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Summary--Twenty-eight patients with flying phobia, fulfilling the DSM-IV criteria for specific phobia, 
were assessed with behavioral, and self-report measures. They were randomly assigned to two treatment 
conditions: (1) 1-session, or (2) 5-sessions of exposure and cognitive restructuring. The first condition 
consisted of a single 3 hr session of massed treatment, and the second condition of 6 hr of gradual 
treatment. Treatment was done individually by very experienced therapists. The results showed that the 
two treatment conditions did equally well and there were no differences between them. At post-treat- 
ment 93% of the 1-session group and 79% of the 5-session group managed to take an unaccompanied 
return fight. At the 1-yr follow-up assessment the effects were maintained on all measures except the 
behavioral test; in both groups 64% of the patients took the flight. The most plausible reason for this 
deterioration is that during the follow-up year the subjects who relapsed didn't have the opportunity to 
fly as a job requirement with the employer paying the expenses. The implications of these results are 
discussed. © 1997 Elsevier Science Ltd 

I N T R O D U C T I O N  

Flying phobia is classified as a specific phobia of the situational subtype by DSM-IV (American 
Psychiatric Association: APA, 1994). Various surveys of the general population in Europe (e.g., 
Ekeberg, Seeberg & Ellertsen, 1989; Nordlund, 1983) and the U.S.A. (Agras, Sylvester & 
Oliveau, 1969) have yielded fairly similar prevalence figures; around 10% never fly due to their 
phobia of air travel. In addition about 25% experience high anxiety while flying, often making 
it necessary for them to take tranquilizers or alcohol in order to accomplish the trip. These 
people very rarely, if ever, fly unless it is required as part of carrying out their work. On va- 
cations they use other means of transportation. 

In most western countries there has been a development in which private caregivers have 
started practices specialized in the treatment of flying phobia. Sometimes these caregivers work 
in co-operation with a local airline, which probably gives more trustworthiness to their services. 
The professional background, as well as the training in cognitive-behavioral therapy, of the 
people providing the treatment vary to a large extent. Another characteristic of these practices is 
the lack of evaluation of the effects the treatment has on the S s' phobias. 

A small number of randomized studies on flying phobia has been published. Solyom, Shugar, 
Bryntwick and Solyom (1973) compared systematic desensitization (SD), habituation (exposure), 
and aversion relief for 8 sessions over 4 weeks, with group psychotherapy for 12 sessions over 6 
weeks. They found that the three behavioral treatments did equally well and significantly better 
than group psychotherapy. On the post-treatment behavioral test 70, 70, and 80%, respectively, 
took the flight. Of those patients who could not fly at pre-treatment 78% passed the test fight, 
but the authors they did not state what proportion of the total sample of 40 these avoiders 
made up. The follow-up assessment 8-24 months after the treatment did not include a beha- 
vioral test. 

Denholtz and Mann (1975) compared various forms of SD in four groups of flying phobics; 
one group got the standard SD but with filmed scenes instead of imagined, one got relaxation 
but with no systematic presentation of scenes, one got no relaxation but presentation of scenes, 
and the last group got relaxation and a placebo film. The treatment time varied from 3-12 hr. 
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The last three groups had high dropout rates (35, 45, and 29%, respectively) and all were signifi- 
cantly worse than the SD group. On the post-treatment behavioral test 65, 15, 27, and 17%, re- 
spectively, took the flight. Of the 51 patients who completed the treatment program 40 (78%) 
were able to fly after the treatment. The 3.5 yr follow-up (Denholtz, Hall & Mann, 1978) did 
not include a behavioral test. 

Howard, Murphy and Clarke (1983) compared SD, implosion, flooding, and relaxation with a 
waiting-list control group for flying phobics who got 8 hr of treatment during an 8-week period. 
There were no significant differences between the conditions, and only on one measure--  
Attitudes to Flying questionnaire--did the active treatments yield better effects than the wait list 
group. No pre-treatment behavioral test was used, but on the post-treatment test 82% in SD, 
82% in implosion, 64% in flooding, 92% in relaxation, and 70% in the No-treatment group 
flew. There was a follow-up after 3 months but no behavioral test was performed. 

Haug et al. (1987) compared, in a small sample of flying phobics, the effects of consonant vs 
non-consonant treatment for 6 sessions over 4 weeks. The two treatment methods used were 
applied relaxation and self-instructional training, and a treatment was considered consonant if it 
focused on the anxiety component most prominent in the individual patient's anxiety reaction. 
Thus, for a patient with strong physiological reactions but weak cognitive reactions applied 
relaxation was the consonant method, while for a patient with the reverse pattern self-instruc- 
tional training was consonant. The prediction was that a consonant treatment would yield better 
effects. On most measures there was a trend in that direction, but it was only significant on the 
self-rating of physiological arousal. This is probably due to low power, since there were only 
11 Ss in the study. On the behavioral test 10 of the 11 patients got the maximum score at pre- 
treatment, i.e., sat in the plane for 10 min, while at the post-treatment test all 11 got the maxi- 
mum score, i.e., took a short flight in the nearby surroundings. The 3-month follow-up did not 
include a behavioral test. 

Finally, Beckham, Vrana, May, Gustafson and Smith (1990) compared a manualized form of 
stress-inoculation training with a no-treatment control group. This treatment was very cost- 
effective since the patients only got a 50-min introduction from the therapist and then carried 
out the treatment on his/her own over a 4-week period. The dropout rate was 21% in this 
group and 64% in the no-treatment group. On most measures the manual treatment was signifi- 
cantly better than the no-treatment condition. On the post-treatment behavioral test 82% in the 
treatment group and 36% in the no-treatment group took the flight. There was a 2-month fol- 
low-up, but without any behavioral test. 

The major flaw in reviewed studies on flying phobia is the lack of  a real life behavioral test 
administered pre, post, and at follow-up. By not excluding Ss who can manage to fly pre-treat- 
ment there will be an overestimation of the proportion of patients who can fly after the treat- 
ment, since this percentage will include those who could take a flight, albeit with anxiety, 
already before the treatment started. Furthermore, only using the flight that is included as the 
last step of the treatment (often called 'graduation flight') as a behavioral measure is a weak 
test. At this flight usually the patient is accompanied by fellow patients in the same treatment 
and/or the therapist. This increases the patient's feeling of security and adds a group pressure, 
but it is not a valid measure of how the patient can manage to take ordinary, commercial flights 
on his/her own in natural situations. The tentative conclusion that can be drawn from the 
reviewed studies is that some type of coping technique and systematic desensitization seem to be 
effective in flying phobia. 

Recent research has shown that short intensive treatments during a single session maximized 
to 3 hr produces just as good results as more spaced programs do for specific phobias. Ost, 
Hellstr6m and K~ver (1992) found that one session of exposure was equal to five sessions in 
injection phobia, and Hellstr6m, Fellenius and t~st (1996) showed that one session of applied 
tension or tension-only was equal to five sessions of applied tension for blood-injury phobia. In 
spider phobia t~st, Salkovskis and Hellstr6m (1991) found that the therapist-directed l-session 
exposure and modelling treatment was superior to patient-directed manualized treatment. This 
was replicated by Hellstr6m and t3st (1995) who also found no difference between a specific spi- 
der phobia manual and a general anxiety manual, or whether the treatment was carried out in 
the patients' homes or at the clinic. In the first 1-session group treatment of spider phobia 0s t  



One vs five sessions of exposure 989 

(1996) found that a large group of 7-8 patients yielded as good results as a small group 3-4 
patients. Finally, in a second group study (Ost, Ferebee & Furmark, 1997), the direct treatment 
was found more effective than direct observation of treatment (live modelling) or indirect obser- 
vation (symbolic modelling). Furthermore, the individual spider phobia treatment has been 
replicated by Arntz and Lavy (1993), and there is even earlier research showing that brief treat- 
ment of animal phobias is effective (e.g. Bandura, Blanchard & Ritter, 1969). Thus, from a clini- 
cal point of view the 1-session treatment can be considered the treatment of choice for specific 
phobias, at least for that subset of phobias for which it has been evaluated. 

The purpose of the present study was to compare the effects of a 1-session with a 5-session ex- 
posure and cognitive treatment for flying phobia using a randomized study. Based on our pre- 
vious research summarized above it was predicted that the 1-session treatment would be as 
effective as the 5-session treatment in bringing about clinically meaningful changes in completely 
avoiding flying phobics. It was also predicted that the effects will be maintained, or furthered, at 
the 1-yr follow-up, which has been the case in all our previous studies. Another unique aspect 
with the present study is that two of the inclusion criteria state that the S must not have taken 
a flight during the last 2 yr, and during the pre-treatment behavioral test he/she is incapable of 
taking a 45-60 min domestic flight in Sweden. Four of the previous five treatment studies on fly- 
ing phobia only used a post-treatment behavioral test, and the fifth study (Haug et al., 1987) 
did not exclude patients who managed to fly pre-treatment. Thus, by using a behavioral test at 
pre-, post-, and follow-up assessment that demanded that the patient ,takes a commercial flight, 
unaccompanied by a relative, friend, or therapist, there will be a very stringent test of the effi- 
cacy of the treatments. 

METHOD 

Subjects 

The Ss for the study were recruited through advertisements in local newspapers, or were 
referred by their physicians in the Uppsala and Stockholm counties. There were 28 patients, 16 
women and 12 men, all of whom had been diagnosed with specific phobia of flying according to 
DSM-IV (APA, 1994). In order to participate in the study, the following criteria had to be ful- 
filled: (1) be between 18-60 yr of age; (2) be afraid and exhibit avoidance of flying, this being 
the primary problem for which the patient had sought help; (3) a minimum of 2 yr duration of 
the phobia; (4) a minimum of 2 yr since the last flight; (5) be incapable of taking a 45-min dom- 
estic flight in Sweden (during the behavioral test); (6) be willing to participate in the study for a 
period of 7 weeks (and the 1-yr follow-up); (7) have no other psychiatric problems requiring im- 
mediate treatment; (8) have no psychotic or organic symptoms; (9) have no disease of the heart 
or lungs. 

The patients were screened using a modified version of Anxiety Disorders Interview 
Schedule--IV (Brown, DiNardo & Barlow, 1994), yielding DSM-IV anxiety diagnoses. Of the 
33 patients that were screened, 28 fulfilled the criteria and were included in the study. The aver- 
age age of the patients was 39,0 yr (SD = 9.5; range 22-60), and the average age at which the 
phobia began was 21.1 yr (SD = 7.3; range 7-37). The mean time since their last flight was 9.8 
yr (SD = 7.9; range 2-32). Twenty-seven (96%) of the patients were married or living together 
with a steady partner, while 1 was single. There were 25 who worked or studied full-time, and 1 
part-time, while 2 were unemployed. All of the patients were handicapped by their flying pho- 
bia, either in their private lives or professionally. 

Assessment 

The patients were assessed prior to, following, and 1 yr after the treatment 
Self-report measures. In order to measure the degree of flying phobia, the Fear of Flying scale 

(Haug et al., 1987) was used. It consists of 21 different situations related to air travelling on 
which the patients rate their anxiety on a 0-4 scale. This was supplemented by the Fear of Fly- 
ing Inventory. The Fear Survey Schedule--III (FFS; Wolpe & Lang, 1964) was used to measure 
general phobic tendencies, the State-Trait Anxiety Inventory (STAI; Spielberger, Gorsuch & 
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Lushene, 1970) was used to measure general anxiety, while the Beck Depression Inventory 
(BDI; Beck, 1967) and the Beck Anxiety Inventory (BAI; Beck, Epstein, Brown & Steer, 1988) 
were used to measure depression and anxiety, respectively. 

Credibility. To assess the credibility of the treatments, before the initiation of any therapy, the 
patients were asked to answer a questionnaire consisting of 4 items, on a scale of 1-10 (Nau, 
Caputo & Borkovec, 1974, originally from Borkovec & Nau, 1972). The patients were also 
asked to estimate, on a scale of  1-10, how successful they expected the treatment to be. It was 
explained that this was routine procedure in the project and that the treatment itself was being 
evaluated and not the therapist. The patient put the questionnaire in an envelope and sealed it 
so that the therapist's attitude toward the patient would not be affected, by knowing the 
patient's rating. 

Behavioral test. A behavioral test was used to assess the patient's avoidance of flying. At the 
end of the screening-interview, when the patient had been included in the study and signed the 
informed consent form, he/she was asked to take a domestic flight (45-60 min) from the Stock- 
holm airport, and to do so unaccompanied by a relative or friend. The following instructions 
were used: "Go  to the city bus terminal and take the bus to the airport. Get off at the domestic 
terminal, go to the ticket counter and get your ticket for your destination. Then you go to the 
gate, check in, board the plane and go to X-town. When the plane has landed you will go into 
the terminal building, check in, and take the same plane back to Stockholm. Then you take the 
bus back to the city. On this form you rate your anxiety level (0-100) at the different points 
described on the form, and when you have returned you mail me the form". The patients were 
urged to do their very best so that a current measure of their degree of flying phobia could be 
obtained. However, they were not told that anyone who managed to take the flight would be 
excluded from the study, since that information might have resulted in some patients performing 
worse than they actually were capable of. This would yield pre-treatment scores that were too 
low, and the pre-post treatment difference would be too large, resulting in an overestimation of  
the treatment effect. 

The behavioral test was scaled from 0-22; where 0 = refusal to get on board the bus at the 
bus terminal, 14 = sitting in the plane when it departs from Stockholm, and 22 = sitting in the 
plane when it takes off for the return flight to Stockholm. Patients were also asked to rate (0- 
100) the anxiety they experienced at various points during the test. 

The study was sponsored by Scandinavian Airlines System and seats that had not been sold 
on the ordinary domestic flights were used for the tests at pre, post, and follow-up assessment, 
as well as the treatment flights taken by the patient and his/her therapist. 

Procedure 

Pre-treatment.  The Ss who volunteered for the study were mailed the questionnaires described 
above. When the filled-in questionnaires had been returned each patient was then contacted by 
phone and an appointment was made for a screening interview. The interview took 60 min and 
its purpose was to establish whether or not the patient fulfilled the criteria necessary to be 
included in the study, and to instruct the patient to conduct the behavioral test. After having 
answered the patient's questions regarding the test he/she was sent off to carry out the beha- 
vioral test. When the patient's filled in form from the test had arrived a few days later the thera- 
pist called him/her up to set a date for the first (or only) therapy session, usually within a week. 
Those patients who managed to take the flight were told that, unfortunately, they could not 
take part in the study because they were not avoiding enough. Instead they were encouraged to 
continue taking flights when possible, using whatever they had learnt from the behavioral test 
flight. 

Post- treatment  and follow-up. One week after treatment, the patient performed the behavioral 
test and answered the questionnaires again. The therapist also informed the patient of the volun- 
tary maintenance program (0st,  1989b) and the patient was instructed to continue his/her own 
self-exposure. One year later, the patient was called back to perform the behavioral test and fill 
in the questionnaires once again. 
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Design 

After the pre-treatment assessment, the patients were randomly assigned to two treatment 
conditions: (1) l-session treatment (n = 14); and (2) 5-session treatment (n = 14). 

Treatmen ts 

1-session treatment. Based on the description given by t)st (1989a, 1997), the l-session thera- 
pist-directed exposure includes a combination of prolonged exposure and cognitive restructuring. 
The following pre-treatment instruction were given. The treatment is done as a team-work, and 
both the therapist and the patients have equal responsibility for achieving a good effect. The 
therapist also informs the patients that even if the treatment will mean that they will be exposed 
to much more than they ever have encountered in natural situations this will not "break their 
personal record" of anxiety in the phobic situation. 

The session starts at the bus terminal in the city where patient and therapist meet. During the 
bus trip to the airport (30-40 min) the therapist elicits the idiosyncratic catastrophic thoughts 
that the patient has concerning flying in general, and certain phases of the fight in particular. 
These are carefully noted by the therapist since they need to be recalled at different phases 
before, during, and after the flight. When arriving at the airport the patient and therapist go to 
the ticket counter to collect their tickets for a return trip to a destination 45-60 min flying time 
from Stockholm. From this moment on the therapist has the task to remind the patient of the 
phase of the trip that is coming up and what particular catastrophic thought that he/she has 
about it. When the phase is taking place the patient is instructed to observe carefully what is 
actually happening. After the phase has ended the patient is asked to compare his/her cata- 
strophic thought with what actually happened, and rate (0-I00) the degree of belief in the par- 
ticular thought. In a way this can be conceptualized as an indirect way of doing behavioral 
experiments to test the validity of the patient's catastrophic thoughts. It is of course difficult, 
not to say impossible, to conduct direct behavioral experiments in an aeroplane, in the sense 
that the experimental steps are set up by the therapist, let alone on an ordinary commercial 
flight. The treatment then continues in this way until the plane has returned to the Stockholm 
airport and the patient and therapist have disembarked. During the bus trip back to the city the 
patient is asked to summarize his/her experiences, particularly what has been learnt regarding 
the various catastrophic thoughts and the belief in them. Finally, the patient gets help to plan 
how he/she can continue working on his/her own to further reduce the fear of flying. The total 
treatment time was about 3 hr for this condition. 

5-session treatment. This treatment consists of four 1-hr sessions and one 2-hr session. The 
first two sessions are spent in the therapist's office eliciting the idiosyncratic catastrophic 
thoughts that the patient has concerning flying in general, and certain phases of the flight in par- 
ticular. These are carefully noted by the therapist since they need to be recalled during the last 
session, the treatment flight. Another focus of these sessions is to find out if the patient has a 
lack of knowledge concerning important factors in flying, e.g., safety procedures, aerodynamics, 
risks involved in air travelling etc. If such a lack is discovered the therapist will give the patient 
the appropriate information. 

The third session is spent at the airport watching planes take off and land, observing the 
safety procedures before a plane is ready for take off, or whatever technical procedures the 
patient may be wondering about. The fourth session is also spent at the airport, but now the 
patient and therapist take a simulated flight in the mock-up that the airline ordinarily uses to 
train the personnel in emergency situation procedures. The mock-up is the cabin of an ordinary 
plane (DC-9), and it may give the illusion of a real flight. In this situation the patient can to 
some extent practice what is going to be real in the next session. 

The fifth session is the actual flight, which is the same procedure as the 1-session flight with 
the exception that the patient and the therapist meet at the ticket counter at the airport to col- 
lect their tickets. Since the therapist has already collected the patient's catastrophic thoughts 
during the first two sessions they don't  have to use a joint bus trip for this purpose. The total 
treatment time was about 6 hr in this condition. 
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Therapists 

The therapists conducting the treatment were the junior authors of  this paper. At the time of  
the study MB had 14 yr and TA 16 yr of clinical experience with behavior therapy, and had 
treated a number of flying phobics, mainly during several exposure sessions. 

Statistical methods 

Non-parametric test 0( 2 and Fisher's exact probability test) were used for ordinal data. For 
each group of interval measures repeated measurement ANOVAs using Bonferroni corrections 
were performed. All statistical tests were 2-tailed, and performed using the statistical package 
SPSS for Windows release 6.1.3 supplied by SPSS Inc. (1995). 

R E S U L T S  

Attrition 

None of the patients dropped out of the study. 

Pre-treatment differences 

There were no significant differences between the conditions on any of the measures. 

Credibility 

The four ratings were added to give a total score with a maximum of 40 points. The average 
was 30.1 for the 1-session group and 30.7 for the 5-session group. The patients also rated, on a 
scale of 1-10, how successful they anticipated that the treatment would be, and the mean values 
for this rating were: 7.5 for the 1-session group and 7.8 for the 5-session group. The differences 
between the groups were not significant. 

Behavioral test 

Steps on the behavioral test. The results on the behavioral test are displayed in Fig. 1 (left 
panel). The ANOVA yielded a significant time effect [F(2,52)= 85.29, P < 0.0001], but no 
group or interaction effect. The 1-session group almost had a ceiling effect at post-treatment, 
and a look at the individual data shows that 13 out of 14 patients (93%) completed the entire 
behavioral test. The corresponding figure for the 5-session group was 11 out of  14 (79%), a 
non-significant difference. However, at follow-up there was a deterioration in both groups, 
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Fig. 1. Mean number of steps completed on the behavior test (left panel), and self-rating of anxiety 
during the behavior test (right panel) at pre-, post-, and follow-up assessment.. 
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Table 1. Mean (SDS) on the self-report flying phobia measures at pre, post, and follow-up 

Condition 

Measure l-session 5-session ANOVA F-value 

FFI 
Pre 178.6 (32.0) 194.0 (34.3) G: 0.05 
Post 129.2 (37.8) 119.3 (59.2) T: 30.28* 
F-up 118.1 (54.1) 122.5 (62.5) I: 0.89 

FFS 
Pre 59.0 (7.3) 59.4 (11.3) G: 0.14 
Post 38.9 (10.0) 39.1 (14.1) T: 34.50* 
F-up 36.9 (12.7) 0.4 (19.5) I: 0.22 

G = group, T = time, l = interaction effect in the ANOVA. 
*P < 0.0001 

which was significant [t(13) = 2.40, P < 0.05] in the 1-session group, and marginally so in the 
5-session group [t(13) = 1.91, P < 0.08]. In both groups 9 patients (64%) completed the test. 

At the follow-up interview one common factor among the relapsing patients was obvious. 
None of them worked in a profession in which it was expected of the employee to take flights 
for which the employer paid the expenses. 

Self-rating of anxiety. The patients' anxiety rating at the point of terminating the test is dis- 
played in Fig. 1 (right panel). The ANOVA yielded a significant time effect [F(2,52) = 12.40, 
P < 0.0001], and a marginally significant group effect [F(1,26) = 3.27, P < 0.09], but no inter- 
action effect. A t-test showed that the 5-session group had a significantly lower mean at post- 
treatment [t(26) = 2.63, P < 0.02] than the 1-session group. However, this difference must be 
interpreted very cautiously, since the group effect wasn't significant in the ANOVA. 

The dashed curves in Fig. 1 (right panel) indicates at post-treatment and follow-up the 
patients' ratings at the individual steps they terminated the test at pre-treatment. The ANOVA 
on these data also yielded a significant time effect [F(2,52) = 16.70, P < 0.0001], but no group 
or interaction effects. 

Flying phobia questionnaires 

The results on the specific questionnaires used to assess flying phobia are displayed in Table 1. 
On both the Fear of  Flying Inventory and the Fear of Flying Scale there were significant time 
effects, but no group or interaction effects. 

Psychopathology questionnaires 

The results on the psychopathology questionnaires are displayed in Table 2. On all question- 
naires but the STAI--Sta te  there were significant time effects, but no group or interaction 
effects. 

DISCUSSION 

The primary purpose of the present study was to compare the effects of a 1-session with a 5- 
session treatment for flying phobia using a randomized study and a more conservative beha- 
vioral test than in previous studies. Based on our earlier research summarized above it was pre- 
dicted that the 1-session treatment would be as effective as the 5-session treatment in bringing 
about clinically meaningful changes in this sample of  completely avoiding flying phobics. This 
prediction was corroborated by the results; there were significant pre-post  changes on all flying 
phobia measures and all psychopathology measures except for STAI-S. The strict and conserva- 
tive behavioral test showed that at the post-treatment assessment 86% of the patients took an 
ordinary, commercial flight, unaccompanied by a friend, relative or therapist. 

The second prediction, that the effects will be maintained, or furthered, at the 1-yr follow-up, 
was only partly corroborated. On the behavioral test both treatments showed a deterioration, 
which was significant in the 1-session group and marginally so in the 5-session group. However, 
on all the other measures the effects were maintained at the 1-yr follow-up. 

Why were the results on the behavioral test not maintained? In our previous studies evaluat- 
ing the 1-session treatment, i.e., in spider phobia (Hellstr/Sm & (3st, 1995; 13st et al., 1991; Ost 
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Table 2. Means (SDS) on the psychopathology self-report measures at pre, post and follow-up 

Condition 

Measure l-session 5-session ANOVA F-value 

FFS-III 
Pre 155.5 (37.8) 157.4 (44.6) G: 0.23 
Post 137.0 (27.5) 139.9 (41.2) T: 13.18"** 
F-up 127.3 (31.2) 141.6 (41.0) I: 1,15 

STAI-T 
Pre 41.1 (9.7) 43.6 (11.3) G: 0.82 
Post 36.9 (9.4) 39.1 (9.4) T: 7.24** 
F-up 36.9 (7.4) 41.3 (10.0) I: 0.49 

STAI-S 
Pre 37.8 (11.7) 39.5 (11.9) G: 0.41 
Post 32.8 (9.2) 36.5 (10.4) T: 2.79 
F-up 35.1 (7.6) 36.2 (11.6) 1:0~29 

BAI 
Pre 8.1 (5.3) 12.1 (8.3) G: 2.45 
Post 6.3 (5.6) 9.1 (6.9) T: 3.99* 
F-up 5.9 (5.0) 8.7 (6.6) I: 0.22 

BDI 
Pre 7.1 (5.6) 9.7 (8.1) G: 0.50 
Post 4.9 (5.6) 5.4 (4.9) T: 6.79** 
F-up 4.9 (6.4) 5.9 (5.0) I: 0.63 

G = group, T = time, I = interaction effect in the ANOVA. 
*P < 0.05: **P < 0.005; ***P < 0.0001 

et al., 1997), in injection phobia ((3st et al., 1992), and in blood-injury phobia (Hellstr6m et al., 

1996) the effects on the behavioral test were at least maintained. The most plausible explanation 
for this difference in long-term outcome is the accessibility of self-exposure after the formal 
treatment has ended. In spider phobia it is very easy to come into contact with spiders, either 
on purpose or unintentionally. For injection phobics it is somewhat more problematic, but dis- 
trict nurses are usually friendly and help out in these situations. Blood-injury phobics could 
always rent videos containing large amounts of blood and injured people. In all these instances 
the costs involved with self-exposure are also minimal. However, when it comes to flying phobia 
the situation is quite different. A flight has to be booked in advance and the cost is usually too 
high for the ordinary person, at least in Sweden where the air fare is at least twice the fare of 
going by train. The follow-up interview also showed that none of the patients who relapsed 
from post- to follow-up assessment had a profession necessitating air travel now and then, and 
for which the employer pays the expenses. Thus, it is probably the relative inaccessibility to air 
travelling and the high costs involved that explains why some of the patients relapsed. If we 
were to do another study on flying phobia it would be desirable to have the airline sponsoring 
the project with 3-4 tickets per patient during the follow-up year. In that way the influence of 
the patients' work situation and economy would probably be ruled out. 

One methodological problem with the current study is the lack of an untreated control group. 
However, previous research on specific phobias reviewed by (3st (1997) indicated that out of 21 
studies in which an active treatment was compared with no treatment or a waitlist conditions, 
the active treatment was significantly better in 90% of the studies. Furthermore, the few studies 
which have followed untreated phobics for a long period of time found a low proportion of 
spontaneous remission after 5 (Agras, Chapin & Oliveau, 1972) and 7 yr (Wittchen, 1991), re- 
spectively. Thus, it doesn't seem plausible that the 3-7 week interval between pre- and post- 
assessment could have led to a spontaneous remission that questions the effects of the treat- 
ments. This alternative explanation seems even less plausible considering the fact that the 
patients must not have taken a flight during the last 2 yr, and on average it was 9.8 yr since 
their last flight. 

When comparing the effects of the current treatments with those in previous studies (reviewed 
in the introduction) the following conclusion can be drawn. The four studies using a post-treat- 
ment behavioral test only all yielded similar proportions of patients who managed to take the 
flight; Solyom et al. (1973): 73%; Denholtz and Mann (1975): 78%; Howard et al. (1983): 79%; 
and Beckham et al. (1990): 82%. However, as mentioned in the introduction, these figures 
include unknown proportions of patients who would have taken a flight at the pre-treatment 
assessment, had there only been one. The Haug et al. (1987) study used a behavioral test at pre- 
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treatment and 10 out of 11 (91%) sat in the plane for 10 min, being prepared to take the flight, 
when they were informed that there would be no flight. Thus, only one of these Ss would have 
been included in the present study. In this perspective the 93% achieved in the 1-session, and 
79% in the 5-session group (overall 86%) must be considered as good, since all patients in the 
present study failed to take the pre-treatment flight. 

Some of the clinical experiences from the 1-session treatment may be worth pointing out. 
Despite the fact that the treatment started during the bus trip to the airport, none of the 
patients were embarrassed to talk about their problems when other passengers in the bus could 
listen. However, it takes an experienced therapist to interview the patient about such difficult 
matters as catastrophic thoughts during the bus trip. The same goes for the actual exposure 
during the flight, and it is necessary for the therapist to have a thorough knowledge about the 
technical conditions of flying. The major problem experienced is when a patient is unclear about 
his/her catastrophic cognitions and the treatment time may be too short to elicit and clarify 
these. This then leads to uncertainty of the focus of the exposure and that there may be unclear 
ruminations that maintain the other anxiety components. 

The controlled studies of 1-session treatment published to date involve spider phobia (Arntz 
& Lavy, 1993; Hellstr6m & ()st, 1995; Ost, 1996; Ost et  al., 1991, 1997), blood phobia 
(Hellstr6m et  al., 1996), injection phobia (Ost et  al., 1992), and the present study on flying pho- 
bia. Finally, a recently completed study of claustrophobia showed equally good results. Thus, 
we can tentatively conclude that this is the treatment of choice for specific phobias. A possible 
continuation of this research on 1-session treatment would be to investigate whether this method 
could be used for social phobia and agoraphobia, as well as the other specific phobias it has not 
been tested for yet, e.g., choking phobia, dental phobia, thunder and lightning phobia, and 
vomiting phobia. 
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