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George, a 23-year-old Greek student, was
referred by a psychiatrist for treatment to a
University Counseling Centre in Athens. He
was diagnosed with social anxiety disorder
and specific phobia situational type. He was
complaining of panic attacks and severe symptoms of anxiety. These symptoms were triggered when in certain social situations and
also when travelling by plane, driving a car and
visiting tall buildings or high places. His symptoms lead him to avoid finding himself in such
situations, to the point that it had affected his
daily life. George was diagnosed with social
anxiety disorder and with specific phobia, situational type (in this case acrophobia) and
was given 20 individual sessions of cognitivebehavior therapy. Following therapy, and follow-up occurring one month post treatment,
George no longer met the criteria for social
phobia and symptoms leading to acrophobia
were reduced. He demonstrated improvements
in many areas including driving a car in and
out of Athens and visiting tall buildings.

Social anxiety disorder (SAD), also known
as social phobia, is one of the most common
anxiety disorders. Social phobia can be
described as an anxiety disorder characterized
by strong, persisting fear and avoidance of
social situations.1,2 According to DSMIV,3 the
person experiences a significant fear of showing embarrassing reactions in a social situation, of being evaluated negatively by people
they are not familiar with and a desire to avoid
finding themselves in the situations they
fear.4,5 Furthermore people with generalized
social phobia have great distress in a wide
range of social situations.6 T he lack of clear
definition of social phobia has been reported
by clinicians and researchers because features
of social phobia overlap with those of other
anxiety disorders such as specific panic disorder, agoraphobia and shyness.7
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According to ICD-10,8 phobic anxiety disorders is a group of disorders in which anxiety is
evoked only, or predominantly, in certain welldefined situations that are not currently dangerous. As a result these situations are characteristically avoided or endured with dread. The
patient’s concern may be focused on individual
symptoms like palpitations or feeling faint and
is often associated with secondary fears of
dying, losing control, or going mad.
Contemplating entry to the phobic situation
usually generates anticipatory anxiety. Phobic
anxiety and depression often coexist. Whether
two diagnoses, phobic anxiety and depressive
episode, are needed, or only one, is determined by the time course of the two conditions
and by therapeutic considerations at the time
of consultation.
Prevalence of social phobia varies from 020%, depending on differences in the classification criteria, culture9,10 and gender.11-13 The
onset of the disorder is considered to take
place between the middle and late teens.14 The
NICE guidelines for social anxiety disorder,
describe it as one of the most common of the
anxiety disorders. Estimates of lifetime prevalence vary but according to a US study, 12% of
adults in the US will have social anxiety disorder at some point in their lives, compared with
estimates of around 6% for generalized anxiety disorder (GAD), 5% for panic disorder, 7%
for post-traumatic stress disorder (PTSD) and
2% for obsessive-compulsive disorder. There is
a significant degree of comorbidity between
social anxiety disorder and other mental
health problems, most notably depression
(19%), substance-use disorder (17%), GAD
(5%), panic disorder (6%), and PTSD (3%).15
Social phobia is also developed and maintained by complex physiological, cognitive, and
behavioral mechanisms. Biological causes of
social anxiety/phobia have been reported by
some researchers while others look on behavioral inhibition16 and the effects of personality
traits such as neuroticism and introversion17
as the mediators between genetic factors and
social phobia.
Apart from the biological factor, the role of
cognition in the acquisition and maintenance
of social anxiety/phobia is very important. The
main cognitive factor is the fear of negative
evaluation.18 Beck, Emery, and Greenberg19
associated the possibility of negative evaluation by others with beliefs of general social
inadequacy, concerns about the visibility of
anxiety, and preoccupation with performance
or arousal.20
Specific phobia situational type, is
described as a persistent fear that is excessive
or unreasonable cued by the presence or anticipation of a specific object or situation such as
public transportation, tunnels, bridges, elevators, flying, driving or enclosed places. This
subtype has a bimodal age-at-onset distribu-
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A cognitive-behavior therapy
applied to a social anxiety
disorder and a specific phobia,
case study
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tion with one peak in childhood and another
peak in mid-20s.21
Exposure to the phobic stimulus almost
invariably provokes an immediate anxiety
response which may take the form of a situational bound or situational predisposed panic
attack. The phobic situation usually is avoided
or else is endured with intense anxiety or distress. The avoidance interferes often with the
person’s normal routine occupational functioning, social activities or relationships.21
Fear of heights, or acrophobia, is one of the
most frequent subtypes of specific phobia frequently associated to depression and other
anxiety disorders.22 It is one of the most prevalent phobias, affecting perhaps 1 in 20 adults.
Heights often evoke fear in the general population too, and this suggests that acrophobia
might actually represent the hypersensitive
manifestation of an everyday, rational fear. 23
From a behavioral perspective, feared situations negatively maintain phobias. Anxiety disorders have been shown to be effectively treated using cognitive behavior therapy (CBT) and
therefore to better understand and effectively
treat phobias. The CBT model used in the present case, was based on Clark and Wells24 model
that places emphasis on self-focused attention
as social anxiety is associated with reduced
processing of external social cues. The model
pays particular attention to the factors that
prevent people, who suffer from social phobias,

Case Report

State-Trait Anxiety Inventory

of 80 maximizes this identification rate.
George’s pre-treatment scores were,
SPAI:126, State Anxiety: 64 and Trait Anxiety:
63. The ultimate goal in each situation was to
reduce the client’s level of anxiety.
Cognitive-behavior techniques such as selfmonitoring, cognitive restructuring, relaxation, breathing retraining, and assertiveness
training were employed to reduce anxiety and
fear.

Cognitive behavior therapy
techniques
Self-monitoring
Self-monitoring refers to the systematic
observation and recording of one’s own behaviors or experiences on several occasions over a
period of time.29 Self-monitoring can be used
as a therapeutic intervention, because it helps
the patient to evaluate his/her thoughts, emotions, and behaviors, recognize the feared situations and find appropriate solutions.
Kazdin30 states that self-monitoring can lead to
dramatic changes, while Korotitsch and
Nelson-Gray29 add that although the therapeutic effects of self-monitoring may be small,
they are rather immediate. George was asked
to monitor his thoughts, feelings, and behaviors and record any changes.
George had to complete an Every Day SelfMonitoring Scale for 20 weeks measuring feelings of anxiety (0=no anxiety to 10= most anxiety) and phobia (0=no feelings of phobia to
10=most feelings of phobia), (Figure 1).
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Monitoring progress measures
The state-trait anxiety inventory (STAI),27
the appropriate instrument for measuring anxiety in adults, differentiates between state anxiety, which represents the temporary condition
and trait anxiety, which is the general condition. The STAI includes forty questions, with a
range of four possible responses. In each of the
two subscales scores range from 20 to 80, high
scores indicating a high anxiety level. Higher
scores correspond to greater anxiety.
Social Phobia and Anxiety Inventory
The Social Phobia and Anxiety Inventory
(SPAI)28 is a 45 item self-report measure that
assesses cognition, physical symptoms, and
avoidance/escape behavior in various situations. It includes two subscales: Social Phobia
and Agoraphobia. A difference score above 60
indicates a potential phobia, and a cut off score

Cognitive restructuring
Beck and Emery,19 have identified three
phases in cognitive restructuring: i) identification of dysfunctional thoughts ii) modification of dysfunctional thoughts and iii) assimi-
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George, was a 23-year-old single, Caucasian
male student in his last academic year and was
referred to a University Counseling Centre in
Athens. The Centre provides free of charge,
treatment sessions to all University students
requiring psychological support.
George was diagnosed with Social Anxiety
Disorder and with Specific phobia, Situational
Type i.e. acrophobia. He was living alone in
Athens, as his parents live in a different region
of Greece. He was an only child. When asked
about his childhood, he said that he had been
happy and did not report any traumatic events.
He described a close relationship with both his
parents and when asked, he did not report any
family history of psychiatric or psychological
disorders or substance abuse problems.
He complained of severe symptoms of anxiety and phobias during the last six months. He
began experiencing severe heart palpitations,
flushing, fear of fainting and losing control,
when travelling by plane, when crossing tall
bridges while driving or when being in tall
buildings or high places, however he did not
experience symptoms of vertigo. Additionally,
he reported significant chest pain and muscle
tension in feared situations. His fear of experiencing these symptoms worsened and led
him to avoid these situations which made his
everyday life difficult. He also experienced
similar symptoms when introduced to people
or meeting people for the first time. He repeatedly went to see various doctors many times in
order to exclude any medical conditions.
George stated that he didn’t experience any
symptoms of depression, had no prior psychological or psychiatric treatment and/or medication, and had first experienced this problem in
the course of the previous year.
At the time of the intake, George was in his
final exams which he wanted to finish successfully, and continue his studies abroad. Due
to his condition, he decided not to apply for a
postgraduate degree in the United Kingdom,
which he always wanted, and started looking
for alternative postgraduate courses in Greece.
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Case Report

which was secondary to his social phobia. The
psychiatrist suggested to George, to better help
him with his current symptoms to take selective serotonin reuptake inhibitors (SSRIs).
George however refused to take any medication and the psychiatrist referred him to the
Counseling Centre. For the specific case we
decided to give individual cognitive behavior
therapy based on Clark and Wells model for
Social Anxiety Disorder,24 as referred into the
NICE guidelines.26 To better assist conceptualization and treatment and also monitor his
progress, two therapists were assigned to
George and two assessment measures (STAI
and SPAI) were given, prior to the course of
treatment, following therapy and at one month
follow-up. He also had to complete a self-monitoring scale through-out the 20 weeks of treatment.
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from changing their negative beliefs about the
danger inherent in certain social situations.
The following case it is a good representation of this model.

Assessment and treatment
George was referred by a private psychiatrist. The psychiatrist used the Mini
International Neuropsychiatric Interview,25
which is a structured interview based on DSMIV diagnostic criteria. George met the criteria
for a Social anxiety disorder. He also met the
criteria for specific phobia limited-symptom,

Figure 1. Every day self-monitoring scale score.
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Relaxation techniques were used for the
treatment of George’s symptoms and more
specifically for the physiological manifestations of anxiety and panic.31
George was trained in breathing and muscle
relaxation exercises, based on Jacobson’s
technique and he was given 8 relaxation training sessions, in order to establish a sense of
control over his physical symptoms. The client
learned to apply brief muscle relaxation exercises in his daily life and especially every time
he had to face an uncomfortable situation.
Assertiveness training
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Table 1. Fear hierarchy for visiting tall buildings.
Level

Fear

1
2
3
4
5
6
7

Visit a tall building
Visit the second floor of a tall building with a family member
Visit the second floor of a tall building alone
Visit the third floor of a tall building with a family member
Visit the third floor of a tall building alone
Stay at the third floor of a tall building with a family member for 15 min
Stay at the third floor of a tall building alone for 15 min
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Assertiveness training can be an effective
part of treatment for many conditions, such as
depression, social anxiety, and problems
resulting
from
unexpressed
anger.
Assertiveness training can also be useful for
those who wish to improve their interpersonal
skills and sense of self-respect and it is based
on the idea that assertiveness is not inborn,
but is a learned behavior. Although some people may seem to be more naturally assertive
than others are, anyone can learn to be more
assertive. In the specific case the therapists
helped George figure out which interpersonal
situations are problematic to him and which
behaviors need the most attention. In addition,
helped to identify beliefs and attitudes the
client might had developed, that lead him to
become too passive. The therapist used roleplaying exercises as part of this assessment.

Clinical sessions
George completed 20 individual, 50 min
therapy sessions that took place within a period of 5 months. During the first session the
rationale of the cognitive-behavioral treatment
was analyzed and special emphasis was given
to educate the patient on Social Anxiety disorder and Specific phobias. An introduction was
made to the role that automatic thoughts play
in our cognitions and helped him to recognize
automatic negative thoughts and feelings. A
self-monitoring diary of anxiety was given to
[page 80]

ed to teach him assertiveness skills to learn to
socialize with people more effectively. We
explored what assertiveness meant for George,
what prevented him from being assertive and
what were the differences between assertive,
submissive and aggressive behavior, which he
found really helpful and role-playing exercises
were initiated to exercise these skills.
Sessions 13-20 were devoted identifying
anxiety provoking situations which were hierarchically classified according to the degree of
anxiety they produced. An example is shown in
Table 1. Exposure to feared situations was performed by facing in vivo each level of the hierarchy and gradually practice each step, until he
was confident enough to go on to the next.
Accordingly, situations such as driving,
crossing bridges etc were also explored.
During the last session, George referred to
overcoming challenging experiences, such as
meeting new people, visiting friends living in
tall apartment buildings and crossing two high
bridges, while driving to visit his parents in a
different part of Greece. He effectively challenged his cognitions in all relevant situations
and utilized muscle relaxation and breathing
exercises to control feelings of anxiety. Last
session was also devoted to discuss relapse
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Muscle relaxation

him as homework. Emphasis was also given to
establishing good rapport and collaboration in
the therapeutic relationship. During the second session, George narrated stressful life
events and reported specific cases in which
the anxiety symptoms increased. He was also
taught how to identify the three phases of cognitive restructuring and was given the dysfunctional thought record as homework. The third
session was based on teaching him breathing
exercises and muscle relaxation. Relaxation
techniques were taught by a different therapist, with expertise in stress management and
relaxation techniques. George was given 8
such sessions, each lasting 20 minutes while
he also practiced the sessions daily at home
and completed a Daily-form for progress monitoring.
Sessions 4 to 9 were devoted to ways of challenging dysfunctional thoughts by resorting to
adaptive responses. At first we tried to recognize negative automatic thoughts during specific situations and record George’s mood in
that situation. After recognizing George’s negative thoughts, emotions and behaviors, we
worked on the evidence that supported these
thoughts.
The next three sessions (10-12) were devot-
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lation of functional thoughts. During cognitive
restructuring, the client starts recognizing
his/her automatic or dysfunctional thoughts
and emotions that derive from this thoughts.
For example, one of George’s thoughts was
that: it is dangerous to drive at night, which
made him feel very anxious and frightened.
However, an adaptive thought could be that:
that sometimes is dangerous but also a lot of
times are not, due the fact that at night there is
less traffic in the streets. Therefore, throughout
the sessions he was taught how to substitute
several automatic negative thoughts with
adaptive ones. He also kept a dysfunctional
thought record for 6 sessions, which he discussed with his therapist every week.

Figure 2. STAI and SPAI Scores.
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Treatment implications
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and psychotherapeutic approaches. However, it
is necessary sometimes to tailor-made therapy
around client’s needs, as each case must be
seen individually. There are too many manuals on CBT and there is the danger for the therapist to work in such a program that can lose
creativity, individual thought, imagination and
contact with the client. The crucial role of any
therapeutic intervention, is not only to help
people to acquire the techniques, but to feel
comfortable to apply them daily in situations
they feel discomfort.
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Cognitive behavioral therapy is very effective in treating anxiety. It is a structured intervention that follows a general framework that
is modified for each individual. For the successful treatment of social phobia, the cognitive behavior therapy must be thorough and
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of George we used exposure based techniques
and although the Counseling center offers a
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case of George we decided on 20 sessions, in
order to fully accommodate his problem. It is
also very important for the therapist to explain
the rationale behind each CBT session and
help the patient understand each session’s
agenda up to the point he/she feels comfortable to set their own agenda during the session. However, despite the therapist’s best
efforts, the patient often hesitates to carry out
the everyday homework, thus sometimes
delaying the therapeutic progress. Therefore,
the good rapport established with the patient
will almost certainly add greatly to his/her
adherence during the treatment.
Therapist-client relationship, play a fundamental role in the therapy process. It is important for the client to trust the therapist and feel
comfortable within the therapy context.
Creating a safe and empathetic environment is
important from the first therapy session.
Furthermore as CBT is directive, a strong therapeutic alliance is necessary to allow the client
to feel safe engaging in this type of therapy. It
is also important to mention that therapists
need to refer to the widely accepted guidelines
and recommendations for treating Social anxiety disorders and specific phobias, from widely
accepted national institutes, such as the
National Institute for Health and Care
Excellence that covers both pharmaceutical
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In the present clinical case, George attended
20 individual sessions of CBT, in order to
reduce his anxiety levels and phobias and
learn how to monitor his progress in his daily
life. His anxiety levels were reduced in social
situations and also he managed to overcome
his fear of heights in specific provoking situations. His progress was inevitable which was
confirmed by the anxiety scores of the STAI
and SPAI. The follow-up session that took place
a month later, showed that his progress was
sustained. The Every Day Self-Monitoring
Scale during the 20 weeks period, showed a
gradual reduction in self monitoring feelings
of anxiety and phobias (Figure 1).
However although we based our CBT model
on Clark and Wells model for Social Anxiety, we
had certain variations from the original model.
For example, the Clark and Wells model suggests, that individual therapy for social anxiety
disorder should consist of up to 14 sessions of
90 minutes’ duration over approximately 4
months. In our case study, the duration of each
session lasted 50 minutes and we gave 20 sessions of individual therapy to our client over a
period of 5 months, thus trying to tailor our
client’s needs and requirements for treatment.
A good rapport was developed with George
and that helped the entire treatment process.
Working on a list of feared hierarchies in combination with relaxation training skills, George
was able to manifest his high level anxiety visiting tall buildings, crossing tall bridges etc.
Furthermore, the fact that George learned to
identify his automatic thoughts, helped him to

Conclusions: recommendations
to clinicians and students
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Discussion

reduce his unpleasant feelings by alternating
his thoughts. Role-playing exercises in order
to acquire assertiveness training skills helped
him in relation to meeting new people. It is
also worth mentioning that George was motivated and completed his CBT homework every
week, something that helped the therapeutic
outcome.
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prevention, ways to avoid it and how to overcome past failures and difficulties. Finally, we
discussed how he could modify and apply the
skills and techniques that he had learned, in
his daily routine.
The post-treatment scores of STAI and SPAI
obtained by George at termination indicated
an improvement. The Social Phobia score
dropped to 100, the Anxiety State score was 41
and the Trait score was 42.
During the follow-up session one month
later, George talked about his improvement, he
mentioned that his progress continued and
that he was not experiencing any of the averse
symptoms of the past, while driving, visiting
tall buildings/bridges and meeting new people.
He continued the relaxation and the cognitive
restructuring exercises. The STAI & SPAI
scales were administered again. The assessment revealed maintenance of gains in terms
of reduced anxiety and fear symptoms with
State anxiety score: 38, Trait anxiety score: 39
and SPAI score: 77 (Figure 2).
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