
 

 

Chapter 19 – Specific Phobia: 

Specific Phobia: A persistent, irrational and intense fear of a situation, object or living thing which 

interferes with day-to-day life and social functioning. It is a type of anxiety disorder. There are 4 

types;  

1. Animal phobia 

2. Natural environment phobia (e.g. heights, water, darkness) 

3. Situation phobia (e.g. small spaces, flying, dentists) 

4. Blood-injection-injury phobia (e.g. blood, needles) 

Mental Health Continuum for Specific Phobias: 

• Healthy; normal levels of stress & anxiety, socially active, and does not required treatment.  

• Reacting; nervous, irritable, have trouble sleeping, low energy 

• Injured; pervasive and irrational fear, high stress levels, memory bias, needs professional 

help 

• Disorder; Easily frightened and agitated, social isolation and avoidance behaviours, needs 

professional psychotherapy and possibly medication.  

The Biopsychosocial Approach to Specific Phobia: 

Biological Factors: 

• Fight-flight-freeze response:  

 High blood pressure 

 Release of adrenalin and 

noradrenalin  

 Increases chances of survival be 

providing a burst of energy to deal with 

the stressor.  

 The amygdala initiates and 

processes emotional responses. When a 

person experiences a frightening event, 

the information of the event is by 

processed by the amygdala to become 

an emotional link to memory. The 

amygdala also is responsible for the 

formation and consolidation of 

classically conditioned fear. The 

amygdala initiates the emotional 

response to a phobic object, in turn 

triggering the fight-flight-freeze 

response. 

 The hippocampus is involved in the 

formation of declarative memory. The 

hippocampus consolidates the ‘scary 

memory’. The more frightening the 

event, the stronger the memory.  
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 Long-term potentiation involves physical changes to the brain’s structure during 

memory formation of fear due to the repeated stimulation of a neural pathway during 

learning.  

• GABA and Glutamate: 

 If a person has low levels of GABA (which have an inhibitory effect on the fight-flight-

freeze response) and high levels of glutamate (which has an excitatory effect on the 

response), it increases that person’s anxiety and can contribute to developing a phobia. 

• Genetic Predisposition: 

 Inheriting genes which determine low levels of GABA in a person 

 Inherited personality traits e.g. apprehension towards certain objects can lead to 

developing a specific phobia. 

Psychological Factors: 

• The Behavioural Model – Precipitation of a specific phobia through classical conditioning and 

perpetuation through operant conditioning –  

 This model examines how an organism’s behaviour is influenced by environmental 

factors.  

 It downplays the importance of cognition. 

 Classically conditioned responses are involuntary, such as the fear response. 

 When you avoid a phobic (adverse) stimulus it is an example of negative reinforcement 

which strengthens the likelihood of that behaviour being repeated.  

 The relief that accompanies avoiding the phobic stimulus may also be positive 

reinforcement. 

• The Cognitive Model –  

 Emphasises the influence of thought processes on how we feel and behave. 

 Psychologists use this model to examine distorted thinking processes involved in the 

development and maintenance of specific phobias.  

 Cognitive bias refers to a systematic error in thinking that affects the decisions and 

judgements that people make. It can also involve memory bias and catastrophic 

thinking. 

 Memory bias is where a memory has been incorrectly encoded and influences distorted 

thinking. 

 Catastrophic thinking is when a person ruminates on a perceived threat, 

overestimating the damage that it can cause. Often involves thinking of the ‘worst case 

scenario’.  

 Attentional bias is noticing threat-relevant information, and remaining on ‘high alert’ 

for the phobic stimulus. Can lead to misreading ambiguous stimuli e.g. fluff for a spider. 

Social Factors: 

• Environmental Triggers 

 Direct exposure e.g. being attacked by a dog 

 Witnessing other who are experiencing a traumatic event 

 Reading or hearing of a dangerous situation 

• Parental Modelling 

 Social learning theory – learning a specific phobia by observing other people’s reactions 

to the phobic stimulus. 



 

 

• Transmission of threat information 

 Not restricted to a parent; can also be through media, friends or teachers 

• Stigma Around Seeking Treatment 

 Embarrassment, shame, helplessness, anxiety or distress 

 Others may treat the individual differently, knowing that they have a phobia and are 

seeing a professional for help 

Interventions: 

• Anti-anxiety medication 

 Drugs which mimic the inhibitory effect of GABA in people with otherwise low levels of 

GABA e.g. benzodiazepines and Valium 

• Breathing retraining 

 Hyperventilation is part of a typical fight-flight-freeze response and can be frightening. 

 Breathing retraining teaches individuals to manage their breathing during anxious 

times. 

• Exercise 

 Releases beta-endorphins, serotonin and dopamine which are ‘feel good’ hormones. 

 Uses up adrenalin and noradrenalin, which can otherwise contribute to anxiousness. 

 Provides extra energy to deal with a phobic stimulus. 

Cognitive Behavioural Therapy: 

 Focusses on changes the patient’s dysfunctional thoughts and replace them with positive 

ones.  

 Teaches patients to recognise exposure to the phobic stimulus as benign and to monitor 

their negative thoughts. The person becomes aware that their anxious thoughts are based 

off incorrect assumptions, and they will eventually change their behaviour. 

Systematic Desensitisation: 

 Counter-conditioning or weakening the association between the CS and CR in a classically 

conditioned fear response.  

 The therapists first train the patents in deep muscle relaxation and breathing techniques. 

Then gets the patient to create a fear hierarchy. The patient then gradually makes their way 

through the hierarchy in a therapeutic environment. 

 It is less effective in treating performance phobias e.g. exam anxiety if the patient does not 

study and prepare 

 Less effective in treating specific phobias with an underlying evolutionary survival element 

e.g. fear of spiders. 

Psychoeducation: 

 Involves educating the sufferer and their family of the mental disorder to better understand 

the condition and treatment. It helps in dispelling myths, empowering the sufferer and 

providing support.  

 Encourages family and friends to challenge memory bias, avoidance behaviours, catastrophic 

thinking, cognitive bias and unrealistic thoughts in the sufferer. 

 


