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T R U T H or F I C T I O N

“I Felt Like I Was Going to Die Right
Then and There”
I never experienced anything like this before. It happened while I was sitting in the
car at a traffic light. I felt my heart beating furiously fast, like it was just going to
explode. It just happened, for no reason. I started breathing really fast but couldn’t
get enough air. It was like I was suffocating and the car was closing in around me.
I felt like I was going to die right then and there. I was trembling and sweating
heavily. I thought I was having a heart attack. I felt this incredible urge to escape,
to just get out of the car and get away.
I somehow managed to pull the car over to the side of the road but just sat there
waiting for the feelings to pass. I told myself if I was going to die, then I was going
to die. I didn’t know whether I’d survive long enough to get help. Somehow—I can’t
say how—it just passed and I sat there a long time, wondering what had just happened to me. Just as suddenly as the panic overcame me, it was gone. My breathing
slowed down and my heart stopped thumping in my chest. I was alive. I was not going
to die. Not until the next time, anyway.
—“The Case of Michael,” from the Author’s Files

WHAT IS IT LIKE TO HAVE A PANIC ATTACK? PEOPLE TEND TO USE THE WORD PANIC LOOSELY, AS
when they say, “I panicked when I couldn’t find my keys.” Clients in therapy often speak
of having panic attacks, although what they describe often falls in a milder spectrum of
anxiety reactions. During a true panic attack, like the one Michael describes, the level of
anxiety rises to the point of sheer terror. Unless you have suffered one, it is difficult to
appreciate just how intense panic attacks can be. People who suffer them describe them
as the most frightening experiences of their lives. Panic attacks are a feature of a severe
form of anxiety disorder called panic disorder.
There is much to be anxious about—our health, social relationships, examinations,
careers, international relations, and the condition of the environment are but a few
sources of possible concern. It is normal, even adaptive, to be somewhat anxious about
these aspects of life. Anxiety is a generalized state of apprehension or foreboding.
Anxiety is useful because it prompts us to seek regular medical checkups or motivates
us to study for tests. Anxiety is therefore a normal response to threats, but anxiety
becomes abnormal when its level is out of proportion to a threat, or when it seems to
come out of the blue—that is, when it is not in response to environmental changes. In
Michael’s case, panic attacks began spontaneously, without any warning or trigger.
This kind of maladaptive anxiety reaction, which can cause significant emotional distress or impair the person’s ability to function, is labeled an anxiety disorder. Anxiety,
the common thread that connects the various types of anxiety disorders, can be experienced in different ways, from the intense fear associated with a panic attack to the
generalized sense of foreboding or worry we find in generalized anxiety disorder.

T❑ F❑ People who experience a panic
attack often think they are having a heart
attack. (p. 173)
T❑ F❑ The same drugs used to treat schizophrenia are also used to control panic
attacks. (p. 177)
T❑ F❑ Some people are so fearful of leaving
their homes that they are unable to venture
outside even to mail a letter. (p. 183)
T❑ F❑ We may be genetically predisposed
to acquire fears of objects that posed a
danger to ancestral humans. (p. 187)
T❑ F❑ Therapists have used virtual reality
to help people overcome phobias. (p. 192)
T❑ F❑ Obsessional thinking helps relieve
anxiety. (p. 195)
T❑ F❑ Exposure to combat is the most
common trauma linked to posttraumatic
stress disorder (PTSD). (p. 203)

anxiety An emotional state characterized by
physiological arousal, unpleasant feelings
of tension, and a sense of apprehension
or foreboding.

anxiety disorder A class of psychological
disorders characterized by excessive or
maladaptive anxiety reactions.

OVERVIEW OF ANXIETY DISORDERS
Anxiety is characterized by a wide range of symptoms that cut across physical, behavioral, and cognitive domains:
a) Physical features may include jumpiness, jitteriness, trembling or shaking, tightness
in the pit of the stomach or chest, heavy perspiration, sweaty palms, light-headedness
or faintness, dryness in the mouth or throat, shortness of breath, heart pounding
or racing, cold fingers or limbs, and upset stomach or nausea, among other physical
symptoms.
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panic disorder A type of anxiety disorder
characterized by repeated episodes of intense
anxiety or panic.

b) Behavioral features may include avoidance behavior, clinging or dependent behavior, and agitated behavior.
c) Cognitive features may include worry, a nagging sense of dread or apprehension
about the future, preoccupation or keen awareness of bodily sensations, fear of losing control, thinking the same disturbing thoughts over and over, jumbled or confused thoughts, difficulty concentrating or focusing one’s thoughts, and thinking
that things are getting out of hand.
Although people with anxiety disorders don’t necessarily experience all of these
features, it is easy to see why anxiety is distressing. The DSM recognizes the following
specific types of anxiety disorders we discuss in this chapter: panic disorder, phobic
disorders, obsessive–compulsive disorder, generalized anxiety disorder, and acute
stress disorder and posttraumatic stress disorder. Table 6.1 provides an overview of
the anxiety disorders we discuss in this chapter. The anxiety disorders are not mutually exclusive. People frequently meet diagnostic criteria for more than one of them.
Moreover, many people with anxiety disorders also have other types of disorders,
especially mood disorders.
The anxiety disorders, along with dissociative disorders and somatoform disorders
(see Chapter 7), were classified as neuroses throughout most of the 19th century. The
term neurosis derives from roots meaning “an abnormal or diseased condition of the
nervous system.” The Scottish physician William Cullen coined the term “neurosis” in
the 18th century. As the derivation implies, it was assumed that neurosis had biological origins. It was seen as an affliction of the nervous system.
At the beginning of the 20th century, Cullen’s organic assumptions were largely
replaced by Sigmund Freud’s psychodynamic views. Freud maintained that neurotic
behavior stems from the threatened emergence of unacceptable anxiety-evoking ideas
into conscious awareness. According to Freud, disorders involving anxiety (as well as
the dissociative and somatoform disorders discussed in Chapter 7) represent ways in
which the ego attempts to defend itself against anxiety. Freud’s views on the origins of
these problems united them under the general category of neuroses. Freud’s concepts
were so widely accepted in the early 1900s that they formed the basis for the classification systems found in the first two editions of the Diagnostic and Statistical Manual of
Mental Disorders (DSM).
Since 1980, the DSM has not contained a category termed neuroses. The DSM today
is based on similarities in observable behavior and distinctive features rather than on
causal assumptions. Many clinicians continue to use the terms neurosis and neurotic in
the manner in which Freud described them, however. Some clinicians use the term
“neuroses” to group milder behavioral problems in which people maintain relatively
good contact with reality. “Psychoses,” such as schizophrenia, are typified by loss of
touch with reality and by the appearance of bizarre behavior, beliefs, and hallucinations.
Anxiety is not limited to the diagnostic categories traditionally termed “neuroses,”
moreover. People with adjustment problems, depression, and psychotic disorders may
also encounter problems with anxiety. Let us now consider the major types of anxiety
disorders in terms of their features or symptoms, causes, and ways of treating them.

PANIC DISORDER

Panic. Panic attacks have stronger physical
components—especially cardiovascular
symptoms—than other types of anxiety
reactions.

Panic disorder is characterized by the occurrence of repeated, unexpected panic
attacks. Panic attacks are intense anxiety reactions accompanied by physical symptoms
such as a pounding heart; rapid respiration, shortness of breath, or difficulty breathing; heavy perspiration; and weakness or dizziness (Glass, 2000). There is a stronger
bodily component to panic attacks than to other forms of anxiety. The attacks are
accompanied by feelings of sheer terror and a sense of imminent danger or impending
doom and by an urge to escape the situation. They are usually accompanied by
thoughts of losing control, going crazy, or dying.
People who experience panic attacks tend to be keenly aware of changes in their
heart rates and may think they are having a heart attack, even though there is nothing
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TABLE 6.1 Overview of Anxiety Disorders
TYPE OF DISORDER
Lifetime Prevalence in
Population (approx.)
Panic Disorder

a) Overall: 5.1%
b) With agoraphobia: 1.1%
c) Without agoraphobia: 4%

Description

Associated Features

Repeated panic attacks
(episodes of sheer terror
accompanied by strong
physiological symptoms,
thoughts of imminent
danger or impending
doom, and an urge to
escape)

Fears of recurring attacks may prompt
avoidance of situations associated with
the attacks or in which help might not
be available; attacks begin unexpectedly but may become associated with
certain cues or specific situations; may
be accompanied by agoraphobia, or
general avoidance of public situations

Generalized Anxiety
Disorder

4%

Persistent anxiety that
is not limited to
particular situations

Excessive worrying; heightened states
of bodily arousal, tenseness, being
“on edge”

Specific Phobia

9%

Excessive fears of
particular objects or
situations

Avoidance of phobic stimulus or
situation; examples include acrophobia,
claustrophobia, and fears of blood,
small animals, or insects

Social Phobia

5%

Excessive fear of social
interactions

Characterized by an underlying fear of
rejection, humiliation, or embarrassment in social situations

Agoraphobia
(without Panic
Disorder)

0.17%

Fear and avoidance of
open, public places

May occur secondarily to losses of
supportive others to death, separation,
or divorce

Obsessive–
Compulsive Disorder

2% to 3%

Recurrent obsessions
(recurrent, intrusive
thoughts) and/or
compulsions (repetitive
behaviors the person
feels compelled to
perform)

Obsessions generate anxiety that may
be at least partially relieved by
performance of the compulsive rituals

Acute Stress
Disorder

Unknown

Acute maladaptive
reaction in the days
or weeks following a
traumatic event

Similar features as PTSD, but
characterized more by dissociation or
feelings of detachment from oneself or
one’s environment—being in a “daze”

Posttraumatic Stress
Disorder

8%

Prolonged maladaptive
reaction to a traumatic
event

Reexperiencing the traumatic event,
avoidance of cues or stimuli associated
with the trauma; general or emotional
numbing, hyperarousal, emotional
distress, and impaired functioning

Sources: APA, 2000; Conway et al., 2006; Grant et al., 2005a; Grant et al., 2006b, 2006c; Kessler et al., 1995, 2005a; Ozer & Weiss, 2004.

wrong with their hearts. But because symptoms of panic attacks can mimic those of
heart attacks or even severe allergic reactions, a thorough medical evaluation should
be performed.
As in the case of Michael, panic attacks began suddenly and spontaneously, without any warning or clear triggering event. The attack builds to a peak of intensity
within 10 to 15 minutes (USDHHS, 1999a). Attacks usually last for minutes, but can
extend to hours and are associated with a strong urge to escape the situation in which
they occur. For the diagnosis of panic disorder to be made, there must be the presence

T R U T H or F I C T I O N
People who experience a panic attack often think
they are having a heart attack.

✓

❑ TRUE. People experiencing a panic attack may
believe they are having a heart attack, even
though their hearts are perfectly healthy.
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TABLE 6.2

Diagnostic Features of Panic Attacks
A panic attack involves an episode of intense fear or discomfort in which at least four of the following features
develop suddenly and reach a peak within 10 minutes:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.

Heart palpitations, pounding heart, tachycardia (rapid heart rate)
Sweating
Trembling or shaking
Shortness of breath or smothering sensations
Choking sensations
Chest pains or discomfort
Feelings of nausea or other signs of abdominal distress
Feelings of dizziness, unsteadiness, light-headedness, or faintness
Feelings of strangeness or unreality about one’s surroundings (derealization)
or detachment from oneself (depersonalization)
Fear of losing control or going crazy
Fear of dying
Numbness or tingling sensations
Chills or hot flashes

Source: Adapted from the DSM-IV-TR (APA, 2000).

agoraphobia Excessive, irrational fear of
open or public places.

Agoraphobia. People with agoraphobia fear
venturing into open or crowded places. In
extreme cases, they may become literally
housebound out of fear of venturing away
from the security of their home.

of recurrent panic attacks that begin unexpectedly—attacks that are not triggered by
specific objects or situations. They seem to come out of the blue. Although the first
attacks occur spontaneously or unexpectedly, over time they may become associated
with certain situations or cues, such as entering a crowded department store or
boarding a train or airplane. The person may associate these situations with panic
attacks in the past or may perceive them as difficult to escape from in the event of
another attack.
People often describe panic attacks as the worst experiences of their lives. Their
coping abilities are overwhelmed. They may feel they must flee. If flight seems useless, they may freeze. There is a tendency to cling to others for help or support. Some
people with panic attacks fear going out alone. Recurrent panic attacks may become
so difficult to cope with that sufferers become suicidal. In many cases, people who
experience panic attacks limit their activities to avoid places in which they fear
attacks may occur or they are cut off from their usual supports. Consequently, panic
disorder can lead to agoraphobia—an excessive fear of being in public places in
which escape may be difficult or help unavailable (White et al., 2006). That said,
panic disorder without accompanying agoraphobia is much more prevalent (lifetime
rate of 4%) than panic disorder with agoraphobia (lifetime rate of 1.1%) (Grant
et al., 2006b).
Table 6.2 lists the diagnostic features of panic attacks. Not all of these features need
to be present. Not all panic attacks are signs of panic disorder; about 10% of otherwise
healthy people may experience an isolated attack in a given year (USDHHS, 1999a).
For a diagnosis of panic disorder to be made, the person must have experienced
repeated, unxpected panic attacks, and at least one of the attacks must be followed by
one of the following (American Psychiatric Association, 2000):
a) At least a month of persistent fear of subsequent attacks
b) Worry about the implications or consequences of the attack (e.g., fear of losing
one’s mind or “going crazy” or having a heart attack)
c) Significant change in behavior (e.g., refusing to leave the house or venture into
public for fear of having another attack).
According to recent nationally representative survey, 5.1% of the general U.S.
population develops panic disorder at some point in their lives (Grant et al., 2006b).
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FIGURE 6.1 Prevalence of panic disorder
by gender.
Panic disorder affects about two times as
many women as men.
Source: Grant et al., 2006b.

Panic disorder usually begins in late adolescence through the mid-30s and occurs
about twice as often among women than men (Grant et al., 2006b; Katon, 2006)
(see Figure 6.1).

Theoretical Perspectives
The prevailing view of panic disorder reflects a combination of cognitive and biological factors, of misattributions (misperceptions of underlying causes) on the one hand
and physiological reactions on the other. Like Michael, who feared that his physical
symptoms were signs of a beginning heart attack, panic-prone individuals tend to misattribute minor changes in internal bodily sensations to underlying dire causes. For
example, internal sensations such as momentary dizziness, light-headedness, or heart
palpitations may be taken as signs of an impending heart attack, loss of control, or
“going crazy.” Perceiving these bodily sensations as dire threats induces anxiety, which
is accompanied by activation of the sympathetic nervous system. Under control of the
sympathetic nervous system, the adrenal glands release the stress hormones epinephrine (adrenaline) and norepinephrine (noradrenaline). These hormones intensify
physical sensations by inducing accelerated heart rate, rapid breathing, and sweating.
These changes in bodily sensations, in turn, become misinterpreted as evidence of an
impending panic attack or, worse, as a catastrophe in the making (“My God, I’m
having a heart attack!”). Catastrophic misattributions of bodily sensations reinforce
perceptions of threat, which intensifies anxiety, leading to more anxiety-related bodily
symptoms and yet more catastrophic misinterpretations in a vicious cycle that can
quickly spiral into a full-fledged panic attack.
The changes in bodily sensations that trigger a panic attack may result from many
factors, such as unrecognized hyperventilation (rapid breathing), exertion, changes in
temperature, or reactions to certain drugs or medications. Or they may be fleeting,
normally occurring changes in bodily states that typically go unnoticed. But in panicprone individuals, these bodily cues may be misattributed to dire causes, setting in
motion a vicious cycle that can bring on a full-fledged attack.
Why are some people prone to develop panic disorder? Here again, a combination
of biological and cognitive factors come into play.
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Biological Factors Evidence suggests that genetic factors are at work in explaining
proneness to panic disorder (Hettema, Neale, & Kendler, 2001; Straub et al., 2002). Bear
in mind, however, that genes may create a predisposition or likelihood, not a certainty,
that a psychological disorder will develop under certain conditions. Other factors are
also involved, including cognitive factors (Casey, Oei, & Newcombe, 2004). For example, people with panic disorder are more likely than other people to misinterpret bodily
sensations as signs of impending catastrophe (Clark et al., 1997). Panic-prone people
also show greater awareness of, and sensitivity to, their own internal physiological cues,
such as heart palpitations (Pauli et al., 1997; Richards, Edgar, & Gibbon, 1996).
The biological underpinnings of panic attacks may involve an unusually sensitive
alarm system or fear network in the brain involving the limbic system and frontal
lobes that normally respond to cues of threat or danger (Glass, 2000; Katon, 2005).
Psychiatrist Donald Klein (1994) proposed a variation of the alarm model called the
suffocation false alarm theory. He postulated that a defect in the brain’s respiratory alarm
system triggers a false alarm in response to minor cues of suffocation. In Klein’s model,
small changes in the level of carbon dioxide in the blood, perhaps resulting from hyperventilation, produce sensations of suffocation. These respiratory sensations trigger the
respiratory alarm, leading to a cascade of physical symptoms associated with the classic
panic attack: shortness of breath, smothering sensations, dizziness, faintness, increased
heart rate or palpitations, trembling, sensations of hot or cold flashes, and feelings of
nausea. Klein’s intriguing proposal remains to be more fully tested and has received at
best mixed support in the research literature to date (e.g., Vickers & McNally, 2005).
We also need to consider the role of neurotransmitters, especially gamma-aminobutyric
acid (GABA). GABA is an inhibitory neurotransmitter, which means that it tones down
excess activity in the nervous system and helps quell stress responses. When the action
of GABA is inadequate, neurons can fire excessively, possibly bringing about seizures.
In less dramatic cases, inadequate action of GABA may heighten states of anxiety. This
view of the role of GABA is supported by findings that people with panic disorder
show low levels of GABA in some parts of the brain (Goddard et al., 2001). Also, we
know that the group of antianxiety drugs called benzodiazepines, which include the
well-known Valium and Xanax, specifically work on GABA receptors, making them
more sensitive and thereby enhancing the calming effects of the neurotransmitter.
Other neurotransmitters, especially serotonin, also appear to be important in regulating anxiety (Weisstaub et al., 2006). Serotonin’s role is supported by evidence that
antidepressant drugs that specifically target serotonin activity in the brain have therapeutic effects in treating certain anxiety disorders, as we shall discuss later in the chapter.
Further evidence of biological factors in panic disorder comes from studies which
compare the responses of people with panic disorder and control subjects to certain
biological challenges that produce changes in bodily sensations (e.g., dizziness), such
as infusion of the chemical sodium lactate or manipulation of carbon dioxide (CO2)
levels in the blood. CO2 levels may be changed either by intentional hyperventilation
(which reduces levels of CO2 in the blood) or inhalation of carbon dioxide (which
increases CO2 levels). Studies show that panic disorder patients are more likely than
nonpatient controls to experience anxious, panicky symptoms in response to these
biological challenges (Coryell et al., 2006; Gorman et al., 2001).
Cognitive Factors In referring to the anxiety facing the nation in the wake of the economic depression of the 1930s, President Franklin Roosevelt said in his 1932 inaugural
address, “We have nothing to fear but fear itself.” These words echo today in research
examining the role of fear of fear, or anxiety sensitivity (AS), in determining proneness to
anxiety disorders, especially panic disorder (Hinton et al., 2006; Zvolensky et al., 2003).
AS appears to magnify fear reactions to cues of bodily arousal (Schmidt & Mallott, 2006).
People with high levels of AS fear their emotions or associated bodily states of arousal
will get out of control, leading to harmful or dire consequences, such as heart attacks
(Olatunjia et al., 2005). When they experience bodily signs of anxiety, such as a racing
heart or shortness of breath, they may take these symptoms to be signs of an impending
catastrophe, which in turn intensifies their anxiety reactions and makes them more
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vulnerable to suffering a full-blown panic attack. Anxiety sensitivity may also lead to
avoidance of situations in which anxiety is experienced, a pattern we often see in people
with panic disorder accompanied by agoraphobia (Wilson & Hayward, 2006).
We’ve learned that ethnicity can play a role in anxiety sensitivity. In the study of high
school students, Asian and Hispanic students reported higher levels of anxiety sensitivity on the average than did Caucasian adolescents (Weems et al., 2002). However, anxiety sensitivity was less strongly connected to panic attacks in the Asian and Hispanic
groups than the Caucasian group. Other investigators find higher levels of anxiety sensitivity among American Indian and Alaska Native college students than among Caucasian
college students (Zvolensky et al., 2001). These findings remind us to be mindful of the
need to consider ethnic differences when exploring the roots of abnormal behavior.
We shouldn’t overlook the role that cognitive factors may play in determining oversensitivity of panic-prone people to biological challenges, such as manipulation of
carbon dioxide levels in the blood. These challenges produce intense physical sensations
that panic-prone people may misinterpret as signs of an impending heart attack or loss
of control. Perhaps these misinterpretations—not any underlying biological sensitivities
per se—are responsible for inducing panic. In support of the cognitive perspective, we
have evidence that cognitive-behavioral therapy focused on changing faulty interpretations of bodily sensations can eliminate CO2–induced panicky symptoms in most panic
disorder patients (Schmidt, Trakowski, & Staab, 1997). In another study, having a helper
or supportive person nearby during a CO2 infusion reduced panicky symptoms in panicprone individuals to the same level as healthy controls (Carter et al., 1995). Having a
supportive person available may enable the panic-prone person to appraise the situation
as less threatening, which may avert the spiraling of anxiety leading to panic attacks.
The fact that panic attacks often seem to come out of the blue seems to support the
belief that the attacks are biologically triggered. However, the cues that set off many
panic attacks may be internal, involving changes in bodily sensations, rather than external
stimuli. Changes in internal (physical) cues, combined with catastrophic thinking, may
lead to a spiraling of anxiety that culminates in a full-blown panic attack.

Treatment Approaches
The most widely used forms of treatment for panic disorder are drug therapy and
cognitive-behavioral therapy. Drugs commonly used to treat depression, called antidepressant drugs, also have antianxiety and antipanic effects. The term “antidepressants”
may be something of a misnomer since these drugs have broader effects than treating
just treating depression.
Antidepressants help counter anxiety by normalizing activity of neurotransmitters
in the brain. Antidepressants used for treating panic disorder include the tricyclics
imipramine (brand name Tofranil) and clomipramine (brand name Anafranil) and the
SSRIs paroxetine (brand name Paxil) and sertraline (brand name Zoloft) (Hicks et al.,
2005; Katon, 2005; Katon et al., 2006). However, some troublesome side effects may
occur with these drugs, such as heavy sweating and heart palpitations, leading many
patients to prematurely stop using the drugs. The high-potency antianxiety drug
alprazolam (Xanax), a type of benzodiazepine, is also helpful in treating panic disorder,
social phobia, and generalized anxiety disorder.
A potential problem with drug therapy is that patients may attribute clinical
improvement to the drugs and not their own resources. Let us also note that psychiatric drugs help control symptoms, but do not produce cures and that relapses are
common after patients discontinue medication. Reemergence of panic is likely unless
cognitive-behavioral treatment is provided to help panic patients modify their cognitive overreactions to their bodily sensations (Clark, 1986).
Cognitive-behavioral therapists use a variety of techniques in treating panic disorder,
including coping skills for handling panic attacks, breathing retraining and relaxation
training to reduce states of heightened bodily arousal, and exposure to situations
linked to panic attacks and bodily cues associated with panicky symptoms. The therapist
may help clients think differently about changes in bodily cues, such as sensations of
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The Case of Jerry
“I was driving on an interstate. . . . And
all of a sudden I got this fear.”

T R U T H or F I C T I O N
The same drugs used to treat schizophrenia are
also used to control panic attacks.

✓

❑ FALSE. Drugs used to treat schizophrenia are
not used to treat panic disorder. However, antidepressants have shown therapeutic benefits in helping
to control panic attacks.
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TABLE 6.3

Elements of Cognitive-Behavioral Programs for Treatment
of Panic Disorder
Self-monitoring

Keeping a log of panic attacks to help determine situational stimuli
that might trigger them.

Exposure

A program of gradual exposure to situations in which panic attacks have
occurred. During exposure trials, the person engages in self-relaxation and
rational self-talk to prevent anxiety from spiraling out of control. In some
programs, participants learn to tolerate changes in bodily sensations
associated with panic attacks by experiencing these sensations within a
controlled setting of the treatment clinic. The person may be spun around
in a chair to induce feelings of dizziness, learning in the process that
such sensations are not dangerous or signs of imminent harm.

Development of
Coping Responses

Developing coping skills to interrupt the vicious cycle in which
overreactions to anxiety cues or cardiovascular sensations culminate in
panic attacks. Behavioral methods focus on deep, regular breathing and
relaxation training. Cognitive methods focus on modifying catastrophic
misinterpretations of bodily sensations. Breathing retraining may be
used to help the individual avoid hyperventilation during panic attacks.

dizziness or heart palpitations. By recognizing that these cues are fleeting sensations
rather than signs of an impending heart attack or other catastrophe, clients learn to
cope with them without panicking. Clients learn to replace catastrophizing thoughts
and self-statements (“I’m having a heart attack”) with calming, rational alternatives
(“Calm down. These are panicky feelings that will soon pass.”). Panic attack sufferers
may also be reassured by having a medical examination to ensure that they are physically healthy and their physical symptoms are not signs of heart disease.
Breathing retraining is a technique that aims at restoring a normal level of carbon
dioxide in the blood by having clients breathe slowly and deeply from the abdomen,
avoiding the shallow, rapid breathing that leads to breathing off too much carbon
dioxide. In some treatment programs, people with panic disorder are encouraged to
intentionally induce panicky symptoms in order to learn how to cope with them, such
as by hyperventilating in the controlled setting of the treatment clinic or spinning
around in a chair (Antony et al., 2006; Katon, 2005). Through firsthand experiences
with panicky symptoms, patients learn to calm themselves down and cope with these
sensations rather than overreacting. Some commonly used elements in cognitivebehavioral therapy (CBT) for panic disorder are shown in Table 6.3.
Michael, whom we introduced at the beginning of the chapter, was 30 when he suffered
his first panic attack. Michael first sought a medical consultation with a cardiologist to
rule out any underlying heart condition. He was relieved when he received a clean bill
of health. Although the attacks continued for a time, Michael learned to gain a better
sense of control over them. Here he describes what the process was like:

The Case of Michael
For me, it came down to not fearing them. Knowing that I was not going to die gave
me confidence that I could handle them. When I began to feel an attack coming on,
I would practice relaxation and talk myself through the attack. It really seemed to
take the steam out of them. At first I was having an attack every week or so, but after
a few months, they whittled down to about one a month, and then they were gone
completely. Maybe it was how I was coping with them, or maybe they just disappeared as mysteriously as they began. I’m just glad they’re gone.
—From the Author’s Files
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A CLOSER LOOK
Coping with a Panic Attack
People who have panic attacks usually feel their hearts pounding such that
they are overwhelmed and unable to cope. They typically feel an urge to flee
the situation as quickly as possible. If escape is impossible, however, they
may become immobilized and “freeze” until the attack dissipates. What can
you do if you suffer a panic attack or an intense anxiety reaction? Here are
a few coping responses.
• Don’t let your breathing get out of hand. Breathe slowly and deeply.
• Try breathing into a paper bag. The carbon dioxide in the bag may help
you calm down by restoring a more optimal balance between oxygen and
carbon dioxide.
• Talk yourself down: Tell yourself to relax. Tell yourself you’re not going to die.
Tell yourself no matter how painful the attack is, it is likely to pass soon.

• Find someone to help you through the attack. Telephone someone you
know and trust. Talk about anything at all until you regain control.
• Don’t fall into the trap of making yourself housebound to avert future
attacks.
• If you are uncertain about whether or not sensations such as pain or
tightness in the chest have physical causes, seek immediate medical assistance. Even if you suspect your attack may “only” be one of anxiety, it is
safer to have a medical evaluation than to diagnose yourself.
You need not suffer recurrent panic attacks and fears about loss of control. If your attacks are persistent or frightening, consult a professional.
When in doubt, see a professional.

A number of well-controlled studies attest to the effectiveness of CBT in treating
panic disorder (e.g., Addis et al., 2004; Kenardy et al, 2003; Roy-Byrne et al., 2005; Tsao
et al., 2002). In one study, for example, nearly 90% of panic patients treated with CBT
were free of panic attacks when evaluated at a follow-up assessment (Stuart et al., 2000).
Despite the common belief that panic disorder is best treated with psychiatric drugs,
CBT produces about as good short-term results and even better long-term results than
pharmacological approaches (Barlow et al., 2000; Otto, Pollack, & Maki, 2000).
Why does CBT produce longer-lasting results? The answer seems to be that CBT
helps people learn skills they can use once treatment has ended (Glass, 2000). Taking
psychiatric drugs can help quell panicky symptoms, but does not help patients develop
any new skills they can use once the drugs are withdrawn. In some cases, however, the
effectiveness of psychological treatment may be enhanced by the addition of antidepressant drugs. Let us also note that other psychological treatments may prove to have
therapeutic benefits. A recent study showed evidence of treatment benefits from a
particular form of psychodynamic therapy specifically designed to treat panic symptoms (Milrod et al., 2007).

PHOBIC DISORDERS
The word phobia derives from the Greek phobos, meaning “fear.” The concepts of fear
and anxiety are closely related. Fear is anxiety experienced in response to a particular
threat. A phobia is a fear of an object or situation that is disproportionate to the threat
it poses. To experience a sense of gripping fear when your car is about to go out of control is not a phobia, because you truly are really in danger. In phobic disorders, however, the fear exceeds any reasonable appraisal of danger. People with a driving phobia,
for example, might become fearful even when they are driving well below the speed
limit on a sunny day and an uncrowded highway. Or they might be so afraid that they
will not drive or even ride in a car. People with phobic disorders are not out of touch
with reality; they generally recognize their fears are excessive or unreasonable.
A curious thing about phobias is that they usually involve fears of the ordinary
events in life, such as taking an elevator or driving on a highway, not the extraordinary.
Phobias can become disabling when they interfere with such daily tasks as taking
buses, planes, or trains; driving; shopping; or even leaving the house.
Different types of phobias usually appear at different ages, as noted in Table 6.4. The
ages of onset appear to reflect levels of cognitive development and life experiences. Fears
of animals are frequent subjects of children’s fantasies, for example. Agoraphobia, in
contrast, often follows the development of panic attacks beginning in adulthood.

phobia An excessive, irrational fear.

TABLE 6.4

Typical Age of Onset
for Various Phobias
Mean Age
of Onset
Animal phobia

7

Blood phobia

9

Injection phobia

8

Dental phobia

12

Social phobia

15

Claustrophobia

20

Agoraphobia

28

Source: Adapted from Grant et al., 2006c; Öst, 1987, 1992.
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Types of Phobic Disorders
The DSM recognizes three distinct phobic disorders: specific phobia, social phobia, and
agoraphobia.
specific phobia A phobia that is specific
to a particular object or situation.

Specific Phobias A specific phobia is a persistent, excessive fear of a specific object
or situation, such as fear of heights (acrophobia), fear of enclosed spaces
(claustrophobia), or fear of small animals such as mice or snakes and various other
“creepy-crawlies.” The person experiences high levels of fear and physiological arousal
when encountering the phobic object, which prompts strong urges to avoid or escape
the situation or avoid the feared stimulus, as in the following case.

Carla Passes the Bar but Not the Courthouse Staircase:
A Case of Specific Phobia
Passing the bar exam was a significant milestone in Carla’s life, but it left her terrified at
the thought of entering the county courthouse. She wasn’t afraid of encountering a hostile
judge or losing a case, but of climbing the stairs leading to a second floor promenade where
the courtrooms were located. Carla, 27, suffered from acrophobia, or fear of heights. “It’s
funny, you know,” Carla told her therapist. “I have no problem flying or looking out the
window of a plane at 30,000 feet. But the escalator at the mall throws me into a tailspin.
It’s just any situation where I could possibly fall, like over the side of a balcony or banister.”
People with anxiety disorders try to avoid situations or objects they fear. Carla
scouted out the courthouse before she was scheduled to appear. She was relieved to find
a service elevator in the rear of the building she could use instead of the stairs. She told
her fellow attorneys with whom she was presenting the case that she suffered from a
heart condition and couldn’t climb stairs. Not suspecting the real problem, one of the
attorneys said, “This is great. I never knew this elevator existed. Thanks for finding it.”
—From the Author’s Files

Three types of phobic disorder. The man in photo directly above has a specific phobia for dogs, a
common phobia that may have an evolutionary origin. The young woman in the top-right photo would
like to join others but keeps to herself because of social phobia, an intense fear of social criticism and
rejection. The woman in the bottom-right photo has a specific phobia for injections. She does not fear
the potential pain of the injection; rather, she cannot tolerate the idea of the needle sticking her.

Anxiety Disorders
To rise to the level of a diagnosable disorder, the phobia must significantly affect the
person’s lifestyle or functioning or cause significant distress. You may have a fear of
snakes, but unless your fear interferes with your daily life or causes you significant
emotional distress, it would not warrant a diagnosis of phobic disorder.
Specific phobias often begin in childhood. Many children develop passing fears of
specific objects or situations. Some, however, go on to develop chronic clinically significant phobias (Merckelbach et al., 1996). Claustrophobia seems to develop later than
most other specific phobias, with a mean age of onset of 20 years (see Table 6.4).
Specific phobias are among the most common psychological disorders, affecting
about 9% of the general population at some point in their lives (Conway et al., 2006).
Specific phobias tend to persist for years or decades unless they are treated successfully
(USDHHS, 1999a). Women are about twice as likely as men to develop specific phobias. This gender difference may to a certain extent reflect cultural influences that
socialize women into more dependent roles in society. Examiners also need to be aware
of cultural factors when making diagnostic judgments. Fears of magic or spirits are
common in some cultures and should not be considered a sign of a phobic disorder
unless the fear is excessive in the culture in which it occurs and leads to significant
emotional distress or impaired functioning (APA, 2000).
People with specific phobias will often recognize that their fears are exaggerated or
unfounded. But they still are afraid, as in the case of this young woman whose fear of
medical injections almost prevented her from getting married.

“This Will Sound Crazy, But . . .”
This will sound crazy, but I wouldn’t get married because I couldn’t stand the idea of
getting the blood test. [Blood tests for syphilis were required at the time.] I finally worked
up the courage to ask my doctor if he would put me out with ether or barbiturates—
taken by pills—so that I could have the blood test. At first he was incredulous. Then
he became sort of sympathetic but said that he couldn’t risk putting me under any
kind of general anesthesia just to draw some blood. I asked him if he would consider
faking the report, but he said that administrative procedures made that impossible.
Then he got me really going. He said that getting tested for marriage was likely to
be one of my small life problems. He told me about minor medical problems that
could arise and make it necessary for blood to be drawn, or to have an IV in my arm,
so his message was I should try to come to grips with my fear. I nearly fainted while
he was talking about these things, so he gave it up.
The story has half a happy ending. We finally got married in [a state] where we
found out they no longer insisted on blood tests. But if I develop one of those problems
the doctor was talking about, or if I need a blood test for some other reason, even if
it’s life-threatening, I really don’t know what I’ll do. But maybe if I faint when they’re
going to [draw blood], I won’t know about it anyway, right?
People have me wrong, you know. They think I’m scared of the pain. I don’t like
pain—I’m not a masochist—but pain has nothing to do with it. You could pinch my
arm till I turned black and blue and I’d tolerate it. I wouldn’t like it, but I wouldn’t
start shaking and sweating and faint on you. But even if I didn’t feel the needle at
all—just the knowledge that it was in me is what I couldn’t take.
—From the Author’s Files

Social Phobia It is not abnormal to experience some degree of fear in social situations such as dating, attending parties or social gatherings, or giving a talk or presentation to a class or group. Yet people with social phobia (also called social anxiety
disorder) have such an intense fear of social situations that they may avoid them
altogether or endure them only with great distress. The underlying problem is an
excessive fear of negative evaluations from others. People with social phobia fear doing

social phobia Excessive fear of social
interactions or situations.
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Percentage Reporting Problems
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by Anxiety
in Job Performance

FIGURE 6.2 Percentage of people with social phobia reporting specific difficulties associated with their fears of social situations.
More than 90% of people with social phobia feel handicapped by anxiety in their jobs.
Source: Adapted from Turner & Beidel, 1989.

SOCIAL PHOBIA
(SO CIAL ANXI ETY
D I S O R D E R ):

The Case of Steve
“I imagine that people are watching
me . . . stumble.”

or saying something humiliating or embarrassing. They may feel as if a thousand eyes
are scrutinizing their every move. They tend to be severely critical of their social skills
and become focused on evaluating their own performance in social interactions. Some
even experience full-fledged panic attacks in social situations.
Stage fright, speech anxiety, and dating fears are common forms of social phobia.
People with social phobias may find excuses for declining social invitations. They may
lunch at their desks to avoid socializing with coworkers and avoid situations in which
they might meet new people. Or they may find themselves in social situations and
attempt a quick escape at the first sign of anxiety. Relief from anxiety negatively reinforces escape behavior, but escape prevents learning how to cope with fear-evoking
situations. Leaving the scene while the person still feels anxious only serves to
strengthen the link between the social situation and anxiety. Some people with social
phobia are unable to order food in a restaurant for fear the server or their companions
might make fun of the foods they order or how they pronounce them.
Social phobias can severely impair a person’s daily functioning and quality of life.
Fear may prevent people from completing educational goals, advancing in their
careers, or even holding a job in which they need to interact with others. The greater
the number of feared situations, the greater the level of impairment tends to be (Stein,
Torgrud, & Walker, 2000). People with social phobias often turn to tranquilizers or
try to “medicate” themselves with alcohol when preparing for social interactions
(see Figure 6.2). In extreme cases, they may become so fearful of interacting with
others that they become essentially housebound.
Findings from nationally representative samples showed that about 5% of U.S.
adults were affected by social phobia or social anxiety disorder at some point in their
lives (Conway et al., 2006; Grant et al., 2006c). The disorder is more common among
women than men, perhaps because of the greater social or cultural pressures placed on
young women to please others and earn their approval.
The average age of onset of social phobia is about 15 years (Grant et al., 2006c).
Social phobia is strongly associated with a history of childhood shyness (Cox,
MacPherson, & Enns, 2005). Consistent with the diathesis–stress model (see Chapter 2),
shyness may represent a diathesis or predisposition that makes one more vulnerable to
develop social phobia in the face of stressful experiences, such as traumatic social
encounters (e.g., being embarrassed in front of others). Social phobia tends to be a
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chronic, persistent disorder, lasting about 16 years on the average (Grant et al., 2006c).
Yet despite its early development and the many negative effects it has on the person’s
social functioning, people with social phobia first receive help at an average age of 27
(Grant et al., 2006c).

Agoraphobia The word agoraphobia is derived from Greek words meaning “fear of
the marketplace,” which suggests a fear of being out in open, busy areas. People with
agoraphobia develop a fear of places and situations from which it might be difficult or
embarrassing to escape in the event of panicky symptoms or a full-fledged panic attack
or of situations in which help may be unavailable if such problems should occur.
People with agoraphobia may fear shopping in crowded stores; walking through
crowded streets; crossing a bridge; traveling on a bus, train, or car; eating in restaurants; or even leaving the house. They may structure their lives around avoiding exposure to fearful situations and in some cases become housebound for months or even
years, even to the extent of being unable to venture outside to mail a letter.
Agoraphobia has the potential of becoming the most incapacitating type of phobia.
Agoraphobia is more common in women than men (Grant et al., 2006b).
Frequently it begins in late adolescence or early adulthood. It may occur either with or
without accompanying panic disorder. Panic disorder with agoraphobia (PDA) affects
an estimated 1.1% of adult Americans at some point in their lives (Grant et al., 2006b).
The person with PDA may live in fear of recurrent attacks and avoid public places
where attacks have occurred or might occur. Because panic attacks can descend from
nowhere, some people restrict their activities for fear of making public spectacles of
themselves or finding themselves without help. Others venture outside only with a
companion. Still others forge ahead despite intense anxiety.
People with agoraphobia who have no history of panic disorder may experience
mild panicky symptoms, such as dizziness, that lead them to avoid venturing away
from places where they feel safe or secure. They too tend to become dependent on
others for support. A recent nationwide survey reported a very low lifetime prevalence
of agoraphobia without panic disorder (0.17%, or 17 people in 10,000) (Grant et al.,
2006b). The following case of agoraphobia without a history of panic disorder illustrates the dependencies often associated with agoraphobia.

Helen: A Case of Agoraphobia
Helen, a 59-year-old widow, became increasingly agoraphobic after the death of her
husband 3 years earlier. By the time she came for treatment, she was essentially
housebound, refusing to leave her home except under the strongest urging of her
daughter, Mary, age 32, and only if Mary accompanied her. Her daughter and
36-year-old son, Pete, did her shopping for her and took care of her other needs as
best they could. However, the burden of caring for their mother, on top of their other
responsibilities, was becoming too great for them to bear. They insisted that Helen
begin treatment, and Helen begrudgingly acceded to their demands.
Helen was accompanied to her evaluation session by Mary. She was a frail-looking
woman who entered the office clutching Mary’s arm and insisted that Mary stay
throughout the interview. Helen recounted that she had lost her husband and mother
within 3 months of one another; her father had died 20 years earlier. Although she
had never experienced a panic attack, she always considered herself an insecure, fearful person. Even so, she had been able to function in meeting the needs of her family
until the deaths of her husband and mother left her feeling abandoned and alone.
She had now become afraid of “just about everything” and was terrified of being out
on her own, lest something bad would happen and she wouldn’t be able to cope with
it. Even at home, she was fearful that she might lose Mary and Pete. She needed
continual reassurance from them that they too wouldn’t abandon her.
—From the Author’s Files

T R U T H or F I C T I O N
Some people are so fearful of leaving their homes
that they are unable to venture outside even to
mail a letter.

✓

❑ TRUE. Some people with agoraphobia become
literally housebound and unable to venture outside
even to mail a letter.
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Theoretical Perspectives
Theoretical approaches to understanding the development of phobias have a long
history in psychology, beginning with the psychodynamic perspective.

Psychodynamic Perspectives From the psychodynamic perspective, anxiety is a
danger signal that threatening impulses of a sexual or aggressive (murderous or suicidal) nature are nearing the level of awareness. To fend off these threatening impulses,
the ego mobilizes its defense mechanisms. In phobias, the Freudian defense mechanism of projection comes into play. A phobic reaction is a projection of the person’s
own threatening impulses onto the phobic object. For instance, a fear of knives or
other sharp instruments may represent the projection of one’s own destructive impulses
onto the phobic object. The phobia serves a useful function. Avoiding contact with
sharp instruments prevents these destructive wishes toward the self or others from
becoming consciously realized or acted upon. The threatening impulses remain safely
repressed. Similarly, people with acrophobia may harbor unconscious wishes to jump
that are controlled by avoiding heights. The phobic object or situation symbolizes or
represents these unconscious wishes or desires. The person is aware of the phobia, but
not of the unconscious impulses it symbolizes.
two-factor model A theoretical model
that accounts for the development of phobic
reactions on the basis of classical and
operant conditioning.

Unconscious defense mechanisms? For
psychodynamic theorists, phobias represent
the operation of unconscious defense mechanisms such as projection. In their view, a
fear of heights may represent the ego’s
attempt to defend itself against the emergence of threatening self-destructive
impulses, such as an impulse to jump from a
dangerous height. By avoiding heights, the
person can maintain a safe distance from
such threatening impulses. Because this
process occurs unconsciously, the person may
be aware of the phobia, not of the unconscious impulses that it symbolizes.

Learning Perspectives The classic learning perspective on phobias was offered by psychologist O. Hobart Mowrer (1948). Mowrer’s two-factor model incorporated roles for
both classical and operant conditioning in the development of phobias. The fear component of phobia is believed to be acquired through classical conditioning, as previously
neutral objects and situations gain the capacity to evoke fear by being paired with noxious
or aversive stimuli. A child who is frightened by a barking dog may acquire a phobia for
dogs. A child who receives a painful injection may develop a phobia for hypodermic
syringes. Consistent with this model, evidence shows that many cases of acrophobia,
claustrophobia, and blood and injection phobias involve earlier pairings of the phobic
object with aversive experiences (e.g., Kendler et al., 1992a; Merckelbach et al., 1996).
Consider the case of Phyllis, a 32-year-old writer and mother of two sons. Phyllis
had not used an elevator in 16 years. Her life revolved around finding ways to avoid
appointments and social events on high floors. She had suffered from a fear of elevators since the age of 8, when she had been stuck between floors with her grandmother.
In conditioning terms, the unconditioned stimulus was the unpleasant experience of
being stuck on the elevator, the conditioned stimulus the elevator itself.
As Mowrer pointed out, the avoidance component of phobias is acquired and maintained by operant conditioning, specifically by negative reinforcement. That is, relief from
anxiety negatively reinforces the avoidance of fearful stimuli, which thus serves to
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strengthen the avoidance response. Phyllis learned to relieve her anxiety over riding the
elevator by opting for the stairs instead. Avoidance works to relieve anxiety, but at a significant cost. By avoiding the phobic stimulus (e.g., elevators), the fear may persist for
years, even a lifetime. On the other hand, fear can be weakened and even eliminated by
repeated, uneventful encounters with the phobic stimulus. In classical conditioning
terms, extinction is the weakening of the conditioned response (e.g., the fear component
of phobia) when the conditioned stimulus (the phobic object or stimulus) is repeatedly
presented in the absence of the unconditioned stimulus (an aversive or painful stimulus).
Conditioning accounts for some, but certainly not all, phobias. In many cases, perhaps even most, people with specific phobias can’t recall any aversive experiences with the
objects they fear (USDHHS, 1999a). Learning theorists might counter that memories
of conditioning experiences may be blurred by the passage of time or that the experience occurred too early in life to be recalled verbally. But contemporary learning theorists highlight the role of another form of learning—observational learning—that
does not require direct conditioning of fears. In this form of learning, observing parents or significant others model a fearful reaction to a stimulus that can lead to the
acquisition of a fearful response. In an illustrative study of 42 people with severe phobias for spiders, observational learning apparently played a more prominent role in
fear acquisition than did conditioning (Merckelbach, Arnitz, & de Jong, 1991).
Moreover, simply receiving information from others, such as hearing others speak
about the dangers posed by a particular stimulus—spiders, for example—can also lead
to the development of phobias (Merckelbach et al., 1996).
Learning models help account for the development of phobias (Field, 2006). But
why do some people seem to acquire fear responses more readily than others? The
biological and cognitive perspectives may offer some insights.

Biological Perspectives Genetic factors can predispose individuals to develop anxiety disorders, including panic disorder and phobic disorders (Coryell et al., 2006;
Gelernter et al., 2004; Hamilton et al., 2004; Kendler, 2005). But how might genes affect
the likelihood of developing fear responses?
A recent study suggests one possible mechanism. Investigators showed links between
variations of a particular gene and different patterns of brain activity when people were
exposed to fearful stimuli (Hariri et al., 2002). Individuals with a particular form of the
gene showed greater neuronal activity in response to fearful stimuli in the amygdala, an
almond-shaped structure in the limbic system of the brain. Located below the cerebral
cortex, the limbic system consists of a set of interconnected structures involved in such
functions as memory formation and processing of emotional responses. The amygdala
is a kind of “emotional computer” for evaluating whether stimuli represent a threat or
danger (Davidson, 2000; Öhman & Mineka, 2001) (see Figure 6.3).
Corpus Callosum

Thalamus

Hypothalamus
Amygdala

FIGURE 6.3 The amygdala and limbic
system.
The amygdala is part of the limbic system, a
set of interconnected structures in the brain
involved in forming memories and processing
emotional responses. The limbic system, which
also consists of specific parts of the thalamus
and hypothalamus and other nearby structures, is located in the forebrain below the
cerebral cortex.
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Prefrontal cortex
(memory of safety)

Amygdala
(memory of fear)

fear

FIGURE 6.4 The “all-clear” signal quells
fear in rats.
Evidence shows that “all-clear” signals from
the prefrontal cortex to the amygdala inhibit
fear in rats. This discovery may lead to treatments that can help quell fear reactions in
humans.
Source: Milad & Quirk, 2002. Figure reprinted
from “Mimicking brain’s “all clear” quells fear
in rats,” NIH News Release, Posted 11/06/2002.

Greater excitability of the amygdala may help explain why some people experience
more fear and anxiety in response to threatening environmental cues. Researchers also
find increased activation of the amygdala in people with social phobia in response to
faces showing expressions of anger or contempt (M. B. Stein et al., 2002). This research
suggests that under genetic control, the amygdala may be especially reactive to cues of
threat or rejection in people with phobic disorders.
Investigators also find that a part of the prefrontal cortex in the rat’s brain sends a
kind of “all-clear” signal to the amygdala, quelling fearful reactions (see Figure 6.4)
(Milad & Quirk, 2002). As noted in Chapter 2, the prefrontal cortex, which lies in the
frontal lobes, is responsible for many higher mental functions, such as thinking, problem
solving, reasoning, and decision making. The investigators first conditioned rats to
respond with fear to a tone by repeatedly pairing the tone with shock. The rats froze
whenever they heard the tone. The investigators then extinguished the fear response by
presenting the tone repeatedly without the shock. Following extinction, neurons in the
middle of the prefrontal cortex fired up whenever the tone was sounded, sending signals through neural pathways to the amygdala. The more of these neurons that fired,
the less the rats froze (NIH, 2002). The discovery that the prefrontal cortex sends a
safety signal to the amygdala may eventually lead to new treatments of people with
phobias that work by turning on the brain’s “all-clear” signal.
Might we be genetically predisposed to acquire phobic responses to some classes of
stimuli rather than others? People appear to be more likely have fears of snakes and
spiders than rabbits, for example. This belief in a biological predisposition to acquire
fears of certain types of objects or situations, called prepared conditioning, suggests
that evolution favored the survival of human ancestors who were genetically predisposed to develop fears of potentially threatening objects, such as large animals,
snakes, spiders, and other “creepy-crawlers;” of heights; of enclosed spaces; and even
of strangers. This model may explain why we are more likely to develop fears of spiders or heights than of objects that appeared much later on the evolutionary scene,
such as guns or knives, although these later-appearing objects pose more direct
threats today to our survival.

Cognitive Perspectives Recent research highlights the importance of cognitive factors in determining proneness to phobias, including factors such as oversensitivity to
threatening cues, overpredictions of dangerousness, and self-defeating thoughts and

Snakes and spiders. According to the concept of prepared conditioning, we are genetically predisposed to more readily acquire fears of the types of stimuli that would have threatened the
survival of ancestral humans—stimuli such as large animals, snakes, and other creepy-crawlers.
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irrational beliefs (e.g., Armfield, 2006; Kamphuis, Emmelkamp, & Krijn, 2002; Wenzel
et al., 2005):
1. Oversensitivity to threatening cues. People with phobias tend to perceive danger in
situations that most people consider safe, such as riding on elevators or driving
over bridges. We all possess an internal alarm system that is sensitive to cues of
threat. The amygdala in the brain’s limbic system plays a key role in this brain’s
early warning system to threatening cues. This system may have had evolutionary
advantages to ancestral humans by increasing the chances of survival in a hostile
environment. Early humans who responded quickly to signs of threat, such as a
rustling sound in the bush that may have indicated a lurking predator about to
pounce, may have been better prepared to take defensive action (to fight or flee)
than those with less-sensitive alarm systems.
The emotion of fear is a key element in this alarm system and may have
motivated our early ancestors to take defensive action, which in turn may have
helped them survive. People today who have specific phobias and other anxiety
disorders may have inherited an acutely sensitive internal alarm that leads them
to become overly sensitive to threatening cues. To cope more effectively, they
may need to learn to change how they appraise cues that do not objectively pose
any real danger.
2. Overprediction of danger. Phobic individuals tend to overpredict how much fear
or anxiety they will experience in the fearful situation. The person with a snake
phobia, for example, may expect to tremble when he or she encounters a snake in
a cage. People with dental phobia tend to hold exaggerated expectations of the
pain they will experience during dental visits (Marks & De Silva, 1994). Typically
speaking, the actual fear or pain experienced during exposure to the phobic stimulus is a good deal less than what people expect. Yet the tendency to expect the
worst encourages avoidance of feared situations, which in turn prevents the individual from learning to manage and overcome anxiety.
Overprediction of dental pain and fear may also lead people to postpone or
cancel regular dental visits, which can contribute to more serious dental problems
down the road. On the other hand, actual exposure to fearful situations tends to promote more accurate predictions of fear levels (Rachman & Bichard, 1988). A clinical
implication is that with repeated exposure, people with anxiety disorders may come
to anticipate their responses to fear-inducing stimuli more accurately, leading to
reductions of fear expectancies. This in
turn may reduce avoidance tendencies.
3. Self-defeating thoughts and irrational
beliefs. Self-defeating thoughts can
heighten and perpetuate anxiety and
phobic disorders. When faced with
fear-evoking stimuli, the person may
think, “I’ve got to get out of here,” or
“My heart is going to leap out of my
chest.” Thoughts like these intensify
autonomic arousal, disrupt planning,
magnify the aversiveness of stimuli,
prompt avoidance behavior, and
decrease self-efficacy expectancies
concerning one’s ability to control the
situation. Similarly, people with social
phobia may think, “I’ll sound stupid,”
whenever they have an opportunity to
speak in front of a group of people
(Hoffmann et al., 2004). Such selfdefeating thoughts about the self may
stifle social participation.
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T R U T H or F I C T I O N
We may be genetically predisposed to acquire fears
of objects that posed a danger to ancestral
humans.

✓

❑ TRUE. Some theorists believe that we are
genetically predisposed to acquire certain fears,
such as fears of large animals and snakes. The
ability to readily acquire these fears may have had
survival value to ancestral humans.

How do self-doubts affect our performance?
We are likely to feel more anxious in situations
in which we doubt our ability to perform
competently. Anxiety may hamper our performance, making it more difficult for us to
perform successfully. Even accomplished athletes may be seized with anxiety when they
are under extreme pressure, as during slumps
or when competing in championship games.
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Biological
Factors
• Genetic
predisposition to
more readily acquire
fear responses
• Possible greater
sensitivity of the
amygdala in response
to threatening cues
• Prepared conditioning

Vulnerability
Factors

Learning
Influences

Classical
Conditioning
Previously neutral
stimulus becomes
paired with painful
or aversive stimulus

Operant
Conditioning
Avoidance behavior
strengthened by
negative
reinforcement
(anxiety relief)

Observational
Learning
Observing others
react fearfully to a
stimulus leads to
acquisition of a
phobic response to
the stimulus

Increased Risk
Potential

Phobia

Cognitive
Biases
• Oversensitivity to
threatening cues
• Overprediction of
danger
• Self-defeating
throughts and
irrational beliefs

FIGURE 6.5 A multifactorial model of phobia.
Learning influences play a key role in the acquisition of many phobias. But whether these learning experiences lead to the development of phobias may also depend on vulnerability factors,
such as a genetic predisposition and cognitive factors.

People with phobias also display more irrational beliefs of the type catalogued by
Albert Ellis than do nonfearful people. These irrational beliefs may involve exaggerated
needs to be approved of by everyone one meets and to avoid any situation in which
negative appraisal from others might arise. Consider these beliefs: “What if I have an
anxiety attack in front of other people? They might think I was crazy. I couldn’t stand
it if they looked at me that way.” The results of an early study may hit close to home:
College men who believed it was awful (not just unfortunate) to be turned down when
requesting a date showed more social anxiety than those who were less likely to catastrophize rejection (Gormally et al., 1981).
Before going on, you may wish to review Figure 6.5, which illustrates a conceptual
model for understanding phobias in terms of roles of learning influences and vulnerability factors such as a genetic predisposition and cognitive factors.
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Treatment Approaches
Traditional psychoanalysis fosters awareness of how clients’ fears symbolize their
inner conflicts, so the ego can be freed from expending its energy on repression.
Modern psychodynamic therapies also foster clients’ awareness of inner sources of
conflict. They focus to a greater extent than do traditional approaches on exploring
sources of anxiety that arise from current rather than past relationships, however, and
they encourage clients to develop more adaptive behaviors. Such therapies are briefer
and more directed toward specific problems than traditional psychoanalysis.
Although psychodynamic therapies may prove to be helpful in treating anxiety
disorders, there is little compelling empirical support documenting their effectiveness
(USDHHS, 1999a).
The major contemporary treatment approaches to specific phobias, as also for other
anxiety disorders, derive from the learning, cognitive, and biological perspectives.

Learning-Based Approaches A substantial body of research demonstrates the effectiveness of learning-based approaches in treating a range of anxiety disorders. At the
core of these approaches is the effort to help individuals cope more effectively with
anxiety-provoking objects and situations. Examples of learning-based approaches
include systematic desensitization, gradual exposure, and flooding.

Adam Learns to Overcome His Fear of Injections
Adam has a phobia for receiving injections. His behavior therapist treats him as he
reclines in a comfortable padded chair. In a state of deep muscle relaxation, Adam
observes slides projected on a screen. A slide of a nurse holding a needle has just been
shown three times, 30 seconds at a time. Each time Adam has shown no anxiety. So
now a slightly more discomforting slide is shown: one of the nurse aiming the needle
toward someone’s bare arm. After 15 seconds, our armchair adventurer notices
twinges of discomfort and raises a finger as a signal (speaking might disturb his
relaxation). The projector operator turns off the light, and Adam spends two minutes
imagining his “safe scene”—lying on a beach beneath the tropical sun. Then the slide
is shown again. This time Adam views it for 30 seconds before feeling anxiety.
—From Essentials of Psychology (6th ed.) by S. A. Rathus, p. 537 Copyright © 2001.
Reprinted with permission of Brooks/Cole, an imprint of Wadsworth Group, a division
of Thomson Learning.
Adam is undergoing systematic desensitization, a fear-reduction procedure originated by psychiatrist Joseph Wolpe (1958) in the 1950s. Systematic desensitization is a
gradual process in which clients learn to handle progressively more disturbing stimuli
while they remain relaxed. About 10 to 20 stimuli are arranged in a sequence or
hierarchy—called a fear-stimulus hierarchy—according to their capacity to evoke anxiety. By using their imagination or by viewing photos, clients are exposed to the items
in the hierarchy, gradually imagining themselves approaching the target behavior—be
it ability to receive an injection or remain in an enclosed room or elevator—without
undue anxiety.
Systematic desensitization is based on the assumption that phobias are learned or
conditioned responses that can be unlearned by substituting an incompatible response
to anxiety in situations that usually elicit anxiety (Rachman, 2000). Muscle relaxation
is generally used as the incompatible response, and followers of Wolpe usually use the
method of progressive relaxation (described in Chapter 5) to help clients acquire relaxation skills. For this reason, Adam’s therapist is teaching Adam to experience relaxation
in the presence of (otherwise) anxiety-evoking slides of needles.
Systematic desensitization creates a set of conditions that can lead to extinction of
fear responses. The technique fosters extinction by providing opportunities for
repeated exposure to phobic stimuli in imagination without aversive consequences.

systematic desensitization A behavior
therapy technique for overcoming phobias by
means of exposure to progresively more
fearful stimuli (in imagination or by viewing
slides) while remaining deeply relaxed.
fear-stimulus hierarchy An ordered series
of increasingly fearful stimuli.
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gradual exposure In behavior therapy, a
method of overcoming fears through a
stepwise process of exposure to increasingly
fearful stimuli in imagination or in real-life
situations.

Gradual exposure uses a stepwise approach in which phobic individuals gradually
confront the objects or situations they fear. Repeated exposure to a phobic stimulus in
the absence of any aversive event (“nothing bad happening”) can lead to extinction, or
gradual weakening of the phobic response, even to the point that it is eliminated.
Gradual exposure also leads to cognitive changes. The person comes to perceive the
previously feared object or situation as harmless and perceives him or herself as capable of handling the situation more effectively.
Exposure therapy can take several forms, including imaginal exposure (imagining
oneself in the fearful situation) and in vivo exposure (actual encounters with phobic
stimuli in real life). In vivo exposure may be more effective than imaginal exposure, but
both techniques are often used in therapy. The effectiveness of exposure therapy for
phobias is well established, making it the treatment of choice for many types of
specific phobia (e.g., Choy, Fyer, & Lipsitz, 2006; Hoffman et al., 2006; Kamphuis,
Emmelkamp, & Krijn, 2002).
In exposure therapy for social phobia, for example, clients are instructed to enter
increasingly stressful social situations (e.g., eating and conversing with coworkers in the
cafeteria) and to remain in those situations until the anxiety and urge to escape lessens.
The therapist may help guide them during exposure trials, gradually withdrawing direct
support so that clients become capable of handling the situations on their own.
Exposure therapy for agoraphobia generally follows a stepwise course in which the
client is exposed to increasingly fearful stimulus situations, such as walking through
congested streets or shopping in department stores. A trusted companion or perhaps
the therapist may accompany the person during the exposure trials. The eventual goal
is for the person to be able to handle each situation alone and without discomfort or an
urge to escape. Gradual exposure was used in the following case of claustrophobia.

Kevin Combats His Fear of Elevators: A Case of Claustrophobia

Gradual exposure. In gradual exposure, the
client is exposed to a fear-stimulus hierarchy
in real-life situations, often with a therapist
or companion serving in a supportive role.
To encourage the person to accomplish the
exposure tasks increasingly on his or her own,
the therapist or companion gradually withdraws
direct support. Gradual exposure is often
combined with cognitive techniques that
focus on helping the client replace anxietyproducing thoughts and beliefs with calming,
rational alternatives.

Claustrophobia (fear of enclosed spaces) is not very unusual, although Kevin’s case
was. Kevin’s claustrophobia took the form of a fear of riding on elevators. What
made his case so unusual was his occupation: He worked as an elevator mechanic.
Kevin spent his work days repairing elevators. Unless it was absolutely necessary,
however, Kevin managed to complete the repairs without riding in the elevator.
He would climb the stairs to the floor where an elevator was stuck, make repairs,
and hit the down button. He would then race downstairs to see that the elevator had
operated correctly. When his work required an elevator ride, panic would seize him
as the doors closed. Kevin tried to cope by praying for divine intervention to prevent
him from passing out before the doors opened.
Kevin related the origin of his phobia to an accident three years earlier in which he
had been pinned in his overturned car for nearly an hour. He remembered feelings of
helplessness and suffocation. Kevin developed claustrophobia—a fear of situations
from which he could not escape, such as flying on an airplane, driving in a tunnel,
taking public transportation, and of course, riding in an elevator. Kevin’s fear had
become so incapacitating that he was seriously considering switching careers, although
the change would require considerable financial sacrifice. Each night he lay awake
wondering whether he would be able to cope the next day if he were required to testride an elevator.
Kevin’s therapy involved gradual exposure in which he followed a stepwise program
of exposure to increasingly fearful stimuli. A typical anxiety hierarchy for helping
people overcome a fear of riding on elevators might include the following steps:
1. Standing outside the elevator
2. Standing in the elevator with the door open
3. Standing in the elevator with the door closed
4. Taking the elevator down one floor
5. Taking the elevator up one floor
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6.
7.
8.
9.
10.
11.

Taking the elevator down two floors
Taking the elevator up two floors
Taking the elevator down two floors and then up two floors
Taking the elevator down to the basement
Taking the elevator up to the highest floor
Taking the elevator all the way down and then all the way up
Clients begin at step 1 and do not progress to step 2 until they are able to remain
calm on the first. If they become bothered by anxiety, they remove themselves from the
situation and regain calmness by practicing muscle relaxation or focusing on soothing
mental imagery. The encounter is then repeated as often as necessary to reach and sustain feelings of calmness. They then proceed to the next step, repeating the process.
Kevin was also trained to practice self-relaxation and talk calmly and rationally to
himself to help himself remain calm during his exposure trials. Whenever he began to
feel even slightly anxious, he would tell himself to calm down and relax. He was able to
counter the disruptive belief that he was going to fall apart if he was trapped in an elevator with rational self-statements such as, “Just relax. I may experience some anxiety,
but it’s nothing that I haven’t been through before. In a few moments I’ll feel relieved.”
Kevin slowly overcame his phobia but still occasionally experienced some anxiety,
which he interpreted as a reminder of his former phobia. He did not exaggerate the
importance of these feelings. Now and then it dawned on him that an elevator he was
servicing had once occasioned fear. One day following his treatment, Kevin was
repairing an elevator, which serviced a bank vault 100 feet underground. The experience of moving deeper and deeper underground aroused fear, but Kevin did not panic.
He repeated to himself, “It’s only a couple of seconds and I’ll be out.” By the time he
took his second trip down, he was much calmer.
—From the Author’s Files

Flooding is a form of exposure therapy in which subjects are exposed to high levels
of fear-inducing stimuli either in imagination or real-life situations. Why? The belief is
that anxiety represents a conditioned response to a phobic stimulus and should dissipate if the individual remains in the phobic situation for a long enough period of time
without harmful consequences. Most individuals with phobias avoid confronting
phobic stimuli or beat a hasty retreat at the first opportunity if they cannot avoid them.
Consequently, they lack the opportunity to unlearn the fear response. In flooding, the
person purposely engages a highly feared situation, such as in the case of a person with
social phobia sitting down at a lunch table where people have already gathered and
remaining there for a long enough period of time for anxiety to dissipate. Flooding has
been used effectively in treating various anxiety disorders, including social phobia and
PTSD (Moulds & Nixon, 2006).

Virtual Therapy, the Next Best Thing to Being There In the movie the Matrix,
the lead character played by Keanu Reeves comes to realize that the world he believes
is real is merely an illusion, a complex virtual environment so lifelike that people
cannot tell it isn’t real. The Matrix is science fiction, but the use of virtual reality as a
therapeutic tool is science fact.
Virtual reality therapy (VRT) is a behavior therapy technique that uses computergenerated simulated environments as therapeutic tools. By donning a specialized
helmet and gloves that are connected to a computer, a person with a fear of heights, for
example, can encounter frightening stimuli in this virtual world, such as riding a glassenclosed elevator to the top floor of an imaginary hotel, peering over a railing on a
balcony on the 20th floor, or crossing a virtual Golden Gate Bridge. By a process of
exposure to a series of increasingly frightening virtual stimuli, while progressing only
when fear at each step diminishes, people can learn to overcome fears in virtual reality
in much the same way they would had they followed a program of gradual exposure in
real-life situations (Winerman, 2005).

flooding A behavior therapy technique for
overcoming fears by means of exposure to
high levels of fear-inducing stimuli.

virtual reality therapy A form of exposure
therapy involving the presentation of phobic
stimuli in a virtual reality environment.
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Overcoming fears with virtual reality. Virtual reality technology can be used to help people
overcome phobias. Here we see a woman wearing a virtual reality helmet while participating in a
fear of flying therapy program.

T R U T H or F I C T I O N
Therapists have used virtual reality to help people
overcome phobias.

✓

❑ TRUE. Virtual reality therapy has been used
successfully in helping people overcome phobias,
including fear of heights.

Virtual therapy has been used successfully in helping people overcome various types
of phobias, including fear of heights and fear of flying (Kamphuis, Emmelkamp, &
Krijn, 2002; Rothbaum et al., 2002). In one research example, virtual reality was just as
effective as real-life exposure in treating fear of flying, with both treatments showing
better results than an untreated (waiting list) control condition (Rothbaum et al.,
2002). Ninety-two percent of VRT participants succeeded in flying on a commercial
airliner in the year following treatment.
Virtual reality therapy offers some advantages over traditional exposure-based
treatments. For one thing, it is often difficult or impossible to arrange in real life the
types of exposure experiences that can be simulated in virtual reality, such as repeated
airplane takeoffs and landings (Yancey, 2000). Virtual therapy also allows for greater
control over the stimulus environment, as when the participant controls the intensity
and range of stimuli used during virtual exposure sessions (Zimand et al., 2003).
Individuals may also be more willing to perform certain fearful tasks in virtual reality
than in real life.
In order for virtual therapy to be effective, says psychologist Barbara Rothbaum,
who was an early pioneer in the use of the technique, the person must become
immersed in the experience and believe at some level it is real and not like watching a
videotape. “If the first person had put the helmet on and said, ‘This isn’t scary,’ it
wouldn’t have worked,” Dr. Rothbaum said. “But you get the same physiological
changes—the racing heart, the sweat—that you would in the actual place” (cited in
Goleman, 1995b, p. C11). Today, with advances in virtual reality technology, the simulated virtual environment is convincing enough to evoke intense anxiety in fearful
people (Lubell, 2004).
We have only begun to explore the potential therapeutic uses of this new technology. Therapists are experimenting with virtual therapy to help people overcome many
types of fears, such as fear of public speaking and agoraphobia. Therapists are experimenting with virtual bars and crack houses to help substance abusers learn to resist
drugs (Lubell, 2004). In other applications, virtual therapy may help clients work
through unresolved conflicts with significant figures in their lives by allowing them to
confront these “people” in a virtual environment. A family therapist envisions virtual
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family sessions in which participants can see things from the emotional and physical
vantage points of each other member of the family (Steven, 1995).
Self-help “therapy” modules, consisting of compact discs and virtual reality helmets and gloves, may even begin to appear on the shelves of your neighborhood
computer software store in the not-too-distant future. With these self-help modules,
people may be able in their own living rooms to confront objects or situations they
fear, or learn to stop smoking or lose weight, all with the help and guidance of a
“virtual therapist.”

Cognitive Therapy Through rational emotive behavior therapy, Albert Ellis might
have shown people with social phobias how irrational needs for social approval and
perfectionism produce unnecessary anxiety in social interactions. Eliminating exaggerated needs for social approval is apparently a key therapeutic factor.
Cognitive therapists seek to identify and correct dysfunctional or distorted
beliefs. For example, people with social phobias might think no one at a party will
want to talk with them and that they will wind up lonely and isolated for the rest of
their lives. Cognitive therapists help clients recognize the logical flaws in their
thinking and to view situations rationally. Clients may be asked to gather evidence
to test out their beliefs, which may lead them to alter beliefs they find are not
grounded in reality. Therapists may encourage clients with social phobias to test
their beliefs that they are bound to be ignored, rejected, or ridiculed by others in
social gatherings by attending a party, initiating conversations, and monitoring
other people’s reactions. Therapists may also help clients develop social skills to
improve their interpersonal effectiveness and teach them how to handle social
rejection, if it should occur, without catastrophizing. A recent clinical trial showed
that cognitive therapy outperformed a combined treatment consisting of drug therapy (Prozac) and self-administered exposure training in treating the generalized
form of social phobia (Clark et al., 2003).
One example of a cognitive technique is cognitive restructuring, a method in
which therapists help clients pinpoint self-defeating thoughts and generate rational
alternatives they can use to cope with anxiety-provoking situations. For example,
Kevin learned to replace self-defeating thoughts with rational alternatives and to practice speaking rationally and calmly to himself during his exposure trials.
Cognitive-behavioral therapy (CBT) is the general term used to apply to therapeutic approaches that combine behavioral and cognitive therapy techniques. CBT
practitioners incorporate behavioral techniques, such as exposure, along with
techniques drawn from the cognitive therapies of Ellis, Beck, and others. For
example, in treating social phobia, therapists often combine exposure treatment
with cognitive restructuring techniques that help clients replace anxiety-inducing
thoughts with more adjustive thoughts (Mörtberg et al., 2006; Stangier et al.,
2003). Recent studies support the effectiveness of CBT in treating both social
phobia and claustrophobia (Choy, Fyer, & Lipsitz, 2006; Garcia-Lopez et al., 2006;
Schneier, 2006).
Drug Therapy Evidence supports the use of antidepressant drugs, including sertraline
(brand name Zoloft) and paroxtine (trade name Paxil), in treating social phobia
(Liebowitz, Gelenberg, & Munjack, 2005; Schneier, 2006). A combination of psychotherapy and drug therapy may be more effective in some cases than either treatment
approach alone (Feldman & Rivas-Vazquez, 2003).
Psychiatric drugs may also facilitate progress in exposure therapy for phobias
(Munsey, 2006). Investigators used a drug that works on receptors in the amygdala, the
part of the brain that first reacts to fearful stimuli (Davis et al., 2005). In this study,
people with a fear of heights either received the active drug or a placebo drug before
participating in exposure sessions using a virtual reality simulation of height situations. Participants who received the active drug showed greater symptom improvement than did those who received the placebo. Studies like this highlight the potential
benefits of combining psychological and biomedical therapies.

cognitive restructuring A cognitive therapy method that involves replacing irrational
thoughts with rational alternatives.
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OBSESSIVE–COMPULSIVE DISORDER
obsessive–compulsive disorder (OCD)
A type of anxiety disorder characterized by
recurrent obsessions, compulsions, or both.

obsession A recurring thought or image
that the individual cannot control.

compulsion A repetitive or ritualistic
behavior that the person feels compelled
to perform.

People with obsessive–compulsive disorder (OCD) are troubled by recurrent obsessions,
compulsions, or both obsessions and compulsions to the extent that they cause marked
distress, occupy more than an hour a day, or significantly interfere with normal routines
or occupational or social functioning (APA, 2000). An obsession is an intrusive and
recurrent thought, idea, or urge that seems beyond the person’s ability to control.
Obsessions can be potent and persistent enough to interfere with daily life and can engender significant distress and anxiety. They include doubts, impulses, and mental images.
One may wonder endlessly whether or not one has locked the doors and shut the windows, for example. One may be obsessed with the impulse to do harm to one’s spouse.
One can have intrusive mental images or fantasies, such as the recurrent fantasy of a young
mother that her children had been run over by traffic on the way home from school.
A compulsion is a repetitive behavior (e.g., hand washing or checking door locks) or
mental act (e.g., praying, repeating certain words, or counting) the person feels compelled or driven to perform (APA, 2000). Compulsions typically occur in response to
obsessional thoughts and are frequent and forceful enough to interfere with daily life or
cause significant distress. Table 6.5 shows some relatively common obsessions and compulsions. In the following first-person account, a man describes his obsessive concerns
about having caused harm to other people (and even insects) as the result of his actions.

“Tormenting Thoughts and Secret Rituals”
My compulsions are caused by fears of hurting someone through my negligence. It’s always the
same mental rigmarole. Making sure the doors are latched and the gas jets are off. Making sure
I switch off the light with just the right amount of pressure, so I don’t cause an electrical problem. Making sure I shift the car’s gears cleanly, so I don’t damage the machinery. . . .
I fantasize about finding an island in the South Pacific and living alone. That would take the
pressure off; if I would harm anyone it would just be me. Yet even if I were alone, I’d still have
my worries, because even insects can be a problem. Sometimes when I take the garbage out, I’m
afraid that I’ve stepped on an ant. I stare down to see if there is an ant kicking and writhing in
agony. I took a walk last week by a pond, but I couldn’t enjoy it because I remembered it was
spawning season, and I worried that I might be stepping on the eggs of bass or bluegill.
I realize that other people don’t do these things. Mainly, it’s that I don’t want to go
through the guilt of having hurt anything. It’s selfish in that sense. I don’t care about them as
much as I do about not feeling the guilt.
—From Osborn, 1998

TABLE 6.5

Examples of Obsessive Thoughts and Compulsive Behaviors
Obsessive Thought Patterns

Compulsive Behavior Patterns

Thinking that one’s hands remain dirty
despite repeated washing

Rechecking one’s work time and time again

Difficulty shaking the thought that a loved
one has been hurt or killed

Rechecking the doors or gas jets before
leaving home

Repeatedly thinking that one has left the
door to the house unlocked

Constantly washing one’s hands to keep them
clean and germ free

Worrying constantly that the gas jets in the
house were not turned off
Repeatedly thinking that one has done
terrible things to loved ones
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Most compulsions fall into two categories: cleaning rituals and checking rituals. Rituals
can become the focal point of life. A compulsive hand washer, Corinne, engaged in elaborate hand-washing rituals. She spent 3 to 4 hours daily at the sink and complained, “My
hands look like lobster claws.” Some people literally take hours checking and rechecking
that all the appliances are off before they leave home, and still remain in doubt. In this firstperson account of a checking compulsion, a woman with OCD describes the elaborate
ritual she insisted her husband perform to complete the simple act of taking out the
garbage. The couple lived in an apartment and deposited their garbage in a common
dumpster. The ritual was intended to keep the neighbors’ germs out of her apartment:

Just Checking
First the water had to be turned on and left that way because if he touched the garbage and
then the spigot, the spigot would get contaminated. . . . He’d take the bag down, stand a few
feet from the dumpster to be sure not to touch it, and throw the bag in. Then he’d unlock the
door, open it, slip his shoes off, come inside, and wash his hands. He used a pump soap so that
he could use his clean wrist to pump some in the palm of his hand and not contaminate the dispenser. . . . He went through this procedure twenty times, once for each bag, until they were
gone. If contamination occurred at any point during the process, say some brown liquid was on
the outside of one of the bags and it got on his shirt, and I saw it, I would not be happy. I’d
have to go over the scene again and again in my mind until I could find the way to convince
myself that I wasn’t really in danger of getting a disease. . . . If I couldn’t shake the fear, I’d ask
my husband to go through the discarded trash to find the contaminated bag and try to identify
the liquid. He was usually pretty against this, so I had to beg. It was all I’d talk about for hours,
and I guess in an effort to just shut me up he’d relent.
Source: Colas, 1998

Compulsions often accompany obsessions and may at least partially relieve the anxiety created by obsessional thinking. By washing one’s hands 40 or 50 times in a row each
time a public doorknob is touched, the compulsive hand washer may experience some
relief from the anxiety engendered by the obsessive thought that germs or dirt still linger
in the folds of skin. The person may believe that the compulsive ritual will help prevent
a dreaded event, such as germ contamination. However, the repetitive nature of the
compulsive behavior far exceeds any reasonable steps one can take as a precaution. In
effect, the solution (i.e., performing the compulsive ritual) becomes the problem
(Salkovskis et al., 2003). The person becomes trapped in a vicious pattern of worrisome intrusive thoughts leading to compulsive rituals. People with OCD generally
recognize that their obsessive concerns are excessive or irrational, but feel incapable of
stopping them (Belkin, 2005).
Obsessive–compulsive disorder affects between 2% and 3% of the general population at some point in their lives (APA, 2000; Taylor, 1995). A Swedish study found that
although most OCD patients eventually showed some improvement, most also continued to have some symptoms of the disorder over the course of their lifetimes (Skoog
& Skoog, 1999). The disorder occurs about equally often in men and women (APA,
2000; USDHHS, 1999a). The case example below illustrates a checking compulsion.

Theoretical Perspectives
Within the psychodynamic tradition, obsessions represent leakage of unconscious
impulses into consciousness, and compulsions are acts that help keep these impulses
repressed. Obsessive thoughts about contamination by dirt or germs may represent the
threatened emergence of unconscious infantile wishes to soil oneself and play with
feces. The compulsion (in this case, cleanliness rituals) helps keep such wishes at bay.
The psychodynamic model remains largely speculative, in large part because of the difficulty (some would say impossibility) of arranging scientific tests to determine the
existence of unconscious impulses and conflicts.

T R U T H or F I C T I O N
Obsessional thinking helps relieve anxiety.

✓

❑ FALSE. Obsessional thinking actually engenders anxiety. However, performing compulsive rituals may partially reduce the anxiety associated
with obsessional thinking, thereby creating a cycle
in which obsessional thinking prompts ritualistic
behavior, which is reinforced by anxiety relief.
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An obsessive thought? One type of obsession involves recurrent,
intrusive images of a calamity occurring as the result of one’s own
carelessness. For example, a person may not be able to shake the
image of his or her house catching fire due to an electrical short
in an appliance inadvertently left on.

We also have evidence pointing to a genetic contribution in determining vulnerability to the disorder (Leckman & Kim, 2006; Pato,
Pato, & Pauls, 2002). We also know that many people with OCD, especially those who developed the disorder during childhood, have a history of tic disorders. Investigators suspect there may be a genetic link
between tic disorders and OCD, or at least in cases of OCD that
develop in childhood (Eichstedt & Arnold, 2001; Stewart et al., 2007).
Just what genes are involved remains an active area of study, but evidence points to a possible role for a gene that works to tune-down the
actions of glutamate, a neurotransmitter in the brain that is implicated
in OCD (Arnold et al., 2006; Dickel et al., 2006; Leckman & Kim, 2006).
Another possibility is that the actions of particular genes affect chemical balances that lead to overarousal of a particular brain circuit, called
the worry circuit, which normally signals danger and that becomes
active during states of worry. In cases of OCD, the brain may be constantly sending messages through this worry circuit that something is
wrong and requires immediate attention, leading to obsessional worrisome thoughts and repetitive compulsive behaviors. Parts of the worry
circuit incorporate structures in the limbic system, including the amygdala. We noted earlier that the amygdala is a brain structure involved in
processing threatening stimuli.
Let us consider other intriguing possibilities regarding the biological underpinnings of OCD. One possibility requiring further study is
that the compulsive aspects of OCD result from abnormalities in brain
circuits that normally suppress repetitive behaviors. These abnormalities may lead people to feel compelled to perform repetitive behaviors
as though they were “stuck in gear” (Leocani et al., 2001).
The frontal lobes in the cerebral cortex regulate brain centers in the
lower brain that control bodily movements. Brain imaging studies
implicate abnormal patterns of activation of brain circuits involving
the frontal lobes in OCD patients (Mataix-Cols et al., 2004; Szeszko et
al., 2005). Perhaps a disruption in these neural pathways explains the
failure of people with compulsive behavior to inhibit repetitive, ritualistic behaviors. Changes in patterns of frontal lobe activation are also

Jack’s “Little Behavioral Quirks:”
A Case of Obsesssive–Compulsive Disorder

O BSESSIVE/
CO M PU LSIVE D ISO RD ER:

The Case of Dave
“I knew in my heart of hearts that the
water was turned off, but I had to go
back and check it anyway.”

Jack, a successful chemical engineer, was urged by his wife Mary, a pharmacist, to
seek help for “his little behavioral quirks,” which she had found increasingly annoying. Jack was a compulsive checker. When they left the apartment, he would insist on
returning to check that the lights or gas jets were off, or that the refrigerator doors
were shut. Sometimes he would apologize at the elevator and return to the apartment to carry out his rituals. Sometimes the compulsion to check struck him in the
garage. He would return to the apartment, leaving Mary fuming. Going on vacation
was especially difficult for Jack. The rituals occupied the better part of the morning of
their departure. Even then, he remained plagued by doubts.
Mary had also tried to adjust to Jack’s nightly routine of bolting out of bed to
recheck the doors and windows. Her patience was running thin. Jack realized that his
behavior was impairing their relationship as well as causing himself distress. Yet he
was reluctant to enter treatment. He gave lip service to wanting to be rid of his compulsive habits, but he also feared that surrendering his compulsions would leave him
defenseless against the anxieties they helped ease.
—From the Author’s Files

Anxiety Disorders

197

Is this as good as it gets? In the movie, As
Good as It Gets, Jack Nicholson plays a character with many features of OCD, including
such obsessive concerns about cleanliness
that he brings his own plastic utensils to
dine in restaurants.

found among patients who respond favorably to cognitive-behavioral treatment,
which suggests that CBT may directly affect parts of the brain implicated in OCD
(Ingram & Siegle, 2001).
Other parts of the brain, including the basal ganglia, may also be involved in OCD
(Baxter, 2003). The basal ganglia are involved in controlling body movements, so it is
conceivable that a dysfunction in this region might help explain the ritualistic behaviors seen in OCD patients.
Psychological models of OCD emphasize cognitive and learning-based factors.
People with OCD tend to be overly focused on their thoughts (Janeck et al., 2003).
They can’t seem to break the mental loop in which the same intrusive, negative
thoughts keep reverberating in their minds. They also tend to exaggerate the risk that
unfortunate events will occur (Bouchard, Rhéaume, & Ladouceur, 1999). Because they
expect terrible things to happen, people with OCD engage in rituals to prevent them.
An accountant who imagines awful consequences for slight mistakes on a client’s tax
forms may feel compelled to repeatedly check her or his work.
Another cognitive factor linked to the development of OCD is perfectionism, or
belief that one must perform flawlessly (Shafran & Mansell, 2001). People who hold
perfectionist beliefs exaggerate the consequences of turning in less-than-perfect work
and may feel compelled to redo their efforts until every detail is flawless.
From the learning perspective, compulsive behaviors are viewed as operant
responses that are negatively reinforced by relief of anxiety engendered by obsessional
thoughts. Put simply, “Obsessions give rise to anxiety/distress and compulsions reduce
it” (Franklin, Abramowitz et al., 2002, p. 283). If a person obsesses that dirt or foreign
bodies contaminate other people’s hands, shaking hands or turning a doorknob may
evoke powerful anxiety. Compulsive hand washing following exposure to a perceived
contaminant provides some degree of relief from anxiety. Reinforcement, whether
positive or negative, strengthens the behavior that precedes it. Thus, the person becomes
more likely to repeat the compulsive ritual the next time he or she is exposed to anxietyevoking cues, such as shaking hands or touching doorknobs.
The question remains why some people develop obsessive thoughts whereas others
do not. Perhaps people who develop obsessive–compulsive disorder are physiologically
sensitized to overreact to minor cues of danger. We can speculate that the brain’s worry
circuit may be unusually sensitive to cues of danger. Memory impairment may also
play a role. Compulsive checkers may have difficulty remembering whether they have
completed the task correctly, such as turning off the toaster oven before leaving for the
day. Evidence shows that compulsive checkers tend to perform more poorly than
others on many types of memory tasks (Woods et al., 2002). The degree to which
impaired memory accounts for compulsive checking remains to be seen, however.
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Treatment Approaches
O BSESSIVE/
CO M PU LSIVE D ISO RD ER:

The Case of Ed
“It was . . . awful . . . at that time . . .
when the OCD started to show itself.”

Behavior therapists have achieved impressive results in treating obsessive–compulsive
disorder with the technique of exposure with response prevention (Abramowitz et al.,
2003; Anderson & Rees, 2006; Whittal, Thordarson, & McLean, 2005). The exposure component involves having clients intentionally place themselves in situations that evoke
obsessive thoughts. For many people, such situations are hard to avoid. Leaving the
house, for example, may trigger obsessive thoughts about whether the gas jets are turned
off or the windows and doors are locked. Or clients may be instructed to purposely
induce obsessive thoughts by leaving the house messy or rubbing their hands in dirt.
Response prevention is the effort to prevent the compulsive behavior from occurring.
Clients who rub their hands in dirt must avoid washing them for a designated period of
time. The compulsive lock checker must avoid checking to see that the door was locked.
Through exposure with response prevention (ERP), people with OCD learn to tolerate the anxiety triggered by their obsessive thoughts while they are prevented from performing their compulsive rituals. With repeated exposure trials, the anxiety eventually
subsides, and the person feels less compelled to perform the accompanying rituals. The
underlying principle, yet again, is extinction. When cues that trigger obsessive
thoughts and accompanying anxiety are repeatedly presented but the person sees that
nothing bad happens, the bonds between these cues and the anxiety response should
weaken. Cognitive techniques are often combined with ERP within a cognitive–
behavioral treatment program (Anderson & Rees, 2006; Clark, 2004). The cognitive
component involves correcting distorted ways of thinking (cognitive distortions), such
as tendencies to overestimate the likelihood and severity of feared consequences.
SSRI-type antidepressant drugs also have therapeutic benefits in treating OCD
(Saxena et al., 2003). This class of drugs includes fluoxetine (Prozac), paroxetine (Paxil),
and clomipramine (Anafranil). These drugs increase the availability in the brain of the
neurotransmitter serotonin (Riddle et al., 2001). The effectiveness of these drugs leads
researchers to suspect that problems with serotonin transmission play an important
role in the development of OCD in some cases (Franklin, Abramowitz et al., 2002).
Bear in mind, however, that some people with OCD fail to respond to these drugs, and
among those who do respond, many experience only partial relief (Franklin,
Abramowitz et al., 2002; Riddle et al., 2001). We should also note that many patients
also fail to respond fully to cognitive-behavioral therapy (Fisher & Wells, 2005).
Studies directly comparing cognitive–behavioral therapy (CBT) with drug therapy
using SSRI-type antidepressants find that CBT produces at least as much benefit and
may lead to more lasting results (Franklin, Rynn et al., 2002; Rauch & Jenike, 1998). As
with other forms of anxiety disorder, some people with OCD may benefit from a combination of psychological and pharmacological treatment.

GENERALIZED ANXIETY DISORDER
generalized anxiety disorder (GAD)
A type of anxiety disorder characterized by
general feelings of dread and foreboding and
heightened states of bodily arousal.

Generalized anxiety disorder (GAD) is characterized by persistent feelings of anxiety
that are not triggered by any specific object, situation, or activity, but rather seems to
be what Freud labeled “free floating.” The disorder is characterized by persistent feelings of anxiety that are not triggered by any specific object, situation, or activity. The
central feature of GAD is worry (Ruscio, Borkovec, & Ruscio, 2001). People with GAD
tend to be chronic worriers—even lifelong worriers (Fricchione, 2004). They may
worry about many things, including the state of their finances, the well-being of their
children, their social relationships, and so on. They tend to worry excessively about
everyday, minor things, such as getting stuck in traffic, and about unlikely future
events, such as going bankrupt (Dugas, 2002). Children with generalized anxiety tend
to worry about academics, athletics, and social aspects of school life.
The emotional distress associated with GAD interferes significantly with the
person’s daily life. GAD frequently occurs together with other disorders, including
depression or other anxiety disorders such as agoraphobia and obsessive–compulsive
disorder. Other related features include restlessness; feeling tense, “keyed up,” or “on
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edge”; becoming easily fatigued; having difficulty concentrating or finding one’s mind
going blank; irritability, muscle tension; and disturbances of sleep, such as difficulty
falling asleep, staying asleep, or having restless and unsatisfying sleep (APA, 2000).
GAD tends to be a stable disorder that initially arises in the mid-teens to mid-20s
and then typically follows a lifelong course. The lifetime prevalence of GAD in the general U.S. population is estimated to be around 4% overall, but is about twice as
common in women as men (Conway et al., 2006). About 2% of adults are affected by
GAD in any given year (Grant et al., 2005). In the following case, we find a number of
features of generalized anxiety disorder:

“Worrying About Worrying:” A Case of Generalized Anxiety Disorder
Earl was a 52-year-old supervisor at the automobile plant. His hands trembled as he
spoke. His cheeks were pale. His face was somewhat boyish, making his hair seem
grayed with worry.
He was reasonably successful in his work, although he noted that he was not a
“star.” His marriage of nearly three decades was in “reasonably good shape,” although
sexual relations were “less than exciting—I shake so much that it isn’t easy to get
involved.” The mortgage on the house was not a burden and would be paid off within
5 years, but “I don’t know what it is; I think about money all the time.” The three
children were doing well. One was employed, one was in college, and one was in high
school. But “With everything going on these days, how can you help worrying about
them? I’m up for hours worrying about them.”
”But it’s the strangest thing,” Earl shook his head. “I swear I’ll find myself worrying
when there’s nothing in my head. I don’t know how to describe it. It’s like I’m worrying
first and then there’s something in my head to worry about. It’s not like I start thinking
about this or that and I see it’s bad and then I worry. And then the shakes come, and
then, of course, I’m worrying about worrying, if you know what I mean. I want to run
away; I don’t want anyone to see me. You can’t direct workers when you’re shaking.”
Going to work had become a major chore. “I can’t stand the noises of the assembly
lines. I just feel jumpy all the time. It’s like I expect something awful to happen. When
it gets bad like that I’ll be out of work for a day or two with shakes.”
Earl had been worked up “for everything; my doctor took blood, saliva, urine, you
name it. He listened to everything, he put things inside me. He had other people look at me.
He told me to stay away from coffee and alcohol. Then from tea. Then from chocolate
and Coca-Cola, because there’s a little bit of caffeine [in them]. He gave me Valium
[an antianxiety drug or minor tranquilizer] and I thought I was in heaven for a while.
Then it stopped working, and he switched me to something else. Then that stopped
working, and he switched me back. Then he said he was ‘out of chemical miracles’
and I better see a shrink or something. Maybe it was something from my childhood.”
—From the Author’s Files

Theoretical Perspectives
From a psychodynamic perspective, generalized anxiety represents the threatened leakage of unacceptable sexual or aggressive impulses or wishes into consious awareness.
The person is aware of the anxiety but not its underlying source. The problem with
speculating about unconscious origins of anxiety is that they lie beyond the reach of
direct scientific tests. We cannot directly observe or measure unconscious impulses.
From a learning perspective, generalized anxiety is precisely that: generalization of
anxiety across many situations. People concerned about broad life themes, such as
finances, health, and family matters, are likely to experience apprehension or worry in
a variety of settings. Anxiety would thus become connected with almost any environment or situation.
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The cognitive perspective on GAD emphasizes the role of exaggerated or distorted
thoughts and beliefs, especially beliefs that underlie worry. People with GAD tend to
worry about just about everything. They tend to perceive danger at every turn and to
anticipate calamitous consequences. Consequently, they feel continually on edge, as
their nervous systems respond to the perception of threat or danger with activation of
the sympathetic nervous system, leading to increased states of bodily arousal and the
accompanying feelings of anxiety.
Although we lack a clear biological model of GAD, it is reasonable to suspect irregularities in neurotransmitter activity. We mentioned earlier that antianxiety drugs such
as the benzodiazepines diazepam (Valium) and alprazolam (Xanax) increase the effects
of GABA, an inhibitory neurotransmitter that tones down central nervous system
arousal. Similarly, irregularities of the neurotransmitter serotonin are implicated in
GAD based on evidence that GAD responds favorably to the antidepressant drug
paroxetine (Paxil), which specifically targets serotonin (Sheehan & Mao, 2003).
Neurotransmitters work on brain structures that regulate emotional states such as anxiety and worry, so it is possible that an overreactivity of these brain structures (the
amygdala for example) may also be involved.

Treatment Approaches
The major forms of treatment of generalized anxiety disorder are psychiatric drugs
and cognitive-behavioral therapy (Mitte, 2005). Antidepressant drugs, such as
sertraline (Zoloft) and paroxetine (Paxil) can help relieve anxiety symptoms
(Allgulander et al., 2004; Liebowitz et al., 2002). Bear in mind, however, that although
psychiatric drugs may help relieve anxiety, they do not cure the underlying problem.
Once the drugs are discontinued, the symptoms often return.
Cognitive-behavioral therapists use a combination of techniques in treating GAD,
including training in relaxation skills; learning to substitute calming, adaptive
thoughts for intrusive, worrisome thoughts; and learning skills of decatastrophizing
(avoiding tendencies to think the worst). Evidence from controlled studies shows substantial therapeutic benefits of CBT in treating GAD (Dugas et al., 2003; Heimberg,
Turk, & Mennin, 2004). The efficacy of CBT is comparable to drug therapy, but with
lower dropout rates, which indicates that the psychological treatment is better tolerated by patients (Mitte, 2005). In one illustrative study, the great majority of GAD
patients treated with either behavioral or cognitive methods, or the combination of
these methods, no longer met diagnostic criteria for the disorder following treatment
(Borkovec et al., 2002).

ACUTE STRESS DISORDER AND POSTTRAUMATIC STRESS DISORDER

acute stress disorder (ASD) A traumatic
stress reaction occurring during the month
following exposure to a traumatic event.

posttraumatic stress disorder (PTSD) A
prolonged maladaptive reaction to a traumatic
event.

In adjustment disorders (discussed in Chapter 5), people have difficulty adjusting to
life stressors, such as business or marital problems, chronic illness, or bereavement
over a loss. Here we focus on two types of anxiety disorders that occur in response to
traumatic events: acute stress disorder and posttraumatic stress disorder.
Acute stress disorder (ASD) is a maladaptive reaction that occurs during the initial
month following the traumatic experience. It may occur in the context of combat or
exposure to natural or technological disasters. A soldier may come through a horrific
battle not remembering important features of the battle and feeling numb and
detached from the environment. People who are injured or who nearly lose their lives
in a hurricane may walk around “in a fog” for days or weeks afterward; be bothered by
intrusive images, flashbacks, and dreams of the disaster; or relive the experience as
though it were happening again.
Posttraumatic stress disorder (PTSD) is a prolonged maladaptive reaction to a traumatic experience. In contrast to ASD, PTSD may persist for months, years, or even
decades and may not develop until many months or even years after the traumatic event.
Many people with ASD, but certainly not all, go on to develop PTSD (Harvey & Bryant,
2002; Kangas, Henry, & Bryant, 2005). We find both types of stress disorders in soldiers

Anxiety Disorders

201

Trauma. Trauma associated with the development of PTSD may involve combat, acts of terrorism, or violent crimes, including crimes such as the
mass murders at Virginia Tech. However, the most frequent source of traumas linked to PTSD are serious motor vehicle accidents.

exposed to combat and among rape survivors, victims of motor vehicle and other accidents, and people who have witnessed the destruction of their homes and communities by
natural disasters such as floods, earthquakes, or tornadoes, or technological disasters such
as railroad or airplane crashes. For Margaret, the trauma involved a horrific truck accident.

“I Thought the World Was Coming to an End:”
A Case of PTSD
Margaret was a 54-year-old woman who lived with her husband, Travis, in a small
village in the hills to the east of New York’s Hudson River. Two winters earlier, in the
middle of the night, a fuel truck had skidded down one of the icy inclines that led into
the village center. Two blocks away, Margaret was shaken from her bed by the explosion
(“I thought the world was coming to an end”) when the truck slammed into the general store. The store and the apartments above were immediately engulfed in flames.
The fire spread to the church next door. Margaret’s first and most enduring visual
impression was of shards of red and black that rose into the air in an eerie ballet. On
their way down, they bathed the centuries-old tombstones in the church graveyard in
hellish light. A dozen people died, mostly those who had lived above and in back of the
general store. The old caretaker of the church and the truck driver were lost as well.
Margaret shared the village’s loss, took in the temporarily homeless, and did her
share of what had to be done. Months later, after the general store had been leveled
to a memorial park and the church was on the way toward being restored, Margaret
started to feel that life was becoming strange, that the world outside was becoming a
little unreal. She began to withdraw from her friends, and scenes of the night of the
fire would fill her mind. At night she now and then dreamt the scene. Her physician
prescribed a sleeping pill, which she discontinued because “I couldn’t wake up out of
the dream.” Her physician turned to Valium, to help her get through the day. The pills
helped for a while, but “I quit them because I needed more and more of the things
and you can’t take drugs forever, can you?”
Over the next year and a half, Margaret tried her best not to think about the disaster, but the intrusive recollections and the dreams came and went, apparently on
their own. By the time Margaret sought help, her sleep had been seriously distressed
for nearly two months and the recollections were as vivid as ever.
—From the Author’s Files
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In ASD and PTSD, the traumatic event involves either actual or threatened death or
serious physical injury, or threat to one’s own or another’s physical safety. The person’s
response to the threat involves feelings of intense fear, helplessness, or a sense of
horror. Children with PTSD may experience the threat differently, such as by showing
confused or agitated behavior.
Traumatic events are actually quite common, as more than two-thirds of people suffer
a traumatic experience at some point in their lives (Galea, Nandi, & Vlahov, 2005). Yet,
perhaps only about 8% of U.S. adults ever develop PTSD and only about 2% are presently
affected by the disorder (Kessler et al., 1995; Ozer & Weiss, 2004). Although men more
often encounter traumatic experiences, women are about twice as likely to develop PTSD
(Tolin & Foa, 2006). Women’s greater vulnerability to PTSD may have more to do with
such factors as their greater incidence of sexual victimization and with their younger age
at the time of the trauma than with their gender itself (Cortina & Kubiak, 2006; Olff et al.,
2007). The prevalence of ASD in the general population remains unknown.
Since not all people exposed to significant trauma develop PTSD, investigators have
turned to examine factors that increase the risk among trauma survivors. A listing of
these risk factors is shown in Table 6.6. Note that some factors relate to the event itself,
such as the degree of exposure to the trauma. For example, the more directly one is
exposed to the trauma, the greater the likelihood of developing PTSD. Child survivors
of Hurricane Katrina who experienced more hurricane exposure events suffered more
PTSD symptoms on the average than did those with less direct exposure (Weems et al.,
2007). People who were in the buildings that were struck in the 9/11 terrorist attack
were nearly twice as likely to develop PTSD as those who personally witnessed the
attacks but were outside the buildings at the time (Bonanno et al., 2006).
Although exposure to combat or terrorist attacks may be most strongly linked in
the public’s mind to PTSD (Pitman, 2006), the traumas most often associated with
PTSD are motor vehicle accidents (Blanchard & Hickling, 2004). More than 1% of
the population in the United States experience a serious motor vehicle accident
resulting in personal injury each year. However, traumas involving violent acts, particularly rape and assault, are more likely to lead to PTSD than are other forms of
trauma (Norris et al., 2003). For example, women who are raped are more likely to
suffer PTSD than are survivors of natural disasters (Gray & Acierno, 2002). In
another study, survivors of terrorist acts had double the rate of PTSD as did survivors of motor vehicle accidents, 38% versus 19%, respectively (Shalev &
Freedman, 2005). The prevalence of PTSD among U.S. soldiers who served in the

TABLE 6.6

Factors Predictive of PTSD in Trauma Survivors
Factors Relating to the Event

Factors Relating to the Person or Social
Environment

Degree of exposure to trauma

History of childhood sexual abuse

Severity of the trauma

Lack of social support

Exposure to violence

Lack of active coping responses in dealing with
the traumatic stressor
Feelings of shame
Symptoms of detachment or “dissociation”
shortly following the trauma

Sources: Brewin, Andrews, & Valentine, 2000; Koenen et al., 2003; Nishith, Mechanic, & Resick, 2000; Norris et al., 2003;
Ozer et al., 2003; Prigerson et al., 2001; Regehr, Hill, & Glancy, 2000; Sharkansky et al., 2000; Silva et al., 2000.
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Vietnam War was pegged at about one in five (19%) (Dohrenwend et al.,
2006; McNally, 2006).
Other vulnerability factors relate to personal characteristics. For example, people with a history of childhood sexual abuse, those lacking social
support, and with limited coping skills are at greater risk of suffering PTSD
in response to trauma. Personality factors such as lack of self-efficacy and
hostility are also linked to greater risk (Heinrichs et al., 2005). People who
experience unusual symptoms during or immediately after the trauma, such
as feeling that things are not real or feeling as though one were watching
oneself in a movie as the events unfold, stand a greater risk of developing
PTSD than do other trauma survivors (Ozer & Weiss, 2004). (These unusual
reactions are called dissociative experiences; see Chapter 7). On the other
hand, finding a sense of purpose or meaning in the traumatic experience,
such as believing that the war one is fighting is just, may bolster the person’s ability
to cope with the stressful circumstances and reduce the risk of PTSD (Sutker et al.,
1995).
Although the symptoms of PTSD often diminish within a few months, they may last
for years, even decades. Many World War II and Korean War veterans, for example,
were found to meet diagnostic criteria for PTSD when evaluated decades after their
combat experience ended (Schnurr, Ford, & Friedman, 2000). Veterans with PTSD
often have other problem behaviors, including substance abuse, marital problems, and
poor work histories.
The DSM-IV loosened the criteria for PTSD to include reactions to a wide range of
traumatic stressors, including receiving a diagnosis of a life-threatening illness. In
breast cancer survivors, PTSD symptoms appear to be more common than would be
expected in the general population (Bayer et al., 2002; Cordova et al., 1995). A study of
patients who had experienced severe traumatic brain injuries showed a 27% rate of
PTSD (Harvey & Bryant 2000).

Features of Traumatic Stress Disorders
The symptoms or features of ASD and PTSD include the following:

•
•
•
•

•

Avoidance behavior. People may avoid cues or situations associated with the trauma. A rape survivor will avoid traveling to the part of town where she was attacked.
A combat veteran will avoid reunions with soldiers or watching movies or feature
stories about war or combat.
Reexperiencing the trauma. The trauma may be reexperienced in the form of intrusive memories, recurrent disturbing dreams, even momentary flashbacks of feeling
like one is again on the battlefield or being pursued by an attacker.
Impaired functioning. PTSD is often associated with psychological problems such as
depression, anxiety, or alcohol or substance abuse that can make it difficult for the
person to function effectively in meeting daily responsiblities.
Heightened arousal. PTSD patients may be unusually tense or feel “on edge” or
“keyed up” much of the time. They may become hypervigilant (always on guard)
and may complain of disturbed sleep, irritability and angry outbursts, and difficulty
concentrating. They may show an exaggerated startle response, such as jumping at
any sudden noise.
Emotional numbing. People with PTSD may feel “numb” inside and lose the ability
to enjoy activities they formerly took pleasure in or to have loving feelings.

The major difference in the features of ASD and PTSD is the emphasis in ASD on
dissociation—feelings of detachment from oneself or one’s environment (Bryant, 2001;
Harvey & Bryant, 2002; USDHHS, 1999a). People with acute stress disorder may feel
they are “in a daze” or that the world seems like a dreamlike or unreal place. People
with ASD may also be unable to perform necessary tasks, such as obtaining needed
medical or legal assistance (APA, 2000).
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Counseling veterans with posttraumatic
stress disorder. Storefront counseling centers
have been established across the country to
provide supportive services to combat veterans
suffering from PTSD.

T R U T H or F I C T I O N
Exposure to combat is the most common trauma
linked to posttraumatic stress disorder (PTSD).

✓

❑ FALSE. Motor vehicle accidents are the most
common trauma linked to PTSD.
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Theoretical Perspectives
P O S T T R A U M AT I C
STRESS D ISO RD ER:

The Case of Sara
“My body remembered . . . I’d go into
this state of red alert.”

The major conceptual understanding of PTSD derives from the behavioral or learning
perspective. Within a classical conditioning framework, traumatic experiences are
unconditioned stimuli that become paired with neutral (conditioned) stimuli such as
the sights, sounds, and even smells associated with the trauma—for example, the battlefield or the neighborhood in which a person has been raped or assaulted.
Consequently, anxiety becomes a conditioned response that is elicited by exposure to
trauma-related stimuli.
Cues that reactivate negative arousal or anxiety are associated with thoughts,
memories, or even dream images of the trauma, with overhearing someone talking
about the trauma, or with visiting the scene of the trauma. Through operant conditioning, the person may learn to avoid any contact with trauma-related stimuli.
Avoidance behaviors are operant responses that are negatively reinforced by relief
from anxiety. Unfortunately, by avoiding trauma-related cues, the person also avoids
opportunities to overcome the underlying fear. Extinction (gradual weakening or
elimination) of conditioned anxiety can occur only when the person encounters the
conditioned stimuli (the cues associated with the trauma) in the absence of any
troubling unconditioned stimuli.

Treatment Approaches
Cognitive-behavioral therapy has produced impressive results in treating PTSD
(Bradley et al., 2005; McDonagh et al., 2005; Monson et al., 2006; Sijbrandij et al.,
2007). The basic treatment component is repeated exposure to cues and emotions
associated with the trauma. In CBT, the person gradually reexperiences the anxiety
associated with the traumatic event in a safe setting, thereby allowing extinction to take
its course. The PTSD patient may be encouraged to repeatedly talk about the traumatic
experience, reexperience the emotional aspects of the trauma in imagination, view
related slides or films, or visit the scene of the traumatic event. Survivors of serious
motor-vehicle crashes who have avoided driving since the accident might be instructed
to make short driving trips around the neighborhood (Gray & Acierno, 2002). They
might also be asked to repeatedly describe the incident and their emotional reactions
they experienced. For combat-related PTSD, exposure-based homework assignments
might include visiting war memorials or viewing war movies.
For rape survivors, exposure may take the form of recounting the horrifying ordeal
within the supportive therapeutic setting. Evidence also shows that supplementing exposure with cognitive restructuring (challenging and replacing distorted thoughts or beliefs
with rational alternatives) can enhance treatment gains (Bryant et al., 2003). Training in
stress-management skills, such as self-relaxation, can also improve the client’s ability to
cope with troubling symptoms of PTSD, such as heightened arousal and the desire to run
away from trauma-related stimuli. Training in anger-management skills may also be
helpful, especially for combat veterans with PTSD. Treatment with antidepressant drugs,
such as sertraline (Zoloft) may help reduce the anxiety components of PTSD.
The Controversies in Abnormal Psychology feature discusses a controversial form of
treatment for PTSD, eye movement desensitization and reprocessing (EMDR). What is
EMDR? Does it work? And if it does work, why does it work?

ETHNIC DIFFERENCES IN ANXIETY DISORDERS
Although anxiety disorders have been the subject of extensive study, little attention
has been directed toward examining ethnic differences in the prevalence of these
disorders. Are anxiety disorders more common in certain racial or ethnic groups?
We might think that stressors that African Americans in our society are more likely
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CONTROVERSIES IN ABNORMAL PSYCHOLOGY
EMDR: Fad or Find?
A new and controversial technique has emerged in the treatment of PTSD—
eye movement desensitization and reprocessing (EMDR) treatment
(Shapiro, 1995, 2001). In EMDR, the client is asked to form a mental picture
of an image associated with the trauma while the therapist rapidly moves a
finger back and forth in front of the client’s eyes for about 20 to 30 seconds.
While holding the image in mind, the client is asked to move his or her eyes
to follow the therapist’s finger. The client then relates to the therapist the
images, feelings, bodily sensations, and thoughts that were experienced
during the procedure. The procedure is then repeated until the client
becomes desensitized to the emotional impact of this disturbing material.
Evidence from carefully controlled studies supports the therapeutic benefits of using EMDR in treating PTSD (e.g., Power et al., 2002; S. Taylor et al.,
2003) and helping people who suffered emotional consequences in the aftermath of the 9/11 attacks in New York City (Silver et al., 2005). The controversy relates to why it works and whether the key feature of the technique—
the eye movements themselves—are a necessary factor in explaining its effects.
We lack a compelling theoretical model explaining why rapid eye movements would relieve symptoms of PTSD. Critics contend that the therapeutic
effects of EMDR may have nothing to do with eye movements per se (Devilly,
2002; May, 2005). Perhaps EMDR is effective because of nonspecific factors it
shares with therapies, such as positive expectancies of improvement or
attention from a therapist (Goldstein et al., 2000; Herbert et al., 2000).

Or perhaps EMDR works because it is a form of exposure therapy (Taylor et
al., 2003). In this view, the effective ingredient in EMDR is repeated exposure to traumatic mental imagery, not the rapid eye movements. Although
the controversy over EMDR is not yet settled, the technique may turn out to
be nothing more than a novel way of conducting exposure-based therapy.
Meanwhile, we have evidence from another study showing that more traditional exposure therapy worked better and faster in reducing avoidance
behaviors than did EMDR, at least among people who completed treatment
(Taylor et al., 2003).
As the debate over EMDR continues, it is worthwhile to consider the
famous dictum known as Occam’s razor, or the principle of parsimony. In its
most widely used form today, the principle holds that “the simpler the explanation, the better” (Carroll, 2002). In other words, if we can explain the
effects of EMDR on the basis of exposure, then there is no need to posit
more complex explanations involving effects of eye movements in helping
the individual become desensitized to traumatic images.
Critical Thinking
• Why is it important to determine why a treatment works, not simply
whether it works?
• What types of research studies would be needed to determine whether
rapid eye movements are needed to account for the benefits of EMDR?

to encounter, such as racism and economic hardship, might contribute to a higher
rate of anxiety disorders in this population group. On the other hand, an alternative argument is that African Americans, by dint of having to cope with these hardships in early life, develop resiliency in the face of stress that shields them from
anxiety disorders. Evidence from large epidemiological surveys lends support to
this alternative argument.
According to the best available evidence drawn from a large national survey, the
National Comorbidity Survey Replication (NCS-R), showed that African
Americans (or non-Hispanic Blacks) and Latinos have lower rates of social anxiety
disorder and generalized anxiety disorder than do European Americans (nonHispanic Whites) (Breslau et al., 2006). We also have evidence from yet another
large national survey showing higher lifetime rates of panic disorder (PD) in
European Americans than Latinos, African Americans or Asian Americans (Grant
et al., 2006b).
Let us also note that anxiety disorders are not unique to our culture. Panic disorder,
for example, is known to occur in many countries, perhaps even universally. However,
the specific features of panic attacks, such as shortness of breath or fear of dying, may
vary from culture to culture. Some culture-bound syndromes have features similar to
panic attacks, such as ataque de nervios (see Chapter 3).
PTSD is also found in many cultures. High rates of PTSD were found in a southwestern U.S. Indian tribe and among earthquake survivors in China, hurricane survivors in Nicaragua, Khmer refugees who survived the “killing fields” of the 1970s Pol
Pot war in Cambodia, tortured Bhutanese refugees, and survivors of the Balkan conflicts of the 1990s. Cultural factors may play a role in determining how people manage
and cope with trauma as well as in their vulnerability to traumatic stress reactions and
the specific form such a disorder might take.

eye movement desensitization and
reprocessing (EMDR) A controversial form
of therapy for PTSD that involves eye tracking
of a visual target while holding images of the
traumatic experience in mind.
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Many psychologists believe that the origins of anxiety disorders involve a complex interplay of environmental, physiological, and psychological factors. Complicating matters further is that different
causal pathways may be at work in different cases. Given that multiple causes are at work,
it is not surprising that different approaches to treating anxiety disorders have emerged.
To illustrate, let us offer a possible causal pathway for panic disorder, which is also
diagrammed in the nearby Concept Map for Abnormal Psychology. Some people may inherit
a genetic predisposition, or diathesis, that makes them overly sensitive to minor changes in bodily
sensations. Cognitive factors may also be involved. Physical sensations associated with changing
carbon dioxide levels, such as dizziness, tingling, or numbness, may be misconstrued as signs of
an impending disaster—suffocation, heart attack, or loss of control. This in turn may lead, like dominoes falling in line, to an anxiety reaction that quickly spirals into a full-fledged panic attack.
Whether this happens may depend on another vulnerability factor, the individual’s level of anxiety
sensitivity. People with high levels of anxiety sensitivity may be more likely to panic in response to
changes in their physical sensations. In some cases, a person’s anxiety sensitivity may be so high that
panic ensues, even without a genetic predisposition. Over time, panic attacks may come to be triggered
by exposure to internal or external cues (conditioned stimuli) that have been associated with panic
attacks in the past, such as heart palpitations or boarding a train or elevator. As we saw in the case of
Michael at the beginning of the chapter, changes in physical sensations may be misconstrued as signs
of an impending heart attack, setting the stage for a cycle of physiological responses and catastrophic
thinking that can result in a full-blown panic attack. Helping panic sufferers develop more effective
coping skills for handling anxiety symptoms without catastrophizing can help break this vicious cycle.

SUMMING UP
Overview of Anxiety Disorders

Phobic Disorders

What are anxiety disorders? Anxiety, a generalized sense of
apprehension or fear, is normal and desirable under some conditions, but it can become abnormal when it is excessive or inappropriate. Disturbed patterns of behavior in which anxiety is the
most prominent feature are labeled anxiety disorders.

What are phobic disorders? Phobias are excessive irrational
fears of specific objects or situations. Phobias involve a behavioral component, avoidance of the phobic stimulus, in addition
to physical and cognitive features. Specific phobias are excessive
fears of particular objects or situations, such as mice, spiders,
tight places, or heights. Social phobia involves an intense fear of
being judged negatively by others. Agoraphobia involves fears of
venturing into public places. Agoraphobia may occur with, or in
the absence of, panic disorder.
How do phobias develop? Learning theorists explain anxiety disorders through conditioning and observational learning. Mowrer’s
two-factor model incorporates classical and operant conditioning
in the explanation of phobias. Phobias, however, appear to be moderated by cognitive factors, such as oversensitivity to threatening
cues, overpredictions of dangerousness, and self-defeating thoughts
and irrational beliefs. Genetic factors also appear to increase proneness to development of phobias. Some investigators believe we are
genetically predisposed to acquire certain types of phobias that
may have had survival value for our prehistoric ancestors.
How are phobias treated? The major forms of treatment are
learning-based approaches, such as systematic desensitization
and gradual exposure, cognitive therapy, and drug therapy.

Panic Disorder
What is panic disorder? Panic disorder is characterized by often
immobilizing, repeated panic attacks, which involve intense
physical features, notably cardiovascular symptoms, that may be
accompanied by sheer terror and fears of losing control, losing
one’s mind, or dying. Panic attack sufferers often limit their outside activity in fear of recurrent attacks. This can lead to agoraphobia, the fear of venturing into public places.
How is panic disorder understood in contemporary views?
The predominant model conceptualizes panic disorder in terms
of a combination of biological factors (e.g., genetic proneness,
increased sensitivity to bodily cues) and cognitive factors (e.g.,
catastrophic misinterpretation of bodily sensations, anxiety
sensitivity). In this view, panic disorder involves physiological
and psychological factors interacting in a vicious cycle that can
spiral into a full-blown panic.
What are the major treatment approaches for panic disorder?
Cognitive-behavioral treatment of panic disorder incorporates
self-monitoring, exposure to panic-related cues, including
bodily sensations, and development of coping responses for
handling panic attacks without catastrophic misinterpretations
of bodily cues. Biomedical approaches incorporate use of
antidepressant drugs, which have antianxiety and antipanic
effects as well as antidepressant effects.

Obsessive–Compulsive Disorder
What is obsessive–compulsive disorder? Obsessive–compulsive
disorder, or OCD, involves recurrent patterns of obsessions,
compulsions, or a combination of the two. Obsessions are nagging, persistent thoughts that create anxiety and seem beyond
the person’s ability to control. Compulsions are apparently irresistible repetitious urges to perform certain behaviors, such as
repeated elaborate washing after using the bathroom.

Anxiety Disorders
How is obsessive–compulsive disorder understood? Within the
psychodynamic tradition, obsessions represent leakage of unconscious impulses into consciousness, and compulsions are acts
that help keep these impulses repressed. Research on biological
factors highlights roles for genetics and for brain mechanisms
involved in signaling danger and controlling repetitive behaviors.
Research evidence shows roles for cognitive factors, such as overfocusing on one’s thoughts, exaggerated perceptions of risk of
unfortunate events, and perfectionism, Learning theorists view
compulsive behaviors as operant responses that are negatively
reinforced by relief of anxiety produced by obsessional thinking.
How is obsesssive–compulsive disorder treated? The major contemporary treatment approaches include learning-based models
(exposure with response prevention), cognitive therapy (correction
of cognitive distortions), and use of SSRI-type antidepressants.

Generalized Anxiety Disorder
What is generalized anxiety disorder? Generalized anxiety disorder is a type of anxiety disorder involving persistent anxiety
that seems to be “free floating” or not tied to specific situations.
How is generalized anxiety disorder understood? Psychodynamic theorists view anxiety disorders as attempts by the ego to
control the conscious emergence of threatening impulses. Feelings
of anxiety are seen as warning signals that threatening impulses are
nearing awareness. Learning-based models focus on the generalization of anxiety across stimulus situations. Cognitive theorists
seek to account for generalized anxiety in terms of faulty thoughts
or beliefs that underlie worry. Biological models focus on irregularities in neurotransmitter functioning in the brain.
How is generalized anxiety disorder treated? The two major
treatment approaches are cognitive-behavioral therapy (CBT)
and drug therapy (typically paroxetine).
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Acute Stress Disorder and Posttraumatic
Stress Disorder
What are the two types of traumatic stress disorders? The
two types of stress disorders are acute stress disorder and posttraumatic stress disorder. Both involve maladaptive reactions to
traumatic stress. Acute stress disorder occurs in the days and
weeks following exposure to a traumatic event. Posttraumatic
stress disorder persists for months or even years or decades after
the traumatic experience and may not begin until months or
years after the event.
How might we understand the development of PTSD? Learning theory provides a framework for understanding the conditioning of fear to trauma-related stimuli and the role of negative
reinforcement in maintaining avoidance behavior. However,
other factors come into play in determining vulnerability to
PTSD, including degree of exposure to the trauma and personal
characteristics, such as a history of childhood sexual abuse and
lack of social support.
How is PTSD treated? The major treatment approach is cognitivebehavioral therapy that focuses on repeated exposure to cues
associated with the trauma and may be combined with cognitive
restructuring and training in stress management and anger
management techniques.

Ethnic Differences in Anxiety Disorders
What relationships exist between ethnicity and the prevalence of anxiety disorders? Evidence from nationally representative samples of U.S. adults showed generally lower rates of
some anxiety disorders among ethnic minorities.
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MEDIA TOOLS
A variety of digital and online learning tools are available to
enrich your learning experience and help you succeed in the
course. These resources include:
• MyPsychLab, an online learning system for your course in
abnormal psychology that allows you to test your mastery of
concepts in the book by using chapter-by-chapter diagnostic tests. Results from the diagnostic tests help you build a
customized study plan. To access MyPsychLab, visit www.
prenhall.com/mypsychlab and follow the instructions on
the site.

• “Speaking Out” Patient Interviews, a set of video case examples of actual patients you can access on the companion CDROM included with the text. Icons in the margins of the chapter
highlight the video case examples included on the CD-ROM.
• Companion Web site, an online study center that offers
computer-scored quizzes you can use to test your knowledge,
along with other study tools and links to related sites to enhance
your learning of abnormal psychology. To access the companion web site, visit www. prenhall. com/nevid and use the various tabs and links on the site to access these learning resources.

CONCEPT MAP FOR ABNORMAL PSYCHOLOGY

Anxiety Disorders

Cognitive-Biological Model of Panic Disorder

In panic-prone people, perceptions of threat from internal or external cues lead to feelings of worry or fear, which are accompanied by changes in bodily sensations (for example, heart racing or palpitations). Exaggerated, catastrophic interpretations
of these sensations intensify perceptions of threat, which further heightens the perception of threat, resulting in yet more
anxiety, more changes in bodily sensations, and so on in a vicious cycle that can culminate in a full-blown panic attack.
Anxiety sensitivity increases the likelihood that people will overreact to bodily cues or symptoms of anxiety. Panic attacks
may prompt avoidance of situations in which attacks have occurred or in which help might not be available.
Source: Adapted from Clark, 1986, and other sources.

