
Ali H, Joordens S. Social Anxiety in University Students: Towards an Intentional 
Life-Skills Based Prevention Model. J Ment Health Clin Psychol (2023) 7(3): 19-36

Research Article Open Access

Page 19 of 36

www.mentalhealthjournal.org

JOURNAL OF MENTAL HEALTH 
AND CLINICAL PSYCHOLOGY

Social Anxiety in University Students: Towards an Intentional Life-Skills 
Based Prevention Model

Hannah Ali*, Steve Joordens
Department of Psychology, University of Toronto Scarborough, Toronto, ON, Canada

Article Info

Article Notes 
Received: July 11, 2023
Accepted: October 10, 2023	

*Correspondence: 
*Ms. Hannah Ali, Department of Psychology, University of 
Toronto Scarborough, Toronto, ON, Canada. 
Email: hannah.ali@mail.utoronto.ca

©2023 Ali H. This article is distributed under the terms of the 
Creative Commons Attribution 4.0 International License.

Keywords:
Social anxiety
Therapy
Negative evaluation
Race
Students
Culture
Stigma
Barriers
Mental health
Mental health services
COVID-19

 �

Abstract

Research suggests that staying connected with people is very beneficial 
to our physical and mental well-being. Moreover, a lack of social connection 
is associated with poor mental and physical health, and lower overall well-
being. For individuals with social anxiety, it is particularly difficult to cultivate 
social connections. Due to the prolonged period of social isolation during the 
COVID-19 pandemic, research suggests that social anxiety in university students 
has increased. This study employed a convergent parallel mixed method design 
and administered a self-reported questionnaire which included quantitative 
and qualitative questions. The questionnaire was administered to 301 
undergraduate students to determine if feelings of social anxiety in students 
changed during and after the pandemic. This study also analyzed social anxiety 
levels across racial and ethnocultural demographics and assessed the cultural 
stigmas and barriers that may prevent students from accessing mental health 
services. Results from the quantitative analyses showed a significant difference 
in social anxiety scores before and after the pandemic. However, in our sample, 
feelings of social anxiety post-pandemic did not differ across race, or income 
which were our main variables of interest. In addition, there was a positive 
correlation between social anxiety scores and household income and fear of 
negative evaluation. The qualitative results showed that important barriers to 
accessing mental health services include fear of parents learning they are in 
therapy, cost of mental health services, language barriers, and concern that a 
therapist would not have cultural sensitivity. This study highlights the need for 
increased interventions to reduce social anxiety among students, and proposes 
a preventative approach we refer to as “Life-Skills Training” to address social 
anxiety.

Introduction
The National Collaborating Centre for Mental Health1 describes 

social anxiety disorder as a persistent fear of one or more social 
situations, where the fear is disproportional to the threat posed. 
They further explain that social anxiety is a common mental-health 
disorder which impacts most people at some point during their life, 
with varying levels of symptoms. Individuals with social anxiety 
typically fear humiliation and negative evaluation from others, and 
often have poor social skills, thus tending to avoid social situations 
as a strategy to cope with the fear and anxiety. Many post-secondary 
school students struggle with social anxiety and as a result, 
may experience suboptimal personal, educational, occupational 
and social functioning2. Social anxiety typically develops during 
childhood or adolescence, and the median age of onset for those 
who seek treatment later in life is early to mid-teens1. One way 
of understanding the extent to which social anxiety can impair 
functioning is to consider Maslow’s Hierarchy of Needs. The ultimate 
level of Maslow’s hierarchy of needs reflects the human desire to 
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self-actualize3. However, in order to meet this need, one 
is motivated to first fulfill the more fundamental needs in 
their hierarchy which include, physiological needs, safety, 
belonging/love, and esteem needs. According to Maslow, 
once individuals have physiological and safety needs mostly 
secured, they become more concerned with the third need 
in the hierarchy which is social belonging3. This innate and 
universal need refers to people’s need for interpersonal 
attachments, and their desire for feelings of belongingness 
and acceptance from others3,4. This can be satisfied through 
strong friendships, family bonds, romantic relationships, 
social groups, etc. Strong social support systems greatly 
contribute to both physical and mental well-being. These 
support systems often help individuals to develop better 
coping skills, attain their goals, and be resilient during 
crisis5,10. Not satisfying this need and as a result, having 
poor social connections increases one’s risk of loneliness, 
depression and anxiety, a prediction supported by research 
data3,5,6,7.

Research on social anxiety is critical given the 
importance of social interactions and social connections 
on overall well-being. Strong social connections are critical 
to achieving happiness4,5,7,8. As one’s number of friends 
increases, generally, their mental health improves5,7,9. 
A study by Epley & Schroeder5, examined interactions 
between strangers on trains and buses, and found that 
happiness was higher in participants who connected 
with strangers compared to those who commuted in 
solitude. It is also important to note that it is not merely 
the act of being around others, but also the quality of 
these connections that benefits one’s health5,7. Many 
people report that relationships with friends and family 
makes their life meaningful4. Of course, these benefits 
only occur when one is able to form and reinforce social 
connections, which brings us to the issue of social anxiety, 
as it makes it harder for people to create and maintain 
social connection. A large portion of the existing research 
examines social anxiety among university students. Many 
university students had high levels of social anxiety prior 
to the COVID-19 pandemic, hereafter referred to as “the 
pandemic”10,11,12,13,14. Archbell and Coplan15 examined 
the link between social anxiety in university students, 
academic communication and student experiences prior 
to the pandemic. Among the results, social anxiety was 
negatively correlated to communication with professors, 
student experiences and socio-emotional functioning14. 
Research during the pandemic found that young adults 
were especially vulnerable to the mental health impacts of 
the pandemic11,13,14,16. The prolonged period of lockdown 
and social isolation increased the rates of social anxiety 
among university students7,16. Feelings of social anxiety 
often persisted once the lockdown was lifted. Despite a 
desire to interact with people during the lockdown, many 
reported having more fears after the lockdown was lifted 

than they did prior to the pandemic, and also reported 
feeling that their social skills decreased16. Fears included 
anxiety around setting meetings and interacting with 
others, and increased feelings of being judged in social 
contexts7.

Although research shows increased rates of social 
anxiety during the pandemic, there is a dearth of research 
investigating the impact of social anxiety on students upon 
resuming social activities and the return to in-person 
classes. More research is also needed to better understand 
the disparities in rates of social anxiety across various 
demographics, including race and socio-economic status. 
The existing research suggests that mental health rates 
are disproportionally higher across racialized groups17,18. 
This may be due to inequities in accessing mental health 
services, lack of knowledge and/or trust of the available 
resources and services, or possible cultural stigma towards 
mental health services. According to Maslow’s hierarchy 
of needs, individuals experiencing inequities because of 
their race or socio-economic status have not fully satisfied 
the more basic physiological and safety needs. As a result, 
such individuals may be even less motivated to focus on the 
need to belong3.

Many individuals who struggle with social anxiety do 
not seek treatment, despite it being treatable19. This may 
be due to fear of being judged by others which is one of 
the characteristics of social anxiety, thus seeking treatment 
becomes more challenging due to the innate nature of 
the disorder20. It has been suggested that online therapy 
may be a suitable option for individuals with anxiety, and 
especially for those from communities where mental health 
is strongly stigmatized21,22, since fear of judgment may be 
particularly strong in these communities.

The objective of this study was to understand the rates 
of social anxiety among University of Toronto Scarborough 
(UTSC) students by conducting a questionnaire and 
analyzing feelings of social anxiety, both during the 
pandemic and post-pandemic. Feelings of social anxiety 
was also analyzed across racial and ethnocultural 
demographics to identify any differences in levels of social 
anxiety, as well as willingness and comfort to seek out 
mental health services. Since there are a growing number 
of studies investigating the efficacy of online therapy, this 
study explored if this form of therapy is of interest to 
students. We were especially interested in seeing if it was 
of interest to students from communities experiencing 
mental health stigma. This study sought to address the 
previously mentioned gap in the literature by answering 
two research questions (1) “has the pandemic contributed 
to the onset of social anxiety or increased pre-existing 
feelings of social anxiety among UTSC students during and 
after the pandemic?” And (2) “does race, ethnocultural 
identity and/or other demographic factors (i.e., household 
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income, living alone or with others, status as domestic 
student or international student) impact the rates of 
social anxiety among UTSC students?” This study had two 
hypotheses. First, we hypothesized that feelings of social 
anxiety increased during the pandemic due to the extended 
period of time with limited social interactions, which 
can negatively impact students’ social anxiety after the 
pandemic. Second, we hypothesized that students who are 
Black, Indigenous and people of colour (BIPOC), may have 
lower household income or barriers to accessing resources 
and supports, and as such may experience disproportionate 
rates of social anxiety.

Methods

Participants
Participants were undergraduate students in the 

Introduction to Biological and Cognitive Psychology and 
the Introduction to Clinical, Developmental, Personality 
and Social Psychology courses at UTSC, and were recruited 
through the university’s SONA system. Data collection 
occurred from December 2022 to March 2023. A power 
analysis was conducted using a medium effect size of 
Cohen’s d = 0.4 and yielded a minimum sample size of 199 
participants to achieve 80% power. A total of 389 students 
participated in this study. Participants received a course 
credit as compensation. Once a participant signed up for 
the study, they were taken directly to the Qualtrics site 
to access the questionnaire where they read a consent 
form. Written consent was required before participants 
began the questionnaire. Students were required to be 
over 18 years old to participate in this study. To ensure 
this, students were asked to confirm that they were over 
18 years old before starting the questionnaire, however 
no further questions regarding age was asked. At the end 
of the study, participants were provided a debrief form, 
and the researchers’ contact information for questions 
or comments. Ethics approval for this study was received 
by the University of Toronto Delegated Ethics Review 
Committee (protocol number 2022-12).

Missing Data
Before statistical analysis were conducted, the data was 

cleaned according to the following measures. Of concern 
with student samples is integrity of the data. Data from 
students who completed the questionnaire under five 
minutes were excluded (n = 17) to not compromise the 
integrity of the conclusions we can draw from responses 
as this questionnaire is too long to be completed in under 
five minutes. Thirty participants stated they would not 
like their data used in the study. Thirteen participants 
skipped every question on the survey. Responses on 
reverse ordered questions were assessed. Reverse ordered 
questions help to provide information on whether or not 
participants are attending to questions carefully. Due 

to inconsistencies across reverse ordered and ordered 
questions, 28 participants were excluded. The total sample 
included in the analysis was 301 participants.

Study Design and Materials
A convergent parallel mixed methods design was used 

to conduct an environmental scan of social anxiety levels in 
students during and after the pandemic. To create the semi-
structured questionnaire, four measures which contained 
both quantitative and qualitative questions were compiled 
to analyze different components of social anxiety. Questions 
assessing demographic variables were included to better 
understand the racial and ethnocultural background of 
participants, and factors that may contribute to inequity, 
to understand how inequity may present differently across 
demographics. Students were asked to complete each 
question twice; the first round required them to think 
about their levels of social anxiety during the pandemic, 
the second round required them to answer the questions 
as it applied to them at the time they were completing the 
questionnaire. It is important to note that participants 
were not asked to disclose any personal information 
regarding a mental health diagnosis or previous medical 
history including use of any psychiatric drugs. This was 
communicated to participants in the questionnaire. None 
of the questions were mandatory.

In terms of demographic variables, participants were 
asked questions regarding their race and ethnocultural 
group and their household income. The income brackets 
used were adapted from Statistics Canada and is public 
record23. Students were asked if they were a domestic 
student, and if they lived alone during the lockdown and at 
the time of completing the questionnaire.

Assessing inequity helped us understand if feelings 
toward mental health services and accessing these services 
are impacted by inequities, barriers, and possible cultural 
stigma. To assess this, we adapted an inequity questionnaire 
by Rastogi et al24. Information regarding the reliability and 
validity of this measure was not provided. The original 
measure including only open-ended questions. As assessing 
inequities in rates of mental health across racial groups was 
one component of our study, we reduced the number of 
questions included, and adapted some of the questions to 
be closed-ended. As such, our version of the questionnaire 
includes open and closed-ended questions (e.g., “reflecting 
on your cultural values and beliefs, what does therapy or 
counseling mean to you?”, “would you consider receiving 
mental health assistance for social anxiety? [yes or no]”).

To assess social anxiety, participants completed the 
Social Interaction Anxiety Scale (SIAS)25. This is a commonly 
used measure to assess social anxiety. The validation 
study for the SIAS resulted in a high test-retest correlation 
coefficient above 0.90 and high internal consistency (α = 



Ali H, Joordens S. Social Anxiety in University Students: Towards an Intentional 
Life-Skills Based Prevention Model. J Ment Health Clin Psychol (2023) 7(3): 19-36 Journal of Mental Health & Clinical Psychology

Page 22 of 36

Demographics
As is apparent from Table 1, our sample includes good 

variability in terms of both Race and Household Income. 
While most students were domestic students who lived 
at home both during and after the pandemic, we also had 
representation of international students.

Quantitative Data
The paired sample T-test yielded significant results, t(300) 

= 6.27, p < .001, d = .36. Specifically, participants’ SIAS scores 
were significantly higher during the lockdown portion of the 
pandemic (Mean = 37.3) compared to the post-pandemic SIAS 
score (Mean = 33), by a difference of 3.73 bpm (95% CI [0.245, 
.478]) as depicted in Figure 1. As previously mentioned, this 
study used 34 as its cut-off, and results indicate social anxiety 
among students both during and post-pandemic, with social 
anxiety being worse during the pandemic.

Data is based on participants SIAS scores for their social 
anxiety levels during the pandemic and post-pandemic. 
These scores were compared and levels of social anxiety 
according to the SIAS was significantly higher during the 
pandemic compared to post-pandemic.

In order to assess if SIAS post-pandemic scores differed 
across race, a one-way ANOVA with 10 levels (White, Black, 
East Asian, South Asian, South-East Asian, West Asian, 
Arab, Latin American, Other and Mixed) was conducted. 
The result was not significant, F(9, 29.4) =1.07, p = .415 
(Figure 2). A one-way ANOVA analyzing the differences in 
SIAS post-pandemic scores across income with 14 levels 
was also conducted (refer to appendix 1 for income levels). 
This test also yielded non-significant results, F(13, 72.1) 
= 1.85, p = .05 (Figure 3). A one-way ANOVA measuring 
SIAS post-pandemic scores was conducted with 2 levels 
(international and domestic status). The results were 
not significant, F(1, 108) = .26, p = .61 (Figure 4). Lastly, 
a one-way ANOVA analysing SIAS post-pandemic scores 
across two levels (living alone, and living with others post-
pandemic) yielded non-significant results, F(1, 50.1) = .07, 
p = .79 (Figure 5).

.93)26. This scale also has strong construct and discriminant 
validity and this has been reinforced in the literature27, 28, 29. 
SIAS is a 20-item self-reported questionnaire with reverse 
scored items, designed to assess levels of social interaction 
anxiety (e.g., “I get nervous if I have to speak with someone 
in authority (teacher, boss, etc.)”, “I find it easy to make 
friends my own age”, “I feel I’ll say something embarrassing 
when talking”). Participants rated their responses on a 
5-point Likert scale, ranging from “not at all” to “extremely”. 
A cut-off score of 34 on the SIAS has been used in the 
literature to identify social anxiety, as such this study also 
used a cut-off score of 3430,31,32.

Individuals with social anxiety often fear being 
negatively evaluated, as such this is a significant 
component of social anxiety. The internal consistency 
for this measure was high (α = .89), however, sufficient 
validity scores has not been reported33. Fear of negative 
evaluation was measured using the 12-item Brief Fear 
of Negative Evaluation Scale (BFNE)34. Example items 
include: “I worry about what other people will think of 
me even when I know it doesn’t make any difference” 
and “I rarely worry about what kind of impression I am 
making on someone”. This scale is a 5-point Likert scale 
with responses ranging from “not at all characteristic 
of me” and “extremely characteristic of me”. A higher 
score on the BFNE indicates greater fear of negative 
evaluation.

Statistical Analyses
All quantitative analyses were conducted using Jamovi, 

an open-source statistics package. We were first interested 
in comparing the during and post-pandemic SIAS scores 
of participants. To test this, a paired sample T-test was 
conducted. Four separate one-way between-subject ANOVA 
were conducted with post-pandemic SIAS scores as the 
dependent variable for every test. The four independent 
variables assessed in each ANOVA were race, income, 
student status, and living status.

The qualitative questions included two open-ended 
questions. To analyze these responses the method of 
constant comparison was used to understand the various 
cultural stigmas and barriers people experience that 
prevents them from accessing mental health services. This 
method is used in grounded theory, and helps to organize 
data into themes, or groups in a structured way in order to 
gain knowledge from the responses24.

Results
The results of our research will be discussed across a 

number of sections. First, we will focus on the demographics 
representing the participants in our study. We then present 
a quantitative analysis of the data, followed by a qualitative 
analysis. Figure 1: Comparing SIAS Scores during and Post-Pandemic.
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Demographic Variable Frequency (n) Percent (%)
Age ≥ 18 301 100%

Race

White 35 11.63%
Black 27 8.97%

East Asian 78 25.91%
South Asian 95 31.56%

South-East Asian 15 4.98%
West Asian 12 3.99%

Arab 8 2.66%
Latin American 5 1.66%

Other 3 1%
Mixed 23 7.64%

Household Income

Less than $5,000	 15 4.98%
$5,000 to less than $10,000 9 2.99%

$10,000 to less than $15,000 12 3.99%
$15,000 to less than $20,000 7 2.33%
$20,000 to less than $25,000 18 5.98%
$25,000 to less than $30,000 13 4.32%
$30,000 to less than $40,000 20 6.64%
$40,000 to less than $50,000 15 4.98%
$50,000 to less than $60,000 15 4.98%
$60,000 to less than $70,000 15 4.98%
$70,000 to less than $80,000 30 9.97%
$80,000 to less than $90,000 17 5.65%

$90,000 to less than $100,000 29 9.63%
$100,000 and over	 80 16.61%

Student status
Domestic Student 236 78.41%

International Student 65 21.59%

Living Status (during COVID-19 lockdown)
Alone 20 6.64%

With others 281 93.36%

Living Status (after COVID-19 lockdown)
Alone 38 12.62%

With others 263 87.38%

Table 1: Demographic characteristics of participants

Figure 2. Differences in Social Anxiety Across Racial Groups.
The post-pandemic SIAS scores are compared across the 10 racial groups
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A multiple linear regression analyses was conducted 
to determine if post-pandemic SIAS scores of participants 
can be predicted by the BFNE post-pandemic scores, 
race, income, domestic or international student status, 
and whether they were living alone or with others (post-
pandemic). The results showed that 41.1% of the variance 
in SIAS post-pandemic scores can be explained by the 
5 predictors, R2 = .411, F(5, 289) = 42.1, p = < .01. BFNE 
post-pandemic scores significantly predicted SIAS post-
pandemic score. However, race, domestic or international 

student status, and if the participant were living alone 
or with others did not significantly predict SIAS post-
pandemic scores, see Table 2.

The questionnaire also included four multiple choice 
questions. Participants were asked if they would consider 
accessing mental health services. Approximately 68% of 
participants said they would feel comfortable, and 32% said 
they would not consider accessing services. To understand 
cultural and social stigmas, participants were asked if 

 
Figure 3: Dif﻿ferences in Social Anxiety Across Household income. 
Participants post-pandemic SIAS scores were compared across household income levels

Figure 4: Social Anxiety Across Student Status. 
SIAS scores were compared across domestic students and 
international students. Results did not find a significant difference 
between these populations

Figure 5: Differences in Social Anxiety Across Living Status.
 SIAS post pandemic scores were compared across individuals living 
alone versus living with others

95% Confidence Interval 95% Confidence Interval
Predictor Estimate SE Lower Upper t p Stand.  Error Lower Upper

Intercept 2.688 3.462 -4.127 9.503 0.776 0.438
DG 1 (Race) 0.406 0.282 -0.149 0.961 1.439 0.151 0.066 -0.024 0.155
DG 2 (Income) -0.421 0.153 -0.722 -0.119 -2.744 0.006 -0.124 -0.212 -0.035
DG 3 (Student Status) -0.936 1.604 -4.092 2.221 -0.583 0.560 -0.027 -0.119 0.065
DG5 (living status) -0.361 2.009 -4.316 3.593 -0.180 0.857 -0.009 -0.102 0.085
BFNE (post pandemic) 0.962 0.069 0.827 1.098 13.980 <0.001 0.628 0.540 0.716

Table 2: Multiple Linear Regression Coefficients
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they felt that there were cultural or social stigmas about 
mental health services that impacted the way they engage 
with mental health services. Almost 74% (n = 22) stated 
that there are stigmas around accessing mental health 
services in their culture, and selected which stigmas out of 
the 4 options exist (see Appendix 2 for this question). Five 
participants provided additional stigmas which included, 
assuming individuals who sought mental health services 
were “crazy” or weak, believing therapy is a waste of time, 
and believing that social workers will take your children 
away.

To understand what other factors may prevent 
participants from accessing mental health services, they 
were asked if the ethnic background of the mental health 
provider is an important factor, and 53% reported it was 
not. Since literature supports provision of online therapy 
to increase access to mental health services, participants 
were asked which format of therapy they would feel 
most comfortable with. Results showed that 68% of 
participants selected in-person therapy, and this was 
followed by 13% of participants selecting online therapy. 
Therapy via telephone was selected the least, with only 
3% of participants choosing this option. Twelve percent 
of participants said they do not know which form of 
therapy they would prefer and 4% said they would not feel 
comfortable receiving therapy in any form.

Qualitative Data
All analyses were conducted by one researcher to 

reduce the possibility of bias into the analyses. The two 
qualitative questions (in bold), and the themes used to 
analyze responses are stated below.

Reflecting on your cultural values and beliefs, what 
does therapy or counseling mean to you?

Responses to this question were sorted according to 
themes based on participants’ definitions to this question. 
The five themes were, treatment-based definition, cultural 
stigma towards mental health services, discussing 
challenges with a professional, access to services, and no 
definition provided (Figure 6).

Treatment-based definition: Fifty-one percent of 
participants defined therapy or counselling by focusing on 
a medical treatment to address their needs. Four percent 
of participants stated that it is similar to a physical illness, 
in that, when you are sick you go to a professional to get 
better. Three percent of participants defined it as a cure for 
mental health disorders. Majority described it as a medical 
treatment that takes time and is challenging, but usually 
has positive results.

Cultural Stigma towards mental health services: 
Twenty-five percent of respondents (n = 74) stated that 
accessing mental health is challenging because of the stigma 

that exists within their culture. Some stated that therapy 
is not discussed in a serious matter because mental health 
issues are not considered “real”. The perception that people 
are “weak” for needing therapy was common among many 
cultures. Of the seventy-four participants, 32% identified 
they would not access therapy for their own needs. 
Reasons why they would not access therapy included, high 
cost of a service that may be useless, fear of being thought 
of as “weak”, or simply not believing in therapy. Thirty-six 
percent of the seventy-four participants felt that mental 
health and mental health services are important but are 
not accepted in their culture. Less than one percent (0.7%) 
of participants said that although therapy is not accepted in 
their culture, a person should access care only if they could 
not find a solution on their own.

Discussing challenges with a professional: Eleven 
percent of participants defined therapy as opening up to a 
professional about one’s struggles. Less than one percent 
(0.3%) of participants defined it as a “deep and relaxing 
conversation”, others defined it as an outlet, or a way to 
learn more about yourself and emotional responses. These 
definitions understood therapy as a way to better express 
your thoughts and feelings about specific struggles, but 
also as an important resource to improve one’s overall 
well-being.

Access to services: Five percent of participants 
included the importance of equal access to mental health 
services in their definition. Less than one percent (0.3%) of 
participants focused on having support from their family to 
access mental health services.

Figure 6: Defining Mental Health Services.
Breakdown of participants’ definitions of therapy according to the 
five identified themes
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No definition provided: Eight percent of participants 
did not answer this question, and Less than one percent 
(0.3%) of participants said they do not know.

Suppose you needed to seek help with mental health 
issues, what are some of the challengers or barriers in 
seeking mental health services?

Barriers experienced by participants to accessing 
mental health services were divided according to five 
themes. They were, difficulties obtaining care, sociocultural 
barriers, individual barriers, and barriers at the family 
level. Responses where individuals cited there were no 
barriers, were unsure or did not answer the question were 
grouped into a fifth theme called “other responses” (Figure 
7).

Difficulties obtaining care: Six percent of participants 
reported significant concern that the therapist may not 
be understanding of, or educated on cultural traditions, 
customs and practices, and as a result may not apply 
cultural sensitivity to understand their challenges. Eight 
percent of participants expanded on this, explaining that 
they are not confident they would find a therapist who is 
genuinely interested in helping them and making them feel 
comfortable enough to open up fully. Finding the mental 
energy and the time to seek mental health services was 
cited by 5% of participants as a deterrent. Less than one 
percent (0.7%) of participants commented that having to 

travel long distances would prevent them from seeking 
care.

Twenty percent of participants reported that financial 
barriers would make it difficult for them to access mental 
health services. Of this, eight percent of participants 
commented on the long-wait times as a barrier. Less 
than one percent (0.3%) of participants spoke about 
the increased wait-time and challenges of finding a 
therapist following COVID. Less than one percent (0.7%) 
of participants reported that a barrier to online therapy 
post-pandemic is a lack of privacy from those they live 
with. They stated that the location they used to access 
free counselling is now virtual, and as such struggled to 
maintain their therapy. Another participant stated that it is 
challenging to find mental health services suitable for trans 
individuals specifically and they do not feel comfortable 
reliving and retelling their struggles to therapists they feel 
may not understand.

Sociocultural barriers: Four percent of participants 
reported that they do not have enough information on 
what mental health services are, or which services are 
available to them. Common reason was because mental 
health services were not discussed much in their cultures 
as a possible option. Three percent of participants stated 
that the stigma around mental health, as well as the belief 
in their culture that mental health is not important serves 
as barriers to accessing mental health services. Nine 
percent of participants said that because it is not in their 
culture to share information with a stranger, they struggle 
with opening up and as such are not likely to go to therapy.

Less than one percent (0.3%) of participants commented 
that in their culture, seeking therapy is seen as relying on 
someone else, which is not desirable as it is better to find ways 
to help yourself, thus, deterring them from accessing care.

Three percent of participants said they would not 
access care out of fear that their peers would judge them or 
look at them differently if they knew. Less than one percent 
(0.3%) of participants reported that the stigma associated 
with men who express their feelings is a barrier.

One percent of participants said they would not access 
mental health services because they do not want to be 
labeled as “crazy”, “psychopath” or “insane” by society but 
specifically by people within their culture. Less than one 
percent (0.7%) of participants said a barrier would be 
“trying to convince my parents that I am not “crazy” and 
that [it is] normal [for] every human being to deal with 
some form of mental health illness and that it is important 
[to] seek help”. Two percent of participants stated that 
since English is not their first language, they would not 
feel comfortable accessing care in English. Less than one 
percent (0.3%) of participants commented on the difficulty 
of accessing a translator.

Figure 7: Barriers to Accessing Mental Health Services.
Breakdown of participants responses to barriers to accessing 
mental health services according to the five identified themes
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Individual barriers: Twelve percent of participants 
stated that taking the first step to register for therapy as 
well as their anxiety or introverted personality would 
prevent them from seeking care. Many said that the reason 
they need therapy is also what prevents them from seeking 
therapy. Less than one percent (0.7%) of participants 
stated that sometimes individuals do not realize they need 
help, and that might be a barrier. Less than one percent 
(0.3%) of participants said their ego would serve as a 
barrier, commenting:

“Social ego, I like to think of myself as okay or a little 
above average. Seeking mental health issues would make 
me feel less of myself even though it does the opposite. I 
[wasn’t] exposed to [this] kind of help growing up”.

Barriers at the family level: Twelve percent of 
participants stated that it would make their parents 
upset to know they are in therapy since they would not 
understand why they need it or how they could share 
information with a stranger. Many said their parents would 
prefer them speaking with a family member, otherwise 
someone from their church or within their culture. Many 
reported that the lack of support and encouragement from 
parents prevented them from wanting to access available 
services.

One percent of participants stated that they would not 
want to be a burden on their family, or worry their family 
by seeking therapy. Four percent of participants said they 
worry about disclosing their struggles to their family and 
what their family would think of them for being in therapy.

Other responses: Three percent of participants 
stated that they do not think there are any barriers to 
accessing mental health services. Another three percent 
of participants did not answer this question. Less than one 
percent (0.3%) of participants indicated they do not know 
if there are any challenges or barriers.

Discussion
The ability to form strong and meaningful social 

connections with others has many benefits on one’s 
health and overall happiness4,5,7,8. Individuals with social 
anxiety, however, often struggle with forming these social 
connections. Evidence suggests that the prolonged period 
of social isolation as a result of the pandemic has increased 
feelings of social anxiety among university students7,16. 
Evidence also suggests that there are disparities in rates 
of mental health disorders17,19. This may be a result 
of inequities in accessing health care services, lack of 
knowledge or trust in the available services, and cultural 
as well as social stigma towards mental health. Increased 
awareness on these available services and resources are 
crucial as social anxiety is a treatable disorder despite 
many people not seeking treatment19. The remainder of our 
discussions will focus largely on our findings and thoughts 

on how these findings can be translated into valuable 
student support practices to reduce social anxiety.

Our study included qualitative and quantitative analyses 
to best understand feelings of social anxiety among UTSC 
students during the pandemic and post-pandemic. Results 
showed that average SIAS scores were higher during the 
lockdown portion of the pandemic compared to the post-
pandemic SIAS scores. These findings support our first 
hypothesis as we predicted that feelings of social anxiety 
would be higher during the pandemic. Other studies have 
also suggested that the pandemic has contributed to an 
increase in social anxiety in children and adolescents35,36,37,38. 
Both the during and post-pandemic scores depicted high 
levels of social anxiety among the participants. While the 
reduction in social anxiety is noteworthy, the participants’ 
scores still remain at criterion level that defines someone 
as “socially anxious”.

We conducted four one-way ANOVAs to assess if 
post-pandemic social anxiety differed across numerous 
variables including race, household income, domestic 
or international student status, and whether or not 
participants were living alone (post-pandemic). The race 
groups included in the assessment were retrieved from 
Statistics Canada. Unfortunately, the racial categories used 
by Statistics Canada were not consistent in identifying 
all the racial and ethnocultural groups, this made it 
challenging to understand the data across the various 
racial and ethnocultural categories. As such, we amended 
the categories according to the 10 levels described in this 
ANOVA. None of the ANOVAs were statistically significant. 
Thus, our findings did not support our second hypothesis, 
as social anxiety did not significantly differ across racial 
and ethnocultural groups among study participants. This 
differs from research on anxiety across racial groups as 
many have reported racialized groups to have greater rates 
of anxiety39,40. However, the results did show that social 
anxiety was found in almost every race and ethnocultural 
group. In other words, UTSC students across all racial and 
ethnocultural groups are experiencing social anxiety.

A multiple linear regression analysis was conducted to 
see if post-pandemic SIAS scores were predicted by BFNE 
post-pandemic scores, race, household income, domestic 
or international student status, and whether participants 
were living alone or with others (post-pandemic). BFNE 
scores as well as income were both statistically significant, 
indicating they do impact social anxiety. Similar findings 
have been reported in other studies41,42. It has been 
suggested in the literature that income being a predictor 
of social anxiety could be because those with a higher 
household income may have more access to resources42. 
Eighty students selected over one-hundred thousand 
dollars as their household income, and this income group 
had the most responses. Those with a lower household 
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income may have been individuals who had jobs that made 
them more at risk of COVID-19, for example, students who 
worked at grocery stores, restaurants etc. As previously 
mentioned, many individuals with social anxiety often 
fear being negatively evaluated by others which is why 
we also assessed fear of negative evaluation. Thus, it is 
not surprising that it was a predictor of social anxiety 
scores41. Race, domestic or international student status, 
and whether participants were living alone or with others 
were not statistically significant.

To best understand the results of our one-way ANOVA 
and multiple linear regression analyses, it is important to 
note that the largest population in the study and across 
the UofT campuses more broadly, are students from Asia. 
According to the UofT 2021-2022 enrollment report, 
the racial and ethnocultural identities of international 
students showed that 65% of international students 
are from Asia43. The racial and ethnocultural identities 
of domestic students were not reported. This results in 
an underrepresentation in this study of other racial and 
ethnocultural groups reflective of the general population 
beyond UofT (i.e., White, Black and Indigenous students). 
It is important to note that the statistically non-significant 
results found in this study may not be reflective of feelings 
of social anxiety across racial groups in the general 
population. Although race does not seem to affect levels 
of social anxiety in our sample, the qualitative data shows 
how race affects one’s understanding of mental health 
as well as their actions toward accessing mental health 
services. As such, one’s racial background should not be 
disregarded when understanding social anxiety and when 
creating interventions to reduce social anxiety across 
various populations.

The findings from the quantitative analyses show that 
students in general are struggling with human interactions, 
the kind of interactions we know are foundational to 
mental health and general success in life4,5,7,8. Since 
university experience is intended to enable students to 
develop their social skill to achieve success in life, we must 
move towards a more intentional approach that addresses 
this directly rather than hoping students will gain these 
skills organically. That is, when a mental health issue is this 
widespread, it is time to action preventative approaches 
rather than being reactive with a treatment approach 
which simply cannot meet the need44.

Recommendation 1: Given the high levels of social 
anxiety among the student population, it is imperative that 
colleges and universities see it as part of their mission to help 
students overcome their anxieties.

Our qualitative results highlight the profound impact 
of cultural and societal stigma and lack of knowledge 
of available mental health services, and the negative 

consequences this has on one’s likelihood to access these 
services. These responses align with many of the identified 
barriers in accessing mental health services reported 
in previous studies17,45,46. Many reported fears of their 
parents learning they are in therapy or having to inform 
their parents that they are struggling. There was also an 
emphasis on desire for their parents’ approval before 
seeking these services, and concern of being a burden on 
their family. This illustrates the different dynamics that 
occur within collectivist cultures since there is an emphasis 
on strong family bonds, which can inform decision to 
access services47. Some participants reported also fearing 
that their friends would judge them for needing mental 
health services.

Our findings also highlight some of the challenges 
some students face when considering treatment options. 
Participants were hesitant to disclose personal information 
to a stranger, and some held a fear of being culturally 
misunderstood. Inadequate information on available 
mental health services, lack of knowledge of and access to 
resources on campus and the cost of therapy were also cited 
as barriers to treatment. Some participants also shared 
that language barriers prevents them from accessing care. 
This is a gap that can easily be corrected, by providing 
translation services and therapists to provide services in 
the commonly spoken languages at the university48.

Cost was identified as a barrier by sixty-one participants. 
UTSC Health and Wellness Centre provides mental health 
services to students, thus this perceived barrier points to 
the need for increased efforts to spread information on 
available resources within the university to reduce barriers 
to accessing mental health services.

Other common concerns included, wait-times, and 
distance to access services. This is a concern that has 
greatly increased following the pandemic as the healthcare 
system continues to be strained due to the health human 
resource crisis49. Although online therapy would enable 
participants to access mental health services without 
traveling, few participants reported that they would be 
most comfortable with online therapy. This question did 
not ask participants to provide an explanation, however, a 
participant describes in a different question that they do 
not have a private place to conduct their online sessions, 
thus prefer in-person therapy.

Although ensuring students are aware of the free 
services provided on campuses is important, this alone 
does not address this barrier and does not guarantee that 
these services are accessible to students. Challenges with 
accessibility as identified by many respondents would 
require culturally relevant and sensitive care, which is 
an approach supported in the literature50. This means 
that the psychotherapists should have ongoing cultural 
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sensitivity training, and be representative of the student 
demographics at UTSC. Currently, the services are available 
to students as they need them, but would not address an 
ongoing difficulty or concerns that leads them to need 
therapy. As a result, the financial barrier to receiving care 
still exists as ongoing sessions would not be covered.

Recommendation 2: The optimal approach to helping 
students overcome their social anxiety is to offer training in 
creating and maintaining healthy social relationships. By 
framing this training as a life-skills approach, rather than 
therapy, resilience can be enhanced without triggering 
stigmas around mental health.

The previously identified stigmas associated with 
therapy bring us towards our second recommendation, 
one that is somewhat complex but from our perspective 
has great potential. Given the challenges students have 
in accessing therapy and given how challenging it is for 
most health and wellness services to meet the demand, 
it is incumbent for institutions to focus on preventative 
approaches. Specifically, we want to highlight the 
possibility of providing support for social anxiety via a 
“Life-Skills Training” approach that may avoid many of 
the negative impacts of mental health stigmas. A similar 
intervention that exists is Social Skills Training, which is 
a therapeutic approach that helps individuals understand 
and increase social behaviour51. This intervention has been 
used to improve social skills in various disorders including 
social anxiety. The intervention we propose is similar to 
this, however, our intervention is intended to be used in an 
academic setting to reduce social anxiety in students.

As described at the outset of this paper, there are great 
rewards and opportunities available to those with strong 
social connection skills4,5,7,8,10. As one straightforward 
and simple example, interviews are won by those who 
can interact well with interview panels and leave them 
with good impressions. These are the kind of skills all 
parents want their children to possess, regardless of 
cultural or religious background. Thus, one could offer 
a course or learning experience workshop focused on 
teaching students the value of social connection skills, then 
specifically highlighting strategies and tips to aid success. 
To a large extent these strategies and tips will align with 
therapeutic approaches to reducing social anxiety52. 
However, if this approach is rightfully framed as life skills 
rather than specifically relating to mental health support, 
this may assist in presenting these necessary skills without 
the risk of triggering stigmas related to mental health.

Our study also confirmed that social anxiety levels 
are strongly related to one’s “fear of negative evaluation”. 
Students tend to vastly overestimate the likelihood of 
social interactions going poorly, and this fear makes them 
avoid the kind of practice they need. This is also supported 
by our finding which showed that the BFNE predicted 

social anxiety.  As such, the approach we suggest would 
need to directly take on this fear of negative evaluation. As 
students learn the skills of social connection, they should 
also be exposed to scaffolded practice using the skills 
they are learning to minimize the possibility of negative 
outcomes.  For example, early in practice students might 
be asked to enter into very short, self-terminating virtual 
conversations with strangers. Early practice partners could 
be matched to share interests, and perhaps with practice, 
the length of the conversations, the level of matched 
interests, and the need to terminate the conversations 
themselves might be manipulated to increase the challenge 
as they achieve set targets.

Recommendation 3: The students’ habits related to 
social anxiety are deeply rooted and strongly connected to 
their fear of negative evaluation. These must be replaced by 
more adaptive habits and beliefs, a process only possible if 
knowledge related to social connection and social anxiety 
is augmented by clear tips and strategies and many 
opportunities to safely practice using these skills. Thus, the 
practice component of the intervention must be thought 
out deeply to provide a ladder of success as students social 
connection skills grow.

We imagine an intervention made available to students 
very early in their tenure, optimally at the start of their first 
semester. The intervention would be focused on enhancing 
social connection skills and would include both theory 
with scaffolded practice designed to support successful 
learning.  This intervention would be framed as what it 
truly is, an opportunity for students to gain the ability to 
effectively interact with other human beings, even those 
they are meeting for the first time. We refer to this as a 
life-skills approach to address social anxiety. With this 
approach, students will also be taught skills that they can 
use in various social and professional settings. Specifically, 
students will be taught skills such as interviewing, 
conducting presentations, networking, writing emails, 
communicating through various modalities (i.e. in-person, 
electronically, etc.) and with different audiences (i.e., peers, 
professors, other educators, colleagues, employers, etc.). 
This approach provides individuals with the skills that 
therapy aims to develop but reduces the risk of stigma 
when accessing therapy.

The grander hope, of course, is that this training will help 
students enhance their social connections and as a result, 
this should make them more resilient to the stresses of 
university life. The aim is that treatment itself, as provided 
by health and wellness centres, will be needed by fewer 
students. Any resources invested in setting up and providing 
the social connection training would be offset by the reduced 
demand for treatment. In addition, our students would 
carry these skills with them, providing them with improved 
physical and mental health throughout their lives.
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Study Limitations
To understand feelings of social anxiety during and 

post-pandemic, it was critical that participants reflect 
on how they felt during the lockdown and answer each 
question accordingly. However, this was a study limitation 
as participants relied on memory of their symptoms 
approximately two years prior. Although this may have 
impacted the reliability of participants’ responses, we 
felt this was nevertheless important to include to test our 
hypothesis.

We amended the race and ethnocultural groups 
from Statistics Canada to align with the 10 ANOVA levels 
described in this study. While our amendment did not 
change the race or ethnocultural group of any participant, 
there was a bit of subjectivity introduced to the study by 
way of the amendment. The reason for the amendment 
was to increase our ability to make comparisons across 
the different race and ethnocultural categories as the 
original breakdown made this challenging. The racial 
and ethnocultural demographics of UTSC students do 
not reflect the demographics of the general population 
which is a limitation of our sample population and not 
representative of the study population. Consequently, our 
findings which suggest no correlation between racial and 
ethnocultural identity and experiences of social anxiety 
cannot be transferred to the general population. The racial 
and ethnocultural data for UTSC students specifically is not 
available. However, looking at the racial and ethnocultural 
data of our study participants, we note that South Asian and 
East Asian students make up over 58% of UTSC students 
(32% and 26% respectively), with only 9% identifying as 
Black, 12% as White, and a much smaller representation 
across other racial categories, with none identifying as 
Indigenous. Numerous other data show that Black and 
Indigenous communities are more likely to experience 
challenges in accessing necessary healthcare services, 
including mental health services; and when they do, they 
are more likely to experience bias and discrimination in 
care leading to disparities in health outcomes18,45. Further 
research is required to determine if there is indeed an 
association between racial and ethnocultural identity 
and rates of social anxiety, to ensure that appropriate, 
culturally relevant and accessible services are provided to 
communities that may be experiencing disparities.

Despite the limitations noted, the recommendations 
proposed can create or strengthen preventative approach 
to addressing social anxiety in students. To restate, the 
recommendations are:

1.	 Given the high levels of social anxiety among the 
student population, it is imperative that colleges 
and universities see it as part of their mission to help 
students overcome their anxieties.

2.	 The optimal approach to helping students overcome 
their social anxiety is to offer training in creating 
and maintaining healthy social relationships. By 
framing this training as a life-skills approach, rather 
than therapy, resilience can be enhanced without 
triggering stigmas around mental health.

3.	 The students’ habits related to social anxiety are 
deeply rooted and strongly connected to their fear 
of negative evaluation. These must be replaced by 
more adaptive habits and beliefs, a process only 
possible if knowledge related to social connection 
and social anxiety is augmented by clear tips and 
strategies and many opportunities to safely practice 
using these skills. Thus, the practice component 
of the intervention must be thought out deeply 
to provide a ladder of success as students social 
connection skills grow.

Conclusion

To understand the extent to which students are 
struggling from social anxiety post pandemic, this study 
assessed changes in feelings of social anxiety among UTSC 
students during and post pandemic. The findings provide 
evidence for social anxiety in students, and indicates that 
social anxiety scores were significantly higher during 
the pandemic compared to post pandemic. Although we 
predicted that social anxiety scores would differ across 
racial demographics, we did not find any differences across 
racial groups within UTSC. Students most commonly 
defined therapy and counselling as seeking professional 
help to treat disorders or as an opportunity to open up to 
a professional about one’s challenges. Many barriers were 
identified as preventing students from accessing mental 
health services. Common barriers included having to 
share one’s struggles with family members, socio-cultural 
stigmas, individual barriers, and difficulties accessing care. 
In response to the many barriers identified, a life-skills 
approach to address social anxiety was proposed as a way 
to increase students’ social skills whilst minimizing the risk 
of stigma.
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Appendix

Appendix 1: Demographic Questions
1.	 Select the following racial/ethnocultural group(s) you identify with

a)	 First Nations, Metis, Inuk (Inuit)

b)	 White

c)	 South Asian (e.g., East Indian, Pakistani, Sri Lankan)

d)	 Chinese

e)	 Black (if selected, skip logic)

o	 African

o	 African American

o	 African Canadian

o	 African Caribbean

o	 African Nova Scotian

f)	 Filipino	

g)	 Arab

h)	 Latin American

i)	 Southeast Asian (e.g., Vietnamese, Cambodian, Laotian, Thai)

j)	 West Asian (e.g., Iranian, Afghan)

k)	 Korean	

l)	 Japanese				     

m)	 Other group — specify:	

			    	

2.	 What is your total household income? 

a)	 Less than $5,000

b)	 $5,000 to less than $10,000

c)	 $10,000 to less than $15,000

d)	 $15,000 to less than $20,000

e)	 $20,000 to less than $25,000

f)	 $25,000 to less than $30,000

g)	 $30,000 to less than $40,000

h)	 $40,000 to less than $50,000

i)	 $50,000 to less than $60,000

j)	 $60,000 to less than $70,000

k)	 $70,000 to less than $80,000

l)	 $80,000 to less than $90,000

m)	 $90,000 to less than $100,000

n)	 $100,000 and over
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3.	 Are you a domestic student?

a)	 Yes, I am

b)	 No, I am an international student

4.	 During the COVID-19 Pandemic, did you live alone? 

a)	 Yes, I live alone

b)	 No, I live with others

5.	 Do you currently live alone?

a)	 Yes, I live alone

b)	 No, I live with others

Appendix 2: Inequity Questions
1.	 Reflecting on your cultural values and beliefs, what does therapy or counseling mean to you?

2.	 Would you consider receiving mental health assistance for social anxiety?

a)	 Yes

b)	 No

3.	 Do you think there is any type of cultural or social stigmas in your culture associated with receiving mental 
health services?

a)	 Yes 

i.	 Cultural taboo around sharing personal health information, including mental health with strangers

ii.	 Concern of what others would think

iii.	 Disbelief that mental health is a real ailment

iv.	 Preference to seek spiritual/religious healing versus psychological treatment

v.	 Other

b)	 No, there are no cultural or social stigmas in my culture associated with receiving mental health services

4.	 Would the racial or ethnic background of the mental health provider be an important factor for you?

a)	 Yes

b)	 No

c)	 I don’t know

 

5.	 Suppose you needed to seek help with mental health issues, what are some of the challengers or barriers in 
seeking mental health services.

 

6.	 What format would you feel most comfortable receiving mental health services in?



Ali H, Joordens S. Social Anxiety in University Students: Towards an Intentional 
Life-Skills Based Prevention Model. J Ment Health Clin Psychol (2023) 7(3): 19-36 Journal of Mental Health & Clinical Psychology

Page 35 of 36

a)	 In person

b)	 Online

c)	 Telephone only

d)	 I don’t know

e)	 I would not feel comfortable receiving any kind of mental health services

Appendix 3: Social Interaction Anxiety Scale (R indicates reverse ordered questions)
1.	 I get nervous if I have to speak with someone in authority (teacher, boss, etc.)

2.	 I have difficulty making eye contact with others

3.	 I become tense if I have to talk about myself or my feelings

4.	 I find it difficult to mix comfortably with the people I work with

5.	 I find it easy to make friends my own age (R)

6.	 I tense up if I meet an acquaintance in the street

7.	 When mixing socially, I am uncomfortable

8.	 I feel tense if I am alone with just one other person

9.	 I am at ease meeting people at parties, etc (R)

10.	 I have difficulty talking with other people

11.	 I find it easy to think of things to talk about (R)

12.	 I worry about expressing myself in case I appear awkward

13.	 I find it difficult to disagree with another’s point of view

14.	 I have difficulty talking to attractive persons of the opposite sex

15.	 I find myself worrying that I won’t know what to say in social situations

16.	 I am nervous mixing with people I don’t know well

17.	 I feel I’ll say something embarrassing when talking

18.	 When mixing in a group, I find myself worrying I will be ignored

19.	 I am tense mixing in a group

20.	 I am unsure whether to greet someone I know only slightly

Appendix 4: Brief Fear of Negative Evaluation (R indicates reverse ordered questions)
1.	 I worry about what other people will think of me even when I know it doesn't make any difference

2.	 I am unconcerned even if I know people are forming an unfavorable impression of me (R)

3.	 I am frequently afraid of other people noticing my shortcomings

4.	 I rarely worry about what kind of impression I am making on someone (R)

5.	 I am afraid others will not approve of me 

6.	 I am afraid that people will find fault with me

7.	 Other people's opinions of me do not bother me (R)

8.	 When I am talking to someone, I worry about what they may be thinking about me 
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9.	 I am usually worried about what kind of impression I make

10.	 If I know someone is judging me, it has little effect on me (R)

11.	 Sometimes I think I am too concerned with what other people think of me

12.	 I often worry that I will say or do the wrong things 
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