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Background: Fear of Public Speaking (FoPS) or public speaking anxiety is a type of social anxiety and the single most commonly feared situation in the population. FoPS is disabling with negative occupational, academic, and social consequences, reported by up to one third of the population. FoPS in adolescence and adulthood is associated with an increased risk of developing generalized social anxiety disorder with further impairments. Since the last review on FoPS, a significant number of randomized controlled trials (RCTs) have been conducted assessing the effects of novel interventions with innovative modes of delivery.

Objectives: The objectives of the present meta-analysis are to (1) examine the short and long-term effects of psychological interventions aimed at FoPS on FoPS and generalized social anxiety; (2) assess whether differences exist between technology-assisted modes of delivery (e.g., Internet-delivered therapies) and more traditional modes of delivering treatment (e.g., face-to-face therapies); (3) investigate whether differences in effect exist between theoretical frameworks; (4) inspect the differences in effect size between self-report measures and other measures (i.e., physiological and behavioral); (5) examine the effects of psychological interventions aimed at FoPS on secondary outcome measures (e.g., depression); and (6) investigate whether a “sleeper effect” is present for psychological interventions for FoPS and generalized social anxiety.

Methods: The study investigates the effects of psychological interventions for FoPS through a quantitative meta-analysis of RCTs, using a random-effects model.

Results: A total of 30 RCTs with 1,355 participants were included through systematic searches of PsycINFO, MEDLINE, Web of Science, and Cochrane Library. The majority of the studies investigated the effects of cognitive or behavioral interventions. Nearly half of the studies used active control groups (e.g., attention placebo), whereas the other half used passive (e.g., waitlist) controls. The overall effect of psychological interventions for FoPS across 62 interventions was 0.74 (Hedges g; 95% CI: 0.61–0.87) with low to moderate heterogeneity. No difference in effect was found across theoretical frameworks. The effects based on self-report measures were larger compared to physiological and behavioral outcomes. Effects were robust against both active and passive control groups. Furthermore, psychological interventions for FoPS had a small to moderate effect on generalized social anxiety disorder (g = 0.35; 95% CI: 0.22–0.48). The effect of psychological interventions aimed at FoPS at follow-up was large (g = 1.11, 95% CI: 0.90–1.31) and moderate to large for generalized social anxiety (g = 0.70, 95% CI: 0.59–0.80). A sleeper effect was found for cognitive and behavioral interventions, indicating that patients continued to improve after treatment termination. There were some indications of publication bias.

Conclusions: Psychological interventions are effective in reducing FoPS. Interventions using technology-assisted modes of delivery are equally effective as traditional face-to-face interventions in reducing FoPS. This finding highlights an opportunity to increase access to evidence-based treatments through technology-delivered interventions, which can be implemented at schools, in primary care and specialist mental health care. Moreover, psychological interventions aimed at FoPS have an effect on generalized social anxiety. Further implications are discussed.
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INTRODUCTION

Fear of Public Speaking (FoPS), also referred to as public speaking anxiety, is a costly (Lépine, 2002) and disabling fear (Blöte et al., 2009), with prevalence rates ranging from 21 (Pollard and Henderson, 1988) to 33% (Stein et al., 1996; D'El Rey and Pacini, 2005) in community samples. FoPS has been reported as the single most commonly feared situation in both university and community samples (Pollard and Henderson, 1988; Holt et al., 1992; Stein et al., 1996; Tillfors and Furmark, 2007). Additionally, FoPS is a fear that almost always has its onset in adolescence (Wittchen and Fehm, 2003).

FoPS has consistently been described as a specific type of social anxiety disorder (SAD; Heimberg et al., 1993; Blöte et al., 2009). SAD is the most common anxiety disorder with a lifetime prevalence of 12.1% (Stein and Stein, 2008). SAD is characterized by a considerable fear or anxiety in social interaction or performance situations in which the individual is exposed to unfamiliar people or possible scrutiny by others (American Psychiatric Association, 2013). SAD is highly impairing, disabling, reduces quality of life, has negative scholastic, occupational and social consequences (Stein and Kean, 2000; Fehm et al., 2005), and has great societal costs both directly and indirectly (e.g., through absenteeism from work; Dams et al., 2017). There are two broad subgroups of social anxiety. One of these involves individuals with both interaction and performance anxiety, referred to as generalized social anxiety disorder (Blöte et al., 2009; Bögels et al., 2010). The other involves individuals with only performance anxiety, where FoPS is its most common form (Blöte et al., 2009; Bögels et al., 2010). This distinction is in accordance with the DSM-5 (American Psychiatric Association, 2013) including a “performance only”-specifier within the social anxiety diagnosis for individuals whom have the specific fear of performing in front of others, such as FoPS.

Around half of the adolescents with FoPS (Hofmann et al., 1999) and half of the adults with FoPS (Blöte et al., 2009) develop generalized social anxiety. A prospective follow-back study by Gregory et al. (2007) reports that both anxiety disorders and specific phobias in adulthood are frequently preceded by phobias in the adolescent years. In addition to the impairing consequences of FoPS on its own (Pollard and Henderson, 1988; Fehm et al., 2005), untreated FoPS in both adolescent and adult years is associated with later generalized social anxiety disorder (Wittchen and Fehm, 2003; Blöte et al., 2009) with further disabling consequences. The high prevalence and negative consequences of FoPS, taken together with the fact that FoPS increases the risk of a more generalized SAD, makes it important to update the knowledge base on effective interventions for FoPS.

Rationale

Over the past decades, several randomized controlled trials (RCTs) have been conducted to investigate the effect of psychological interventions for FoPS (e.g., Newman et al., 1994; Harris et al., 2002; Anderson et al., 2013; McNally et al., 2013; Homer et al., 2016). These trials comprise a wide range of psychological interventions, where most are based on the cognitive and/or behavioral family of therapies (e.g., Karst and Trexler, 1970; Newman et al., 1994). Still, psychological interventions within the traditions of psychodynamic therapies such as visualization therapy based on psychosynthesis (Ayres, 1995) and insight therapy (Meichenbaum et al., 1971) have been utilized. Different modes of delivery of interventions have also been investigated, such as Internet-delivered therapies (e.g., Botella et al., 2010) and interventions that implement virtual reality scenarios as a method of exposure (e.g., Anderson et al., 2013).

The last and only meta-analysis conducted solely on FoPS (Allen et al., 1989) is nearly 30 years old and is exclusively based on self-report measures, in addition to including uncontrolled and non-randomized studies. The fact that the results are only based on self-report is problematic, as previous studies on social anxiety (e.g., Heimberg et al., 1990) have found that the effects of interventions assessed through self-report measures are larger as compared to other types of measures (i.e., physiological and behavioral measures). Additionally, the inclusion of uncontrolled and non-randomized studies in the meta-analysis by Allen et al. (1989) brings uncertainty to its results, as it hinders estimation of the effects of psychological interventions for FoPS compared to control groups, presenting fundamental problems concerning the elimination of confounding variables, maturation, spontaneous recovery, and regression to the mean. A more recent meta-analysis by Acarturk et al. (2009) examined the effects on psychological treatment of social anxiety disorder. This meta-analysis included seven studies that examined the effects of FoPS interventions, but in their analysis the authors did not examine the effects of psychological interventions for FoPS specifically, but rather looked at the difference for generalized social anxiety disorder and specific social anxiety disorder. Thus, the efficacy of psychological interventions for FoPS exclusively based on RCTs remains unknown to date. Furthermore, several new RCTs have been conducted since the meta-analysis by Allen et al. (1989) and Acarturk et al. (2009), utilizing interventions with novel modes of delivery that are yet to be examined in a meta-analysis. The present study will be the first to assess and compare the effects of different modes of delivery for interventions for FoPS, such as technology-delivered interventions (e.g., Internet-delivered interventions and virtual reality-based interventions) and face-to-face interventions. The present meta-analysis is furthermore the first meta-analysis on FoPS that examines changes in effect after treatment termination, also referred to as the “sleeper effect” (Flückiger et al., 2015). Taken together, there is a need for updated knowledge on effective psychological interventions for FoPS.

Objectives

The present meta-analysis will provide synthetized information about treatment of FoPS to clinicians and researchers. Specifically, the effects of psychological interventions for FoPS will be examined across age-groups, modes of delivery and theoretical orientation. The meta-analysis includes RCTs with a control group, regardless of type (e.g., attention placebo or waitlist control). The effect of FoPS interventions on generalized social anxiety disorder will be investigated. We will also elucidate the effect of psychological interventions for FoPS for all types of outcome measures (i.e., physiological, self-report, and behavioral). The present meta-analysis will furthermore provide an evaluation of newer modes of treatment delivery for FoPS (e.g., Harris et al., 2002; Botella et al., 2010; Anderson et al., 2013), which is of practical significance for clinicians in guiding treatment selection.

Research Aims

The present study had several aims, the first of which was to examine the overall effect of psychological interventions for FoPS. Our second aim was to evaluate the long-term effects of such psychological interventions for FoPS. The third aim was to investigate whether there is a difference between technology-assisted modes of delivery of interventions for FoPS (i.e., Internet-delivered therapies, virtual reality exposure therapies and computerized interventions) vs. traditional face-to-face interventions. The fourth aim was to examine whether there is a difference between cognitive and/or behavioral interventions compared to other therapeutic frameworks (e.g., visualization and insight therapy). The fifth aim was to investigate if there would be difference in effect size between self-report measures as compared to other outcome measures such as behavioral or observational measures (assessing overt signs of anxiety) and physiological measures. The sixth aim was to investigate whether psychological interventions of FoPS have short- and long-term effects on generalized social anxiety. Provided sufficient data were available, another aim of this study was to examine the effects of psychological interventions for FoPS on secondary outcome measures of depression, satisfaction with treatment, outcome expectancy and treatment credibility. Finally, changes in outcomes after treatment termination were investigated.

METHODS

The meta-analysis was prepared in accordance with the guidelines of the Preferred Reporting Items for Systematic Reviews and Meta-analyses (PRISMA; Moher et al., 2009) and the Meta-Analysis Reporting Standards (MARS; American Psychological Association, 2008).

Systematic Review Protocol

The pre-registered protocol of this study can be found in the PROSPERO International Prospective Register of Systematic Reviews (https://www.crd.york.ac.uk/prospero/display_record.php?RecordID=60702). The search strategy, inclusion and exclusion criteria, data extraction, risk of bias assessment, strategy for data synthesis and subgroup analyses adhered to the preregistered study protocol.

Participants, Interventions, Comparators

The present meta-analysis included (a) randomized controlled trials in which the effects of (b) psychological interventions for (c) FoPS were assessed (d) across any age group. Participants were required to (e) have been identified as having a problem with FoPS either through a diagnosis of social anxiety with public speaking as their primary fear; through scoring above a certain cut-off point on an instrument measuring FoPS; through evidence of elevated scores (e.g., one standard deviation above the mean) on an instrument assessing FoPS; or through self-identification of FoPS as an impairing problem. Furthermore, studies were included if (f) the intervention group was compared to a control group of any of the following kind: sham, or attention placebo, treatment as usual or minimal contact, waiting list control or no treatment control. For studies with two or more control conditions, the control group selected for the calculation of effect size was chosen, as a conservative approach, in the order specified above, with active control groups (e.g., attention placebo) being preferred over passive controls (e.g., waiting list control).

Psychological interventions were defined as interventions designed to decrease psychological symptoms, distress, and maladaptive behavior or designed to improve prosocial and adaptive functioning using interpersonal interactions, counseling, or activities following a specific treatment plan (Garfield, 1980; Walrond-Skinner, 1986).

Studies were excluded if they (a) failed to meet the inclusion criteria described above, (b) were duplicate studies, (c) were studies in a language other than English, German, Dutch, Norwegian, Danish or Swedish, (d) were studies that did not provide sufficient information to calculate effect sizes, (e) were studies where the participant had been identified as having a problem with generalized social anxiety (not FoPS specifically), and (f) were studies in which participants were identified as having a problem with communication apprehension generally (not FoPS specifically). If a study did not provide sufficient information for the calculation of effect sizes, the study authors were contacted in an attempt to acquire the necessary data to include the study.

Search Strategy

The search strategy was constructed by three of the authors (OE, TN, and RK) of the present study through identification and discussion of relevant keywords, accompanied by preliminary searches identifying further relevant keywords to increase search sensitivity. Relevant studies were primarily identified through systematic searches in major bibliographical databases, including PsycINFO, MEDLINE, Web of Science, and the Cochrane Library. The last search was conducted by the first author on January 19, 2018. No restriction was set concerning how far the search could go back in time in order to include all relevant studies. In the searches, different combinations of words indicative of FoPS, speech phobia, fear of presenting and communication apprehension were combined with words like intervention, treatment, psychotherapy, and related words. In an attempt to increase the sensitivity of the searches, we did not further limit the searches by searching for terms indicative of RCTs. Both text words and keywords were utilized. An overview of the keywords and search strategy can be found in “Supplemental Material A.” Furthermore, database searches were supplemented by manually searching already published, relevant, systematic reviews, and meta-analyses (Allen et al., 1989; Pull, 2012). Reference lists of included studies in the meta-analysis were also searched.

Data Extraction

Two independent researchers screened all titles and abstracts of the retrieved references for eligibility against the inclusion criteria. Disagreements were resolved in consultation with a third independent, senior researcher. The first author obtained the full text of eligible studies before two independent researchers assessed them for inclusion.

Several aspects of the included studies were coded in line with the Cochrane Review data extraction template in addition to coding further aspects of the studies that we deemed relevant through the pilot testing of our data extraction procedure. Where available, the following data were extracted: Study characteristics (e.g., year, country, design, sample size, type of control group, and trial duration); sample characteristics (e.g., age, sex, sample description, description of comorbidities, and ethnicity); intervention characteristics (e.g., intervention name, details, number of sessions, attrition, format, mode of delivery, and theoretical framework); and outcome characteristics for both FoPS and social anxiety (e.g., name of outcome instrument, type of measurement, time points, and scores). Measures of FoPS and social anxiety served as the primary outcome measures in the present study. When available, we also coded measures of depression, satisfaction with treatment, outcome expectancy and treatment credibility, which served as secondary outcome measures. We coded the type of control group used in the study as either active (e.g., attention placebo) or passive (e.g., waiting list or no treatment control). Sample description was coded as diagnostic in cases where individuals were identified with a formal diagnosis of social anxiety with FoPS as their primary fear, and as non-diagnostic where the individuals were identified through cut-offs, elevated scores, or had self-identified as having an impairing problem with FoPS. The format of the interventions was coded as individual, group or self-help. Mode of delivery was coded as technology-delivered (Internet-delivered, virtual reality based, computerized, or video-based interventions) and non-technological (traditional) interventions (face to face, telephone-based or self-help). Coding the theoretical framework of the different interventions was challenging as most of the interventions included a mixture of different cognitive and behavioral components. We therefore, in accordance with a previous meta-analysis, followed the example of Cuijpers et al. (2014) and coded the intervention belonging to the broad family of cognitive and/or behavioral interventions if it included at least one of the following components; exposure, cognitive restructuring, relaxation, biofeedback, and problem solving. Interventions not in this category were, once again in accordance with Cuijpers et al. (2014), coded as “other” interventions, representing non-cognitive or non-behavioral interventions including visualization therapy based on psychosynthesis, eye movement desensitization and reprocessing (EMDR), exercise, and insight therapy.

Risk of Bias Assessment

In agreement with prior meta-analyses (e.g., Cuijpers et al., 2014, 2016), we used four criteria of the “Risk of Bias” assessment tool developed by the Cochrane Collaboration (Higgins et al., 2011) to assess the sources of bias in the included RCTs. Two independent researchers rated the following domains of bias: (1) adequate generation of allocation sequence (selection bias); (2) concealment of allocation to conditions (selection bias); (3) prevention of knowledge of the allocation intervention or blinding of outcome assessors (detection bias); and (4) dealing with incomplete outcome data (attrition bias). Disagreements were resolved through discussion with a third independent senior researcher, in addition to contacting the study authors in cases of insufficient reporting for clarification. In the present meta-analysis, we judged a randomized controlled trial to be high in terms of risk of attrition bias if the dropout rate of the intervention group was higher than 10%, or if there was a considerable discrepancy in drop-out rates between the intervention and comparing conditions as defined by the Cochrane risk of bias tool guidelines (Higgins et al., 2011). Based on the abovementioned sources of bias and in line with the Cochrane Handbook for Systematic Reviews of Interventions (Higgins and Green, 2011), we categorized each domain of bias within a study to have low, high or unclear risk, respectively. In accordance with previous meta-analyses (e.g., Cuijpers et al., 2014), we coded outcomes solely based on self-report measures as “SR” in the risk of bias domain concerning blinding of outcome assessors (detection bias).

Meta-Analyses

To calculate the effects of psychological interventions for FoPS, the effect size demonstrating the difference between the intervention and control group at post-treatment was calculated using Cohen's d (standardized mean difference). These were calculated by subtracting the mean score of the psychological intervention group at post-treatment from the mean score of the control group at post-treatment, before dividing the result by the pooled standard deviation formed by the two groups, and adjusting the effect size to account for small sample bias in accordance with the procedures advised by Hedges and Olkin (1985; Hedges' g) When available, we based our comparisons on intention-to-treat data for the calculation of effect sizes. If intention-to-treat data was unavailable, we based our calculations on completers-only data. Effect sizes (g) of 0.2 are identified as small, effect sizes of 0.5 are considered moderate, whereas effect sizes of 0.8 are referred to as large (Cohen, 1988). If means and standard deviations were not reported, we used the accompanying procedures in the Comprehensive Meta-analysis Software (version 3.3.070; CMA) to calculate effect sizes based on other statistics (e.g., t, p, and F value). The effect size for generalized social anxiety disorder was calculated in the same manner as described above.

The long-term effects of psychological interventions on FoPS were calculated as explained above, based on comparisons between the intervention group and a control group (between-group comparison). If a control group was not available at the follow-up assessment, we calculated effect sizes indicative of improvement from baseline to follow-up for the treatment condition (within-group comparisons). Since the values at baseline and follow-up are not independent of each other, a conservative correlation between baseline and follow-up score of r = 0.70 was assumed, following procedures used in other meta-analyses (Grossman et al., 2004; Ledesma and Kumano, 2009; Cuijpers et al., 2016). The same procedures were employed to investigate whether psychological interventions aimed at FoPS had long-term effects on the more generalized form of social anxiety.

Furthermore, we conducted two meta-analyses to examine the changes in effect after treatment termination, also referred to as the “sleeper effect” (e.g., Flückiger et al., 2015). One of these meta-analyses concerned the changes on FoPS, more specifically from post-treatment to follow-up. The average effect size was calculated based on within-group comparisons (post-treatment to follow-up). As the values at post-treatment and follow-up scores are not independent of each other, a conservative correlation between post-treatment and follow-up score of r = 0.70 was assumed, following procedures used in other meta-analyses (Grossman et al., 2004; Ledesma and Kumano, 2009; Cuijpers et al., 2016). The second meta-analysis concerned generalized social anxiety outcomes from post-treatment to follow-up. Its effect size was calculated in the same manner as described above. We thus conducted six meta-analyses, two investigating the post-treatment effects of psychological interventions aimed at FoPS on FoPS and generalized social anxiety, respectively, two meta-analysis investigating the long-term effects of psychological interventions on the two same parameters, and two meta-analyses examining the changes in effect after treatment termination on the two parameters.

Some studies report multiple comparisons, where two or more psychological interventions were compared to the same control group. A potential consequence of such multiple comparisons is an artificial reduction of heterogeneity, which in turn can affect the overall effect size. In order to take this into account, we followed the procedure of Cuijpers et al. (2014) comprising separate analyses that include only the smallest and the largest effect size from each study, respectively.

As the standardized mean difference (Hedges' g) can be difficult to interpret from a clinical viewpoint, we transformed this into numbers-needed-to-treat (NNT) following the procedure and formulae provided by Kraemer and Kupfer (2006). The NNT can be described as the number of patients that would have to be treated in order to generate one additional positive outcome (Laupacis et al., 1988).

Furthermore, the present study differentiated between three categories of outcome measures in the calculation of effect sizes: (a) self-report measures; (b) behavioral or observational measures (e.g., measuring overt signs of anxiety); and (c) physiological measures (e.g., heart rate or pulse rate). If the effect of an intervention was assessed by more than one outcome measure, we pooled all relevant instruments to provide one average effect size rather than imputing effect sizes for each outcome measure, as suggested by Borenstein et al. (2009b). This is a conservative approach as it somewhat overestimates the study variance resulting in wider confidence intervals compared to approaches taking the independence of the outcomes into consideration. The current approach was used as the included studies in general did not report the correlation coefficient between the different outcome measures. The percentage of outcome measures that was not based on self-report was coded for the purpose of moderation analyses.

CMA, version 3.3 was used for calculation of the pooled mean effect sizes. The random-effects pooling model was utilized in all analyses to account for the expected heterogeneity. The statistical assumptions underlying the random-effects model imply that the included studies stem from populations that vary systematically. Taking this into consideration, the difference in effect size results not only from random error within studies (as the fixed effects model assumes) but also from true variation in effect size, as studies are assumed to represent a different population of studies.

Heterogeneity of effect sizes was assessed by the Q-statistic and the I2-statistic. The latter is an indicator of variance (0–100%) between studies that is due to heterogeneity. Values equal to and lower than 25% are considered low; values of 50% as moderate, and values equal to and higher than 75% as high heterogeneity (Higgins et al., 2003).

Meta-Regression Analyses

In cases of significant heterogeneity, meta-regression analyses would be conducted to test whether a priori selected moderator variables could explain the heterogeneity. Maintaining a reasonable ratio of single effect sizes/moderators implied restrictions on the number of moderators that could be analyzed in the present meta-analyses. In line with this, a limited number of a priori selected moderators were analyzed. The effect size was used as the dependent measure in these multivariate meta-regression analyses which were conducted in CMA.

For the first meta-analysis in the present study concerning the effects of psychological interventions on FoPS, the following moderator variables were pre-selected: (1) technology-delivered vs. non-technological interventions; (2) theoretical framework (cognitive or behavioral vs. other interventions); (3) percentage of measures other than self-report; and (4) type of control group (active control groups including attention placebo vs. passive no-treatment or waiting list groups).

For the second meta-analysis examining the effects of psychological interventions aimed at FoPS on generalized social anxiety disorder, we pre-selected the latter three mentioned moderator variables above.

For the meta-analyses concerning the long-term effects of psychological interventions on FoPS and generalized social anxiety, respectively, the pre-selected moderator variables were (1) time from post-treatment to follow-up, and (2) whether the effect size at follow-up was calculated within-groups (comparing pre-treatment scores to follow-up scores) or between-groups (comparing intervention group to control group). Meta-regression analyses would only be conducted in cases of significant heterogeneity, indicated by a significant Q-statistic.

As the meta-regressions include all moderators in the same analysis, potential dependence between moderators was controlled for. All the included studies provided information of all moderators, hence, the potential dependence within each study was controlled for. Furthermore, for each single effect size, only one specific level of each moderator was coded. Hence dependencies between categories/levels of the same moderator was not an issue.

Publication Bias

Furthermore, publication bias was examined through inspecting the funnel plot on primary outcome measures and by following the procedures suggested by Duval and Tweedie's trim and fill procedure (Duval and Tweedie, 2000). This procedure provides an adjusted estimate of the effect size after accounting for publication bias. The present meta-analysis also calculated Orwin's fail-safe N (Orwin, 1983), a measure quantifying the amount of studies that would be needed to bring the observed effect size (calculated in Hedges' g) of the current meta-analysis down to a chosen “trivial” effect size with less importance. We set this “trivial” effect size to a value of 0.2 Hedges' g, since a value of 0.2 represents a small effect (Cohen, 1988). This test was conducted in an attempt to take into account the file-drawer problem (Rosenthal, 1979).

RESULTS

Selection and Inclusion of Studies

The systematic searches in PsycINFO, MEDLINE, Web of Science, and the Cochrane Library resulted in a total of 981 citations. After removal of duplicates, 659 citations remained. The screening of the titles and abstracts excluded 517 studies. The disagreement between the two independent reviewers appeared 21 times across the 659 citations, yielding an excellent Cohen's kappa of 0.91. A total of 142 full-text articles were retrieved and assessed for eligibility, wherein 109 articles did not meet our inclusion criteria and were consequently excluded. Concerning inclusion of full-text articles, the disagreement between the two independent reviewers appeared two times across 142 articles, yielding an excellent Cohen's kappa of 0.96. The specific reasons for exclusion are presented in Figure 1, which portrays the selection and inclusion process. In the exclusion category referred to as “Other,” two studies were excluded. The first study (Calff and MacLean, 1970) was excluded due to its faulty experimental design and inappropriate statistical analysis, as highlighted by Blanchard (1971). The second study (Straatmeyer and Watkins, 1974) was unavailable through retrieval processes and interlibrary loan. Finally, 33 studies met the inclusion criteria, amongst which three studies were separately published follow-up studies, yielding a total of 30 unique studies to be included in the meta-analysis. For FoPS, the 30 studies included 62 psychological interventions that were compared to a control group. For social anxiety, the 30 mentioned studies included 32 interventions that were compared to a control group.
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FIGURE 1. PRISMA flow diagram of the study selection process.



Study Characteristics

A total of 1,355 participants were included in the 30 RCTs included in this meta-analysis, where 869 belonged to the psychological intervention groups and 486 participants resided within the control conditions. Participants were identified through a diagnosis of social anxiety in four studies. In the remaining 26 studies, participants were identified through either a cut-off value on an instrument measuring FoPS (N = 14); through elevated scores on an instrument measuring FoPS (e.g., scoring one standard deviation above the mean N = 6); or through self-identification of FoPS as an impairing problem (N = 6). The target age group for provision of intervention was adults (individuals above 18 years) in 29 of the 30 studies. One study had adolescents as the target group. A total of 24 out of 30 studies reported gender. We calculated the percentage of females across these 24 studies to be 46.9%. Only three studies reported the ethnicity of the participants included. We calculated the percentage of ethnicities other than Caucasian across these three studies to be 34.5%. In all, 27 studies reported means and standard deviations, whereas the last three studies reported other statistical information (e.g., F, p, and t values).

Several studies had more than one intervention group. Of the 62 conditions across the 30 studies, 50 were based on cognitive or behavioral interventions, whereas 12 employed other types of interventions. Within the cognitive or behavioral interventions, the majority comprised variations of desensitization therapies (nine interventions), relaxation therapies (seven interventions), and cognitive-behavioral therapy (CBT; six interventions). Amongst the 12 non-cognitive or behavioral interventions, visualization therapy based on psychosynthesis (four interventions) and EMDR (four interventions) represented the majority. The remainder of intervention conditions as well as a full overview of all interventions within each study are provided in Table 1.


Table 1. Selected characteristics of the included randomized controlled trials assessing the effects of psychological treatments on fear of public speaking and generalized social anxiety.
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Most of the included interventions (N = 28) were based on a group format. Furthermore, 24 of the 62 interventions employed an individual treatment format, and five studies used self-help materials. The remaining five interventions did not report type of format used. The number of treatment sessions ranged from 1 to 16, where the majority of the interventions had eight or fewer sessions (N = 49). A total of seven interventions had more than eight sessions. The remaining six interventions did not report the number of sessions employed.

The majority of the included interventions were non-technological (N = 55), nearly all of which consisted of face-to-face individual or group interventions, except for one intervention which was delivered via telephone. The remaining seven interventions were categorized as technology-delivered interventions, of which three encompassed virtual reality-based interventions, two represented Internet-based cognitive self-help interventions, and two utilized a computer application for attention bias modification.

Concerning control groups, 16 of the 30 studies included a waiting-list or no-treatment control group only, seven studies included a placebo group only, and the remaining seven studies included both a placebo and a waiting list (or no-treatment) group. Six of the 14 placebo groups were categorized as attention placebo (e.g., discussion groups), six placebo conditions were described by the study authors as credible replacements of the interventions (sham), and the last two placebo groups involved listening to tapes on communication unrelated to public speaking.

In the present meta-analysis, half of the included studies (N = 15) included a follow-up measure. The mean follow-up length was 9.28 months. However, due to an extreme outlier (follow-up of 72 months; 6 years), we also calculated the median follow-up length which was 2.5 months. Removing this outlier, the mean follow-up length was 4.46 months. Furthermore, 26 of the included studies were conducted in the USA or Canada, three in Europe and one in Asia. Only one out of the 30 included studies had included an intention-to-treat analysis, while the remaining 29 studies were based on completer data. No study explicitly reported data on researcher allegiance. Three out of 30 studies reported therapist effects, where one study reported holding therapist effects constant across groups, while the two other studies revealed insignificant findings for these effects. Table 1 provides a complete overview of study characteristics.

Risk of Bias

Disagreement between the two independent reviewers occurred three times in the coding of risk of bias, yielding an excellent Cohen's kappa of 0.93. In the domain regarding masking of outcome assessors, 16 studies were judged to have a low risk of bias, meaning that the outcome assessors had no knowledge of the allocated intervention by being blinded. Of the remaining studies, six studies were found to have an unclear risk of bias, while two studies were judged to have a high risk of bias. The last six studies in this domain were solely based on self-report measures. Regarding attrition bias or the domain of dealing with incomplete data, 15 studies were found to have a low risk of bias meaning that the studies had outcome data for all or nearly all participants. Furthermore, 14 studies were judged to have an unclear risk of bias, whereas one study was found to have a high risk of bias. Only one of the 30 studies included had an intention-to-treat analysis, while the remaining 29 studies were based on completer data. Concerning the domain of adequate generation of allocation sequence, it was found that 25 studies had an unclear risk of bias, implying that no information was provided on how the sequence generation of randomization was conducted. Furthermore, three studies were judged to have a low risk of bias in this domain, whereas two studies were found to have a high risk of bias, the latter portraying that the sequence generation was done in a manner that was not truly random as exemplified by the Cochrane risk of bias tool. For the concealment of allocation to conditions domain, we found 28 studies to have an unclear risk of bias where no information was presented on whether the allocation to conditions were concealed. The remaining two studies demonstrated a low risk of bias. Risk of bias of the included studies is depicted in Figure 2.
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FIGURE 2. Estimated risk of bias of the included studies. SR, Self-report.



Synthesized Findings

Post-treatment Effects of Psychological Interventions Compared With Control Groups on FoPS

Table 1 provides a summary of the 30 studies that were included in the present meta-analysis, including 62 interventions across 30 studies. The overall effect of psychological interventions for FoPS was g = 0.74 (95% CI: 0.61–0.87), with a low to moderate amount of heterogeneity (I2 = 40.85, 95% CI: 19.66–56.45) that was found to be significant (Q = 103.12, p = 0.001). This corresponds to an NNT of 2.50. For each study, the effect size with its associated 95% confidence interval is presented in Figure 3. There was one potential outlier that did not overlap with the 95% CI of the pooled effect size (Cunningham et al., 2006). Removing this outlier resulted in an overall effect size of g = 0.70 (95% CI: 0.59–0.82), with low heterogeneity (I2 = 22.24, 95% CI: −7.70–58.52) that was non-significant (Q = 77.16, p = 0.067).
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FIGURE 3. A forest plot of the standardized effect sizes of psychological treatments for fear of public speaking compared with control conditions.



In 22 of the 30 studies reported above, two or more psychological interventions were compared to the same control group. A potential consequence of such multiple comparisons might be an artificial reduction of heterogeneity, which in turn can affect the overall effect size. In order to take this into account, we followed the procedure of Cuijpers et al. (2014) and conducted an analysis that included only one effect size per study. We examined this by first including the largest effect size from the studies, yielding a result of g = 0.91 (95% CI: 0.70–1.12), with a moderate amount of heterogeneity (I2 = 50.32, 95% CI: 27.92–67.39) that was significant (Q = 58.37, p = 0.001). The analysis including only the smallest effect size resulted in an overall effect size of g = 0.63 (95% CI: 0.43–0.83), with a moderate amount of heterogeneity (I2 = 50.16, 95% CI: 27.57–67.30) that was significant (Q = 58.19, p = 0.001).

A visual inspection of the funnel plot, in addition to Duval and Tweedie's trim and fill procedure revealed some signs of possible publication bias for the effect of psychological interventions on FoPS at post-test. The funnel plot revealed three potential missing studies and is presented in Supplementary Figure 1. Duval and Tweedie's procedures informed that three studies were missing to the right of the mean. Therefore, the calculated effect size after the adjustment of publication bias was slightly higher, g = 0.76 (95% CI: 0.66–0.86) for psychological interventions on FoPS at post-treatment. Finally, the Orwin's fail safe N to quantify the amount of studies with zero effect (g = 0.00) that would be needed to bring the observed effect size down to the chosen “trivial” value (g) of 0.20 (a finding of trivial clinical importance) showed this number to be 162.

We also examined whether there were differences in the effect size of psychological interventions for FoPS between studies that included a diagnostic sample (i.e., participants were formally diagnosed with social anxiety disorder) and studies that included subclinical samples (e.g., participants scored above a cut-off and did not fulfill formal diagnostic criteria). No significant differential (p = 0.579) effect was found.

Post-treatment Effects of Psychological Interventions Compared With Control Groups on Generalized Social Anxiety

A total of 32 interventions across 16 studies provided sufficient data concerning the effects on generalized social anxiety. The overall effect size for psychological interventions aimed at FoPS on generalized social anxiety was g = 0.35 (95% CI: 0.22–0.48). Heterogeneity was zero and non-significant (Q = 25.60, p = 0.740). This corresponds to an NNT of 5.11. The effect sizes along with their associated 95% confidence intervals are presented in Figure 4.
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FIGURE 4. A forest plot of the standardized effect sizes of psychological treatments aimed at FoPS for generalized social anxiety compared with control conditions.



The procedures by Duval and Tweedie and inspection of the funnel plot was conducted for the effect size of psychological interventions aimed at FoPS on generalized social anxiety. The funnel plot revealed some signs of possible publication bias and can be found in Supplementary Figure 2. Duval and Tweedie's procedures revealed that three studies were missing to the right of the mean. The adjusted effect size for psychological interventions aimed at FoPS for generalized social anxiety was thus g = 0.39, 95% CI: 0.27–0.52). Orwin's fail safe N quantifying the amount of studies with zero effect (g = 0.00) that would be needed to bring the observed effect size down to the chosen “trivial” value (g) of 0.20 (a finding of trivial clinical importance) was found to be 25.

Long-Term Effects of Psychological Interventions on FoPS

Our meta-analysis of the long-term effects of psychological interventions on FoPS yielded an overall effect of g = 1.11 (95% CI: 0.90–1.31), with a moderate amount of heterogeneity (I2 = 64.76, 95% CI: 46.12–76.95; Q = 68,10, p < 0.001). This corresponds to an NNT of 1.76. For each study, the effect size along with its associated 95% confidence intervals can be found in Figure 5. Since the vast majority of the included studies used a waiting list control group, participants in these conditions had received treatment at follow-up, meaning only within-group data was available for these studies. A total of 11 studies reported data that would allow for long-term effect comparisons. Only eight conditions across four of these studies had compared the intervention group with a control group at follow-up (between-group comparisons). The remaining 17 conditions across seven studies did not have a control group at this time point. We therefore conducted within-group effect size calculations for these 17 conditions, combining them with the between-group calculations of the eight other conditions. In these calculations, we coded whether the effect size was based on a between-group or within-group comparison as a moderator, to be used in a meta-regression analysis reported later in this paper.
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FIGURE 5. A forest plot of the standardized effect sizes of psychological treatments aimed at fear of public speaking at follow-up.



Visual inspection of the funnel plot, in addition to Duval and Tweedie's trim and fill procedure revealed no potential signs of publication bias for the effect size concerning the long-term effects of psychological interventions on FoPS. The funnel plot is presented in Supplementary Figure 3. Orwin's fail safe N quantifying the amount of studies with zero effect (g = 0.00) that would be needed to bring the observed effect size down to the chosen “trivial” value (g) of 0.20 (a finding of trivial clinical importance) showed this number to be 228.

Long-Term Effects of Psychological Interventions on Generalized Social Anxiety

The meta-analysis of the long-term effects on generalized social anxiety resulted in an overall effect size of g = 0.70 (95% CI: 0.59–0.80), where heterogeneity was non-significant (Q = 20,72, p = 0.414). This corresponds to an NNT of 2.64. The effect sizes along with their associated 95% confidence intervals can be found in Figure 6. For generalized social anxiety, a total of nine studies provided data for long-term effects comparisons. Only six conditions across three studies had between-group data available at follow-up, comparing the intervention and control groups. We used within-group effect size calculations for the remaining 15 conditions across six studies. Once again, we registered whether effect size calculation was based on a between-group or a within-group comparison as a moderator.


[image: image]

FIGURE 6. A forest plot of the standardized effect sizes of psychological treatments aimed at fear of public speaking on generalized social anxiety at follow-up.



The procedures by Duval and Tweedie and inspection of the funnel plot were conducted for the effect size concerning the long-term effects of psychological interventions aimed at FoPS on generalized social anxiety. The funnel plot revealed a relatively symmetrical distribution; still there were some signs of potential publication bias. The funnel plot can be found in Supplementary Figure 4. Duval and Tweedie's procedures revealed two potential missing studies to the right of the mean. The effect size concerning the long-term effects of psychological interventions aimed at FoPS on generalized social anxiety was thus adjusted to g = 0.72 (95% CI: 0.62–0.82). Orwin's fail safe N quantifying the amount of studies with zero effect (g = 0.00) that would be needed to bring the observed effect size down to the chosen “trivial” value (g) of 0.20 (a finding of trivial clinical importance) was found to be 126.

Meta-Regression Results

A series of planned meta-regression analyses were conducted with moderator variables chosen a priori to address our aims of investigating the differences in effect size for different modes of delivery, theoretical frameworks, type of control groups, and types of outcome measures. A limited number of moderators were analyzed in order to maintain a reasonable ratio between of single effect sizes/moderators.

Meta-Regression Analysis for the Effects of Psychological Interventions on FoPS at Post-treatment

First, we conducted a meta-regression analysis with the effects of psychological interventions on FoPS at post-treatment. We included the following variables in this analysis: (1) theoretical framework (cognitive or behavioral vs. other theoretical models); (2) type of control group (placebo vs. no-treatment or waiting list); (3) percentage of measures other than self-report; and (4) technology-delivered vs. non-technological interventions. Theoretical framework was a significant predictor of the effect size on FoPS at post-treatment (p = 0.016), favoring “other” theoretical models (insight therapy, visualization therapy, The Lefkoe Method, and EMDR) over cognitive or behavioral models. However, removing the extreme outlier (The Lefkoe Method; Cunningham et al., 2006) that did not overlap with the 95% CI of the pooled effect size, we found no significant differences between “other” theoretical models compared to cognitive or behavioral models (p = 0.104). We examined whether this finding could be explained by the studies with cognitive or behavioral interventions more often including physiological or behavioral outcome measures. In accordance with this, we compared the two groups only including self-report measures. Still, no significant difference in effect size between cognitive or behavioral interventions and “other” intervention (p = 0.821) was found.

The type of control group used was found to be a significant predictor of the effect size, where waiting-list or no-treatment control groups had a more favorable effect compared to placebo groups (p = 0.012), as expected. Following up on this with a subgroup analysis, we found that the effect of psychological interventions compared to placebo groups was moderate to large (g = 0.65, 95% CI: 0.46–0.84), whereas the same effect compared to waiting-list or no-treatment control group was large (g = 0.82, 95% CI: 0.63–1.01).

Returning to the meta-regression, the percentage of outcome measures other than self-report was found to be a significant predictor of the effect size (p < 0.000), with studies that had a higher percentage of other outcome measure types than self-report (i.e., physiological or behavioral measures) yielding lower effect sizes.

Finally, we found no significant differences between face-to-face and technology-delivered interventions (i.e., Interned-delivered therapies, virtual reality exposure therapies and computerized interventions), p = 0.814. The meta-regression model explained 56% (R2 = 0.56) of the observed heterogeneity. The Goodness of fit test showing whether still unexplained variance was significantly different from zero was non-significant (p = 0.065). Meta-regression results with standard regression coefficients, confidence intervals, and associated p-value are presented in Table 2.


Table 2. Multivariate meta-regression analyses of the four overall effect sizes calculated in this study, with standard regression coefficients and their associated 95% CI and p-value are provided.
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Meta-Regression Analysis for the Long-Term Effects of Psychological Interventions on FoPS

For the second meta-regression concerning the long-term effects of psychological interventions for FoPS, we had pre-selected the following moderator variables; (1) time from post-treatment to follow-up (follow-up length); and (2) whether the effect size at follow-up was calculated within-groups (comparing pre-treatment scores to follow-up scores) or between-groups (comparing intervention group to a control group). Once again, we did not investigate other moderator variables to maintain a reasonable ratio between effect sizes and the number of moderators. As seen in Table 2, the results from this analysis show that follow-up length was not a significant predictor of the effect size (p = 0.509).

The other moderator variable in this analysis (type of effect size; within or between) was also non-significant (p = 0.064). This indicates that no difference was found between the effects calculated from between-group comparisons and the effects calculated from within-groups comparisons. As moderators in this model were non-significant, we could not account for any of the observed heterogeneity shown by a significant Goodness of fit test (p < 0.001), which indicates that there still remained unexplained variance after accounting for the two moderators.

Meta-Regression Analysis for Generalized Social Anxiety

Since meta-regression analyses were conducted only in cases of significant heterogeneity, no such analyses were conducted for the effects of psychological interventions aimed at FoPS on generalized social anxiety at post-treatment or for the long-term effects on generalized social anxiety at follow-up.

Changes in Effect After Treatment Termination

Two meta-analyses were conducted to investigate the changes in effect after treatment termination from post-treatment to follow-up, also referred to as the “sleeper effect” (e.g., Flückiger et al., 2015).

Changes in Effect After Treatment Termination for Psychological Interventions on FoPS

A meta-analysis was conducted to examine changes in efficacy of psychological interventions for FoPS over time after treatment termination (post-treatment to follow-up). The results revealed an overall effect size of g = 0.20 (95% CI: 0.081–0.312), where heterogeneity was non-significant (Q = 23.69, p = 0.096). This corresponds to an NNT of 8.89. The effect sizes and their associated 95% confidence intervals can be found in Figure 7.
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FIGURE 7. A forest plot of the change in efficacy from post-treatment to follow-up of psychological treatments aimed at fear of public speaking.



Visual inspection of the funnel plot, in addition to Duval and Tweedie's trim and fill procedure revealed some signs of publication bias for the effect size concerning changes in efficacy of psychological interventions on FoPS from post-treatment to follow-up. The funnel plot revealed four potential missing studies and is presented in Supplementary Figure 5. Duval and Tweedie's trim and fill procedure revealed four potential missing studies to the left of the mean. The effect size concerning changes in efficacy of psychological interventions on FoPS from post-treatment to follow-up was adjusted to g = 0.12 (95% CI: 0.04–0.21) when applying the trim and fill procedure.

Changes in Effect After Treatment Termination for Psychological Interventions On Generalized Social Anxiety

We conducted a meta-analysis to assess the changes in efficacy of psychological interventions for generalized social anxiety outcomes from post-treatment to follow-up. The results yielded an average effect size of g = 0.23 (95% CI: 0.135–0.328), where heterogeneity was non-significant (Q = 9.44, p = 0.802). This corresponds to an NNT of 7.74. The effect sizes along with their associated 95% confidence intervals are presented in Figure 8.
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FIGURE 8. A forest plot of the change in efficacy from post-treatment to follow-up of psychological treatments aimed at fear of public speaking on generalized social anxiety.



The funnel plot revealed four potential missing studies and is presented in Supplementary Figure 6. Duval and Tweedie's trim and fill procedure revealed four potential missing studies to the left of the mean. The effect size concerning changes in efficacy of psychological interventions for generalized social anxiety from post-treatment to follow-up was g = 0.16 (95% CI: 0.08–0.25) after adjustment based on the trim and fill procedure.

Secondary Outcome Measures

As specified in the objectives and the study protocol, when available, depression, satisfaction with treatment, treatment credibility, and outcome-expectancy outcome measures were coded with the additional aim to conduct meta-analyses on these secondary measures. However, there were not enough (< 5 conditions) studies providing data for these outcomes to warrant such analyses. There were two studies reporting outcomes on depression, two studies reported satisfaction with treatment, three studies reported treatment credibility, and three studies reported outcome expectancy. Among these numbers there were also some qualitative descriptions for some of these measures (e.g., satisfaction with treatment). We therefore did not conduct meta-analyses for any secondary outcomes.

DISCUSSION

The present meta-analysis is the first on FoPS in nearly three decades (Allen et al., 1989). Furthermore, it is the first meta-analysis to date to examine the efficacy of psychological interventions for FoPS exclusively based on RCTs, producing more reliable results. This is in contrast to the meta-analysis by Allen et al. (1989), which included uncontrolled and non-randomized studies. Our literature search identified 30 studies researching the effects of psychological interventions on FoPS, including N = 14 new RCTs since the last meta-analysis conducted by Allen et al. (1989).

Summary of Main Findings

The Effects of Psychological Interventions on FoPS at Post-treatment

The first aim of the present meta-analysis was to assess the overall short-term effect of psychological interventions for FoPS when compared to a control group. We found moderate to large effects on FoPS (Hedges g = 0.74), corresponding to an NNT of 2.50, indicating that between two to three patients must be treated in order to generate one positive patient outcome. This finding seems robust as the FoPS interventions were compared to a relatively large pool of both active and passive control groups, where nearly half were from active placebo groups. When comparing the psychological interventions for FoPS at post-treatment to passive control groups only (e.g., waiting list), a large effect size was revealed. On the other hand, comparing psychological interventions for FoPS at post-treatment to an active control group only (e.g., attention placebo) resulted in a moderate to large effect size. This is an important conclusion, suggesting that psychological interventions are effective in reducing FoPS on a clinically significant level when compared to both passive waiting list groups and active placebo groups, indicating robustness.

Furthermore, we conducted a subgroup analysis to investigate whether there were differences in the effect of psychological interventions for FoPS between studies that used a diagnostic sample on the one hand and studies that used a subclinical sample on the other. No significant differences were found, suggesting that psychological interventions for FoPS are equally effective for individuals with a social anxiety diagnosis and individuals with subclinical symptoms.

The Long-Term Effects of Psychological Interventions on FoPS

The second aim of the present study was to investigate the long-term effects of the psychological interventions for FoPS. The psychological interventions were indeed effective at follow-up for FoPS, demonstrating a large effect size (Hedges g = 1.11). A meta-regression revealed that follow-up length was not associated with the effect size, suggesting that the effects of psychological interventions on FoPS are stable and persist over time. Although we based this calculation primarily on within-group comparisons and, where available, between-group comparisons, we did not find any indication of a difference between these two types of comparisons in our meta-regression, providing further confidence for these long-term results.

Technology-Delivered and Traditional Face-to-Face Interventions

The third aim of this review was to find out whether there is a difference in effect between technology-delivered interventions (i.e., Interned-delivered therapies, virtual reality exposure therapies and computerized interventions) and individual or group face to face or telephone interventions. For the effect size on FoPS at post-treatment, we did not find any difference in effect size between technology-delivered interventions vs. more traditional face-to-face and telephone interventions. This provides support for technology-delivered psychological interventions as effective in treating FoPS. An important practical implication of this finding is highlighted by the advantages related to dissemination and individualization of treatment, presenting clinicians with an opportunity to provide different types of treatments to different patients. A patient with a severe level of social anxiety who may not be willing to initiate face-to-face therapy, may thus benefit from an intervention with a less threatening mode of delivery, such as an Internet-delivered intervention. Our findings are in line with a recent meta-analysis not finding any difference between Internet-delivered therapies vs. traditional face-to-face therapies for depression and anxiety disorders, including social anxiety disorder (Andrews et al., 2018).

Cognitive-Behavioral Interventions and Other Types of Interventions

The meta-regression analysis concerning the effect of psychological interventions for FoPS at post-treatment was utilized to test our fourth aim of investigating whether there was a difference between cognitive or behavioral interventions vs. “other” interventions. The multivariate regression analysis favored the “other” group consisting of insight therapy, visualization, The Lefkoe Method, and EMDR. However, removing an extreme outlier of which the 95% CI did not overlap with the overall pooled effect size (Cunningham et al., 2006), showed that no such differences were observed between the two categories of interventions. The latter analysis thus provides no indication of differences between cognitive or behavioral interventions vs. other interventions of FoPS. We examined whether this finding could be related to the studies using cognitive or behavioral interventions more often involving behavioral and physiological measures. Taking this into account by comparing the two groups only including self-report measures, we once again found no difference in treatment effects between cognitive or behavioral interventions and other interventions in treating FoPS. We recommend clinicians and researchers to interpret this finding with caution as the “other” group consists of a highly heterogeneous collection of interventions. More studies are therefore required to draw conclusions about the effects of interventions that are not cognitive or behavioral. It is furthermore important to highlight that, although the cognitive and behavioral group was coded in accordance with a previous meta-analysis by Cuijpers et al. (2014), also this category includes some heterogeneity, implying that the average effect sizes should be interpreted with caution and examined by forthcoming research. Future research should also investigate whether specific interventions for FoPS provide different effects in different population of patients.

Self-Reported vs. Physiological and Behavioral Measures

Our fifth aim—to investigate if there is a difference in effect size between self-report measures as compared to other outcome measures—was examined with the meta-regression analysis concerning the effect of psychological interventions for FoPS at post-treatment. We found that the effect size for FoPS at post-treatment was inversely related to the percentage of instruments included in a study that was not based on self-report. In other words, the effect size got increasingly lower the higher the amount of physiological and behavioral measures. The causes of such differences are not clear. One possible explanation regards the different nature of measures. Whereas self-report measures assess the individual's perceived state of fear and anxiety, the behavioral or observational measures are primarily concerned with overt or visible signs of anxiety and how the individual performed in a public speaking situation. This view is shared by Lang (1968) who argues that anxiety is conceptually linked to three related, but different, response systems: the behavioral, the subjective, and the physiological. Thereby, this may reflect a difference between signs of anxiety that are visible and signs of anxiety that are covert. Also, behavioral measures are commonly rated by an observer or clinician. Thus, another possibility for the differences could be that the raters are more negatively biased or conservative, whereas the participants are positively biased. Furthermore, it cannot be ruled out that discrepancy in effects between different sources of information might reflect differences in sensitivity with regard to the instruments used, with some instruments being more sensitive than others. Nevertheless, our findings correspond with an earlier study (Heimberg et al., 1990), where self-report measures were found to produce greater reductions in social anxiety than behavioral and physiological measures. These differences highlight the importance of assessing different types of outcome measures in a meta-analysis, which is one of the major assets of the present meta-analysis. The aforementioned differences also suggest that future studies on FoPS should attempt to include different measures of anxiety, for instance in accordance with the three systems-model of fear proposed by Lang (1968). It would also be of interest to investigate whether different symptoms profiles within such systems have implications for daily functioning and treatment.

The Effects of Psychological Interventions Aimed at FoPS on Generalized Social Anxiety

The sixth aim of the present study was to examine whether psychological interventions aimed at FoPS have an effect on concurrent generalized social anxiety, and whether these effects would be maintained at follow-up. It was found that the effects on generalized social anxiety outcomes had a small to moderate (Hedges g = 0.35) effect. This corresponds to an NNT of 5.11, meaning that about five patients have to be treated to generate one positive outcome. One possible explanation for this finding is that the treatment of FoPS reduces generalized social anxiety, as an individual with generalized social anxiety has a performance anxiety (e.g., FoPS) in addition to an interaction anxiety (Blöte et al., 2009; Bögels et al., 2010). Such a perspective could also explain why the treatment effects of psychological interventions aimed at FoPS are lower for generalized social anxiety than for FoPS, as generalized social anxiety consists of more than a public speaking fear. Another possible interpretation is that the positive treatment effect on generalized social anxiety can be explained by the fact that questionnaires measuring generalized social anxiety also measure FoPS, to a certain extent.

It was also shown that psychological interventions aimed at FoPS for generalized social anxiety demonstrate a moderate to large (Hedges g = 0.70) effect size at follow-up. The effect size for generalized social anxiety at follow-up was thus larger than the same effect size at post-treatment. One possible explanation for this is that the effects not only remained at follow-up, but also increased with time. This is in accordance with a previous finding by Nordgreen et al. (2018). Following this explanation, it would seem that psychological interventions for FoPS continue to decrease generalized social anxiety symptoms over time. A possible interpretation of this is that reduced public speaking anxiety over time generalizes to fear reductions for other social situations. However, this difference might also reflect the different effect sizes utilized, where the post-treatment effect size was solely based on between-group comparisons, whereas the follow-up effect size was based on both between-group and within-group comparisons. As we could not control for these different methods in effect size calculation for the follow-up results on generalized social anxiety, this finding should be interpreted with caution.

Changes in Effect of Psychological Interventions After Treatment Termination

We conducted two additional meta-analyses to examine the effect of psychological interventions after treatment termination. This effect is commonly referred to as the “sleeper effect,” describing any type of delayed impact or effect on a recipient of an intervention after its termination (e.g., Flückiger et al., 2015).

The overall effect after treatment termination for psychological interventions aimed at FoPS from post-treatment to follow-up was small (g = 0.20), corresponding to an NNT of 8.89. Furthermore, the overall effect after treatment termination of psychological interventions on generalized social anxiety from post-treatment to follow-up was small (g = 0.23), corresponding to an NNT of 7.74. As heterogeneity was non-significant for both of these analyses, no meta-regression analyses were conducted in these cases.

Although the sleeper effect is commonly calculated by comparing changes between different therapeutic frameworks following treatment termination (Flückiger et al., 2015), we were precluded from this in the present meta-analysis. The reasons for this was the non-significant heterogeneity for both of the aforementioned meta-analyses, making meta-regression analyses redundant, and due to the fact that the studies that provided sufficient data for calculation of effect sizes after treatment termination all were cognitive and/or behavioral interventions. Consequently, only one group of therapeutic frameworks was available for these analyses. Still, our findings revealed an overall sleeper effect for cognitive and behavioral psychological interventions for FoPS as well as generalized social anxiety outcome measures. As all studies in these meta-analyses were cognitive or behavioral, one possible explanation for the continued effects after treatment termination might be that the therapies in question emphasize the importance for patients to utilize and continue to apply the techniques learned during treatment also after its termination.

Secondary Outcome Measures

As there were not enough studies with sufficient data, we could not pursue the final aim of this study and conduct any meta-analyses on our chosen secondary outcomes (i.e., depression, satisfaction with treatment, treatment expectancy, and treatment credibility).

Limitations

The present meta-analysis has several limitations. One limitation is the risk of bias of included studies, with several studies not passing all four criteria in the applicable four domains of bias. The unknown risk of some of the included studies suggests our results should be interpreted with caution. However, we cannot conclude whether these studies are of actual high or low bias. This pertains in particular to the older studies included in the present review, due to poorer reporting of results in past decades. Another limitation of the present meta-analysis is that it did not include unpublished studies, as it has been argued by some authors (e.g., Cook et al., 1993) that such studies generally obtain lower effect sizes which in turn could potentially impact the effect sizes in meta-analyses. However, in their review of nearly 200 meta-analyses, Schmucker et al. (2017) argue that current empirical data demonstrates that the inclusion of unpublished studies rarely impacts the effect sizes in meta-analyses on a statistically significant level. Other recommended methods for assessing publication bias and its impact on effect sizes (e.g., Duval and Tweedie, 2000; Borenstein et al., 2009a; Schmucker et al., 2017), including examination of funnel plot symmetry and the adjustment of effect sizes using the Duval and Tweedie's trim and fill procedure were followed in the conduct of the present meta-analysis. Still, including unpublished data could potentially provide even more accurate estimates of effect sizes, making the omission of such unpublished data a limitation of the present study.

Another limitation of the present study is that the majority of the included studies were based on completers-only data. This may have led to an overestimation of effect sizes, perhaps due to the individuals not benefitting from the interventions dropping out or due to such incidents being unaccounted for in intention-to-treat analyses. Furthermore, our finding examining the differences between cognitive-behavioral interventions vs. other types of interventions should be interpreted with caution. Although our categorization of the cognitive-behavioral group was in accordance with previous research (Cuijpers et al., 2014), both groups compared in this analysis are quite heterogeneous. More research is therefore needed to examine the differences between therapeutic frameworks, as well as examining the effects of the interventions in the “other” category.

Although nearly none of the included studies reported researcher allegiance or therapist effects, such characteristics are important to examine as they can impact the effect size, a notion which is highlighted by the MAP-24 guidelines (Flückiger et al., 2018). There are examples of how indicators of such factors can be investigated in alternative ways (e.g., Del Re et al., 2012). Another limitation of the present study is therefore not accounting for these characteristics, which future reviews are encouraged to examine. Furthermore, future treatment studies should report data on researcher allegiance and therapist effects so that these variables can be investigated as potential moderators of treatment outcome in future meta-analyses. A general limitation with meta-analyses should also be considered, because such analyses provide an effect size estimate of how different psychological interventions compare to control groups. Thus, such a broad perspective comes at the cost of the detailed information on how the interventions work.

Future Directions

It is noteworthy that the present meta-analysis did not examine whether interventions delivered through a group format, individualized format or self-help format differed in their ability to reduce symptoms of FoPS and generalized social anxiety. As previously mentioned, this was due to the fact that only a limited number of moderator variables could be selected in order to maintain a reasonable ratio of single effect sizes to the number of moderators. Future research is encouraged to attempt to clarify potential different outcomes for such formats.

Another important finding of the present review was that only one of the 30 included studies focused on the effects of psychological interventions on FoPS for adolescents. Because social anxiety and its associated forms, such as FoPS, have an onset during childhood and the adolescent years (American Psychiatric Association, 2013), it is essential for future studies to investigate the effects of psychological interventions on FoPS for this age group. It could be important to intervene early in an attempt to prevent the development of FoPS, but also because FoPS may significantly impair educational attainments (Van Ameringen et al., 2003), and furthermore may decrease the number of years an individual is impaired by FoPS. Moreover, early interventions on specific phobia such as FoPS can prevent the development of generalized social anxiety disorder (Wittchen and Fehm, 2003; Gregory et al., 2007; Blöte et al., 2009), making the treatment of FoPS highly important given the individual impairments and societal costs of social anxiety disorder. In this respect, an examination of how adolescents (and not only adults) respond to existing psychological interventions for FoPS may be of vital importance. With regards to future directions, we thus urge forthcoming studies to investigate the effects of psychological interventions for FoPS and social anxiety in adolescent populations. We would also like to direct researchers' attention to the lack of studies on FoPS and social anxiety in an elderly population, as noted elsewhere in the literature (Fehm et al., 2005).

Another important empirical implication of the present meta-analysis is that it directs forthcoming research to examine the effects of interventions for FoPS on relevant comorbidity. Given the strong association and the high comorbidity between social anxiety and depression (Kessler et al., 1999), it may be deemed an important additional task to assess the effects of the interventions toward FoPS on depression. Although lower in FoPS than social anxiety in its generalized form, the comorbidity between FoPS and major depressive disorder was found in one study to be about 2-fold, with an odds ratio of 2.1 (Stein and Chavira, 1998). It is therefore a surprising and important finding that few studies examining the effects of psychological interventions on FoPS have investigated its further effect on depressive symptoms.

Regarding the three other secondary outcomes that we could not examine due to insufficient data, it might be of interest for studies with newer interventions (e.g., technology-delivered interventions) to assess treatment credibility as well as the satisfaction with treatment. Furthermore, as treatment expectancy has been demonstrated to be an important predictor of psychotherapy outcome (Meyer et al., 2002; Greenberg et al., 2006), future studies should also investigate its role in the field of FoPS.

Additionally, more studies on FoPS reporting follow-up results that utilize other types of theoretical framework than cognitive and behavioral treatments are needed, as this would allow future meta-analyses to investigate the potential sleeper effects of these interventions. Finally, future studies should examine several potential moderators that could have an impact on the effect of psychological interventions for FoPS. More specifically, possible moderators include comorbidity, the utilization of manuals, treatment adherence, therapist effects, and researcher allegiance. It is important for future outcome studies to report such characteristics, so that they can be investigated as potential moderators in future meta-analyses.

CONCLUSIONS

The present meta-analysis is of importance as it informs the treatment of FoPS, relieving its negative educational, social, and occupational consequences. It fills an important knowledge gap as it is the first meta-analysis on FoPS for three decades, and because it is the first meta-analysis to date to examine the effects of psychological interventions for FoPS exclusively based on RCTs. From this meta-analysis, it seems safe to conclude that psychological interventions aimed at FoPS are both effective for the FoPS as well as the more generalized form of social anxiety in an adult population. Furthermore, psychological interventions have beneficial long-term effects in the treatment of FoPS. Additionally, a sleeper effect was found for cognitive and behavioral interventions, indicating that patients receiving these interventions continued to improve after treatment termination. The effects of psychological interventions were robust against active control groups (e.g., attention placebo) as well as passive control groups (e.g., waiting list). With regard to the high prevalence, the impairments that FoPS and social anxiety have on functioning and well-being, as well as their societal costs, and the findings highlighting how FoPS in both adolescence and adulthood is associated with the development of generalized social anxiety disorder, we find these to be important conclusions, suggesting that psychological interventions are effective and are associated with moderate to large effects at post-treatment as well as large effects on follow-up for FoPS. Moreover, the present study found no difference between technology-delivered interventions (i.e., virtual reality and Internet-delivered interventions) and traditional interventions such as therapy delivered face-to-face for FoPS. This is an important finding, suggesting that treatment outcome is not dependent on mode of delivery, implying that clinicians can exert some flexibility in terms of the way treatment is administered. This finding further highlights an opportunity to increase access to evidence-based treatments through technology-delivered interventions, which can be implemented at schools, in primary care and specialist mental health care.

DATA AVAILABILITY

The data supporting the conclusions of this manuscript will be made available by the authors, without undue reservation, to any qualified researcher. Requests to access the datasets should be directed to omid.ebrahimi@student.uib.no.

AUTHOR CONTRIBUTIONS

OE designed the study and wrote the protocol under the supervision of TN and RK. OE conducted the literature search. RK assisted OE in the reviewing process. OE and SP proceeded with the data extraction process. Statistical analyses and risk of bias assessment was conducted by OE under the supervision of SP. OE wrote the first draft of the manuscript. The manuscript continued its development under OE with involvement from TN, RK, and SP. All authors contributed to and have approved the final manuscript.

FUNDING

This publication is part of the INTROducing Mental health through Adaptive Technology (INTROMAT) project, funded by the Norwegian Research Council (259293/o70).

ACKNOWLEDGMENTS

We would like to thank Pim Cuijpers for his guidance throughout this project, in addition to Ole Myklebust Amundsen and Kåre Frønsdal for assisting in the assessment of abstracts.

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fpsyg.2019.00488/full#supplementary-material

REFERENCES

 Acarturk, C., Cuijpers, P., Van Straten, A., and De Graaf, R. (2009). Psychological treatment of social anxiety disorder: a meta-analysis. Psychol. Med. 39, 241–254. doi: 10.1017/S0033291708003590

 Allen, M., Hunter, J. E., and Donohue, W. A. (1989). Meta-analysis of self-report data on the effectiveness of public speaking anxiety treatment techniques. Commun. Educ. 38, 54–76. doi: 10.1080/03634528909378740

 American Psychiatric Association (2013). Diagnostic and Statistical Manual of Mental Disorders (DSM-5®). American Psychiatric Pub.

 American Psychological Association (2008). Reporting standards for research in psychology: why do we need them? What might they be? Am. Psychol. 63, 839–851. doi: 10.1037/0003-066X.63.9.839

 Anderson, P. L., Price, M., Edwards, S. M., Obasaju, M. A., Schmertz, S. K., Zimand, E., et al. (2013). Virtual reality exposure therapy for social anxiety disorder: a randomized controlled trial. J. Consult. Clin. Psychol. 81, 751–760. doi: 10.1037/a0033559

 Andrews, G., Basu, A., Cuijpers, P., Craske, M. G., McEvoy, P., English, C. L., et al. (2018). Computer therapy for the anxiety and depression disorders is effective, acceptable and practical health care: an updated meta-analysis. J. Anxiety Disord. 55, 70–78. doi: 10.1016/j.janxdis.2018.01.001

 Ayres, J. (1995). Comparing self-constructed visualization scripts with guided visualization. Commun. Rep. 8, 193–199. doi: 10.1080/08934219509367626

 Ayres, J., Hopf, T., and Ayres, D. M. (1994). An examination of whether imaging ability enhances the effectiveness of an intervention designed to reduce speech anxiety. Commun. Educ. 43, 252–258. doi: 10.1080/03634529409378982

 Blanchard, E. B. (1971). A comparison of reciprocal inhibition and reactive inhibition therapies in the treatment of speech anxiety: a methodological critique. Behav. Ther. 2, 103–106. doi: 10.1016/S0005-7894(71)80154-5

 Blöte, A. W., Kint, M. J., Miers, A. C., and Westenberg, P. M. (2009). The relation between public speaking anxiety and social anxiety: a review. J. Anxiety Disord. 23, 305–313. doi: 10.1016/j.janxdis.2008.11.007

 Bögels, S. M., Alden, L., Beidel, D. C., Clark, L. A., Pine, D. S., Stein, M. B., et al. (2010). Social anxiety disorder: questions and answers for the DSM-V. Depress. Anxiety 27, 168–189. doi: 10.1002/da.20670

 Borenstein, M., Hedges, L. V., Higgins, J. P., and Rothstein, H. R. (2009a). Introduction to Meta-Analysis. Chichester, UK: John Wiley and Sons.

 Borenstein, M., Hedges, L. V., Higgins, J. P., and Rothstein, H. R. (2009b). Multiple Outcomes or Time-Points Within a Study. Introduction to Meta-Analysis. Chichester, UK: John Wiley and Sons, 225–238.

 Botella, C., Gallego, M. J., Garcia-Palacios, A., Guillen, V., Baños, R. M., Quero, S., et al. (2010). An internet-based self-help treatment for fear of public speaking: a controlled trial. Cyberpsychol. Behav. Soc. Netw. 13, 407–421. doi: 10.1089/cyber.2009.0224

 Calff, R. A., and MacLean, G. D. (1970). A comparison of reciprocal inhibition and reactive inhibition therapies in the treatment of speech anxiety. Behav. Ther. 1, 51–58. doi: 10.1016/S0005-7894(70)80056-9

 Cohen, J. (1988). Statistical Power Analysis for the Behavioral Sciences, 2nd Edn. Hillsdale, NJ: Erlbaum.

 Cook, D. J., Guyatt, G. H., Ryan, G., Clifton, J., Buckingham, L., Willan, A., et al. (1993). Should unpublished data be included in meta-analyses? Current convictions and controversies. J. Am. Med. Assoc. 269, 2749–2753. doi: 10.1001/jama.1993.03500210049030

 Cuijpers, P., Cristea, I. A., Weitz, E., Gentili, C., and Berking, M. (2016). The effects of cognitive and behavioural therapies for anxiety disorders on depression: a meta-analysis. Psychol. Med. 46, 3451–3462. doi: 10.1017/S0033291716002348

 Cuijpers, P., Sijbrandij, M., Koole, S., Huibers, M., Berking, M., and Andersson, G. (2014). Psychological treatment of generalized anxiety disorder: a meta-analysis. Clin. Psychol. Rev. 34, 130–140. doi: 10.1016/j.cpr.2014.01.002

 Cunningham, V., Lefkoe, M., and Sechrest, L. (2006). Eliminating fears: an intervention that permanently eliminates the fear of public speaking. Clin. Psychol. Psychother. 13, 183–193. doi: 10.1002/cpp.487

 Dams, J., König, H. H., Bleibler, F., Hoyer, J., Wiltink, J., Beutel, M. E., et al. (2017). Excess costs of social anxiety disorder in Germany. J. Affect. Disord. 213, 23–29. doi: 10.1016/j.jad.2017.01.041

 Deffenbacher, J. L., Michaels, A. C., Daley, P. C., and Michaels, T. F. (1980). A comparison of homogeneous and heterogeneous anxiety management training. J. Couns. Psychol. 27:630. doi: 10.1037/0022-0167.27.6.630

 Del Re, A. C., Flückiger, C., Horvath, A. O., Symonds, D., and Wampold, B. E. (2012). Therapist effects in the therapeutic alliance–outcome relationship: a restricted-maximum likelihood meta-analysis. Clin. Psychol. Rev. 32, 642–649. doi: 10.1016/j.cpr.2012.07.002

 D'El Rey, G. J. F., and Pacini, C. A. (2005). Public-speaking fear in a population sample: prevalence, impact on personnel functioning and treatment. Psicol. Teor. Pesquisa 21, 237–242. doi: 10.1590/S0102-37722005000200014

 Duval, S., and Tweedie, R. (2000). Trim and fill: a simple funnel-plot–based method of testing and adjusting for publication bias in meta-analysis. Biometrics 56, 455–463. doi: 10.1111/j.0006-341X.2000.00455.x

 Fehm, L., Pelissolo, A., Furmark, T., and Wittchen, H. U. (2005). Size and burden of social phobia in Europe. Eur. Neuropsychopharmacol. 15, 453–462. doi: 10.1016/j.euroneuro.2005.04.002

 Flückiger, C., Del Re, A., and Wampold, B. E. (2015). The sleeper effect: artifact or phenomenon—a brief comment on Bell et al. (2013). J. Consult. Clin. Psychol. 83, 438–442. doi: 10.1037/a0037220

 Flückiger, C., Del Re, A. C., Barth, J., Hoyt, W. T., Levitt, H., Munder, T., et al. (2018). Considerations of how to conduct meta-analyses in psychological interventions. Psychother. Res. 28, 329–332. doi: 10.1080/10503307.2018.1430390

 Foley, T., and Spates, C. R. (1995). Eye movement desensitization of public-speaking anxiety: a partial dismantling. J. Behav. Ther. Exp. Psychiatry 26, 321–329. doi: 10.1016/0005-7916(95)00048-8

 Fremouw, W. J., and Harmatz, M. G. (1975). A helper model for behavioral treatment of speech anxiety. J. Consult. Clin. Psychol. 43, 652–660. doi: 10.1037/0022-006X.43.5.652

 Fremouw, W. J., and Zitter, R. E. (1978). A comparison of skills training and cognitive restructuring-relaxation for the treatment of speech anxiety. Behav. Ther. 9, 248–259. doi: 10.1016/S0005-7894(78)80110-5

 Gallego, M. J., Gerardus Emmelkamp, P. M., Kooij, M. V. D., and Mees, H. (2011). The effects of a Dutch version of an Internet-based treatment program for fear of public speaking: a controlled study. Int. J. Clin. Health Psychol. 11, 459–472.

 Garfield, S. L. (1980). Psychotherapy: An Eclectic Approach. New York, NY: Wiley.

 Gatchel, R. J., and Proctor, J. D. (1976). Effectiveness of voluntary heart rate control in reducing speech anxiety. J. Consult. Clin. Psychol. 44, 381–389. doi: 10.1037/0022-006X.44.3.381

 Goldfried, M. R., and Trier, C. S. (1974). Effectiveness of relaxation as an active coping skill. J. Abnorm. Psychol. 83, 348–355. doi: 10.1037/h0036923

 Greenberg, R. P., Constantino, M. J., and Bruce, N. (2006). Are patient expectations still relevant for psychotherapy process and outcome? Clin. Psychol. Rev. 26, 657–678. doi: 10.1016/j.cpr.2005.03.002

 Gregory, A. M., Caspi, A., Moffitt, T. E., Koenen, K., Eley, T. C., and Poulton, R. (2007). Juvenile mental health histories of adults with anxiety disorders. Am. J. Psychiatry 164, 301–308. doi: 10.1176/ajp.2007.164.2.301

 Gross, R. T., and Fremouw, W. J. (1982). Cognitive restructuring and progressive relaxation for treatment of empirical subtypes of speech-anxious subjects. Cognit. Ther. Res. 6, 429–436. doi: 10.1007/BF01184009

 Grossman, P., Niemann, L., Schmidt, S., and Walach, H. (2004). Mindfulness-based stress reduction and health benefits: a meta-analysis. J. Psychosom. Res. 57, 35–43. doi: 10.1016/S0022-3999(03)00573-7

 Harris, S. R., Kemmerling, R. L., and North, M. M. (2002). Brief virtual reality therapy for public speaking anxiety. Cyberpsychol. Behav. 5, 543–550. doi: 10.1089/109493102321018187

 Hayes, B. J., and Marshall, W. L. (1984). Generalization of treatment effects in training public speakers. Behav. Res. Ther. 22, 519–533. doi: 10.1016/0005-7967(84)90055-X

 Hedges, L. V., and Olkin, I. (1985). Statistical Methods for Meta-Analysis. San Diego, CA: Academic Press.

 Heimberg, R. G., Dodge, C. S., Hope, D. A., Kennedy, C. R., Zollo, L. J., and Becker, R. E. (1990). Cognitive behavioral group treatment for social phobia: comparison with a credible placebo control. Cognit. Ther. Res. 14, 1–23. doi: 10.1007/BF01173521

 Heimberg, R. G., Holt, C. S., Schneier, F. R., Spitzer, R. L., and Liebowitz, M. R. (1993). The issue of subtypes in the diagnosis of social phobia. J. Anxiety Disord. 7, 249–269. doi: 10.1016/0887-6185(93)90006-7

 Hekmat, H., Deal, R., and Lubitz, R. (1985). Instructional desensitization: a semantic behavior treatment of anxiety disorder. Psychother. Theory Res. Pract. Train. 22, 273–280. doi: 10.1037/h0085506

 Higgins, J. P., Altman, D. G., Gøtzsche, P. C., Jüni, P., Moher, D., Oxman, A. D., et al. (2011). The Cochrane Collaboration's tool for assessing risk of bias in randomised trials. BMJ 343:d5928. doi: 10.1136/bmj.d5928

 Higgins, J. P., and Green, S. (2011). Cochrane Handbook for Systematic Reviews of Interventions, Vol. 4. London, UK: John Wiley and Sons.

 Higgins, J. P., Thompson, S. G., Deeks, J. J., and Altman, D. G. (2003). Measuring inconsistency in meta-analyses. Br. Med. J. 327, 557–560. doi: 10.1136/bmj.327.7414.557

 Hofmann, S. G., Albano, A. M., Heimberg, R. G., Tracey, S., Chorpita, B. F., and Barlow, D. H. (1999). Subtypes of social phobia in adolescents. Depress. Anxiety 9, 15–18.

 Holt, C. S., Heimberg, R. G., Hope, D. A., and Liebowitz, M. R. (1992). Situational domains of social phobia. J. Anxiety Disord. 6, 63–77. doi: 10.1016/0887-6185(92)90027-5

 Homer, S. R., Deeprose, C., and Andrade, J. (2016). Negative mental imagery in public speaking anxiety: forming cognitive resistance by taxing visuospatial working memory. J. Behav. Ther. Exp. Psychiatry 50, 77–82. doi: 10.1016/j.jbtep.2015.05.004

 Johnson, T., Tyler, V., Thompson, R., and Jones, E. (1971). Systematic desensitization and assertive training in the treatment of speech anxiety in middle-school students. Psychol. Sch. 8, 263–267. doi: 10.1002/1520-6807(197107)8:3%3C263::AID-PITS2310080312%3E3.0.CO;2-M

 Karst, T. O., and Trexler, L. D. (1970). Initial study using fixed-role and rational-emotive therapy in treating public-speaking anxiety. J. Consult. Clin. Psychol. 34, 360–366. doi: 10.1037/h0029344

 Kessler, R. C., Stang, P., Wittchen, H. U., Stein, M., and Walters, E. E. (1999). Lifetime co-morbidities between social phobia and mood disorders in the US National Comorbidity Survey. Psychol. Med. 29, 555–567. doi: 10.1017/S0033291799008375

 Kirsch, I., and Henry, D. (1977). Extinction versus credibility in the desensitization of speech anxiety. J. Consult. Clin. Psychol. 45, 1052–1059. doi: 10.1037/0022-006X.45.6.1052

 Kraemer, H. C., and Kupfer, D. J. (2006). Size of treatment effects and their importance to clinical research and practice. Biol. Psychiatry 59, 990–996. doi: 10.1016/j.biopsych.2005.09.014

 Lang, P. J. (1968). “Fear reduction and fear behavior: problems in treating a construct,” in Research in Psychotherapy Conference, 3rd, May-Jun, 1966, Chicago, IL: American Psychological Association.

 Laupacis, A., Sackett, D. L., and Roberts, R. S. (1988). An assessment of clinically useful measures of the consequences of treatment. N. Eng. J. Med. 318, 1728–1733. doi: 10.1056/NEJM198806303182605

 Ledesma, D., and Kumano, H. (2009). Mindfulness-based stress reduction and cancer: a meta-analysis. Psychooncology 18, 571–579. doi: 10.1002/pon.1400

 Lépine, J. P. (2002). The epidemiology of anxiety disorders: prevalence and societal costs. J. Clin. Psychiatry 63, 4–8.

 Marshall, W. L., Presse, L., and Andrews, W. R. (1976). A self-administered program for public speaking anxiety. Behav. Res. Ther. 14, 33–39. doi: 10.1016/0005-7967(76)90042-5

 McNally, R. J., Enock, P. M., Tsai, C., and Tousian, M. (2013). Attention bias modification for reducing speech anxiety. Behav. Res. Ther. 51, 882–888. doi: 10.1016/j.brat.2013.10.001

 Meichenbaum, D. H., Gilmore, J. B., and Fedoravicius, A. L. (1971). Group insight versus group desensitization in treating speech anxiety. J. Consult. Clin. Psychol. 36, 410–421. doi: 10.1037/h0031112

 Meyer, B., Pilkonis, P. A., Krupnick, J. L., Egan, M. K., Simmens, S. J., and Sotsky, S. M. (2002). Treatment expectancies, patient alliance and outcome: further analyses from the National Institute of Mental Health Treatment of Depression Collaborative Research Program. J. Consult. Clin. Psychol. 70, 1051–1055. doi: 10.1037/0022-006X.70.4.1051

 Moher, D., Liberati, A., Tetzlaff, J., Altman, D. G., and Group, P. (2009). Preferred reporting items for systematic reviews and meta-analyses: the PRISMA statement. PLoS Med. 6:e1000097. doi: 10.1371/journal.pmed.1000097

 Newman, M. G., Hofmann, S. G., Trabert, W., Roth, W. T., and Taylor, C. B. (1994). Does behavioral treatment of social phobia lead to cognitive changes? Behav. Ther. 25, 503–517.

 Nordgreen, T., Gjestad, R., Andersson, G., Carlbring, P., and Havik, O. E. (2018). The effectiveness of guided internet-based cognitive behavioral therapy for social anxiety disorder in a routine care setting. Internet Interv. 13, 24–29. doi: 10.1016/j.invent.2018.05.003

 Orwin, R. G. (1983). A fail-safe N for effect size in meta-analysis. J. Educ. Stat. 8, 157–159.

 Osberg, J. W. (1981). The effectiveness of applied relaxation in the treatment of speech anxiety. Behav. Ther. 12, 723–729. doi: 10.1016/S0005-7894(81)80144-X

 Pollard, C. A., and Henderson, J. G. (1988). Four types of social phobia in a community sample. J. Nerv. Ment. Dis. 176, 440–445. doi: 10.1097/00005053-198807000-00006

 Pull, C. B. (2012). Current status of knowledge on public-speaking anxiety. Curr. Opin. Psychiatry 25, 32–38. doi: 10.1097/YCO.0b013e32834e06dc

 Rosenthal, R. (1979). The file drawer problem and tolerance for null results. Psychol. Bull. 86, 638–641. doi: 10.1037/0033-2909.86.3.638

 Schmucker, C. M., Blümle, A., Schell, L. K., Schwarzer, G., Oeller, P., Cabrera, L., et al. (2017). Systematic review finds that study data not published in full text articles have unclear impact on meta-analyses results in medical research. PLoS ONE 12:e0176210. doi: 10.1371/journal.pone.0176210

 Schoenberger, N. E., Kirsch, I., Gearan, P., Montgomery, G., and Pastyrnak, S. L. (1997). Hypnotic enhancement of a cognitive behavioral treatment for public speaking anxiety. Behav. Ther. 28, 127–140. doi: 10.1016/S0005-7894(97)80038-X

 Schwartz, S. G., and Kaloupek, D. G. (1987). Acute exercise combined with imaginal exposure as a technique for anxiety reduction. Can. J. Behav. Sci. Rev. 19, 151–166. doi: 10.1037/h0080012

 Spector, I. P., Carey, M. P., Jorgensen, R. S., Meisler, A. W., and Carnrike, C. L. M. (1993). Cue-controlled relaxation and “aromatherapy” in the treatment of speech anxiety. Behav. Cogn. Psychother. 21, 239–253.

 Stein, M. B., and Chavira, D. A. (1998). Subtypes of social phobia and comorbidity with depression and other anxiety disorders. J. Affect. Disord. 50, S11–S16. doi: 10.1016/S0165-0327(98)00092-5

 Stein, M. B., and Kean, Y. M. (2000). Disability and quality of life in social phobia: epidemiologic findings. Am. J. Psychiatry 157, 1606–1613. doi: 10.1176/appi.ajp.157.10.1606

 Stein, M. B., and Stein, D. J. (2008). Social anxiety disorder. Lancet 371, 1115–1125. doi: 10.1016/S0140-6736(08)60488-2

 Stein, M. B., Walker, J. R., and Forde, D. R. (1996). Public-speaking fears in a community sample: prevalence, impact on functioning, and diagnostic classification. Arch. Gen. Psychiatry 53, 169–174. doi: 10.1001/archpsyc.1996.01830020087010

 Straatmeyer, A. J., and Watkins, J. T. (1974). Rational-emotive therapy and the reduction of speech anxiety. Rat. Living 9, 33–37.

 Tillfors, M., and Furmark, T. (2007). Social phobia in Swedish university students: prevalence, subgroups and avoidant behavior. Soc. Psychiatry Psychiatr. Epidemiol. 42, 79–86. doi: 10.1007/s00127-006-0143-2

 Trussell, R. P. (1978). Use of graduated behavior rehearsal, feedback, and systematic desensitization for speech anxiety. J. Couns. Psychol. 25, 14–20. doi: 10.1037/0022-0167.25.1.14

 Van Ameringen, M., Mancini, C., and Farvolden, P. (2003). The impact of anxiety disorders on educational achievement. J. Anxiety Disord. 17, 561–571. doi: 10.1016/S0887-6185(02)00228-1

 Wallach, H. S., Safir, M. P., and Bar-Zvi, M. (2009). Virtual reality cognitive behavior therapy for public speaking anxiety: a randomized clinical trial. Behav. Modif. 33, 314–338. doi: 10.1177/0145445509331926

 Walrond-Skinner, S. (1986). Dictionary of Psychotherapy. London: Routledge.

 Wittchen, H. U., and Fehm, L. (2003). Epidemiology and natural course of social fears and social phobia. Acta Psychiatr. Scand. 108, 4–18. doi: 10.1034/j.1600-0447.108.s417.1.x

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2019 Ebrahimi, Pallesen, Kenter and Nordgreen. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fpsyg-10-00488-g005.gif
P52 Gyt
- i
o e






OPS/images/fpsyg-10-00488-g006.gif
—

[—






OPS/images/fpsyg-10-00488-g003.gif





OPS/images/fpsyg-10-00488-g004.gif





OPS/images/fpsyg-10-00488-t001.jpg
Study Pop. Conditions N N ses. Exposure  Format Mode Framework  Instr. FOPS Instr. social  FU

type delivery anxiety
Anderson et al, 2013 D VRET 30 8 VR Individual FTF cB PRCS BFNE 72f
EGT 39 8 Invivo Group FTF cB Speech length®
wL 28 Speech
length-Peak
anxiety®
Ayres, 1995 ND Vis. 20 1 Imaginary  Individual FTF PD PRCA* None None
Active vis. 20 1 Imaginary  Individual FTF PD BASAP
Active vis. + 20 1 Imaginary  Individual FTF PD
vis.
WL 20
Placebo 20
Ayres et al., 1994 ND Performance 20 1 Imaginary  Individual FTF PD PRCA* None None
Vis. BASAP
Placebo 19
WL 20 b
Botella et al., 2010 D SA-CBT 30 N/A Video Self-help Int. delivered /B FPSQ BFNE 12
cBT 22 16 Video Individual FTF oB SSPs-P SAD
WL 25 SSPS-N
1ST-PP
IST-T?
Gunningham et al., 2006 ND ™ 17 33° None Individual Telephone Other PRCS None None
wL 19 SRP-F
SRP-A
Deffenbacher et al, 1980 ND Hom. AMT 13 6 Imaginary  Group FTF cB PRCS None 12f
Het. AMT 12 6 Imaginary ~ Group FTF cB TAS
NT 16
Foley and Spates, 1995 ND EMDR 9 NR Imaginary  Individual FTF EMDR BASA® None NR
EMDR 9 NR Imaginary  Individual FTF EMDR HR-R
w/sound
EMDR 9 NR Imaginary  Individual FTF EMDR
wresting eyes
NT 9 a
Fremouw and Harmatz, 1975 ND Latent helpers 10 10 Invivo Group FTF cB GRSA SAD 3
Helpers. 10 10 Invivo Group FTF cB PRCS FNE
Helpees 10 5 In vivo Group FTF C/B AD
WL TBCLD
OA
Fremouw and Ziter, 1978 ND Skills training 12 5 Imaginary  Group FTF oB PRCS SAD 2
Cogn. 12 5 Invivo Group FTF oB )
relaxation BASAP
Placebo 11 oAb
wL 1 Tos?
Gallego et al., 2011 D SA-CBT 13 NA Video Self-help Int. delivered cB PRCS BFNE None
wL 1 SSPS-P SAD
SSPS-N
IST-P>
IST-T?
IsT-0°
Gatchel and Proctor, 1976 ND Biofeedback 18 3 Imaginary  Individual FTF cmB USRA None 1
Placebo 18 TBOL
HR?
Goldied and Trier, 1974 ND Self-control 10 5 Imaginary ~ Group FTF oB TBCLY SAD 15
relaxation Silence® FNE
Standard 9 5 Imaginary  Group FTF cB AD
Relaxation SAS
Placebo 8 PRCS
SR
Inventory
s
Gross and Fremouw, 1982 ND Cog. 23 4 NR NR FTF o SAS FNE None
Restructuring PRCS SAD
Progressive 26 4 NR NR FTF o HR?
relaxation scL
WL 10 TBCLP
OAP
Haris et al., 2002 ND VRT 8 4 VR Individual FTF cB PRCS LsAS None
wL 6 STAI
ATPS
HR?
Hayes and Marshall, 1984 ND ST 14 8 Imaginary ~ Group FTF oB subs SAD 6
SIT + Flooding 14 8 Mix Group FTF c/B FT FNE
SIT + flooding 14 8 Mix Group FTF o
+ skills
training
Placebo 14
Hekmat et al,, 1985 ND Instructional 10 3 Imaginary  Individual FTF B SR None 1
desem. Inventory
Placebo 10 ACL
WL 10 PRCS
TBCL
Homer et al., 2016 ND EMDR 17 1 Imaginary  Individual FTF cB PRCS None None
Placebo 19 1 Imaginary  Individual FTF cB SA
Johnson et al,, 1971 ND Group desen. 8 9 Imaginary ~ Group FTF cB PRCS None None
Speech 8 9 Invivo Group FTF cB
practice
NT 10
Karst and Trexler, 1970 ND Fixed-role 8 3 None Group FTF cB PRCS SFS NAd
therapy
RET 8 3 None Group FTF oB As SFs
NT 6
Kirsch and Henry, 1977 ND Systematic desen. 11 5 Imaginary  Individual FTF c/B None None
A0
PRCS
Operant desen. 11 5 Imaginary  Individual FTF cB TBCLY
Placebo 11
Marshall et al., 1976 ND TAdesensitization 9 5 Imaginary  Group FTF oB TBCLD None None
FT
SA desensiization 6 A Imaginary ~ Self-help SHM cB SuDs
SAdesen. + 9 5 Imaginary  Self-help SHM cB
check
SA desen. + 9 5 Imaginary  Group FTF cB
placebo
Placebo 9
NT 9
McNally et al., 2013 ND ABM 7 4 None Individual Computerized ~ C/B PRCS LSAS None
1-ABM 7 4 None Individual Computerized  C/B USRA-B
Placebo 7 USRA-A
SPRSP
HR-B2
HR-A?
SysB?
SysA?
DiaB?
DiaA?
Meichenbaum et al., 1971 ND Desensitization 11 8 In vivo Group FTF cB PRCS SAD® 3
Insight 1" 8 Imaginary  Group FTF Gestalt ACL FNE®
Des. + insight 10 8 In vivo Group FTF Gestalt AD
Placebo 10 TBCLP
wL 7 Word count®
Silence®
Ah-statements®
Newman et al,, 1994 D Exposure only 16 8 Mix Group FTF cB SAS SPAI None
wL 17 s SAD
PRCS FNE
asT?
Osberg, 1981 ND Applied relaxation 15 6 Mix Group FTF oB SAD 1
PRCS
SR
Standard 13 6 Imaginary  Group FTF cB
relaxation Inventory
STAI
Speechpractice 15 6 Mix Group FTF oB
TBOLP
GRP
WL 14
Schoenberger et al., 1997 CBT 17 5 In vivo Group FTF c/B AE FNE None
cBT 15 5 Invivo Group FTF cB PRCS
wihypnosis Subs
wL 10 TBCLP
PR
Schwartz and Kaloupek, 1987 ND Exercise and 13 4 Imaginary  Individual FTF B None None
exposure PRCS
SR
Exposure alone 13 4 Imaginary  Individual FTF cB
Inventory
TBOLP
Exercise alone 13 4 None Individual FTF Other Silence®
Placebo 13 4 Prepatory HR?
Speech HR?
Prepatory SCL?
Speech SCL2
Prepatory SCR?
Speech SCR?
Spector et al., 1993 ND CCRW 9 6 None NR FTF cB PRCS FNE 2
CCR-A 8 6 None NR FTF oB SR
Placebo 7 Inventory
wL 8 BRS®
Trussell, 1978 ND GBRF 15 8 In vivo Group FTF cB PRCS None 15
GBRF + 15 8 Imaginary  Group FTF cB
systematic des. SAS
S
NT 13 BASA®
Wallach et al., 2009 ND VRCBT 28 12 VR Individual FTF oB SSPS-P FNE 12f
cBT 30 12 Imaginary  Individual FTF cB SSPS-N LSAS-Fear
wL 30 ORP LSAS-Avoid.
SRAP

ABM, Attention Bias Moification; ACL, Affect adjiective Checkiist; AD, Anxety Differential; AE, Anxiety Expectancy; AS, Anxiety Scale with 10 points similar to Fear Themnometer; ATPS, Attitudes Toward Public Speaking: BASA,
Behavioral Assessment of Speech Anxiety; BFNE, Brief Fear of Negative Evaluation; BRS, Behavior Rating System; CBT, Cognitive Behavioral Therapy; CCR-W, Cue-Controlled Relaxation - Word Cue; CCR-A, Cue-Controlled Relaxation
~ Aroma Cue; C/B, Intervention belonging to the Cognitive or Behavioral family; D, Diagnostic; DiaA\, Diastolic blood pressure after speaking; DiaB, Diastolic blood pressure before speaking; EGT, Exposure Group Therapy; EMDR,
Eye Movement Desensitization and Reprocessing; FNE, Fear of Negative Evaluation; FT, Fear Thermometer; FTF, Face to face; FU, Follow-Up in months; GBRVF; Graduated Behavior Rehearsal/Feedback; GR, Global Rating of anxiety;
GRSA, General Rating of Speech Anxiety; GST, Graded Speech Task; Het. AMT, Heterogeneous Anxiety Management Training; Hom. AMT, Homogenous Aniety Management Training; HR, Heart Rate; HR-A, Heart Rate After speaking;
HR-B, Heart-Rate Before speaking; HR-R, Heart Rate Reactivity; Instr, instrument; Int. delivered, Intemet-delivered therapy,; IST-R, Impromptu Speech Task - Patient reported; IST-T, Impromptu Speech Task ~ Therapist reported; IST-
Impromptu Speech Task—Observer reported; I-ABM, Inverse Attention Bias Modification; LSAS, Lisbowitz Social Anxiety Scale; Mix, Mixture of in vivo and imaginary exposure; N/A, Not available; ND, Non-diagnostic; N, Not Reported
NT, No Treatment control group; OA, Overall Anxiety; OR, Observer Rating of anxiety during behavioral task; PD, Psychodynamic; Pop., Population; PR, Pulse Rate; PRCA, Personal Report of Communication Apprehension; PRCS,
Personal Report of Confidence as Speaker; RET, Rational-Emotive Therapy; SA, State Anxisty on a visual analog scale; SAD, Social Avoidance and Distress scale; SAS, State Anxiety Scale; SCL, Skin Conductance Level; SCR, Skin
Conductance Response; SFS, Social Fear Scale; SHM, Self-Help Material; STAI, State-Trait Anxiety Inventory; SPAIL, Social Phobia and Anxiety Inventory; SPRS, Social Performance Rating Scale; SUDS, Subjective Units of Discomfort
Scale; SysA, Systolic blood pressure after speaking; SysB, Systolic blood pressure before speaking; SA-CBT, Self-administered CBT; SRA, Self-Rated measure of Anxiety during behavioral task; SRP-A, Self-Rated Performance - Anxiety;
SRP-F, Self-Rated Performance—Fear; S-R Inventory, S-R Inventory of speech anxiousness; TA, Therapist-administered; TAS, Trait Anxiety Scale; TBCL, Timed Behavior Checkist; TLM, The Lefkoe Method; ToS, Time of Silence; USRA,
Unspecified Self-Report measure of Anxiety; USRA-A, Unspecified Self-Report measure of Aniety After speaking; USRA-B, Unspecified Self-Report measure of Anxiety Before speaking; Vis., Visualization; VR, Virtual Reality; VRCBT,
Virtual Reality Cognitive Behavioral Therapy; VRET, Virtual Reaty Exposure Therapy; WL, Waitist control.

"The PRCA was only used when the study reported the results based on its public speaking subscale alone.

Physiological outcome measures.

bBehavioral outcome measure assessing overt signs of anxiety.

©Study authors only provided the mean number of sessions for all participants, with a range of 2-5 sessions.

The follow-up resuts of this study were described qualitatively. No quantitative data were avaiable here.

©The authors included these measures but did not report their outcomes.

!Reported in separate follow-up paper.
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Category (k) g
Theoretical framework C/B (50) 0673
Other (12) 0693
Type of control group Placebo (33) 0649
WLNT (29) 0822
Percentage of measures other than self-report (continuous)
Technology-delivered vs. non-technological interventions  Non-tech. (55) 0753
Tech. (7) 0658
Follow-up length (continuous)
Type of effect size at follow-up Between (§) 0.791
Within (17) 1.225

Intercept

Coeff.

0.369

Ref.
0.315

-0.010

Ref.
0.043

0.862

FoPS at post-treatment

95% ClI

0.068t0 0.671

0.068 to 0.563
—0.015 to —0.005

—0.315 10 0.401

0.612t0 1.106

0.016

0.012
0.000

0.814

0.000

Coeff.

-0.003

Ref.
0.479

0.792

FoPS at follow-up

95% CI

—0.015t0 0.007
—0.028t0 0.988

0.369to 1.214

0.509

0.064

0.000

Between, Between group comparison of intervention vs. control group; C, Confidence Interval of regression coefficient; Coef, regression coefficient; C/B, Cognitive or Behavioral; FoPS, Fear of public speaking; g = Hedges' g; k
= number of interventions; Non-tech, Non-technological intervention; Ref., Reference group; Tech. Technological intervention; Within, Within group comparison between based on pre-intervention vs. follow-up assessment; WL/NT,

Waiting st control group or No-Treatment control group.
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