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Introduction 

Specific Phobias Classification Mental Health (DSM IV).

The present Work was developed in the clinic-school of  UCDB with groups of women
who suffer from driving-phobia. We have groups ranging from 15 to 20 members. For
each group we had two therapists.

Classification (DSM-IV).

“High and persistent fear of specific objects and situations. The persons experience a
high constant and intense or irrational fear in the presence or possibility, of meeting a
certain object or situation”.

Subtype (DSM IV)

� Subtype Animal – The fear of animals or insects  generally started in
childhood.

�  subtype natural environment objects- the fear of the natural environment
– storms, thunder, high places, water-starting in childhood.

� Subtype types of blood - infection-injuries, medical proceedings.

� Subtype situational – Fear of specific situations – travelling in public
transport, tunnels, bridges, elevators and driving.

Other Type

Avoidance of situations that can cause asphyxia: vomits or to catch some disease or
illness.

Diagnosis criterions (Costa end Lanna, 2001, DSM IV).

1) Excessive or irrational persistent fear.

2) The exposure to the phobic objects causes anxiety (maybe similar to panic).

3) The person Knows that his her fear is irrational; 

4) The situation is avoided or is borne with intense suffering.

5) The avoidance interferes in the routine of the person, in his/her work, or study, and
so on.
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Causes

In the cognitive – Behavioural treatment, authors: Pavlov, Watson, Rayner (1920).

The Phobias obey to a learning process; 

This work is derived from Skinner (1938), a psychologist who worked with the so
called operant conditioning. According to Skinner people learn to have the feeling of
fear because they are conditioned to develop it.

Modeling  (Bandura, 1979)

Importance of learning  by the observation of the model.

Example: a child may develop fear of a dog when it observes that another child
expresses phobic behaviours.

Cognitions

Every phobic person has cognitions that influence his/her autonomic and behavioural
responses.

Generalization

The person experiences traumatic situations and in accordance with these experiences
he/she generalizes the fears to other similar situations

Example: the child with fear of mice may generalize this fear to rabbits, balls of wool,
and so on.

Personal Predispositions - the authors Costa and Lanna (2001) believe in the
personal predispositions for developing phobias.

Introversion – Increases the possibility of phobia development; 

Neuroticism – The person develops in early life a range of avoidance responses;

Philogenetic Predispositions – More frequent phobias have relations to situations
experienced during the evolution of our human species;

Driver Phobia

The authors who have written more about phobia of driving are the following.
(Costa end Lanna 2001)

(Corassa 2000).

Picoloto, Pergher, Wainer 2003).

1) Diaphragmatic Respiration

 Aim: to delete anxiety reactions

2) Progressive relaxation – The therapist leads the patients to have a gradual
relaxation of many parts of their bodies

3) Simple Relaxation
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4) Systematic Dissensibilisation of Volpe (1958).

The therapist counsels the patients to be gradually exposed to their phobia in order
to be desensitised.

4.1- Deep muscular relaxation – The therapist leads the patient in stages through
his talking, to find the parts of their bodies and relax.

4.2- Elaboration of the hierarchy of anxiety producing stimuli – the therapist leads
the patients to classify from their smallest fears to the biggest one and confront
them gradually.

4.3- Application of relaxation associated to anxiety producing stimuli – the therapist
prepares the person for a live exposition when the person confronts the problem .

5) Live exposition – Expose the patient gradually and frequently to the anxiety
stimuli (phobic situation) without relaxation (In some situations using diaphragmatic
breathing). Then making with the patient a hierarchical scale of anxiety where. The
therapist asks him/her to expose him or herself gradually to this scale.

6) Cognitive Reconstruction

The therapist makes the patients identify the distorted thoughts and substitute
them. Modification of values, beliefs, cognitions and attitudes of the person in
relation to the phobia.

7) Homework 

The therapeutic process lasts 22 sessions, two times a week. 

8) Follow-up – uma vez por mês durante 2 anos.
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