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Social Phobia Subtypes in the National Comorbidity Survey

Ronald C. Kessler, Ph.D., Murray B. Stein, M.D., and Patricia Berglund, M.B.A.

Objective: This article presents epidemiologic data on the distinction between social phobia
characterized by pure speaking fears and that characterized by other social fears. Method: The
data come from the National Comorbidity Survey (N=8,098). Social phobia was assessed with
a revised version of the Composite International Diagnostic Interview. Results: Latent class
analysis showed that the brief set of social fears assessed in the survey can be disaggregated
into a class characterized largely by speaking fears and a second class characterized by a
broader range of social fears. One-third of the people with lifetime social phobia exclusively
reported speaking fears, while the other two-thirds also had at least one of the other social
fears assessed. The vast majority of the latter had multiple social fears including, in most cases,
both performance and interactional fears. The two subtypes were similar in age at onset dis-
tribution, family history, and certain sociodemographic correlates. However, the social phobia
characterized by pure speaking fears was less persistent, less impairing, and less highly comor-
bid with other DSM-III-R disorders than was social phobia characterized by other social fears.
Conclusions: Further general population research assessing more performance and interaction
fears is needed to determine whether social phobia subtypes can be refined and whether the
subtypes are better conceptualized as distinct disorders. In the meantime, people who have
social phobia with multiple fears, some of which are nonspeaking fears, appear to have the
most impairment and should be the main focus of prevention and intervention efforts.
 (Am J Psychiatry 1998; 155:613–619)

S ocial phobia is a commonly occurring anxiety dis-
order (1–5) often associated with serious role im-

pairment (3, 4, 6, 7). Distinct symptom profiles have
been found in clinical samples of some patients suffer-
ing exclusively from performance fears (e.g., speaking
in public) and others with a broader array of fears that
include both performance and interactional fears (e.g.,
meeting new people) (8–10). The latter disorder is re-
ferred to as generalized social phobia (DSM-IV).

Generalized social phobia has been observed to be
more severe and disabling than other social phobias
(11). Therefore, in planning public health responses to
the findings that social phobia affects more than one
out of eight people in the population on a lifetime basis
(3) and as many as 8% in a year (1, 2), it would be
useful to know the proportion who have broad-based
and seriously impairing social fears versus less extensive
or impairing fears. This was the purpose of the present
investigation. In this report we show that two empiri-

cally derived subtypes of social phobia can be found in
a large general population survey that distinguish peo-
ple with exclusively speaking fears from other people
with social phobia. While it has previously been noted
that many persons in the community suffer from public
speaking fears that can be considered a form of social
phobia (12), to our knowledge no previous epidemio-
logic study has examined this or other social phobia
subtypes in the general population. We present data
that compare these subtypes on family history, comor-
bidity, impairment, and sociodemographic correlates.

METHOD

Sample

The data come from the National Comorbidity Survey (1), a sur-
vey of 8,098 respondents in the age range 15–54 years who were
selected from the noninstitutionalized household population of the
coterminous United States; the sample included an equal-probabil-
ity subsample of students in campus group housing. The survey was
fielded between September 1990 and March 1992. Interviews were
administered face-to-face in the homes of the respondents and av-
eraged somewhat more than 2 hours to complete. The response rate
was 82.4%. The data were weighted for differential probabilities
of selection and differential nonresponse. More details on the de-
sign of the National Comorbidity Survey have been reported else-
where (1, 13).
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Diagnostic Assessment

The survey diagnoses were based on a modified version of the
World Health Organization’s Composite International Diagnostic In-
terview (14), a structured interview designed to be administered by
trained interviewers who are not clinicians. The diagnoses included
in the full National Comorbidity Survey were DSM-III-R anxiety dis-
orders (social phobia, agoraphobia, simple phobia, panic disorder,
generalized anxiety disorder), mood disorders (major depression,
dysthymia, mania), addictive disorders (alcohol and drug abuse and
dependence), and antisocial personality disorder. The WHO field tri-
als of the Composite International Diagnostic Interview (15) and the
National Comorbidity Survey clinical reappraisal study (16–20) both
indicated good reliability and acceptable validity of these diagnoses.

Social phobia was assessed by asking the respondents whether
there was ever a time when any of six situations always made them
so afraid that they either tried to avoid it or felt very uncomfortable
in the situation. The situations were speaking in public, having to use
the toilet when away from home, eating or drinking in public, talking
to people when you might have nothing to say or might sound foolish,
writing while someone watches, and talking in front of a small group
of people (“small” was not defined). The main change to the WHO
Composite International Diagnostic Interview made in the National
Comorbidity Survey was that respondents were asked to review this
list visually as the interviewer read the items, in an effort to control
the pace of review, to focus memory search, and to reduce the chance
of inducing the “no” response set that has been documented as oc-
curring when yes-or-no questions are presented in lists of this sort
(21). Respondents who endorsed one or more of these situational
descriptors were asked the remaining social phobia questions from
the Composite International Diagnostic Interview. The National Co-
morbidity Survey clinical reappraisal study (20) showed acceptable
agreement (kappa=0.68 with a standard error of 0.09) between DSM-
III-R diagnoses based on these structured questions and diagnoses
based on blind clinical reinterviews using the Structured Clinical In-
terview for DSM-III-R (22).

Other Measures

The sociodemographic variables evaluated for association with so-
cial phobia subtypes were age, sex, region, urbanicity, education, in-
come, and marital status. Subtype differences in parent histories of
depression, generalized anxiety disorder, antisocial personality disor-
der, and substance dependence were examined by using the Family
History Research Diagnostic Criteria (FH-RDC) interview (23). As
the latter does not include generalized anxiety disorder, questions de-
veloped by Kendler et al. (24) to assess generalized anxiety disorder
in a format comparable to that of the FH-RDC interview were used.

The diagnoses made with the Composite International Diagnostic In-
terview were used to study the comorbidity of the social phobia sub-
types with other DSM-III-R disorders. Finally, impairments were
evaluated on the basis of self-reports of whether the respondent’s
phobia had ever interfered a lot with his or her life or activities,
whether the respondent had ever sought treatment for the phobia,
and whether he or she had ever taken medications for the phobia.

Analysis Procedures

Latent class analysis (25) was used to determine how many sub-
types underlie the observed covariances among the six fears of social
situations assessed in the National Comorbidity Survey. Latent class
analysis is a categorical equivalent of factor analysis that postulates
the existence of a discrete latent variable (as opposed to one or more
continuous variables in factor analysis) defining classes that explain
the covariances among observed variables (26). The Kaplan-Meier
method (27) was used to calculate curves for age at onset and for time
to “offset,” the number of years between retrospectively reported age
at onset and age at the time of the most recent phobic symptoms.
Between-subtype differences in family history, comorbidity, and im-
pairment were assessed with logistic regression models (28). These
models began by comparing the subtypes with pure speaking fears
and with nonspeaking fears and then evaluated differences within
each by distinguishing cases with public speaking fears exclusively
from others in the pure speaking subtype and cases based on number
of social fears (one, two, or three or more) in the subtype with non-
speaking fears. Sociodemographic correlates were also studied by us-
ing logistic regression models.

The clustering and weighting of the National Comorbidity Survey
makes it inappropriate to use conventional significance tests to evalu-
ate parameter estimates because the latter underestimate the magni-
tude of standard errors. Therefore, the Taylor series linearization
method (29) was used to adjust standard errors of means, and the
method of jackknife repeated replications (30) was used to adjust the
95% confidence intervals of the odds ratios. Global significance tests
comparing the five subsamples defined by the cross-classification of
subtype and number of social fears were done by using Wald chi-
square tests calculated on variance-covariance matrices, adjusted by
the method of jackknife repeated replications, among the logistic re-
gression coefficients.

RESULTS

Lifetime Prevalences of Social Fears and Social Phobia

As shown in table 1, the lifetime prevalences of the
six social fears in the total sample ranged from 2.7%
for fear of eating or drinking in public to 30.2% for fear
of speaking in public. The lifetime prevalence of at least
one fear was 38.6%. The speaking fears were the most
common. The conditional probabilities of social phobia
given a particular social fear (i.e., the proportion of
people with a given fear who met the criteria for social
phobia) had a much narrower range, from 35.4% for
fear of using a toilet away from home to 49.3% for fear
of talking with others, and they averaged 34.5% across
all fears.

Latent Class Analysis of Lifetime Social Fears

Latent class analysis models for the six lifetime social
fears were fit for between one and four classes. A three-
class model was found to provide the best fit, as indicated
by the improvement over a two-class model (χ2=314.2,
df=7, p<0.001) and the failure of a four-class model to

TABLE 1. Lifetime Prevalences of Social Fears and Social Phobia
Among Respondents in the National Comorbidity Survey (N=8,098)

Social Fear

Lifetime
Prevalence

of Fear

Lifetime
Prevalence of
Social Phobia
in Subsample
With Lifetime

Fear

% SE % SE

Public speaking 30.2 0.9 37.5 1.5
Using a toilet away from

home  6.6 0.5 35.4 2.4
Eating or drinking in public  2.7 0.3 47.7 5.1
Talking with others 13.7 0.7 49.3 2.5
Writing while someone

watches  6.4 0.5 46.2 3.8
Talking in front of a small

group 15.2 0.7 42.1 2.1
Any social fear 38.6 1.2 34.5 1.5
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improve over the three-class model (χ2=0.01, df=7, p=
1.00). Class 1 was characterized by low endorsement
probabilities. Class 2 was characterized by a 93% prob-
ability of fear of speaking in public, a probability over
50% of fear of speaking in front of a small group, and a
32% probability of fear of talking with others. Class 3
was characterized by comparatively high probabilities of
all six fears.

Lifetime and 12-Month Prevalences of Social Fear
and Phobia Subtypes

On the basis of the results of the latent class analysis,
the respondents with social fears were divided into two
broad groups, those with pure speaking fears and those
who endorsed at least one other social fear (with or
without a speaking fear). Because of the much higher
prevalence of public speaking fear than other social
fears, the group with pure speaking fear was further
divided into those with public speaking fear only and
those with more extensive speaking fears. The group
that endorsed other social fears, in comparison, was
further divided into those with one, two, and three or
more social fears in order to distinguish the effect of
number from the effect of type of social fears.

The lifetime and 12-month prevalences of social fears
and social phobia in these various subgroups are re-
ported in table 2. Similar proportions of the total sam-
ple reported one or more lifetime pure speaking fears
(17.8%) and other social fears (20.9%). Within the
subsample with pure speaking fears, over one-half re-
ported that their only social fear was public speaking.
Within the group with other social fears, about one-
fourth reported only one of the fears, while close to one-
half reported three or more of the six social fears.

As shown in the third data column, a significantly
lower proportion of those with pure speaking fears
(26.9% of 1,441) than other social fears (40.9% of

1,691) (z=4.9, p<0.001) met the criteria for lifetime so-
cial phobia. As a result, even though the lifetime preva-
lences of pure speaking fears and other social fears were
roughly equal, in the total sample the lifetime preva-
lence of social phobia with nonspeaking fears (8.5%)
was much higher than the lifetime prevalence of social
phobia with pure speaking fears (4.8%) (z=5.8, p<
0.001). There was an even larger difference between the
conditional prevalences of 12-month social phobia in
the subsamples of people with lifetime pure speaking
fears (10.0% of 388) and those with other lifetime so-
cial fears (29.1% of 692) (z=12.3, p<0.001), suggesting
that the former are less persistent than the latter. There
was a significant association between the number of
lifetime fears and the probability of lifetime phobia
within the subsample having nonspeaking fears, from a
low of 21.4% among the 429 respondents with only
one fear to a high of 55.1% among the 777 with three
or more fears (z=8.8, p<0.001). There was no signifi-
cant difference, however, between the probability of
lifetime social phobia in the subsample of respondents
with pure fear of public speaking (27.0% of 875) and
the probability for those with other pure speaking fears
(26.7% of 567) (z=0.08, p=0.99).

Age at Onset and Time to Offset

Kaplan-Meier cumulative curves for age at onset
based on retrospective reports were computed sepa-
rately for social phobia with pure speaking fears and for
subgroups of other social phobias defined on the basis
of number and type of fears. No evidence was found for
meaningful differences in the age-at-onset distributions
of these subsamples.

Kaplan-Meier curves for time to offset were also
computed for the same subsamples. Time to offset was
the number of years between retrospectively reported
age at onset and age at most recent phobic symptoms.

TABLE 2. Lifetime and 12-Month Prevalences of Pure Speaking Fears, Other Social Fears, and Social Phobia Among Respondents in the
National Comorbidity Survey (N=8,098)

Type or Number
of Social Fears

Lifetime Prevalence 12-Month Prevalence

Lifetime
Prevalence

of Fear

Lifetime
Prevalence
of Social
Phobia in
Subsample

With
Lifetime

Fear

Lifetime
Prevalence
of Social
Phobia in

Total
Sample

Proportion
of Lifetime

Social
Phobia

Diagnoses

12-Month
Prevalence
of Social
Phobia in
Subsample

With
Lifetime

Fear

12-Month
Prevalence
of Social
Phobia in

Total
Sample

Proportion
of 12-
Month
Social
Phobia

Diagnoses

% SE % SE % SE % SE % SE % SE % SE

Pure speaking fears
Public speaking only 10.8 0.5 27.0 2.5  2.9 0.3  21.8 1.3  9.0 1.3 1.0 0.1  12.7 1.4
Others  7.0 0.4 26.7 2.8  1.9 0.2  14.0 1.1 11.6 1.7 0.8 0.1  10.1 1.3
Total 17.8 0.6 26.9 2.0  4.8 0.4  35.8 1.5 10.0 1.0 1.8 0.2  22.8 1.8

Other social fears
One fear  5.3 0.4 21.4 2.7  1.1 0.2   8.5 0.8 15.1 2.1 0.8 0.1  10.1 1.7
Two fears  6.0 0.4 35.3 3.3  2.1 1.2  15.9 1.1 24.2 2.3 1.5 0.2  19.0 1.8
Three or more fears  9.6 0.6 55.1 2.7  5.3 0.4  39.6 1.5 39.8 2.1 3.8 0.3  48.1 2.8
Total 20.9 0.9 40.9 2.0  8.5 0.5  64.0 1.5 29.1 1.2 6.1 0.4  77.2 1.8

Any social fear 38.6 1.2 34.5 1.5 13.3 0.7 100.0 20.3 0.9 7.9 0.4 100.0

KESSLER, STEIN, AND BERGLUND

Am J Psychiatry 155:5, May 1998 615



As shown in figure 1, time to offset was significantly
shorter for social phobia with pure speaking fears than
for social phobia with other social fears (χ2=86.2, df=1,
p<0.001). There was no significant difference in time to
offset, in comparison, among the subsamples defined
by number of fears for either the respondents with so-
cial phobia and pure speaking fears (χ2=3.0, df=2, p=
0.08) or those with social phobia with other social fears
(χ2=3.0, df=2, p=0.22).

Parental History of Psychopathology

There were consistently positive associations between
parental history of depression, generalized anxiety disor-
der, substance dependence, and antisocial personality
disorder and the respondents’ lifetime social phobia.

However, we found a statis-
tically significant difference
between social phobia with
pure speaking fears and other
social phobia in only one of
the measures of parental psy-
chopathology, maternal gen-
eralized anxiety disorder (χ2=
8.2, df=2, p<0.001); the preva-
lence was lower among those
with pure speaking fears than
among those with other so-
cial phobias.

Comorbidity

A previous report from the
National Comorbidity Survey
documented substantial co-
morbidity of lifetime social
phobia and other lifetime
DSM-III-R disorders assessed
in the survey (3). The results
in table 3 show that there was

also considerable variation in comorbidity across sub-
types of social phobia. Histories of mood disorder,
anxiety disorder, and antisocial personality disorder
were all significantly more common among respondents
who had social phobia with at least one nonspeaking
fear than among those with social phobia and pure
speaking fears. Among the respondents with social pho-
bia and comorbid disorders, furthermore, those with
pure speaking fears were significantly more likely than
those with other social fears to report that social phobia
was their earliest lifetime disorder (73.4% of 263 ver-
sus 59.4% of 570) (z=2.3, p=0.03). For the respondents
with social phobia, there was less comorbidity with
mood disorder and antisocial personality disorder among
those with public speaking fears only than among those
with other pure speaking fears. However, comorbidity

TABLE 3. Lifetime Comorbidity of Social Phobia Subtypes With Other DSM-III-R Disorders Assessed in the National Comorbidity Survey
(N=8,098)

Respondents With Social Phobia Respond-
ents

WithoutPure Speaking Fears Other Social Fearsa

Public
Speaking Two

Three or
More

Social
Phobia

Only Others Total One Fear Fears Fears Total
Odds

Other Disorder % SE % SE % SE % SE % SE % SE % SE Ratio SE

Any mood disorder 26.9b 3.8 40.6b 5.9 32.3c 3.8 40.5 7.4 41.3 4.6 50.1 2.6 46.7c 2.4 15.9d 0.6
Any anxiety disorder 37.0 3.7 43.2 6.1 39.5c 3.3 57.9 6.7 55.9 3.4 63.4 3.1 60.8c 2.5 13.4d 0.5
Any addictive disorder 34.3 4.3 43.2 5.7 37.8 3.6 41.0 6.1 39.9 5.0 40.7 3.8 40.6 2.9 24.6d 0.9
Antisocial personality disorder  1.1b 0.6  6.7b 1.2  3.3c 0.6  7.7 3.3 10.1 2.8  9.7 1.9  9.5c 1.4  2.5d 0.2
Any disorder 65.7 4.1 71.3 4.5 67.9c 3.1 77.7 4.8 80.7 2.9 84.0 1.8 82.4c 1.5 39.9d 1.0

aNone of the comorbid disorders varied significantly with number of fears (p≤0.05, adjusted Wald chi-square test).
bSignificant difference between respondents with public speaking fear only and those with other pure speaking fears (p≤0.05, adjusted Wald
chi-square test).

cSignificant difference between total group with pure speaking fears and total group with other social fears (p≤0.05, adjusted Wald chi-square test).
dSignificant difference between total group with social phobia and respondents without social phobia (p≤0.05, adjusted Wald chi-square test).

FIGURE 1. Kaplan-Meier Curves for Cumulative Time Between Age at Onset and Age at Most Recent
Phobic Symptoms (Offset) for Subtypes of Social Phobia in the National Comorbidity Survey (N=8,098)
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was not associated with the number of social fears
among those with social fears beyond speaking.

Impairment

The Composite International Diagnostic Interview
includes four indicators of impairment in each diagnos-
tic section: whether the disorder ever interfered a lot
with the respondent’s life or activities, whether the re-
spondent ever sought treatment from a medical doctor,
whether the respondent ever sought treatment from any
other professional (e.g., social worker or clergy), and
whether the respondent ever took medications more
than once for the disorder. Of the respondents with life-
time social phobia, 39.1% endorsed at least one of
these impairment statements. As shown in table 4, the
percentage of endorsement was approximately twice as
high for respondents with nonspeaking fears (47.7% of
388) as for those with pure speaking fears (23.8% of
692) (z=5.9, p<0.001). Within the subsample of respon-
dents with social phobia having at least one nonspeak-
ing fear, furthermore, the endorsement percentage was
monotonically related to number of fears: 34.2% of the
92 with one fear, 40.6% of the 171 with two fears, and
53.4% of the 428 with three or more fears (χ2=15.6,
df=2, p<0.001).

Sociodemographic Correlates

A previous report on the National Comorbidity Sur-
vey (3) documented several sociodemographic corre-
lates of lifetime social phobia, the most powerful being
low income, low education, and female gender. Disag-
gregated analyses showed no specification by subtype
for the gender effect. However, there were significant
findings for income and education, both of which were
significantly inversely related to social phobia with
nonspeaking fears (income: χ2=36.2, df=3, p<0.001;
education: χ2=88.3, df=3, p<0.001). Social phobia with
pure speaking fears, in comparison, was not signifi-
cantly related to income (χ2=2.6, df=3, p=0.45) and was

nonmonotonically related to education; i.e., there were
high rates among both high school graduates and those
with some college education and low rates both among
those with less than a high school education and among
college graduates (χ2=29.2, df=3, p<0.001).

DISCUSSION

The finding of two social phobia subtypes is superfi-
cially consistent with theoretical speculation (11, 12,
31) and clinical observations that patients with social
phobia can be divided into those with predominantly
performance-type fears and those who also have a
broader range of interactional fears (9, 32, 33). How-
ever, there are two important differences between the
subtypes found in the National Comorbidity Survey
and those found in clinical studies. First, persons with
social phobia with pure speaking fears are rare in clini-
cal samples because they have a low rate of service use.
As a result, clinical studies have failed to identify the
pure-speaking-fear subtype found here. Second, the
pure-performance-fear subtype in clinical studies is usu-
ally characterized by a larger set of performance fears,
such as fear of writing in public and fear of eating in
public, in addition to speaking fears, while generalized
social phobia is characterized by a combination of per-
formance fears and interactional fears, such as fears of
dating, of attending social gatherings, and of speaking
with strangers.

We did not find a distinction between the latter two
subtypes (broadly defined performance fear versus gen-
eralized fear) in the National Comorbidity Survey. Our
failure to find this distinction is probably due to the fact
that only one of the six questions in the Composite In-
ternational Diagnostic Interview asked about an inter-
actional fear (fear of talking to people because you
might have nothing to say or might sound foolish). This
highlights an important limitation in the National Co-
morbidity Survey for purposes of the current analysis:
the survey assessed only six social fears. A much larger

TABLE 4. Impairments Due to Lifetime Social Phobia Among Respondents in the National Comorbidity Survey (N=8,098)

Impairment Indicator

Respondents With Social Phobia

Pure Speaking Fearsa Other Social Fears

Public
Speaking 

Only Others Total One Fear
Two
Fears

Three or
More
Fears Total

% SE % SE % SE % SE % SE % SE % SE

Phobia ever interfered a lot with life or activities 11.5 3.0 17.5 3.5 13.8b 2.5 22.3c 5.4 20.7c 2.9 41.6c 3.3 33.9b 2.7
Ever sought treatment from a medical doctor 10.7 2.4 15.6 4.3 12.7b 2.4 18.1 5.5 27.2 4.3 22.6 2.6 23.1b 2.2
Ever sought treatment from any other profes-

sional  2.6 1.4  7.5 3.9  4.5b 2.2 14.3 4.5 16.5 3.1 15.6 2.4 15.7b 2.0
Ever took medication more than once  0.3 0.3  1.5 1.0  0.8b 0.5  5.4 2.8  6.3 2.4 11.6 1.7  9.5b 1.3
Any impairment 21.2 3.4 27.9 4.7 23.8b 2.7 34.2c 6.4 40.6c 4.4 53.4c 3.5 47.7b 3.0

aNone of the impairment indicators differed significantly between the group with public speaking fear only and the group with other pure
speaking fears.

bSignificant difference between total group with pure speaking fears and total group with other social fears (p≤0.05, adjusted Wald chi-square test).
cSignificant difference among groups with one, two, and three or more fears (p≤0.05, adjusted Wald chi-square test).
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set of social fears, including a wider range of perform-
ance fears plus interactional fears, is needed in future
epidemiologic studies to carry out more fine-grained
subtyping of social phobia.

Despite this limitation, it is worth noting that in the
National Comorbidity Survey the subtype involving at
least one nonspeaking fear was found to be more chronic,
comorbid, and impairing than the pure-speaking-fear
subtype and that this was especially true for respondents
with three or more social fears. The vast majority of sur-
vey respondents with this subtype endorsed the statement
about the one interactional fear included in the survey.
The fact that these people reported the most impairment
is consistent with the clinical observation that patients in
treatment for social phobia who have fears of most social
situations are more impaired than those who have fewer
social fears (34). This finding presumably reflects the fact
that situations that require public speaking can be
avoided by most people with less impairment than situ-
ations that require other types of social performance or
social interaction.

Our finding that socioeconomic status is inversely re-
lated to social phobia with nonspeaking fears could be
due either to social causation (socioeconomic success
protecting against social phobia), social selection
(early-onset social phobia interfering with socioeco-
nomic success), or some combination of these proc-
esses. The finding that social phobia with pure speaking
fears is more prevalent among those with high school
or some college education than either college graduates
or people with less than a high school education is most
plausibly interpreted as a mixture of processes that in-
clude lack of exposure to the phobic stimulus among
people with little education (i.e., a low chance of the
fear of public speaking ever being activated among
people with low education because it is rare for them
to be called on to speak in public) and social selection
at higher levels of education (i.e., speaking phobia might
interfere with subsequent educational attainment among
high school graduates).

It is interesting to consider whether the apparently
lower degree of impairment among respondents with
social phobia with pure speaking fears than among
those with other social phobia is simply a matter of
number rather than type of fears. There is no way to
answer this question definitely in the National Comor-
bidity Survey because the set of six social fear questions
is too brief to permit confidence that people classified
as having only one social fear would not have reported
others if a longer list had been presented. Nonetheless,
it is informative to compare the 35.8% of respondents
with social phobia in the survey who were classified as
have pure speaking fears with the 8.5% who had only
one other fear among the six assessed. A comparison of
these two subgroups showed that respondents with
pure-speaking-fear social phobia had a weaker family
history of the disorders considered here, less comor-
bidity, and less impairment than the respondents with
social phobia who had only one nonspeaking social fear
each.

This last result might mean that pure-speaking-fear
social phobia is a different type of social phobia than
social phobia characterized by nonspeaking fears. It
would be a mistake, however, to conclude that social
phobia with pure speaking fear is not real social phobia.
As other studies have shown (11), some persons with
pure-speaking-fear social phobia experience consider-
able impairment. Furthermore, it is possible that some
of these persons experience more subtle forms of im-
pairment than the measures used in the survey were
able to detect. As already noted, it would be useful for
future epidemiologic surveys to assess a broader range
of social situations, both performance and interac-
tional, than the six in the National Comorbidity Survey
in order to assess this possibility and provide a rigorous
definition of the DSM-IV requirement that generalized
social phobia include fears of “most social situations.”
Despite this limitation, though, we can draw two useful
conclusions from the results reported here. First, a sub-
stantial proportion of persons with social phobia in the
general population have pure speaking fears, although
a more in-depth assessment might show that fears of
other social situations are also involved in some cases,
while other people with social phobia generally have a
greater number of fears that usually involve both per-
formance and interaction. It is not clear from the results
reported here whether these two represent distinct sub-
types or, rather, different severity thresholds on a single
dimension of extensiveness of social fears. It is clear,
though, that speaking fears are much more prevalent
than the other social fears considered here and that a
substantial proportion of people with social phobia
meet the criteria exclusively because of speaking fears.

Second, social phobia that involves more extensive
fears is more persistent, is associated with more impair-
ment, and is more frequently present with other DSM-
III-R disorders than the subtype with pure speaking
fears. For these reasons, social phobia involving multi-
ple fears that are not exclusively fears of speaking
should be the focus of the most intensive public health
interest until more fine-grained subtyping can be done.
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