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Perceived helpfulness of treatment for specific phobia: a World Mental Health 

Surveys report 

 

  



Abstract 

 

Background: Randomized clinical trials show that exposure-based treatments are 

highly effective for specific phobia. However, it is unclear whether patients with specific 

phobia also experience treatment as helpful in clinical practice. 

 

Aim: To investigate the prevalence and predictors of lifetime treatment helpfulness for 

specific phobia, and the treatment episode-level processes (helpfulness and 

persistence) that underlie this. 

 

Methods: We conducted analyses of 26 cross-sectional population-based World Mental 

Health surveys using the Composite International Diagnostic Interview. We used 

discrete-event survival analysis to calculate the conditional and cumulative probabilities 

of obtaining helpful treatment from the 1st through the 9th professional seen and of 

persisting in seeking treatment after initially unhelpful treatment. Survival analysis was 

also used to investigate predictors of person-level treatment helpfulness and the two 

component outcomes (episode-level helpfulness and persistence).  

 

Results: Among 112 507 respondents, 7.7% met criteria for lifetime specific phobia, of 

whom 13.7% had obtained treatment. The conditional probability of receiving helpful 

treatment from a particular professional was at most 20-30%, but the cumulative 

probability of receiving helpful treatment after seeing up to 9 professionals was 85.7%. 

However, only about half of respondents sought out a second professional after one 



unhelpful treatment episode, and only 14.7% persisted in seeing up to 9 professionalss. 

This resulted in 47.5% of respondents reporting that they had ever received helpful 

treatment. Receiving helpful treatment was predicted by educational status, childhood 

adversities, treatment type, and number of anxiety disorders.  

 

Conclusions: In contrast to randomized trials showing very high response rates in 

specific phobia, we found that the probability of receiving helpful treatment from a 

particular professional was only 20 to 30%. However, the cumulative probability of ever 

obtaining helpful treatment was 86%, although persistence was low. Better 

implementation of evidence-based treatments and patient education to improve 

persistence may enable more patients to obtain helpful treatment for specific phobia. 

 

  



 

Introduction 

Specific phobia is one of the most common mental disorders [1], with a lifetime cross-

national prevalence of 7.4% and a low median age-of-onset at 8 years old [2]. 

Compared to other mental disorders, specific phobia is associated with relatively low 

disability [3], with only 18.7% of people with specific phobia reporting severe impairment 

due to specific phobia in any domain [2]. However, specific phobia is associated with 

the later onset of other mental disorders [4], especially in the internalizing domain (e.g. 

depressive and anxiety disorders). Given its very early onset, specific phobia, 

particularly when generalized, may be an early marker of an internalizing vulnerability 

[5].  

 Few people with specific phobia seek treatment [2], possibly because of the low 

rates of severe impairment. However, specific phobia is generally considered to be a 

relatively easy to treat disorder. Various exposure-based treatments, including in vivo, 

imaginal, and virtual reality exposure, have been found to be effective for specific 

phobia [6]. Several studies have found very high response rates (≥80%) to in vivo 

exposure in particular among treatment completers [7]. Although there is some 

association between number of sessions and treatment outcome, even single-session 

exposure treatment can be highly effective [8,9]. However, many patients refuse or drop 

out of exposure treatment, as they are unwilling to face their feared object or unable to 

tolerate the associated anxiety [7].  

Despite the known efficacy of exposure-based treatments for specific phobia, it is 

unclear whether people with specific phobia who seek help actually perceive treatment 



as helpful in practice. This knowledge – whether specific phobia is actually effectively 

treated in clinical practice, from the patient’s perspective – is an important complement 

to the randomized trial evidence demonstrating that specific phobia can in principle be 

effectively treated. A possible disconnect between the two may arise from multiple 

sources: for instance, previous studies show that, among patients who receive 

treatment for mental health problems, many patients do not receive minimally adequate 

treatment [10,11], even in high-income countries and even when minimally adequate 

treatment is defined very liberally (at least two visits) [12], which suggests that many 

patients do not receive evidence-based care; furthermore, treatments are generally 

considered evidence-based because they have been shown to reduce symptoms, but 

patients may be more concerned about other outcomes (e.g. functioning, social 

relationships) [13]. Epidemiological studies show that, among people who have received 

mental health treatment in the past 12 months, a majority (55-85%) say that they 

received treatment that was at least somewhat helpful [14–18], and on a lifetime basis, 

around two-thirds of people report ever receiving helpful treatment for their disorder 

[19]. Treatment helpfulness is also associated with other important outcomes, such as 

unmet need for care [15] and discontinuation of treatment [18,20].  

However, no study has yet examined treatment helpfulness for specific phobia 

specifically, although one study reported that people with an early-onset disorder were 

less likely to receive helpful treatment than people with later-onset disorders [19], which 

might imply that people with specific phobia – one of the most common early-onset 

disorders – may be less likely to receive helpful treatment. The majority of studies so far 

have also examined 12-month treatment, rather than taking a lifetime perspective. 



Furthermore, the likelihood of receiving helpful treatment is a consequence of two 

separate processes: first, the likelihood of receiving helpful treatment from a particular 

professional, and second, the likelihood of persisting in treatment if a particular 

professional does not provide helpful treatment. If few participants report receiving 

helpful treatment, for instance, this could be because the likelihood of receiving helpful 

treatment from a particular professional is low; because few participants persist in 

seeking out helpful treatment after initially encountering unhelpful treatment; or because 

of a combination of these processes. These processes might also be predicted by 

different factors. The aim of the current study, therefore, is to examine the prevalence 

and predictors of perceived lifetime treatment helpfulness and of the two processes 

underlying this outcome. 

  

Methods 

Survey samples 

The World Health Organization’s (WHO) World Mental Health (WMH) surveys are a 

coordinated set of community epidemiological surveys administered to probability 

samples of the non-institutionalized household population in countries throughout the 

world (https://www.hcp.med.harvard.edu/wmh/) [21]. Data for the current report came 

from 26 WMH surveys carried out in 23 countries – 11 in countries classified by the 

World Bank as low/middle-income (Brazil, Bulgaria, Colombia, Colombia [Medellin], 

Iraq, Lebanon, Mexico, Nigeria, Peru, People’s Republic of China [PRC] – Shenzhen, 

and Romania) and 14 in countries classified as high-income (Argentina, Belgium, 

France, Germany, Italy, Japan, the Netherlands, New Zealand, Northern Ireland, 

https://www.hcp.med.harvard.edu/wmh/


Poland, Portugal, Spain, Spain [Murcia], and the United States). There were 2 surveys 

in Bulgaria, administered to separate samples in 2002-2006, and 2016-2017. Adults 

were selected using probability sampling methods designed to generate population-

representative samples. Response rates ranged from 45.9% (France) to 97.2% 

(Colombia [Medellin]) and averaged 69.2% across surveys (see supplemental table 1 

for detailed survey characteristics). 

 The interview schedule was developed in English and translated into other 

languages using a standardized WHO translation, back-translation, and harmonization 

protocol [22]. Interviews were administered face-to-face in respondents’ homes after 

obtaining informed consent using procedures approved by local Institutional Review 

Boards. To reduce respondent burden, interviews were administered in two parts. Part I 

was administered to all respondents and assessed core DSM-IV mental disorders. Part 

II assessed additional disorders and correlates and was administered to all respondents 

who met lifetime criteria for any part I disorder and a probability subsample of other Part 

I respondents. Part II data were weighted so that weighted prevalence estimates are 

identical to those in the Part I sample [23]. 

 

Measures 

Specific phobia  

Diagnosis of specific phobia was based on the WHO Composite International 

Diagnostic Interview (CIDI 3.0) [21], a fully-structured, lay-administered diagnostic 

interview according to DSM-IV criteria. Age-of-onset was assessed with retrospective 

reports. Clinical reappraisal interviews using the Structured Clinical Interview for DSM-



IV (SCID) were carried out in a number of countries in conjunction with the WMH 

surveys. These reappraisal interviews found fair agreement between diagnoses of 

specific phobia based on the CIDI and blinded SCID clinician-administered reappraisal 

interviews (κ=0.33), with the CIDI showing low sensitivity (0.45) but fairly high specificity 

(0.89). 

 

Perceived helpfulness of treatment for specific phobia 

Respondents who met lifetime criteria for specific phobia were asked whether they had 

ever “talk(ed) to a medical doctor or other professional about” their specific phobia and, 

if so, how old they were the first time they talked to a professional about their specific 

phobia. “Other professionals” were defined broadly to include “psychologists, 

counselors, spiritual advisors, herbalists, acupuncturists, and other healing 

professionals”. Respondents who had ever spoken to a professional about their specific 

phobia were asked whether they ever received treatment for their specific phobia “that 

you considered helpful or effective (emphasis in original)”. If so, they were asked how 

many professionals they ever talked to about their specific phobia “up to and including 

the first time you ever got helpful treatment”. Respondents who said they never received 

helpful or effective treatment were asked how many professionals they ever talked to 

about their specific phobia. 

 

Predictors of treatment helpfulness 

Socioeconomic characteristics included gender, marital status (currently married, never 

married, or previously married), and education (in quartiles defined by within-country 



distributions). Lifetime comorbid conditions included lifetime number of anxiety disorders 

(including generalized anxiety disorder, panic disorder, agoraphobia, post-traumatic 

stress disorder, and social phobia) and lifetime major depressive disorder, bipolar 

disorder, substance abuse or substance dependence (without abuse) with age-of-onset 

prior to the age the respondent first sought treatment. These comorbid conditions were 

assessed with the CIDI. Treatment type was defined as a cross-classification of 

variables for 1) whether the respondent reported receiving medication, talk therapy, or 

both, as of the age of first specific phobia treatment, and 2) types of treatment providers 

seen as of that age, including mental health specialists (psychiatrist, psychiatric nurse, 

psychologist, psychiatric social worker, mental health counselor), primary care 

providers, human services providers (social worker or counselor in a social services 

agency, spiritual advisor), and complementary/alternative medicine (other type of healer 

or self-help group). Treatment timing included the age at first specific phobia treatment, 

length of delay in years between age-of-onset of specific phobia and age of initially 

seeking treatment, and a dichotomous measure for whether the respondent’s first 

attempt to seek treatment occurred before 2000 or subsequently. Childhood adversities 

included family dysfunction (including physical or sexual abuse, neglect, parental mental 

disorder, parental substance use disorder, parental criminal behavior, and family 

violence) and other adversities (including parental death, parental divorce, other loss of 

a parent, physical illness, and economic adversity). 

 

Statistical analyses 



The analysis sample was limited to people with onset of lifetime DSM-IV specific phobia 

during or after 1990 in order to reduce the potential effects of recall bias. We first 

investigated the overall probability of ever receiving helpful treatment. However, the 

probability of ever obtaining helpful treatment is a joint function of the probability that a 

specific treatment provider will provide helpful treatment (helpfulness) and the 

probability that a patient will seek out additional treatment after initially unhelpful 

treatment (persistence). To investigate these two components separately, we used 

discrete-event survival analysis to calculate the conditional and cumulative probabilities 

of: 1) obtaining helpful treatment from the 1st through the 9th professional seen; and 2) 

persisting in seeking treatment with between 2 and 9 professionals after not obtaining 

helpful treatment from the previous professional(s) seen [24]. We followed patients up 

through 9 professionals, because this was the last number where at least 30 patients 

received treatment. We then carried out parallel survival analyses investigating 

predictors of these two component outcomes using standard discrete-time methods and 

a logistic link function [25], followed by a person-level model of overall probability of 

ever receiving helpful treatment (ignoring the number of professionals seen). We also 

investigated possible interactions between significant predictors and country income 

group or historical time. Because data were weighted and clustered, standard errors 

were estimated using the Taylor series linearization method in SAS 9.4. Omnibus tests 

of sets of coefficients were done using Wald χ2 tests, and individual coefficients were 

only considered if the omnibus test was statistically significant. Statistical significance 

was evaluated using two-sided .05-level tests. 

 



Results 

Specific phobia prevalence and treatment helpfulness 

A total of 112 507 respondents were included in the present study (52 692 in 

low/middle-income countries and 59 815 in high-income countries). Lifetime prevalence 

of specific phobia was 7.0% (SE=0.2) in low-income countries, 8.2% (SE=0.1) in high-

income countries, and 7.7% (SE=0.1 in the total sample (see Table 1). Among those 

with specific phobia, respondents in high-income countries were more likely to have 

obtained treatment for specific phobia than respondents in low/middle-income countries 

(16.7% [SE=0.6] vs. 9.7% [SE=0.7]), although treatment rates were very low across 

survey countries (13.7% [SE=0.5]). Among those who had obtained treatment for 

specific phobia, however, respondents in low/middle-income countries were about as 

likely as respondents in high-income countries to report having received helpful 

treatment (48.0% [SE=3.5] vs. 47.3% [SE=2.0]). There were significant inter-country 

differences in the prevalence of specific phobia, the percentage of respondents with 

lifetime specific phobia obtaining treatment, and the percentage who perceived 

treatment as helpful (among those who obtained treatment for specific phobia) (see 

Table 1). 

 

[ Table 1 here ] 

 

Episode-level treatment helpfulness and persistence 

The probability of treatment being perceived as helpful after the first professional seen 

was 23.0% [SE=1.1] across countries and remained comparable for the second, third, 



and fourth professional seen (32.8% [SE=2.0], 26.3% [SE=2.8], and 21.0% [SE=2.5]), 

dropping to 3.9-12.2% after the fourth professional, with the exception of the sixth 

professional (31.8% [SE=4.2]) (Table 2, see also supplemental table 2 for the 

probabilities up to the 61st professional). The cumulative probability of obtaining 

treatment perceived as helpful, if all respondents were to persist in seeing up to nine 

professionals, was 85.7% [SE=2.2], with a slightly higher estimate in low/middle income 

countries (93.5% [SE=3.0]) than in high-income countries (83.7% [SE=2.6]).  

 

[ Table 2 here ] 

 

 Persistence with treatment after previous unhelpful attempts was fairly low, 

particularly early in the course of seeking helpful treatment (Table 3, see also 

supplemental table 3 for the probabilities up to the 61st professional). Of respondents 

with specific phobia who did not obtain helpful treatment from the first professional they 

saw, only 54.6% [SE=1.6] persisted in seeking help from a second professional. 

However, persistence increased with the number of previous professionals seen, such 

that 85.7-93.2% of respondents who did not obtain helpful treatment from the fourth 

through eighth professional seen persisted in seeking help from a subsequent 

professional. The cumulative probability of persisting with treatment up until the ninth 

professional (given that all previous professionals had not provided helpful treatment), 

however, was only 14.7% [SE=2.0]. This probability was slightly lower in low/middle 

income countries than in high-income countries (9.5% [SE=2.9] vs 16.9% [SE=2.4]). 

 



[ Table 3 here ] 

 

Predictors of treatment helpfulness and persistence 

We investigated predictors of the person-level outcome (ever obtaining helpful 

treatment for specific phobia from any professional [model 1]) and of the two 

decomposed, treatment episode-level outcomes (obtaining helpful treatment [model 2] 

and persistence in seeking treatment after obtaining unhelpful treatment [model 3]). 

 At the person-level, respondents who were students or who had experienced 

childhood adversities (other than family dysfunction) were less likely to report having 

ever obtained helpful treatment, while respondents who had received treatment by a 

mental health specialist with medication and participants with three or more anxiety 

disorders (including specific phobia) were more likely to report having ever received 

helpful treatment 

 Decomposition of this person-level outcome into treatment-episode-level 

outcomes of treatment helpfulness (model 2) and persistence (model 3) demonstrated 

that the person-level outcome was predicted through different pathways. Being a 

student and childhood adversities (other than family dysfunction) primarily predicted 

episode-level treatment helpfulness, but not persistence, while treatment by a mental 

health specialist with medication was predictive of persistence, but not episode-level 

helpfulness. Having 3 or more anxiety disorders predicted both episode-level 

helpfulness and persistence, although the omnibus χ2 test for episode-level helpfulness 

was not significant.  



 There were also several predictors of the decomposed outcomes that did not 

predict the person-level outcome. Respondents who were never married and who had 

received treatment in the general medical sector were less likely to report episode-level 

treatment helpfulness, while respondents who had started specific phobia treatment in 

2000 or later were more likely to report episode-level helpfulness. Later age at onset 

and treatment with complementary/alternative medicine predicted higher persistence, 

while a longer treatment delay predicted lower persistence.  

 

 [ Table 4 here ] 

 

 In more complex models that included interactions between country income 

group or historical time and each of the significant predictors, few interactions were 

statistically significant, particularly for the person-level outcome (supplemental tables 4 

and 5). However, there were significant interactions between education level and 

treatment type with historical time in predicting person-level treatment helpfulness. 

 

Discussion 

In this large, cross-national study, nearly half of respondents who had received 

treatment for their specific phobia reported that they had ever received treatment that 

they considered helpful. There were no differences between low/middle and high-

income countries, although treatment rates were lower in low/middle income countries. 

The likelihood of receiving helpful treatment from a specific professional was only 

around 20 to 30% and dropped to less than 10% after seeing more than six 



professionals. However, participants who persisted in seeking treatment from up to nine 

professionals had a cumulative probability of 86% of obtaining helpful treatment. This 

suggests that the vast majority of people can eventually obtain helpful treatment for their 

specific phobia, if they persist for long enough. Such persistence, however, was 

uncommon, as the cumulative probability of persisting in treatment for up to nine 

professionals after previous professionals had proven unhelpful was only 15%.  

 Ever receiving helpful treatment was associated with not being a student, 

receiving treatment from a mental health specialist (with medication), having multiple 

anxiety disorders, and not having experienced childhood adversities. Our finding that 

receiving treatment from a mental health specialist with medication is associated with 

greater likelihood of ever receiving helpful treatment contrasts with some previous 

research that found no difference in perceived helpfulness between primary care and 

mental health care among participants reporting 12-month treatment for any disorder 

[26]. However, our analysis of the specific pathways through which these predictors 

acted may explain this difference, as receiving treatment from a mental health specialist 

was only associated with persistence in seeking treatment after receiving unhelpful 

treatment, not with receipt of helpful treatment from a specific professional per se.  

 The probability of receiving helpful treatment from a particular professional 

remained relatively stable, at 20 to 30%, throughout the first four professionals seen. 

This suggests that people with specific phobia should not feel discouraged if they do not 

receive helpful treatment from the first professional that they see. However, nearly half 

of respondents did not persist in seeking out a second professional if the first 

professional was not helpful, suggesting that many people with specific phobia do give 



up on seeking treatment quite readily. This may be related to the relatively low levels of 

disability associated with specific phobia [3]; if the specific phobia is not considered 

particularly burdensome, respondents’ motivation to seek out treatment may not be very 

high. In contrast, among those who had already sought out at least 4 professionals and 

had not yet received helpful treatment, most (86-93%) persisted in seeking treatment 

from a subsequent professional, perhaps because this subgroup of respondents was 

most severely affected by their specific phobia and hence most motivated to continue to 

seek treatment even after repeated failures to obtain helpful treatment. Unfortunately, 

highly persistent respondents were infrequently rewarded for their persistence, as 

episode-level treatment helpfulness was generally quite low by this point, especially for 

the seventh professional and beyond. 

 Unhelpful treatment wastes resources, increases the length of time that people 

suffer from their symptoms, and leads people to give up on help-seeking before their 

symptoms are effectively treated. While some mental disorders can be quite difficult to 

treat, specific phobia is one of the more treatable mental disorders [7], although it tends 

to be persistent if left untreated [2]. Our finding that only 20 to 30% of people with 

specific phobia report that they received helpful treatment from a particular professional 

is, therefore, very disappointing. This also contrasts with analyses showing that 

episode-level treatment helpfulness early in the course of treatment was higher among 

respondents with major depression (30-40%) [27], even though depression is generally 

thought to be more difficult to treat and response rates in clinical trials are somewhat 

lower than in clinical trials for specific phobia [28]. It is possible that depression is more 

responsive to nonspecific interventions (e.g. supportive care), while specific phobia 



might be specifically highly responsive to exposure-based treatments; alternatively, the 

more episodic nature of depression may lead patients to misattribute spontaneous 

improvement to treatment, which is less likely to occur with a highly persistent disorder 

like specific phobia. Increased implementation of evidence-based treatment options, 

such as in vivo exposure [8], may help to improve treatment helpfulness for specific 

phobia in clinical practice. Patients may also need to be educated that a degree of trial-

and-error in finding helpful treatment is normal and that they should not feel 

discouraged if they do not succeed in obtaining helpful treatment after the first attempt, 

since our results also show that patients are very likely to obtain helpful treatment if they 

persist in seeking out treatment.  

 

Strengths and limitations 

The current study has several strengths. First, we used a large cross-national sample, 

which also enabled us to investigate differences between high-income and low/middle-

income countries. Secondly, unlike previous studies which only examined receipt of 

helpful treatment, we provided better insight into the process of obtaining helpful 

treatment by disentangling its two primary components, namely the probability of 

receiving helpful treatment from a particular professional and persistence in seeking out 

treatment after not obtaining helpful treatment.  

 This study also has several limitations. The most important limitation is that data 

were derived from a cross-sectional interview, and respondents retrospectively reported 

their lifetime treatment experiences. Consequently, our results may have been affected 

by recall bias. In particular, many more people meet criteria for mental disorders if they 



are repeatedly assessed over a period of decades, rather than asked to report on 

lifetime symptoms [29,30]. It is therefore likely that treatment rates for specific phobia 

are in actuality even lower than those reported here, as untreated, spontaneously 

remitting cases of specific phobia may have been forgotten. Secondly, while the CIDI 

does assess which treatments respondents have received for any disorder, it does not 

assess which treatments respondents have received for a particular disorder. Moreover, 

the assessment of treatment type is not specific enough to assess whether respondents 

received evidence-based treatment. Consequently, we cannot determine whether 

perceived helpfulness was low because respondents did not receive an evidence-based 

therapy for specific phobia, or whether it was low even though respondents did receive 

evidence-based therapy. The former explanation seems likely given previous research 

on the low prevalence of minimally adequate treatment [10], but further research is 

needed to assess what kind of treatment patients with specific phobia receive in clinical 

practice. Finally, assessment of perceived treatment helpfulness was based on a single 

question about whether respondents ever received treatment that they considered 

“helpful or effective”, and we do not know on what basis respondents decided whether 

treatment was helpful. Although this means that respondents were free to focus on 

potential treatment outcomes that they personally considered most important, it also 

means that perceived helpfulness may not be related to outcomes usually used in 

treatment efficacy research (i.e. symptom reduction). We also cannot exclude the 

possibility that respondents may misattribute improvement for other reasons to the 

treatment they happen to be engaged in at the same time. 

 



Conclusions 

In this study, we found that the cumulative probability of ever obtaining helpful treatment 

for specific phobia was 86% if respondents persisted in seeing up to nine professionals. 

However, persistence was relatively low, with only about half of respondents seeking 

out a second professional if the first professional did not provide helpful treatment. The 

probability of being helped by a particular professional was only about 20 to 30%, which 

contrasts with randomized trials showing very high response rates to exposure-based 

therapy in specific phobia [7]. Better implementation of evidence-based treatments in 

clinical care and patient education to improve persistence may enable more patients to 

obtain helpful treatment for specific phobia.  
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