controlled trial of 

venlafaxine extended release in generalized social 

anxiety disorder. J Clin Psychiatry. 2005b;66(2):238–

247. 

Liebowitz MR, Heimberg RG, Schneier FR, et al. Cognitive-

behavioral group therapy versus phenelzine in social 

phobia: Long term outcome. Depress Anxiety. 

1999;10(3):89–98. 

Lader M, Stender K, Bürger V, Nil R. Efficacy and tolerability 

of escitalopram in 12- and 24-week treatment of social 

anxiety disorder: Randomised, double-blind, placebo-

controlled, fixed-dose study. Depress Anxiety. 

2004;19(4):241–248. 

Lott M, Greist JH, Jefferson JW, et al. Brofaromine for social 

phobia: a multicenter, placebo-controlled, double-blind 

study. J Clin Psychopharmacol. 1997;17(4):255–260. 

Magee WJ, Eaton WW, Wittchen H-U, McGonagle KA, 

Kessler RC. Agoraphobia, simple phobia, and social 

phobia in the National Comorbidity Survey. Arch Gen 

Psychiatry. 1996;53(2):159–168. 

Marks IM, Mathews AM. Brief standard self-rating for phobic 

patients. Behav Res Ther. 1979;17(3):263–267.  

Muehlbacher M, Nickel MK, Nickel C, et al. Mirtazapine 

treatment of social phobia in women: a randomized, 

double-blind, placebo-controlled study. J Clin 

Psychopharmacol. 2005;25(6):580–583. 

Mula M, Pini S, Cassano GB. The role of anticonvulsant drugs 

in anxiety disorders: a critical review of the evidence. J 

Clin Psychopharmacol. 2007;27(3):263–272. 

Noyes RJ, Moroz G, Davidson JRT, et al. Moclobemide in 

social phobia: a controlled dose-response trial. J Clin 

Psychopharmacol. 1997;17(4):247–254. 

Nutt DJ, Glue P. Monoamine oxidase inhibitors: rehabilitation 

from recent research? Br J Psychiatry. 1989;154:287–

291. 

Oosterbaan DB, van Balkom AJLM, Spinhoven P, van Oppen 

P, van Dyck R. Cognitive therapy versus moclobemide 

in social phobia: a controlled study. Clin Psychol 

Psychother. 2001;8(4):263–273. 

Pande AC, Feltner DE, Jefferson JW, et al. Efficacy of the 

novel anxiolytic pregabalin in social anxiety disorder: a 

placebo-controlled, multicenter study. J Clin 

Psychopharmacol. 2004;24(2):141–149. 

Pande AC, Davidson JRT, Jefferson JW, et al. Treatment of 

social phobia with gabapentin: a placebo-controlled 

study. J Clin Psychopharmacol. 1999;19(4):341–348. 

Philip NS, Mello K, Carpenter LL, Tyrka AR, Price LH. 

Patterns of quetiapine use in psychiatric inpatients: an 

examination of off-label use. Ann Clin Psychiatry. 

2008;20(1):15–20. 

Powers MB, Sigmarsson S, Emmelkamp PMG. A meta-

analytic review of psychological treatments for social 

anxiety disorder. Int J Cogn Ther. 2008;1(2):94–113. 

Prasko J, Dockery C, Horácek J, et al. Moclobemide and 

cognitive behavioral therapy in the treatment of social 

phobia. A six-month controlled study and 24 months 

follow up. Neuroendocrinol Lett. 2006;27(4):473–481. 

Quitkin FM, Stewart JW, McGrath PJ, Tricamo E. Columbia 

atypical depression: a subgroup of depressives with 

better response to MAOI than to tricyclic 

antidepressants or placebo. Br J Psychiatry. 

1993;163(Suppl 21):30–34. 

Ravindran LN, Stein MB. The pharmacologic treatment of 

anxiety disorders: a review of progress. J Clin 

Psychiatry. 2010;71(7):839–854. 



Haverkampf, CJ. Treatment-Resistant Social Anxiety. J Psychiatry Psychotherapy Communication, 2015 Dec 31;4(4):117-

127 

 

THE JOURNAL OF PSYCHIATRY PSYCHOTHERAPY AND COMMUNICATION 

126 

Ravindran LN, Kim DS, Letamendi AM, Stein MB. A 

randomized controlled trial of atomoxetine in 

generalized social anxiety disorder. J Clin 

Psychopharmacol. 2009;29(6):561–564. 

Rickels K, Mangano R, Khan A. A double-blind, placebo-

controlled study of a flexible dose of venlafaxine ER in 

adult outpatients with generalized social anxiety 

disorder. J Clin Psychopharmacol. 2004;24(5):488–496. 

Ruscio A, Brown T, Chiu W, Sareen J, Stein M, Kessler R. 

Social fears and social phobia in the USA: results from 

the National Comorbidity Survey Replication. Psychol 

Med. 2008;38(1):15–28. 

Rush A, Trivedi M, Wisniewski S, et al. Acute and longer-

term outcomes in depressed outpatients requiring one or 

several treatment steps: a STAR* D report. Am J 

Psychiatry. 2006;163(11):1905–1917. 

Schneier FR, Johnson J, Hornig CD, Liebowitz MR, 

Weissman MM. Social phobia: comorbidity and 

morbidity in an epidemiologic sample. Arch Gen 

Psychiatry. 1992;49(4):282–288. 

Schneier FR. Pharmacotherapy of social anxiety disorder. 

Expert Opin Pharmacother. 2011;12(4):615–625. 

Schneier FR, Foose TE, Hasin DS, et al. Social anxiety 

disorder and alcohol use disorder co-morbidity in the 

National Epidemiologic Survey on Alcohol and Related 

Conditions. Psychol Med. 2010;40(6):977–988. 

Schneier FR, Goetz D, Campeas R, Fallon B, Marshall R, 

Liebowitz MR. Placebo-controlled trial of moclobemide 

in social phobia. Br J Psychiatry. 1998;172(1):70–77. 

Schutters SIJ, Van Megen HJGM, Van Veen JF, Denys DAJP, 

Westenberg HGM. Mirtazapine in generalized social 

anxiety disorder: a randomized, double-blind, placebo-

controlled study. Int Clin Psychopharmacol. 

2010;25(5):302–304. 

Scott K, McGee M, Oakley Browne M, Wells JE. Mental 

disorder comorbidity in Te Rau Hinengaro: the New 

Zealand Mental Health Survey (NZMHS) Aust N Z J 

Psychiatry. 2006;40(10):875–881. 

Seedat S, Stein MB. Double-blind, placebo-controlled 

assessment of combined clonazepam with paroxetine 

compared with paroxetine monotherapy for generalized 

social anxiety disorder. J Clin Psychiatry. 

2004;65(2):244–248. 

Simpson HB, Schneier FR, Campeas RB, et al. Imipramine in 

the treatment of social phobia. J Clin Psychopharmacol. 

1998;18(2):132–135. 

Stangier U, Schramm E, Heidenreich T, Berger M, Clark DM. 

Cognitive therapy vs interpersonal psychotherapy in 

social anxiety disorder: a randomized controlled trial. 

Arch Gen Psychiatry. 2011;68(7):692–700. 

Stein MB, Fyer AJ, Davidson JR, Pollack MH, Wiita B. 

Fluvoxamine treatment of social phobia (social anxiety 

disorder): a double-blind, placebo-controlled study. Am 

J Psychiatry. 1999;156(5):756–760. 

Stein MB, Pollack MH, Bystritsky A, Kelsey JE, Mangano 

RM. Efficacy of low and higher dose extended-release 

venlafaxine in generalized social anxiety disorder: a 6-

month randomized controlled trial. 

Psychopharmacology. 2005;177(3):280–288. 

Stein DJ, Baldwin DS, Bandelow B, et al. A 2010 evidence-

based algorithm for the pharmacotherapy of social 

anxiety disorder. Curr Psychiatry Rep. 2010;12(5):471–

477. 

Stein M, Ravindran L, Simon N, et al. Levetiracetam in 

generalized social anxiety disorder: a double-blind, 

randomized controlled trial. J Clin Psychiatry. 

2010;71(5):627–631. 

Stein DJ, Ipser J, van Balkom AJ. Pharmacotherapy for social 

anxiety disorder. Cochrane Database Syst Rev. 2000;4 

Stein MB, Liebowitz MR, Lydiard RB, Pitts CD, Bushnell W, 

Gergel I. Paroxetine treatment of generalized social 

phobia (social anxiety disorder): a randomized 

controlled trial. JAMA. 1998;280(8):708–713. 

Stein MB, Kean YM. Disability and quality of life in social 

phobia: epidemiologic findings. Am J Psychiatry. 

2000;157(10):1606–1613. [PubMed] 

Stein MB, Chartier MJ, Hazen AL, et al. Paroxetine in the 

treatment of generalized social phobia: open-label 

treatment and double-blind placebo-controlled 

discontinuation. J Clin Psychopharmacol. 

1996;16(3):218–222. 

Stein DJ, Versiani M, Hair T, Kumar R. Efficacy of 

paroxetine for relapse prevention in social anxiety 

disorder: a 24-week study. Arch Gen Psychiatry. 

2002;59(12):1111–1118. 

Stein DJ, Cameron A, Amrein R, et al. Moclobemide is 

effective and well tolerated in the long-term 

pharmacotherapy of social anxiety disorder with or 

without comorbid anxiety disorder. Int Clin 

Psychopharmacol. 2002;17(4):161–170. 

Montgomery SA, Nil R, Durr-Pal N, Loft H, Boulenger JP. A 

24-week randomized, double-blind, placebo-controlled 

study of escitalopram for the prevention of generalized 

social anxiety disorder. J Clin Psychiatry. 

2005;66(10):1270–1278. [PubMed] 

Simon NM, Worthington JJ, Moshier SJ, et al. Generalized 

social anxiety disorder: a preliminary randomized trial 

of increased dose to optimize response. CNS Spectr. 

2010;15(7):436–443. 

Van Ameringen MA, Lane RM, Walker JR, et al. Sertraline 

treatment of generalized social phobia: a 20-week, 

double-blind, placebo-controlled study. Am J 

Psychiatry. 2001;158(2):275–281. 

Vaishnavi S, Alamy S, Zhang W, Connor KM, Davidson JRT. 



Haverkampf, CJ. Treatment-Resistant Social Anxiety. J Psychiatry Psychotherapy Communication, 2015 Dec 31;4(4):117-

127 

 

THE JOURNAL OF PSYCHIATRY PSYCHOTHERAPY AND COMMUNICATION 

127 

Quetiapine as monotherapy for social anxiety disorder: a 

placebo-controlled study. Prog Neuropsychopharmacol 

Biol Psychiatry. 2007;31(7):1464–1469. 

Van Ameringen M, Mancini C, Pipe B, Oakman J, Bennett M. 

An open trial of topiramate in the treatment of 

generalized social phobia. J Clin Psychiatry. 

2004;65(12):1674–1678. 

Van Ameringen M, Mancini C, Oakman J, et al. Nefazodone 

in the treatment of generalized social phobia: a 

randomized, placebo-controlled trial. J Clin Psychiatry. 

2007;68(2):288–295. 

van Vliet I, Boer J, Westenberg H. Psychopharmacological 

treatment of social phobia; a double blind placebo 

controlled study with fluvoxamine. 

Psychopharmacology. 1994;115(1):128–134. 

Van Vliet IM, den Boer JA, Westenburg HG. 

Psychopharmacological treatment of social phobia: 

clinical and biochemical effects of brofaromine, a 

selective MAO-A inhibitor. Eur 

Neuropsychopharmacol. 1992;2(1):21–29. 

Vasile RG, Bruce SE, Goisman RM, Pagano M, Keller MB. 

Results of a naturalistic longitudinal study of 

benzodiazepine and SSRI use in the treatment of 

generalized anxiety disorder and social phobia. Depress 

Anxiety. 2005;22(2):59–67. 

Versiani M, Nardi AE, Figueira I, Mendlowicz M, Marques C. 

Double-blind placebo controlled trial with bromazepam 

in social phobia. J Bras Psiquiatr. 1997;46(3):167–171. 

Portuguese. 

Versiani M, Nardi A, Mundim F, Alves A, Liebowitz M, 

Amrein R. Pharmacotherapy of social phobia. A 

controlled study with moclobemide and phenelzine. Br J 

Psychiatry. 1992;161(3):353–360. 

Versiani M, Mundim FD, Nardi AE, Liebowitz MR. 

Tranylcypromine in social phobia. J Clin 

Psychopharmacol. 1988;8(4):279–283. 

Walker JR, Van Ameringen MA, Swinson R, et al. Prevention 

of relapse in generalized social phobia: results of a 24-

week study in responders to 20 weeks of sertraline 

treatment. J Clin Psychopharmacol. 2000;20(6):636–

644. 

Zhang W, Connor KM, Davidson JRT. Levetiracetam in social 

phobia: a placebo controlled pilot study. J 

Psychopharmacol. 2005;19(5):551–553. 

 

 

 

 

 

 


