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Description of the Disorder
Diagnostic Criteria

Specific phobias are characterized by immediate,
intense, and irrational fear when confronted with
a particular object or situation [Diagnostic
and Statistical Manual-5 (DSM-5) American
Psychiatric Association (APA), 2013]. When
confronting the feared stimulus, the individual
experiences an automatic physiological reaction
that may include increased heart rate, sweating,
and fainting in some cases (Fyer, 1998). As a
result of this aversive reaction, an individual with
specific phobia actively avoids situations that
may involve the feared stimulus (DSM-5, APA,
2013). Avoidance behaviors can vary in severity
and intrusiveness, ranging from taking a different
work commute to refusing lifesaving medical
treatment, e.g., claustrophobia leading to an
inability to have a CT scan. Such behaviors are
usually linked to escape from the stimulus, but if
contact is unpreventable, avoidance behaviors
such as diverting eye contact (Tolin, Lohr, Lee, &
Sawchuk, 1999), distraction (Craske, Street,
Jayaraman, & Barlow, 1991), or safety signals
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(Telch, 1994) may also serve to decrease fear.
Generally, an individual with specific phobia
experiences intense fear when confronting a spe-
cific object or situation and often exhibits avoid-
ance behaviors to prevent or cope with this fear.

Types

Individuals with specific phobias vary on the type
of object or situation they fear. The DSM-5
includes five different subtypes of specific pho-
bia: animal, natural environment, situational,
blood-injury-injection (BII), and other. Animal
phobias involve fear of a living organism, such as
dogs, spiders, or snakes. Individuals with natural
environment phobias fear situations that com-
monly occur in the environment, such as inclem-
ent weather, heights, or water. Similarly, a
situational phobia involves specific situations that
evoke fear, such as flying, riding in elevators, or
being in a large crowd. It is particularly important
to differentiate situational phobias from agora-
phobia. For example, if the fear is based on a con-
cern regarding the plane crashing, that may
suggest a specific phobia; whereas, if the fear is
related to being trapped and not able to receive
help, agoraphobia should be considered. The BII
type involves aspects of medicine and bodily
harm, including fear of seeing blood or open
wounds, getting blood drawn, receiving an immu-
nization, or going to the dentist. The “other”
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subtype of specific phobias includes miscella-
neous fears that do not fit into the categories
described above, such as vomiting, loud noises,
and costumed characters (DSM-5, APA, 2013).
Under the diagnostic criteria, all potentially feared
objects and situations fall under these five
categories.

Onset

Specific phobias generally start in childhood and
dissipate for some (Merckelbach, De Jong, Muris,
& Van Den Hout, 1996). In general, the mean age
of onset is 9.7 years old (Stinson et al., 2007), but
this varies depending on the type of phobia. A
study of adult females in Germany found an aver-
age age of onset of 6 years for animal and natural
environment phobias (except for heights and
water, which were 9 years), 7 years for BII,
9 years for physical phobias (i.e., doctors, vomit-
ing, and infections), and 13 years for situational
phobias (Becker et al., 2007). Another study
found that BII phobias typically begin around
5.5 years old (Bienvenu & Eaton, 1998). Some
phobias such as claustrophobia (Merckelbach
et al., 1996) and driving have a later age of onset
(Antony, Brown, & Barlow, 1997).

The manifestation of phobia symptoms differs
among subtypes. Along with having a later onset,
flying phobias can include panic attacks (Lipsitz,
Barlow, Mannuzza, Hofmann, & Fyer, 2002).
Heights and BII phobias involve more of an
internal (i.e., bodily sensation) focus (Antony
et al., 1997), while natural environment and situ-
ational phobias involve a focus on external dan-
ger (Lipsitz et al., 2002). Despite the differences
in how phobias manifest, the cause is not differ-
ent by phobia type (Lipsitz et al., 2002).
Therefore, different types of specific phobias
vary greatly in terms of symptomology, but not
etiology.

Some evidence has suggested that specific
phobias are somewhat heritable. Bolton et al.
(2006) found that fears and phobias (both symp-
toms and full diagnosis) are more attributable to
genetics than environment for younger children.
Van Houtem et al. (2013) also indicated fears and

specific phobia are moderately heritable with
higher rates for animal and BII phobias.
Therefore, individuals with family members
diagnosed with specific phobia may be at a higher
risk for developing specific phobia in the future.
Among adolescents in the United States, most
individuals with specific phobia have more than
one type, which in turn is associated with earlier
onset and increased severity, impairment, and
comorbidity (Burstein et al., 2012). Risk factors
for developing specific phobia include being
female, young, and having a low income; how-
ever, the risk is lower for Hispanic and Asian
individuals (Stinson et al., 2007). The onset of
specific phobia may lead to a range of other dis-
orders, such as panic disorder, generalized anxi-
ety disorder, and obsessive-compulsive disorder,
as well as other anxiety, mood, pain, and eating
disorders (Lieb et al., 2016). Therefore, it is
important to assess for risk factors and comor-
bidities when diagnosing specific phobias.

Prevalence

There is a high prevalence of specific phobias
from childhood to older adulthood. Paulus,
Backes, Sander, Weber, and von Gontard (2014)
found that 10% of preschoolers had specific pho-
bia, including 7% of boys and 13% of girls. When
based on parent interviews, 18% of children met
diagnostic criteria for a phobia; when based on
child interviews, this amount grew to 20% (Muris
& Merckelbach, 2000). In adolescents, 20% of
the sample experienced specific phobias, includ-
ing 23% of females and 17% of males (Kessler,
Petukhova, Sampson, Zaslavsky, & Wittchen,
2012). Among adults, approximately 12—18% of
females and 6-10% of males meet diagnostic cri-
teria for a specific phobia (Kessler et al., 2012;
Stinson et al., 2007). Kessler et al. (2012) found a
lifetime prevalence of 16% and a decreasing
12-month prevalence over time including 16%
for adolescents, 10% for adults, and 5% for the
elderly. Phobia rates may decrease steadily with
age; in a 9-year follow-up study, specific phobia
diagnoses decreased from 10% at age 70 to 4% at
age 79 (Sigstrom, Skoog, Karlsson, Nilsson, &
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Ostling, 2016). Overall, the lifetime morbidity
risk for specific phobia is 18.4%, which is the
second most prevalent disorder (behind depres-
sion) and the most prevalent anxiety disorder
(Kessler et al., 2012).

As reported, specific phobias are prevalent
disorders; however, rates differ by location and
country. In terms of international adult samples,
rates range from 2 to 3% in China and Japan
(Kawakami et al., 2005; Shen et al., 2005),
4-5% in South Korea (Cho et al., 2007; Park
et al., 2013), 7-8% in New Zealand and Europe
(Alonso et al., 2004; Wells et al., 2006), and
13% in Germany (Becker et al., 2007). In a sam-
ple of elderly individuals from Turkey, 11.5%
had current and lifetime specific phobia, with
the highest rates in the youngest elderly age
group (Kirmizioglu, Dogan, Kugu, & Akyuz,
2009). In Spain, an adult primary care sample
had 12-month and lifetime prevalence rates of
7% (8% for females and 5% for males; Serrano-
Blanco et al., 2010).

The prevalence rates for types of specific pho-
bias within international samples range from 2 to
8% for animal phobias, 0.4-13% for situational
phobias, 0.5-4% for BII phobias, 1-2% for natu-
ral environment phobias (excluding heights), and
2-5% for height phobias (Becker et al., 2007,
Bienvenu & Eaton, 1998; Depla, ten Have, van
Balkom, & de Graaf, 2008; Fredrikson, Annas,
Fischer, & Wik, 1996; Park et al., 2013; Stinson
et al., 2007). Fredrikson et al. (1996) indicated
that flying phobia increased and fear of injections
decreased as a function of age in females only.
Because specific phobia varies by location, it
may be useful to look at area-specific base rates
to guide diagnosis.

Specific phobias can last over 20 years, prob-
ably because few people (8—13%) seek treatment
(Iza et al., 2013; Mackenzie, Reynolds, Cairney,
Streiner, & Sareen, 2012; Stinson et al., 2007).
Individuals take approximately 13 years to seek
treatment, which represents the slowest and low-
est percentage of treatment seeking among the
anxiety disorders (Iza et al., 2013). For a Mexican
adolescent population, only 6.5% of individuals
with a phobia sought treatment (Benjet, Borges,
Stein, Méndez, & Medina-Mora, 2012). Of those

that do seek treatment, only 30% do so because
of their fears (Zimmerman & Mattia, 2000).
Individuals with more education, who are older,
and sought treatment in the past are more likely
to seek treatment for specific phobia (Iza et al.,
2013). Despite specific phobias being extremely
common, few people actually seek treatment for
their fear.

Given the high prevalence and comorbidity
rates of specific phobia, early identification and
treatment is essential within a primary care set-
ting. Appropriate screening is particularly impor-
tant given that many individuals will not initiate
treatment for specific phobias.

Screening Options in Integrated
Care

A recent veteran study examining rates of anxiety
diagnoses indicated that a significant number of
specific phobia (45%) and anxiety not otherwise
specified (NOS; 67%) diagnoses were made in a
primary care setting compared to specialty men-
tal health services. Additionally, individuals
diagnosed in a primary care setting with anxiety
NOS were less likely to receive treatment com-
pared to those with a diagnosis in specialty men-
tal health care (Barrera et al., 2014). Due to the
high rates of disorders (particularly specific pho-
bia) and the low level of treatment seeking,
empirically validated assessments and interven-
tions within primary care settings are essential
(Chavira, Stein, Bailey, & Stein, 2004). Quality
screening and brief interventions could poten-
tially assist many patients presenting to primary
care.

Although brief screening measures for multi-
ple types of specific phobia are not currently
available, clinicians are encouraged to ask
patients if they have any items, objects, or situa-
tions that they fear or avoid, particularly if the
fear is negatively impacting their lives. For
example, if a patient is refusing medical tests or
procedures, it will be important to determine if
this is based on fear. A comprehensive list of
possible fears is available with the Fear Survey
Schedule-IIT (Wolpe & Lang, 1977) if screening
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for a wide range of fears is desired. If these broad
screening approaches produce positive results,
the clinician can conduct a more thorough assess-
ment of the specific phobia(s).

Additional Assessment for Positive
Screening

If a broad screening approach suggests the indi-
vidual may have a specific phobia, a diagnostic
interview can be completed, or the individual can
be asked to complete a self-report questionnaire
specifically designed for the type of phobia (see
Table 38.1). One primary example is the widely
used Spider Phobia Questionnaire (Klorman,

Table 38.1 Commonly used specific phobia measures

Phobia Number

Measure type of items Citation

Spider Phobia  Spiders 31 Klorman et al.

Questionnaire (1974)

(SPQ)

Fear of Spiders Spiders 18 Szymanski and

Questionnaire O’Donohue

(FSQ) (1995)

Abbreviated Spiders 15 Olatunji et al.

Spider (2012)

Questionnaire

(SPQ-15)

Medical Fear ~ BII 25 Olatunji et al.

Survey (2012)

(MFS-short

version)

Mutilation BIIL 30 Kleinknecht

Questionnaire and Thorndike

MQ) (1990)

Emetophobia Vomiting 13 Boschen, Veale,

Questionnaire Ellison, and

(EmetQ-13) Reddell (2013)

Claustrophobia Enclosed 26 Radomsky,

Questionnaire  spaces Rachman,

(CLQ) Thordarson,
Mclsaac, and
Teachman
(2001)

Acrophobia Heights 40 Cohen (1977)

Questionnaire

(AQ)

Driving Driving 20 Ehlers et al.

Cognitions (2007)

Questionnaire

(DCQ)

Weerts, Hastings, Melamed, & Lang, 1974) and a
more recently developed abbreviated version of
the Spider Phobia Questionnaire with strong psy-
chometric properties (Olatunji et al., 2009).

Typically, along with self-report scales,
screening for specific phobia utilizes a behavioral
approach test (BAT) if possible. A BAT involves
the individual approaching the feared item or sit-
uation as much as they possibly can and provid-
ing a Subjective Units of Distress Scale (SUDS)
rating for fear on a 0-100 scale where O is the
least anxiety ever experienced in the presence of
the item/situation and 100 is the worst anxiety
ever experienced with the item/situation. The dis-
tance from the object and fear rating during
approach are recorded along with any overt phys-
iological responses from the individual.

Given that a specific phobia may not signifi-
cantly interfere with functioning for a particular
individual, it is important to assess both the nega-
tive impact the specific phobia is having for the
person and the motivation and willingness to
overcome the fear. If avoiding the feared item/
situation is problematic (e.g., impacting ability to
complete one’s job, receiving medical care like
an injection or MRI, etc.) or unavoidable con-
frontations are extremely distressing, the indi-
vidual would be a good candidate for treatment.
Treatment entails confronting the feared object/
situation so it will be important to determine if
the individual is motivated to overcome the fear
even though it will be difficult and distressing.
Additionally, given that some levels of stepped
care will involve significant patient initiation,
assessing treatment acceptability for the individ-
ual will be important to determine if any barriers
exist.

Evidence-Based Care and Brief
Psychotherapeutic Approaches

Specific phobias are highly treatable condi-
tions that respond well to short-term and often
exposure-based behavioral interventions (Choy,
Fyer, & Lipsitz, 2007). In situations where it is
difficult to conduct in vivo exposure (e.g., fly-
ing), virtual reality treatments are an effective
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alternative (Gros & Antony, 2006). Cognitive-
based interventions are usually less effective for
the treatment of specific phobias, although some
evidence has been found for dental phobia and
claustrophobia (Choy et al., 2007). A particu-
larly good website reviewing treatment options
for specific phobias is maintained by the Society
of Clinical Psychology: http://www.div12.org/
psychological-treatments/treatments/exposure-
therapies-for-specific-phobias/. Because direct
confrontation of the fear is difficult, the ability
of the individual to do so on their own with guid-
ance will help determine which level of stepped
care is most appropriate.

Psychoeducation

Psychoeducation is important for any treatment
program, not only to provide information for the
patient and potentially correct misinformation
but also to increase motivation for treatment.
Psychoeducation for specific phobia should
include discussing signs and symptoms of spe-
cific phobias, the protective function of fear and
the fight-flight response, that this is a common
and treatable condition, etiology, safety behav-
iors that may perpetuate or worsen fear, the nega-
tive reinforcement of escape behaviors and
long-term impact of avoidance, treatment
options, and the rationale for treatment.

Self-Help/e-Health/Bibliotherapy

A main resource for self-help/bibliotherapy is
The Anxiety and Phobia Workbook (6th edition)
by Bourne (2015). This book is designed to be
utilized by the patient without the need for pro-
fessional involvement (unless problems arise).
Additional self-help books are available and
could be reviewed for relevant content to recom-
mend to patients.

One computer-assisted exposure (CAE) pro-
gram, FearFighter (http://fearfighter.cbtprogram.
com/), is available online with packages starting
at approximately $125 addressing phobias and
panic. The program has been empirically

validated (Marks, Kenwright, McDonough,
Whittaker, & Mataix-Cols, 2004). A novel CAE
treatment option involves a video game and is
currently being investigated in a randomized
controlled trial for spiders (Miloff et al., 2016).
These computer-based programs can be done
independently without the clinician.

Although virtual reality equipment has his-
torically been expensive, new equipment is now
readily available for under $150 that utilizes a
smartphone. However, the quality of the applica-
tions available for these systems has not been
empirically validated. Therefore, the applications
will require careful review by the clinician to
determine if the program is appropriate for the
patient and sufficiently generates anxiety facili-
tating effective exposure. In general, such pro-
grams and books should be carefully reviewed by
the clinician before recommending any self-help
treatment to a patient.

Guided Self-Help/Group

Animal

Since many integrated care sessions last from 20
to 30 min, treatment of animal phobias may need
to be abbreviated or adapted to fit this time frame.
In one study, researchers greatly reduced clinician
time by switching to an Internet-aided treatment
program. In this 4-week spider phobia program,
patients used computer-based modules for psy-
choeducation and to watch a video modelling spi-
der exposure. After watching the video, patients
were instructed to safely conduct their own expo-
sure therapy at home, paying special attention to
avoidance and cognitions. Once the initial expo-
sure was completed, the patient was then
instructed on how to expand what was learned
during exposure to other life situations. Because
the majority of this program was self-administered
from the patient’s home, patients contacted the
therapist for a total of 25 min over a 4-week
span, not including initial and follow-up assess-
ments. This therapy was shown to be compara-
bly effective to one-session exposure treatment
(OST), with no significant differences in the
BAT posttreatment, and at 1-year follow-up
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(Andersson et al., 2009). Similar results have
been shown for an analogous snake phobia treat-
ment (Andersson et al., 2013). In an integrated
care setting, computer-aided exposure therapy
can be supplemented with 20-30 min in-person
therapy sessions to review progress or go over
homework. When longer exposure sessions are
not practical, computer-assisted and self-
administered exposure therapy may be useful in
time-limited, integrated care settings.

Situational

Although some situational phobias may be ame-
nable to in vivo exposure in an integrated care
setting, alternative methods may be used when
this is not possible. For example, it is often not
practical to purchase a plane ticket and ride
through an entire flight with a patient, as is per-
formed in in vivo flying exposure (Ost,
Brandberg, & Alm, 1997). In these cases, the
clinician may rely on virtual reality exposure
(VRE) and CAE. In VRE, the patient wears an
immersive head-mounted display that depicts
takeoff, turbulence, and landing. VRE has been
shown to decrease fear of flying both in multiple
baseline studies (Botella-Arbona, Osma,
Garcia-Palacios, Quero, & Bands, 2004) and
when compared to standard in vivo exposure
(Rothbaum et al., 2006). It has also been effec-
tive for other types of situational phobias, such
as claustrophobia (Malbos, Mestre, Note, &
Gellato, 2008). CAE can also be used to treat
flying phobia. In CAE, the patient uses a per-
sonal computer to view pictures of anxiety-pro-
voking flying situations, such as packing for the
flight, traveling to the airport, boarding the
plane, flying, and hearing news about an air-
plane accident, and incorporates the use of
sound similar to VRE (Tortella-Feliu et al.,
2011). CAE has similar efficacy to VRE and
cognitive therapy and can be used by the patient
with minimal clinician interaction (Bornas,
Tortella-Feliu, & Llabrés, 2006; Tortella-Feliu
etal.,2011). When in vivo exposure is not avail-
able, the use of VRE or CAE may be a more
practical exposure method.

Phobias in General
A particularly good treatment manual for phobias
is Mastering Your Fears and Phobias Workbook
(2nd edition) by Antony, Craske, and Barlow
(2006). The workbook is designed to be com-
pleted by the patient with guidance from the cli-
nician (an accompanying therapist guide is
available). The clinician could be available for
coaching by phone, email, face-to-face, chat,
etc.; however, the patient would be primarily
responsible for implementing the intervention.
Group treatment options would involve less
clinician time; however, it may be difficult to
gather a group of sufficient size to address one
specific phobia. An option would be to have a
general facing your fears group that can be
attended by patients regardless of the content of
their specific fear(s). The group should include
homework assignments that allow the patient to
engage in exposure for their fear between ses-
sions and receive feedback on their progress dur-
ing the group.

Brief Treatment

Blood-Injury-Injection (BIl)
Given that individuals with BII phobia typically
experience vasovagal syncope, a main compo-
nent of treatment is teaching the individual to
counteract the fainting response well before the
process begins. Specifically, the clinician helps
the patient identify the early warning signs that
they are beginning to feel faint or identify the
high-risk situations where fainting is most likely.
The patient then engages in major muscle group
contractions in order to stabilize their blood pres-
sure and prevent fainting (see Ost & Sterner,
1987 for a complete description). It can be par-
ticularly helpful to measure blood pressure so
that the patient can observe the change that
applied tension produces during the initial train-
ing phase.

The applied tension technique can be effec-
tively utilized in one session (Hellstrom, Fellenius,
& Ost, 1996; Ost, Hellstrom, & Kaver, 1992).
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A recent study found that rhythmic tension (brief
5 s of tension followed by 5 s of rest and repeating
the process) was more effective at raising diastolic
blood pressure than the constant tension approach
(approximately 15 s followed by 20-30 s of
release) as utilized in previous research (Bodycoat,
Grauaug, Olson, & Page, 2017). However,
because this study did not involve individuals
with BIL, it is difficult to confidently infer the
effect remains for those with this type of specific
phobia. Once the patient is reliably using the
applied tension technique, the psychologist can
implement the remaining treatment.

Situational

Cognitive therapy may also be a useful treat-
ment, as individuals with situational phobia
tend to misinterpret physical and cognitive
symptoms (Craske & Sipsas, 1992). Although
participants with claustrophobia showed slightly
less reduction and fear after cognitive therapy,
this therapy was comparably effective to OST
and five session exposure techniques (Ost, Alm,
Brandberg, & Breitholtz, 2001). Cognitive ther-
apy for situational phobia should involve
addressing irrational thoughts regarding the
feared situation and teaching coping skills to
cope with anxiety (Kraaij, Garnefski, & Van
Gerwen, 2003). When exposure is not achiev-
able, cognitive therapy may offer a good alter-
native for situational phobias.

Phobias in General

Other portions of interventions that could be com-
pleted by non-psychologists include problem-
solving and relaxation to address general symptoms
of anxiety. In terms of relaxation, The Relaxation
and Stress Reduction Workbook (6th edition) by
Davis, Eschelman, and McKay (2008) offers chap-
ters on several relaxation strategies. This provides
an opportunity to select relaxation procedures that
may best fit the patient. Additionally, the relaxation
chapter for The Anxiety and Phobia Workbook
(6th edition) by Bourne (2015) is comprehensive
and provides a variety of options for guided
procedures.

Longer Treatment

Blood-Injury-Injection (BIl)

Treatment for BII also involves exposure proce-
dures to facilitate facing the fear. Once the patient
is using the applied tension technique effectively,
the clinician can begin to have the patient con-
front their fear hierarchy starting with items that
produce moderate anxiety and eventually moving
to tasks higher on the established hierarchy. The
hierarchy is created by both the clinician and
patient and ideally should have about 10-12
items that range from mildly, moderately, to
severely anxiety producing. The clinician then
systematically works with the patient to face
hierarchy items both in session and outside of
session. The additional work outside of session is
important for generalization; however, it is
expected that the patient will be able to confront
items higher on the fear list with the clinician
present than when working on their own. To
increase generalization, the clinician should
assign home confrontations that are realistic and
not overwhelming for the patient, using tasks that
are at least one step down on the fear hierarchy
from what was achieved in session.

Given that a variety of stimuli (e.g., needles,
blood draw stations, etc.) related to BII phobias
are available in integrated care settings, this type
of phobia can be successfully treated on site.
Additionally, the integrated care setting would
have access to blood pressure monitors that
would allow the patient to have concrete evi-
dence that they are utilizing the applied tension
technique correctly (i.e., increase diastolic blood
pressure to prevent fainting). Finally, as patients
with BII phobias may also fear injury or illness,
being present within the integrated care setting
may allow for the patient to confront these fears
simultaneously. Most integrated care settings
already contain the equipment and setting needed
for in vivo BII exposure therapy.

Animal
While there are a variety of treatment options
available for animal phobia, the most effective
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includes an exposure component. Generally,
exposure therapy is the treatment of choice for
specific phobias, preferably in longer or more
frequent sessions as opposed to abbreviated,
infrequent sessions (Gros & Antony, 2006). For
animal phobia, one-session exposure (OST) is a
commonly used and well-established treatment
method (Davis, Ollendick, & Ost, 2012; Ost,
1989). In this treatment, the patient gradually
confronts the feared animal in vivo, beginning
with approaching the animal and ending with
directly handling the animal. Each step is first
modeled by the clinician and then performed by
the patient. The patient is encouraged to approach
or stay with the animal until anxiety decreases,
which prevents avoidance and promotes extinc-
tion of the feared response. Treatment is finished
when the patient can complete the approach tasks
with a greatly reduced anxiety level, usually
about 50% of their original anxiety rating (Ost,
1989). The entire treatment is completed within
one extended session, with a mean treatment time
of 2.1 h (Davis et al., 2012). This therapy is most
commonly clinician-administered on an individ-
ual basis, but it has also been shown to be effec-
tive in group settings (Ost, 1996; Ost, Ferebee, &
Furmark, 1997) and to a lesser extent in self-
administered manualized forms (Hellstrom &
Ost, 1995). OST is the treatment of choice for
animal phobias.

Although OST is a relatively short and suc-
cessful treatment, it may not be practical in some
integrated treatment settings. First, storage and
care of live animals may not be possible in a
healthcare setting that depends on cleanliness
and sterility. Second, OST requires a prolonged
session to achieve the desired behavior extinc-
tion; this time may not be practical in a clinic that
usually sees patients in 20-30 min sessions.
Therefore, OST may be difficult to implement in
some integrated care settings.

It may be possible to adapt exposure treatment
to better accommodate the unique features of
integrated care. For example, virtual reality
exposure (VRE) and augmented reality exposure
(ARE) programs may be a good alternative
option when the use of live animals is not possi-
ble. In VRE, exposure takes place within a com-

pletely computer-simulated setting in which the
patient can interact with the feared animal. The
patient accesses this virtual setting by viewing a
computer monitor or wearing a virtual reality
headset. To make interaction with the animal
more realistic, tactile stimulation may be used
when the patient is “handling” the virtual object
(Carlin, Hoffman, & Weghorst, 1997; Hoffman,
Garcia-Palacios, Carlin, Furness, & Botella-
Arbona, 2003). Although VRE programs are still
developing for a variety of specific phobia types,
this treatment modality is an effective option
when live exposure is not possible (Garcia-
Palacios, Hoffman, Carlin, Furness, & Botella,
2002).

Similarly, ARE entails the use of virtual tech-
nology to project the feared stimulus onto the
patient’s immediate environment. When using
ARE, the patient sees his or her actual environ-
ment (i.e., the office desk or floor) with the ani-
mal projected onto it. Because the patient
maintains a sense of presence in the real world,
ARE may seem more realistic and evoke an anxi-
ety reaction more similar to in vivo exposure
(Baus & Bouchard, 2014). Although this technol-
ogy 1is still being developed, ARE is another
potential treatment option (Botella et al., 2016).

Therefore, VRE and ARE may be good treat-
ment options in settings that are not amenable to
live exposure. For approximately $700, Virtually
Better, Inc. (http://www.virtuallybetter.com/)
offers empirically validated programs developed
by psychologists and includes a package that
covers the following fears: heights, elevators,
spiders, storms, hurricanes, tornadoes, flying,
and public speaking. Other companies include
Virtual Reality Medical Center (fear of flying
system that includes airplane seats and sub-
woofer: http://www.vrphobia.com/), VirtualRet
(fears of flying, heights, blood-injury-injection,
and public speaking along with agoraphobia:
http://www.virtualret.com/en/), CleVR (fears of
flying, heights, and social situations: http://clevr.
net/en/), and Psious (online options for fears of
flying, needles, heights, driving, animals,
enclosed spaces, and public speaking as well as
agoraphobia and generalized anxiety disorder:
https://psious.com/). These virtual reality options
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provide greater flexibility for implementing
exposure treatment.

Although OST is the most commonly used
treatment for animal phobia, numerous techno-
logical advancements allow exposure to be
adapted for use within an integrated care setting.
In settings where one cannot access live animals
for exposure, VRE or ARE may be helpful in
navigating these obstacles. Similarly, in settings
that rely on abbreviated treatment sessions, it
may be helpful to use Internet-based treatment
that encourages the patient to continue treatment
at home. Regardless, there are a variety of expo-
sure modalities that can be used to effectively
treat animal phobia.

Situational

Similar to animal phobia, exposure therapy is
most commonly used to treat situational phobia.
OST has been shown to effectively decrease pho-
bia of flying (Ost et al., 1997) and claustrophobia
(Ost et al., 2001) at posttreatment and at 1-year
follow-up. Unlike animal phobia, successive
approach to the feared object is sometimes not
possible; in these cases, the individual is either
immersed fully in the situation or not. For claus-
trophobia, the clinician can successively increase
the amount of time the patient stays in the
enclosed space and alter whether the door is
open, closed, or locked (Davis et al., 2012). For
flying phobia, the clinician can have the patient
successively confront the feared flying-related
situations, such as going to the airport, checking
into the flight, and ending with completing an
entire flight (Ost et al., 1997). In either sense, the
clinician and patient work together to create a
hierarchy of situations related to the phobia and
successively introduce feared situations starting
from the least to most fearful-evoking.

For some situational phobias, in vivo OST can
be performed conveniently within the integrated
care setting. For claustrophobia exposure, the cli-
nician can use a small windowless closet, eleva-
tor, or any confined space available within the
clinic. However, it is important to note that, while
OST can be completed within a single session,
these sessions are quite long (typically 1-2 h) and
require a large amount of clinician time (Davis

et al., 2012). Although an integrated care setting
may be amenable to situational phobia exposure,
the time required for exposure may not fit into a
brief therapy session.

When these exposure techniques are not prac-
tical in a fast-paced, integrated care setting, cog-
nitive therapy can be used to target maladaptive
thoughts and teach coping skills to help the
patient cope with anxiety when they are in the
feared situation. Such techniques may be espe-
cially useful for flying phobias, where the treat-
ment goal may be just to “get through” an
upcoming flight. In general, situational phobias
offer some flexibility for treatment within the
integrated care setting.

Natural
Natural environment phobias typically include
fears of storms, heights, and water. In children,
natural environment phobias are more difficult to
treat than animal phobias (Ollendick, Raishevich,
Davis, Sirbu, & Ost, 2010). Although case stud-
ies are available for natural environment phobias,
only two studies have involved treating water
phobia in children, and several studies have pro-
vided treatment for heights among adults. In rela-
tion to the fear of water, Menzies and Clarke
(1993) found 20 min of in vivo exposure was
superior to combining in vivo and vicarious
exposure (modeling of non-fearful performance)
in children aged 3-8. Additionally, Ultee,
Griffioen, and Schellekens (1982) indicated eight
sessions of in vivo treatment was superior to four
sessions each of gradual imaginal desensitization
and exposure in vivo for children 5-10 years old.
In terms of fear of heights with adults, one
study found guided mastery to be more effective
than desensitization alone (Williams, Turner, &
Peer, 1985), and another study found 6-min trials
involving exposure and opposite action to be sig-
nificantly better at posttest and follow-up com-
pared to exposure alone (Wolitzky & Telch,
2009). The remaining studies addressing height
phobia for adults include the use of VRE as the
primary exposure component (de Quervain et al.,
2011; Glantz, Durlach, Barnett, & Aviles, 1996;
Gregg & Tarrier, 2007; Huang, Himle, & Alessi,
2000; Krijn, Emmelkamp, Olafsson, Schuemie,
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& Van Der Mast, 2007; Ressler, Rothbaum,
Tannenbaum, & Anderson, 2004; Smits et al.,
2013).

Two VRE studies with height phobia found
d-cycloserine added to two sessions produced
significantly better results by enhancing extinc-
tion learning between session particularly when
paired with successful fear reduction (Ressler
et al., 2004; Smits et al., 2013). Additionally,
one study found cortisol paired with three ses-
sions of VRE was significantly better than VRE
with placebo at both posttest and follow-up (de
Quervain et al., 2011). One VRE study did not
find any benefit to adding coping statements to
the treatment (Krijn et al., 2007). Despite the
fact that several studies have utilized VRE pro-
cedures, Gregg and Tarrier (2007) indicated
that virtual reality exposure is not supported
over traditional exposure treatment for height
phobia.

In terms of addressing height phobia within an
integrated care setting, a stairwell, elevator, or
parking structure could be utilized to complete
the BAT and facilitate the patient facing their
fear. Similarly to approaches for other types of
specific phobia, the clinician and the patient can
work collaboratively to create an exposure hier-
archy that includes situations that produce at
least moderate anxiety with some feasible options
for the integrated care setting. As it is not neces-
sary to complete each item on the hierarchy
within session, the patient should feel free to list
some situations that cannot be completed within
the integrated care setting. The clinician and
patient begin to systematically confront the
feared situations from moderately to severely
anxiety provoking in session. Additionally, the
clinician assigns homework for between session
progress to promote generalization and addi-
tional fear reduction.

Other

Little empirical research is available for the
“other” type of phobias; however, a recent study
utilized cognitive behavioral treatment for fear of
vomiting, and 58% of participants showed sig-

nificant improvement (Riddle-Walker et al.,
2016). Another researcher recently found a group
intervention effective for fear of vomiting (Ahlen,
Edberg, Di Schiena, & Bergstrom, 2015). Despite
the lack of research focused on “other” phobias,
the intervention should still utilize exposure-
based procedures if possible. Similarly to how
exposure-based procedures are utilized in inte-
grated care settings described for the other pho-
bia subtypes, these various phobias also respond
to creating a hierarchy, accessing appropriate
stimuli to facilitate fear confrontation, and sys-
temic exposure to the feared stimulus until anxi-
ety reduces both within and outside of the
integrated care setting.

Other Treatment Options

In addition to the exposure-based treatment pro-
cedures described above, in situations where
direct confrontation of feared stimuli is either
very difficult or not possible, systematic desensi-
tization or imaginal exposure procedures may be
utilized. Cognitive therapy options can also be
beneficial, and research supports the use of these
interventions particularly with height phobia
(Steinman & Teachman, 2014). However, the use
of in vivo exposure procedures is still preferred
for all specific phobias (Baldwin et al., 2014).
Ideally these would be administered with direct
confrontation in vivo, but in situations where that
is not possible, VRE is a good alterative option
for many specific phobias.

What Does Not Work

There is little published research on the treat-
ment of specific phobias with non-psychothera-
peutic methods, such as with pharmaceuticals. In
one study, exposure therapy treatment had twice
the effect size of benzodiazepine treatment
alone, and combined treatment of exposure ther-
apy and benzodiazepine did not increase treat-
ment effects compared to exposure alone (Marks
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et al., 1993). There is some evidence to support
the use of d-cycloserine to enhance the effects of
exposure therapy, but this evidence is inconsis-
tent (Guastella, Dadds, Lovibond, Mitchell, &
Richardson, 2007; Smits et al., 2013). Therefore,
there is little evidence to support the use of
pharmacological treatment as the sole or primary
treatment for specific phobia.

In both self-exposure and guided-exposure,
it is necessary to remain in the situation until
anxiety reduces (ideally at least by half), so it
is important to have a sufficient block of time
for this to occur. If the session is nearing the
end, it is necessary to either finish the current
step with reduced anxiety or move back a step
or two on the hierarchy in order to “master”
that step and finish at reduced anxiety.
Additionally, it is unlikely that the patient
will be able to conduct the same level of expo-
sure at home as in the office. Therefore,
homework assignments should entail some-
thing that will be challenging for the patient,
but they are likely to experience success.
Specifically, they will need to be able to toler-
ate the heightened anxiety and remain in the
situation until their anxiety reduces. Leaving
the exposure situation with heightened anxi-
ety is likely to cause exacerbation of the fear
or treatment dropout.

When to Refer to Specialty Mental
Health

Although many clinicians could successfully
treat specific phobias within an integrated care
setting, given that many people do not seek treat-
ment for specific phobia and the high prevalence
rate of comorbidity for those with specific pho-
bias may warrant referral to specialty mental
health care. If a patient has high comorbidity,
impairment, and distress, referral to specialty
mental health care may be in the best interest of
the patient. Patients with significant anxiety,
mood, eating, or pain disorders in conjunction
with specific phobia may benefit from a thorough

mental health evaluation and course of treatment
to fully address the various presenting issues and
their severity.

Role of Primary Medical Provider
in Treatment

Given the high prevalence but low rate of treat-
ment seeking for specific phobia, the primary
medical provider can assist the integrated care
clinician by conducting effective screening of
patients and routinely asking about specific
phobias. Additionally, the medical provider
can assist with evaluating the severity of
comorbid conditions and determining if, in
conjunction with the clinician, the patient may
benefit from a combination of medication and
psychological treatment to effectively address
multiple presenting concerns. This may be par-
ticularly relevant if the patient is experiencing
significant impairment or distress from their
symptoms.

Assessing Impact on Care
and Quality Improvement

Given the high prevalence rate of specific pho-
bias, it will be important to monitor treatment
and determine the extent that reducing the phobia
and other comorbid conditions would success-
fully contribute to the patient’s medical care. It is
expected that successful treatment will result in
less utilization of the medical system and signifi-
cant cost savings. Additionally, determining the
improvement in quality of life following treat-
ment could indicate the overall impact of treat-
ment for the individual. Clinicians working in
integrated care settings can monitor the impact of
psychological interventions on overall health
particularly related to efficacy and efficiency.
This process could facilitate improvements in our
treatment techniques particularly within the inte-
grated care setting to the benefit of patients and
medical care providers.
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