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17-year-old Carina has had an intense fear of cats for as 
long as she can remember. The earliest incident she can 
recall was at the age of five, when a cat suddenly ran 
out on the road in front of her father’s car on the way to 
Luna Park. Her father swerved and nearly crashed into 
a parked car. He subsequently cancelled their ‘fun day’ 
because he was so upset by the incident. 

Carina has another vivid memory of being very 
frightened by a cat when she was older. This time, she 
was at her grandmother’s house and a cat ‘appeared 
from nowhere’ and ran towards her when she was in the 
passageway. She felt trapped, closed her eyes and stood 
frozen in terror waiting for the cat to jump on her, but 
it ran straight past and disappeared. She recalls feeling 
entirely helpless, being ‘scared to death’ and taking a long 
time to ‘get over it’. 

Another time, her brother placed a bit of fur in 
between her sheets when their parents went out and she 
remembers screaming hysterically and bolting across the 
street in her nightie to get a neighbour to come over and 
get rid of it. Since then, she has become obsessive about 
checking between her sheets before getting into bed. She 
also avoids getting up to go to the toilet unless her bladder 
is bursting. If she must go, the light must be on and she 
always checks her bedding before getting back into bed.

Some of Carina’s neighbours now have cats, which 
is problematic as she has to walk to and from the train 

station to get to school. She is very anxious that she might 
come across one of these cats so her daily walk is usually 
a distressing experience. She avoids streets where there 
may be a cat and, in those streets that she must use, 
always walks on the roadside edge of the footpath in case 
a cat is roaming in the front garden of a house. Carina 
can’t wait to get her driver’s licence so that she can travel 
everywhere by car.

Carina will not, if she can possibly help it, go to any 
place where there could be a cat. She will not go into her 
backyard alone because of the risk of a cat encounter. She 
also refuses to visit friends or relatives who have a cat. 
When visiting someone, she will always ring beforehand to 
check if they have got a cat since her last visit. On arrival, 
she always double-checks that there is no cat inside. Once 
inside, she cannot relax as she is hypervigilant in case a cat 
has entered the premises since her arrival.

Carina’s thoughts are preoccupied with a fear of cat 
encounters. Images of cats in books, in Facebook links, on 
television or in movies are typically frightening, upsetting, 
and, as she says, ‘make me feel like I want to throw up’. 
She often interprets an unexpected movement, shadow 
or noise as being a cat. She can’t avoid cats when asleep 
because she often has terrifying nightmares about them. 
On awakening most mornings, her first thought is often 
about cats she might encounter during the day. Anxiety 
is now a dominant part of her life.

Figure 13.1 A person with a cat phobia would be terrified of a sleeping cat and make every effort to avoid it.
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StRESS, AnxiEty And PHobiA
Everyone experiences stress and it is considered a 
normal part of life. Stress is a state of physiological 
and psychological arousal produced by internal or 
external stressors that are perceived by the individual 
as challenging or exceeding their ability or resources 
to cope. Potential stressors may range from daily 
pressures (or hassles) which tend to be perceived as 
challenges that can usually be overcome, through to 
traumatic events which are very disturbing and far 
more challenging experiences.

Anxiety is also a common human response often 
accompanied by physiological changes not unlike 
those that occur when we are stressed. Anxiety 
is a state of physiological arousal associated with 
feelings of apprehension, worry or uneasiness that 
something is wrong or something unpleasant is 
about to happen. It is normal to experience anxiety 
in certain situations. For example, many students 
will experience a brief burst of anxiety when an 
unexpected test is announced or just before making 
an oral presentation in front of others. Feeling 
anxious in these situations is appropriate, and usually 
we feel anxious for only a limited time.

In everyday life, anxiety tends to be an adaptive 
response. A severe anxiety response can be very useful 
in the short-term to deal with threatening, dangerous or 
emergency situations. Physiologically, it is like a fight-
flight-freeze response and therefore makes us more 
alert and our reactions faster. Mild to moderate levels 
of anxiety can also make us more alert and improve 
our ability to cope. For example, it is anxiety that can 
prompt us to slow down when running on a slippery 
surface, to avoid other dangerous situations, to study for 
an exam or to have a medical check-up when feeling ill.

Although we can all experience anxiety in certain 
situations, it should generally be brief and temporary, 
and its intensity ought to be related to the significance 
of the situation. If anxiety is severe or exaggerated 
and does not subside, it can be counterproductive and 
disabling. It can reduce our ability to concentrate, 
learn, think clearly, logically plan, make accurate 
judgments and perform motor tasks such as crossing 
a busy road or shooting for goal from a difficult angle. 
While most people feel mild to moderately anxious 
from time to time, some people experience severe 
anxiety most of the time. 

Severe anxiety is generally accompanied by intense 
physiological sensations and responses, such as 
shortness of breath, sweating, trembling, nausea, 
stomach cramps, dizziness, feelings of suffocating, 
feelings of losing control and/or feelings of impending 
doom, depending on the stimulus and the individual 
involved. For people experiencing severe anxiety that 
is unwanted and persistent, anxiety is not an adaptive 
response. It can affect the way a person thinks, feels 
and behaves and, if not managed effectively, can cause 
considerable distress and disruption to the person’s life. 

Figure 13.2

Experiencing severe anxiety can indicate the 
presence of an anxiety disorder. The term anxiety 
disorder is used to describe a group of mental 
disorders that are characterised by chronic feelings 
of anxiety, distress, nervousness and apprehension 
or fear about the future, with a negative effect. 
Anxiety disorders are not so severe that individuals 
lose touch with reality or consistently behave in 
socially unacceptable ways. However, people are 
likely to be diagnosed with an anxiety disorder when 
their level of anxiety is so severe that it significantly 
interferes with their daily life and stops them doing 
what they want to do. Many different types of 
anxiety disorders have been identified, one of which 
is phobias.

A phobia is characterised by excessive or unreasonable 
fear of a particular object or situation. Fear is a rational 
response when confronted by some things or when in 
certain situations. However, a fear response by someone 
with a phobia is typically out of proportion to the actual 
danger posed by the object or situation. There is also 
a compelling desire to avoid the object or situation. 
Sometimes, even the thought of the feared stimulus 
is enough to cause a phobic reaction. Having a phobia 
causes significant anxiety and distress, and interferes 
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with everyday functioning. It is therefore considered a 
diagnosable mental disorder. 

The term ‘phobia’ is Greek for ‘fear’ or ‘dread’. 
People with a phobia often become fearful even when 
they think about the object or situation they dread. 
However, they can usually keep their fear reactions at 
a manageable level as long as they avoid the object or 
situation, including not thinking about it. The specific 
object or situation producing the fear associated 
with a phobia is commonly referred to as the phobic 
stimulus. There is considerable variation between 
individuals in how they react to a phobic stimulus. An 
individual’s reaction may also vary at different times 
under different conditions. However, the experience 
of a phobia typically involves both stress and anxiety 
at significant levels. 

Stress, anxiety and a phobia have a number of 
psychological and physiological characteristics in 
common and are therefore often difficult to distinguish 
in real-life contexts. There are many variations in how 
they are experienced by individuals and they seldom 
fit neatly within precise categories with clear dividing 
lines between them. For example, a phobia has a 
mix of stress and anxiety, stress often causes anxiety 
and stress may also be considered a type of anxiety 
response. In addition, as shown in figure 13.3, all three 

can vary in amount or degree within and between 
individuals at any point in time. 

Some psychologists represent stress, anxiety and a 
phobia on continuums like the one used for mental 
health to describe how they can vary independently 
and collectively in relation to one another. For 
example, when we ‘feel’ stressed this may be with 
some anxiety, but our coping strategies may ensure 
there is not enough of either stress or anxiety to 
be of any significant mental health concern. At 
these times, we can still function effectively in 
everyday life, so our mental well-being would be 
mapped somewhere on the left of a mental health 
continuum like that in figure 13.3a. If, however, we 
experience stress and do not manage it effectively, 
we may become increasingly anxious and more 
vulnerable to developing a mental health disorder. 
When this occurs, our mental well-being would be 
mapped somewhere on the right of a mental health 
continuum. Similarly, if we experience excessive 
fear or anxiety whenever exposed to some stimulus 
and find that this encounter or the possibility of an 
encounter is interfering with daily functioning, then 
our mental well-being may be plotted towards the far 
right of the mental health continuum in figure 13.3a 
where mental disorder is located.

Figure 13.3 Examples of continuums for mental health and associated characteristics

Slightly impaired
functioning

Moderately impaired
functioning

Dysfunctional

Slightly fearful

Moderately
fearful

Excessively
fearful

Slightly anxious

Moderately
anxious

Extremely
anxious

Slightly stressed

Moderately
stressed

Distressed

Mentally healthy

(a) (b) (c) (d) (e)

Mental disorder
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Although stress, anxiety and phobias share 
characteristics and may co-occur in varying degrees, 
they can be distinguished in a number of ways. 
One important distinction is that stress and anxiety 
can independently or in combination contribute to 
the development of a mental disorder, but they are 
not in themselves considered to be mental disorders. 
By contrast, any type of phobia is considered a mental 
disorder (assuming it meets the diagnostic criteria). 

Furthermore, both stress and anxiety are generally 
considered normal human responses that are usually 
adaptive and beneficial (unless excessive and chronic). 
Phobias, however, inevitably cause distress and 
interfere with a person’s day-to-day functioning through 
avoidance behaviour and other responses associated 
with fear. Having a phobia is therefore never beneficial.

Table 13.1 compares stress, anxiety and phobia and 
includes a range of distinguishing characteristics.

Table 13.1 Comparison of stress, anxiety and phobia

Stress Anxiety Phobia

Considered ‘normal’ to experience stress in certain 
situations and everyone experiences it at some
time

Considered ‘normal’ to experience 
anxiety in certain situations and 
everyone experiences it at some time

Not considered ‘normal’ 

Potential contributory factor to mental health  
disorder

Potential contributory factor to mental 
health disorder

A diagnosable mental disorder

Can develop into a mental health disorder if not  
managed

Can develop into a mental health 
disorder if not managed

A diagnosable mental disorder

Can impact on a person’s functioning if not  
managed

Can impact on a person’s functioning if 
not managed

Significantly impacts on a person’s 
functioning

Mild amounts can be adaptive and helpful Mild amounts can be adaptive and  
helpful.

Not considered adaptive or helpful

May be eustress or distress Distress only Distress only

Can be experienced in response to a wide range 
of stimuli

Can be in experienced in response to a 
wide range of stimuli

Typically only experienced in 
response to specific stimuli

Accompanied by physiological changes; may 
involve fight-flight-freeze

Accompanied by physiological changes; 
may involve fight-flight-freeze

Accompanied by physiological 
changes; may involve fight-
flight-freeze

May be associated with avoidance of certain 
objects or situations

May be associated with avoidance of 
certain objects or situations

Characterised by avoidance of 
certain objects or situations

Source/cause of a stress response is usually known 
(e.g. a specific stressor)

Source/cause of an anxiety response is 
not always apparent

Source/cause of a phobic response 
is usually known (e.g. feared object 
or situation)

Influenced by biological, psychological and 
social factors

Influenced by biological, psychological 
and social factors

Influenced by biological, 
psychological and social factors

Figure 13.4 Individuals vary along a continuum in their vulnerability to experiencing stress and anxiety and whether 
they will go on to develop an anxiety disorder such as a phobia.
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learning acTiviTy 13.1 

review questions
1 Construct a Venn diagram to summarise similarities 

and differences between stress, anxiety and phobia. 
Ensure you include a definition of each concept in 
your diagram.

2 List three characteristics that you believe best 
distinguish stress, anxiety and phobia and explain 
each choice.

3 Give an example of how stress, anxiety and phobia 
may interact in response to the same stimulus.

4 (a) Explain why a continuum is a useful and appropriate 
way of representing stress, anxiety and phobia.

 (b) Give an example of how individuals may vary in 
stress, anxiety and phobia if mapped on a mental 
health continuum.

5 Can stress, anxiety and phobia all be mapped on the 
same continuum? Explain your answer.

learning acTiviTy 13.2

reflection
Both fear and anxiety signal danger or threat, trigger appropriate adaptive responses and share various physiological 
reactions. Some psychologists therefore argue that fear and anxiety are indistinguishable, whereas others believe that 
they are distinct phenomena.

What do think?

SPECifiC PHobiA
We all have fears, but they are not necessarily severe 
enough to interfere with our daily lives. For example, 
we may not feel comfortable around bees, spiders or 
dogs, but ‘some discomfort’ is quite different to having 
a phobia. Specific phobia is a disorder characterised 
by marked fear or anxiety about a specific object or 
situation, often leading to avoidance behaviour. The 
first symptoms of specific phobia usually arise in 
childhood or early adolescence. It is estimated that as 
many as 10% of Australians may have some type of 
phobia (APA, 2013; Beyond Blue, 2015b).

Carina’s fear of cats, described at the beginning 
of the chapter, is an example of a specific phobia. 
Another specific phobia is an extreme fear of 
being in an elevator. Some people will not enter 
an elevator despite the inconvenience or hardship 
they experience as a result, such as walking up 
many flights of stairs. They unreasonably believe 
that the elevator’s cables could break, that the 
ventilation could fail or that they could get stuck 
midair waiting for repairs. These possible problems 
are not uncommon, but it does not make sense for 
most people to walk up and down several flights of 
stairs on every occasion to avoid elevators.

Numerous types of specific phobia have been 
described, each with a different fear object or 
situation. Generally, the phobias fall within one of the 
following five categories (APA, 2013).
•	 animal e.g. spiders, snakes, dogs, insects, birds, fish, 

mice
•	 situational e.g. aeroplanes, elevators, enclosed 

spaces, tunnels
•	 natural environment e.g. heights, storms, darkness, 

thunder, lightning, being near water 

•	 blood–injection–injury e.g. seeing blood, having blood 
taken, having an injection, watching a caesarean 
birth, getting a cut 

•	 other phobias e.g. choking, vomiting, loud noises, 
costumed characters, falling down, becoming ill, 
dying. 
Traditionally, specific phobias are named using 

Greek prefixes that stand for the object or situation 
that is feared; for example, xenophobia (fear of 
foreigners), necrophobia (fear of death) and acrophobia 
(fear of heights). However, there is almost no limit to 
what people may fear and such a list could therefore 
be very long. 

When someone has a specific phobia, exposure to 
a phobic stimulus typically triggers an acute stress 
response involving physiological changes like those 
of the fight-flight-freeze response. In some cases, the 
person’s reaction is so intense that it takes the form 
of a panic attack. 

A panic attack is period of sudden onset of intense 
fear or terror, often associated with feelings of 
impending doom. During the attack, there are 
physiological or psychological changes such as 
shortness of breath or smothering sensations; a racing 
or pounding heart; sweating; trembling; tightness in 
the chest; feeling dizzy, unsteady, lightheaded or faint; 
nausea; and feelings of going crazy, losing control or 
even dying. An attack may be expected (i.e. an obvious 
cue or ‘trigger”) or unexpected (i.e. not associated with 
an obvious cue and seems to occur ‘out of the blue’). 
Furthermore, a panic attack can occur when in a calm 
state or an anxious state (APA, 2013). 

Adolescents and adults who have a specific phobia 
are able to recognise that their level of fear is 
excessive or unreasonable (but children may not be 
able to). They usually know that their fear is grossly 
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in excess of any real danger posed by the phobic 
stimulus. Consequently, they are often embarrassed 
and feel ‘stupid’ because of their fear, and the way the 
fear interferes with their lives. The experience of a 
phobia can be contrasted with that of watching a very 
scary horror movie. This type of movie can frighten 
us but, deep down, we know that we are safe. When 
a phobic stimulus frightens someone with a phobia, 
deep down they feel unsafe, despite the fact that they 
know their fear and insecurity are irrational (Butler & 
Hope, 2007). 

Fear also typically results in a need to avoid any 
phobic stimulus. Someone with a phobia will usually 
organise their life around avoiding the phobic stimulus; 
for example, they will catch a train to avoid flying or 

not enter a park where there may be bees. When it is 
not possible to avoid a feared object or situation, it is 
endured with intense anxiety or distress. The possibility 
of encountering a phobic stimulus also causes 
anticipatory anxiety. 

Anticipatory anxiety is the gradual rise in anxiety 
level as a person thinks about, or ‘anticipates’, being 
exposed to a phobic stimulus in the future. Most 
people have experienced a mild form of anticipatory 
anxiety when they have an ‘attack of nerves’ before 
making a presentation to an audience. For many, it 
is handled with little worse than ‘rubbery knees’ or a 
slight quavering of the voice. For those with a phobia, 
however, their anxiety may rise to a level where they 
are incapacitated by it. 

Figure 13.5 There is virtually no limit to what people may fear. A clown or buttons may be a phobic stimulus, with 
any type of exposure or even a thought triggering intense fear or anxiety.

Table 13.2 Types of phobic disorders 

name of phobic disorder description

Social Anxiety disorder 
(Social Phobia)

Excessive, persistent and unreasonable fear of social and performance situations, primarily due to 
concern about being negatively judged by others (e.g. as anxious, weak, stupid, boring, unlikeable), and 
fear of behaving in a way that offends others or is embarrassing or humiliating (e.g. sweating, trembling)

Agoraphobia Excessive, persistent and unreasonable fear of a situation in which it is believed something bad may 
happened and that escape might be difficult or help might not be available if needed. Such situations 
may include using public transport, being in an open space area (e.g. in a car park, on a bridge), being 
in an enclosed space (e.g. shop, movie theatre), standing in a line or being in a crowd, and being 
outside of the home alone (e.g. in the backyard). These situations are avoided, require the presence of a 
companion or are endured with intense fear and anxiety. 

Specific Phobia Excessive, persistent and unreasonable fear of a specific object or situation, such as spiders, flying, 
heights, dental treatment, receiving an injection and seeing blood. The phobic object or situation 
almost always triggers fear or anxiety and is intentionally avoided or endured with intense anxiety or 
stress if avoidance isn’t possible. The level of fear or anxiety is out of proportion to the actual danger 
posed and causes significant distress. 

Source: American Psychiatric Association (2013). Diagnostic and statistical manual of mental disorders (5th ed.). Arlington, Virginia: Author.
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fACtoRS ContRibUtinG to 
tHE dEvEloPMEnt of 
SPECifiC PHobiA
As with any other mental health disorder, the 
development of specifi c phobia is infl uenced by a 
combination of biological, psychological and social 
factors, and the best treatment interventions are also 
based on a biopsychosocial approach 
(as shown in fi gure 13.6).

learning acTiviTy 13.3 

review questions
1 What is specifi c phobia and how does it differ from 

ordinary fear? 
2 (a) List three key characteristics of specifi c phobia. 
 (b) William is terrifi ed of dogs. He travels as often as 

possible by car, avoids walking down certain streets 
or in parks, and has given up baseball because of 
the location of the playing fi eld. He is convinced that 
dogs sense his fear and will target him while leaving 
other people alone. If he encounters a dog, his body 
‘freezes’ and he feels ‘lightheaded’ and unsteady on 

his feet, as if he is going to faint. He typically breaks 
into a ‘cold sweat’, his heart pounds as if it will burst 
out of his chest and he feels as if he can’t breathe. 
He even has these types of reactions when a dog 
unexpectedly appears on TV. 

  Explain whether William may have a phobia of dogs with 
reference to key characteristics of specifi c phobia.

3 Explain the meaning of each of the following in relation 
to specifi c phobia:

 (a) panic attack
 (b) anticipatory anxiety.

In this section, we focus on the infl uence of the 
neurotransmitter called GABA, the stress response and 
long-term potentiation (biological factors), classical 
conditioning, operant conditioning and cognitive bias 
(psychological factors) and environmental triggers and 
stigma (social factors). We also examine evidence-based 
interventions used in the treatment of specifi c phobia 
from a biopsychosocial perspective. These include use 
of benzodiazepine medications, breathing retraining 

and exercise (biological interventions), CBT and 
systematic desensitisation (psychological 

intervention), and psychoeducation for 
family members and others with whom 

the individual with a specifi c phobia has 
close contact (social intervention). 

Table 13.3 organises all these 
potential infl uences as ‘4P’ risk and 
protective factors. This shows the 
integration of the 4P factor and 
biopsychosocial models to assist 
understanding of the development 

and progression of specifi c 
phobia, including treatment 

interventions to help 
alleviate symptoms or 

overcome a phobia. 

Figure 13.6 The 
biopsychosocial 
approach applied to 
specifi c phobia

Psychological factors
Contributing factors:
•  classical and operant
    conditioning
•  cognitive bias

Biological factors
Contributing factors:
•  neurotransmitter (GABA)
    dysfunction
•  role of stress response
•  long-term potentiation

Intervention:
•  GABA agonists
•  breathing retraining
•  exercise

Social factors
Contributing factors:
•  specific environmental
    triggers
•  stigma around seeking
    treatment

Intervention:
•  psychoeducation for
    families/supporters
    -   challenging unrealistic
        or anxious thoughts
    -   not encouraging
        avoidance
        behaviours

Specific phobia
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Table 13.3 Integration of the 4P factor and biopsychosocial models for specific phobia 

biopsychosocial approach

4P factor model biological factors Psychological factors Social factors

Predisposing risk factors Neurotransmitter 
dysfunction (GABA) 

Precipitating risk factors Role of the stress response Classical conditioning 
(behavioural model)

Specific environmental triggers

Perpetuating risk factors Long-term potentiation 
(biological association 
through constant pairing of 
CS/fear stimulus and CR/
fear response)

Operant conditioning 
(behavioural model). 
Cognitive bias including memory 
bias and catastrophic thinking 
(cognitive model).

Stigma related to receiving  
treatment

Protective factors Use of GABA agonists, 
controlled breathing and 
physical exercise

CBT strategies and graduated 
exposure to phobic stimuli 
(systematic desensitisation)

Psychoeducation for families/
supporters — challenging 
unrealistic or anxious thoughts, 
not encouraging avoidance 
behaviours

biological contributing factors
The origin of any phobia is a complex phenomenon 
and to designate a single factor as the sole cause 
is rarely possible. Various biological factors that 
may contribute to the development, progression or 
perpetuation of a specific phobia have been proposed. 
Each one of these may interact with each other as 
well as psychological and social factors. 

In this section, we initially examine how 
dysfunctional GABA neurotransmission may make an 
individual more vulnerable to developing a specific 
phobia. We then examine the role of a fight-flight-
freeze stress response to a phobic stimulus. Finally, 
we examine how brain plasticity through long-term 
potentiation can neurologically strengthen the 
association between a phobic stimulus and a fear 
response.

GAbA dysfunction 
Several neurotransmitters have been identified 
as playing a role in the experience of anxiety and 
one of these is GABA. Gamma-amino butyric acid 
(GAbA) is the primary inhibitory neurotransmitter 
in the central nervous system. It works throughout 
the brain to make postsynaptic (‘receiving’) 
neurons less likely to to be activated (i.e. it inhibits 
excitation or ‘firing’). One of its roles is to fine-
tune neurotransmission in the brain and maintain 
neurotransmission and associated neuronal activity 
at an optimal level. 

Without the inhibitory effect of GABA, activation 
of postsynaptic neurons might get out of control. 
Their uncontrolled activation could spread throughout 
the brain, causing seizures like those of epilepsy. 
For example, glutamate is the primary excitatory 
neurotransmitter in the central nervous system. It 
works throughout the brain to make postsynaptic 
neurons more likely to fire. It is involved in fast-acting 
neuronal transmission throughout the brain (and 

also aids learning and memory by strengthening 
synaptic connections). The inhibitory action of GABA 
counterbalances the excitatory activity of glutamate 
and vice versa. Consequently, GABA and glutamate 
have important roles in regulating central nervous 
system arousal (see figure 13.7). 

GABA also plays a role in anxiety because it acts 
like a calming agent or ‘brake’ to the excitatory 
neurotransmitters that lead to anxiety. There is 
evidence that some people experience the anxiety 
associated with phobias because the neurotransmission 
of GABA becomes dysfunctional. For example, there 
may be a failure to produce, release or receive the 
correct amount of GABA needed to regulate neuronal 
transmission in the brain. GABA dysfunction can 
therefore result in low levels of GABA in the brain, as 
shown by studies of people with specific phobia (and 
other anxiety disorders) who are more likely to have 
a significantly lower GABA level than control group 
placebo participants with no specific phobia (Nuss, 
2015; Sadock, Kaplan & Sadock, 2007).

Some psychologists have proposed that individuals 
with a low level of GABA are more vulnerable to 
anxiety. In addition, their flight-flight-freeze response 
may also be more easily triggered by a variety 
of stimuli, which in turn may presdispose them 
to developing a specific phobia when compared 
with people who do not have a low level of GABA 
(Andrews, et al., 2003; Carr, 2003).

The level of GABA in a person’s brain may be 
affected by a wide range of factors. For example, 
research studies have implicated factors such as genetic 
inheritance, central nervous system damage, exposure 
to prolonged stress, nutritional deficiencies in vitamin 
B6 and citric acid, and high caffeine intake. These types 
of influences have been found in some studies to either 
inhibit GABA release, inhibit its ability to bind to GABA 
receptors on post-synaptic neurons, or to stimulate 
overproduction of glutamate in some way.
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GABA

Glutamate

Figure 13.7 GABA and glutamate are like traffi c 
lights regulating neuronal activity in the brain. GABA 
is an inhibitory neurotransmitter and makes receiving 
neurons less likely to fi re. It is like a red traffi c light 
for the excitatory neurotransmitters that contribute to 
anxiety. Glutamate is an excitatory neurotransmitter 
and makes receiving neurons more likely to fi re. It is 
like a green traffi c light for excitatory activity. 
Source: Genetic Science Learning Center (2010). Beyond the reward 
pathway. Learn. Genetics. Salt Lake City: The University of Utah. 
Retrieved from http://learn.genetics.utah.edu/content/addiction/
reward/pathways.html

Role of the stress response
Anxiety involves feelings of apprehension, worry or 
uneasiness that something is wrong or something 
unpleasant is about to happen. This is considered to 
be the psychological component of the response to a 
phobic stimulus. Underlying and interacting with this 
component is a physiological component that is like 
the physiological response to a stressor.

Because there is a perceived threat or impending 
harm at the sight or thought of a phobic stimulus, the 
fi ght-fl ight-freeze response is activated. The heart rate 
and strength of heartbeat increase to speed up blood 
fl ow, blood is redirected from places where it is not 
needed, the speed and depth of breathing increase, 
adrenal hormones surge into the bloodstream and 
so on. These types of reactions account for many 
of the symptoms associated with phobic anxiety, 
such as palpitations resulting from a pounding heart 
and sweating due to increased perspiration. When 
breathing becomes faster and deeper than necessary, 
this can result in hyperventilation (‘over-breathing’) 
which can heighten the anxiety being experienced 
and also induce a panic attack.

Phobic anxiety becomes problematic and especially 
non-adaptive when the stress response is triggered in 
the absence of any real threat or danger; for example, 
in response to objects or situations that have very 
little or no potential for actual harm, such as clouds 

(nephophobia) or fl owers (anthophobia). For a person 
with a specifi c phobia, their response to a stimulus 
is triggered by exposure, or anticipated exposure, to 
objects or situations perceived to be dangerous. Anxiety 
is therefore also problematic for someone with a 
specifi c phobia as their level of anxiety tends to be 
infl ated or excessive because their perception of threat 
is unreasonable and out of proportion to what it should 
be. This means that the physiological stress response 
they experience is often very severe and can persist 
at this high level for at least as long as the exposure or 
anticipated exposure to the phobic stimulus. 

The role of the stress response should not be 
considered in isolation of other factors. For example, 
GABA dysfunction may contribute to an excessive 
stress response or make it more likely to occur than 
in someone without GABA dysfunction. In addition, 
an excessive stress response can become ‘paired’ 
with phobic stimuli through classical conditioning 
processes, setting it in place as a learned response 
that will inevitably occur whenever a phobic stimulus 
is encountered.

Figure 13.8 The stress response to a phobic stimulus 
is often triggered in the absence of any real threat and 
tends to be excessive. This is more likely to occur if 
there is also GABA dysfunction.

long-term potentiation
The development of phobias is substantially 
infl uenced by learning through experience. For 
example, Watson’s controversial experiment 
with ‘Little Albert’ almost a century ago clearly 
demonstrated that specifi c phobias can be acquired 
through classical conditioning. As described in 
chapter 5, Watson conditioned the 11-month-old 
infant to be terrifi ed of a white rat (initially a neutral 
stimulus that did not produce fear) through repeated 
association with an unpleasant loud noise (an aversive 
unconditioned stimulus). Albert’s fear had become a 
conditioned response to a conditioned stimulus (the 
white rat). In addition, the fear generalised to other 
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superficially similar stimuli, leading him to burst 
into tears at the sight of a rabbit, a dog, a Santa Claus 
mask and even a white fur coat.

It is likely that long-term potentiation contributed 
to the development and maintenance of Albert’s 
specific phobia of furry objects. Long-term 
potentiation is believed to play an important role in 
the learning and memory of fear by strengthening 
synaptic connections in the neural pathway formed 
during the learning process, resulting in enhanced 
or more effective synaptic transmission within that 
pathway. 

As with other learning, long-term potentiation can 
therefore neurologically strengthen the association 
between a phobic stimulus and a fear or anxiety 

response through its activity at the synapse. The 
more that the connection is activated through 
each encounter with a phobic stimulus, the more 
the connection is strengthened. The more the 
connection is strengthened, the more the relevant 
neural pathway is strengthened, increasing the 
efficiency in transferring fear information along the 
pathway and decreasing the likelihood that what has 
been learnt will be forgotten. 

Of course, given the role of the amygdala in 
conditioned fear responses, it is likely that the 
LTP is occurring within the amygdala and that the 
neural pathway(s) formed for a specific phobia will 
include this structure as well as connections to other 
relevant structures.

box 13.1 

neural pathways of fear responses
The amygdala has crucial roles in our acquisition 
and expression of fear responses. One role involves 
processing of incoming sensory information about 
the potential threat of a stimulus in the environment. 
Generally, this information reaches the amygdala from 
either of two neural pathways, both of which start at 
the thalamus.

The thalamus, which is located on top of the brainstem, 
filters all incoming sensory information (other than smells) 
and relays it to relevant areas of the brain for processing, 
most often to the cerebral cortex. For example, while 
you’re reading this page your thalamus sends incoming 
visual information to the visual cortex for processing, 
and when your ears receive sound, the information is 
transferred to the auditory cortex. A considerable amount 
of information from the cerebral cortex also passes 
back through the thalamus to middle and lower brain 
structures, such as the amygdala. 

Therefore, there are two potential pathways for 
incoming threat information to reach the amygdala. One 
pathway is called the thalamo-amygdala pathway, which 
takes a shortcut straight to the amygdala and is often 
called the short ‘reactive’ route. The other pathway is the 
thalamo-cortico-amygdala pathway, which goes to the 
amygdala via sensory areas of the cerebral cortex and is 
often called the long ‘rational’ route (see figure 13.9).

Because the pathway directly to the amygdala is 
a shorter route, information that travels along this 
pathway is believed to reach the amygdala faster 
than information reaching the amygdala via the longer 
route from the cortex. This means that the amygdala 
can stimulate the hypothalamus to initiate a fight-
flight-freeze stress response before the potential 
threat information has been processed by the cortex 
and interpreted as threatening (or not threatening). 
Furthermore, the existence of a short route has been 
proposed as an explanation of why a person with a 
phobia of spiders can initially experience intense fear 
and an acute stress response freeze when exposed 
to a harmless stimulus such as a bit of black fluff 
on the carpet, but calms down a few moments later 

when realising that what seemed to be a spider was 
actually just fluff. We physiologically react immediately 
and consciously determine whether there is any 
actual danger afterwards, much like a spinal reflex 
(Öhman, 2010).

Thalamus

Amygdala

Hypothalamus

Fight-flight
response

Sensory cortex

Hippocampus

Stimulus

Figure 13.9 There are two pathways for incoming 
threat information to reach the amygdala. One is 
a shorter route that bypasses the sensory cortex 
and enables a stress response before information 
reaches the cortex.
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learning acTiviTy 13.4 

review questions
1 (a) What is gamma-amino butyric acid (GABA) and 

where is it found? 
 (b) What role of GABA is relevant to specific phobia?
 (c) Explain the meaning of the term ‘GABA dysfunction’.
 (d) Explain how GABA may contribute to phobic anxiety 

and make some people more or less predisposed to 
developing a specific phobia.

2 (a) Explain how the stress response may contribute to 
the development of a phobia.

 (b) How can GABA dysfunction contribute to an 
excessive or exaggerated stress response to a 
phobic stimulus?

 (c) What psychological factor may also influence 
whether an excessive stress response occurs as 
part of a phobic reaction?

3 Explain how long-term potentiation may contribute to 
the development and perpetuation of specific phobia.

4 Complete the following table to summarise biological 
factors contributing to the development of specific phobia.

biological factor What is it? How it may contribute

gamma-amino butyric acid (gaba) dysfunction 

stress response

long-term potentiation

Psychological factors
A number of different models and theories have been 
proposed to describe and explain how a specific phobia 
can develop or be perpetuated due to psychological 
factors. These include behavioural models which 
emphasise the role of learning and experience, and 
cognitive models which emphasise the roles of memory 
bias and other distorted ways of thinking. 

behavioural models
According to behavioural models, phobias are learned 
through experience and may be acquired, maintained 
or modified by environmental consequences 
such as rewards and punishments. In particular, 
a specific phobia may be precipitated through 
classical conditioning and perpetuated by operant 
conditioning. This two-part process was originally 
called two-factor learning theory. It was first proposed 
in the 1940s to explain avoidance learning like that 
occurring with phobias and continues to be applied to 
phobias (Mowrer, 1947, 1951).

Traditional behavioural models are based on the 
learning theories of Pavlov, Watson and Skinner. It 
should therefore not be surprising that these models 
assume that phobias — like most other dysfunctional 
ways of thinking, feeling or behaving — are learned 
through classical and operant conditioning processes 
in much the same way as ‘normal’ ways of thinking, 
feeling and behaving are learned. Generally, 
explanations of phobias by behavioural models propose 
that classical conditioning processes play a role in 
the precipitation (or development) of specific phobia 
and operant conditioning processes play a role in the 
perpetuation (or maintenance) of specific phobia.

CR
Spider phobia

CS
Spiders

Part 1
Classical conditioning

Part 2
Operant conditioning

UCS
Unpleasant events,

e.g. scared by
photo, in sandpit

Paired with

Antecedent
(stimulus)

Spider + Fear

Behaviour
(response)
Avoidance

Phobia
Fear/anxiety and

avoid spider

Consequence
Fear reduction

(negative
reinforcement)

Figure 13.10 Explanation of Sam’s spider phobia by the two-factor theory. Part 1. Sam associates the spider 
with unpleasant events that induce fear/anxiety and develops a specific phobia through classical conditioning 
(i.e. precipitation by classical conditioning). Part 2. By avoiding the feared stimulus (spiders), the fear is 
successfully reduced and Sam’s phobia is ‘rewarded’ (negative reinforcement), which maintains the phobia 
(i.e. perpetuation through operant conditioning).Precipitation by classical conditioning

Since Watson’s experiment with Little Albert, classical 
conditioning has been used to explain the acquisition 
of all types of specific phobias. The development 
of a specific phobia in this way is essentially the 
process by which a stimulus with no particular 
significance (i.e. a neutral or unconditioned stimulus) 
becomes, by association, a sign of impending 
threat, danger or some other unpleasant event 
(i.e. a conditioned stimulus). The innate, naturally 
occurring fear response (UCR) eventually becomes a 
conditioned fear response (CR). In addition, stimulus 
generalisation may occur to other similar objects or 
situations.

Due to the ethical issues surrounding the use 
of humans in fear conditioning experiments, 
experiments are mostly conducted with animals in 
laboratory situations to further understanding of the 
role of classical conditioning. 

In a typical experiment, a rat is placed in a cage 
where small electrical shocks can be administered 
to its feet through the floor. The researchers 
briefly expose the rat to a light or sound (NS), then 
immediately administer a slight shock to its feet 
(UCS). After only a few repetitions of this procedure, 
the rat associates the light or sound with the 
shock and becomes afraid (CR) when it is simply 
exposed to the stimulus (now a CS). For the rat, 
the initially neutral stimulus of the light or sound 
has become a conditioned fear. After conditioning, 
the new learned fear response that is automatically 
and involuntarily produced by the CS is called the 
conditioned response (CR) because it is the result 
of experiencing the dependent relationship between 
the CS and UCS.
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Psychological factors
A number of different models and theories have been 
proposed to describe and explain how a specific phobia 
can develop or be perpetuated due to psychological 
factors. These include behavioural models which 
emphasise the role of learning and experience, and 
cognitive models which emphasise the roles of memory 
bias and other distorted ways of thinking. 

behavioural models
According to behavioural models, phobias are learned 
through experience and may be acquired, maintained 
or modified by environmental consequences 
such as rewards and punishments. In particular, 
a specific phobia may be precipitated through 
classical conditioning and perpetuated by operant 
conditioning. This two-part process was originally 
called two-factor learning theory. It was first proposed 
in the 1940s to explain avoidance learning like that 
occurring with phobias and continues to be applied to 
phobias (Mowrer, 1947, 1951).

Traditional behavioural models are based on the 
learning theories of Pavlov, Watson and Skinner. It 
should therefore not be surprising that these models 
assume that phobias — like most other dysfunctional 
ways of thinking, feeling or behaving — are learned 
through classical and operant conditioning processes 
in much the same way as ‘normal’ ways of thinking, 
feeling and behaving are learned. Generally, 
explanations of phobias by behavioural models propose 
that classical conditioning processes play a role in 
the precipitation (or development) of specific phobia 
and operant conditioning processes play a role in the 
perpetuation (or maintenance) of specific phobia.

CR
Spider phobia

CS
Spiders

Part 1
Classical conditioning

Part 2
Operant conditioning

UCS
Unpleasant events,

e.g. scared by
photo, in sandpit

Paired with

Antecedent
(stimulus)

Spider + Fear

Behaviour
(response)
Avoidance

Phobia
Fear/anxiety and

avoid spider

Consequence
Fear reduction

(negative
reinforcement)

Figure 13.10 Explanation of Sam’s spider phobia by the two-factor theory. Part 1. Sam associates the spider 
with unpleasant events that induce fear/anxiety and develops a specific phobia through classical conditioning 
(i.e. precipitation by classical conditioning). Part 2. By avoiding the feared stimulus (spiders), the fear is 
successfully reduced and Sam’s phobia is ‘rewarded’ (negative reinforcement), which maintains the phobia 
(i.e. perpetuation through operant conditioning).

These types of laboratory experiments have shown 
that conditioned fear can be acquired very quickly in 
a variety of species, ranging from flies and molluscs 
to fish and monkeys. In addition, the conditioned 
fear response can last a very long time. It is therefore 
considered to involve a very strong association 
that is unlikely to be forgotten or disappear (i.e. 
extinguished) without intervention.

Acquisition of a specific phobia in the real world 
can occur in much the same way as it does in the 
laboratory. For example, consider 23-year-old Sam 
who has a specific phobia of spiders (arachnophobia). 
He initially developed his fear at the age of four 
when he saw a photo of a big hairy spider in a book 
and his father used it to scare him. He subsequently 
became quite scared and anxious whenever exposed 

Operant conditioningClassical conditioning

Stimulus
Rat + fear

Response
Avoidance

Phobia
Severe fear and

avoidance of rats

Fear reduction
(negative

reinforcement)

CS
(white rat)

UCS
(loud noise)

(a) (b)

(fear)
UCR

CR

Figure 13.11 Part 1: Little Albert developed a specific phobia of rats through classical conditioning (i.e. precipitation by 
classical conditioning). Part 2: By avoiding the feared stimulus (the rat), the fear is successfully reduced and the phobia is 
‘rewarded’ (negative reinforcement), which maintains the phobia (i.e. perpetuation through operant conditioning).UNCORRECTED P
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to a spider in books and other media. Once day, Sam 
unexpectedly came across a live spider while playing 
in the sandpit in his backyard. It moved so quickly 
in his direction and gave him such as fright that he 
jumped up and ran way in terror. Since then, Sam has 
never intentionally gone near any sandpit and will 
not even go to the beach for fear that there may be a 
spider in the sand. He also avoids any other situation 
in which there may be a spider, even if the spider is 
likely to be harmless, fake or dead. For example, Sam 
will never read a book that may have a picture of a 
spider. Nor will he watch any television program or 
movie if he believes there is any chance whatsoever 
of a spider appearing. 

In effect, Sam developed a conditioned response 
(fear) to a conditioned stimulus (the spider) that had 
been associated with fear-inducing unpleasant events 
(UCS), then generalised to similar stimuli — any 
spider. Many people feel scared or anxious around 
spiders, but Sam’s fear is disproportional to any actual 
risk and his fear has imposed unwanted restrictions 
on his life. Psychologists have also found that fear 
conditioning can occur in people after only a single 
pairing if the UCS is sufficiently intense or traumatic, 
for example in the case of being viciously attacked by 
a dog (Faneslow & Sterlace, 2014).

Perpetuation by operant conditioning
After acquisition through classical conditioning, the 
phobia can be maintained and therefore perpetuated 
through operant conditioning. In the example above, 
Sam begins to avoid the fear- and anxiety-producing 
phobic stimulus (spiders). Avoidance reduces or 
removes the unpleasant feelings of fear and anxiety, 
so avoidance is negatively reinforced. In the future, 
any response that reduces or removes fear or anxiety 
will also be negatively reinforced. Consequently, 
any avoidance response to any phobic stimulus 
will continue to be reinforced through operant 
conditioning

Consider also the case of 32-year-old Hayley who 
has claustrophobia (a fear of enclosed spaces) and 
has started a new job on the fifth floor of an office 
building. Hayley uses the stairs to get to her office in 
order to avoid the terrifying experience of being in 
the elevator. Using the stairs reduces the unpleasant 
feelings of fear and anxiety (negative reinforcement) 
and increases the likelihood that her avoidance 
behaviour of using the stairs will occur again. In this 
way, the operant conditioning process of negative 
reinforcement is contributing to the persistence of 
her avoidance behaviour and therefore her phobic 
response. 

Operant conditioning can also contribute to the 
acquisition of a phobia. For example, consider 
the experience of eight-year-old Samir when on a 
camping holiday with his parents. One day, Samir 
and his parents went for a walk and came across 

a small lake. Samir ‘saw something moving’ in the 
lake and reacted with terror. He started crying, 
screaming and shaking all over. Samir’s parents 
promptly reassured, hugged and kissed him. In 
addition, to help him ‘feel better’, Samir’s father gave 
him a piggy-back all the way back to their camping 
ground and then drove him into town to buy Samir 
his favourite chocolate ice-cream. Although well-
intentioned, Samir’s parents may have inadvertently 
provided positive reinforcement for his fear response 
in the form of reassurance, kisses, hugs, a piggy-
back and a chocolate ice-cream. The positive 
reinforcement could therefore strengthen Samir’s 
fear response or increase the likelihood that he 
behaves fearfully the next time he encounters a lake 
or body of water.

Cognitive models
In explaining how a specific phobia may be acquired 
and persist, cognitive models focus on how the 
individual processes information about the phobic 
stimulus and related events. According to these 
models, people can actually create their own 
problems (and symptoms) by the way they interpret 
objects or situations. 

Explanations of phobias from a cognitive perspective 
tend to examine how people with phobias tend to 
think about a phobic stimulus and its context, and 
their perceptions, memories, beliefs, attitudes, biases, 
appraisals, expectations and other cognitive processes 
that may be relevant. While there is recognition of the 
role of conditioning and other types of learning in the 
development and perpetuation of a phobia, cognitive 
models emphasise how and why people with a phobia 
have an unreasonable and excessive fear of a phobic 
stimulus.

A key assumption of many cognitive models 
is that people with a specific phobia often have 
one or more cognitive biases. A cognitive bias is a 
tendency to think in a way that involves errors of 
judgment and faulty decision-making. Essentially, a 
cognitive bias involves mistaken thinking, which is 
why it is also sometimes referred to as a cognitive 
distortion. The biased or distorted mode of thinking 
may be due to limitations in the cognitive abilities 
of the individual involved, underlying motivational 
factors or because information has been interpreted 
according to one’s personal likes, dislikes and 
experiences in order to adapt to a specific situation 
(Wilke & Mata, 2012). 

Cognitive biases can be habitual ways of thinking 
and therefore make someone more prone or vulnerable 
to experiencing fear or anxiety in response to a phobic 
stimulus. Several different types of cognitive bias 
have been identified as being associated with the 
development and/or perpetuation of specific phobia. 
Two of these include memory bias and catastrophic 
thinking. 
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Memory bias
Memory bias refers to the distorting influences 
of present knowledge, beliefs and feelings on the 
recollection of previous experiences. Often, this results 
in what is commonly called ‘selective memory’. 

American psychologist Daniel Schacter (1999) 
has defined different types of memory bias. These 
include: 
•	 consistency bias: memories of past experiences are 

distorted through reconstruction to fit in with what 
is presently known or believed e.g. current fears 
of specific objects or situations influence memory 
reconstruction of those objects or situations in ways 
that incorporate those fears

•	 change bias: whenever we recall a past experience 
we exaggerate the difference between what we 
knew or felt then and what we currently know or 
feel, which can lead our phobic fears to grow over 
time, disproportionately from what they are in 
reality.
In relation to specific phobia, these types of 

biases result in a tendency for memory recall of a 
phobic stimulus or experience to focus on or to be 
better for negative or threatening information than 
for positive or neutral information. For example, a 
person with a phobia of horses will tend to 
remember the one and only time they were chased 
by a horse, but forget all of the other times when 
horses showed no response to their presence. 
Similarly, someone with a spider phobia will tend to 
reconstruct their memory of a past experience with 
a spider in a way that describes it as bigger, faster 
or more frightening than it actually was (Eliasz, 
Hampson & de Raad, 2005).

Catastrophic thinking
Catastrophic thinking is a thinking style 
which involves overestimating, exaggerating 
or magnifying an object or situation and 
predicting the worst possible outcome. For 
example, a person with a specific phobia 
may assume that they will go crazy, lose 
control or die if exposed to a relevant 
phobic stimulus. In the case of someone 
with a dog phobia, they may think that 
any dog they encounter will attack them 
and leave them with permanent facial 
disfigurement, or a person with a fear of 
driving may think that if they get into a 
car they will definitely have a crash and 
die. In the case of a person with a spider 
phobia, they may think that it would be 
completely unmanageable to have a spider 
touch them. 

Someone is walking their dog
in the distance. It’s on a leash 
and approaching on the other 

side of the street

Feeling uneasy and
apprehensive

The dog will get off the
leash, run across the
road and attack me

I’m going to
collapse and die

Fear/anxiety

Racing heart, breathless,
chest pain, dizziness

Figure 13.12 An example of how catastrophic thinking can 
contribute to the development and perpetuation of a phobia of dogs

When catastrophic thinking occurs, individuals 
experience heightened feelings of helplessness and 
grossly underestimate their ability to cope with the 
situation. For example, a person may think, ‘if this rat 
turns towards me, there is nothing I can do to stop it 
biting me’. Equally, they may believe that they will 
be completely unable to cope with the symptoms of 
anxiety they may experience; for example, ‘if I have a 
panic attack while driving, I might crash the car and 
kill someone’. 

As shown in figure 13.12, catastrophic thinking can 
maintain a fear or anxiety response and therefore 
contribute to the development and perpetuation of a 
specific phobia.

<4 linES SHoRt>

UNCORRECTED P
AGE P

ROOFS



Unit 4 How is wellbeing developed and maintained?16

c13SpecificPhobias 16 22 August 2016 2:29 PM

box 13.2

observational learning of phobias by 
monkeys 
In a study on observational learning and the development 
of phobias, American psychologists Michael Cook and 
Susan Mineka (1989) showed videotapes to four groups 
of laboratory-bred rhesus monkeys. The tapes featured 
another monkey apparently experiencing extreme fear 
of a toy snake, a toy crocodile, a toy rabbit and images 
of flowers. Monkeys that saw these fear reactions were 
later afraid of the toy snake and toy crocodile, but did not 
acquire a fear response to the toy rabbit or flowers. 

These findings suggest that phobias may be acquired 
through observational learning. However, the fact that the 
monkeys developed fear only of the snake and crocodile 
also suggests that monkeys may have a biological 
(genetic) predisposition to acquire fears of certain animals 
that represent natural threats to their survival. 

Prominent American psychologist Martin Seligman 
(1971) has proposed that humans may also be 
biologically predisposed to develop fears of certain 
objects and situations (such as snakes, spiders and 
heights) that may have once posed a threat to our 
survival. According to Seligman, this may account for 
the fact that extreme irrational fears of snakes, spiders, 
heights and small enclosed spaces are relatively 
common, whereas few people have phobias of stairs, 
ladders, electrical outlets or appliances, even though 
these objects are more likely to be associated with a 
traumatic experience or harm. 

More recently, other psychologists have proposed that 
humans may also be biologically predisposed to develop 
phobias towards creatures that arouse disgust, such as 
slugs, maggots and cockroaches. This is believed to 
occur because these types of creatures are associated 
with disease, infection or filth, and therefore represent a 
threat to our survival through contamination or infection 
(Hockenbury & Hockenbury, 2006).

Figure 13.13 One of the monkeys in Cook and 
Mineka’s experiment, showing extreme fear of a 
snake

learning acTiviTy 13.5

review questions
1 (a) What key assumption do behavioural models make 

in explaining the development of specific phobia? 
 (b)     (i)  Explain how development of a specific 

phobia may be precipitated through classical 
conditioning processes with reference to a 
diagram and an example not used in the text. 

  (ii)  Explain how the phobia you described in part (i)  
above may be perpetuated through operant 
conditioning processes. 

 (c) Give an example of how a specific phobia could 
develop through operant conditioning.

2 (a) What do cognitive models emphasise in explaining 
the development of specific phobia? 

 (b) What is a cognitive bias? 
 (c) Name and define two types of cognitive bias 

associated with specific phobia. Give an example 

of each type of bias, other than an example used 
in the text, and explain how this type of bias can 
contribute to the development or perpetuation of a 
specific phobia.

3 Complete the following table to summarise psychological  
factors contributing to the development of specific  
phobia.

Psychological factor What is it?
How it may 
contribute

behavioural models
•	 classical conditioning
•	 operant conditioning

cognitive models
•	 memory bias
•	 catastrophic thinking

learning acTiviTy 13.6

reflection
Given that fear can be acquired through classical conditioning by so many species, is it possible that fear conditioning 
plays a fundamental role in the survival of species and could therefore be an adaptive response that has been preserved 
by evolution? 

UNCORRECTED P
AGE P

ROOFS



17CHAPtER 13 Specific phobias

c13SpecificPhobias 17 22 August 2016 2:29 PM

Social factors
Many different factors sourced in the environment 
may contribute to the development of a phobia 
and perpetuate its occurrence. Two of these social 
contributing factors involve:
•	 specific environmental triggers — developing a 

specific phobia after a direct negative experience 
with an object or situation

•	 stigma around seeking treatment — embarrassment 
or shame about symptoms and concerns about 
being negatively judged by others may discourage 
people with a phobia from seeking treatment.

Specific environmental triggers
Many people diagnosed with specific phobia report 
having a direct, negative and traumatic experience 
with a particular phobic stimulus at some time in 
the past and attribute this encounter as the cause 
of their phobia. For example, a phobia of heights 
may be attributed to a ride on a chairlift on a very 
windy day, a phobia of injections after unexpected 
pain when immunised at school and a phobia of the 
ocean after being knocked over by a big wave when 
wading in shallow water as a child. These ‘specific’ 
objects or situations in the ‘environment’ produced, 
or ‘triggered’, an extreme fear response at the time, 
hence the use of the term specific environmental 
trigger to describe this type of factor contributing to 
the development of a phobia.

Often, an initial fear response to a specific 
environmental trigger becomes a conditioned fear 
response through classical conditioning processes and 
is produced whenever the stimulus (or a generalised 
version) is subsequently encountered. For example, 
17-year-old Vanh has had an extreme fear of dogs ever 
since he was bitten by a neighbour’s poodle when he 
was five years old. Vanh will not even go shopping at 
the local milk-bar because it is next to a pet shop, which 
often displays pups for sale in the front window. In 
effect, Vanh developed a conditioned response (fear) 
to a conditioned stimulus (the poodle) that has been 
generalised to similar stimuli — any dog.

Research findings indicate that the more severe 
the trauma associated with an unpleasant or harmful 
initial fear experience, the more likely it is that a 
phobia will develop. In addition, if the experience 
is sufficiently traumatic, one encounter may be 
enough to produce and maintain the fear response. 
For example, a single experience of being bitten by 
a dog might be sufficient to produce and maintain a 
dog phobia even if the person is never bitten again, 
whereas barking might not lead to a dog phobia until 
after a number of subsequent exposures to a barking 
dog (Beck, 1976). 

People who develop a phobia after a single 
traumatic encounter with a phobic stimulus (i.e. a 
specific environmental trigger) are usually able to 
identify that particular traumatic event as causing 

their phobia. For example, an eight-year-old child 
developed a strong fear and fainting reaction triggered 
by hospitals, doctors and smells of anaesthesia after 
he had a very serious operation, and a 23-year-old 
woman with a phobia of high places developed her 
phobia when she fell from a high diving board and 
seriously injured herself (Sue, Sue & Sue, 2005). 

A single traumatic experience does not, however, 
explain the origin of all phobias through direct 
experience. It is possible that two individuals may 
have a traumatic experience with the same object or 
situation and one subsequently develops a specific 
phobia while the other does not. For example, an 
individual who has grown up with dogs may be less 
likely to develop a phobia of dogs after being bitten, 
compared to an individual who is bitten the first time 
they encounter a dog. Subsequent exposure to the 
object or situation after the negative or traumatic 
experience occurs can also influence development 
of a phobia. For example, an individual who resumes 
driving as soon as possible after a car accident will 
be less likely to develop a phobia of driving than 
someone who avoids driving for a time after the 
accident.

Figure 13.14 The specific environmental trigger 
for a phobia of flying may be a single experience of 
having been on a flight during severe turbulence or an 
electrical storm.
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Stigma around seeking treatment
All mental health disorders tend to attract some degree 
of stigma. However, the nature of a specific phobia 
and its symptoms mean that individuals with a phobia 
are particularly vulnerable to experiencing stigma, 
which in turn affects their willingness to tell family and 
friends, let alone to seek treatment from a professional. 
Furthermore, as discussed in chapter 12, failing to seek 
treatment only serves to perpetuate the phobia.

For example, consider 17-year old Jackson who has 
had a phobia of thunder for as long as he can remember. 
Jackson feels very anxious during a thunderstorm even 
though he knows that the threat is actually minimal. 
His reactions are worse when lightening accompanies 
thunder. As well as feeling scared and uneasy, his heart 
pounds as if it will burst out of his chest, he trembles, 
often breaks out into a sweat and sometimes has what 
he believes is a panic attack, especially if he is caught 
in the open where he can’t easily escape, hide or find 
shelter, or if the thunder is persistent or so loud that he 
can’t smother its sound by covering his ears. As a child, 
he often cried, hid under his bed or in a cupboard, and 
sometimes wet himself whenever there was persistent 
thunder. 

Jackson typically avoids going outside without 
checking the weather first. He does this visually 
and through the three different weather apps he has 
downloaded to his mobile phone. If it looks like being 
a ‘bad (weather) day’ and he must go out, he will 
constantly monitor the weather forecast via his phone.

Despite his long-standing phobia, Jackson has not 
sought any treatment. When he told some friends 
about his fear of thunder, they ridiculed and made 
fun of him and his fear. Once, he couldn’t hide 
his fear or anxiety when the sky suddenly 
blackened during a sport day and he felt 
embarrassed and ashamed. That experience 
keeps haunting him. He feels like no-one 
believes his fear is real, even his family, who 
think he is ‘overreacting’, ‘exaggerating’ and 
should just ‘grow up’ or ‘snap out of it’. Jackson 
is not sure he’ll ever work up the courage to 
talk to anyone about it again as he doesn’t think 
he can trust anyone to take him seriously and 
not think he’s just ‘being childish’. 

All specific phobias are based on fears, 
that are, by definition, ‘irrational’. This is one 
reason why it can be difficult to understand or 
empathise with people who have them. This is 
more likely for people with a phobia involving 
objects or situations that are known to be 
harmless, such as buttons, feathers, flowers, 
balloons and walking in the rain or in a park on 
a sunny day. Despite their terrifying fear of such 
objects or situations, telling someone may result 
in ridicule, belittling comments, not being taken 
seriously and sometimes discrimination through 
differential treatment.

Furthermore, because the fear associated with 
specific phobias is typically limited to the phobic 
stimuli and many people with a phobia seem to 
function ‘normally’ outside of the phobic situation (as 
long as their phobia stimuli are avoided), it is common 
to believe that specific phobias are ‘less severe’ than 
other anxiety disorders and may not even be a real 
‘disorder’ at all. These beliefs may be held by people 
with and without a phobia. In addition, some people 
have personal or cultural beliefs that inhibit them. For 
example, they may feel strong enough to cope on their 
own or they may feel that the treatment process in 
itself may be humiliating. 

In one study of stigma associated with phobias, 
a significant number of participants reported that 
attitudes towards them were profoundly detrimental 
and the anticipation of such reactions made them 
wary of disclosing their phobia or seeking treatment. 
Of those who did reveal their phobia to others, most 
found that few actually understood what a phobia is, 
and what it means for the sufferer’s life. Participants 
in this study also reported that due to the extent of 
the negative reactions they routinely face, many 
disguise the reality of their disorder and explain 
their avoidance of particular objects in other non-
phobic terms. For example, one participant with a 
phobia of jewellery felt unable to reveal this so she 
publicly claimed to suffer from an allergic reaction to 
jewellery, rather than expose herself to the ridicule 
and loss of respect she anticipated would accompany 
an admission of the source of her fear, particularly in 
her workplace (Davison, 2005). 

Figure 13.15 People with a specific phobia involving an 
object or situation that is apparently harmless to others are 
particularly vulnerable to stigma.
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learning acTiviTy 13.7

review questions
1 (a) What is meant by the term ‘specific environmental 

trigger’ in relation to the development of a 
specific phobia? 

 (b) Give an example of a specific phobia that may 
have developed due to a specific environmental 
trigger other than examples given in the text. 

 (c) What is the relationship between the severity 
of the traumatic event and the likelihood of 
developing a specific phobia? 

 (d) It is possible that two individuals may have a 
traumatic experience involving the same object 
or situation and one subsequently develops a 
specific phobia while the other does not. What are 
two factors that may account for this? 

 (e)    (i)  If a single experience is sufficient to induce 
development of specific phobia, does this 
mean phobias may be acquired through a 
type of learning that could be called ‘one trial 
learning’? Explain your answer.

  (ii) Explain whether ‘one trial learning’ could be 
considered a form of classical conditioning.

2 (a) Why might people with specific phobias be 
particularly vulnerable to stigmatisation?

 (b) What are three possible reasons that may lead 
individuals with specific phobia not to seek 
treatment?

 (c) Explain how stigma around seeking treatment can 
contribute to:

     (i) development of specific phobia
  (ii) perpetuation of specific phobia.
3 Complete the following table to summarise social 

factors contributing to the development of specific 
phobia. After you have done so, you may combine 
information in the table with that completed for 
biological and psychological factors to create a 
single table.

Social factor What is it?
How it may 
contribute

specific 
environmental trigger

cognitive models
•	 memory bias
•	 catastrophic thinking

learning acTiviTy 13.8

visual presentation on specific phobia 
contributory factors
Construct a concept map or another diagram to 
show the interaction of biopsychosocial factors in the 
development and maintenance of a specific phobia. 

Video on media stigmatisation 3m 45s

EvidEnCE-bASEd 
intERvEntionS in tHE 
tREAtMEnt of SPECifiC 
PHobiA
Evidence-based interventions are treatments that have 
been found to be effective on the basis of valid and 
reliable research studies. Consequently, treatments 
developed and/or tested in this way are likely to be 
effective for different people with various types of 
phobias if used appropriately.

According to the Australian Psychological Society 
(2010, p. 2), ‘evidence-based practice has become a 
central issue in the delivery of health care in Australia 
and internationally. Best practice is based on a thorough 
evaluation of evidence from published research studies 
that identifies interventions to maximise the chance of 
benefit, minimise the risk of harm and deliver treatment 
at an acceptable cost’. 

This approach ensures that treatments vary 
according to the particular disorder and the individual’s 
(‘client’s’) specific symptoms. For example, just as 
treatment for tonsillitis differs from that for a heart 
disorder, treatments for a specific phobia will differ 
from those for an eating disorder. In addition, this 
approach ensures that interventions that do not have 
scientific evidence of effectiveness are recognised 
and avoided. For example, it is important to recognise 
the difference between evidence-based interventions 
and ‘fringe’ or pseudoscientific interventions because 
the latter can prevent people from getting effective 
treatment and in some cases may be dangerous.

In this section, we examine evidence-based 
interventions for specific phobia from a biopsychosocial 
perspective. These include biological interventions 
involving the use of benzodiazepines, breathing 
retraining and exercise, psychological interventions 
involving the use of cognitive behavioural therapy and 
systematic desensitisation, and a social intervention 
involving psychoeducation for families and others who 
may be close to or provide social support for someone 
with specific phobia. 

biological interventions
Biological interventions target bodily (‘biological’) 
mechanisms believed to be contributing to a phobia 
or its symptoms. These can involve the use of 
medications that target GABA dysfunction and can 
minimise the onset or severity of symptoms, or 
activities such as breathing and exercise that are 
under the control of the individual and which can 
also help in the management of symptoms. 

Use of benzodiazepine agents
benzodiazepines are a group of drugs (‘agents’) 
that work on the central nervous system, acting 
selectively on GABA receptors in the brain to increase 
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GABA’s inhibitory effects and make post-synaptic 
neurons resistant to excitation. While psychological 
interventions are usually the first option for the 
treatment of specific phobia, the effectiveness of 
benzodiazepines in the treatment of anxiety provides 
evidence for the role of GABA in phobic anxiety. 

Benzodiazepines have both antianxiety and sleep-
inducing properties. They are commonly referred 
to as sedatives, mild tranquillisers or depressants, 
because they slow down CNS activity. Generally, they 
relieve symptoms of anxiety by reducing physiological 
arousal and promoting relaxation. However, they also 
induce drowsiness, can be highly addictive and their 
long-term use is not recommended. 

As shown in table 13.4, there are many different 
types of benzodiazepines, each of which is sold 
under a different brand name. The most common 
benzodiazepines prescribed in Australia are 
temazepam, nitrazepam, diazepam, oxazepam and 
alprazolam. These have brand names such as Valium, 
Serepax and Xanax (Beyond Blue, 2016a).

Figure 13.16 Benzodiazepines are effective in reducing 
anxiety symptoms by reducing physiological arousal 
and having an overall calming effect. They are useful for 
treating the symptoms but do not ‘cure’ specific phobia 
or any other anxiety disorder. When use is discontinued, 
symptoms can return if other significant contributory 
factors have not been addressed. 

Generally, drugs and other medications work 
either by stimulating a neurotransmitter’s activity 
(called agonists) or by inhibiting a neurotransmitter’s 
activity (called antagonists). Benzodiazepines are 
GABA agonists. This means they stimulate activity 
at the site of a postsynaptic neuron where GABA is 
received from a presynaptic (‘sending’) neuron. In 
this way, benzodiazepines have inhibitory effects 
on postsynaptic neurons throughout the brain and 
reduce the symptoms of anxiety by imitating GABA’s 
inhibitory effects. When a benzodiazepine attaches to 
a GABA receptor, it changes the shape of the receptor 
to make it more receptive to the activity of GABA and 
consequently more resistant to excitation. Reducing 
the excitability of neurons reduces the communication 
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Figure 13.17 A behavioural continuum of sedation. 
Note the relationship between dosage and behavioural 
effects. A low dose of a sedative or anti-anxiety drug 
reduces anxiety, but very high doses are dangerous 
and can result in death.

between neurons and, therefore, has a calming effect 
on many of the functions of the brain. If there is 
no GABA at a receptor on a postsynaptic neuron, a 
benzodiazepine has very little effect on the neuron. If 
GABA is present, then the benzodiazepine will amplify 
the impact of GABA (Diamond, 2009).

Studies of antagonists have found them to have the 
opposite effect on phobic anxiety. Antagonists reduce 
GABA activity and can therefore produce or increase 
the severity of anxiety symptoms. For example, 
studies with apes and other primates have found that 
physiological symptoms of anxiety can be induced 
when a benzodiazepine antagonist is administered. 
This provides further evidence of the role of GABA in 
anxiety (Sadock, Kaplan & Sadock, 2007).

Different benzodiazepines are processed by the 
digestive system and eliminated from the body at 
different rates. Therefore, a benzodiazepine may 
be described as short-acting, intermediate-acting or 
long-acting. Short-acting means that benzodiazepine 
remains in the bloodstream and is cleared from the 
body in a short period of time. By contrast, a long-acting 
benzodiazepine may accumulate in the bloodstream 
or take a much longer period of time to leave the body. 
For example, the effects of one of the more common 
short-acting benzodiazepines, temazepam, reach a peak 
after two or three hours; the drug ceases to be effective 
after about six to eight hours. The effects of diazepam 
(Valium), on the other hand, peak after 30 to 90 minutes, 
while the drug remains in the blood for up to three days.

Some people use a benzodiazepine intermittently to 
help cope with an occasional, unavoidable encounter 
with a phobic stimulus. For example, an individual with 
a fear of flying who must travel for a business meeting, 
may be prescribed a short-acting benzodiazepine with 
a rapid onset of action to take an hour or so before 
they board to help tolerate a flight. Or, a person with 
a dental phobia may take a short-acting, rapid onset 
benzodiazepine before an appointment to enable them 

UNCORRECTED P
AGE P

ROOFS



21CHAPtER 13 Specific phobias

c13SpecificPhobias 21 22 August 2016 2:29 PM

to endure the necessary dental procedure (Gazzaniga & 
Heatherton, 2006).

Although benzodiazepines tend to be highly effective 
in reducing anxiety with few side-effects in the short 
term, there are potential negative consequences 
associated with their long-term use as they can reduce 
alertness, abilities dependent on alertness (e.g. 
concentration, reaction time) and can be addictive. 
Benzodiazepines can also lower inhibitions and make 
some people more impulsive and likely to take risks, 
particularly if these medications are mixed with alcohol 
or other drugs. The medications can be used safely 
with little risk, even over long periods of time, but some 
people become dependent on their use.

Importantly, benzodiazepines treat the symptoms and 
not the cause of anxiety. Once medication is stopped, 
symptoms may return if the underlying cause of the 
anxiety — the specific phobia — has not been addressed. 
In addition, use of benzodiazepine alone may alleviate 
symptoms but does not actually teach any non-drug 
dependent coping skills for dealing with anxiety, so they 
are not widely supported as a long-term solution for 
specific phobia (Beyond Blue, 2016a).

Table 13.4 Some of the different generic and brand 
names of benzodiazepines prescribed and sold in Australia

Generic 
name brand name

type of 
benzodiazepine

diazepam Ducene®, Valium® Long-acting

oxazepam Alepam®, Murelax®,  
Serepax®

Short-acting 

nitrazepam Alodorm®, Mogadon® Intermediate-acting

temazepam Euhypnos®, Normison® Short-acting

alprazolam Xanax®, Kalma®, Alprax® Short-acting

Source: Australian Drug Foundation (2016). Benzodiazepine facts (Drug 
information). Retrieved from http://www.druginfo.adf.org.au/drug-facts/
benzodiazepines

learning acTiviTy 13.9

review questions
1 (a) Explain the meaning of ‘evidence-based 

intervention’.
 (b) Give two reasons to explain why an ‘evidence-

based intervention’ is the preferred choice for a 
mental health disorder.

2 What are benzodiazepines?
3 Why are they classified as agonists rather than 

antagonists?
4 Explain how benzodiazepines work in 

alleviating anxiety.
5 Explain the meaning of short-acting and long-acting 

in relation to benzodiazepines.
6 Give two advantages and two limitations of using 

benzodiazepines to treat phobic anxiety. 
7 In what way do studies with drugs that are GABA 

antagonists provide evidence of the role of GABA in 
phobic anxiety?

breathing retraining
People experiencing a phobic reaction can over-
breathe as the respiration rate normally increases in 
the presence of a perceived threat. They may breathe 
faster and deeper than necessary (hyperventilation) or 
get into a pattern of uncontrolled rapid and shallow 
breathing (tachypnea). A significant problem is that an 
abnormal breathing pattern can become habitual and 
actually increase fear or anxiety. People with specific 
phobias are believed to develop abnormal breathing 
patterns (Beyond Blue, 2016b).

Over-breathing is excessive breathing. A 
consequence of excessive breathing is that we take in 
more air than the body actually needs. This can upset 
the balance of oxygen and carbon dioxide, resulting in 
a low level of carbon dioxide in the blood. Too little 
carbon dioxide can cause reactions such as dizziness, 
light-headedness, blurred vision and pins and needles, 
all of which are associated with a panic attack and can 
heighten feelings of fear and anxiety. Over-breathing 
may also cause breathlessness — a sensation of 
shortness of breath or difficulty breathing. This is a 
common reaction but it can be both distressing and 
frightening. 

An overall effect of over-breathing is that a 
counterproductive cycle may be created as a person 
can become more fearful or anxious because they 
feel breathless, which leads to more difficulty 
breathing and other fear, anxiety or panic symptoms. 
Sometimes, their abnormal breathing pattern may be 
a tipping point or actually trigger the onset of a panic 
attack — an extreme anxiety response to a phobic 
stimulus.

Figure 13.18 Fear or anxiety can cause excessive 
breathing (e.g. hyperventilation) and make the person 
feel short of breath. This abnormal breathing pattern 
may increase anxiety and can become habitual.
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breathing retraining, also called, breathing training, 
is an anxiety-management technique that involves 
teaching correct breathing habits to people with 
specific phobias. Breathing retraining helps people 
to maintain correct breathing or correct abnormal 
breathing patterns when anticipating or exposed to a 
phobic stimulus, so it may also help to reduce anxiety 
or alleviate some of its symptoms. Breathing retraining 
gives people control over their breathing and may 
therefore also help them feel as if they have more 
control of their fear or anxiety (Beyond Blue, 2016b).

An appropriate breathing pattern generally involves 
slow, regular breaths in through the nose and out the 
mouth at a controlled rate as opposed to fast and/or 
irregular, shallow ‘chest breathing’ or the rapid, deep 
breathing of hyperventilation. The goal is to slow the 
respiration rate, promote a ‘normal’, regular breathing 
pattern, prevent over-breathing and maintain the correct 
balance of oxygen and carbon dioxide in the blood. 

Our respiration rate also has an impact on our 
heart rate, blood pressure and other bodily functions. 
Slow, regular breathing promotes relaxation. It slows 
bodily processes, lowers arousal, and in turn reduces 
anxiety and stress. Slowing the respiration rate is 
also an effective method of inhibiting a fight or flight 
reaction and returning to a normal state after it has 
been activated. Generally, a slow respiration rate and 
fight-flight are mutually exclusive, which means they 
can’t occur at the same time. 

Breathing retraining may also involve teaching the 
individual how to quickly restore the level of carbon 
dioxide in their blood if they start over-breathing. This will 
essentially involve learning a technique that increases 
carbon dioxide by taking in less oxygen. For example, this 
can be accomplished by breathing through pursed lips (as 
if blowing out a candle), or by covering the mouth and one 
nostril, and breathing through the other nostril. 

Breathing retraining can be used by itself or in 
combination with other treatments. Some studies have 
found that it can reduce the risk of over-breathing, 
increase the threshold for the onset of a panic attack 
and generally promote relaxation. It may also help 
individuals manage the physiological arousal and 
tension they experience when exposed to a phobic 
stimulus and to correct breathing habits that make 
their symptoms worse. An advantage is that a person 
can use their correct breathing technique in public 
situations without drawing much attention. 

However, breathing retraining also needs to be 
practiced, especially when not particularly anxious, 
in order to make it habitual. This will make it more 
likely that an individual will be able to implement the 
technique even when highly anxious and perhaps not 
thinking clearly. Generally, breathing retraining is 
potentially beneficial, but other interventions have 
been found to be more effective (e.g. CBT) and there is 
no evidence indicating that it ‘cures’ specific phobias 
(Beyond Blue, 2016b; Leahy, Holland & McGinn, 2012). 

Exercise 
Exercise is physical activity undertaken to improve 
or maintain one’s physical condition. As described in 
chapter 3, the two main types of exercise are aerobic 
(e.g. jogging to exercise the heart and lungs) and 
anaerobic (e.g. weight training to strengthen muscles 
or improve flexibility).

Exercise has been studied as a possible treatment 
option for the stress and anxiety symptoms 
commonly experienced by people with a specific 
phobia, both as an extra treatment to complement 
other interventions, and, to a lesser extent, as a 
stand-alone treatment. In addition to general health 
benefits, exercise has been found by some studies to 
provide relief from or alleviate some of the symptoms 
associated with fear and anxiety (Anderson & 
Shivakumar, 2013; Bartley, Hay & Bloch, 2013). 

Generally, exercise may be helpful as a therapy in 
one or more of the following ways:
•	 promoting relaxation and thereby providing relief 

from anxiety
•	 providing distraction or ‘time out’ from phobic 

stimuli, fear and anxiety 
•	 coping with the stress and associated physical 

reactions e.g. stress places demands on the body 
for energy and in the process uses up stress hormones 

•	 increasing tolerance to some of the fear and anxiety 
symptoms e.g. exercise can cause physical reactions 
like those for fight-flight or a panic attack (e.g. rapid 
heartbeat, sweating, shortness of breath), enabling 
symptoms to be experienced in a controlled, non-
threatening way, and possibly improving coping 
ability through repeated exposure if exercise is regular 
(Anderson & Shivakumar, 2013; Beyond Blue, 2016b)

•	 altering brain chemistry e.g. promotes release of 
mood enhancing (‘feel good’) endorphins, thereby 
promoting a sense of well-being and indirectly 
providing relief from anxiety. Some animal studies 
have found that exercise may activate GABA-releasing 
neurons more quickly (Schoenfeld, et al, 2013). 

Figure 13.19 Research findings show that specific 
phobias are significantly less common among those 
who engage in regular exercise compared with those 
who do not (Goodwin, 2003).
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review questions
1 (a) What is breathing retraining? 
 (b) What does it aim to achieve?
 (c) Give an example of an abnormal breathing pattern 

that may be developed by people with specific 
phobias and explain why this pattern needs 
retraining input.

 (d) Give an example of a breathing pattern that may 
inhibit or alleviate fear or anxiety symptoms.

2 (a) Give two examples of how exercise may 
complement other treatment interventions, 
enhancing the overall effectiveness of a treatment 
plan. One example should be a biological benefit 
and another a psychological benefit.

 (b) Suggest a potential social benefit of exercise. 
 (c) Some studies have found that exercise can 

induce hyperventilation and consequently a panic 
attack. Explain how this could occur.

Psychological interventions
For some people, a specific phobia can cause major 
disruption to their everyday lives because they have 
to go to great lengths to avoid the object or situation 
that triggers their fear or anxiety. For example, a 
tradesperson may avoid taking jobs in high places 
due to fear of heights, an executive may have to turn 
down a promotion involving overseas travel because 
of fear of flying, and someone who works on the 30th 
floor of a city office building may have to walk up and 
down the stairs each day due to an intense fear of 
being in enclosed and small places. 

Similarly, people whose phobias are focused 
on everyday objects or situations will continually 
encounter them, so phobic anxiety and avoidance 
may become central to their lives. However, if the 
phobic stimulus is rarely encountered, it will not 
continually interfere with the person’s functioning or 
cause distress, so in these instances, the person is not 
likely to seek professional help. For example, a person 
might have a fear of being buried alive (taphephobia), 
but this situation is very unlikely to be encountered 
and is therefore not likely to cause significant 
disruption to a person’s life. 

People typically seek treatment from a professional 
only if a phobic stimulus is frequently encountered 
and is therefore constantly intruding on everyday 
life. Two of the most commonly used psychological 
interventions are cognitive behavioural therapy and 
an exposure therapy called systematic desensitisation. 

Cognitive behavioural therapy 
Most people with a specific phobia have cognitive 
biases and excessive behavioural reactions to fear or 
anxiety producing stimuli. Therefore, a commonly 
used intervention involves the use of cognitive 

behavioural therapy (CBT) to change thoughts 
and behaviours that perpetuate the phobia and to 
improve coping skills. CBT for specific phobia has 
been assessed in a large number of studies and has 
been found to be effective in both the short term 
(immediately after treatment) and the long term 
(many years after treatment) (Beyond Blue, 2106b; 
Wolizky-Taylor, et al., 2008). 

In addressing the thought patterns underlying a 
specific phobia, CBT aims to assist the individual to 
develop a new understanding that their feared stimuli 
are not (or are unlikely to be) dangerous, so their 
avoidance and safety behaviours are unnecessary and 
unhelpful in the long term. 

Avoidance and safety behaviours are used by 
people with phobias to help minimise or control their 
fear or anxiety. Avoidance behaviour involves actions 
that help avert any contact, exposure or engagement 
with a feared object or situation. Simply staying away 
from a phobic stimulus is an example of avoidance 
behaviour. Alternatively, an individual may engage in 
safety behaviour whereby they may not directly avoid 
a phobic stimulus but are willing to have contact with 
it if certain precautions are in place. For example, 
someone who is fearful of insects may wear a hat, 
heavy gloves, long trousers and boots when gardening 
and someone who is fearful of exposure to germs may 
visit a friend who has a non-infectious disease only 
if they are taking a preventative course of antibiotics 
and can minimise touching objects within their 
friend’s house (Anderson, Saulsman, & Nathan, 2011).

Avoiding objects and situations, or using safety 
behaviours to cope with them, may prevent a feared 
outcome and reduce anxiety, but the individual 
tends to become reliant on them and they perpetuate 
the phobia. Consequently, they are considered 
maladaptive and are targeted for treatment.

During CBT, the individual will be encouraged to 
identify their fear- and anxiety-related thoughts as 
these are likely to reflect cognitive biases that strongly 
affect whether they experience fear or anxiety and 
how they behave when exposed to a phobic stimulus. 
For example, if a person truly believes that all birds 
might attack them, it should not be surprising that 
they will be frightened and anxious around birds. 
However, once the individual can recognise unhelpful 
ways of thinking that are contributing to their fear 
and anxiety, they will be better able to make changes 
to replace these with new ways of thinking that 
reduce fear and anxiety.

Professionals may use a range of techniques in CBT 
to help someone identify their cognitive distortions 
and other unhelpful thinking patterns. For example, 
some may guide the individual to self-discovery 
of flawed thoughts underlying their maladaptive 
feelings and behaviour. Others, in contrast, may take 
a more direct and blunt approach and explain to the 
individual why their thinking is flawed. 
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The individual is then encouraged to look for 
evidence that supports their fear cognitions and 
evidence that does not support them. One way of 
helping a person achieve this is to encourage them to 
think about their thoughts as hypotheses (rather than 
facts) that must be subjected to testing and objective 
evaluation. The assumption is that once these 
thoughts are recognised as hypotheses and  
not  facts, they are open to questioning and 
challenging.

Sometimes, a person’s cognitive distortions result 
from a lack of information or from inaccurate 
information. One way of changing such thinking 
is to encourage the individual to gather accurate 
information about their phobic stimulus; for example, 
from experts, books or other reliable sources. 
Information may also be provided to the individual. 
For example, a person who has panic attacks and 
believes their symptoms are signs of an impending 
heart attack may be informed about the physiology 
of anxiety and fear and how the symptoms relate to 
cardiac functioning. A person may also be advised to 
take a course that has an ‘education component’ and 
provides accurate information about relevant phobic 
stimuli. For example, fear of flying is often related 
to misperceptions about the vibrations, movements 
and sounds heard during the flight. Most of these 
stimuli reflect the normal operation of a flying plane 
and aspects of flight that do not actually indicate an 
impending crash. Several airlines, including Qantas 
and Virgin, offer courses for people who are afraid 
of flying that provide extensive information about 
various aspects of aeroplanes and flight to promote 
realistic thinking with the goal of alleviating fear or 
anxiety through education. 

Once the individual has identified their cognitive 
distortions and evaluated the ‘evidence’, they are 
better able to counter them with alternative, more 
objective and useful thoughts. This can help them 
face their fears and approach fearful situations more 
rationally. For example, if a person thinks that birds 
are likely to fly away as they approach them (instead 
of thinking that they are likely to attack them), they 
are less likely to be afraid or feel compelled to avoid 
them. Engaging in more balanced and objective 
thinking about a phobic stimulus will then lead to 
changes in feelings and behaviour, particularly a 
reduction in fear, anxiety and avoidance. 

Behaviour therapy is also a major component 
of CBT. This could include teaching a relaxation 
technique, breathing retraining, promoting exercise 
and/or encouraging activities that are rewarding, 
pleasant or give a sense of satisfaction. All of these 
can help distract from or reduce fear and anxiety. The 
individual is also likely to be taught a technique to 
help them actually cope with fearful situations. This 
can be achieved through a behaviour therapy called 
systematic desensitisation.

Figure 13.20 CBT will target thoughts and behaviours 
that perpetuate the phobia.

Systematic desensitisation
Behaviour therapy for specific phobias relies mainly 
on treatment involving gradual and repeated exposure 
to phobic stimuli. There are a number of different 
approaches to this type of behaviour therapy, but they 
all typically involve exposing the individual to the 
specific objects or situations that make them fearful 
and anxious in a safe and controlled way. The goal 
is to help the individual cope with fearful objects or 
situations rather than avoid or escape them. 

Systematic desensitisation is a commonly used and 
effective ‘gradual exposure’ technique that has helped 
people manage their fear of dogs, spiders, snakes, 
heights, dentists, mice, balloons, feathers, violins, 
tunnels, needles or eating in public, sometimes in a 
single session (Kassin, 1995). It was first developed 
in the 1950s by South African psychiatrist Joseph 
Wolpe (1958) to successfully ‘treat’ an adult female 
client with agoraphobia (fear of open spaces), but the 
technique has since been modified. 

Systematic desensitisation is a kind of behaviour 
therapy that aims to replace an anxiety response with a 
relaxation response when an individual with a specific 
phobia encounters a fear stimulus. The technique 
applies classical conditioning principles in a process 
that involves unlearning the connection between anxiety 
and a specific object or situation and reassociating 
feelings of relaxation (and safety) with that particular 
object or situation. Generally, the three-step process 
requires the individual to learn to relax while gradually 
facing increasingly anxiety-producing phobic stimuli. 
Over time, the individual associates being relaxed 
with their phobic stimuli instead of anxiety. Because 
it is physiologically impossible to be anxious and 
relaxed at the same time, the individual gradually, or 
‘systematically’, becomes desensitised to anxiety caused 
by the phobic stimulus (Antony & Swinson, 2000).

The first step in systematic desensitisation involves 
teaching the individual a relaxation technique that 
they can use to decrease the physiological symptoms 
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of anxiety when confronted by a phobic stimulus. 
This may include breathing retraining such as a slow 
breathing technique, progressive muscle relaxation 
and/or visual imagery. As its name suggests, a slow 
breathing technique involves learning to slow down 
the respiration rate, either when over-breathing (e.g. 
hyperventilating) or, preferably, before its onset. An 
example of the technique is summarised below. 
•	 Hold your breath for six seconds. 
•	 Breathe in and out on a 6-second cycle, saying the 

word ‘relax’ as you breathe out.
•	 After 1 minute, hold your breath again, then 

continue to breathe on a 6-second cycle. 
•	 Repeat the sequence until anxiety has diminished. 

The second step in systematic desensitisation 
involves breaking down the anxiety-arousing object or 
situation into a sequence arranged from least to most 
anxiety-producing. This is called a fear hierarchy. A 
fear hierarchy, also called an anxiety hierarchy, is a list 
of feared objects or situations, ranked from least to 
most anxiety-producing. Working with the therapist, 
the individual identifies different phobic stimuli and 
constructs a ‘stepladder’ of anxiety-producing objects 
and/or situations, with the steps gradually increasing 
in difficulty (see figure 13.21). 

Ideally, fear hierarchies should consist of 10 to 15 
specific situations, each of which is rated and then 
ranked (‘ordered’), often on a 100-point scale. For 
example, the least anxiety-producing situation may be 
rated at 30 on a 100-point scale and the most anxiety-
producing situation may be rated at 100. Each situation 
should be quite detailed, including relevant variables 
such as time of day, duration of exposure and presence 
of other people. 

The third step involves the systematic, graduated 
pairing of items in the hierarchy with relaxation by 
working upwards through items in the hierarchy, one 
‘step’ at a time. This can be achieved either in vivo 
(in real life) or using visual imagery (‘imagination’) 
and, more recently, using virtual reality technology 
during which the individual is exposed to computer-
generated scenarios involving the phobic stimulus.

At every step, the individual is encouraged to relax 
and no advancement is made to the next step until 
relaxation is achieved. Systematic desensitisation 
sessions continue until the individual can respond 
to the most anxiety-producing situation in the fear 
hierarchy in a relaxed state. For example, an anxiety-
producing situation such as travelling in an elevator 
could be broken down into a sequence of steps starting 
with looking at elevators (watching them come and go); 
standing in a stationary elevator with a support person; 
standing in a stationary elevator alone; travelling up or 
down one floor with a support person then gradually 
extending the number of floors travelled, first with a 
support person and then alone with the support person 
waiting outside the elevator; and finally travelling on 
an elevator alone without a support person nearby. The 

individual is then asked to visualise the least frightening 
of the steps while in a relaxed state. If the individual can 
successfully visualise the fear-producing stimulus and 
remain relaxed, the next step is tackled.

Most feared and
anxiety-producing

Least feared and
anxiety-producing

Hold snake in your hands 100

Pick snake up 90

Touch snake with your finger 85

Touch snake with a ruler 80

Lift the tank lid up 75

Touch the top of the tank 70

Touch the side of the tank 65

Stand right next to tank and look
at snake eye to eye 60

Walk towards a snake in a tank
(closest distance from snake 5 metres) 55

Watch images of live snakes on TV or
the internet 45

Look at pictures of snakes in books 30

Figure 13.21 Sample fear hierarchy for a snake 
phobia (ophidiophobia)

Figure 13.22 Virtual reality exposure therapy can 
use computer technology to re-create the sights and 
sounds of phobic stimuli in a ‘virtual’ environment. 
Clients enter this simulated environment by putting on 
a head-mount display (like those used in virtual reality 
games). The therapist uses a computer keyboard to 
control everything the client sees and hears.
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box 13.3

using counter-conditioning to extinguish a 
specific phobia 
Joseph Wolpe is well known for developing systematic 
desensitisation. However, Wolpe was not the first 
therapist to use this type of technique. American 
psychologist Mary Cover Jones had already used a 
similar technique in treating specific phobias in young 
children. Jones’s best known work was a case she 
reported in 1924. This involved the successful treatment 
of a specific phobia of rabbits and other furry objects in 
a boy called Peter, which she conducted in consultation 
with John B. Watson. 

Peter was a three-year-old boy who was especially 
afraid of a tame rabbit, so Jones focused on eliminating 
the rabbit phobia. Jones (1924a) described Peter as 
‘almost to be Albert grown a bit older’. The method 
used by Jones (1924b) to eliminate Peter’s fear is called 
counter-conditioning. Counter-conditioning involves 
learning a new conditioned response that is incompatible 
with a previously learned response. In treating Peter, this 
specifically involved pairing the rabbit that produced a 
fear response in Peter with another stimulus (milk and 

biscuits) that produced a different response (positive 
feelings), and one that was incompatible with the 
conditioned response (fear). 

At first, Peter was placed in a room with the rabbit 
in a cage some distance from him, and was given the 
milk and biscuits. This helped to ensure that his fear 
would remain at a low level. Otherwise, Peter might 
have learned to fear milk and biscuits. Gradually, over 
a period of about three months (which involved many 
pairings of the rabbit with the milk and biscuits), the 
rabbit was brought closer and closer to Peter. Eventually, 
he was able to sit with the rabbit in his lap without fear, 
playing with it with one hand while he ate and drank with 
the other. 

Along with counter-conditioning, Jones (1924a) used 
observational learning (modelling), techniques to help 
eliminate Peter’s fear of rabbits. As part of the treatment, 
Peter observed other children petting or holding the tame 
rabbit. Eventually, Peter imitated the actions of the non-
fearful children. For her pioneering efforts in the treatment 
of children’s fears, Jones is widely regarded as the first 
behaviour therapist (Hockenbury & Hockenbury, 2006).

Before extinction

CS (rabbit)
leads to

CR (fear)

During extinction

CS (rabbit)

does not lead to
UCR (fear)

is not associated with

UCS
(fear-producing
experience)

After extinction

does not lead to
UCR (fear)CS (rabbit)

Figure 13.23 Extinction of Peter’s specific phobia using counter-conditioning
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box 13.4

comparing computer-aided vicarious 
exposure and systematic desensitisation 
in the treatment of spider phobia.
Australian psychologists Lisa Gilroy and her colleagues 
(2000) conducted a research study to compare the 
effectiveness of two treatment methods for spider 
phobia (arachnophobia). The treatment methods involved 
computer-aided vicarious exposure to spiders and 
systematic desensitisation.

There were 45 female participants, with a mean 
age of 33.11 years, all diagnosed as having a specific 
phobia of spiders. Each participant was randomly 
assigned to one of three treatment conditions: 
group 1  — computer-aided vicarious (‘indirect’) 
exposure; group 2 — therapist delivered systematic 
desensitisation; and group 3 — progressive muscle 
relaxation placebo. 

Group 1 participants (computer-aided vicarious 
exposure) used a ‘point-and-click’ method with the 
computer mouse to guide a ‘person’ (screen figure) 
through a house. The participant could direct the ‘person’ 
into various scenarios depicting a spider picture, a plastic 
spider, a dead spider and a live spider in different rooms. 
For example, in one scenario, the participant could 
direct the screen figure towards a dead spider on top of 
a refrigerator. An anxiety thermometer that was also on 
screen was used to indicate their level of anxiety in each 
situation.

2000

50Score

Target score

Panic
Very anxious

Worried

Comfortable

Back to Menu

Figure 13.24 In this sample screen from a phobia 
simulation program, the client has directed the 
figure towards a dead spider on top of the fridge. 
Source: Gilroy, L.J., et al. (2000). Controlled comparison of 
computer-aided vicarious exposure versus live exposure in the 
treatment of spider phobia. Behavior Therapy, 31, 733–744. 

In the first session, a researcher stayed with each 
participant until they were comfortable using the 
program. The therapist then left the participant to work 
through the program on their own (usually after about 
5 minutes).

Each group received three 45-minute sessions. Phobic 
symptom severity was measured pre-treatment, post-
treatment and three months after the treatment had 
been completed. This was done using several subjective 
and behavioural measures, including the Behavioural 
Assessment Test (BAT). The BAT involves 11 increasingly 
difficult tasks in approaching a live huntsman spider 
measuring 10 to 12 centimetres. The score ranges 
from 0 (no steps attempted) to 22 (completed all of the 
11 steps). 

Gilroy and her colleagues hypothesised that both the 
computer treatment condition (group 1) and live exposure 
condition (group 2) would lead to significant decreases in 
spider phobia, but that the relaxation condition (group 3)  
would remain at around the pre-treatment level. It was 
also hypothesised that any observed improvement in 
phobic symptoms would be maintained until the  
three-month follow-up session. 

At the conclusion of the experiment it was found 
that participants in both groups 1 and 2 showed a 
substantial reduction in their phobic symptoms and 
behavioural avoidance of spiders (but with no significant 
difference between groups 1 and 2) for up to three 
months after the conclusion of the three treatment 
sessions. These results were recorded for all dependent 
variables at both the post-treatment and three-month 
follow-up, except for BAT scores. On this dependent 
variable measure, group 2 participants performed 
significantly better than group 1 participants post-
treatment. Group 2 had a BAT mean of step 7 (‘Put the 
container on the table and open it without removing 
the lid completely’), whereas group 1 had a BAT mean 
of step 5 (‘Lift the container and hold it using both 
hands’). However, this difference on BAT scores was not 
observed during the three-month follow-up. 

Group 3 participants (relaxation condition) also showed 
significant improvements from pre-treatment to follow-up 
on a number of the dependent variable measures. But 
these improvements were much less than in the two 
active treatment groups. 

Both the computer-aided and live systematic 
desensitisation treatments were therefore significantly 
more effective in treating spider phobia than the 
relaxation placebo treatment. 

Nearly three years later, in 2003, the researchers 
conducted a follow-up study: 42 of the 45 participants 
were assessed again using the same measures. This 
time, the researchers were unaware of which treatment 
group the participants had been in. The results showed 
that the improvements from pre-treatment to 33-month 
follow-up had been maintained. There was, however, 
a clear trend for the live systematic desensitisation 
to be superior to the computer-aided treatment and 
progressive muscle relaxation, and the computer-
aided treatment to be superior to the progressive 
muscle relaxation group across both subjective and 
behavioural measures.
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learning acTiviTy 13.11

review questions 
1 (a) From a CBT perspective, explain why avoidance 

and safety behaviours are not helpful to a person 
with a specific phobia. 

 (b) What are two possible goals of a CBT treatment 
plan for specific phobia? 

 (c) Give two examples of how a distorted phobic 
thought could be changed to a more appropriate 
one through CBT intervention.

2 (a) What is systematic desensitisation?
 (b) Explain what a fear hierarchy is and how it is used 

with reference to treating someone who has a 
phobia of dogs.

 (c) Construct a simple flowchart to summarise the three 
steps in systematic desensitisation.

 (d) In what way does systematic desensitisation apply 
classical conditioning principles? 

 (e) Helena has a fear of flying. Together with her 
therapist, she has constructed a fear hierarchy. 

Put the steps of her fear hierarchy in the most 
likely order that she would approach them using 
systematic desensitisation.

•	 The plane doors closing 
•	 Checking in 
•	 Boarding the plane 
•	 The plane taxiing to the runway 
•	 Thinking about travelling by plane 
•	 Taking off 
•	 Arriving at the airport 
•	 Travelling to the airport in a taxi 
•	 Being asked to fasten her seatbelt 
•	 Packing her luggage 
•	 Booking her plane ticket on the internet
•	 Going to the departure lounge 
•	 Watching the flight attendants demonstrate the 

safety drill

learning acTiviTy 13.12

evaluation of research by gilroy and 
colleagues (2000)
Read the research study conducted by Gilroy and her 
colleagues (2000) described in box 13.4 and answer the 
following questions.
1 What was the aim of the research? 
2 What are the research hypotheses?
3 (a) Who were the participants in the research? 
 (b) Why might the researchers have chosen this 

particular sample? 
4 Identify the operationalised independent and 

dependent variables.
5 Identify the experimental and control groups. 

6 Did the results of the research support the hypotheses? 
Explain your answer.

7 What is a possible explanation for why group 2 
did so much better on the BAT than group 1 did 
post-treatment?

8 The treatment given to group 3 was a placebo. 
 (a) What does this mean? 
 (b) What were the group 3 participants likely to have 

been told by the researchers about the treatment 
they were receiving?

 (c) What ethical issue is particularly relevant to 
this study? 

9 Why was the double-blind procedure used in the 2003 
follow-up study?

Social interventions
To complement one or more biological and 
psychological interventions, treatment for a specific 
phobia may also involve a social intervention such 
as psychoeducation for family, friends or others who 
are close to the person with a specific phobia and 
therefore part of their social support network.

Psychoeducation for families 
and supporters
Psychoeducation is not a type of therapy but rather, a 
specific form of education. Psychoeducation involves 
the provision and explanation of information about 
a mental disorder to individuals diagnosed with the 
disorder to increase knowledge and understanding 
of their disorder and its treatment. Individuals are 
helped to understand their disorder to enhance their 

therapy and assist them to live more productive 
and fulfilled lives (APA, 2010). In some cases, 
psychoeducation may be broadened to include family 
members and others outside the immediate family 
who can provide social support.

Psychoeducation is based on the assumption that 
increased understanding of symptoms, treatment 
options, services available and recovery patterns 
enables individuals with a mental disorder to cope 
more effectively (APS, 2010). 

Psychoeducation can be implemented in a number 
of different formats and settings, but it rarely involves 
classroom-type teaching. The format depends on such 
factors as the disorder, the individual’s symptoms, 
their age, access to social support and other aspects 
of their circumstances and needs. Psychoeducation 
programs can be provided in an individual or group 
format.
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Figure 13.25 Psychoeducation involves the provision 
and explanation of information about a mental disorder 
to increase knowledge and understanding of one’s 
disorder and its treatment.

A psychoeducation program for a specific phobia may 
include information about some or all of the following: 
•	 the nature of the disorder and its diagnosis e.g. 

development, perpetuation and recovery from 
biopsychosocial and 4P factor perspectives 

•	 role of phobic stimuli
•	 what having a specific phobia is like for the 

individual, both psychologically and physiologically 
e.g. avoidance and safety behaviours, anticipatory 
anxiety, panic attacks, fight-flight-freeze reactions

•	 impact on family, friends and others
•	 types of psychotherapies and treatment interventions 

that are available, what works, what doesn’t and costs 
– challenging unrealistic or anxious thoughts 
– how family, friends and others may encourage 

avoidance behaviours 
– medication e.g. what it does, how it works, 

benefits and side effects, potential consequences 
of misuse or abuse 

•	 role and importance of breathing retraining, 
exercise, relaxation techniques and a healthy 
lifestyle in general

•	 role and importance of support networks 
•	 dealing with stigma surrounding phobias.

There is considerable research evidence showing 
that the more educated a person is about their mental 
disorder and how it affects their own life and the 
lives of others, the more control that person has over 
their disorder and the more likely they are to actively 
participate in self-management of their disorder. 
Participation and self-management are further 
enhanced if the individual has access to appropriate 
support from families, friends and others (Cohen,  
et al., 2008; Hansson, Bodlund & Chotai, 2008). 

In this section we examine psychoeducation for 
families, friends and other supporters with reference 
to challenging unrealistic or anxious thoughts and not 
encouraging avoidance behaviours.

Challenging unrealistic or anxious thoughts
People with a specific phobia typically have anxious 
thoughts about their phobic stimulus. For example, a 
person with a needle phobia may think, ‘If I have a 
needle, it could hit a bone, lead to an infection and 
then I might die’, or, ‘I fainted once while getting 
an injection, so, I’ll never be able to get an injection 
again without passing out’. 

The anxious thoughts that trigger and fuel phobias 
are usually negative and unrealistic. Often, the 
individual tends to overestimate how bad it will be 
if exposed to the object or situation they fear. At the 
same time, they underestimate their ability to cope. 
Unrealistic thoughts are unhelpful thoughts. As well 
as being triggered by anxious thoughts, they can 
trigger anxious thoughts, which are also unhelpful as 
they also fuel and perpetuate the phobia. 

Learning to challenge unhelpful thoughts is an 
important step in overcoming a phobia, but this can 
be difficult when anxious or distressed. Families and 
other supporters can therefore play an important role 
to play in helping a person to cope with or overcome 
a phobia by encouraging them to recognise and 
challenge unrealistic or anxious thoughts. 

Consider, for example, the case of 13-year old 
Asha who has a moth phobia (mottephobia). Asha 
feels very afraid, nauseous and panicky at the sight 
of any moth, regardless of its size or the situation. 
She believes that all moths are evil and that if she 
encounters a live moth, it will fly directly at her and 
cause some kind of physical harm. It may even get 
caught up in her hair or clothing, which could cause 
her to stop breathing or have a heart attack. One day, 
Asha and her mother are sitting outside and Asha 
thinks she sees a moth in the distance. She quickly 
becomes distressed and panicky and says to her 
mother, ‘There’s a moth over there. It’s going to come 
and get me. -Oh no, my hair is out! The moth is going 
to get stuck in it.’ 

During her psychoeducation, Asha’s mother learnt 
that this was an opportunity to help guide Asha 
towards challenging her unrealistic and anxious 
thoughts about moth behaviour and the amount of 
harm a moth can actually cause her. Asha’s mother 
therefore stayed calm, acknowledged Asha’s worries 
but then gently challenged her distorted thinking. 
She reminded her that they are anxiety-influenced 
thoughts based on wrong assumptions and therefore 
without any real basis, and not necessarily facts. 
She encouraged Asha to consider the possibility 
that all moths would actually want to avoid her, and 
especially not to get tangled in her hair. Additionally, 
if by some remote chance a moth bumped into her or 
became entangled in her hair, clothing or something 
else, it would be impossible to be physically harmed 
because of its small size and fragility. 

Families and supporters can also help by 
encouraging the person with a phobia to test or 
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evaluate their unrealistic or anxious thoughts when 
not exposed to a phobic stimulus and by supporting 
them through this process. For example, Asha might 
be encouraged to write down some of the negative 
thoughts she has yet to verbalise. After she has 
identifi ed them in this way, she could be encouraged 
and assisted to evaluate them, with the goal of 
learning that they are merely thoughts, shaped by 
anxiety and fear, without any real basis, and that 
they should be questioned as they are often based on 
wrong assumptions.

American psychologist Melinda Smith and her 
colleagues (2016) have described an example of how 
a negative unrealistic or anxious thought can be 
challenged. The individual involved has a specifi c 
phobia of enclosed places (claustrophobia).
Negative thought: ‘The elevator will break down 
and I’ll get trapped and suffocate.’

Is there any evidence that contradicts this thought? 
•	 ‘I see many people using the elevator and it has 

never broken down.’
•	 ‘I cannot remember ever hearing of anyone dying 

from suffocation in an elevator.’
•	 ‘I have never actually been in an elevator that has 

broken down.’
•	 ‘There are air vents in an elevator which will stop 

the air running out.’
Could you do anything to resolve this situation if it 
does occur? 
•	 ‘I guess I could press the alarm button or use the 

telephone to call for assistance.’

Are you making a thinking error? 
•	 ‘Yes. I’m fortune telling, as I have no evidence to 

suggest that the elevator will break down.’
What would you say to a friend who has this fear? 
•	 ‘I would probably say that the chances of it 

happening are very slim as you don’t see or hear 
about it very often.’

not encouraging avoidance behaviours
It’s only natural to want to avoid objects or 
situations we fear, especially when they cause 
anxiety or distress. However, as demonstrated 
by the effectiveness of an exposure therapy 
such as systematic desensitisation, an important 
requirement for overcoming a phobia is to face 
what is feared. While avoidance can make the 
individual feel better in the short-term, it prevents 
them from learning that their phobia may not be 
as frightening or overwhelming as they think. 
They also never get the chance to learn how to 
cope with their fears and experience control over 
fearful situations. As a result, the phobia is not 
only perpetuated, but it can become increasingly 
fearful and more psychologically overwhelming. In 
addition, avoidance of certain objects or situations 
because of a phobia can also interfere with an 
individual’s normal routine, which can make 
the overall experience of a phobia even more 
distressing (Smith, Segal & Segal, 2016).

It is therefore important that family members and 
supporters understand what avoidance behaviour is, 
the role it plays in perpetuating a phobia and how it 
can impact on daily functioning.

Often, family members and supporters encourage 
or reinforce avoidance behaviours out of concern for 
the person and because observing phobic reactions in 
a loved one can be personally distressing. However, 
this is counterproductive so it is important for them 
to recognise that this may actually be contributing 
to the phobia unintentionally and that they should 
consequently not be encouraging or reinforcing 
avoidance behaviours.

This does not mean that family members and 
supporters should deliberately force a person with 
a phobia to be exposed to or engage with objects 
or situations that arouse fear or anxiety. This can 
lead to extreme distress and possibly anger. Instead, 
through psychoeducation, family members and 
supporters may learn about the importance of 
gently and calmly encouraging and supporting the 
individual to not engage in avoidance behaviour, 
possibly also challenging the behaviour. They can 
help the individual to realise that through repeated 
experiences of facing their fear, they will begin to 
realise that the worst isn’t going to happen, or that 
they’re not going to die or ‘lose it’. (Smith, Segal & 
Segal, 2016).

Figure 13.26 Challenging unrealistic or anxious 
thoughts can help overcome a phobia.
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Consider again the example of 13-year-old Asha. 
When Asha reports seeing the moth, her mother may 
encourage her to remain sitting outside and not to 
run inside. Asha’s mother could provide comfort and 
reassurance and say something like, ‘It is important 
for you to face your fears so that you can learn that 
moths are not going to harm you. Although it can be 
scary at first, over time you will feel less anxious. You 
will also start to feel more confident and in control. 
If we stay outside now, moths will begin to lose their 
power to make you avoid them.’ If Asha manages 
to stay outside, it would be important to continue 
to provide comfort, positive reinforcement through 
praise (e.g. ‘great job!’) and possibly even provide a 
reward for ‘bravery’ (e.g. small inexpensive items, 
extra TV time, making a favourite dinner).

Figure 13.27 It can be counterproductive for family 
members and supporters to encourage avoidance 
behaviours.

box 13.5

The Dental anxiety Scale 
The Dental Anxiety Scale was developed by American 
psychologist Norman Corah (1969), a recognised 
authority on measuring, evaluating and treating stress 
related to dental care. The scale, used by researchers 
and dental practitioners worldwide, specifically measures 
the levels of anxiety individuals experience when faced 
with a visit to the dentist. The scale consists of  
four multiple-choice questions. 
1 If you had to go to the dentist tomorrow for a check-

up, how would you feel about it? 
 A  I would look forward to it as a reasonably enjoyable 

experience. 
B I wouldn’t care one way or the other. 
C I would be a little uneasy about it. 
D  I would be afraid that it would be unpleasant 

and painful.
E  I would be very frightened of what the dentist 

would do. 
2 When you are waiting in the dentist’s office for your 

turn in the chair, how do you feel? 
A relaxed 
B a little uneasy 
C tense 
D anxious 
E  so anxious that I sometimes break out in a sweat  

or almost feel physically sick 
3 When you are in the dentist’s chair waiting while the 

dentist gets the drill ready to begin working on your 
teeth, how do you feel?
A relaxed 
B a little uneasy 
C tense 
D anxious
E  so anxious that I sometimes break out in a sweat  

or almost feel physically sick
4 Imagine you are in the dentist’s chair to have your 

teeth cleaned. While you are waiting and the dentist 
or hygienist is getting out the instruments that will be 

used to scrape your teeth around the gums, how do 
you feel? 
A relaxed 
B a little uneasy 
C tense 
D anxious
E  so anxious that I sometimes break out in a  

sweat or almost feel physically sick
Scoring the scale
A = 1, B = 2, C = 3, D = 4, E = 5 (total possible = 20) 
anxiety rating: 
•	 9–12 = moderate anxiety 
•	 13–14 = high anxiety 
•	 15–20 = severe anxiety (or dental phobia); might 

require the help of a mental health professional 
 In 1969, Corah reported that he had administered the 
scale to five people with diagnosed dental phobias and 
a sample of 1232 female university students. The people 
with dental phobias achieved scores ranging from 17 to 20, 
whereas the mean score of the university students was 8.89.

Source: Corah, N.L. (1969). Development of a dental anxiety 
scale. Journal of Dental Research, 48(4), 596.
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learning acTiviTy 13.13

review questions
1 (a) What is psychoeducation? 
 (b) What is its key assumption? 
 (c) What topics might be included in a psychoeducation 

program for 
     (i) an individual with a specific phobia?
  (ii)  family and supporters of someone with a 

specific phobia? 
2 (a) Why is it important to challenge unrealistic or 

anxious thoughts of people with specific phobias?

 (b) Give an example of an appropriate and an 
inappropriate challenge or way of challenging 
such thoughts.

3 (a) Give three reasons to explain why is it important for 
families and supporters not to encourage avoidance 
behaviour by people with specific phobias.

 (b) Give an example of an appropriate and an 
inappropriate way of discouraging avoidance 
behaviour.

learning acTiviTy 13.14

reflection
What misconceptions did you have about the development, perpetuation and/or treatment of simple phobias that have been 
corrected through your study of this topic?

learning acTiviTy 13.15

Summarising interventions for the treatment of specific phobia 
Complete the following table to summarise interventions for the treatment of specific phobia.

intervention What is it? How it may contribute 

biological
•	 use of benzodiazepine agents
•	 breathing retraining
•	 exercise

psychological 
•	 cognitive behavioural therapy 
•	 systematic desensitisation

social 
•	 psychoeducation for families and supporters

 – challenging unrealistic or anxious thoughts
 – not encouraging avoidance behaviours
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Chapter 13 review

CHAPtER SUMMARy

Specific phobia

Factors contributing to the
development of specific phobia

Biological factors

GABA dysfunction

Role of the stress
response

Long-term potentiation

Cognitive models

Psychological
factors

Social factors

Biological
interventions

Psychological
interventions

Social interventions

Use of benzodiazepine
agents

Breathing retraining

Exercise

Cognitive behavioural
therapy

Psychoeducation for
families and supporters

Systematic
desensitisation

Challenging unrealistic
or anxious thoughts

Not encouraging
avoidance behaviours

Evidence-based interventions in
the treatment of specific phobia

Stress, anxiety and phobia

Behavioural models

Stigma around seeking
treatment

Specific environmental
triggers

Perpetuation by
operant conditioning

Precipitation by
classical conditioning

Catastrophic thinking

Memory bias

SPECIFIC
PHOBIAS

Summary screen and practice questions

 Topic 4 area of study 2unit 3
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KEy tERMS
anxiety p. 000
behavioural models p. 000
benzodiazepines p. 000
breathing retraining p. 000
catastrophic thinking p. 000
cognitive bias p. 000

cognitive models p. 000
fear hierarchy p. 000
gamma-amino butyric acid  

(GAbA) p. 000
memory bias p. 000
phobia p. 000

psychoeducation p. 000
Short-acting p. 000
specific phobia p. 000
stress p. 000
systematic desensitisation p. 000

lEARninG CHECKliSt
Complete the self-assessment checklist below, using ticks and crosses to indicate your understanding of this 
chapter’s key knowledge (a) before and (b) after you attempt the chapter test. Use the ‘Comments’ column to 
add notes about your understanding.

Key knowledge i need 
to know about specific 
phobia

Self-assessment  
of key knowledge  
i understand 
before chapter test

Self-assessment  
of key knowledge  
i need to revisit 
after chapter test Comments

Stress, anxiety and phobia

Specific phobia

Factors contributing 
to the development of 
specific phobia

Evidence-based 
interventions for treatment 
of specific phobia
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CHAPtER tESt

SECTION A — Multiple-choice questions
Choose the response that is correct or that best answers the question. 
A correct answer scores 1, an incorrect answer scores 0. 
Marks will not be deducted for incorrect answers. 
No marks will be given if more than one answer is completed for any question.

Question 1
The stress response may contribute to the development of 
specific phobia by 
A. increasing physiological arousal. 
B. transmitting threat information. 
C. initiating a fight-flight-freeze reaction to a 

phobic stimulus.
D. becoming a conditioned response to a phobic stimulus. 

Question 2
When using cognitive behavioural therapy for a specific 
phobia, the mental health professional will target ______ for 
treatment.
A. cognitive bias
B. long-term potentiation
C. abnormal breathing patterns
D. medications that alleviate anxiety

Question 3
Jake has a specific phobia of injections and gets anxious 
whenever he sees a syringe. He reports a crucial incident as a 
child when he saw his mother have an injection, then faint.  
For a while, he thought his mother was dead. 

In relation to Jake’s phobia, a syringe or injection is best 
described as
A. safety behaviour.
B. avoidance behaviour. 
C. a stress response.
D. a specific environmental trigger. 

Question 4
Most adults diagnosed with specific phobia 
A. fear that their response to a phobic stimulus may become 

a specific environmental trigger for children. 
B. realise that their fear is grossly in excess of any real 

danger posed by a phobic stimulus. 
C. experience a gradual reduction in anxiety level as they 

contemplate being exposed to a phobic stimulus. 
D. manage their phobic anxiety and can therefore function 

effectively in everyday life.

Question 5
The tendency for people with a specific phobia to recall 
threatening information about a phobic stimulus more than 
positive information, is called _______ bias. 
A. selective 
B. memory 
C. attentional 
D. interpretive

Question 6
The first step in systematic desensitisation as an intervention 
for specific phobia is likely to involve 
A. teaching a relaxation strategy that can be used to manage 

fear responses. 
B. breaking down the fear-arousing event or situation into a 

logical sequence of steps and creating a ‘stepladder’ or 
fear hierarchy. 

C. systematic, graduated pairing of items in a fear hierarchy 
with relaxation by going up the steps on the ladder, one 
at a time. 

D. identifying cognitive biases or distortions, underlying 
feelings and/or behaviour associated with the 
phobic stimulus.

Question 7
Long-term potentiation may contribute to the development of 
specific phobia by
A. strengthening synapses in neural pathways for relevant 

fear information.
B. transmitting threat information. 
C. initiating the fight-flight-freeze response.
D. storing threat information in long-term memory.

Question 8
Stigma associated with having a phobia will probably result in 
an individual with a phobia
A. avoiding powerful negative emotions.
B. increasing their resilience. 
C. coping as best they can.
D. seeking treatment from a professional.

Question 9
The best example of a cognitive factor likely to be associated 
with specific phobias is
A. hopelessness.
B. lack of social support.
C. more attention to signs of threat.
D. thinking about potential threats without settling on the 

means of avoidance.

Question 10
The first step in the two-factor theory of how phobias 
may develop involves ________, and the second step 
involves ________.
A. a phobic stimulus, avoidance behaviour
B. classical conditioning, operant conditioning
C. a phobic stimulus, the stress response
D. avoidance behaviour, a phobic stimulus
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Question 11
Drugs that have the effect of stimulating or promoting the 
activity or effects of one or more neurotransmitters are called 
A. agents.
B. antagonists.
C. agonists.
D. benzodiazepines.

Question 12
When compared with a long-acting medication, a short-acting 
medication will 
A. have a shorter effect.
B. clear from the body more quickly. 
C. have a faster effect. 
D. accumulate in the bloodstream.

Question 13
A potential consequence of hyperventilation in response to a 
phobic stimulus is that the individual may 
A. take in less air than their body actually needs.
B. get into a pattern of uncontrolled rapid and shallow 

breathing.
C. increase the level of carbon dioxide in the blood. 
D. decrease the level of carbon dioxide in the blood. 

Question 14
Which of the following is a biological intervention for 
treatment of specific phobia?
A. exercise
B. psychoeducation
C. systematic desensitisation
D. any evidence-based treatment

Question 15
Sharib has a specific phobia of escalators and refuses to use 
one to travel to the basement of a department store. This overt 
reaction is an example of
A. avoidance behaviour.
B. a stress response.
C. safety behaviour.
D. catastrophic thinking.

SECTION B — Short-answer questions
Answer all questions in the spaces provided. Write using blue or black pen.

Question 1 (2 marks) 

In what two ways does a specific phobia differ from an ordinary fear?

Question 2 (1 mark) 

Most people experience anxiety at some stage in their lives. When should this be classified as an anxiety disorder?

Question 3 (4 marks) 

Differentiate between stress, anxiety and phobia with reference to an example. 

Question 4 (2 marks) 

Explain why the stress response may be considered non-adaptive when initiated by a phobic stimulus. 
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Question 5 (1 mark) 

A list of feared objects or situations, ranked from least to most anxiety-producing, is used as part of a treatment intervention for 
specific phobias that is called. 

Question 6 (1 mark) 

What is a goal of psychoeducation in the treatment of specific phobia? 

Question 7 (3 marks)

Explain the role of catastrophic thinking in the development and perpetuation of a specific phobia. 

Question 8 (2 marks)

What are two potential benefits of one of the following in the treatment of specific phobia?
•	 breathing retraining 
•	 exercise

Question 9 (2 marks)

Give two reasons to explain why evidence-based interventions are preferred in the treatment of specific phobia. 

Question 10 (4 marks)

Explain why families or supporters of people with specific phobia are advised to:
(a) challenge unrealistic or anxious thoughts 2 marks

(b) not encourage avoidance behaviour. 2 marks
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Question 11 (5 marks) 

Explain how classical and operant conditioning processes may contribute to the development and perpetuation of a specific 
phobia, with reference to an example.

Question 12 (8 marks)
(a) What is GABA (gamma-amino butyric acid)? 1 mark

(b) What is GABA dysfunction? 1 mark

(c) Explain how GABA dysfunction may contribute to the development and perpetuation of a specific phobia. 3 marks

(d) How do benzodiazepines alleviate fear or anxiety symptoms? 2 marks

(e) Why do mental health professionals prefer that benzodiazepines are not used in isolation of psychotherapy? 1 mark

the answers to the multiple-choice questions are in the answer section at the 
end of this book and in ebookPlUS. 

the answers to the short-answer questions are in ebookPlUS. 

Note that you can also complete Section A of the chapter test online through eBookPluS 
and get automatic feedback. int-0000

Return to the checklist on page XXX and complete your self-assessment of areas of key knowledge where you need to do 
more work to improve your understanding.UNCORRECTED P
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