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ABSTRACT 

Taijin-Kyofu-Sho (TKS) has long been considered as 
a Japanese culture-bound form of social anxiety dis- 
order, although subsequent case-reports from coun- 
tries outside Japan have dispelled this notion. There 
are subtle yet distinct differences between TKS and 
DSM-defined social anxiety disorder (SAD). For in- 
stance, the TKS subject fears causing offence to others, 
whereas the SAD subject is more fearful of causing 
embarrassment to him/herself. Four sub-categories of 
TKS have been recognised of which the Jikoshu-kyo- 
fu variety resembles the olfactory reference syndrome 
(ORS) known to Western psychiatrists. There are two 
TKS subtypes, general (or simple) and offensive (de- 
lusional). The general subtype resembles social anxi- 
ety disorder, whereas the offensive subtype is charac- 
terised by delusions. True community-wide preva- 
lence is unknown, although clinic studies estimate be- 
tween 7.8% to 45.5% patients have a diagnosis of 
TKS, with a slight male preponderance. Cultural and 
societal norms engendering guilt, shame, and embar- 
rassment are likely etiological factors. Treatment may 
consist of antidepressant and/or antipsychotic medi- 
cations, while some patients may also benefit from 
cognitive behavior therapy. 
 
Keywords: Taijin-Kyofu-Sho; Social Anxiety Disorder; 
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1. INTRODUCTION 

Taijin-Kyofu-Sho (TKS) has long been described as a 
Japanese culture-specific expression of SAD. The term 
literally means fear (kyofu) of interpersonal relationships 
(taijin) [1]. It is classified in the DSM-V under social 
anxiety disorder, and briefly described under culture- 
related diagnostic issues [2]. TKS is defined as a persis- 
tent and excessive fear of giving offence to others in so- 
cial circumstances by physical characteristics such as  

blushing, gaze, or emitting of foul body odor [3,4]. It 
was first described in Japan by Shoma Morita in the 
1920s, and who used Morita Therapy to treat this condi- 
tion [5]. 

Following initial descriptions of the condition much 
interest has been generated over the years as evidenced 
by a sporadic stream of publications both from East 
Asian and Western sources. Hence, it might be worth- 
while to review the literature and present a succinct sum- 
mary of the available information on TKS and to clarify 
similarities and differences between the latter and other 
related DSM-defined conditions, especially in light of 
the recently published DSM-V [2]. 

2. CLINICAL FEATURES 

In TKS, the individual fears that his/her own attitudes, 
behavior, and physical characteristics are cause for of- 
fence in social situations. He/she experiences emotional 
reactions such as shame, embarrassment, anxiety, fear, 
and is anxious and tense in these situations; and may feel 
unaccepted, despised, and rejected by others, perceiving 
that they are trying to avoid him/her [3,6,7]. 

Owing to fear of rejection, the subject attempts to 
avoid potentially painful social and interpersonal interac- 
tions. Strong anxieties are usually not experienced in the 
presence of very closely related people, or conversely, 
complete strangers. Rather, it is in the presence of famil- 
iar people that individuals with TKS experience the most 
anxiety [1,8]. Such settings include places most often 
frequented by sufferers (e.g. school, work, commuter 
trains, etc.). Most patients only experience a single cir- 
cumscribed fear, although the specific focus may change 
over time. Takahashi has proposed the following diag- 
nostic criteria for TKS [7]. (Please refer to Table 1). 

2.1. TKS Subtypes 

Researchers have defined TKS as a condition with a 
wide spectrum of illness severity, from the more preva- 
lent but transient social anxiety to the severe offensive  
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Table 1. Proposed diagnostic criteria for Taijin-Kyofu-Sho 
(TKS). 

A. At least one of the following features: 
(1) Fear of blushing in the presence of others. 
(2) Fear of stiffening of facial expression, of trembling of the head, 
hands, feet, or voice, of sweating while facing with others. 
(3) Fear of physical deformities being noticed. 
(4) Fear of emitting body odors. 
(5) Fear of line-of-sight becoming uncontrollable. 
(6) Fear of uncontrollable flatus in the presence of others. 
 
*B. Either of the following two, because of the above fear(s): 
(1) Fear of being looked at (noticed) by others. 
(2) Fear of offending or embarrassing others. 
 
C. At most points during the course of the disorder, the person rec-
ognizes that the fear is excessive or unreasonable. 
 
D. The fear(s) interferes significantly with the person’s normal 
routine, occupational (academic) functioning, or social activities or 
relationships, or there is marked distress about having the fear(s). 
 
E. The symptoms must have been present for at least one year. In 
individuals under age 18 years, the duration should have been at least 
6 months. 

*It is mandatory that the patient fulfill criteria B for diagnosis of TKS. 

 
type [8]. Some have suggested that there are two broad 
subtypes viz. general (or simple) and offensive (delu- 
sional). 

2.2. General Subtype 

It is suggested that the general subtype comprises fea- 
tures that are essentially identical to those of the com- 
monly known social anxiety disorder, including physical 
symptoms such as blushing and stiff facial expressions, 
fear of being negatively evaluated by others, and fre- 
quent avoidant behaviors in social situations [9]. The 
DSM-V refers to this as the “sensitive type” with “ex- 
treme social sensitivity and anxiety about interpersonal 
interactions” [2]. 

2.3. Offensive Subtype 

This subtype is well documented and is characterized by 
delusions including the belief that there is a defect in a 
particular body part (e.g. eye, face ) or appearance, or the 
belief that one is emitting body odor [1,9-13]; the belief 
that one is causing harm to others by his/her physical 
appearance; or that others are avoiding him/ her [1,11]. 

In both sensitive and offensive subtypes the recent 
classification recognises that concerns may include fea- 
tures resembling body dysmorphic disorder (BDD) and 
delusional disorder [2]. 

Suzuki has proposed a classification which further di- 
vides TKS into four sub-categories [14]: 

1) Sekimen-kyofu (the phobia of blushing) 
2) Shubo-kyofu (the phobia of a deformed body) 
3) Jikoshisen-kyofu (the phobia of eye-to-eye contact) 

4) Jikoshu-kyofu (the phobia of one’s own foul body 
odour) 

Of these four subcategories, sekimen-kyofu appears to 
be most closely associated with the DSM-definition of 
SAD, whereas shubo-kyofu appears to be most closely 
associated with BDD [14]. 

The Western equivalent of Jikoshu-kyofu seems to be 
that of “Olfactory Reference Syndrome” (ORS) initially 
described by Pryse-Phillips [15]. ORS sufferers are pre- 
occupied with the fear that their body is emitting a foul 
odor, thus causing offence to others. These preoccupa- 
tions lead to “contrite reactions” for example, taking a 
shower, brushing the teeth, changing the clothes, and 
using deodorant. 

It is uncertain whether ORS is a primary disorder or a 
component of other psychiatric conditions [16]. As such, 
ORS is not included in the DSM-IV [17] or DSM-V [2], 
the rationale being that since there could be overlaps 
with other established conditions, a new diagnostic cate- 
gory was unnecessary [16]. 

Whereas Sekimen-kyofu and Shubo-kyofu could be 
diagnosed as social anxiety disorder and body dysmor- 
phic disorder according to DSM-IV [14,17], Jikoshisen- 
kyofu is a condition with a particular East-Asian bias. 
This is because Japanese children are taught that making 
eye contact is rude. Instead, they are taught to fix their 
gaze at the clavicular level of the people they are speak- 
ing to. By contrast, Western culture emphasizes the im- 
portance of making eye contact. Conversely, avoidance 
of eye contact is attributed to shame or insincerity by 
Westerners [6]. 

3. DIFFERENTIAL DIAGNOSES 

The offensive type could be misdiagnosed with other 
disorders e.g. body dysmorphic disorder (BDD), para- 
noid personality, delusional disorder, and even obses- 
sive-compulsive disorder (OCD) [6,18-20]. In the case of 
BDD, there is a preoccupation in one more perceived 
defects in one’s physical appearance. These so-called 
defects do not appear to distress or embarrass the on- 
looker as much as they do the subject. Conversely, the 
TKS sufferer is more concerned that his physical charac- 
teristics offend others. In the case of OCD, intrusive 
thoughts, images or impulses compel one to perform a 
variety of repeated actions (rituals) e.g. checking or 
washing or cleaning. In view of obsession-like thinking, 
there are even some who judge ORS to be a variant of 
obsessive-compulsive disorder [21,22]. 

ORS has been defined as a psychiatric condition char- 
acterized by persistent preoccupation about body odor 
accompanied by shame, embarrassment, significant dis- 
tress, avoidance behaviour and social isolation [23]. De- 
fined as a delusional disorder, ORS differs from JKF in 
that JKF’s broad spectrum stretches from that of social 
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anxiety to delusional disorder (somatic type) [23]. 
Suzuki et al. compared the features of ORS with those 

of JKF [23]. They found that the features of both condi- 
tions were identical, which suggests that they shared a 
common clinical entity. This view is also upheld by 
DSM-V [2]. It has been argued that while the age of on- 
set of ORS (at 25.4 years) was significantly younger than 
those with schizophrenia and depression, they were older 
than those with JKF [15]. By contrast, age of onset of 
JKF was in the teens [23]. 

Although the preoccupation of most BDD patients is 
their physical appearance, there is data to indicate that 
some patients with BDD report obsessional concerns 
about odor [16]. However, the repetitive behaviors of 
BDD differ from the obsessions and compulsions of 
OCD in that BDD subjects are only preoccupied with 
perceived defects in their appearance [2]. In contrast to 
OCD, insight appears to be more lacking in BDD [2]. 

Given the significant overlap between ORS and BDD, 
Lochner and Stein suggest that ORS could be considered 
a variant of BDD. In this conceptualization, BDD might 
share some features of social anxiety disorder, in which 
symptoms clearly lead to social anxiety and avoidance 
[16]. But unlike social anxiety disorder the preoccupa- 
tions of BDD centre on perceived appearance defects [2]. 

Differences from Social Anxiety Disorder (SAD) 

About 10 years ago, it was still uncertain whether TKS 
and social phobia could be regarded as identical condi- 
tions [24]. Although initial reports suggest similarities 
between the general type and social anxiety disorder, 
there are subtle yet distinct differences. 

The main difference is that the TKS subject fears caus- 
ing offence to others, whereas the SAD subject fears 
embarrassing him/herself. This may include showing 
signs of anxiety, which may result in negative evaluation 
by others. Therefore, TKS has been described as an allo- 
centric, or other-orientated, disorder and SAD as an 
egocentric, or self-orientated disorder [18]. 

The TKS patient is preoccupied about causing offence 
through appearance, gaze or odor. The SAD patient is 
fearful of behaving in a manner which would result in 
embarrassment to him/her while under the scrutiny of 
others [25]. In TKS, there is a preoccupation with certain 
body parts but not in the case of social phobia. Specifi- 
cally, individuals with TKS fear that they may offend 
others, thereby bringing shame upon their families and 
friends [1]. 

It would appear that the TKS definition is more en- 
compassing: not only does the sufferer consider his/her 
own physical appearance to be offensive to the onlooker, 
additionally, attitudes and behaviors are also subject to 
perceived negative appraisal by onlookers. The criteria 
that one is unaccepted, despised, and avoided by others is 

a feature of TKS, but not a pre-requisite of SAD [25]. In 
both conditions there is avoidance of situations where 
anxieties might arise. 

One study comparing social phobia with TKS among a 
sample of university students in the United States and 
Japan found an approximate 50% co-occurrence between 
high scorers on the TKS and social phobia scales. Re- 
sults suggested that cultural variables mediated the ex- 
pression of social anxiety disorder and TKS while both 
disorders could be found in each sample [26]. 

4. EPIDEMIOLOGY 

Community-wide prevalence is still unknown [27]. In 
Japan, clinic studies have yielded prevalence rates be- 
tween 7.8% and 45.5% [3]. Individuals who present with 
clinical symptoms of TKS are predominantly male, al- 
though the percentage of female patients in Japan is ris- 
ing. The male-female ratio is approximately 3:2 [3], where- 
as in the case of SAD, female preponderance is well es- 
tablished. 

Onset of TKS typically occurs during early adulthood 
[3], or late adolescence, and this may affect the forma- 
tion of interpersonal relationships, to the detriment of 
personal growth and development [25]. 

TKS cases seem to vary on a continuum of severity 
from the highly prevalent but transient adolescent social 
concerns to delusions—somatic type, depending on the 
tenacity and bizarreness of one’s belief that his or her 
actions or characteristics are offending or damaging to 
others [3,8,28]. 

5. IS IT CULTURE-BOUND? 

Although TKS was initially judged to be a culture-bound 
disorder unique to Japan [8,28], evidence is accumulat- 
ing to suggest that it is not confined to a particular cul- 
ture or country. For example, similar social avoidant pat- 
terns have been reported in Korea [11,29], various Euro- 
pean countries [30,31], the United States [15,19, 20,30] 
and Australia [31], thus dispelling the notion that this is a 
culture-bound syndrome specific only to Japanese soci- 
ety. More recently, the condition has also been described 
in Southeast Asia [32,33]. 

A study by Kleinknecht and colleagues examined dif- 
ferences between SAD and TKS, and their relation to 
independence and interdependence in US and Japanese 
university students. Factor analyses yielded three factors, 
each corresponding to the respective scales defining TKS 
and SAD. A case analysis indicated an approximate 50% 
co-occurrence between high scorers on the TKS and 
SAD scales [26]. 

A recent study using the TKS questionnaire assessed 
the allocentric focus of fear in U.S. and Korean patients 
with DSM-IV diagnosis of social anxiety disorder [12].  
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The results confirmed that 75% of patients with SAD had 
at least one of the five offensive TKS symptoms. In both 
samples, the severity of offensive TKS symptoms was 
significantly associated with severity of SAD, depressive 
symptoms, and disability. These results showed that TKS 
offensive subtype symptoms are not uncommon among 
U.S. patients with SAD, suggesting that the condition 
may not be as culturally specific as previously believed. 

6. PSYCHOPATHOLOGICAL 
MECHANISMS 

6.1. Embarrassment, Guilt, and Shame 

The central feature of SAD (and TKS) is an inordinate 
fear of violating social norms, resulting in embarrass- 
ment to oneself or others. Some researchers have observ- 
ed that it is easier to embarrass persons from an East Asian 
culture because there are more rules governing social beha- 
viors there, thus rendering deviations from the norm eas- 
ier to detect [34]. Others have also suggested that embar- 
rassment is more common in collectivistic societies be- 
cause it is induced by external sanctions, whereas guilt 
and self-blame are more common in individualistic cul- 
tures because they are induced by internal sanctions [35,36]. 

6.2. Independence and Interdependence 

Markus and Kitayama suggested that individuals from 
the US and other individualistic societies tend to en- 
dorse independence and autonomy from the rest of soci- 
ety [37]. By contrast, people from the East are more 
likely to embrace interdependence, viewing themselves 
as being part of a wider social group. To this end, they 
strive for harmony in interpersonal relationships by being 
attentive to, and responding to the thoughts, feelings, and 
behaviors of those whom they are interacting with [37]. 

Singelis and Sharkey proposed that being interde- 
pendent may trigger an acute awareness of the social 
norms and sensitivity to evaluation by others, while be- 
ing independent may serve as a protective factor in the 
face of these evaluations [34]. 

Similarly, Okazaki suggested that highly interdepend- 
ent people might be more attuned to social cues and are 
more likely to experience social anxiety than individuals 
who score low on this dimension [38]. This hypothesis 
was confirmed in a study that examined the relationship 
between self-construals and social anxiety among Ameri- 
can and Japanese university students [39]. 

The concept that shame may play a bigger role in 
Chinese (as opposed to American) culture was demon- 
strated in a study examining the cross-cultural differ- 
ences of the effects of shame and personality on social 
anxiety [40]. In Japan, shame-prone and self-effacing 
behavior are highly valued and are actively promoted by 
society, whereas American culture might tend to prohibit 

shame-prone behaviors and the expression of one’s vul- 
nerability, while encouraging the visible demonstration 
of one’s autonomy and capability [40]. 

Ironically, 12-month rates of DSM-IV social anxiety 
disorder in the US appear to be the highest in the world 
at 7.1% [41], almost double that in Europe [42]. In con- 
trast, the 12-month prevalence rate of SAD from East 
Asian countries has been reported to be much lower, in the 
range of 0.4% in Taiwan [43], 0.2% - 0.6% in Korea [44], 
0.2% in China [45], and 0.8% in Japan [46]. This seems 
to suggest that while individualism might confer some mea- 
sure of protection from TKF-type anxieties, they do not 
necessarily prove advantageous in preventing individuals 
from developing DSM-defined social anxiety disorder. 

7. TREATMENT 

TKS appears to respond well to serotonin reuptake in- 
hibitors [13,47,48] and selective serotonin and nor- 
adrenaline reuptake inhibitors [49]. It may also respond 
to psychological treatments, for example, there has been 
a case report demonstrating efficacy of cognitive behav- 
ior therapy in a Jikoshu-kyofu patient whose predomi- 
nant fear is that of emanating a foul body odor [33]. 

Morita therapy has been a well established treatment 
in Japan to treat TKS [1]. Initially formatted as an inten- 
sive inpatient treatment, it has since been modified for 
use in the outpatient setting, in the form of group therapy. 
There are 2 phases, an intensive phase lasting several 
months, followed by a working-through phase. 

There are elements of behavior therapy such as the use 
of exposure exercises with the aims of achieving func- 
tional improvements, rather than symptom relief. Few con- 
trolled trials have been conducted to assess its efficacy. 

In the case of the offensive delusional type of disorder, 
antipsychotic medications are required, although there is 
a distinct paucity of reports describing the efficacy and 
tolerability of any particular atypical antipsychotic medi- 
cation. It has been previously suggested that medications 
such as pimozide could be effective in some patients 
with ORS [48]. Some have suggested the use of specific 
serotonin reuptake inhibitors to treat ORS [22,48] as- 
suming that these symptoms, despite causing distress, 
have not reached delusional intensity. 

8. CONCLUSIONS 

Social anxiety is a common symptom/disorder in many 
countries. While TKS may have been first described in 
Japan, subsequent research has contradicted earlier as- 
sertions that it is a culture-bound phenomenon. Not-with- 
standing, socio-cultural factors might have facilitated its 
expression in the East-Asian context. Epidemiological 
data is still lacking as information is mainly derived from 
clinical samples. 

Perception of societal norms and expectations are 
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likely to play a major role in shaping thinking, emotions 
and behavior. Shame and collectivism feature promi- 
nently in East-Asian societies and are likely predisposing 
factors. In the West, individualism and autonomy, while 
seemingly advantageous, may nevertheless not protect 
one from developing DSM-defined social anxiety dis- 
order. Therefore, a person’s socio-cultural background 
needs to be carefully taken into consideration when eva- 
luating the origins of their social anxiety. The same so- 
cial behavior perceived as acceptable in one culture may 
come across as “unreasonable and excessive” in another. 

The expressions of social anxiety are influenced by 
multiple factors—societal, cultural, gender role, gender 
role identification, and ideas of shame and embarrass- 
ment [50]. While social anxieties in different parts of the 
world share common features, the expression and ex- 
perience of anxiety may differ. Fortunately reports of 
effective pharmacological and psychological treatments 
are available. 
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