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Matt Manley

Anxiety, ObsessiveCompulsive, and
Related Disorders
Tomas, a 25-year-old Web designer, was afraid that he was “losing his mind.” He had
always been a worrier. He worried about his health, his partner, his work, his social life,
his future, his finances, and so on. Would his best friend get angry at him? Was his partner
tiring of him? Was he investing his money wisely? Were his clients pleased with his work?
But, lately, those worries had increased to an unbearable level. He was becoming consumed with the notion that something terrible was about to happen to him. Within an
hour’s time, he might have intense concerns about going broke, developing cancer, losing
one of his parents, offending his friends, and more. He was certain that disaster awaited
him at every turn. No amount of reassurance, from himself or from others, brought relief
for very long.
He started therapy with Dr. Adena Morven, a clinical psychologist. Dr. Morven immediately noticed how disturbed Tomas appeared. He looked tense and frightened and
could not sit comfortably in his chair; he kept tapping his feet and jumped when he heard
traffic noise from outside the office building. He kept sighing throughout the visit, fidgeting and shifting his position, and he appeared breathless while telling Dr. Morven about
his difficulties.
Tomas described his frequent inability to concentrate to the therapist. When designing client websites, he would lose his train of thought. Less than 5 minutes into a project,
he’d forget much of his overall strategy. During conversations, he would begin a sentence
and then forget the point he was about to make. TV watching had become impossible. He
found it difficult to concentrate on anything for more than 5 minutes; his mind kept drifting away from the task at hand.
To say the least, he was worried about all of this. “I’m worried about being so worried,”
he told Dr. Morven, almost laughing at his own remark. At this point, Tomas expected the
worst whenever he began a conversation, task, plan, or outing. If an event or interaction did in fact start to go awry, he would find himself overwhelmed with uncomfortable
feelings — his heart would beat faster, his breathing would increase, and he’d sweat profusely. On some occasions, he thought he was actually having a heart attack — at the ripe
old age of 25.
Typically, such physical reactions lasted but a matter of seconds. However, those few
seconds felt like an eternity to Tomas. He acknowledged coming back down to earth after
those feelings subsided — but, for him, “back down to earth” meant back to worrying and
then worrying some more.
Dr. Morven empathized with Tomas about how upsetting this all must be. She asked
him why he had decided to come into therapy now — as opposed to last year, last month,
or last week. Tomas was able to pinpoint several things. First, all the worrying and anxiety
seemed to be on the increase. Second, he was finding it hard to sleep. His nights were
filled with tossing and turning — and, of course, more worrying. Third, he suspected that
all of his worrying, physical symptoms, and lack of sleep were bad for his health. Wouldn’t
they eventually lead to a major medical problem of some kind? And finally, his constant
anxiety had begun to interfere with his life. Although his partner and other acquaintances
did not seem to realize how much he was suffering, he was growing weary of covering
it all up. He found himself turning down social invitations and work opportunities more
and more. He had even quit his once-beloved weekly poker game. Not that staying home
helped in any real way. He wondered how much longer he could go on this way.
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CHAPTER 5

fear The central nervous system’s physiological
and emotional response to a serious threat to
one’s well-being.

anxiety The central nervous system’s physiological and emotional response to a vague sense
of threat or danger.
generalized anxiety disorder A disorder
marked by persistent and excessive feelings of
anxiety and worry about numerous events and
activities.

TABLE: 5-1

Dx Checklist
Generalized Anxiety Disorder
1. For 6 months or more, person experiences
disproportionate, uncontrollable, and
ongoing anxiety and worry about multiple
matters.
2. The symptoms include at least three of
the following: edginess, fatigue, poor
concentration, irritability, muscle tension,
sleep problems.
3. Significant distress or impairment.
Information from: APA, 2013.

Y

ou don’t need to be as troubled as Tomas to experience fear and anxiety. Think
about a time when your breathing quickened, your muscles tensed, and your
heart pounded with a sudden sense of dread. Was it when your car almost
skidded off the road in the rain? When your professor announced a pop quiz? What
about when the person you were in love with went out with someone else, or your boss
suggested that your job performance ought to improve? Any time you face what seems
to be a serious threat to your well-being, you may react with the state of immediate
alarm known as fear. Sometimes you cannot pinpoint a specific cause for your alarm,
but still you feel tense and edgy, as if you expect something unpleasant to happen. The
vague sense of being in danger is usually called anxiety, and it has the same f eatures — 
the same increases in breathing, muscular tension, perspiration, and so forth — as fear.
Although everyday experiences of fear and anxiety are not pleasant, they often are
useful. They prepare us for action — for “fight or flight” — when danger threatens. They
may lead us to drive more cautiously in a storm, keep up with our reading assignments,
treat our friends more sensitively, and work harder at our jobs. Unfortunately, some
people suffer such disabling fear and anxiety that they cannot lead normal lives. Their
discomfort is too severe or too frequent, lasts too long, or is triggered too easily. These
people are said to have an anxiety disorder or a related kind of disorder.
Anxiety disorders are the most common mental disorders in the United States. In
any given year around 19 percent of the adult population suffer from one or another
of the anxiety disorders identified by DSM-5, while close to 31 percent of all people
develop one of the disorders at some point in their lives (NIMH, 2020b). Around 42
percent of these individuals receive treatment (Alonso et al., 2018). Surveys suggest
that non-Hispanic white Americans are more likely than African, Hispanic, or Asian
Americans to develop an anxiety disorder during their lifetime (Vilsaint et al., 2019). The
cause of this racial-ethnic difference is not well understood.
People with generalized anxiety disorder experience general and persistent feelings
of worry and anxiety. People with specific phobias have a persistent and irrational fear of
a particular object, activity, or situation. People with agoraphobia fear traveling to public
places such as stores or movie theaters. Those with social anxiety disorder are intensely
afraid of social or performance situations in which they may become embarrassed.
And people with panic disorder have recurrent attacks of terror. Most individuals with
one anxiety disorder suffer from a second one as well (Cuncic, 2020; Roy-Byrne, 2019).
Tomas, for example, has the excessive worry found in generalized anxiety disorder and
the repeated attacks of terror that mark panic disorder. In addition, many of those with
an anxiety disorder also experience depression (Van Ameringen & Solomon, 2019).
Anxiety also plays a major role in a different group of problems, called obsessivecompulsive and related disorders. People with these disorders feel overrun by recurrent
thoughts that cause anxiety or by the need to perform certain repetitive actions to reduce anxiety. Because anxiety is so prominent in these disorders, they will be examined
in this chapter along with the anxiety disorders.

Generalized Anxiety Disorder
PEOPLE WITH GENERALIZED ANXIETY DISORDER experience excessive anxiety
under most circumstances and worry about practically anything. In fact, their problem
is sometimes described as free-floating anxiety. Like the young Web designer Tomas,
they typically feel restless, keyed up, or on edge; tire easily; have difficulty concentrating; suffer from muscle tension; and have sleep problems (see Table 5-1). The symptoms
last at least 6 months (APA, 2013) and lead to a reduced quality of life. Nevertheless,
many people with the disorder are able, although with some difficulty, to carry on social
relationships and job activities.
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The Sociocultural Perspective:
Societal and Multicultural Factors

Joshua Lott/Getty Images

Generalized anxiety disorder is common in Western society.
Surveys suggest that as many as 4 percent of the U.S. population have the symptoms of this disorder in any given year,
a rate that holds across Canada, Britain, and other Western
countries (NIMH, 2020c). Altogether, around 6 percent of all
people develop generalized anxiety disorder sometime during
their lives. It may emerge at any age (see Trending on page 115).
Women diagnosed with this disorder outnumber men 2 to 1.
Non-Hispanic white Americans are more likely than members
of ethnic and racial minority groups to develop the disorder.
Around 43 percent of people who have generalized anxiety disorder receive treatment for it (NIMH, 2017a; Wang et al., 2005).
A variety of explanations and treatments have been proposed for this disorder. Let’s look at the views and approaches
offered by the sociocultural, psychodynamic, humanistic, cognitive-behavioral, and biological models.

The role of society Diann Aldredge (third from
left) is comforted during a prayer vigil for her daughter, Nykea, killed in 2016 by a stray bullet while
strolling with her baby in Chicago’s South Side. People
who live in dangerous environments experience
greater anxiety and have a higher rate of generalized
anxiety disorder than those who live in other settings.

According to sociocultural theorists, generalized anxiety disorder is most likely to develop in people who are faced with ongoing societal conditions that are dangerous.
Studies have found that people in highly threatening environments are indeed more
likely to develop the general feelings of tension, anxiety, and fatigue and the sleep disturbances found in this disorder. For example, there are higher rates of generalized
anxiety disorder and similar syndromes among people who live in crime-ridden or
hostile neighborhoods (Benjet et al., 2019).
One of the most powerful forms of societal stress is poverty. People without financial
means are likely to live in rundown communities with high crime rates, have fewer
educational and job opportunities, experience housing and food insecurity, and run a
greater risk for health problems. As sociocultural theorists would predict, such people also have a higher rate of generalized anxiety disorder (Simon, Beder, & Manseau,
2018). Across North America, the rate is almost twice as high among people with low
incomes as among those with higher incomes (Watterson et al., 2017; Sareen et al.,
2011). As wages decrease, the rate of generalized anxiety disorder steadily increases
(see Table 5-2).
TABLE: 5-2
Societal danger and stress may also come in the form of widespread contagious diseases. Dating back to the bubonic plague in medieval Europe,
Looking at Demographics
studies have found increases in the prevalence of anxiety disorders in communities and nations overrun by epidemics (Ren, Gao, & Chen, 2020; Usher,
Prevalence of Anxiety Disorders and OCD
Durkin, & Bhullar, 2020; Greenberg, 2015). Thus, it was not surprising to clin(Compared with Rate in Total Population)
ical investigators that several months into the COVID‑19 pandemic, almost
Female
Low-Income Elderly
30 percent of surveyed people had developed moderate to severe symptoms
Generalized
of generalized anxiety — symptoms that extended well beyond the specific
Higher
Higher
Higher
anxiety disorder
health, economic, and family fears triggered directly by the spread of the
Specific phobias Higher
Higher
Lower
virus (Wang et al., 2020).
Agoraphobia
Higher
Higher
Higher
Although poverty, widespread illness, and various other societal pressures
may help create a climate in which generalized anxiety disorder is more
Social anxiety
Higher
Higher
Lower
disorder
likely to develop, sociocultural variables are not the only factors at work.
After all, most people in such environments do not develop this disorder.
Even if sociocultural factors play a broad role, theorists still must explain why
some people develop the disorder and others do not. The psychodynamic,
humanistic, cognitive-behavioral, and biological schools of thought have all
tried to explain why and have offered corresponding treatments.

Panic disorder Higher
ObsessiveSame
compulsive disorder

Higher

Lower

Higher

Lower

Information from: NIMH, 2020c, 2020d, 2020e, 2020f, 2020g, 2020h; McCabe,
2018a, 2018b; Simon et al., 2018; Watterson et al., 2017; Sareen et al., 2011.
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The Psychodynamic Perspective
of NOTE ...

Their Words
“Unexpressed emotions will never die.”
Sigmund Freud

Sigmund Freud (1933, 1917) believed that all children experience some degree of anxiety as part of growing up and that all use ego defense mechanisms to help control
such anxiety (see pages 55–57). However, some children have particularly high levels of
anxiety, or their defense mechanisms are particularly inadequate, and these individuals
may develop generalized anxiety disorder.

Psychodynamic Explanations: When Childhood Anxiety Goes
Unresolved A
 ccording to Freud, early developmental experiences may produce

Alex Gregory/CartoonStock Ltd.

an unusually high level of anxiety in certain children. Say that a boy is spanked every
time he cries for milk as an infant, messes his pants as a 2-year-old, and explores his
genitals as a toddler. He may eventually come to believe that his various id impulses
are very dangerous, and he may feel overwhelming anxiety whenever he has such impulses, setting the stage for generalized anxiety disorder.
Alternatively, a child’s ego defense mechanisms may be too weak to cope with even
normal levels of anxiety. Overprotected children, shielded by their parents from all
frustrations and threats, have little opportunity to develop effective defense mechanisms. When they face the pressures of adult life, their defense mechanisms may be
too weak to cope with the resulting anxieties.
Today’s psychodynamic theorists often disagree with specific aspects of Freud’s explanation for generalized anxiety disorder. Most continue to believe, however, that the disorder can be traced to inadequacies in the early relationships between children and their
parents (Mawson, 2019). Researchers have tested the psychodynamic explanations in various ways. In one strategy, they have tried to show that people with generalized anxiety
disorder are particularly likely to use defense mechanisms. For example, a classic investigation examined the early therapy transcripts of patients with this diagnosis and found
that the patients often reacted defensively. When asked by therapists to discuss upsetting
experiences, they would quickly forget (repress) what they had just been talking about,
change the direction of the discussion, or deny having negative feelings (Luborsky, 1973).
In another line of research, investigators have studied people who as children suffered extreme punishment for id impulses. As psychodynamic theorists would predict,
these people have higher levels of anxiety later in life (Lähdepuro et al., 2019). In addition, several studies have supported the psychodynamic position that extreme protectiveness by parents may often lead to high levels of anxiety in their children (Bennett &
Walkup, 2019; Hudson et al., 2019).
Although these studies are consistent with psychodynamic explanations, some
scientists question whether they show what they claim to show. When people have
difficulty talking about upsetting events early in therapy, for
example, they are not necessarily repressing those events.
They may be focusing purposely on the positive aspects of
their lives, or they may be too embarrassed to share personal
negative events until they develop trust in the therapist.

“Since my mother was rarely home, I guess I blame my nanny.”

Psychodynamic Therapies Psychodynamic thera
pists use the same general techniques to treat all psychological
problems: free association and the therapist’s interpretations
of transference, resistance, and dreams. Freudian psychodynamic therapists use these methods to help clients with generalized anxiety disorder become less afraid of their id impulses
and more successful in controlling them. Other psychodynamic therapists, particularly object relations therapists, use
them to help anxious patients identify and settle the childhood
relationship problems that continue to produce anxiety in
adulthood (Scharff, 2019).
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. . .T R E N D I N G

Separation Anxiety Disorder: Not Just for Kids Anymore

Jonah, age 4, began crying as soon as his
parents tried to place him in the car for
the 30-minute trip to his grandparents’
house for an overnight weekend there. He
screamed, “I only want to be here with
you! If you make me go, I’ll never see you
again! What if you like it better without
me? What if you die?” He cried all the way
to his grandparents’ house. At their door,
Jonah hugged his mother as though he
would never let her go. During the next
several months, Jonah became hysterical
every time his parents tried to get him to
leave the house for a play date or journey
elsewhere.
Five months later, Jonah began kindergarten. That first day lasted all of 2 hours.
The principal called, asking Jonah’s mother
to come get the child. Though sympathetic,
the principal explained that Jonah’s non
stop crying was affecting all the other
children. “Perhaps tomorrow Jonah will
have a better day,” he said. But the next
day, Jonah’s reaction was the same. And the
next day. And the next day.
Like Jonah, children with separation anxiety disorder have great trouble traveling away
from their family, and they often refuse to visit
friends’ houses, go on errands, or attend camp
or school. Many cannot stay alone in a room
and cling to their parents around the house.
Some also have temper tantrums, cry, or plead
to keep their parents from leaving them. The
children may fear that they will get lost when
separated from their parents or that the parents
will meet with an accident or illness. As long
as the children are near their parents, they
may function quite normally. At the first hint
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Individuals with separation anxiety disorder feel extreme anxiety, often panic,
whenever they are separated from home or
from key people in their lives. Jonah’s symptoms began when he was 4 years old:

of separation, however, the dramatic pattern of
symptoms may be set in motion.
For years, clinicians believed that separation
anxiety disorder is developed only by children
or adolescents. But in 2013 DSM-5 determined
that the disorder can also occur in adulthood,
particularly after adults have experienced
traumas such as the death of a spouse or child,
a relationship breakup, separation caused by
military service, or the like (Schiele et al., 2020;
APA, 2013). Such individuals may become consumed with concern about the health, safety,
or well-being of a significant other — their
spouse, a surviving child, or another important
person in their life. They may constantly and
excessively try to be with the other individual,
check on the other’s whereabouts, protect the
other person, and restrict the person’s activities
and travels. Their extreme anxiety and invasive
demands cause them severe distress and can
greatly damage their social and occupational
lives (Dogan et al., 2019).
Given this new perspective, DSM-5 now
categorizes separation anxiety disorder as one

kind of anxiety disorder rather than as a unique
childhood disorder. It states that symptoms
must persist for at least 6 months for adults to
receive a diagnosis, compared to 4 weeks for
children. Applying DSM-5’s criteria, studies
find that as many as 2 percent of all adults
have the disorder in addition to 4 percent of all
children (Bennett & Walkup, 2019).
This new categorization has been controversial. Although most clinicians agree that
certain adults do indeed manifest the loss-
triggered symptoms described above, many of
them believe that the adult syndrome may be
qualitatively different from the one displayed
by Jonah and other such children. These critics
believe that adults who now receive a diagnosis of separation anxiety disorder may actually
be suffering from another disorder, such as
posttraumatic stress disorder (see Chapter 6)
or an extended case of bereavement (see
Chapter 7). Researchers are currently trying to
sort out this controversy, but in the meantime
the term “for children only” cannot be applied
to this debilitating pattern.

Controlled studies have typically found psychodynamic treatments to be of only
modest help to persons with generalized anxiety disorder (Craske, 2018). An exception
to this trend is short-term psychodynamic therapy (see Chapter 3), which has in some
cases significantly reduced the levels of anxiety, worry, and social difficulty of patients
with this disorder (Chen et al., 2020).
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The Humanistic Perspective

of NOTE ...

Their Words
“My anxieties have anxieties.”
Charlie Brown

Humanistic theorists propose that generalized anxiety disorder, like other psychological disorders, arises when people stop looking at themselves honestly and acceptingly.
Repeated denials of their true thoughts, emotions, and behavior make these people
extremely anxious and unable to fulfill their potential as human beings.
The humanistic view of why people develop this disorder is best illustrated by Carl
Rogers’ explanation. As you saw in Chapter 3, Rogers believed that children who fail to
receive unconditional positive regard from others may become overly critical of themselves and develop harsh self-standards, what Rogers called conditions of worth. They
try to meet these standards by repeatedly distorting and denying their true thoughts and
experiences. Despite such efforts, however, threatening self-judgments keep breaking
through and causing them intense anxiety. This onslaught of anxiety sets the stage for
generalized anxiety disorder or some other form of psychological dysfunction.
Practitioners of Rogers’ treatment approach, client-centered therapy (also called
person-centered therapy), try to show unconditional positive regard for their clients and
to empathize with them. The therapists hope that an atmosphere of genuine acceptance
and caring will help clients feel secure enough to recognize their true needs, thoughts,
and emotions. When clients eventually are honest and comfortable with themselves,
their anxiety or other symptoms will subside. In the following excerpt, Rogers describes
the progress made by a client with anxiety and related symptoms:

Therapy was an experiencing of her self, in all its aspects, in a safe relationship . . . the
experiencing of self as having a capacity for wholeness . . . a self that cared about others.
This last followed . . . the realization that the therapist cared, that it really mattered to
him how therapy turned out for her, that he really valued her. . . . She gradually became
aware of the fact that . . . there was nothing fundamentally bad, but rather, at heart she
was positive and sound.
(Rogers, 1954, pp. 261–264)

Animated anxiety In the animated film Inside
Out, a young girl’s five basic emotions come to life
and guide her every behavior. Clinicians note that the
emotional figure named Fear (left) personifies the
core symptoms of generalized anxiety disorder. He
sees potential catastrophes everywhere — a mindset
that leads to continuous worrying and tension.
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Despite such optimistic case reports, controlled studies have failed to offer strong
support for this approach. Although research does suggest that client-centered therapy
is usually more helpful to anxious clients than no treatment, the approach is only sometimes superior to placebo therapy (Prochaska & Norcross, 2018). In addition, researchers have found, at best, only limited support for Rogers’ explanation of generalized
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anxiety disorder and other forms of abnormal behavior. Nor have other humanistic
theories and treatment received much research support.

The Cognitive-Behavioral Perspective
As you read in Chapter 3, followers of the cognitive-behavioral model suggest that
psychological disorders are often caused by problematic behaviors and dysfunctional
ways of thinking. Thus, their explanations and treatments focus on the nature of such
behaviors and thoughts, how they are acquired, and how they influence feelings and
emotions. Although cognitive-behavioral explanations and treatments center most
often on both behavioral and cognitive dimensions of a given disorder, sometimes they
focus primarily on one of these dimensions; such is the case with regard to generalized
anxiety disorder, where many proponents of this model concentrate largely on the cognitive dimension of the disorder.

client-centered therapy The humanistic
therapy developed by Carl Rogers in which clinicians try to help clients by being accepting,
empathizing accurately, and conveying genuineness. Also known as person-centered therapy.

basic irrational assumptions The inaccurate and inappropriate beliefs held by people
with various psychological problems, according
to Albert Ellis.

Maladaptive AssumptionsInitially, cognitive-behavioral theorists suggested
that generalized anxiety disorder is primarily caused by maladaptive assumptions, a
notion that continues to be influential. Albert Ellis, for example, proposed that many
people are guided by irrational beliefs that lead them to act and react in inappropriate
ways (Ellis & Ellis, 2019; Ellis, 2016, 1962). Ellis called these basic irrational assumptions, and he claimed that people with generalized anxiety disorder often hold the
following ones:
“It is a dire necessity for an adult human being to be loved or approved of by virtually every
significant other person in his community.”
“It is awful and catastrophic when things are not the way one would very much like them
to be.”
“If something is or may be dangerous or fearsome, one should be terribly concerned about
it and should keep dwelling on the possibility of its occurring.”
“One should be thoroughly competent, adequate, and achieving in all possible respects if
one is to consider oneself worthwhile.”
(Ellis, 1962)

When people who make these assumptions are faced with a stressful event, such as
an exam or a first date, they are likely to interpret it as dangerous, to overreact, and to
feel fear. As they apply the assumptions to more and more events, they may begin to
develop generalized anxiety disorder.
Similarly, theorist Aaron Beck argued that people with generalized anxiety disorder
constantly hold silent assumptions (for example, “A situation or a person is unsafe
until proven to be safe” or “It is always best to assume the worst”) that imply they
are in imminent danger (Oehlert et al., 2019). Since the time of Ellis’ and Beck’s initial
proposals, researchers have repeatedly found that people with generalized anxiety
disorder do indeed hold maladaptive assumptions, particularly about dangerousness,
and are, in turn, overattentive to potentially threatening stimuli (Hirsch et al., 2019;
Iani et al., 2019).

Newer Cognitive-Behavioral Explanations In recent years, several
additional cognitive-behavioral explanations for generalized anxiety disorder have
emerged. Each of them builds on the work of Ellis and Beck and their emphasis on
danger.
The metacognitive theory, developed by the researcher Adrian Wells, suggests that
people with generalized anxiety disorder implicitly hold both positive and negative
beliefs about worrying (Haseth et al., 2019; Wells, 2019, 2005). On the positive side, they
believe that worrying is a useful way of appraising and coping with threats in life. And
so they look for and examine all possible signs of danger — that is, they worry constantly
(see Figure 5-1).

24%
worry less than
1 minute

18%
worry 10–60
minutes

38%
worry 1–10
minutes

11%
worry
1–2 hours

9%
worry
2 hours
or more

FIGURE 5-1

How Long Do Your Worries Last?
In one survey, 62 percent of college students said
they spend less than 10 minutes at a time worrying about something. In contrast, 20 percent
worry for more than an hour. (Information from:
Tallis, 2015, 2014; Tallis et al., 1994.)
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Fearful delights Many people enjoy the feeling
of fear as long as it occurs under controlled circumstances, as when they are safely watching the tension
grow in the hugely popular horror film Get Out. In this
award-winning social commentary movie, a young
man (shown in the photo, played by Daniel Kaluuya)
uncovers dark and disturbing secrets when he meets
the family of his girlfriend in upstate New York.

At the same time, Wells argues, people with generalized anxiety disorder also hold
negative beliefs about worrying, and these negative attitudes are the ones that open
the door to the disorder. Because society teaches them that worrying is a bad thing,
they come to believe that their repeated worrying is in fact harmful (mentally and physically) and uncontrollable. Now they further worry about the fact that they always seem
to be worrying (so-called meta-worries). Their meta-worries may include concerns that
they are “going crazy” with worry, making themselves ill with worry, or
losing out in life because of worrying. The net effect of all this worrying:
Why might many people believe, at least
generalized anxiety disorder.
implicitly, that worrying is useful — even
necessary — for problems to work out?
This explanation has received considerable research support. Studies
indicate, for example, that people who generally hold both positive and
negative beliefs about worrying are particularly prone to developing generalized anxiety disorder and that repeated meta-worrying is a powerful predictor of developing the
disorder (Aydin et al., 2019; Correa & Brown, 2019).
According to another recent explanation for generalized anxiety disorder, the intolerance of uncertainty theory, certain individuals cannot tolerate the knowledge that
negative events may occur, even if the possibility of occurrence is very small. Inasmuch as life is filled with uncertain events, these individuals worry constantly that such
events are about to occur. Such intolerance and worrying leave them highly vulnerable
to the development of generalized anxiety disorder (van der Heiden et al., 2019; Dugas
et al., 2012, 2010, 2004). Think of when you meet someone you’re attracted to and how
you then feel prior to texting or calling this person for the first time — or how you feel
while you’re waiting for the individual to contact you for the first time. The worry that
you experience in such instances — the sense of unbearable uncertainty over the possibility of an unacceptable negative outcome — is, according to this theory, how people
with generalized anxiety disorder feel all the time.
of NOTE ...
Proponents of this theory believe that people with generalized anxiety disorder keep
Top Fear Film Franchises
worrying and worrying in their efforts to find “correct” solutions for various situations
in their lives and to restore certainty to the situations. However, because they can never
Friday the 13th (12 films)
really be sure that a given solution is a correct one, they are always left to grapple with
Halloween (12 films)
intolerable levels of uncertainty, triggering new rounds of worrying and new efforts to
find correct solutions. Like the metacognitive theory of worry, considerable research
A Nightmare on Elm Street (9 films)
supports this theory. Studies have found, for example, that people with generalized
Child’s Play (9 films)
anxiety disorder display higher levels of intolerance of uncertainty than people with
normal degrees of anxiety (LaFreniere & Newman, 2019; van der Heiden et al., 2019).
Saw (9 films)
Research also suggests that intolerance of uncertainty is biologically based, develops in
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early childhood, and can be passed on from parents to children (DeSerisy et al., 2020;
Bennett & Walkup, 2019; Glynn et al., 2019).
Finally, a third modern cognitive-behavioral explanation for generalized anxiety
disorder, the avoidance theory, developed by researcher Thomas Borkovec, suggests
that people with this disorder have greater bodily arousal (higher heart rate, perspiration, respiration) than other people and that worrying actually serves to reduce this
arousal, perhaps by distracting the individuals from their unpleasant physical feelings (Newman et al., 2019; Borkovec, Alcaine, & Behar, 2004). In short, the avoidance
theory holds that people with generalized anxiety disorder worry repeatedly in order
to reduce or avoid uncomfortable states of bodily arousal. When, for example, they
find themselves in an uncomfortable job situation or social relationship, they implicitly
choose to worry about losing their job or losing a friend rather than having to stew in a
state of intense negative arousal.
Borkovec’s explanation has also been supported by numerous studies. Research reveals that people with generalized anxiety disorder experience particularly fast and
intense bodily reactions, find such reactions overwhelming, worry more than other
people upon becoming aroused, and successfully reduce their arousal whenever they
worry (Newman et al., 2019).

of NOTE ...

Need To Blame
Throughout history, people have sought to
assign blame to specific groups for large-scale
disease outbreaks, partly to reestablish feelings of certainty, clarity, and control during
the unpredictable ordeals — thus reducing
their levels of anxiety (Bartholomew, 2020;
Usher et al., 2020). This phenomenon was
at work, for example, during the fourteenth-
century bubonic plague (Jewish persons were
targeted), 2009 swine flu epidemic (Hispanic
Americans), 2014 Ebola outbreak (people of
African descent), and 2020 COVID-19 pandemic (people of Asian descent).

Cognitive-Behavioral Therapies

Two kinds of cognitive-behavioral approaches are used in cases of generalized anxiety disorder. In one, based on the pioneering work of Ellis and Beck, therapists help clients change the maladaptive assumptions
that characterize their disorder. In the other, “new-wave” cognitive-behavioral therapists (see page 64) help clients understand the special role that worrying may play in
their disorder, modify their views about worrying, and change their behavioral reactions to such unnerving concerns.
CHANGING MALADAPTIVE ASSUMPTIONS Therapists using Ellis’ technique of
 ational-emotive therapy point out the irrational assumptions held by clients, suggest
r
more appropriate assumptions, and assign homework that gives the clients practice at
challenging old assumptions and applying new ones (Ellis & Ellis, 2019). Studies suggest
that this and similar approaches bring at least modest relief to those suffering from generalized anxiety (Haseth et al., 2019; Stefan et al., 2019). Ellis’ approach is illustrated in the
following discussion between him and an anxious client who fears failure and disapproval
at work, especially over a testing procedure that she has developed for her company:

Client:	I’m so distraught these days that I can hardly concentrate on anything for more
than a minute or two at a time. My mind just keeps wandering to that damn testing
procedure I devised, and that they’ve put so much money into; and whether it’s
going to work well or be just a waste of all that time and money. . . .
Ellis:	Point one is that you must admit that you are telling yourself something to
start your worrying going, and you must begin to look, and I mean really look,
for the specific nonsense with which you keep reindoctrinating yourself. . . .
The false statement is: “If, because my testing procedure doesn’t work and I am
functioning inefficiently on my job, my co-workers do not want me or approve of
me, then I shall be a worthless person.” . . .
Client:	But if I want to do what my firm also wants me to do, and I am useless to them,
aren’t I also useless to me?
Ellis:	No — not unless you think you are. You are frustrated, of course, if you want to
set up a good testing procedure and you can’t. But need you be desperately
unhappy because you are frustrated? And need you deem yourself completely
unworthwhile because you can’t do one of the main things you want to do in life?
(Ellis, 1962, pp. 160–165)

rational-emotive therapy A cognitive
therapy developed by Albert Ellis that helps
clients identify and change the irrational
assumptions and thinking that help cause their
psychological disorder.
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Throughout the sports world A growing
number of today’s professional and amateur athletes
are revealing that they suffer from psychological
disorders. Several have recently talked about their
battles with anxiety disorders, including NFL Pro Bowl
guard Brandon Brooks (left), WNBA All-Star center
Liz Cambage (middle), and MLB All-Star pitcher Zack
Greinke (right).

BREAKING DOWN WORRYING Alternatively, some of today’s new-wave c ognitive-
 ehavioral therapists specifically guide clients with generalized anxiety disorder to recb
ognize and change their dysfunctional use of worrying (Haseth et al., 2019; Stefan et al.,
2019). They begin by educating the clients about the role of worrying in their disorder
and have them observe their bodily arousal and cognitive responses across various life
situations. In turn, the clients come to appreciate the triggers of their worrying, their
misconceptions about worrying, and their misguided efforts to control their lives by
worrying. As their insights grow, clients are expected to see the world as less threatening (and thus less arousing), try out more constructive ways of dealing with arousal,
and worry less about the fact that they worry so much. Research indicates that a concentrated focus on worrying is indeed a helpful addition to the traditional cognitive-
behavioral treatment for generalized anxiety disorder.
Treating individuals with generalized anxiety disorder by helping them to recognize their inclination to worry is similar to another cognitive-behavioral approach that
has gained popularity in recent years. The approach, mindfulness-based cognitive-
behavioral therapy, which you read about in Chapter 3, was brought into the mainstream by psychologist Steven Hayes and his colleagues as part of their broader
treatment approach called acceptance and commitment therapy (Hayes, 2019). Here
therapists help clients to become aware of their streams of thoughts, including their
worries, as they are occurring and to accept such thoughts as mere events of the mind.
By observing and accepting their worries rather than trying to eliminate them, the
clients are expected to be less upset by them and less influenced by them in their behaviors and life decisions. This is indeed what happens for many clients with generalized anxiety disorder when they receive this and related forms of treatment (Ruiz et al.,
2020; Craske & Bystritsky, 2019).
Mindfulness-based therapy has also been applied to a range of other psychological problems, such as depression, posttraumatic stress disorder, personality disorders,
and substance use disorders, often with promising results (Hayes, 2019). As we observed in Chapter 3, this cognitive-behavioral approach borrows heavily from a form
of meditation called mindfulness meditation, which teaches people to pay attention to
the thoughts and feelings that flow through their mind during meditation and to accept
such thoughts in a nonjudgmental way.
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The Biological Perspective
Biological theorists believe that generalized anxiety disorder is caused chiefly by bio
logical factors. For years this claim was supported primarily by family pedigree
studies, in which researchers determine how many and which relatives of a person
with a disorder have the same disorder. If biological tendencies toward generalized
anxiety disorder are inherited, people who are biologically related should have similar
probabilities of developing this disorder. Studies have in fact found that biological relatives of persons with generalized anxiety disorder are more likely than nonrelatives to
have the disorder (Havinga et al., 2018; Schienle et al., 2011). Approximately 15 percent
of the relatives of people with the disorder display it themselves — a much higher prevalence rate than that found in the general population. And the closer the relative (an
identical twin, for example), the greater the likelihood that he or she will also have the
disorder.

family pedigree study A research design
in which investigators determine how many and
which relatives of a person with a disorder have
the same disorder.

benzodiazepines The most common group
of antianxiety drugs, which includes Valium and
Xanax.

gamma-aminobutyric acid (GABA)
A neurotransmitter whose low activity in the
brain’s fear circuit has been linked to anxiety.

brain circuits Networks of brain structures
that work together, triggering each other into
action.

Biological Explanations

Do monkeys experience anxiety? Clinical
investigators must be careful in interpreting the reactions of animal subjects. This infant monkey was considered “fearful” after being separated from its mother
in research conducted back in the 1960s. But perhaps
it was feeling depressed or experiencing arousal that
does not correspond to either fear or depression.
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In recent decades, important discoveries by brain
researchers have offered clearer evidence that generalized anxiety disorder is related
to biological factors. One of the first such discoveries was made in the 1950s, when
investigators determined that benzodiazepines, the family of drugs that includes
alprazolam (Xanax), lorazepam (Ativan), and diazepam (Valium), provide relief from
anxiety. At first, no one understood why benzodiazepines reduce anxiety. Eventually,
however, researchers were able to pinpoint the exact neurons in the brain to which
benzodiazepines travel (Mohler & Okada, 1977). Apparently certain neurons have receptors that receive the benzodiazepines, just as a lock receives a key.
Investigators then discovered that these benzodiazepine receptors ordinarily receive gamma-aminobutyric acid (GABA), a common neurotransmitter in the brain
(Foitzick et al., 2020). As you read in Chapter 3, neurotransmitters are chemicals that
carry messages from one neuron to another. GABA carries inhibitory messages: when
GABA is received at a receptor, it causes the neuron to stop firing. Initially, researchers
believed that GABA activity throughout the brain must be deficient in people with
generalized anxiety disorder. However, research conducted in this century indicates
that the biological basis of generalized anxiety disorder is more complicated than the
disturbed activity of this single neurotransmitter.
Investigators now know that our everyday fear reactions — like most other emotional, behavioral, and cognitive reactions — are tied to brain circuits, networks of
brain structures that work together, triggering each other into action. As you read in
Chapter 3, in a given brain circuit, the long axons of the neurons from one structure
bundle together, extend across the brain, and use neurotransmitters to communicate
with the neurons of another structure — thus setting up interconnecting fiber pathways
between the structures (see page 50). As you also read in Chapter 3, the particular
circuit that produces and manages fear reactions, often called the “fear circuit,” includes such brain structures as the prefrontal cortex, anterior cingulate cortex, insula,
and amygdala, a small almond-shaped brain structure that usually starts the
emotional ball rolling (see pages 50–51).
Studies reveal that the fear circuit is excessively active (that is, hyperactive) in people with generalized anxiety disorder, producing experiences
of fear and worry that are excessive in number and duration (Madonna et
al., 2019; Weber-Goericke & Muehlhan, 2019). In turn, many theorists have
concluded that such fear circuit hyperactivity is responsible for the development of the disorder (Goossen, van der Starre, & van der Heiden, 2019;
Kolesar et al., 2019). GABA is one of the important neurotransmitters at work
in this circuit (particularly in the amygdala), so low GABA activity could
indeed help produce excessive communications between the structures in
the brain circuit and, as initially suggested, contribute to the development
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TABLE: 5-3

Common Benzodiazepine Drugs
Generic Name

Trade Name

Alprazolam

Xanax

Chlordiazepoxide
Clonazepam
Clorazepate
Diazepam
Estazolam
Lorazepam
Midazolam
Oxazepam

of generalized anxiety disorder. At the same time, improper functioning by various
neurons, structures, interconnections, or other neurotransmitters throughout the fear
circuit can also lead to broad circuit hyperactivity and contribute to the development of
generalized anxiety disorder (Bennett & Walkup, 2019; Makovac et al., 2018).

Drug Therapies

After their discovery in the 1950s, benzodiazepines were marketed as sedative-hypnotic drugs — drugs that calm people in low doses and help
them fall asleep in higher doses. The benzodiazepines seemed less addictive than preKlonopin
vious sedative-hypnotic medications, such as barbiturates, and they appeared to proTranxene
duce less tiredness. Thus, these newly discovered drugs were quickly embraced by
Valium
both doctors and patients, and many new ones were developed to help alleviate anxiety
ProSom
(see Table 5-3).
As you have read, researchers eventually learned that benzodiazepines reduce anxAtivan
iety by traveling to receptor sites in the brain circuit — particularly in the amygdala — 
Versed
that ordinarily receive the neurotransmitter GABA. Apparently, when benzodiazepines
Serax
bind to these neuron receptor sites, they increase the ability of GABA itself to bind to
the sites and to stop neurons from firing, thus helping to improve the overall functioning of the fear circuit and, in turn, reducing an individual’s excessive levels of anxiety
(Bystritsky, 2019).
Studies indicate that as many as 60 percent of people with generalized anxiety disorder experience at least some improvement when they take benzodiazepines, compared
to 40 percent of similar individuals who take placebo drugs (Bystritsky, 2019). However,
clinicians have come to realize that these drugs pose significant problems. First, the
effects of the medications are short-lived. When they are stopped, anxiety returns as
strong as ever. Second, people who take benzodiazepines in large doses
for an extended time can become physically dependent on them. Third,
Why are antianxiety drugs so popular in
the drugs can produce undesirable effects such as drowsiness, lack of
today’s world? Does their popularity say
something about our society?
coordination, memory loss, depression, and aggressive behavior. Finally,
the drugs mix badly with certain other drugs or substances. If, for example, people on benzodiazepines drink even small amounts of alcohol, their breathing
can slow down dangerously (Bystritsky, 2019).
Thus, over the past two decades, other kinds of drugs have become more widely prescribed for people with generalized anxiety disorder (Chen et al., 2019). The treatment of
choice is now antidepressant medications, drugs that are usually used to lift the moods
of depressed persons. Like benzodiazepines, these drugs bring at least some relief to
60 percent of the people with generalized anxiety disorder who take them (Bystritsky,
2019; He et al., 2019). As you will see in Chapter 7, antidepressant drugs often increase
the activity of the neurotransmitters serotonin and norepinephrine. These two neurotransmitters are prominent in certain parts of the fear circuit. The antidepressant
drugs may help relieve anxiety by improving the functioning of the fear circuit in these
areas. Finally, antipsychotic medications, drugs commonly given to people with schizophrenia and other forms of psychosis, are also helpful to some individuals with more
severe and treatment-resistant generalized anxiety disorder (Bystritsky, 2019).
Librium

Phobias
A PHOBIA IS a persistent and unreasonable fear of a particular object, activity, or situasedative-hypnotic drugs Drugs that
calm people at lower doses and help them fall
asleep at higher doses.

phobia A persistent and unreasonable fear of
a particular object, activity, or situation.

tion. People with a phobia (from the Greek word for “fear”) become fearful if they even
think about the object or situation they dread, but they usually remain comfortable as
long as they avoid it or thoughts about it.
We all have our areas of special fear, and it is normal for some things to upset us
more than other things (see InfoCentral ). How do such common fears differ from
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INFOCENTRAL
FEAR
Fear is a normal part of life. Like all emotions, it can be good
or bad. On the positive side, fear can alert us to danger, help us
behave constructively, and guide us to make wise decisions. Up

to a point it can be stimulating and even fun. On the negative
side, fear can be excessive and inappropriate and contribute to
phobias and other anxiety disorders.

CROSSING THE LINE

FEARS HELP US TO:

Normal Fears
Mild to moderate discomfort
Occasional
Rational to excessive
Some avoidance
Slight impairment
May improve functioning
Often useful and adaptive

Phobias
Significant discomfort
Persistent
Disproportionate
Constant avoidance
Significant impairment
Always dysfunctional
Rarely useful

Solve problems

Build courage

Build confidence

Learn about dangers

Become resilient

Build motivation

Build empathy

Avoid danger

Adapt and survive

Be more human

(Muguku, 2020; Andrews, 2019; Sam, 2016)

HOW TO CONQUER OUR FEARS

Perform
increasingly
frightening acts

Employ simple
deep breathing

Exercise

Participate
in relaxing
activities (e.g.,
listen to music)

Challenge scary
thoughts with
evidence

Gradually and
repeatedly face
the fear

Recall past
fears you have
resolved

80
60
40
20
0

74%

Corruption of
government
officials

B IGG

57%

Not having
enough
money for the
future

57%

Serious illness
of loved ones

EST EXISTENTIAL FEARS

• Failure
• Pain
• Loneliness
Death
The
unknown
•
•
• Uncertainty
• Rejection
• Loss of freedom • Separation
Ridicule
•
• Inadequacy
• Being
unimportant
• Misery
• Being judged
Deprivation
•
• Disappointment • Change
(Morin, 2019; McGauran, 2016; Wisehart, 2015)

56%

Death of
loved ones

56%

Economic
or financial
collapse

53%

Climate
change

47%

Identity theft

44%

Terrorist
attacks

(Chapman University, 2020;
Bowerman, 2016)

% of population

BIGGEST FEARS IN TODAY’S WORLD

Don’t let
unreasonable
fears guide
your decisions
or behaviors

(Amatenstein, 2020; Klemp, 2019; Smith, 2017)

Clinicians have developed special techniques — such as exposure-based treatments — to help
people overcome pathological fear. However, there are a number of things people can do on
their own to help reduce their problematic everyday fears. Some of these things are but minorleague versions of exposure therapy and other clinical treatments.

THE ODDS ARE IN YOUR FAVOR!
While we all worry about possible calamities, we typically forget that they are unlikely
— sometimes very unlikely — to happen. What is the probability that what we fear will
actually happen?

1 in

133
229
271
1,100
8,000
20,000
33,000
42,000
8 million
16 million

Your house/apartment will have a fire this year
You will receive a diagnosis of cancer this year
You will be a victim of a violent crime
You will be a victim of robbery this year
You will be killed in an automobile outing this year
You will be murdered this year
You will contract HIV from a blood transfusion
You will be hit by a baseball at a major-league game
You will be attacked by a shark
You will die from a lightning strike

(Rice, 2020; Beene, 2019; CDC, 2019a; FBI, 2019; Kleinman, 2019; NFPA, 2019; Statista, 2019a; Glovin, 2014)
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Phobias, not Although these young women cling
tightly to each other, frozen with fear as they try to
walk across a bridge, they are not displaying a phobia.
A closer look reveals that the bridge, which stands
600 feet high and spans 1000 feet, has a glass floor.
Almost all visitors to this tourist destination in China
initially experience the same emotional reaction — 
near-paralyzing fear.
phobias? DSM-5 indicates that a phobia is more intense and persistent and the desire
to avoid the object or situation is stronger (APA, 2013). People with phobias often feel
so much distress that their fears may interfere dramatically with their lives.
Most phobias technically fall under the category of specific phobias, DSM-5’s label
for an intense and persistent fear of a specific object or situation. In addition, there
is a broader kind of phobia called agoraphobia, a fear of venturing into public places
or situations in which escape might be difficult if one were to become panicky or
incapacitated.

Specific Phobias
A specific phobia is a persistent fear of a specific object or situation (see Table 5-4).
When sufferers are exposed to the object or situation, they typically experience immediate fear. Common specific phobias are intense fears of specific animals or insects,
heights, enclosed spaces, thunderstorms, and blood. Here a clinician describes Larah,
a 35-year-old client who had grappled with a phobia of blood, particularly of donating
blood, for the past 20 years:

TABLE: 5-4

Dx Checklist
Specific Phobia
1. Marked, persistent, and disproportionate
fear of a particular object or situation;
usually lasting at least 6 months.
2. Exposure to the object produces
immediate fear.
3. Avoidance of the feared situation.
4. Significant distress or impairment.
Information from: APA, 2013.

The severity of [Larah’s] phobia resulted in either fainting or feeling faint during attempts
to give blood for medical tests and feeling faint when she accidentally cut herself, followed by avoidance of medical health check-ups if she believed they would require a
blood sample. Before [psychotherapy], her two most recent blood sample tests were
taken four years prior for an illness that required hospitalization. . . . She experienced
extreme anxiety and near-fainting and subsequently refused to give a third blood sample
that was necessary for further medical analyses. Before the start of treatment, [Larah] felt
ill just seeing a sign for a blood-donation center.
(Pitkin & Malouff, 2014, p. 666)
Each year as many as 9 percent of all people in the United States have the symptoms
of a specific phobia (NIMH, 2020h). Almost 13 percent of individuals develop such phobias at some point during their lives, and many people have more than one at a time.
Women with the disorder outnumber men by at least 2 to 1.
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The impact of a specific phobia on a person’s life depends on what arouses the fear
(McCabe, 2018b). People whose phobias center on dogs, insects, or water will keep
encountering the objects they dread. Their efforts to avoid them must be elaborate
and may greatly restrict their activities. Urban residents with snake phobias have a
much easier time. At most, 32 percent of people with a specific phobia seek treatment
(McCabe, 2018b). Most individuals with the disorder try instead to avoid the objects
they fear.

specific phobia A severe and persistent fear
of a specific object or situation.

agoraphobia An anxiety disorder in which a
person is afraid to be in public situations from
which escape might be difficult or help unavailable if panic-like or embarrassing symptoms
were to occur.

Agoraphobia

© David Tesinsky/ZUMA Wire

People with agoraphobia are afraid of being in public places or situations in which
escape might be difficult or help unavailable, should they experience panic or become incapacitated (APA, 2013) (see Table 5-5). This is a pervasive and complex phobia.
Around 1 percent of the population experience agoraphobia in any given year; around
1.3 percent display it at some point in their lives. The disorder also is more common
among women than men and among poor people than wealthy people (NIMH, 2020d;
Sareen et al., 2011). Around 46 percent of those with agoraphobia receive treatment for
it (NIMH, 2017b).
It is typical of people with agoraphobia to avoid entering crowded streets or stores,
driving in parking lots or on bridges, and traveling on public transportation or in airplanes. If they venture out of the house at all, it is usually only in the company of close
relatives or friends. Some insist that family members or friends stay with them at home,
but even at home and in the company of others they may continue to feel anxious.
In many cases the intensity of the agoraphobia fluctuates. In severe cases, people
become virtual prisoners in their own homes. Their social life dwindles and they cannot hold a job. People with agoraphobia may also become depressed, sometimes as a
result of the severe limitations that their disorder places on their lives (McCabe, 2018a).
Many people with agoraphobia do, in fact, have extreme and sudden explosions of
fear, called panic attacks, when they enter public places, a problem that may have first
set the stage for their development of agoraphobia. Such individuals may receive two
diagnoses — agoraphobia and panic disorder, an anxiety disorder that you will read
about later in this chapter — because their difficulties extend considerably beyond an
excessive fear of venturing away from home into public places (APA, 2013).

Housebound This man with agoraphobia struggles mightily as he prepares to drive in a car to buy
household goods. Generally unable to venture beyond
his front yard, he has his sister visit him once a week
to bring him all that is necessary to live day to day.
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TABLE: 5-5

What Causes Phobias?

Dx Checklist
Agoraphobia
1. Pronounced, disproportionate, or repeated
fear about being in at least two of the
following situations:
■■ Public transportation (e.g., auto or plane
travel)
■■ Parking lots, bridges, or other open spaces
■■ Shops, theaters, or other confined places
■■ Lines or crowds
■■ Away from home unaccompanied
2. Fear of such agoraphobic situations derives
from a concern that it would be hard to
escape or get help if panic, embarrassment,
or disabling symptoms were to occur.
3. Avoidance of the agoraphobic situations.
4. Symptoms usually continue for at least 6
months.
5. Significant distress or impairment.
Information from: APA, 2013.

Each of the models offers explanations for phobias. Those offered by cognitive-
behavioral theorists have received the most research support. Focusing primarily
on the behavioral dimension of this disorder, they believe that people with phobias
first learn to fear certain objects, situations, or events through conditioning (McCabe,
2018b). Once the fears are acquired, the individuals avoid the dreaded object or situation, permitting the fears to become all the more entrenched.

How Are Fears Learned? Many cognitive-behavioral theorists propose classical conditioning as a common way of acquiring phobic reactions. Here, two events
that occur close together in time become strongly associated in a person’s mind, and
the person then reacts similarly to both of them. If one event triggers a fear response,
the other may also.
In the 1920s, a clinician described the case of a young woman who apparently acquired a specific phobia of running water through classical conditioning (Bagby, 1922).
When she was 7 years old, she went on a picnic with her mother and aunt and ran off
by herself into the woods after lunch. While she was climbing over some large rocks,
her feet became caught between two rocks. The harder she tried to free herself, the
more trapped she became. No one heard her screams, and she grew more and more
terrified. In the language of behaviorists, the entrapment was eliciting a fear response.
Entrapment

Fear response

As she struggled to free her feet, the girl heard a waterfall nearby. The sound of the
running water became linked in her mind to her terrifying battle with the rocks, and
she developed a fear of running water as well.
Running water

Fear response

Eventually the aunt found the screaming child, freed her from the rocks, and comforted her, but the psychological damage had been done. From that day forward, the
girl was terrified of running water. For years family members had to hold her down to
bathe her. When she traveled on a train, friends had to cover the windows so that she
would not have to look at any streams. The young woman had apparently acquired a
specific phobia through classical conditioning.
In conditioning terms, the entrapment was an unconditioned stimulus (US) that
understandably elicited an unconditioned response (UR) of fear. The running water
represented a conditioned stimulus (CS), a formerly neutral stimulus that became associated with entrapment in the child’s mind and came also to elicit a fear reaction. The
newly acquired fear was a conditioned response (CR).
US: Entrapment
CS: Running water

CR: Fear
CR: Fear

Another way of acquiring a fear reaction is through modeling, that is, through
observation and imitation (Bandura & Rosenthal, 1966). A person may observe that
others are afraid of certain objects or events and develop fears of the same things.
Consider a young boy whose mother is afraid of illness, doctors, and hospitals. If she
frequently expresses those fears, before long the boy himself may fear illness, doctors,
and hospitals.
Why should one or a few upsetting experiences or observations develop into a longterm phobia? Shouldn’t the trapped girl see later that running water will bring her no
harm? Shouldn’t the boy see later that illnesses are temporary and doctors and hospitals helpful? Cognitive-behavioral theorists believe that after acquiring a fear response,
people try to avoid what they fear. They do not get close to the dreaded objects often
enough to learn that the objects are really quite harmless.
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How Have Cognitive-Behavioral Explanations Fared in Research? S ome laboratory studies have found that animals and humans can indeed
be taught to fear objects through classical conditioning (Miller, 1948; Mowrer, 1947,
1939). In one famous report, psychologists John B. Watson and Rosalie Rayner (1920)
described how they taught a baby boy
called Little Albert to fear white rats. For
What concerns might today’s humanparticipant research review boards raise
weeks Albert was allowed to play with a
about the study on Little Albert?
white rat and appeared to enjoy doing so.
One time when Albert reached for the rat,
however, the experimenter struck a steel bar with a hammer, making a very loud noise
that frightened Albert. The next several times that Albert reached for the rat, the experimenter again made the loud noise. Albert acquired a fear and avoidance response to
the rat.
Research has also supported the cognitive-behavioral position that fears can be
acquired through modeling. In a pioneering study, for example, psychologists Albert
Bandura and Theodore Rosenthal (1966) had human research participants observe a
person apparently being shocked by electricity whenever a buzzer sounded. The victim
was actually the experimenter’s accomplice — in research terminology, a c onfederate — 
who pretended to feel pain by twitching and yelling whenever the buzzer was turned
on. After the unsuspecting participants had observed several such episodes, they
themselves had a fear reaction whenever they heard the buzzer. Similarly, some studies
on children with real-life fears and phobias have found that modeling played a key role
in the acquisition of such problems (Reynolds et al., 2017).
Although these studies support cognitive-behavioral explanations of phobias, other
research has called those explanations into question (McCabe, 2018b). Several laboratory studies with children and adults have failed to condition fear reactions. In addition,
although many case studies have traced phobias to incidents of classical conditioning
or modeling, quite a few fail to do so. So, although it appears that a phobia can be acquired by classical conditioning or modeling, researchers have not established that the
disorder is ordinarily acquired in this way.

classical conditioning A process of learning in which two events that repeatedly occur
close together in time become tied together
in a person’s mind and so produce the same
response.

modeling A process of learning in which a
person observes and then imitates others. Also, a
therapy approach based on the same principle.

preparedness A predisposition to develop
certain fears.

A Behavioral-Evolutionary Explanation Some phobias are much more
common than others. Phobic reactions to animals, heights, and darkness are more
common than phobic reactions to meat, grass, and houses. Theorists often account for
these differences by proposing that human beings, as a species, have a predisposition
to develop certain fears (McCabe, 2018b; McNally, 2016). This idea is referred to as
preparedness because human beings, theoretically, are “prepared” to acquire some
phobias and not others. The following case makes the point:

New best friends? Is a mouse’s fear of cats a
conditioned reaction or genetically hardwired? Scientists at Tokyo University used genetic engineering to
switch off this rodent’s instinct to cower at the smell
or presence of cats. But mouse beware! The cat has
not been genetically engineered correspondingly.

Where might such predispositions to fear come from? According to some theorists,
the predispositions have been transmitted genetically through an evolutionary process.
Among our ancestors, the ones who more readily acquired fears of animals, darkness,
heights, and the like were more likely to survive long enough to reproduce and to pass
on their fear inclinations to their offspring (McNally, 2016; Ohman & Mineka, 2003).
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A four-year-old girl was playing in the park. Thinking that she saw a snake, she ran to her
parents’ car and jumped inside, slamming the door behind her. Unfortunately, the girl’s
hand was caught by the closing car door, the results of which were severe pain and several
visits to the doctor. Before this, she may have been afraid of snakes, but not phobic. After
this experience, a phobia developed, not of cars or car doors, but of snakes. The snake
phobia persisted into adulthood, at which time she sought treatment from me.
(Marks, 1977, p. 192)
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How Are Phobias Treated?
Every theoretical model has its own approach to treating
phobias, but the cognitive-behavioral approach is more
widely used and, according to research, more successful than
the rest, particularly for specific phobias. Here again, practitioners of the model focus primarily on the behavioral dimension of phobias.

Ocean/Corbis

Treatments for Specific Phobias S pecific pho-

Recovering lost revenues Several amusement
parks offer behavioral programs to help prospective
customers overcome their fears of roller coasters and
other horror rides. After “treatment,” some clients are
able to ride the rails with the best of them. For others,
it’s back to the relative calm of the Ferris wheel.

bias were among the first anxiety disorders to be treated successfully. The major cognitive-behavioral approach to treating
them is exposure treatment, an approach in which people
are exposed to the objects or situations they dread (McCabe
& Swinson, 2019). There are actually a number of different
exposure techniques. Three of the oldest, and best known, are
systematic desensitization, flooding, and modeling.
People treated by systematic desensitization, an exposure technique developed by Joseph Wolpe (1987, 1969), learn to relax while gradually
facing the objects or situations they fear. Since relaxation and fear are incompatible, the
new relaxation response is thought to substitute for the fear response. Desensitization
therapists first offer relaxation training to clients, teaching them how to bring on a
state of deep muscle relaxation at will. In addition, the therapists help clients create a
fear hierarchy, a list of feared objects or situations, ordered from mildly to extremely
upsetting.
Then clients learn how to pair relaxation with the objects or situations they fear.
While the client is in a state of relaxation, the therapist has the client face the event
at the bottom of his or her hierarchy. This may be an actual confrontation, a process
called in vivo desensitization. A person who fears heights, for example, may stand on
a chair or climb a stepladder. Or the confrontation may be imagined, a process called
covert desensitization. In this case, the person imagines the frightening event while the
therapist describes it. The client moves through the entire list, pairing his or her relaxation responses with each feared item. Because the first item is only mildly frightening,
it is usually only a short while before the person is able to relax totally in its presence.

this man undergoes exposure therapy to help him
overcome acrophobia, a severe fear of heights.
Wearing a virtual reality headset, he feels as if he is
approaching a vast, deep canyon. Virtual reality techniques have greatly expanded the kinds of exposure
available to clients.
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The world of exposure At a program in France,
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Over the course of several sessions, clients move up the ladder of their fears until they
reach and overcome the one that frightens them most of all.
Another exposure treatment for specific phobias is flooding. Therapists who use
flooding believe that people will stop fearing things when they are exposed to them
repeatedly and made to see that they are actually quite harmless. Clients are forced to
face their feared objects or situations without relaxation training and without a gradual
buildup. The flooding procedure, like desensitization, can be either in vivo or covert.
When flooding therapists guide clients in imagining feared objects or situations,
they often exaggerate the description so that the clients experience intense emotional
arousal. In the case of a woman with a snake phobia, the therapist had her imagine the
following scene, among others:

exposure treatment Treatment in which
persons are exposed to the objects or situations
they dread.

systematic desensitization An exposure
treatment that uses relaxation training and a
fear hierarchy to help clients with phobias react
calmly to the objects or situations they dread.
flooding An exposure treatment for phobias
in which clients are exposed repeatedly and
intensively to a feared object and made to see
that it is actually harmless.

Close your eyes again. Picture the snake out in front of you, now make yourself pick it up.
Reach down, pick it up, put it in your lap, feel it wiggling around in your lap, leave your
hand on it, put your hand out and feel it wiggling around. Kind of explore its body with
your fingers and hand. You don’t like to do it, make yourself do it. Make yourself do it.
Really grab onto the snake. Squeeze it a little bit, feel it. Feel it kind of start to wind around
your hand. Let it. Leave your hand there, feel it touching your hand and winding around it,
curling around your wrist.
(Hogan, 1968, p. 423)

In another exposure technique, modeling, it is the therapist who confronts the
feared object or situation while the fearful person observes (Bandura, 2011, 1977, 1971;
Bandura et al., 1977). The therapist acts as a model to demonstrate that the person’s
fear is groundless. After several sessions, many clients are able to approach the objects
or situations calmly. In one version of modeling, participant modeling, the client is actively encouraged to join in with the therapist.
Clinical researchers have repeatedly found that these and other exposure treatments help people with specific phobias. Around 70 percent of phobic patients show
significant improvement after receiving exposure treatment (Davis, Ollendick, & Öst,
2019; McCabe & Swinson, 2019). The key to greater success in all forms of exposure
treatment appears to be actual contact with the feared object or situation. That is, in
vivo exposure tends to be more effective than covert exposure. It is also worth noting
that a growing number of cognitive-behavioral therapists are using virtual reality — 3D
computer graphics that simulate real-world objects and situations — as an exposure
tool, and are having considerable success with this approach (Carl
et al., 2019). As you’ll see in Chapter 6, the exposures provided by
this computer tool are so intense that they often are as powerful as
real-life exposures.
For years clinicians made
little impact on agoraphobia, the fear of leaving one’s home and
entering public places. However, approaches have now been developed that enable many people with agoraphobia to venture out with
less anxiety. These new approaches do not always bring as much
relief to sufferers as the highly successful treatments for specific
phobias, but they do offer considerable relief to many people.
Cognitive-behavioral therapists have again led the way, this time
by developing a variety of exposure approaches for agoraphobia
(Wechsler, Kümpers, & Mühlberger, 2019). The therapists typically
help clients to venture farther and farther from their homes and to
gradually enter outside places, one step at a time. Sometimes the

Alex Gregory/CartoonStock Ltd.

Treatments for Agoraphobia

“I don’t know. I’m something of a technophobe.”
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social anxiety disorder A severe and persistent fear of social or performance situations
in which embarrassment may occur.

clinicians use support, reasoning, and coaxing to get clients to confront the outside
world. They also use more precise exposure methods, such as those described in the
following case study:

[Lenita] was a young woman who, shortly after she married, found herself unable to leave
home. Even walking a few yards from her front door terrified her. . . .
It is not surprising . . . that this young woman found herself unable to function independently after leaving home to marry. Her inability to leave her new home was reinforced by an increasing dependence on her husband and by the solicitous overconcern
of her mother, who was more and more frequently called in to stay with her. . . . Since she
was cut off from her friends and from so much enjoyment in the outside world, depression
added to her misery. . . .
[After several years of worsening symptoms, Lenita was admitted to our psychiatric
hospital.] To measure [her] improvement, we laid out a mile-long course from the hospital to downtown, marked at about 25-yard intervals. Before beginning [treatment], we
asked the patient to walk as far as she could along the course. Each time she balked at
the front door of the hospital. Then the first phase of [treatment] began: we held two sessions each day in which the patient was praised for staying out of the hospital for a longer
and longer time. The reinforcement schedule was simple. If the patient stayed outside for
20 seconds on one trial and then on the next attempt stayed out for 30 seconds, she was
praised enthusiastically. Now, however, the criterion for praise was raised — without the
patient’s knowledge — to 25 seconds. If she met the criterion she was again praised, and
the time was increased again. If she did not stay out long enough, the therapist simply
ignored her performance. To gain the therapist’s attention, which she valued, she had to
stay out longer each time.
This she did, until she was able to stay out for almost half an hour. But was she w
 alking
farther each time? Not at all. She was simply circling around in the front drive of the hospital, keeping the “safe place” in sight at all times. We therefore changed the reinforcement to reflect the distance walked. Now she began to walk farther and farther each
time. Supported by this simple therapeutic procedure, the patient was progressively able
to increase her self-confidence. . . .
Praise was then thinned out, but slowly, and the patient was encouraged to walk anywhere she pleased. Five years later, she [is] still perfectly well. We might assume that the
benefits of being more independent maintained the gains and compensated for the loss
of praise from the therapist.
(Agras, 1985, pp. 77–80)

of NOTE ...

Wrong Suffix
Some of today’s news organizations discourage their reporters from using the increasingly
popular suffix “-phobia” when describing
people who are intolerant of particular groups
of individuals. Their reason is that such uses
of the suffix — for example, “homophobia,”
“biphobia,” “xenophobia,” “Islamophobia,” and
“transphobia” — inaccurately ascribe a mental
disability to prejudiced people, suggesting a
knowledge the reporters (and society) do not
have.

Exposure therapy for people with agoraphobia often includes additional f eatures — 
particularly the use of support groups and home-based self-help programs — to moti
vate clients to work hard at their treatment. In the support group approach, a small
number of people with agoraphobia go out together for exposure sessions that last for
several hours. The group members support and encourage one another, and eventually
coax one another to move away from the safety of the group and perform exposure
tasks on their own. In the home-based self-help programs, clinicians give clients and
their families detailed instructions for carrying out exposure treatments themselves.
Around 70 percent of agoraphobic clients who receive exposure treatment find it
easier to enter public places, and the improvement persists for years (Craske, 2019;
Wechsler et al., 2019). Unfortunately, these improvements are often partial rather than
complete, and as many as half of successfully treated clients have relapses, although
these people readily recapture previous gains if they are treated again. Those whose
agoraphobia is accompanied by a panic disorder seem to benefit less than others from
exposure therapy alone (Craske, 2019). We shall take a closer look at this group when
we investigate treatments for panic disorder.
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Social Anxiety Disorder
MANY PEOPLE ARE UNCOMFORTABLE when interacting with others or talking or
performing in front of others. A number of entertainers and sports figures, from the
singers Adele, Harry Styles, and Rihanna to the actress Jennifer Lawrence, have described episodes of significant anxiety before performing. Social fears of this kind
certainly are unpleasant, but usually the people who have them manage to function
adequately.
People with social anxiety disorder, by contrast, have severe, persistent, and irrational anxiety about social or performance situations in which they may face scrutiny
by others and possibly feel embarrassment (APA, 2013) (see Table 5-6). The social anxiety may be narrow, such as a fear of talking in public or eating in front of others, or it
may be broad, such as a general fear of functioning poorly in front of others. In both
forms, people repeatedly judge themselves as performing less competently than they
actually do (see MindTech on page 133).
Social anxiety disorder can interfere greatly with one’s life (Schneier, 2019). A person
who cannot interact with others or speak in public may fail to carry out important responsibilities. One who cannot eat in public may reject meal invitations and other social
offerings. Since many people with this disorder keep their fears secret, their social
reluctance is often misinterpreted as snobbery, lack of interest, or hostility.
Surveys reveal that 7 percent of people in the United States and other Western
countries (around 60 percent of them female) experience social anxiety disorder in any
given year (see Table 5-7). Around 12 percent develop this disorder at some point in
their lives (NIMH, 2020g). Poor people are more likely than wealthier people to have
social anxiety disorder. Non-Hispanic white Americans are more likely to experience
this problem than African, Hispanic, or Asian Americans (Vilsaint et al., 2019). It tends
to begin in late childhood or adolescence and may continue into adulthood (Schneier,
2019). Around 40 percent of individuals with social anxiety disorder are currently in
treatment (NIMH, 2017c).

TABLE: 5-6

Dx Checklist
Social Anxiety Disorder
1. Pronounced, disproportionate, and repeated
anxiety about social situation(s) in which
the individual could be exposed to possible
scrutiny by others; typically lasting 6 months
or more.
2. Fear of being negatively evaluated by or
offensive to others.
3. Exposure to the social situation almost
always produces anxiety.
4. Avoidance of feared situations.
5. Significant distress or impairment.

What Causes Social Anxiety Disorder?
The leading explanation for social anxiety disorder has been proposed by cognitive-
behavioral theorists (Hofmann, 2019). The explanation features an interplay of both
cognitive and behavioral factors. As you read in Chapter 3, cognitive-behavioral
TABLE: 5-7

Profile of Anxiety Disorders and Obsessive-Compulsive Disorder
Female-toMale Ratio

Typical Age
at Onset

Prevalence
Among Close
Relatives

Percentage Receiving
Clinical Treatment
Currently

Generalized
4.0%
anxiety disorder

2:1

0−35 years

Elevated

43%

Specific phobia 9.0%

2:1

Variable

Elevated

32%

Agoraphobia 1.0%

2:1

15−35 years

Elevated

46%

Social
7.0%
anxiety disorder

3:2

10−20 years

Elevated

40%

Panic disorder 3.1%

5:2

15−35 years

Elevated

59%

Obsessive1.0%−2.0%
compulsive disorder

1:1

4−25 years

Elevated

40%

One-Year
Prevalence

Information from: NIMH, 2020b, 2020c, 2020d, 2020e, 2020f, 2020g, 2020h; Roy-Byrne, 2020, 2019;
Schneier, 2019; Simpson, 2019; Alonso et al., 2018; McCabe, 2018a, 2018b; Wang et al., 2005.

Copyright ©2021 Worth Publishers. Distributed by Worth Publishers. Not for redistribution

Information from: APA, 2013.

132

CHAPTER 5

theorists start with the contention that people with this disorder hold a group of dysfunctional beliefs and expectations regarding the social realm. These can include:
■

■

Believing they are unattractive social beings.

■

Believing they are socially unskilled and inadequate.

■

Believing they are always in danger of behaving incompetently in social situations.

■

■

of NOTE ...

Their Words
“There are two types of speakers. Those who
get nervous and those who are liars.”
Mark Twain

Holding unrealistically high social standards and so believing that they must
perform perfectly in social situations.

Believing that inept behaviors in social situations will inevitably lead to terrible
consequences.
Believing they have no control over the feelings of anxiety that emerge in social
situations.

Cognitive-behavioral theorists hold that, because of these beliefs, people with social
anxiety disorder keep anticipating that social disasters will occur, overestimate how
poorly things go in their social interactions, and dread most social situations (Hofmann,
2019; Gavric et al., 2017). Moreover, they learn to perform “avoidance” and “safety”
behaviors to help prevent or reduce such disasters (Claudino et al., 2019). Avoidance
behaviors include, for example, avoiding parties or avoiding interactions with new
coworkers or acquaintances. Safety behaviors include wearing makeup to cover up
blushing or gloves to hide shaking hands. Behaviors of this kind are reinforced by
reducing feelings of anxiety and the number of awkward encounters.
Researchers have found that people with social anxiety disorder do indeed manifest
the beliefs, expectations, interpretations, feelings, and behaviors listed above (Mobach
et al., 2020; Parsons et al., 2017; Thurston et al., 2017). These dysfunctional cognitions
and behaviors have been tied to factors such as genetic predispositions, trait tendencies, biological abnormalities, traumatic childhood experiences, and overprotective
parent–child interactions (Schneier, 2019; Young et al., 2019).

Treatments for Social Anxiety Disorder
Only in recent decades have clinicians been able to treat social anxiety disorder successfully. Their success is due in part to the growing recognition that the disorder has
two distinct features that may feed upon each other: (1) sufferers have overwhelming
social fears, and (2) they often lack skill at starting conversations, communicating their
needs, or meeting the needs of others. Armed with this insight, clinicians now treat
social anxiety disorder by trying to reduce social fears, by providing training in social
skills, or both.

How Can Social Fears Be Reduced?

Medication often helps alleviate
social fears (Neufeld et al., 2020; Williams et al., 2020). Such fears are reduced to some
degree in 55 percent of patients who take either benzodiazepines or antidepressant
drugs, compared to 24 percent of similar patients who take placebo drugs. It appears
that these medications bring about relief by improving functioning in
the brain’s fear circuit, which tends to be hyperactive for people with soWhy do so many professional performers
cial anxiety disorder, just as it is in cases of generalized anxiety disorder
seem prone to performance anxiety? Might
their repeated exposure to audiences have
(Frick et al., 2020; Schneier, 2019).
a therapeutic effect?
At the same time, cognitive-behavioral therapy has proved to be
at least as effective as medication at reducing social fears, and people
helped by this approach seem less likely to relapse than those treated with medications
alone (Stein & Solomon, 2019; Stein & Taylor, 2019). This finding suggests to some clinicians that this form of therapy should always be featured in the treatment of social
fears, either alone or in combination with medication.
To undo the cycle of problematic social beliefs and behaviors described earlier,
cognitive-behavioral therapists combine both behavioral and cognitive techniques
Copyright ©2021 Worth Publishers. Distributed by Worth Publishers. Not for redistribution
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M I N DT E C H

Social Media Jitters
In recent years, researchers have learned
that the use of computers and mobile
devices can unintentionally produce
various forms of anxiety, including social and
generalized anxiety (Abi-Jaoude, Naylor, &
Pignatiello, 2020; Gao et al., 2018).
The biggest culprit here seems to be spending too much time on social media such as
Instagram, Snapchat, or Facebook. Frequenting
social network sites helps many people feel
supported and included (Bekalu, McCloud, &
Viswanath, 2019), but for others, this seems
to produce significant insecurities and fears
(Stronge et al., 2019). Surveys suggest, for
example, that more than one-third of social
networkers develop a fear that others will post
or use information or photos of them without
their permission (Nield, 2019; Smith, 2014;
Szalavitz, 2013). In addition, a fourth of all users
feel a constant pressure to disclose too much
personal information on their social networks,
and a number feel intense pressure to post
material that will be popular and get numerous
comments and “likes” (Harris & Bardey, 2019).
More than a few users also worry that they
will discover posts about social activities from
which they were excluded.
Studies indicate that a third of users may
feel distinctly worse after visiting their social
network — more anxious, more envious, and
more dissatisfied with their lives (Abi-Jaoude
et al., 2020; Krasnova et al., 2013). These feelings are particularly triggered when users
observe vacation photos of other users, read
birthday greetings received by other users,
and see how many “likes” or comments others
receive for their postings or photos. Such experiences seem to lead some users to worry that
they are less desirable, less interesting, or less

Geoff Smith/Alamy

capable than most other social media users
(Abi-Jaoude et al., 2020; Hanna et al., 2017).
Of course, many of today’s users do feel
more positive about their social network visits.
But even these people may have some social
network–induced anxiety and tension. Around

Can you think of other negative feelings
that might be triggered by social
networking?

two-thirds, for example, are truly afraid that
they will miss something if they don’t check
their social networks constantly — a phenomenon known as FOMO (“fear of missing out”)
(Dempsey et al., 2019).
Social networking is not the only digital
source of anxiety. Studies show that excessive

cell phone use often results in high levels of
anxiety and tension (Richardson, Hussain, &
Griffiths, 2018). Why? Some theorists speculate that frequent phone users feel obligated
to stay in touch with friends, another version
of FOMO. Others believe that the rise in anxiety among heavy cell phone users is really
the result of other cell phone effects, such as
poorer performance in school or a reduction in
positive time spent alone and self-reflecting
(BMC, 2020). Whatever the explanation,
two-thirds of cell phone users report feeling
“panicked” when they misplace or lose their
phones, even for a few minutes. Many experience “nomophobia” (no-mobile-phone-phobia),
a pop term for the rush of fear that people have
when they realize that they are disconnected
from the world, friends, and family (Gurbuz &
Ozkan, 2020).

(Pelissolo, Abou Kassm, & Delhay, 2019). On the behavioral side, they conduct exposure
therapy, the intervention so effective with phobias. The therapists encourage clients to
expose themselves to their dreaded social situations and to remain in these situations
as their fears subside. Usually the exposure is gradual, and it often includes homework assignments. On the cognitive side, the clinicians and clients have systematic
therapy discussions in which the clients are guided to reexamine and challenge their
maladaptive beliefs and expectations, given the less-than-dire outcomes of their social
exposures.
Copyright ©2021 Worth Publishers. Distributed by Worth Publishers. Not for redistribution
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social skills training A therapy approach
that helps people learn or improve social skills
and assertiveness through role-playing and
rehearsing of desirable behaviors.
panic attacks Periodic, short bouts of panic
that occur suddenly, reach a peak within minutes,
and gradually pass.
panic disorder An anxiety disorder marked
by recurrent and unpredictable panic attacks.
locus coeruleus A small area of the brain
that seems to be active in the regulation of emotions. Many of its neurons use norepinephrine.

How Can Social Skills Be Improved?

In social skills training, also
conducted by cognitive-behavioral therapists, several techniques are combined. The
therapists usually model appropriate social behaviors for clients and encourage the individuals to try them out. The clients then role-play with the therapists, rehearsing their
new behaviors until they become more effective. Throughout the process, therapists
provide frank feedback and reinforce (praise) the clients for effective performances.
Reinforcement from other people with similar social difficulties is often more powerful than reinforcement from a therapist alone. Thus in social skills training groups
and assertiveness training groups, members try out and rehearse new social behaviors
with other group members. Such groups also provide guidance on what is socially
appropriate. According to research, social skills training, in both individual and group
formats, has helped many people perform better in social situations (Pina et al., 2020;
Olivares-Olivares, Ortiz-González, & Olivares, 2019).

Panic Disorder
SOMETIMES AN ANXIETY REACTION takes the form of a smothering, nightmarish
panic in which people lose control of their behavior and, in fact, are practically unaware of what they are doing. Anyone can react with panic when a real threat looms
up suddenly. Some people, however, experience panic attacks — periodic, short
bouts of panic that occur suddenly, reach a peak within minutes, and gradually pass
(APA, 2013).
The attacks feature at least four of the following symptoms of panic: palpitations
of the heart, tingling in the hands or feet, shortness of breath, sweating, hot and cold
flashes, trembling, chest pains, choking sensations, faintness, dizziness, and a feeling
of unreality (APA, 2013). Small wonder that during a panic attack many people fear they
will die, go crazy, or lose control.

TABLE: 5-8

Dx Checklist
Panic Disorder
1. Unforeseen panic attacks occur repeatedly.
2. One or more of the attacks precedes either
of the following symptoms:
(a) At least a month of continual concern
about having additional attacks
(b) At least a month of dysfunctional
behavior changes associated with the
attacks (for example, avoiding new
experiences)
Information from: APA, 2013.

My first panic attack happened when I was traveling for spring break with my mom. . . .
[W]hile I was driving . . . , a random thought entered my head, . . . and BOOM — it was
like my body . . . had been waiting for an invitation and jumped me right in to a full-blown
panic attack. I felt huge waves of warm adrenaline surging across my chest and back, my
hands were shaking, and I felt scared that I was losing control — whatever that meant.
“I’ve got to pull over,” I said. . . . Catching my breath, a part of me knew I had experienced
a panic attack, but was still utterly bewildered at why it happened and how quickly it
came on, taking over body and mind. . . . If you’ve never had a panic attack before, it feels
as scary as if someone jumped out from a dark alley and put a gun to your head, leaving
you pleading for your life. You would do whatever it took to get away and fast. . . . It’s so
intense that in the height of panic, the survival instinct kicks in and it seems like a toss-up
whether you’ll make it out alive or with your mental faculties in place. . . .
(LeCroy & Holschuh, 2012)
Approximately one-third of all people have one or more panic attacks at some point
in their lives (Roy-Byrne, 2020). Some people, however, have panic attacks repeatedly
and unexpectedly and without apparent reason. They may be suffering from panic
disorder. In addition to the panic attacks, people who are diagnosed with panic disorder experience dysfunctional changes in their thinking or behavior as a result of the attacks (see Table 5-8). They may, for example, worry persistently about having additional
attacks, have concerns about what such attacks mean (“Am I losing my mind?”), or plan
their lives around the possibility of future attacks (APA, 2013).
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Panic’s aftermath Flowers and photos are placed
in front of the Kiss nightclub in Santa Maria, Brazil, on
January 29, 2013, to pay tribute to the victims of a
horrific fire at the club a few days earlier. Hundreds
of clubbers were killed or injured in the fire, many as
a result of crowd panic, stampeding, and crushing.
Such catastrophes remind us that people with panic
disorder are not the only ones to experience panic.

Around 3 percent of all people in the United States suffer from panic disorder in a
given year; 5 percent develop it at some point in their lives (NIMH, 2020f; Roy-Byrne,
2020). The disorder tends to develop in late adolescence or early adulthood and is at
least twice as common among women as among men. Non-Hispanic white Americans
are more likely to experience panic disorder than members of other ethnic or racial
groups (Vilsaint et al., 2019; Hofmann & Hinton, 2014). And poor people are 50 percent
more likely than wealthier people to experience the disorder (de Jonge et al., 2016).
Surveys indicate that 59 percent of those with this disorder in the United States are
currently in treatment (NIMH, 2017d; Wang et al., 2005).
As you read earlier, panic disorder is often accompanied by agoraphobia, the broad
phobia in which people are afraid to travel to public places where escape might be
difficult should they have panic symptoms or become incapacitated. In such cases, the
panic disorder typically sets the stage for the development of agoraphobia. That is,
after experiencing multiple unpredictable panic attacks, a person becomes increasingly
fearful of having new attacks in public places.

The Biological Perspective
Over the past half-century, researchers have learned that panic disorder has biological underpinnings and can respond to biological treatments. Researchers began their
journey in the 1960s, when they discovered that the symptoms of this disorder were
sometimes alleviated by antidepressant drugs, specifically those antidepressant drugs
that increase the activity of the neurotransmitter norepinephrine throughout the brain
(Klein & Fink, 1962).

What Biological Factors Contribute to Panic Disorder?

Given
that norepinephrine-enhancing drugs were so helpful in eliminating panic attacks,
the researchers initially suspected that panic disorder might be caused by abnormal
activity of norepinephrine and of a brain structure called the locus coeruleus — an
area rich in neurons that use norepinephrine. However, research eventually clarified
that the root of panic attacks is more complicated than a single neurotransmitter or a
single brain structure. It turns out that panic reactions are produced by a brain circuit
consisting of structures such as the amygdala, hippocampus, ventromedial nucleus of
Copyright ©2021 Worth Publishers. Distributed by Worth Publishers. Not for redistribution

136

CHAPTER 5

Central gray
matter
Ventromedial
nucleus of the
hypothalamus

Hippocampus

Ventromedial
nucleus of the
hypothalamus

Central gray matter
Locus coeruleus

Locus coeruleus
Amygdala

Amygdala
Hippocampus

FIGURE 5-2

The Biology of Panic
The brain circuit that helps produce panic reactions includes structures such as the amygdala,
hippocampus, ventromedial nucleus of the hypothalamus, central gray matter, and locus coeruleus
(left). The illustration on the right highlights how
the structures of this circuit work together and
trigger each other into action to produce panic
reactions. The long axons of the neurons from
each structure form fiber-like pathways across the
brain that extend to the other structures in the
circuit.

the hypothalamus, central gray matter, and locus coeruleus (Lai, 2019) (see Figure 5-2).
When a person confronts a frightening object or situation, the amygdala is stimulated.
In turn, the amygdala stimulates the other structures in the brain circuit, temporarily
setting into motion an “alarm and escape” response (increased heart rate, respiration,
blood pressure, and the like) that is very similar to a panic reaction. Most of today’s researchers believe that this brain circuit — often called the “panic circuit” — tends to be
hyperactive in people who suffer from panic disorder (Roy-Byrne, 2019).
Some of the brain structures and neurotransmitters in the panic circuit overlap with
those in the fear circuit discussed earlier; for example, the amygdala is a part of each
circuit. However, the panic circuit seems to be more extensive than the fear circuit,
suggesting to some researchers that panic responses are more complex reactions than
fear responses (Lai, 2019).
Why might some people have hyperactive panic circuits and be prone to the development of panic disorder? One possibility is that a predisposition to develop such abnormalities is inherited. Once again, if a genetic factor is at work, close relatives should
have higher rates of panic disorder than more distant relatives. Studies do find that
among identical twins (twins who share all their genes), if one twin has panic disorder,
the other twin has the same disorder in 31 percent of cases (Roy-Byrne, 2019; Tsuang
et al., 2004). Among fraternal twins (who share only some of their genes), if one twin
has panic disorder, the other twin has the same disorder in, at most, only 11 percent
of cases.

Drug Therapies

Ever since researchers discovered in 1962 that certain antidepressant drugs could prevent or reduce panic attacks, studies across the world have
repeatedly confirmed this initial observation. Various antidepressant drugs bring at
least some improvement to more than two-thirds of patients who have panic disorder, and the improvement can last indefinitely, as long as the drugs are continued
(Roy‑Byrne, 2020; Zugliani et al., 2019). These antidepressant drugs appear to prevent
or reduce panic attacks by increasing the activity of the neurotransmitters serotonin
and norepinephrine in the locus coeruleus and other parts of the panic circuit, thus
helping to correct the brain circuit’s tendency to be hyperactive. Researchers have also
discovered that alprazolam (Xanax) and other powerful benzodiazepine drugs can be
effective in many cases of panic disorder, although they are used less often than antidepressants because of their potential for producing physical dependence and other risks
(Quagliato et al., 2019). These various antidepressant drugs and benzodiazepines also
seem to be helpful in cases of panic disorder accompanied by agoraphobia.
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biological challenge test A procedure

Cognitive-behavioral theorists argue that biological factors are but one part of the cause
of panic attacks. In their view, full panic reactions are experienced only by people who
further misinterpret the physiological events that are taking place within their bodies.
Cognitive-behavioral treatments are aimed at correcting such misinterpretations.

The Cognitive-Behavioral Explanation: Misinterpreting Bodily
Sensations Cognitive-behavioral theorists believe that panic-prone people may be

used to produce panic in participants or clients
by having them exercise vigorously or perform
some other potentially panic-inducing task in
the presence of a researcher or therapist.

anxiety sensitivity A tendency to focus on
one’s bodily sensations, assess them illogically,
and interpret them as harmful.

very sensitive to certain bodily sensations; when they unexpectedly experience such sensations, they misinterpret them as signs of a medical catastrophe (Craske, 2019). Rather
than understanding the probable cause of their sensations as “something I ate” or “an
argument with the boss,” those prone to panic grow increasingly upset about losing
control, fear the worst, lose all perspective, and rapidly plunge into panic. For example,
many people with panic disorder seem to “overbreathe,” or hyperventilate, in stressful
situations. The abnormal breathing makes them think that they are in danger of suffocation, so they panic. They further develop the belief that these and other “dangerous”
sensations may return at any time and so set themselves up for future panic attacks.
In biological challenge tests, researchers produce hyperventilation or other
biological sensations by administering drugs or by instructing clinical research participants to breathe, exercise, or simply think in certain ways. As you might expect,
participants with panic disorder experience greater upset during these tests than participants without the disorder, particularly when they believe that their bodily sensations are dangerous or out of control (Freire et al., 2020; Tural & Alioglu, 2019).
Why might some people be prone to such misinterpretations? One possibility is
that panic-prone individuals actually experience more frequent, confusing, or intense
bodily sensations than other people do (Zou et al., 2019). Indeed, the kinds of sensations that are most often misinterpreted in panic disorders seem to be carbon dioxide
increases in the blood, shifts in blood pressure, and rises in heart rate, bodily events
that are controlled in part by the brain’s panic circuit — and, as you’ll recall, the panic
circuit is overactive in people with panic disorder. Another possibility, supported by
some research, is that panic-prone people have had more trauma-filled events over the
course of their lives than other persons, leading to higher expectations of catastrophe
(Craske, 2019). Whatever the precise cause of such misinterpretations may be, once
they take hold, they increasingly guide behaviors and choices in life. Panic-prone individuals may, for example, learn to display avoidance and safety behaviors that help
control their bodily sensations. They may repeatedly hold onto people or objects to
avoid feeling faint, or they may move slowly or sit still much of the
time to avoid upsetting increases in heart rate (Craske, 2019).
Given such misinterpretations, it is not surprising that panic-
prone individuals generally have a high degree of what is called
anxiety sensitivity; that is, they focus on their bodily sensations
much of the time, are unable to assess them logically, and interpret
them as potentially harmful. Studies have found that people who
score high on anxiety-sensitivity surveys are much more likely than
other people to develop panic disorder (Baek, Lee, & Kim, 2019;
Jurin & Biglbauer, 2018). Other studies have found that individuals
with panic disorder typically earn higher anxiety-sensitivity scores
than other persons do (Hovenkamp-Hermelink et al., 2019).

Cognitive-Behavioral Therapy

Cognitive-behavioral
therapists use a combination of techniques to correct people’s
misinterpretations of their bodily sensations (Craske, 2019). First,
they educate clients about the general nature of panic attacks, the
actual causes of bodily sensations, and the tendency of the clients

“Weekends I like to be able to panic without having
all the distractions.”
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Behind the scenes Singer and songwriter Billie
Eilish performs on stage at the 2020 Grammy Awards.
The gifted teenage artist’s apparent comfort when
dazzling her fans in public performances of this kind
belies the fact that she has struggled with periodic
panic attacks, especially while touring.

obsession A persistent thought, idea, impulse,
or image that is experienced repeatedly, feels
intrusive, and causes anxiety.
compulsion A repetitive and rigid behavior or
mental act that a person feels driven to perform
in order to prevent or reduce anxiety.

obsessive-compulsive disorder A disorder in which a person has recurrent obsessions,
compulsions, or both.

to misinterpret their sensations. Next, they teach the clients to apply more accurate
interpretations during stressful situations, thus short-circuiting the panic sequence
at an early point. The therapists may also teach the clients ways to cope better with
anxiety — for example, by using relaxation and breathing techniques — and to distract
themselves from their sensations, perhaps by striking up a conversation with someone.
In addition, cognitive-behavioral therapists often use biological challenge procedures to induce panic sensations so that clients can apply their new interpretations
and skills under watchful supervision (Freire et al., 2020). Individuals whose attacks
typically are triggered by a rapid heart rate, for example, may be instructed to jump
up and down for several minutes or to run up a flight of stairs. They can then practice
interpreting the resulting sensations appropriately, without dwelling on them.
According to research, cognitive-behavioral treatment often helps people with
panic disorder (Craske, 2019; Stech et al., 2019). In studies across the world, at least
two-thirds of participants who receive this treatment have become free of panic, compared with only 13 percent of control participants. Cognitive-behavioral therapy has
proved to be at least as helpful as antidepressant drugs or benzodiazepines in the treatment of panic disorder, sometimes even more so (Roy-Byrne & Craske, 2019). In view
of the effectiveness of both cognitive-behavioral and drug treatments, many clinicians
have tried, with some success, to combine them (Choi, Lee, & Cho, 2017). Similarly,
research suggests that cognitive-behavioral therapy, drug therapy, or a combination of
these approaches is helpful to those individuals who display both panic disorder and
agoraphobia (Roy-Byrne, 2020; Strauss, Kivity, & Huppert, 2019).

Obsessive-Compulsive Disorder
OBSESSIONS ARE PERSISTENT thoughts, ideas, impulses, or images that seem to
invade a person’s consciousness. Compulsions are repetitive and rigid behaviors or
mental acts that people feel they must perform in order to prevent or reduce anxiety.
As Figure 5-3 indicates, minor obsessions and compulsions are familiar to almost every
one. You may find yourself filled with thoughts about an upcoming performance or
exam or keep wondering whether you forgot to turn off the stove or lock the door. You
may feel better when you avoid stepping on cracks, turn away from black cats, or arrange your closet in a particular manner. Repetitive thoughts or behaviors of this kind,
however, are hardly a reflection of abnormality.
According to DSM-5, a diagnosis of obsessive-compulsive disorder is called
for when obsessions or compulsions feel excessive or unreasonable, cause great distress, take up much time, and interfere with daily functions (see Table 5-9). Although
obsessive-compulsive disorder is not classified as an anxiety disorder in DSM‑5, anxiety does play a major role in this pattern. The obsessions cause intense anxiety, while
the compulsions are aimed at preventing or reducing anxiety. In addition, anxiety rises
if a person tries to resist his or her obsessions or compulsions.
An individual with this disorder observed: “I can’t get to sleep unless I am sure everything in the house is in its proper place so that when I get up in the morning, the house
is organized. I work like mad to set everything straight before I go to bed, but, when I get
up in the morning, I can think of a thousand things that I ought to do. . . . I can’t stand to
know something needs doing and I haven’t done it” (McNeil, 1967, pp. 26–28). Research
indicates that several additional disorders are closely related to o
 bsessive-compulsive
disorder in their features, causes, and treatment responsiveness, and so, as you will
soon see, DSM-5 has grouped them together with obsessive-compulsive disorder.
Around 1.2 percent of the people in the United States and other countries throughout the world suffer from obsessive-compulsive disorder in any given year (NIMH,
2020e; Simpson, 2019). Approximately 2.3 percent develop the disorder at some point
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during their lives. It is equally common in women and men and among
people of different races and ethnic groups. The disorder usually
begins by childhood or young adulthood and typically persists for
many years, although its symptoms and their severity may fluctuate
over time. It is estimated that 40 percent of people with obsessive-
compulsive disorder seek treatment, many for an extended period
(NIMH, 2017e; Phillips, 2015).

75%

Eat corn row
by row

60%

Brush teeth
up and down

50%

Crack knuckles
Routine

What Are the Features of Obsessions
and Compulsions?

Button shirts top
to bottom

40%

Sleep on left side

37%

Obsessive thoughts feel both intrusive and foreign to the people who
experience them. Attempts to ignore or resist these thoughts may
37%
Sleep on right side
arouse even more anxiety, and before long they come back more
strongly than ever. People with obsessions typically are quite aware
Sleep on stomach
that their thoughts are excessive.
25%
Certain basic themes run through the thoughts of most people
Change towels daily
troubled by obsessive thinking (Strauss et al., 2020). The most common
16%
0r after every shower
theme appears to be dirt or contamination. Other common ones are
violence and aggression, orderliness, religion, and sexuality. The prevSleep on back
14%
alence of such themes may vary from culture to culture (Simpson et al.,
2020). Religious obsessions, for example, seem to be more common in
Percentage of Population Who Follow Routine
cultures or countries with strict moral codes and religious values.
Compulsions are similar to obsessions in many ways. For example, although comFIGURE 5-3
pulsive behaviors are technically under voluntary control, the people who feel they
Normal Routines
must do them have little sense of choice in the matter. Most of these individuals recMost people find it comforting to follow set rouognize that their behavior is unreasonable, but they believe at the same time sometines when they carry out everyday activities, and
thing terrible will happen if they don’t perform the compulsions. After performing a
some become irritated if they must depart from
compulsive act, they usually feel less anxious for a short while. For some people the
their routines. (Information from: purple.com,
compulsive acts develop into detailed rituals. They must go through the ritual in exactly
2020: Crupain, 2017; Kanner, 2005, 1998, 1995.)
the same way every time, according to certain rules.
Like obsessions, compulsions take various forms. Cleaning compulsions are very
common. People with these compulsions feel compelled to keep cleaning themselves,
their clothing, or their homes. The cleaning may follow ritualistic rules and be repeated
dozens or hundreds of times a day. People with checking compulsions check the same
items over and over — door locks, gas taps, important papers — to make sure that all
is as it should be. Another common compulsion is the constant effort to seek order
or balance. People with this compulsion keep placing certain items (clothing, books,
foods) in perfect order in accordance with strict rules. Touching, verbal, and counting
compulsions are also common.
Although some people with obsessive-compulsive disorder experience obsessions
only or compulsions only, most experience both. In fact, compulsive acts are often a
response to obsessive thoughts. In many cases, for example, compulsions seem to repTABLE: 5-9
resent a yielding to obsessive doubts, ideas, or urges. A woman who keeps doubting
that her house is secure may yield to that obsessive doubt by repeatedly checking locks
Dx Checklist
and gas jets, or a man who obsessively fears contamination may yield to that fear by
performing cleaning rituals. In other cases, compulsions help control obsessions. The
Obsessive-Compulsive Disorder
interplay of obsessions and compulsions are apparent in the case of Darcy:
1. Occurrence of repeated obsessions,
compulsions, or both.

Now 37, Darcy reckoned that she had begun having obsessions around age nine. . . .
She had fears of being hit by a speeding car if she stepped off the curb. She feared that
[her] friends would be kidnapped by bad people. And she was terrified that, if she didn’t

2. The obsessions or compulsions take up
considerable time.
3. Significant distress or impairment.

(continued on the next page)
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Beneficial Obsession
The experiments that led Louis Pasteur to the
pasteurization process may have been driven
in part by his obsession with contamination
and infection. Apparently he would not shake
hands and regularly wiped his glass and plate
before dining (Geison, 2008).

do an elaborate prayer routine at night, all manner of terrible things would befall her
family.
The prayer routine . . . grew to gigantic proportions, containing many rules and restrictions. Darcy believed that she had to repeat each family member’s full name 15 times,
say a sentence that asked for each person to be kept safe, promise God that she would
improve herself, clap her hands 20 times for each person, kneel down and get up 5 times,
and then put her hands into a prayer position while bowing. She “had” to do this routine
at least 10 times each night, and if she made a mistake anywhere along the way, she had
to start totally over again from the beginning, or else something bad would happen to her
parents or little brother. . . .
In high school . . . Darcy began to have an aversion to looking at any woman with a
scoop-neck top on, going so far as to grab a glass and pretend to be holding it high up
near her lips (as if to drink) if she had to talk to someone dressed in any but the most
conservative top. In that way, she felt, she would be blocked from seeing what she should
not see and thus sinning. Short skirts were also a problem, as Darcy feared that she was
looking at people in inappropriate ways, and was offensive. . . .
When Darcy began University . . . she would worry incessantly about having written
something offensive on an email or an assignment. Walking around campus, she would
pick up rubbish: papers that she had never seen before; she would worry that she might
have written something on one of them. She feared that she would accidentally hurt
one of her fellow students by something that she might do or say. By this time Darcy was
repeating certain phrases over and over again to ward off disaster. . . . She recognized that
she could barely function and something needed to change.
(AIPC, 2013)
Obsessive-compulsive disorder was once among the least understood of the
psychological disorders. In recent decades, however, researchers have begun to learn
more about it. The most influential explanations and treatments come from the psychodynamic, cognitive-behavioral, and biological models.

Cultural rituals Rituals do not necessarily reflect

Kazuhiro Nogi/AFP/Getty Images

compulsions. Here Buddhist monks splash water over
themselves during their annual winter prayers at a
temple in Tokyo. This cleansing ritual is performed to
pray for good luck.

The Psychodynamic Perspective
As you have seen, psychodynamic theorists believe that an anxiety disorder develops
when children come to fear their own id impulses and use ego defense mechanisms to
lessen the resulting anxiety. What distinguishes obsessive-compulsive disorder, in their
view, is that here the battle between anxiety-provoking
id impulses and anxiety-reducing defense mechanisms is
not buried in the unconscious but is played out in overt
thoughts and actions. The id impulses usually take the
form of obsessive thoughts, and the ego defenses appear
as counterthoughts or compulsive actions. A woman who
keeps imagining her mother lying broken and bleeding,
for example, may counter those thoughts with repeated
safety checks throughout the house.
Sigmund Freud traced obsessive-compulsive disorder
to the anal stage of development (occurring at about 2
years of age). He proposed that during this stage some
children experience intense rage and shame as a result
of negative toilet-training experiences. Other psychodynamic theorists have argued instead that such early
rage reactions are rooted in feelings of insecurity (Erikson, 1963; Sullivan, 1953; Horney, 1937). Either way, these
children repeatedly feel the need to express their strong
aggressive id impulses while at the same time knowing
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they should try to restrain and control the impulses. If this conflict between the id and
ego continues, it may eventually blossom into obsessive-compulsive disorder. Overall,
research has not clearly supported the psychodynamic explanation (Goodman, 2020;
Busch et al., 2010).
When treating patients with obsessive-compulsive disorder, psychodynamic therapists try to help the individuals uncover and overcome their underlying conflicts and
defenses, using the customary techniques of free association and therapist interpretation. Research has offered little evidence, however, that a traditional psychodynamic
approach is of much help (Goodman, 2020; Fonagy, 2015). Thus some psychodynamic
therapists now prefer to treat these patients with short-term psychodynamic therapies,
which, as you saw in Chapter 3, are more direct and action-oriented than the classical
techniques.

neutralizing A person’s attempt to eliminate
unwanted thoughts by thinking or behaving in
ways that put matters right internally, making
up for the unacceptable thoughts.

The Cognitive-Behavioral Perspective

Imperfect behavior As part of Dr. Avital Falk’s
exposure and response prevention program at Weill
Cornell Medicine in New York City, this student with
OCD practices being “really inappropriate and rude
[eating an orange] in the middle of class and [making]
a mess.” The student is generally petrified of not
acting “right” — fearing that imperfect acts will cause
something bad to happen.
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Cognitive-behavioral theorists begin their explanation of obsessive-compulsive disorder by pointing out that everyone has repetitive, unwanted, and intrusive thoughts.
Anyone might have thoughts of harming others or being contaminated by germs, for
example, but most people dismiss or ignore them with ease. Those who develop this
disorder, however, typically blame themselves for such thoughts and expect that somehow terrible things will happen (Mitchell, Hanna, & Dyer, 2019; Salkovskis, 1999, 1985).
To avoid such negative outcomes, they try to neutralize the thoughts — thinking or
behaving in ways meant to put matters right or to make amends.
Neutralizing acts might include requesting special reassurance from others, deliberately thinking “good” thoughts, washing one’s hands, or checking for possible sources
of danger. When a neutralizing effort brings about a temporary reduction in discomfort, it is reinforced and will likely be repeated (Brock & Hany, 2019). Eventually the
neutralizing thought or act is used so often that it becomes, by definition, an obsession
or compulsion. At the same time, the individual becomes more and more convinced
that his or her unpleasant intrusive thoughts are dangerous. As the person’s fear of
such thoughts increases, the thoughts begin to occur more frequently and they, too,
become obsessions.
In support of this explanation, studies have found that people with obsessive-
compulsive disorder have intrusive thoughts more often than other people, resort to
more elaborate neutralizing strategies, and experience reductions in anxiety after using
neutralizing techniques (Mitchell et al., 2019; Salkovskis et al., 2017, 2003).
Although everyone sometimes has undesired thoughts, only some people develop
obsessive-compulsive disorder. Why do these individuals find such normal thoughts so disturbing to begin
with? Researchers have found that this population tends
to (1) have exceptionally high standards of conduct and
morality; (2) believe that intrusive negative thoughts are
equivalent to actions and capable of causing harm, a point
of view called thought–action fusion; and (3) believe that
they should have perfect control over all of their thoughts
and behaviors in life (Davey, 2019; Simpson, 2019).
Cognitive-behavioral therapists use a combination of
techniques to treat clients with obsessive-compulsive disorder (Patel et al., 2020; Abramowitz, 2019). They begin by
educating the clients, pointing out how misinterpretations
of unwanted thoughts, an excessive sense of responsibility,
and neutralizing acts have helped to produce and maintain their symptoms. The therapists then guide the clients to identify and challenge their distorted cognitions.
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Increasingly, the clients come to appreciate that their obsessive thoughts are inaccurate
occurrences rather than valid and dangerous cognitions for which they are responsible. Correspondingly, they recognize their compulsive acts as unnecessary.
With such gains in hand, the clients become willing to subject themselves to the rigors of a distinctly behavioral technique called exposure and response prevention
(or exposure and ritual prevention; Patel et al., 2020). In this technique, the clients
are repeatedly exposed to objects or situations that produce anxiety, obsessive fears,
and compulsive behaviors, but they are told to resist performing the behaviors they
usually feel so bound to perform. Because people find it very difficult to resist such
behaviors, the therapists may set an example first.
In recent years, therapists who conduct exposure and response prevention
have
often used videoconferencing to go beyond the office and deliver speHave you ever tried an informal version
cific
instructions
to clients directly in their home settings where compulsions
of exposure and response prevention in
order to stop behaving in certain ways?
cause the most problems (Ferreri et al., 2019; Comer et al., 2017). At the very
least, a number of therapists compose exposure-and-response-prevention exercises that clients must carry out in the form of homework, such as these assignments
given to a woman with a cleaning compulsion:
■

■

Do not mop the floor of your bathroom for a week. After this, clean it within three
minutes, using an ordinary mop. Use this mop for other chores as well without
cleaning it.
Buy a fluffy mohair sweater and wear it for a week. When taking it off at night do
not remove the bits of fluff. Do not clean your house for a week.

■

You have to keep shoes on. Do not clean the house for a week.

■

Drop a cookie on the contaminated floor, pick the cookie up and eat it.

■

Leave the sheets and blankets on the floor and then put them on the beds. Do not
change these for a week.
(Emmelkamp, 1982, pp. 299–300)

Eventually this woman was able to set up a reasonable routine for cleaning herself and
her house.
Techniques of this kind often help reduce the number and impact of obsessions and
compulsions. Overall, between 50 and 70 percent of clients with obsessive-compulsive
disorder have been found to improve considerably with cognitive-behavioral therapy,
improvements that often continue indefinitely (Patel et al., 2020; Abramowitz, 2019).
The effectiveness of this approach suggests that people with the disorder are like the
superstitious man in the old joke who keeps snapping his fingers to keep elephants
away. When someone points out, “But there aren’t any elephants around here,” the man
replies, “See? It works!” One review concludes, “With hindsight, it is possible to see
that the [obsessive-compulsive] individual has been snapping his fingers, and unless he
stops (response prevention) and takes a look around at the same time (exposure), he isn’t
going to learn much of value about elephants” (Berk & Efran, 1983, p. 546).

The Biological Perspective

exposure and response prevention
A cognitive-behavioral technique used to treat
obsessive-compulsive disorder that exposes a
client to anxiety-arousing thoughts or situations
and then prevents the client from performing his
or her compulsive acts. Also called exposure and
ritual prevention.

In recent years, researchers have uncovered direct evidence that biological factors
play a key role in obsessive-compulsive disorder. For example, some genetic studies
have identified gene abnormalities that characterize individuals with this disorder
(Fontenelle & Yücel, 2019). In addition, using brain scan procedures, researchers have
identified a brain circuit that helps regulate our primitive impulses such as sexual desires, aggressive instincts, and needs to excrete (Simpson et al., 2020; Shan et al., 2019).
The circuit, which brings such impulses to our attention and leads us to act on or disregard them, includes brain structures such as the orbitofrontal cortex (just above each
eye), cingulate cortex, striatum (including the caudate nucleus and putamen, two other
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structures at the back of the striatum), thalamus, and amygdala (see Figure 5-4). Among
the most important neurotransmitters at work in this circuit are serotonin, glutamate,
and dopamine (Gerez et al., 2016).
Studies indicate that this brain circuit, called the cortico-striato-thalamo-cortical
circuit, is hyperactive in people with obsessive-compulsive disorder, making it difficult
for them to turn off or dismiss their various impulses, needs, and related thoughts (Park
et al., 2020; Zhao et al., 2019). After most people use the bathroom, for example, they
have concerns about contamination and they act accordingly by washing their hands.
When they perform this behavior, their brain circuit calms their contamination concerns and cleanliness needs. In contrast, because the cortico-striato-thalamo-cortical
circuit of people with obsessive-compulsive disorder is hyperactive, these individuals may continue to experience contamination concerns and need to perform cleaning
actions — again and again and again.
As you just read, brain scan studies have provided evidence that the cortico-striatothalamo-cortical circuit is hyperactive in people with obsessive-compulsive disorder. In
addition, medical scientists have observed for years that obsessive-compulsive symptoms often arise or subside after the orbitofrontal cortex, striatum, or other structures
in the brain circuit are damaged by accident, illness, or surgical procedures (Simpson,
2019; Hofer et al., 2013).
By far, the most widely used biological treatment for obsessive-compulsive disorder
is antidepressant drugs, particularly ones that specifically increase activity of the neuro
transmitter serotonin. Numerous studies have found that such drugs bring improvement to between 50 and 60 percent of those with obsessive-compulsive disorder. Their
obsessions and compulsions do not usually disappear totally, but on average they are
cut almost in half (Simpson, 2020; Szechtman et al., 2020).
Given the effectiveness of serotonin-enhancing antidepressant drugs in treating
obsessive-compulsive disorder, theorists initially reasoned that the disorder must be
caused primarily by low serotonin activity throughout the entire brain. However, most
of today’s researchers believe instead that the drugs bring improvement by increasing
the activity of serotonin within the cortico-striato-thalamo-cortical circuit, thus helping
to correct the brain circuit’s hyperactivity. Consistent with this notion, studies have
found that the structures in the circuit interconnect more appropriately after individuals with obsessive-compulsive disorder respond successfully to antidepressant treatment (Shan et al., 2019; Zhao et al., 2019).

FIGURE 5-4

The Biology of ObsessiveCompulsive Disorder
The brain circuit that has been linked to obsessive-
compulsive disorder includes structures such as
the orbitofrontal cortex, cingulate cortex, striatum,
thalamus, and amygdala (left). The illustration
on the right highlights how the structures of this
circuit work together and trigger each other into
action to produce obsessive-compulsive reactions.
The long axons of the neurons from each structure
form fiber-like pathways across the brain that
extend to the other structures in the circuit.
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Germ Avoidance in Public
Restrooms
64 percent of people press the toilet flusher
with their feet.
60 percent of people frequently use paper
towels to open bathroom doors.
50 percent of people frequently open and shut
bathroom doors with their hips.
37 percent of people frequently use paper
towels for faucet handles.
(Information from: Treviño, 2019.)

While many clients with obsessive-compulsive disorder receive either cognitive-
behavioral therapy or antidepressant drug therapy, a growing number are now being
treated by a combination of those interventions. According to research, such combinations often yield higher levels of symptom reduction and bring relief to more clients
than do each of the approaches alone — improvements that may continue for years
(Abramowitz, 2019).

Obsessive-Compulsive-Related Disorders
Some people perform particular patterns of repetitive and excessive behavior that
greatly disrupt their lives. Among the most common such patterns are hoarding,
hair-pulling, skin-picking, and appearance-checking. DSM-5 has created the group
name obsessive-compulsive-related disorders and assigned these four patterns
to that group: hoarding disorder, trichotillomania (hair-pulling disorder), excoriation
(skin-picking) disorder, and body dysmorphic disorder. Collectively, these disorders are
displayed by at least 5 percent of all people (Mataix-Cols & Fernández de la Cruz, 2019;
Phillips, 2018a).
People who display hoarding disorder feel that they must save items, and they
become very distressed if they try to discard them (APA, 2013). These feelings make it
difficult for them to part with possessions, resulting in an extraordinary accumulation of
items that clutter their lives and living areas. This pattern causes the individuals significant distress and may greatly impair their personal, social, or occupational functioning
(Mathes et al., 2020; Mataix-Cols & Fernández de la Cruz, 2019). It is common for them to
wind up with numerous useless and valueless items, from junk mail to broken objects to
unused clothes. Parts of their homes may become inaccessible because of the clutter. For
example, sofas, kitchen appliances, or beds may be unusable. In addition, the pattern
often results in fire hazards, unhealthful sanitation conditions, or other dangers.
People with trichotillomania, also known as hair-pulling disorder, repeatedly
pull out hair from their scalp, eyebrows, eyelashes, or other parts of the body (APA,
2013). The disorder usually centers on just one or two of these body sites, most often
the scalp. Typically, those with the disorder pull one hair at a time. It is common for
anxiety or stress to trigger or accompany the hair-pulling behavior (Wetterneck, Sonia
Singh, & Woods, 2020). Some sufferers follow specific rituals as they pull their hair,

It all adds up Richard Wallace sits in a more-thancluttered bedroom (which doubles as his office) at his
home in the village of Westcott outside London. He
has been hoarding objects progressively throughout
his life, including newspapers, magazines, bottles, cartons, and grocery packaging — causing him considerable distress and interfering with his daily life.
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including pulling until the hair feels “just right” and selecting certain types of hairs for
pulling (Rehm et al., 2019; Alexander et al., 2017). Because of the distress, impairment,
or embarrassment caused by this behavior, the individuals often try to reduce or stop
the hair-pulling. The term “trichotillomania” is derived from the Greek for “frenzied
hair-pulling.”
People with excoriation (skin-picking) disorder keep picking at their skin, resulting in significant sores or wounds (APA, 2013). Like those with hair-pulling disorder, they often try to reduce or stop the behavior. Most sufferers pick with their fingers
and center their picking on one area, most often the face (Mevorach et al., 2019; Grant
& Chamberlain, 2017). Other common areas of focus include the arms, legs, lips, scalp,
chest, and extremities such as fingernails and cuticles. The behavior is typically triggered or accompanied by anxiety or stress (Park & Koo, 2020).
People with body dysmorphic disorder become preoccupied with the belief that
they have a particular defect or flaw in their physical appearance. Actually, the perceived defect or flaw is imagined or greatly exaggerated in the person’s mind (APA,
2013). Such beliefs drive the individuals to repeatedly check themselves in the mirror,
groom themselves, pick at the perceived flaw, compare themselves with others, seek
reassurance, or perform other, similar behaviors. Here too, those with the problem
experience significant distress or impairment.
Body dysmorphic disorder is the obsessive-compulsive-related disorder that has
received the most study to date. Researchers have found that, most often, individuals
with this problem focus on wrinkles; spots on the skin; excessive facial hair; swelling
of the face; or a misshapen nose, mouth, jaw, or eyebrow (Phillips, 2018b). Some worry
about the appearance of their feet, hands, breasts, penis, or other body parts (Mans
field, 2020). Still others are concerned about bad odors coming from sweat, breath,
genitals, or the rectum. Ben’s symptoms began when he was 18 years old.

obsessive-compulsive-related disorders Disorders in which obsessive-like concerns
drive people to repeatedly and excessively perform certain abnormal patterns of behavior.

hoarding disorder A disorder in which individuals feel compelled to save items and become
very distressed if they try to discard them, resulting in an excessive accumulation of items.
trichotillomania A disorder in which people
repeatedly pull out hair from their scalp, eyebrows, eyelashes, or other parts of the body. Also
called hair-pulling disorder.

excoriation disorder A disorder in which
people repeatedly pick at their skin, resulting
in significant sores or wounds. Also called skin-
picking disorder.

body dysmorphic disorder A disorder in
which individuals become preoccupied with the
belief that they have certain defects or flaws in
their physical appearance. Such defects or flaws
are imagined or greatly exaggerated.

I can remember the exact moment when my issues first came to light. I was eighteen and
sat in my bedroom at [my] university. I looked in the mirror and noticed that something
was different. It was only slight, only subtle, but my nose looked different to how I had
seen it before. From that moment onwards mirrors would play a significant role in my life
over the next fifteen years.
That first moment of seeing my flaw gradually developed into something I struggled
to manage. I started to spend more and more time looking in the mirror, worrying that
something had changed. Soon one mirror wasn’t enough, I would need at least two to
see my nose from different angles. It soon developed into an obsession. I went from being
someone who had never really worried about the way I looked to becoming increasingly
self-conscious. . . .
I started to spend more and more time looking at myself in the mirror, using different
lights and different angles to try to get a better perspective and in an attempt to work
out exactly how bad my nose was. I gradually became unable to walk past a car or a shop
without looking at my reflection in the window and I almost never liked what I saw.
Whenever I saw my reflection I got this feeling in my stomach, a knot that was accompanied by a feeling that something was seriously wrong with the way I looked. It soon
became the most important thing in my life. This developed into an anxiety that would
later lead to serious bouts of depression.
Throughout all of this, however, I was still able to lead a relatively normal life, finishing
[my] university and going travelling before trying to concentrate on starting a career. But
my preoccupation with my appearance was never far from my mind. I lived with a constant feeling of dread and started to compare myself to everyone around me. I began to
mentally study other people’s appearances and their noses in particular. Almost everyone
looked better than me. No matter how hard I tried to rationalise my thoughts and put
them into perspective, it never helped. My appearance was the most important thing.
(continued on the next page)
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Photographs became unbearable and I would spend hours studying photos of myself
and then throw them away. My iPhone became my worst enemy. I felt a compulsion to
photograph and video myself from different angles and then spend hours studying them. I
hated what I saw but I felt that I had to get an understanding of just how bad my nose was.
I went through periods during which it was more manageable and my preoccupations
with my appearance would fade into the background for a while. But they would always
come back . . . and they came back stronger than ever. I was consumed by the thought
that my nose was changing, that it was growing. Over time the problem became worse
and worse.
(Schnackenberg & Petro, 2016, pp. 69–71)

Worldwide influence A lingerie ad in a subway
station in Shanghai, China, displays a woman in a
push-up bra. As West meets East, Asian women have
been bombarded by ads encouraging them to make
Western-like changes to their various body parts. Perhaps not so coincidentally, cases of body dysmorphic
disorder among Asians are becoming more similar to
those among Westerners.

Of course, it is common in our society to worry about appearance. Many teenagers
and young adults worry about acne, for instance. The concerns of people with body
dysmorphic disorder, however, are extreme. Sufferers may severely limit contact with
other people, be unable to look others in the eye, or go to great lengths to conceal
their “defects” — 
say, always wearing sunglasses to cover
their supposedly misshapen eyes. As many as half of people
with the disorder seek plastic surgery or dermatology treatment, and often they feel worse rather than better afterward
(Huayllani, Eells, & Forte, 2020; Phillips, 2018b). A large number are housebound, 80 percent have suicidal thoughts, and
as many as 25 percent may attempt suicide at some point in
their lives (Greenberg et al., 2019; Phillips, 2018a).
As with the other obsessive-compulsive-related disorders, theorists typically account for body dysmorphic
disorder by using the same kinds of explanations, both
psychological and biological, that have been applied to
obsessive-

compulsive disorder. Similarly, clinicians typically treat clients with this disorder by applying the kinds of
treatment used with obsessive-compulsive disorder, particularly antidepressant drugs and cognitive-behavioral therapy (Dong et al., 2019; Greenberg et al., 2019).
In one early study, for example, 17 clients with this disorder were treated with exposure and response prevention (Neziroglu et al., 2018, 2004, 1996). Over the course of 4
weeks, the clients were repeatedly reminded of their perceived physical defects and, at
the same time, prevented from doing anything to help reduce their discomfort (such as
checking their appearance). By the end of treatment, these individuals were less concerned with their “defects” and spent less time checking their body parts and avoiding
social interactions.

Integrating the Models: The
Developmental Psychopathology
Perspective
WHILE READING THROUGH this chapter, you may have noticed that certain findings
and principles from each of the models seem compatible, and you may have wondered
whether the explanations offered by the models could sometimes be combined to provide a fuller understanding of the various anxiety, obsessive-compulsive, and o
 bsessive-
compulsive-
related disorders. A number of clinical theorists have asked the same
question and have looked for ways to integrate the variables cited by the models. As you
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read in Chapter 3, one of today’s most influential integrative views is the developmental
psychopathology perspective. This perspective focuses on the intersection and context
of important factors at key points of time throughout an individual’s life span.
What are the factors that developmental psychopathologists look at when seeking
to understand the development of anxiety-related disorders (see Figure 5-5)? Drawing
from the biological model, they have been interested in the growing number of studies that link particular genetic variations to hyperactive fear circuits and, in turn, to
inhibited — that is, fearful — temperaments in certain infants and toddlers (Nelemans
et al., 2019; Poole et al., 2018). From the earliest days of life, such children show a withdrawn, isolated, and cautious pattern known as behavioral inhibition. They are wary of
new objects, people, and environments, and always seem on guard against potential
threats. Research indicates that this inhibited temperament often endures throughout
a person’s life and places some individuals at heightened risk for the development of
anxiety-related disorders (Suarez et al., 2019; Abulizi et al., 2017; Buzzell et al., 2017).
Drawing from the cognitive-behavioral and psychodynamic models, developmental psychopathologists have also been interested in research findings that highlight
the important role of parenting styles (Nelemans et al., 2019; Moreno, 2018; Hankin
et al., 2016). Investigations indicate that as children grow, overprotective parenting — in
which parents rush in too quickly to prevent or rescue their children from experiencing
distress — denies them opportunities to learn how to manage distress by themselves
and to build a strong sense of self-confidence (Hudson et al., 2019). If children already
have a biological vulnerability and an inhibited temperament, exposure to overprotective parenting can help promote repeated eruptions of anxiety, setting the stage for
lifelong anxiety.
Finally, drawing from the sociocultural model, developmental psychopathologists
have also been interested in research showing that life stress, poverty, school difficulties, family disharmony, peer pressure, and community danger can heighten the
likelihood of developing anxiety-related disorders (Barzilay et al., 2019; Davies et al.,
2019). Indeed, a growing number of studies suggest that, in many cases, some such
factors must be present for these disorders to emerge, in addition to any unfavorable
biological factors, temperament, or parenting experiences the individual may have (Kiff
et al., 2018; Pianta, 2016).

Development of Anxiety Disorders
A range of variables may combine and intersect
throughout life to produce an anxiety disorder.
However, the particular variables may differ from
person to person. In line with the principle of
equifinality, the two individuals in this illustration
experience different negative variables, yet each
winds up with an anxiety disorder.

Now that you’ve read about anxiety,
obsessive-compulsive, and related
disorders, try the interactive case study
for this chapter. See if you are able to
identify Priya’s symptoms and suggest a
diagnosis based on her symptoms. What
kind of treatment would be most effective
for Priya? Go to LaunchPad to access
Clinical Choices.
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The Power of Protective Factors
Key positive factors throughout life can help
“protect” some persons from developing anxiety
disorders. Both individuals in this illustration are
born with an unfavorable genetic makeup and an
inhibited temperament. However, one individual
further experiences “bravery-directed” parenting
and (in turn) an adaptive fear circuit, which protect
that person from developing an anxiety disorder.

While the developmental psychopathology perspective helps us appreciate that
the principles of the various models may often be combined to better account for
anxiety-related disorders, it also highlights that the models have not typically addressed important questions about the development of these disorders. Precisely how
and when, for example, do the variables from each of the models interact to produce
the disorders? A growing body of research suggests that the various key factors — 
from biological to temperament to parenting to life events — may have greater or lesser
impact at different points of development (Weissman et al., 2019; Cicchetti, 2018, 2016).
The early settling in of a fearful temperament, for example, may place a lid on the later
impact of positive life events. Conversely, effective parenting may serve as a protective
factor and reduce the impact of an unfavorable biological predisposition or of later
negative life events (Figure 5-6). Clearly, in order for anxiety-related disorders to be
more fully understood and effectively treated, these important developmental issues
need to be studied further.

SUMMING UP
Generalized Anxiety Disorder
People with generalized anxiety disorder experience excessive anxiety
and worry about a wide range of events and activities. According to the
sociocultural view, societal dangers, economic stress, or related racial
and cultural pressures may create a climate in which cases of generalized anxiety disorder are more likely to develop.
In the original psychodynamic explanation, Freud said that generalized
anxiety disorder may develop when anxiety is excessive and defense
mechanisms break down and function poorly. Psychodynamic therapists
use free association, interpretation, and related psychodynamic techniques to help people overcome this problem. The leading humanistic
theorist, Carl Rogers, believed that people with generalized anxiety
disorder fail to receive unconditional positive regard from significant

others during their childhood and so become overly critical of themselves. He treated such individuals with client-centered therapy.
Cognitive-behavioral theorists believe that generalized anxiety disorder is caused by various maladaptive assumptions and/or inaccurate
beliefs about the power and value of worrying. Cognitive-behavioral
therapists help their clients to change their maladaptive thinking and/or
dysfunctional uses of worrying.
Biological theorists hold that generalized anxiety disorder results from
a hyperactive fear circuit — a brain circuit consisting of several brain
structures (including the prefrontal cortex, anterior cingulate cortex,
insula, and amygdala). Common biological treatments are antidepressant drugs, benzodiazepines, and antipsychotic drugs. pp. 112–122
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Phobias
A phobia is a severe, persistent, and unreasonable fear of a particular
object, activity, or situation. The two main categories of phobias are
specific phobias and agoraphobia. Cognitive-behavioral theorists believe
that phobias are often learned from the environment through classical
conditioning or modeling and maintained by avoidance behaviors.
Specific phobias have been treated most successfully with exposure
techniques, cognitive-behavioral approaches in which people confront
the objects they fear. The exposures may be gradual and relaxed (desensitization), intense ( flooding), or observed (modeling). Agoraphobia is
also treated effectively by exposure therapy. pp. 122–130

Social Anxiety Disorder
People with social anxiety disorder experience severe and persistent
anxiety about social or performance situations in which they may be
scrutinized by others or be embarrassed. Cognitive-behavioral theorists
believe that the disorder is particularly likely to develop among people
who hold certain dysfunctional social beliefs and expectations and learn
to perform corresponding avoidance and safety behaviors.
Therapists who treat social anxiety disorder typically distinguish two
components of this disorder: social fears and poor social skills. They
try to reduce social fears by drug therapy and/or cognitive-behavioral
therapy (including exposure techniques). They may try to improve social
skills by social skills training. pp. 131–134

Panic Disorder
Panic attacks are periodic, discrete bouts of panic that occur suddenly.
Sufferers of panic disorder experience panic attacks repeatedly and
unexpectedly and without apparent reason. Panic disorder may be
accompanied by agoraphobia in some cases, leading to two diagnoses.
Many biological theorists believe that panic disorder is caused by a
hyperactive panic circuit, a brain circuit that includes structures such as
the amygdala, hippocampus, ventromedial nucleus of the hypothalamus,
central gray matter, and locus coeruleus. Biological therapists use certain antidepressant drugs or benzodiazepines to treat people with this
disorder.
Cognitive-behavioral theorists suggest that panic-prone people
become preoccupied with some of their bodily sensations, misinterpret

them as signs of medical catastrophe, have panic attacks, learn to display
avoidance and safety behaviors that help control their bodily sensations,
and in some cases develop panic disorder. Cognitive-behavioral therapists
teach clients to interpret their physical sensations more accurately and
to cope better with anxiety. pp. 134–138

Obsessive-Compulsive Disorder
People with obsessive-compulsive disorder are beset by obsessions,
perform compulsions, or both. Compulsions are often a response to a
person’s obsessive thoughts.
According to the psychodynamic view, obsessive-compulsive disorder
arises out of a battle between id impulses and ego defense mechanisms.
In contrast, cognitive-behavioral theorists believe that the disorder
grows from a normal human tendency to have unwanted and unpleasant thoughts. The efforts of some people to understand, eliminate,
or avoid such thoughts actually lead to obsessions and compulsions.
Cognitive-behavioral therapists educate clients and help them correct
their misinterpretations of the unwanted thoughts. With such gains in
hand, the therapists then conduct exposure and response prevention.
Biological researchers have tied obsessive-compulsive disorder to a
hyperactive cortico-striato-thalamo-cortical circuit, the brain circuit
featuring such structures as the orbitofrontal cortex, cingulate cortex,
striatum, thalamus, and amygdala. Antidepressant drugs that raise serotonin activity are a widely used and useful form of treatment.
In addition to obsessive-compulsive disorder, DSM-5 lists a group of
obsessive-compulsive-related disorders, disorders in which obsessive-
like concerns drive individuals to repeatedly and excessively perform
specific patterns of behavior that greatly disrupt their lives. This group
consists of hoarding disorder, trichotillomania, excoriation (skin-
picking) disorder, and body dysmorphic disorder. pp. 138–146

Integrating the Models
To explain anxiety, obsessive-compulsive, and related disorders, proponents of the developmental psychopathology perspective examine how
key factors emerge and intersect at points throughout an individual’s
lifespan. The factors of interest to them include genetic factors, a hyperactive fear circuit in the brain, an inhibited temperament, overprotective
parenting, maladaptive thinking, avoidance behaviors, life stress, and
negative social factors. pp. 146–148
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