PHOBIAS

Introduction

A phobia is a persistent and irrational fear of a specific object, activity, or situation that results in a compelling desire to avoid what is feared. The fear is irrational in the sense that it is out of proportion to the real danger and is perceived as such by the person experiencing it. Nevertheless, he/she goes to great lengths to avoid it.

If this avoidant behaviour has no major effect on the person’s life, the phobic behaviour does not constitute a disorder. However, when the phobia impairs one’s ability to function a normal daily task, the diagnosis of a phobic disorder is warranted.

Phobic patients feel anxious not only in the presence of the object or situations but also when thinking about them (i.e. anticipatory anxiety).

Phobias are generally divided into 3 major categories

(i)   Simple/Specific phobias

Involves fear of specific objects or situations other than being alone, being away from home, or embarrassment in public. The whole range of anxiety symptoms may be experienced in the presence of the object or situation with strong tendency to avoid the stimulus. Anticipatory anxiety is also a feature. 

It is believed by psychoanalytic theorists that specific phobias begin as perceived dangers from within. But since internal dangers cannot be avoided the defence mechanism of displacement is applied with actual avoidance of external dangers. This offers partial solution to the problem. Adults with specific phobias recognize that their fears are irrational, but children may not have this insight.

Specific phobias include:

(a) Animal type- Has a childhood onset

(b) Natural environment type- Has a childhood onset

(c) Situational type- Has a bimodal age at onset distribution, with one peak in  childhood and another peak in the mid-20s

(d) Blood/ Injection/Injury type- Is highly familial and characterised by strong vasovagal response.

Most simple phobias in adults are a continuation of childhood phobias, and they persist for many years. However, those starting in adult life after stressful events have a better prognosis.
(ii) Social phobias

Involve a fear of embarrassment or humiliation in situations in which one must interact with other people. When forced into the situation they fear, people with this disorder experience profound anxiety with a variety of physiological symptoms, including tremors, palpitations, sweating and faintness. These individuals often report being very afraid that others will notice their discomfort and ridicule them for it. This feeling can lead to social isolation, particularly if more than one social phobia is present.

This disorder usually has an onset in the late teens or early 20s, but both adults and children may have social phobias. The adolescents and adults will usually recognise the irrationality of their fear, but children may not, hence, cry, throw tantrums, cling to someone for safety, or freeze up in response to the phobic stimulus.

The phobia may begin after a humiliating social experience, but many people who develop social phobias do not recall any clear precipitants. Some patients may take alcohol to relieve the symptoms of anxiety.

(iii) Agoraphobia

Involves the fear of being alone, fear of leaving home, or fear of being in public places from which escape might be difficult (e.g. crowds or closed spaces) and where help might not be readily obtainable. More common in women This disorder most commonly occurs in conjunction with panic disorders, usually beginning between ages 18 and 35.

The symptoms are those of anxiety but other symptoms such as depression, depersonalisation and obsessional thoughts are more frequent in agoraphobia than in other phobic disorders.
Many situations normally provoke anxiety. The patients will avoid more and more of these situations as the condition progresses, until in severe cases they may be more or less confined to their homes. This is characteristic of the “housebound/ housewife syndromes”.

Anticipatory anxiety is a common symptom occurring hours before the person enters the feared situation in severe cases.

This disorder has an association with prolapse of the mitral valves.

Treatment

(i) Cognitive - behaviour therapy
Is the mainstay of treatment for specific and social phobias as well as for agoraphobia. It is quite successful in alleviating the 
symptoms of and restoring the patient’s lost ability to function at daily tasks. 

Systematic desentization is a widely used behavioural technique that involves the creation of a hierarchy of anxiety- producing stimuli. The therapist then uses this hierarchy of stimuli to desensitize the patients, presenting the stimuli to the patient gradually until they no longer produce anxiety. This kind of exposure to the feared until they no longer produce anxiety. This kind of exposure to the feared situation is the treatment of choice for specific phobias. Patients often benefit from group therapy in which they can be supported by others in gradually facing the feared situation.

Systematic desensitisation is also useful in treating social phobias, along with cognitive therapy to social skills training designed to decrease anxiety in social situations.

Flooding is another behavioural technique used to treat specific and social phobias. It involves repeatedly exposing the individual directly to the feared stimulus or situation until the anxiety response diminishes. Some patients find this technique very stressful.

(ii) Psychodynamic psychotherapy


Psychodynamic psychotherapy that focuses on the childhood origin and 
symbolic meanings of the patient’s fears has also been helpful in some patients.

(iii) Pharmacotherapy


This is not the first line treatment for phobias, although it is the treatment of choice to block panic attacks that are often accompanied by agoraphobia. Performance anxiety can often be treated successfully with the B- blocker propranolol in oral doses of 10-20mg administered 1 hour before the 
performance.

