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Comparing the prevalence rates of social phobia in a
community according to ICD-10 and DSM-III-R
Comparando estimativas de prevaléncia da fobia
social na comunidade empregando-se a CID-10 e a
DSM-III-R

Fabio Lopes Rocha,' Claudia Maria Resende Vorcaro,*
Elizabeth Uchoa,?® Maria Fernanda Lima-Costa®*

Abstract

Objective: This population-based study aimed to compare the prevalence rates of social phobia using DSM-III-R and CID-10,
based on the Composite International Diagnostic Interview (CIDI), in a Brazilian community. Methods: This survey was carried
out in a representative sample of 1,041 residents from Bambui, Minas Gerais, Brazil (attrition rate = 14.7%). The Brazilian
version of the CIDI was used. One-month, one-year and lifetime social phobia prevalence rates were estimated, employing the
DSM-III-R and ICD-10 classifications, using the CIDI computer program. Results: One-month, one-year, and life prevalence
rates of social phobia, based on the DSM-III-R (7.9, 9.0 and 11.7% respectively) were higher than those based on the ICD-10
(4.7, 5.2 and 6.7% respectively; p < 0.01 for all). Conclusion: Our results reinforce the hypothesis that the prevalence of social
phobia is higher when based on the DSM-III-R compared to the ICD-10 classification.
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Resumo

Objetivo: Este estudo populacional visa comparar estimativas de prevaléncia de fobia social empregando-se a CID-10 e a DSM-
IlI-R em uma comunidade brasileira. Métodos: O levantamento foi realizado em uma amostra representativa de 1.041 residentes
de Bambui, Minas Gerais, Brasil (perda = 14,7%). Foi utilizada a verséao brasileira da Composite International Diagnostic Interview
(CIDI). As prevaléncias de 1 més, 1 ano e vida foram estimadas empregando-se as classificacées CID-10 e DSM-III-R, utilizando-
se o programa de computador da CIDI. Resultados: As prevaléncias de 1 més, 1 ano e vida da fobia social, baseadas na DSM-
I-R (7,9, 9,0 e 11,7% respectivamente) foram mais elevadas que aquelas baseadas na CID-10 (4,7, 5,2 e 6,7%, respectivamen-
te; p < 0,01 para todos). Conclusdo: Nossos resultados reforcam a hipdtese de que as taxas de prevaléncia de fobia social séo
mais elevadas quando baseadas na DSM-III-R em comparacdo com a CID-10.

Descritores: Transtornos fébicos/epidemiologia; Transtornos fobicos/diagnostico; Transtornos fobicos/classificagdo; Transtornos fobicos/
etnologia; Transtornos da ansiedade; Brasillepidemiologia; Transtornos mentais/epidemiologia; Escalas de graduacdo psiquitrica
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Social Phobia prevalence rates - ICD-10 x DSM-III-R

Introduction

The results of forty-three epidemiological studies on social
phobia (SP), published over the last two decades, show
remarkably variable lifetime prevalence rates, ranging from
0% among men in Seoul to 52.7% in Udmurtia, Russia.’ In
the first wave of studies based on the DSM-III,* the social
phobia lifetime prevalence was estimated at about 2-3% in
the US.5 Other studies, using DSM-III-R® criteria, showed
higher rates (around 13%).” The latest studies based on the
ICD-108 have reported lower prevalence estimates in Australia
(2.7%),° Brazil (3.5%)!° and in the Arabian Peninsula
(0.4%).1* This variation could be explained either by real
differences or by methodological differences, including the
diagnostic criteria and the diagnostic thresholds employed,
the instruments utilized, and the prevalence period considered,
among other factors.31?

The ICD-10 (Diagnostic Criteria for Research - DCR)'® and
the DSM-III-R® are systems of classification for psychiatric
disorders, which are defined by operational criteria. Concerning
the diagnosis of SP, the ICD-10 (DCR) is more restrictive than
DSM-III-R regarding 1) anxiety symptomatology (ICD-10
specifies type and number of symptoms, whereas DSM-III-R is
generic) and 2) clinical significance of social phobic symptoms
(ICD-10, criterion C: “significant emotional distress is caused
by the symptoms or by the avoidance, and the individual
recognizes that these are excessive or unreasonable; DSM-III-
R, criterion E: “ the avoidant behavior interferes with
occupational functioning or with usual social activities or
relationships with others, or there is marked distress about
having the fear” and criterion F: “the person recognizes that
the fear is excessive or unreasonable”.

Regarding community studies, analyzing the interview
instrument is even more important than analyzing the criteria
and how they are used in the respective classifications because
the wording and the algorithms in the computerized program
may differ from the original classifications.!* The Composite
International Diagnostic Interview (CIDI),'® used in the present
study is a fully standardized interview that provides diagnoses
according to the definitions and criteria of the ICD-10 and
DSM-III-R. With regard to SP, there are important differences
between the corresponding criterion C of ICD-10 and D of
DSM-I1l (see discussion). There is some evidence that the
DSM-I11-R identifies more cases of SP than the ICD-10,%!* but
there is no consensus.?

The present study aims at examining one of the
methodological differences that could contribute to differences
in the prevalence rates of SP: classifying SP using DSM-I11-R
and CID-10, according to the CIDI. The hypothesis is that the
ICD-10 identifies fewer cases of SP than the DSM-III-R.

Methods

This population-based study was carried out in Bambui, a
town with approximately 15,000 inhabitants in southeastern
Brazil. A complete census of the town was performed to identify
the participants. A non-replaceable random sample of 1,221
residents aged =18 years was selected.!® Of the 1,221 selected
individuals, 1,041 (85.3%) participated in this study. The
participants were similar to the individuals in the sample
regarding age and sex.

The Brazilian version of the CIDI was used.!” The diagnoses
were obtained using the CIDI computer program. One-month,
one-year and lifetime SP prevalence rates were estimated,
employing the DSM-III-R and ICD-10 classifications. The

univariate analysis was based on the Pearson chi-square test;
confidence intervals were estimated. The Stata Statistical
Software was used for data analysis.'® Further methodological
details were previously described.!6:19-20

Results

The sample of 1,041 subjects had an average age of 39.
Women accounted for 54.3% of the sample and men 45.7%.
There were 26.5% with 8+ years of schooling, 21.5% between
4 and 7 years, 42.5% between 1 and 3 years of schooling
and 9.5% with no schooling. Other socio-demographic
characteristics were previously described.16:19-20

The one-month, one-year, and lifetime prevalence rates of
SP, based on the ICD-10 were 4.7% (CI95% 3.4-6.0), 5.2%
(CI195% 3.8-6.5) and 6.7% (CI95% 5.2-8.2), respectively.
The corresponding figures based on the DSM-I1I-R were 7.9%
(CI195% 6.2-9.5), 9.0% (CI95% 7.3-10.8) and 11.7% (CI95%
9.8-13.7) — Table 1.

Table 1 — One-month, one-year and lifetime prevalence of
Social Phobia based on ICD-10 and DSM-lII-R

Prevalence ICD-10 DSM-III-R p

n % (IC95%) n % (1IC95%)
1-month 49 47 3460 82 7.9 6.2-9.5 <0.01
1-year 54 52 3.86.5 94 9.0 7.3-10.8 < 0.01
Lifetime 70 6.7 5282 122 11.7 9.8-13.7 <0.01

Estimates of the one-month, one-year and lifetime prevalence
among men, based on the ICD-10, were 3.1% (CI95% 1.5-
4.7), 3.5% (CI95% 1.8-5.2) and 4.6% (CI95% 2.7-6.6),
respectively. The corresponding results using DSM-III-R were
6.0% (CI95% 3.8-8.2), 7.5% (CI95% 5.1-10.0), 10.0%
(C195% 7.2-12.2) — p = 0.06; 0.01 and < 0.01.

For women the respective values for ICD-10 were 5.9%
(C195% 4.0-7.9), 6.5% (C195% 4.5-8.4) and 8.3% (CI95%
6.1-10.6) and for DSM-I1I-R 9.3% (CI95% 7.0-11.7), 10.2%
(C195% 7.7-12.6) and 13.1% (CI95% 10.3-15.8) —p = 0.04;
0.03 and < 0.01.

Based on the ICD-10, as compared to men, women had
higher rates of one-month prevalence (p = 0.03), one-year
(p = 0.03) and lifetime prevalence (p = 0.02). Based on the
DSM-III-R, higher prevalence for women was found for one-
month prevalence (p = 0.03) but not for one-year (p = 0.09)
and lifetime prevalence (p = 0.08).

Discussion

The results of this study show a consistently higher DSM-III-
R one-month, one-year and lifetime prevalence rates of SP
compared to that obtained using the ICD-10 classification. A
similar trend was observed among males and females. Possibly,
besides the differences between the ICD-10 and the DSM-III-R
criteria, a major explanation for the higher prevalence when
using DSM-III-R criteria, compared to ICD-10 estimates, are
the CIDI's algorithms that compose the computerized program
differences between the corresponding criteria C of ICD-10 and
D of DSM-III. These two related criteria are defined by different
elements by the computerized algorithms. In order to meet
criterion C of ICD-10, the interviewed have to confirm that they
have told a doctor or other professional about the fear or that
they have taken the medication more than once because of the
fear or that the symptoms interfere significantly with social life.
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The criterion D of the DSM-I1I-R is met if the interviewed confirms
the presence of several autonomic symptoms, or if there is a
significant interference with social life.141®

The impact of ICD-10 and DSM classifications on SP
prevalence is controversial.?3914 Wacker et al (1992) found a
lower lifetime prevalence of ICD-10 SP (9.6%) as compared
to DSM-III-R prevalence (16.0%) among adults residing in
the city of Basle, Switzerland. In their study , almost 40% of
positive SP according to the DSM-III-R were negative using
the ICD-10 criteria; 57% did not meet criterion C (ICD-10 —
“significant emotional distress due to the symptoms or to the
avoidance and a recognition that these are excessive and
unreasonable) and 29% did not meet criterion B (symptoms
of anxiety in the feared situation at some time since the onset
of the disorder, showing at least some of the autonomic
symptoms listed under B 1-9 [F41.0] and with the addition of
blushing or shaking, nausea or fear of vomiting, urgency or
fear of micturition or defecation). In contrast, 3.7% positive
SP according to the ICD-10 were negative using DSM-III-R
criteria.!* Pakriev et al described similar results in the rural
population of Udmurtia (Estonia), a 45.6% lifetime prevalence
using ICD-10 and 52.7% according to DSM-III-R
classification.? However, these lifetime prevalence rates of SP
are uncommonly high.

On the other hand, in a very large sample of Australian
adults, Andrews et al® found higher one-year prevalence of
SP using ICD-10 (2.7%) than DSM-IV (1.3%) classification,
but employing the version 2.1 of the CIDI. The prevalence
rates in this study were possibly underestimated.® In general,
studies that have used DSM-IV definition reported prevalence
rates of SP similar to DSM-III-R estimates.

Most studies have shown that women are more likely to have
SP37.14 Qur findings, using ICD-10, confirm higher rates of one-
month prevalence, one-year and lifetime prevalence for women.
However, DSM-I1I-R higher rates among women were found
only for one-month prevalence, not for one-year and lifetime
prevalence, suggesting that classifications and the interview
instrument can have some impact in determining associated
factors due to some discrepancies in identifying cases of SP.

The lifetime prevalence rate of SP based on the ICD.10 (6.7%)
found in this study (Bambui, Brazil) was superior to the estimate
of SP also based on the ICD.10 (3.5%) reported by Andrade et al
(2002) in Séo Paulo, which is the largest city in the country.®
Hence, geographical location, socioeconomic and cultural aspects
appear to affect prevalence estimates of SP as much as the
diagnostic criteria used (DSM-III-R vs. ICD-10).

Another aspect to be considered is that the real prevalence
of mental disorders is difficult to be assessed as the criteria
utilized in classifications such as the ICD or the DSM are only
representations of what psychiatrists consider to be the disease’s
construct.? In addition, the CIDI is not a clinical examination,
is a fully structured interview administered by lay interviewers.
Particularly regarding SP, suffering and incapacitation, as well
as prevalence rates may be overestimated by lay interviewers
due to its similarities with normal social inhibition (shyness).
Most importantly, the problem of validity in psychiatric
epidemiological studies has not been solved.

Conclusion

Summing up, our results reinforce the hypothesis that the
prevalence of SP is higher when based on the DSM-III-R in
comparison with the ICD-10 classification. Thus, conclusive results
cannot be produced when comparing epidemiological surveys using

Bras Psiquiatr. 2005;27(3):222-4

these different instruments. Further studies are necessary to assess
the consistency of these findings in different geographical locations,
socioeconomic situations and cultural settings.
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