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(cont.)

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page for details).

FORM 2.1. Intake Form

Patient’s name:                          Today’s date:  

Age:         Date of birth:             Sex: (Circle one) F M

Address:  

City:                            State:      Zip:  

Home telephone:                  Work telephone:  

Other telephone:  

Occupation:  

Employer:  

Education:  

Social Security #:  

Referred by:  

Next of kin:                        Telephone:  

Emergency contact (if different from above):

  Name:                        Telephone:  

Marital status: (Circle one) Single Married Separated Divorced Widowed Cohabiting

Spouse’s (partner’s) name:  

Spouse’s (partner’s) occupation:  

Children (names and ages):

  Name:                                Age:  

  Name:                                Age:  

  Name:                                Age:  

  Name:                                Age:  

Religious denomination (if any):  

Do you have insurance coverage? (Circle one) Yes No

Policy #:                    Percentage coverage per session:  %

Are you presently seeing another therapist? (Circle one) Yes No

If yes, then therapist’s name:  

Names of previous therapists, and dates seen: (Use back of form if necessary)

  Name:                      Dates:          to  

  Name:                      Dates:          to  



(cont.)

  Name:                      Dates:          to  

  Name:                      Dates:          to  

Are you currently taking, or have you ever taken, medications for a psychiatric problem? (Circle one) Yes No

If yes, please list the name, dosage, and dates of each medication: (Use back of form if necessary)

 

 

 

 

 

Please list the name, address, and telephone number of your prescribing psychiatrist:

Name:  

Address:  

City:                            State:     Zip:  

Office telephone:  

Have you ever been hospitalized for a psychiatric problem? (Circle one) Yes No

If yes, please list the hospital(s), date(s), and reason(s):

 

 

 

 

 

When was the last time you had a physical examination by a doctor, and what was the outcome?

 

 

 

Physician’s name:                    Office telephone:  

Are there any medical problems that have resulted in a significant impact on you? (Circle one) Yes No

If yes, please describe:

 

 

 

 

FORM 2.1. Intake Form (p. 2 of 9)



(cont.)

Are you currently taking any medications for medical problems? (Circle one) Yes No

If yes, please list the name and dosage of each medication: (Use back of form if necessary)

 

 

 

 

 

Please circle each problem below for which you would like help:

Anxiety Suicidality Anger Decision making

Depression Assertion Aggression Violence

Fear Loneliness Low energy Hopelessness

Headaches Irritable bowel Problem solving Work

Inactivity Shyness Social skills Friendships

Mood swings Impulsivity Meeting people Overweight

Regrets Sexual problems Insomnia Underweight

Self- esteem Physical complaints Self- criticism Agitation

Marital problems Difficulty controlling eating Procrastination Panic

Alcohol abuse Other substance abuse Conflict resolution Obsessive thoughts

Other (please specify):

 

 

 

 

 

Have you experienced any sources of stress in the past year? (Circle one) Yes No

If yes, please describe:

 

 

 

 

 

FORM 2.1. Intake Form (p. 3 of 9)



(cont.)

Have you ever experienced a trauma? (Circle one) Yes No

If yes, please describe:

 

 

 

 

 

Are there any situations or people you avoid because they make you feel anxious? (Circle one) Yes No

If yes, please describe:

 

 

 

 

 

Do you exercise? (Circle one) Yes No

If yes, please describe:

 

 

 

 

 

Do you consider your exercise excessive? (Circle one) Yes No

If yes, please describe:

 

 

 

 

What are your typical recreational activities?
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(cont.)

Please describe your eating habits:

 

 

 

 

 

How much coffee, tea, or other forms of caffeine do you consume daily?

 

 

 

 

 

Have you ever had a problem with eating disorders? (Circle one) Yes No

If yes, which disorder and when?

Overweight:  

Underweight:  

Anorexia:  

Bulimia:  

Other:  

Have you ever had, or do you have, a problem with substance abuse? (Circle one) Yes No

If yes, please indicate substance(s) (alcohol, medication, illicit drugs) and dates of use:

 

 

 

 

 

Have you ever had a period of 2 days or more when you experienced any of the following? (Circle each one that 
applies)

Decreased need for sleep Very talkative

Racing thoughts Unusually high self- esteem

Unusual desire to spend money Driving very fast

Easily distracted Very irritable or angry

FORM 2.1. Intake Form (p. 5 of 9)



(cont.)

Have you ever experienced any of the following? (Circle each one that applies)

Consuming more than five drinks in one day Feeling an overwhelming need to drink

Driving while intoxicated Not able to recall events the night after you drink

People close to you thinking you have a drinking 
problem

Drinking to reduce your anxiety

Is there anything else you would like your therapist to know about you?

 

 

 

 

 

Family History

mother: (Circle one) Living? Deceased? If deceased, year and cause of death:  

Marital status: (Circle one) Single Married Separated Divorced Widowed Cohabiting

Occupations: (List past and present)

 

 

 

 

 

Psychiatric problems? If so, please describe:

 

 

 

 

 

Substance abuse? If so, please describe:
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(cont.)

Father: (Circle one) Living? Deceased? If deceased, year and cause of death:   

Marital status: (Circle one) Single Married Separated Divorced Widowed Cohabiting

Occupations: (List past and present)

 

 

 

 

 

Psychiatric problems? If so, please describe:

 

 

 

 

 

Substance abuse? If so, please describe:

 

 

 

 

 

siblings: Names, ages, and occupations:

 

 

 

 

 

Psychiatric problems? If so, please describe:
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(cont.)

Substance abuse? If so, please describe:

 

 

 

 

 

other relatives: Any psychiatric history among your grandparents, aunts, or uncles? If so, please describe:

 

 

 

 

 

stepmother: (Circle one) Living? Deceased? If deceased, year and cause of death:  

Occupations: (List past and present)

 

 

 

 

 

Psychiatric problems? If so, please describe:

 

 

 

 

Substance abuse? If so, please describe:

 

 

 

 

stepfather: (Circle one) Living? Deceased? If deceased, year and cause of death:  

Occupations: (List past and present)

 

FORM 2.1. Intake Form (p. 8 of 9)



 

 

 

 

Psychiatric problems? If so, please describe:

 

 

 

 

Substance abuse? If so, please describe:

 

 

 

 

stepsiblings: Names, ages, and occupations:

 

 

 

 

 

Psychiatric problems? If so, please describe:

 

 

 

 

 

Substance abuse? If so, please describe:

 

 

 

 

 

FORM 2.1. Intake Form (p. 9 of 9)



Depression



FIGuRe 2.1. Diagnostic Flow Chart for Major Depression

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this mate-
rial is granted to purchasers of this book for personal use only (see copyright page for details).



TAbLe 2.5. General Plan of Treatment for Depression

Assessment••
Tests and clinical interviewing{{

Evaluation of suicidal risk{{

Consideration of medication{{

Socialization to treatment••
Establishing goals••
Behavioral activation and other behavioral interventions••
Cognitive interventions••
Inoculation against future depressive episodes••
Phasing out therapy••
Maintenance treatment••

 

Note. From Treatment Plans and Interventions for Depression and Anxiety Disor-
ders, Second Edition (The Guilford Press, 2012). Copyright by Robert L. Leahy, 
Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



 

TAbLe 2.15. Sample Symptoms for Major Depression

Affective Symptoms
Depressed mood
Irritable mood
Anhedonia
Low motivation

Vegetative Symptoms
Lack of interest in usual activities
Loss of appetite or increased appetite
Weight loss or gain
Insomnia or hypersomnia
Psychomotor agitation or retardation
Fatigue
Low energy

Cognitive Symptoms
Feelings of worthlessness
Excessive guilt
Rumination
Pessimism
Hopelessness
Impaired concentration
Difficulty making decisions

Other Symptoms
Suicidal ideation (specify whether plan is  

present and whether there have been prior 
attempts)

Thoughts of death
Specify how long symptoms have been present
Specify whether there have been prior depressive 

episodes

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



TAbLe 2.16. Sample Treatment Goals and Interventions for Depression

Treatment goals Interventions

Eliminating suicidal ideation Cognitive restructuring, removing access to means, setting 
up a contract to contact therapist, developing coping 
strategies for suicidal impulses; developing short-term and 
long-term goals

Reducing hopelessness Examining reasons for hopelessness, examining evidence 
for and against it, behavioral experiments, activity 
scheduling

Engaging in one rewarding activity/day Reward planning, activity scheduling, graded task 
assignment

Reducing negative automatic thoughts Cognitive restructuring, distraction

Sleeping 7–8 hours/night Relaxation, insomnia treatment plan

Reducing rumination Antirumination interventions, metacognitive therapy 
techniques

Engaging in one assertive behavior/day Assertion training

Increasing social contacts (three/week) Social skills training, reward planning, activity scheduling

Increasing self- reward for positive 
behaviors (one/day)

Reward planning, self- reward

Modifying maladaptive assumptions Cognitive restructuring, behavioral experiments

Modifying schema of worthlessness (or 
other schemas— specify)

Cognitive restructuring, developmental analysis, schema 
work, empty-chair technique, writing letters to origins of 
schemas, developing adaptive schemas

Eliminating impairment (specify— 
depending on impairments, this may be 
several goals)

Cognitive restructuring, problem- solving training, or other 
skills training (specify)

Eliminating most or all depressive 
symptoms (BDI-II < 10 for 1 month)

All of the above

Acquiring relapse prevention skills Reviewing and practicing techniques as necessary

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



TAbLe 2.17. Detailed Treatment Plan for Depression

Sessions 1–3
Assessment
Ascertain presenting problem
Inquire regarding all symptoms
Assess impairment in social, educational, and occupational functioning
Administer standard battery of intake measures (see Form 2.3)
Assess for cognitive, behavioral, and interpersonal deficits (Form 2.4)
Evaluate for comorbid conditions, especially substance abuse
Evaluate for suicidal risk (Form 2.5)
Assess need for medication

Socialization
Inform patient of diagnosis
Develop list of treatment goals
Explain cognitive- behavioral therapy
Provide patient with information handouts on depression (Form 2.7) and on cognitive- behavioral 

therapy in general (Form 10.1 in Chapter 10)
Assign Leahy’s (2010) Beat the Blues Before They Beat You: How to Overcome Depression

Behavioral Interventions
Identify behavioral targets (behavioral deficits and excesses)
Instruct patient in reward planning and activity scheduling
Encourage client to increase self- reward
Encourage patient to decrease rumination time and passive/socially isolating behavior
Evaluate need for patient to modify personal hygiene, grooming, diet, bingeing, etc.
Evaluate/treat insomnia (provide patient with handout—Form 2.11)

Cognitive Interventions
Train patient in relationship between automatic thoughts and feelings
Train patient in categorizing distorted automatic thoughts (see Form 10.2)
Elicit and challenge automatic thoughts in session
Evaluate reasons for and challenge hopelessness
Establish no- suicide contract (Form 2.6)
Challenge antipleasure thoughts

Medication
Consider medication
Evaluate side effects
Evaluate need to increase dosage

Homework
Have patient continue reading Leahy (2010), record thoughts and moods, categorize automatic 

thoughts, begin self- directed reward planning and activity scheduling, increase self- reward, assign 
worry or rumination time, and use graded task assignment

Sessions 4–6
Assessment
Evaluate homework
Evaluate depression (QIDS-SR16, BDI-II) and anxiety (BAI)

(cont.) 



TAbLe 2.17 (cont.)

Evaluate suicidality
Evaluate any side effects from medication

Behavioral Interventions
Teach and practice assertion skills in session
Encourage patient to increase rewarding behavior toward others
Encourage patient to increase positive social contacts— initiating contact, building support network
Evaluate self- reward
Introduce problem- solving skills

Cognitive Interventions
Identify specific targets: hopelessness, helplessness, indecision, self- criticism, rumination, lack of energy, 

lack of pleasure
Have patient use Patient’s Daily Record of Dysfunctional Automatic Thoughts (Form 2.10)
Use specific cognitive techniques to help patient challenge negative automatic thoughts (see Chapter 10 

and Appendix B)
Identify and challenge underlying maladaptive assumptions (again, see Chapter 10 and Appendix B)

Medication
Evaluate side effects
Evaluate need to increase dosage
If no improvement, either increase dosage, add another medication, or change class of medication 

(consider the need to taper or discontinue one class of medication when adding another class of 
medication)

Homework
Have patient use Form 2.10; assign specific cognitive techniques for challenging automatic thoughts and 

assumptions; continue with graded task assignment, social skills training, reward planning, activity 
scheduling, problem solving

Sessions 7–10

Assessment
As in Sessions 4–6

Behavioral Interventions
Continue to teach and practice problem- solving skills
Train patient in communication skills (active listening, editing communication, empathy)
Continue graded task assignment
Continue assertion and social skills training

Cognitive Interventions
Identify and challenge automatic thoughts that are particularly difficult for patient
Continue identifying and challenging underlying assumptions
Begin to examine personal schemas

Medication
As in Sessions 4–6

Homework
Have patient practice using various techniques to challenge assumptions and schemas; continue graded 

task assignment, assertiveness, self- reward; and continue practicing communication and problem-
 solving skills 



TAbLe 2.17 (cont.)

Sessions 11–14
Assessment
As in Sessions 4–6

Behavioral Interventions
Continue to teach and practice problem- solving skills
Continue to train patient in communication skills (active listening, editing communication, empathy)
Continue graded task assignment
Continue assertion and social skills training

Cognitive Interventions
Continue identifying and challenging difficult automatic thoughts and assumptions
Review old automatic thoughts (from previous sessions) and see if they still make sense to patient
Examine origins of schemas and evaluate how schemas have affected important experiences throughout 

life
Use empty-chair role plays to challenge negative schemas and people who have been the sources of 

negative schemas
Help patient develop more realistic assumptions and schemas
Help patient develop positive self- statements and “bill of rights”

Medication
As in Sessions 4–6

Homework
Have patient continue identifying and challenging automatic thoughts, assumptions, and schemas; 

develop list of new, adaptive assumptions and schemas; write out “bill of rights”; continue graded task 
assignment, assertiveness, and self- reward; and continue practicing communication and problem-
 solving skills

Sessions 15–18
Assessment
As in Sessions 4–6

Behavioral Interventions
Continue to teach and practice problem- solving skills
Continue graded task assignment
Continue assertion and social skills training

Cognitive Interventions
Help patient continue to develop more realistic assumptions and schemas
Help patient continue work on positive self- statements and “bill of rights”
Review old automatic thoughts (from previous sessions and from homework assignments) and continue 

challenging them
Plan phase-out of therapy
Have patient identify which interventions were helpful and which were not
Have patient examine previous episodes of depression and describe how he or she will handle depression 

in the future
Use mindfulness-based cognitive therapy (MBCT)
Emphasize antirumination treatment
Consider maintenance medication

(cont.) 



TAbLe 2.17 (cont.)

Homework
Develop plans for how problems can be handled in future
Have patient assign own homework
Have patient indicate which problems he or she will work on once therapy ends 

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



FORM 2.2. quick Inventory of Depressive Symptomatology— 
Self- Report (qIDS-SR16)

Patient’s name:                          Today’s date:  

Please check the one response to each item that best describes you for the past 7 days.

 1. Falling asleep:

I never take longer than 30 minutes to fall asleep•�
I take at least 30 minutes to fall asleep, less than half the time•�
I take at least 30 minutes to fall asleep, more than half the time•�
I take at least 60 minutes to fall asleep, more than half the time•�

 2. sleep During the Night:

I do not wake up at night•�
I have a restless, light sleep with a few brief awakenings each night•�
I wake up at least once a night, but I go back to sleep easily•�
I awaken more than once a night and stay awake for 20 minutes or more, more than half the time•�

 3. Waking Up too Early:

Most of the time, I awaken no more than 30 minutes before I need to get up•�
More than half the time, I awaken more than 30 minutes before I need to get up•�
I almost always awaken at least 1 hour or so before I need to, but I go back to sleep eventually•�
I awaken at least 1 hour before I need to, and can’t go back to sleep•�

 4. sleeping too much:

I sleep no longer than 7–8 hours/night, without napping during the day•�
I sleep no longer than 10 hours in a 24-hour period, including naps•�
I sleep no longer than 12 hours in a 24-hour period, including naps•�
I sleep longer than 12 hours in a 24-hour period, including naps•�

 5. Feeling sad:

I do not feel sad•�
I feel sad less than half the time•�
I feel sad more than half the time•�
I feel sad nearly all the time•�

(cont.)

From Rush et al. (2003). The QIDS-SR16 may be used without permission. Reprinted in Treatment Plans and Interventions for Depression 
and Anxiety Disorders, Second Edition (The Guilford Press, 2012).



(cont.)

 6. Decreased appetite:

My usual appetite has not decreased•�
I eat somewhat less often or lesser amounts of food than usual•�
I eat much less than usual and only with personal effort•�
I rarely eat within a 24-hour period, and only with extreme personal effort or when others persuade me •�
to eat

 7. increased appetite:

My usual appetite has not increased•�
I feel a need to eat more frequently than usual•�
I regularly eat more often and/or greater amounts of food than usual•�
I feel driven to overeat both at mealtime and between meals•�

 8. Decreased Weight (Within the last 2 Weeks):

My weight has not decreased•�
I feel as if I’ve had a slight weight loss•�
I have lost 2 pounds or more•�
I have lost 5 pounds or more•�

 9. increased Weight (Within the last 2 Weeks):

My weight has not increased•�
I feel as if I’ve had a slight weight gain•�
I have gained 2 pounds or more•�
I have gained 5 pounds or more•�

10. Concentration/Decision making:

There is no change in my usual capacity to concentrate or make decisions•�
I occasionally feel indecisive or find that my attention wanders•�
Most of the time, I struggle to focus my attention or to make decisions•�
I cannot concentrate well enough to read or cannot make even minor decisions•�

11. View of myself:

I see myself as equally worthwhile and deserving as other people•�
I am more self- blaming than usual•�
I largely believe that I cause problems for others•�
I think almost constantly about major and minor defects in myself•�

FORM 2.2. qIDS-SR16 (p. 2 of 3)



12. thoughts of Death or suicide:

I do not think of suicide or death•�
I feel that life is empty or wonder if it’s worth living•�
I think of suicide or death several times a week for several minutes•�
I think or suicide or death several times a day in some detail, or have actually tried to take my life•�

13. General interest:

There is no change from usual in how interested I am in other people or activities•�
I notice that I am less interested in people or activities•�
I find I have interest in only one or two of my formerly pursued activities•�
I have virtually no interest in formerly pursued activities•�

14. Energy level:

There is no change in my usual level of energy•�
I get tired more easily than usual•�
I have to make a big effort to start or finish my usual daily activities (for example, shopping, homework, •�
cooking, or going to work)

I really cannot carry out most of my usual daily activities because I just don’t have the energy•�

15. Feeling slowed Down:

I think, speak, and move at my usual rate of speed•�
I find that my thinking is slowed down or my voice sounds dull or flat•�
It takes me several seconds to respond to most questions, and I’m sure my thinking is slowed•�
I am often unable to respond to questions without extreme effort•�

16. Feeling restless:

I do not feel restless•�
I’m often fidgety, wringing my hands, or need to shift how I am sitting•�
I have impulses to move about and am quite restless•�
At times, I am unable to stay seated and need to pace around•�

Total scores can range from 0 to 27. The key to scoring the QIDS-SR16 is as follows:

Enter the highest score on any one of the four sleep items (items 1–4).••
Enter score on item 5.••
Enter the highest score on any one of the four weight- related items (items 6–9).••
Enter sum of scores for items 10–14.••
Enter the highest score on either of the two psychomotor items (15 and 16).••
Sum the item scores for a total score.••

Severity ranges on the QIDS-SR16 are the following: mild depression (6–10), moderate (11–15), severe (16–20), 
very severe (21–27).
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FORM 2.3. evaluation of Depression: Test Scores, Substance use, 
History, and Recommendations

Patient’s name:                           Today’s date:  

Therapist’s name:                           Sessions completed:  

Test data/scores

Beck Depression Inventory–II (BDI-II)    Beck Anxiety Inventory (BAI)    

Global Assessment of Functioning (GAF)    Beck Hopelessness Scale    

Quick Inventory of Depressive Symptomatology—Self- Report (QIDS-SR16)    

Dyadic Adjustment Scale (DAS)    

Elevations on Millon Clinical Multiaxial Inventory–III (MCMI-III):  

 

Other questionnaires (specify):  

 

Substance use

Current use of psychiatric medications (include dosage):  

 

 

Who prescribes?  

 

Past medications (include dosage):  

 

 

Use of alcohol/other drugs (kind and amount):  

 

 

Past substance abuse:  

 

 



History (intake only)

Previous episodes of depression:

Onset Duration Precipitating events Treatment

Previous manic/hypomanic episodes (if any):

Onset Duration Precipitating events Treatment

Suicidal intent:   None   Weak   Moderate   Strong

Recommendations

Medication evaluation or reevaluation:

Increased intensity of services:

Behavioral interventions:

Cognitive interventions:

Interpersonal interventions:

Marital/couple therapy:

Other:
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FORM 2.4. Cognitive, behavioral, and Interpersonal Assessment 
of Depression

Patient’s name:                           Today’s date:  

CoGNitiVE assEssmENt

Describe a situation in which you feel sad or depressed:  

 

 

 

Complete the following sentence: “I would feel sad because I am thinking . . . ”:  

 

 

 

 

“And this would bother me because it would mean . . . ”:  

 

“I would feel less depressed if . . . ”:  

 

Typical distorted automatic thoughts of this patient:

Mind reading:

Fortunetelling:

Catastrophizing:

Labeling:

Discounting positives:

Negative filtering:

Overgeneralizing:

Dichotomous thinking:

Personalizing:

Blaming:



(cont.)

Unfair comparisons:

Regret orientation:

What if?:

Emotional reasoning:

Inability to disconfirm:

Judgment focus:

Low frustration tolerance:

Underlying maladaptive assumptions of this patient:

Underlying negative schemas (specify):

Hypothesized earlier childhood or life events:

Compensatory strategies:

Avoidant strategies:
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BEHaVioral assEssmENt

People mean different things when they talk about depression. When you feel sad or you are feeling down, 
what are you typically doing?

Are there situations that you avoid when you are depressed?

What are some things that you try to do to become less depressed?

Do you find yourself getting stuck on negative thoughts that keep going through your mind?

What do you do to cope with those thoughts and feelings?

Specify examples of each that apply, indicating, if possible, frequency, duration, intensity, and situational 
determinants:

Low level of behavior:

Withdrawal from others:

Rumination:
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Social skill deficits:

Inadequate self- reward:

Inadequate reward in environment:

Exposure to aversive situations:

Inadequate challenge and novelty:

Poor problem- solving ability:

Lack of resources (e.g., financial):

Loss of past rewarding activities:

iNtErpErsoNal assEssmENt

Specify examples of each that apply:

Frequent arguments:

Loss of relationships:

Lack of assertion:

Not rewarding to others:

Punitive to others:

Frequent complaining:

Rejects support from others:

Few contacts with others:

Deficient or inappropriate appearance/grooming:
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FORM 2.5. evaluation of Suicidal Risk

Patient’s name:                           Today’s date:  

Therapist’s name:  

Evaluate for current suicidal ideation and behavior and for any past incidence of suicidal plans, intentions, or 
behavior.

Question Current past

Do you have any thoughts 
of harming yourself? [If yes:] 
Describe.

Have you ever felt indifferent about 
whether something dangerous 
would happen to you and you took 
a lot of risk—like you really didn’t 
care if you died or hurt yourself? [If 
yes:] Describe.

Have you ever threatened that 
you would hurt yourself? [If yes:] 
Whom did you say this to? Why?

Have you ever tried to hurt yourself 
on purpose? [If no, go on to p. 3 
of form]

Exactly what did you do to try to 
hurt yourself?

How many times have you tried 
this? When? Describe.

Did you tell anyone before or after 
your attempt? Had you threatened 
to hurt yourself or talked about it 
before? [If yes:] Describe.



(cont.)

Question Current past

Had you planned to hurt yourself, 
or was it spontaneous?

What was your state of mind when 
you attempted to hurt yourself? 
Were you depressed, spaced 
out, anxious, relieved, angry, 
excited? Were you using alcohol, 
medication, other drugs?

Did you call someone at that 
time, or were you discovered by 
someone? What happened? 

Did you go to a doctor or to the 
hospital? [If yes:] Which doctor/
hospital? [Obtain release of 
information.] 

Did you feel glad that you were 
alive? Embarrassed? Guilty? Sorry 
you didn’t kill yourself? 

Did you want to hurt yourself soon 
after your attempt? 
 

Was there any event that triggered 
your attempt? [If yes:] Describe. [If 
no, go to next page of form] 

What were you thinking after this 
event that made you want to hurt 
yourself? 
 

If something like that happened 
again, how would you handle it? 
 
 

FORM 2.5. evaluation of Suicidal Risk (p. 2 of 5)
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Question Current past

Has any family member or close 
friend ever hurt him or herself? 
 

How would you describe your 
current [past] desire to live? None, 
weak, moderate, or strong? 

How would you describe your 
current [past] desire to die? None, 
weak, moderate, or strong? 

[If current or past desire to die:] 
What would be the reason for 
wanting to die or harm yourself? 
Hopelessness, depression, revenge, 
getting rid of anxiety, being with 
a lost loved one again, other 
reasons?

[If current or past desire to die:] 
Have you ever planned to hurt 
yourself? What was that plan? Why 
did you [did you not] carry it out? 
 

Are there any reasons why you 
would not harm yourself? Explain. 
 
 

Do you have more reasons to live 
than reasons to die? 
 

[If not:] What would have to 
change so that you would want to 
live more? 
 
 

Do you own a weapon? 
 
 

FORM 2.5. evaluation of Suicidal Risk (p. 3 of 5)



(cont.)

Question Current past

Do you live on a high floor or near 
a high bridge?

Are you saving medications for a 
future attempt to hurt yourself?

Do you drive excessively fast? 

Do you ever space out, not 
knowing what is going on around 
you? [If yes:] Describe. 
 
 

Do you drink more than three 
glasses of liquor or beer a day? Do 
you use any medications? Other 
drugs? Do these substances affect 
your mood? [If yes:] How? 

Have you written a suicide note? 
Have you recently written out a 
will?  

Do you feel there is any hope that 
things can get better? 

What are the reasons why things 
could be hopeful? 
 
 
 

Why would things seem hopeless? 
 
 
 

Would you be willing to promise 
me that you would not do anything 
to harm yourself until you have 
called me and spoken with me? 
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Question Current past

Is your promise a solemn promise 
that I can rely on, or do you have 
doubts about whether you can 
keep this promise? [If doubts:] 
What are these doubts? 

Can I speak with [loved ones or 
a close friend] to be sure that we 
have all the support that we need?

[Does this patient need to be 
hospitalized? Increase frequency of 
treatment contact and level or type 
of medication? ECT?] 

Therapist: Summarize dates, precipitating factors, and nature of the patient’s previous suicide attempts, if any:
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FORM 2.6. no- Suicide Contract

I,   [patient’s name], agree to contact my therapist and speak with him or her rather than cause any 
physical harm to myself or commit suicide. If there is an emergency and I am not able to contact my therapist or 
his or her colleagues, I promise that I will call 911 and/or go to the emergency room for evaluation and help.

Patient’s name:                           Today’s date:  

Signature:  

Name of witness:  

Signature:  
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FORM 2.7. Information for Patients about Depression

WHat is DEprEssioN?

Many of us have changes in mood, and sometimes we need help. But sometimes we can get stuck in a “down” 
mood and need help. Depression has a variety of symptoms, such as loss of energy, loss of interest in activities 
and in life, sadness, loss of appetite and weight, difficulty concentrating, self- criticism, feelings of hopelessness, 
physical complaints, withdrawal from other people, irritability, difficulty making decisions, and suicidal thinking. 
Many depressed people feel anxious as well. They often feel worried, nauseated, or dizzy, and sometimes have 
hot and cold flashes, blurred vision, racing heartbeat, and sweating.

Clinical depression varies from mild to severe. For example, some people complain of a few symptoms that 
occur some of the time. Other people, suffering from severe depression, may complain of a large number of 
symptoms that are frequent, long- lasting, and quite disturbing.

Clinical depression is not the same as grieving after the loss of a loved one through death, separation, or 
divorce. Feelings of sadness, emptiness, low energy, and lack of interest are normal during grief; anger and 
anxiety can also be part of the normal grief process. Clinical depression differs from normal grief, however, in 
that clinical depression sometimes may occur without a significant loss. In addition, depression may last longer 
than grief and includes feelings of self- criticism, hopelessness, and despair.

It would be an unusual person who said that he or she never felt “depressed.” Mood fluctuations are 
normal and help inform us that something is missing in our lives and that we should consider changing 
things. But clinical depression is worse than simple fluctuations in mood. Because there are various degrees of 
depression, the severely depressed patient may wish to consider a number of treatments in combination.

WHo GEts DEprEssED?

Depression is not something that happens to people who are “unusual” or “crazy.” It is everywhere. Along with 
anxiety (which occurs more frequently than depression), it is the common cold of emotional problems. During 
any given year, a large number of people will suffer from major depression: 25% of women and 12% of men 
will suffer a major depressive episode during their lifetime. The chances of recurrence of another episode after 
the initial episode are high. Fortunately, there are highly effective treatments that can significantly reduce the 
likelihood of a relapse.

The reason for the sex difference in prevalence of depression is not entirely clear. Possible reasons may be 
that women are more willing to acknowledge feelings of sadness and self- criticism openly, whereas men may 
“mask” or hide their depression behind other problems, such as alcohol and drug abuse. In addition, women 
are often taught from an early age to be helpless and dependent. Women may also control fewer sources of 
rewards than men do, and their achievements may be more often discounted.

WHat arE tHE CaUsEs oF DEprEssioN?

There is no one cause of depression. We view depression as “multidetermined”—that is, a number of different 
factors can cause it. These factors can be biochemical, interpersonal, behavioral, or cognitive. Depression may be 
caused in some people by factors in one of these areas, but it is just as likely to be caused by a combination of 
factors from all these areas. Biochemical factors can include your family’s genetic predisposition and your current 
brain chemistry. Conflicts and losses in interpersonal relationships can be factors in causing depression, as can 



(cont.)

behavioral factors, such as increases in stress and decreases in positive, enjoyable experiences. Cognitive factors 
include various distorted and maladaptive ways of thinking. Let us look at the behavioral and cognitive factors in 
a little more detail.

HoW DoEs BEHaVior aFFECt DEprEssioN?

The following is a more specific list of behavioral factors involved in depression.

1. loss of rewards. Have you experienced significant losses in your life recently—for example, loss of work, 
friendships, or intimacy? There is considerable research evidence that people who suffer significant life stresses 
are more likely to become depressed— especially if they lack or do not use appropriate coping skills.

2. Decrease of rewarding behavior. Are you engaged in fewer activities that were rewarding for you 
in the past? Depression is characterized by inactivity and withdrawal. For example, depressed people report 
spending a lot of time in passive and unrewarding behaviors, such as watching television, lying in bed, brooding 
over problems, and complaining to friends. They spend less time engaged in challenging and rewarding 
behaviors, such as positive social interactions, exercise, recreation, learning, and productive work.

3. lack of self- reward. Many depressed people fail to reward themselves for positive behavior. For 
example, they seldom praise themselves, or they are hesitant to spend money on themselves. Many times 
depressed people think that they are so unworthy that they should never praise themselves. Some depressed 
people think that if they praise themselves, they will become lazy and settle for less.

4. Not using skills. Are there any social skills or problem- solving skills that you are not using? Depressed 
people may have difficulty asserting themselves, maintaining friendships, or solving problems with their spouses, 
friends, or work colleagues. Because they either lack these skills or do not use the skills they have, they have 
greater interpersonal conflict and fewer opportunities to make rewarding things happen for them.

5. New demands. Are there new demands for which you feel ill prepared? Moving to a new city, starting 
a new job, becoming a parent, or ending a relationship and trying to find new friends can cause significant 
stress for many people.

6. Being in a situation where you feel helpless. Depression may result from continuing to stay in a 
situation in which you cannot control rewards and punishments. You feel sad or tired, lose interest, and feel 
hopeless because you believe that no matter what you do, you cannot make things better. Unrewarding jobs or 
dead-end relationships can lead to these feelings.

7. Being in a situation of continual punishment. This is a special kind of helplessness: Not only are you 
unable to get rewards, but you find yourself criticized by others and rejected. For example, many depressed 
people may spend time with people who criticize them or hurt them in various ways.

8. avoidance and passivity. You may tend to avoid difficult or unpleasant experiences or feelings. This 
leads to fewer rewards and a greater sense of helplessness.

Although each of the factors of stress and loss described above may make you prone to depression, they 
do not necessarily have to result in depression. (For instance, a person may experience a loss but deal with it 
by increasing rewarding behaviors, learning new skills, redirecting attention and energy toward new goals, 
and using self- assertion.) Certain ways of thinking can increase your chances of becoming depressed, however. 
You are more likely to become depressed if you think that you are entirely to blame, that nothing can change, 
and that you should be perfect at everything. These interpretations of stress and loss are the “cognitions” 
or thoughts that you have about yourself and your environment. Cognitive therapy is specifically focused at 
identifying, testing, challenging, and changing these excessively negative views of life.

FORM 2.7. Depression (p. 2 of 4)
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HoW DoEs tHiNkiNG aFFECt DEprEssioN?

Certain ways you think (your cognitions) can cause depression. Some of these are described below:

1. Dysfunctional automatic thoughts. These are thoughts that come spontaneously and seem plausible; 
however, they reflect distorted perceptions and are associated with negative feelings such as sadness, anxiety, 
anger, and hopelessness. Examples of some types of these thoughts are the following:

mind reading: “He thinks I’m a loser.”
labeling: “I’m a failure,” “He’s a jerk.”
Fortunetelling: “I’ll get rejected,” “I’ll make a fool of myself.”
Catastrophizing: “It’s awful if I get rejected,” “I can’t stand being anxious.”
Dichotomous (all-or- nothing) thinking: “I fail at everything,” “I don’t enjoy anything,” “Nothing works 

out for me.”
Discounting positives: “That doesn’t count because anyone could do that.”

2. maladaptive assumptions. These include ideas about what you think you should be doing. They are 
the rules by which depressed people think they have to live. Examples include the following:

“I should get the approval of everyone.”
“If someone doesn’t like me, that means I’m unlovable.”
“I can never be happy doing things on my own.”
“If I fail at something, then I’m a failure.”
“I should criticize myself for my failures.”
“If I’ve had a problem for a long time, then I can’t change.”
“I shouldn’t be depressed.”

3. Negative self- concepts. People who are depressed often focus on their shortcomings, exaggerate 
them, and minimize any positive qualities they may have. They may see themselves as unlovable, ugly, stupid, 
weak, or even evil.

4. Negative preoccupation with thinking. Many people get stuck on their negative thoughts and 
feelings, leading to greater passivity and avoidance.

WHat is CoGNitiVE- BEHaVioral trEatmENt oF DEprEssioN?

The cognitive- behavioral treatment of depression is a highly structured, practical, and effective intervention for 
patients suffering from depression. This type of therapy treats depression by identifying and addressing the 
behaviors and thinking patterns that cause and maintain depression. This therapy focuses on your present, here-
and-now thoughts and behaviors. You and your therapist will look at how actions, or lack of actions, contribute 
to your feeling bad or good. There are actions you can take to start feeling better. You and your therapist will 
also look at the negative and unrealistic ways of thinking that may make you feel depressed. Therapy can give 
you the tools to think more realistically and feel better.

In cognitive- behavioral therapy, you and your therapist will first identify your symptoms and how mild 
or severe they are. You will be asked to fill out forms or standardized questionnaires that can scientifically 
measure your symptoms. These may include the Beck Depression Inventory–II, the Quick Inventory of Depressive 
Symptomatology—Self- Report, the Global Assessment of Functioning, or other questionnaires. In the initial 
meetings, you will be asked to select goals you wish to attain—such as increasing self- esteem, improving 
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communication, reducing shyness, or decreasing hopelessness and loneliness. You and your therapist will 
monitor your progress in therapy by referring to your initial measures of symptoms and your movement toward 
the goals that you establish.

HoW EFFECtiVE is CoGNitiVE- BEHaVioral tHErapy For DEprEssioN?

Numerous research studies conducted at major universities throughout the world have consistently 
demonstrated that cognitive- behavioral therapy is as effective as antidepressant medication in the treatment 
of major depression. Moreover, most patients in cognitive- behavioral therapy maintain their improved mood 
when checked 2 years after ending therapy. In cognitive- behavioral therapy, we hope not only to reduce your 
symptoms, but to help you learn how to keep those symptoms from coming back.

arE mEDiCatioNs UsEFUl?

Various medications have been found to be effective in the treatment of depression. It takes 2 to 4 weeks for 
you to build up a therapeutic level of the medication in your system. Some medications may have negative side 
effects. Some of these side effects may be temporary and decrease over time, or they may be handled with 
combinations of other medications.

WHat is ExpECtED oF yoU as a patiENt?

Cognitive- behavioral treatment of depression requires your active participation. During the initial phase of 
therapy, your therapist may request that you come to therapy twice per week until your depression has 
decreased. You will be asked to fill out forms evaluating your depression, anxiety, and other problems, and 
to read materials specifically addressing the treatment of depression. In addition, your therapist may ask you 
at later points, or on a weekly basis, to fill out forms evaluating your depression and other problems that are 
the focus of therapy. Your therapist may also give you homework exercises to assist you in modifying your 
behavior, your thoughts, and your relationships. Although many patients suffering from depression feel hopeless 
about improvement, there is an excellent chance that your depression may be substantially reduced with this 
treatment.
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FORM 2.8. Patient’s Weekly Activity Schedule

Patient’s name:                           Today’s date:  

For each hour of the week, fill in what you actually did and ratings for how much pleasure and mastery you actually experienced. To rate pleasure, use a 
scale where 0 = “no pleasure” and 10 = “the most pleasure you can imagine,” with 5 indicating a moderate amount of pleasure. For example, fill in “talked 
with friend, 6” in the box for Tuesday at 10 a.m. if you rate yourself as experiencing that amount of pleasure from talking with a friend at that day and 
hour. To rate mastery (the feeling of effectiveness or accomplishment you get from an activity), use a similar 0–10 scale, and write the rating as the second 
number after the activity (e.g., “talked with friend, 6/5”).

Hour monday tuesday Wednesday thursday Friday saturday sunday

6 a.m.

7 

8

9

10

(cont.)
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12 
noon

1 p.m.

2

3

4

5

6
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Hour monday tuesday Wednesday thursday Friday saturday sunday

7

8

9

10

11

12 
midnight

1–6 a.m.
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FORM 2.9. Patient’s Weekly Planning Schedule: Predicting Pleasure and Mastery

Patient’s name:                           Date:  

For each hour of the week, fill in what you plan to do and how much pleasure and mastery you think you will experience. To rate pleasure, use a scale 
where 0 = “no pleasure” and 10 = “the most pleasure you can imagine,” with 5 indicating a moderate amount of pleasure. For example, if you predict that 
you will derive a pleasure rating of 6 if you exercise at 8 a.m. on monday, then write “exercise, 6” in the box for monday at 8 a.m. To rate mastery (the 
feeling of effectiveness or accomplishment you get from an activity), use a similar 0–10 scale, and write the rating as the second number after the activity 
(e.g., “exercise, 6/8”).

Hour monday tuesday Wednesday thursday Friday saturday sunday

6 a.m.

7 

8

9

10
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2

3

4

5
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Hour monday tuesday Wednesday thursday Friday saturday sunday

7

8

9

10
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FORM 2.10. Patient’s Daily Record of Dysfunctional Automatic Thoughts

Patient’s name:                           Date:  

time

situation: Specify what 
happened, where, and 
who was involved.

Emotions: 
Specify emotion 
and rate its 
intensity 
(0–100%).

automatic thoughts: Write 
automatic thoughts that 
preceded emotions; rate each 
for confidence in accuracy 
(0–100%).

rational response: Write 
rational responses to 
automatic thoughts; rate each 
for confidence in accuracy 
(0–100%).

outcome: Now rate present 
confidence in accuracy of original 
thought, and present intensity of 
emotion (0–100%).

Thought Emotion
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FORM 2.11. Information for Patients about Insomnia

One of the most troubling consequences of anxiety and depression is insomnia. Some people experience difficulty 
falling asleep (“onset insomnia,” which is usually linked to anxiety), while others tend to wake prematurely 
(“early- morning insomnia,” linked to both anxiety and depression). Usually when anxiety and depression lift 
as a result of treatment, insomnia decreases and sleep becomes more restful. However, several cognitive-
 behavioral interventions may be used to address your insomnia directly. This handout will outline some of these 
interventions. However, before undertaking any of them, you should record some baseline information concerning 
your sleep patterns. You can then compare any changes in these patterns with the baseline measures.

An issue to be addressed at the outset is sleep medication. In general, your sleep problems are related 
to how various factors affect your “circadian rhythms.” These are the daily hormonal changes that influence 
when you feel sleepy and when you feel awake. It’s important to let those natural rhythms assert themselves. 
Therefore, in order for the cognitive- behavioral approach to have its proper effect, you may want to consider 
getting get off whatever sleeping pills you may be taking. Sleeping pills artificially alter your circadian rhythms; 
they will interfere with the techniques outlined here. Actually, research shows that cognitive- behavioral therapy 
is far more effective than sleeping pills in reversing insomnia. (Pills rarely work other than in the short term.) 
Before you make any changes in medication, consult your physician.

It takes a certain amount of time for progress to be felt— perhaps weeks. Because your disturbed sleep 
patterns have taken a long time to learn, it may take you a while to unlearn them. Do not expect immediate 
results.

HoW to oVErComE yoUr iNsomNia

 1. Develop regular sleep times. Try to arrange your life so that you go to bed and get up at about the same 
times. This may mean sometimes retiring or rising regardless of how tired you are.

 2. avoid naps. Naps may feel good and make you feel as if you’re catching up on sleep, but they can throw 
off your circadian rhythms. You need to retrain your brain to fall asleep and wake up at certain consistent 
times. So eliminate naps.

 3. Use the bed only for sleep (or sex). Insomnia is often stimulated by increased arousal just before 
bedtime or while you are lying in bed awake. Many people with insomnia use their beds for reading, 
watching television, phone calls, or just plain worrying. As a result, the bed becomes associated with 
arousal and anxiety. It’s important that the bed be used only for sleep (or sex). Read or talk on the phone in 
another room. Discourage friends from calling after you are in bed.

 4. avoid anxiety arousal during the hour before bedtime. Avoid arguments and challenging tasks before 
you go to bed. You don’t want to be revved up. Have a wind-down time for the hour before bed. Do 
something relaxing or boring. Don’t exercise before going to bed.

 5. Get your “worry time” and “to do lists” over with earlier. Most insomnia is due to excessive mental 
activity. You are simply thinking too much before you go to bed. You may be lying in bed thinking about 
what you have to do tomorrow. Or you may be thinking about what happened today. This is too much 
thinking. Set aside a worry time 3 hours or more before you go to bed. Write out your worries; ask yourself 
if there is some productive action you need to take; make up a to-do list; plan what you will do tomorrow 
or this week; accept some limitations (you won’t get everything done, it will be imperfect); and accept some 
uncertainty. If you are lying in bed at night worrying about something, get out of bed, write down the 
worry, and set it aside for tomorrow morning. You don’t need to know the answer right now.

(cont.)

Adapted from Leahy (2009). Copyright 2009 by Robert L. Leahy. Adapted by permission in Treatment Plans and Interventions for 
Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, 
and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to purchasers of this book for personal use 
only (see copyright page of book for details).
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 6. Discharge your feelings. Sometimes insomnia is due to harboring emotions and feelings that are 
bothering you. It is useful to set aside “feeling time” several hours before you go to bed and write out your 
feelings—for example, “I was really anxious and angry when Bill said that to me,” or “I really got depressed 
after I had lunch with Joan.” Try to mention as many feelings as you can in your writing. Try to make sense 
of your feelings. Have compassion for yourself, validate your right to have feelings, and recognize that it is 
OK to feel anxious or depressed some of the time. Then set this aside. Do this 3 hours or more before you 
go to bed.

 7. reduce or eliminate intake of liquids and some foods in the evening. Sleep is often disturbed by 
urinary or digestive urgency. Avoid liquids in general (especially alcohol), caffeine products, heavy foods, 
fats, and sugar in the evening. If necessary, consult a nutritionist to plan a diet that encourages sound sleep.

 8. Get out of bed if you’re not sleeping. If you are lying awake at night for more than 15 minutes, get 
up and go in the other room. Write down your negative thoughts and challenge them. Typical negative 
automatic thoughts are “I’ll never get to sleep,” “If I don’t get enough sleep, I won’t be able to function,” 
“I need to get to sleep immediately,” and “I’ll get sick from not getting enough sleep.” The most likely 
consequence of not getting enough sleep is that you will feel tired and irritable. Although these are 
uncomfortable inconveniences, they are not catastrophic.

 9. Don’t try to force yourself to fall asleep. This will only increase your frustration, and in turn will increase 
your depression or anxiety. A more effective attitude is to let go of the attempt to fall asleep. Paradoxically, 
a very effective way of increasing sleep is to practice giving up trying to fall asleep. You can say to yourself, 
“I’ll give up trying to get to sleep and just concentrate on some relaxing feelings in my body.”

10. practice repeating your depressed or anxious thoughts. Like any feared situation or thought, if you 
repeat it long enough, it becomes boring. You can practice this thought slowly: Stand back in your mind 
as if you are just “observing the thought,” and repeat it slowly and silently in your mind hundreds of times. 
Imagine that you are almost a zombie repeating this thought. Don’t try to reassure yourself; just stay with 
the thought and go slowly.

11. Eliminate safety behaviors. To combat your sleep anxiety, you may have been resorting to superstitious 
behaviors, such as checking the clock, counting, keeping your body motionless, or repeating injunctions to 
yourself like “Stop worrying.” Try and become aware of these, and give them up. You can, for example, turn 
the clock away from your bed. Or you can just allow whatever comes into your mind to be there, without 
trying to control it.

12. Challenge your negative thoughts. The whole process of going to sleep is complicated by the fact that 
your mind develops a whole range of negative thoughts about it. These thoughts then prevent you from 
sleeping. If you question their validity, they will have less power to cause you anxiety. Here are some typical 
negative thoughts of people with insomnia, together with what a reasonable response to each one might 
look like:

Negative thought: “I’ve got to fall asleep right now, or I won’t be able to function tomorrow.”

Rational response: “Actually, there’s no urgency. You’ve done without sleep before. You’ll be a little tired, which 
is uncomfortable and inconvenient, but hardly the end of the world.”

Negative thought: “It isn’t normal to have this kind of insomnia. It means there’s something wrong with me.”

Rational response: “Unfortunately, insomnia is quite common. Almost everyone experiences it sometimes. No 
one will think less of you for having it.”
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Negative thought: “I could will myself to go to sleep if I tried hard enough.”

Rational response: “Trying to force yourself to sleep never works. It increases anxiety, which only fuels your 
insomnia. It’s better to let go of the attempt, and give in to not sleeping. Then you can relax a little.”

Negative thought: “I need to remember all the things I’m lying awake thinking about.”

Rational response: “If something is worth remembering, get out of bed, write it down, and go back to bed. 
There’s plenty of opportunity to plan things tomorrow.”

Negative thought: “I never get enough sleep.”

Rational response: “This is probably true for most people, but it’s simply uncomfortable and inconvenient. It’s 
not the end of the world.”

slEEp rEstriCtioN tHErapy: a poWErFUl altErNatiVE

There’s a more dramatic treatment for insomnia that is sometimes effective. It’s called “sleep restriction 
therapy.” It’s based on the idea that you need to retrain your brain to adjust to a circadian rhythm. This is 
more challenging than the program outlined above, but sometimes it’s what works best. It may involve the 
use of special “bright light” to establish a regular pattern of light and darkness. This can come from sunlight (if 
controlled by shades or blinds), high- intensity lamps, or certain commercially produced bright lights designed 
for this purpose. (Lights of this last type are available from Apollo Light, at www.apollolight.com, or Sunbox, at 
www.sunbox.com, as well as other manufacturers.)

The steps involved in sleep restriction therapy are as follows:

1. Go without sleep for 24 hours. This is quite a difficult first step, and many people will feel quite 
exhausted from it. But it may help you reestablish your circadian rhythms. If you cannot bring yourself to 
go without sleep for 24 hours, then you can start with the second step.

2. start with your minimum sleep time. Look at your baseline information. What’s the minimum 
amount of sleep you’ve had over the preceding week? If it’s 4 hours, plan to begin by sleeping only 4 
hours, no matter how tired you are. If you plan to get up at 7 a.m., then go to bed at 3 a.m.

3. increase sleep time gradually. Add 15 minutes per night to your sleep. Go to bed 15 minutes earlier 
each night. For example, if you went to bed at 3 a.m., then go to bed at 2:45 a.m. the next night and 
2:30 a.m. the night after.

4. Don’t demand 8 hours. Many of us don’t really need a full 8 hours of sleep. See if you’re developing 
less fatigue and more alertness during the day before leveling off.

Although sleep restriction therapy seems quite difficult to many people, it can be highly effective. After 
you have completed sleep restriction therapy, you may use the 12 steps outlined earlier for healthy sleep. An 
occasional night of insomnia is to be expected for all of us, but developing the proper sleep habits is quite 
important. Improving your sleep can have a significant impact on your anxiety and depression.
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Panic Disorder and Agoraphobia



(cont.)

FIGuRe 3.1. Diagnostic Flow Chart for Panic Disorder with Agoraphobia

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 
2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to repro-
duce this material is granted to purchasers of this book for personal use only (see copyright page for details).
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TAbLe 3.2. General Plan of Treatment for Panic Disorder and Agoraphobia

Assessment••
Tests and clinical interviewing{{

Consideration of medication{{

Socialization to treatment••
Construction of a fear hierarchy••
Breathing retraining••
Relaxation training (only if chronic somatic tension is present)••
Cognitive interventions••

Identifying and modifying automatic thoughts{{

Identifying and modifying maladaptive assumptions{{

Identifying and modifying personal schemas{{

Behavioral interventions••
Panic induction{{

Construction of a fear hierarchy{{

Exposure to fear hierarchy{{

Coping with life stress••
Phasing out treatment••

 

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The 
Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All 
rights reserved.



 

TAbLe 3.3. Sample Symptoms for Panic Disorder and Agoraphobia

Panic disorder

Panic attacks (specify frequency)
Heart racing
Palpitations
Sweating
Shaking
Difficulty breathing
Chest pain
Tightness in chest
Nausea
Dizziness
Feeling faint
Derealization
Depersonalization
Numbness
Tingling
Chills
Hot flashes
Fear of losing control

Fear of dying
Fear of going crazy
Fear of having future panic attacks
Specify any change in behavior as a result of panic 

attacks

Agoraphobia

Specify situations feared— examples:
Fear of being alone
Fear of crowded places
Fear of being in public
Fear of bus, subway, car, train, plane
Fear of having a panic attack

Unable to go places without a companion
Specify which feared situations are avoided 
 

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



TAbLe 3.4. Sample Treatment Goals and Interventions for Panic Disorder  
and Agoraphobia

Treatment goals Interventions

Reducing physical symptoms of anxiety/panic Muscle and breathing relaxation training

Acquiring breathing skills Breathing relaxation and rebreathing training

Eliminating conditioned anxiety response to 
physical sensations

Exposure

Stating belief that physical anxiety symptoms 
are not harmful

Cognitive restructuring, behavioral experiments

Engaging in all previously avoided activities Exposure

Eliminating safety behaviors Exposure

Modifying schemas of vulnerability and need for 
control (or other schemas— specify)

Cognitive restructuring, developmental analysis

Reporting that fear of future panic attacks has 
been reduced to less than 1 on a scale of 0–10

Cognitive restructuring, skills review, and 
practice

Eliminating impairment (specify—depending 
on impairments, this may be several goals)

Cognitive restructuring, problem- solving 
training, or other skills training (specify)

No panic attacks for 1 month All of the above

Eliminating all avoidance behavior All of the above

Scores on anxiety tests (BAI, PDSS, etc.) in 
normal range

All of the above

Acquiring relapse prevention skills Reviewing and practicing techniques as necessary

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



TAbLe 3.5. Detailed Treatment Plan for Panic Disorder and Agoraphobia

Session 1
Assessment
Inquire regarding all symptoms
Administer standard battery of intake measures (see Form 3.2), plus additional anxiety questionnaires as 

appropriate
Administer Evaluation of Anxiety and Avoidance for Patients (Form 3.3)
Evaluate for comorbid conditions (e.g., major depression, other anxiety disorders)
Assess motivation and eligibility for treatment
Evaluate patient’s ability to induce relaxation in session
Refer for evaluation of, or evaluate, need for medication
Evaluate need for substance abuse counseling or detoxification
Evaluate reliance on safety behaviors or safety persons

Homework
Have patient begin self- monitoring of panic and anxiety symptoms (Form 3.4)
Have patient begin identifying automatic thoughts and emotions in feared situations (Form 3.6)
Have patient construct a list of feared and avoided situations

Session 2
Assessment
Examine patient’s typical thoughts and feelings in feared situations
Examine panic and anxiety symptoms listed in self- monitoring

Socialization to treatment
Inform patient of diagnosis
Describe panic disorder and agoraphobia
Provide patient with information handouts on panic disorder and agoraphobia (Form 3.5) and on 

cognitive- behavioral therapy in general (Form 10.1 in Chapter 10)
Develop list of treatment goals

Medication
Consider medication (if patient is not already using it) and review side effects and efficacy

Homework
Assign self-help material: Wilson’s (2009) Don’t Panic or Leahy’s (2009) Anxiety Free
Have patient continue self- monitoring with Forms 3.4 and 3.6

Session 3
Assessment
Readminister self- report questionnaires to assess mood and track progress
Review panic symptoms, avoidance/escape/safety behaviors

Interventions
Teach breathing retraining (caution against using it as a safety behavior)
Teach progressive muscle relaxation (only if chronic overarousal is present; caution against using it as a 

safety behavior)

Medication
Evaluate side effects
Evaluate need to adjust dosage

(cont.) 



TAbLe 3.5 (cont.)

If no improvement, either increase dosage, add another medication, or change class of medication 
(consider the need to taper or discontinue one class when adding another class)

Homework
Have patient practice breathing exercises (assigned each week except during exposure and unless used 

as a safety behavior)
Have patient continue self- monitoring as above

Session 4
Assessment
Readminister self- report questionnaires to assess mood and track progress
Review panic symptoms, avoidance/escape/safety behaviors

Behavioral Interventions
Prove rationale for exposure
Have patient begin constructing a fear hierarchy of items from least to most feared (Form 3.8)
Introduce patient to panic induction, imaginal exposure, and/or in vivo exposure (as deemed 

appropriate)

Medication
As in Session 3

Homework
Have patient engage in panic induction, in vivo exposure, and/or imaginal exposure (as appropriate) at 

home
Have patient continue self- monitoring as above

Sessions 5–8
Assessment
Readminister self- report questionnaires to assess mood and track progress
Have patient complete and modify fear hierarchy if needed

Cognitive Interventions
Elicit patient’s automatic thoughts associated with anxiety/panic
Identify patient’s misappraisals about panic and modify/challenge as appropriate (see Chapter 10 and 

Appendix B)

Other Interventions
Introduce stress management

Medication
As in Session 3

Homework
Have patient continue panic induction, in vivo exposure, and/or imaginal exposure (as appropriate) 

exercises at home
Have patient identify and modify automatic thoughts

Sessions 9–10
Assessment
Readminister self- report questionnaires to assess mood and track progress
Track progress in identifying and modifying thoughts and in conducting panic induction/exposure 



TAbLe 3.5 (cont.)

Cognitive Interventions
Help patient identify underlying themes evident in automatic thoughts (i.e., maladaptive assumptions)
Examine advantages/disadvantages of assumptions, evidence for/against assumptions
Help patient generate new, adaptive assumptions
Help patient continue modifying automatic thoughts (focus on self- instruction to decatastrophize panic 

symptoms)
Help patient develop self- instructions for anxiety and stress

Behavioral Interventions
Help patient plan and conduct exposure to situations higher in fear hierarchy

Medication
As in Session 3

Homework
Have patient continue modifying automatics thoughts and maladaptive assumptions
Have patient continue in vivo exposure, imaginal exposure, and/or panic induction (as appropriate)
Have patient test appraisals (write down predictions before exposure, and test outcome of predictions 

after exposure session is over)

Sessions 11–12

Assessment
Readminister self- report questionnaires to assess mood and track progress
Assess attainment of goals to determine whether treatment may be tapered off
Track progress in identifying and modifying automatic thoughts and maladaptive assumptions
Track progress in conducting exposure/panic induction
Assess and address any residual symptoms (including symptoms of comorbid disorders)
Assess any residual life problems related to panic/agoraphobia

Cognitive Interventions
Help patient identify schemas
Examine schema maintenance behaviors, origins of schemas
Help patient modify schemas
Help patient continue modifying automatic thoughts and assumptions
Review past negative predictions and outcomes

Behavioral Interventions
Continue with panic induction, imaginal exposure, and/or in vivo exposure (as necessary/appropriate)

Other Interventions
Stress management: Help patient develop self- instructions for anxiety and stress
Begin planning phase-out of treatment
Evaluate need for assertion training, relationship enhancement skills, mutual problem solving, ability to 

construct alternatives

Homework
Have patient develop own homework
Assign continued exposure to anxiety- provoking situations/panic induction (as necessary/appropriate)

(cont.) 



TAbLe 3.5 (cont.)

Have patient write down predictions before exposure, identify cognitive challenges, and record outcome
Have patient monitor and challenge all types of cognitive distortions related to current everyday 

conflicts
Have patient anticipate anxiety- provoking situations that might arise and list possible coping strategies 

(behavioral, interpersonal, and cognitive)
 

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



FORM 3.1. Cognitive- behavioral Model of Panic Disorder 
and Agoraphobia for Patients

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page of book for details).
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From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page for details).

FORM 3.2. evaluation of Panic Disorder and Agoraphobia: 
Test Scores, Substance use, History, Treatment Progress, 
and Recommendations

Patient’s name:                           Today’s date:  

Therapist’s name:                           Sessions completed:  

Test data/scores

Structured Clinical Interview for DSM-IV-TR Axis I (SCID)     

Anxiety Disorders Interview Schedule for DSM-IV (ADIS-IV)     

Beck Depression Inventory-II (BDI-II)      Beck Anxiety Inventory (BAI)     

Panic Disorder Severity Scale (PDSS)     Mobility Inventory     

Fear Questionnaire (Agoraphobia subscale)     Global Assessment of Functioning (GAF)     

Other questionnaires (specify):  

Use of pharmacological agents

Current medications (include dosage):  

 

Past medications (include dosage):  

 

Current use of alcohol or other substances (note kind and amount):  

 

Past use of alcohol or other substances (note kind and amount):  

 

History (intake only)

Previous episodes of panic/agoraphobia:

Onset       Duration       Precipitating events       Treatment



Key symptoms

Panic attacks (indicate average frequency, duration, intensity, whether limited or full-blown symptoms, and 
physical and cognitive symptoms):  

 

Avoidance/escape and safety behaviors:  

 

External triggers of anxiety (list places, situations, activities avoided or feared):  

 

Internal triggers of anxiety (list panic symptoms avoided or feared):  

 

Feared consequences (if none reported, reevaluate after implementing cognitive strategies):  

 

Treatment progress (later evaluations only)

Situations still avoided:  

 

Situations approached that were previously avoided:  

 

Recommendations

Medication evaluation:

Increased intensity of services:

Behavioral interventions:

Cognitive interventions:

Interpersonal interventions:

Marital/couple therapy:

Other:
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From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page for details).

FORM 3.3. evaluation of Anxiety and Avoidance for Patients

Patient’s name:                           Today’s date:  

Which of the following situations do you avoid? (Circle each one.)

Restaurants Stores Malls

Subways Buses Airplanes

Elevators Stairwells Trains

Walking outside Exercise Bridges

Driving Riding in a car Viewing horizons

Being out alone Tunnels Open fields

Sunlight Heights Being home alone

Other situations avoided:  

The three situations that I fear the most are:

1.  

2.  

3.  

Do you avoid any of the following public situations because you might appear anxious? (Circle.)

Public speaking, eating, or drinking Using a toilet or urinal not in your house

Undressing in a locker room Parties

Family gatherings Classrooms

Eye contact Standing close to someone

Other situations:  

I fear that in the situations circled in the lists above, I will become anxious and (check as many of the following 
that apply):

   I will have a heart attack or become physically ill.

   I will lose control and go insane.

   I will lose control and embarrass myself.

   I will not be able to get to a toilet in time.



(cont.)

   I will be harmed by someone.

   I am not afraid of my anxiety; I am afraid of the situation (for example, I am afraid the plane I am 
riding on will crash).

   I will collapse.

   People will see that I am anxious.

   Other:  

   None of the above apply to me.

When did you start avoiding each of these situations?

Which of the following have you experienced in the situations you try to avoid? (Circle.)

Palpitations Heart pounding Chest pain or discomfort

Sweating Trembling Shaking

Shortness of breath Smothering Choking

Nausea Dizziness Light- headedness

Numbness Tingling Chills or hot flashes

Feeling that I myself am not real

Feeling that the situation is not real

Other:  

During the past week, has there been any time when you experienced four of the symptoms listed above? 
(Circle.)

No  Yes   Which symptoms?  

What would you say your average level of anxiety is during the last week? (Circle.)

None (0)     Slight (2.5)     Somewhat (5)     Very (7.5)     Extreme (10)

Do you ever wake up in a panic? (Circle.)   Yes   No

Do you worry about having anxiety or panic attacks? (Circle.)   Yes   No

What are some current stressors in your life?
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How many coffees or caffeinated drinks do you have per day?    

Current medications (include dosage):  

 

Past medications (include dosage):  

 

Current use of alcohol or other substances (note kind and amount):  

 

Past use of alcohol or other substances (note kind and amount):  

 

Have you ever been diagnosed as having hyperthyroidism, Cushing’s syndrome, hyperventilation, mitral valve 
prolapse? (Circle.)

What medical conditions do you have now? Who treats each of these?

                                          

                                          

                                          

                                          

Which of the following do you do to make yourself feel safe when you are afraid of having a panic or anxiety 
attack? (Circle any that apply.)

Ask for reassurance

Take someone along when you go out

Repeat thoughts or words to yourself

Look around for signs of danger

Focus on physical sensations to see if you are OK

Clutch things for support

Sit down

Pace

Tense my body or hands

Take deep breaths (try to calm myself)

Other behaviors:  

FORM 3.3. evaluation of Anxiety and Avoidance for Patients (p. 3 of 3)



FORM 3.4. Patient’s Panic Record

Patient’s name:  

Date/time/ 
situation

anxiety 
before  

entering 
situation 
(0–100%)

predictions/
thoughts and 
confidence in 
accuracy of 

them (0–100%)

physical  
sensations 

while in 
situations

rating  
of actual  

anxiety in 
situation  
(0–100%)

outcome 
(what  

happened)

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page of book for details).
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From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page for details).

FORM 3.5. Information for Patients about Panic Disorder 
and Agoraphobia

WHat arE paNiC DisorDEr aND aGorapHoBia?

Almost everyone feels anxious at times. But panic attacks are characterized by severe levels of anxiety, which 
you may misinterpret as an indication that you are having a heart attack or another medical problem, going 
insane, or completely losing control. During a panic attack, you may feel shortness of breath, tingling sensations, 
stomach distress, ringing in your ears, a sense of impending doom, trembling, light- headedness, sensations 
of choking, chest pain, sweating, and heart pounding. You should first see your physician in order to rule out 
medical causes for these symptoms, such as hyperthyroidism, caffeine addiction, mitral valve prolapse, or other 
causes. Once medical causes are ruled out, it is important that a qualified mental health professional evaluate 
you to determine whether you suffer from “panic disorder.”

Panic disorder is often called the “fear of fear,” because people who suffer from this disorder become 
afraid of the symptoms of fear (or a “panic attack”) and interpret these symptoms to mean that something is 
imminently wrong with them. Fear normally occurs when we are in true danger, and it serves as an alarm or 
a signal to our brains that we are in danger, so that we can protect ourselves against it. The symptoms of fear 
(heart pounding, overbreathing, etc.) are designed to energize us for either running or fighting danger (this is 
called the “fight-or- flight response”). For example, our hearts pound fast when we are in danger in order to 
pump more blood, which carries oxygen. Oxygen gives us more energy to run or fight when we are faced with 
danger. This is a natural response to actual danger, or what we call a “true alarm,” and we have had this system 
built in for millions of years.

In panic disorder, your body thinks you are in danger, even though no danger is actually present. When 
fear comes in the absence of danger, we call it a “false alarm.” It is like a fire alarm going off even though 
there is no fire. Over time, this false alarm becomes a “learned alarm,” meaning that you begin to fear the very 
symptoms of fear that are designed to protect you from true danger, because you don’t understand why you are 
experiencing these symptoms. You begin to assume that having a panic attack is dangerous—that it means there 
is something wrong with you. But as you begin to perceive panic attacks as dangerous, you keep triggering 
more fear or more panic attacks in the future, as a way of coping with what you believe is dangerous. The irony 
of panic disorder is that you begin to fear the very symptoms that are designed to protect you from danger. 
“Believing” that you are in danger, your brain keeps producing more and more fear (or more and more panic 
attacks), because in a sense it “does not realize” that what you are afraid of are the very symptoms of fear itself 
and that there is no true danger present.

Given that they believe that panic attacks are dangerous, individuals with panic disorder begin to worry 
about having future attacks. They also begin to fear and avoid anything that mimics symptoms of panic and 
brings on similar sensations (heat, exercise, sunlight, pleasure or excitement, sexual arousal, anger, etc.). 
Individuals with panic disorder begin to focus on these internal sensations: “My heart is pounding—I’m going 
to have a heart attack,” or “I’m feeling weak and dizzy—I’m going to collapse.” Many individuals with panic 
disorder also experience panic when they are asleep.

Many patients who have panic disorder also experience “agoraphobia.” Individuals with agoraphobia fear 
places or situations from which escape might be difficult if they have a panic attack (e.g., “I may have an anxiety 
attack on the subway and faint in front of everyone”). They may avoid being out alone, being home alone, 
supermarkets, trains, airplanes, bridges, heights, tunnels, open fields, driving, elevators, and the like. These 
individuals fear that they will have a panic attack in these situations and, as a result, exert great efforts either 
to avoid or to escape the situations (e.g., “I need to get out of here”). In fact, avoidance and escape become 



(cont.)

the major coping mechanisms for handling anxiety. When these situations cannot be avoided, the individuals 
typically come up with various ways to make themselves feel “safe” (e.g., carrying around a bottle of water). 
Many people with panic disorder and agoraphobia enlist a “safe person”—someone who accompanies them in 
case they become anxious and need to escape.

Even though their avoidance/escape may have led to few or no anxiety attacks in months, individuals 
with panic disorder and agoraphobia continue to worry about the next attack. The world becomes smaller 
and smaller as a result of their avoidance. Because of this constriction in their lives, many individuals with panic 
disorder and agoraphobia become depressed and chronically anxious, and they begin to medicate themselves 
with alcohol, Valium, or Xanax.

Furthermore, although these efforts are successful in the short term, in the long run they actually 
strengthen these individuals’ beliefs that they are in danger and in need of protection. Therapy is designed to 
help “retrain” the brain that the feared situations are not dangerous, that panic attacks are harmless symptoms 
of fear, and that no safety behaviors are needed.

WHat arE tHE CaUsEs oF paNiC DisorDEr aND aGorapHoBia?

Although in any given year 30–40% of the general population will have a panic attack, most of these people 
will not have a catastrophic interpretation of their panic attack and develop panic disorder. Panic disorder and 
agoraphobia occur in individuals who appear to be vulnerable to them. Research suggests that they run in 
families and appear to result from a combination of genetics, temperament, biological factors, and psychological 
vulnerabilities. People with anxiety may have a temperament that makes them more vulnerable to developing 
panic disorder. Research also shows that anxiety can be inherited, may be the result of biological factors, and/or 
may be learned through early experiences. Early experiences linked to the development of panic disorder include 
those that teach individuals to perceive the world as a dangerous place, and specifically to perceive internal 
bodily sensations as harmful. Individuals with panic disorder tend to focus excessively on their physical sensations 
and to develop catastrophic interpretations of sensations. For example, they may focus on their heart rate and 
jump to conclusions about having heart attacks.

Many situations that activate panic and agoraphobia are also situations that earlier in our evolutionary 
history were truly dangerous to our ancestors. For example, being trapped in a tunnel could lead to suffocation 
or collapse; heights might be dangerous; in open fields, individuals were more susceptible to predators (like lions 
or wolves); public places might have brought our ancestors into contact with hostile strangers. Thus we now 
view many of the fears of agoraphobia as reminiscent of these earlier instinctive and adaptive fears. However, 
these situations are not dangerous today.

Initial panic attacks may also be activated in vulnerable individuals by stressful situations—for example, 
leaving home, relationship conflict, surgery, new responsibilities, or physical illness. Many people who have panic 
disorder and agoraphobia also experience depression, partly as a consequence of their feeling out of control and 
feeling unsure about how to handle their problem.

WHat arE somE CommoN misCoNCEptioNs aBoUt paNiC DisorDEr 
aND aGorapHoBia?

Most individuals misinterpret their panic symptoms as a sign of a dangerous medical condition, serious mental 
illness, or loss of control. They may believe that they actually have heart disease or schizophrenia; that they may 
lose touch with reality, faint, or have a stroke; or that other frightening things may or will happen. Individuals 
with panic disorder and agoraphobia may also fear that having panic attacks is a sign of a flaw or weakness, and 
may become depressed, dependent, and self- critical as a result.
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Some people may also incorrectly believe that panic attacks are just a symptom of deeper- seated problems. 
Individuals with panic disorder and agoraphobia often have unrealistic beliefs about anxiety, such as “All 
anxiety is bad” and “I have to get rid of my anxiety immediately.” Others believe that because they have had 
panic attacks and agoraphobia for many years—and because traditional therapy has not been helpful for these 
problems—they can never improve.

Educating patients that panic disorder and agoraphobia are extremely responsive to treatment is critical 
for treatment to succeed. Cognitive- behavioral therapy, with or without medication, is extremely effective 
in the treatment of panic disorder and agoraphobia. This type of therapy helps people correct their myths, 
misconceptions, and judgments about these disorders. Patients are helped to accept that they have an illness 
that can be treated by using psychotherapeutic strategies, and are helped to understand that it can be treated 
effectively without long-term therapy exploring childhood experiences.

HoW EFFECtiVE is CoGNitiVE- BEHaVioral tHErapy For paNiC DisorDEr 
aND aGorapHoBia?

Fortunately, there have been a number of studies examining the effects of cognitive- behavioral therapy for 
panic disorder and agoraphobia. These studies have been done at Oxford University in England, the University 
of Pennsylvania, the State University of New York at Albany and at other universities, medical schools, and 
clinics. Over a course of 12–15 sessions, the efficacy ranges from 85% to 90%. Furthermore, once treatment is 
terminated, most patients who are tested 1 year later have maintained their improvement.

mEDiCatioNs For paNiC DisorDEr aND aGorapHoBia

Many medications that are useful in the treatment of panic disorder and agoraphobia. These include a wide 
range of antidepressants (such as Prozac, Zoloft, and, Tofranil), as well as Xanax and other medications for 
anxiety. These medications help reduce symptoms of panic disorder and agoraphobia, but once you terminate 
the medication, your panic symptoms may return. Consequently, we recommend that even if you use 
medication, you should also include cognitive- behavioral therapy.

WHat arE somE oF tHE stEps iN CoGNitiVE- BEHaVioral trEatmENt?

The cognitive- behavioral treatment of panic disorder and agoraphobia is organized around several goals: first, 
helping you to understand the nature of anxiety, panic, and agoraphobia; second, determining the range of 
situations that you avoid or fear; third, evaluating the nature of your symptoms, their severity and frequency, and 
the situations that elicit your panic; and, fourth, determining whether any other problems coexist with panic—for 
example, depression, other anxieties, substance abuse, overeating, loneliness, or relationship problems.

Your therapy may include some or all of the following treatments: educating you about panic so that 
you learn not to fear it; breathing retraining; relaxation training; inducing panic (to show your brain that 
panic attacks are harmless and that you are not in danger); gradual exposure to situations that elicit panic; 
identification and modification of your misinterpretations of your panic or arousal (e.g., “My heart is pounding, 
so I must be having a heart attack”), as well as the assumptions (e.g., “Physical sensations are dangerous”) and 
beliefs (e.g., “I am fragile and weak”) on which the misinterpretations may be based; coping with life stresses; 
assertion training (when needed); and training in the ability to recognize and reduce your panic symptoms when 
they occur. Any other problems that you may have (such as depression) may also be addressed in the therapy.
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WHat is ExpECtED oF yoU as a patiENt

Cognitive- behavioral therapy is not a passive experience for patients. You are expected to come to sessions 
weekly (sometimes more than once per week), fill out forms that evaluate your problems, and do therapy 
assignments between sessions that you and your therapist plan and assign. As indicated, most patients who 
participate in this treatment experience improvement—and some experience rapid improvement. Even if you 
experience rapid improvement, however, you should complete the full treatment package. Premature dropout 
from treatment increases the likelihood that you will have relapses.

The course of treatment is planned for 12 sessions. The first few sessions are used for evaluation and 
explanation of the treatment with the remaining sessions used to implement strategies. After acute treatment is 
over, follow-up sessions may be scheduled biweekly, monthly, and so on to maintain gains and prevent relapse.

The treatment package that we use combines the treatment techniques developed at Oxford University, the 
University of Pennsylvania, and the State University of New York at Albany. We view the treatment as a way in 
which you can learn how to help yourself. That is why doing homework in therapy is so important.
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FORM 3.6. Patient’s Most Common Automatic Thoughts 
When Anxious/Panicking

Patient’s name:                           Today’s date:  

Check every automatic thought that you have when you start getting anxious or panicking. Then rank your top 
three automatic thoughts, using 1 for the thought you have most often, and 2 and 3 for the next most frequent 
thoughts.

   I’ll go insane.    I’ll embarrass myself.

   I’ll lose control.    I’ll start yelling.

   I’ll have a panic attack.    I’ll become violent.

   I’ll have a heart attack.    I’ll start crying.

   I’ll faint.    I’ll start shaking.

   I’ll go into a coma.    I’ll kill or harm myself.

   I’ll be unable to escape.    I’ll never stop feeling this way.

   I’ll be unable to get home.    I’ll vomit.

   I’ll be unable to get to the bathroom.    I won’t be able to breathe.

   I’ll choke/suffocate.    I will die.

   I’ll be unable to handle it.    I’ll have a nervous breakdown.

Other thoughts:  

 

 

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
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FORM 3.7. Coping Statements for Patients

Normalize your anxiety:

Anxiety is normal.

Everyone has anxiety.

Anxiety shows that I am alert.

Anxiety may be biologically programmed (this may be the “right response at the wrong time”—there is no 
danger that I have to escape from).

Take the danger away:

Anxiety is arousal; it is not dangerous.

I’ve been through this before, and nothing bad has happened.

Anxiety passes and goes away.

Challenge your negative thoughts:

I’m having false alarms.

I’m not going crazy or losing control.

These sensations are not dangerous.

People can’t see my feelings.

I don’t need to have 100% control.

Learn from the past:

I’ve made many negative predictions before that haven’t come true.

I have never gone crazy, had a heart attack, or died from my anxiety.

Remember that panic is overbreathing not underbreathing—I will not die from it.

Plan acceptance:

I can sit back and watch my arousal.

I can accept that my arousal goes up and down.

I can observe my sensations increasing and decreasing.

I can accept my arousal and examine my negative thoughts.

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page of book for details).



FORM 3.8. Patient’s Hierarchy of Feared Situations

Patient’s name:                           Date:  

Please rank your feared situations in order from least to most distressing. In the fourth column, note how upset 
each situation makes you, from 0 (no distress) to 10 (maximum distress). In the fifth column, typical fears 
include fears of becoming physically ill, collapsing/fainting, having a heart attack, suffocating/not catching 
your breath, going insane, losing control, embarrassing yourself, and many others (specify which fears you 
experience).

rank situation
avoided  
(yes/No)

Distress 
(0–10) What do you fear will happen?

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
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FORM 3.9. your new Rule book for your Panic and Agoraphobia

steps in developing panic 
and agoraphobia rational way of looking at the situation

Initial physiological arousal
[Dizzy, difficulty breathing, shaking, 
nausea, tingling, rapid heart rate, 
weakness due to stress/illness, etc.]

Arousal is not dangerous.
It’s perfectly reasonable for anyone to have some unpleasant or 
unexpected experiences of feeling dizzy, short of breath, or rapid 
heartbeat. If you know that almost everyone has these experiences 
at times, then maybe this is normal.

Catastrophic interpretation
[“I’m going crazy,” “I’m dying,” “I’m 
losing control.”]

Nothing terrible is really happening.
People don’t go crazy because they feel dizzy or because their 
hearts are beating rapidly. Insanity is defined by hearing voices, 
seeing apparitions, or having delusions that the world is plotting 
against you. Heart attacks are not the same thing as your heart 
beating rapidly. Your heart beats rapidly when you are excited, 
exercising, or having sex. Arousal is not the same thing as losing 
control.

Hypervigilance
[You are overly focused on any internal 
feelings or sensations.]

You don’t need to detect danger— because there is no danger.
You may think that focusing on your heartbeat, breathing, and 
dizziness will help you catch things before they get out of hand. 
But it is really this overfocus on your internal sensations that makes 
you more anxious. You can direct your attention to things outside 
of you. For example, when you find yourself focusing on your 
heartbeat, redirect your attention back to the situation you are in.

False alarms
[“This means I’m going crazy, 
losing control, dying, having a heart 
attack . . . ”]

Nothing terrible is happening—once again!
Increased heart rate and rapid breathing may simply be signs of 
feeling anxious. How many times before have you misinterpreted 
these sensations? Why should they be dangerous now? Hasn’t your 
doctor told you that you are OK? People don’t go insane because 
they are anxious. Have you really lost control because you were 
breathing rapidly or because you were dizzy?

Anticipatory anxiety
[Increased worry before events that you 
will be anxious/aroused.]

You don’t need to worry, since there is nothing dangerous 
about anxiety or arousal.
What if you are anxious in the future—so what? Anxiety is normal; 
everyone feels anxious some of the time. Haven’t you done a lot of 
things even when you were anxious? Do you think that worrying 
about it will keep you from being anxious? You should plan on 
tolerating anxiety, so that you can learn that there is nothing to be 
afraid of. Think of anxiety as increased arousal—very much like the 
arousal (such as increased heart rate and breathing) that you feel 
when you are exercising.

(cont.)
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steps in developing panic 
and agoraphobia rational way of looking at the situation

Avoidance
[Avoiding or escaping from anything 
that makes you uncomfortable.]

You need to do the things that make you anxious.
Avoiding situations that make you anxious only adds to your future 
anxiety. Exactly what do you predict will happen if you confront 
these situations? Have these terrible things really happened? 
Have you really gone insane, had a heart attack, or lost complete 
control? Or did you simply feel anxious and afraid? As unpleasant as 
anxiety may be, it is temporary, normal, and nonlethal. It may feel 
momentarily more comfortable to avoid these situations, but you are 
teaching yourself that the world is a dangerous place. You should 
make a list of places and experiences that you are avoiding and list 
them in your hierarchy of feared situations. Then you can practice 
imaginal and direct exposure as described by your therapist. You will 
find that facing your fears—and conquering them—will make you feel 
less anxious in the future.

Safety behaviors
[Reliance on other people or behaviors 
that you think will decrease danger—for 
example, needing to be accompanied; 
seeking reassurance; trying to decrease 
the impact of a stimulus; decreasing 
your behavior (e.g., exercise) so that 
you feel little arousal.]

You don’t need safety behaviors to control anything, since 
there is nothing dangerous happening.
These safety behaviors maintain your belief that the situation is 
really dangerous. You think, “The only way I got through this is 
because I relied on my safety behaviors.” You should make a list of 
every behavior that you engage in that makes you feel safer, and 
then practice giving it up. What do you predict will happen? Do 
you think that you will not be able to survive the situation without 
the safety behavior? What will it mean if you actually get through 
the situation without any safety behaviors? Does this mean that the 
situation is actually safe? Giving up safety behaviors will help you 
get the most out of practicing your exposure to your fears.
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Generalized Anxiety Disorder



 (cont.)

FIGuRe 4.1. Diagnostic Flow Chart for Generalized Anxiety Disorder

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this 
material is granted to purchasers of this book for personal use only (see copyright page for details).



FIGuRe 4.1 (cont.)



TAbLe 4.2. General Plan of Treatment for Generalized Anxiety Disorder

Assessment••
Tests and clinical interviewing{{

Consideration of medication{{

Socialization to treatment••
Relaxation training••
Mindfulness training••
Assessing and confronting avoidance: Exposure and other techniques••
Monitoring worries and assigning “worry time”••
Cognitive evaluation and treatment of worrying••

Step 1: Distinguishing between productive and unproductive worry{{

Step 2: Acceptance and commitment{{

Step 3: Challenging worried automatic thoughts and maladaptive assumptions{{

Step 4: Examining core beliefs about self and others{{

Step 5: Examining fear of failure{{

Step 6: Using emotions rather than worrying about them{{

Step 7: Putting time on the patient’s side{{

Interpersonal interventions••
Problem- solving training••
Phasing out treatment••

 

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The 
Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All 
rights reserved.



TAbLe 4.5. Sample Symptoms for Generalized Anxiety Disorder

Anxious mood

Excessive worry

Irritable mood

Restlessness

Feeling on edge

Fatigue

Impaired concentration

Digestive problems

Muscle tension

Insomnia

Specify length of time symptoms have been present 

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Sec-
ond Edition (The Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. 
Holland, and Lata K. McGinn. All rights reserved.



TAbLe 4.6. Sample Treatment Goals and Interventions for Generalized Anxiety Disorder

Treatment goals Interventions

Reducing physical symptoms of anxiety Relaxation or breathing exercises

Reducing agitation about thinking and feeling Mindfulness training, meditation

Reducing time spent worrying (to under 30 
minutes/day)

Distraction, worry time, activity scheduling

Reducing negative automatic thoughts Cognitive restructuring

Enhancing acceptance Cognitive restructuring, mindfulness training, 
metacognitive techniques

Eliminating avoidance (specify) Exposure, behavioral activation

Eliminating assumptions about danger of anxiety Cognitive restructuring, behavioral experiments

Eliminating assumptions about positive value of 
worry (or other assumptions— specify)

Cognitive restructuring, metacognitive 
techniques

Modifying need for certainty Uncertainty training (costs– benefits of tolerating 
uncertainty, flooding oneself with uncertainty, 
practicing the negative emotional image, problem-
 solving training)

Modifying schemas of threat/vulnerability/need 
for control (or other schemas— specify)

Cognitive restructuring, developmental analysis, 
other schema work

Eliminating impairment (specify— depending on 
impairments, this may be several goals)

Cognitive restructuring, problem- solving training, 
or other skills training (specify)

Acquiring relapse prevention skills Reviewing and practicing techniques as necessary

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



TAbLe 4.7. Detailed Treatment Plan for Generalized Anxiety Disorder

Sessions 1–2
Assessment
Evaluate presenting problems
Evaluate specific anxiety problems with the Leahy Anxiety Checklist for Patients (Form 4.2), plus other 

anxiety instruments as appropriate
Administer worry evaluations (PSWQ, MCQ-30, IUS; see Forms 4.3–4.5)
Administer standard intake battery (see Form 4.6)
Identify specific content of worries, as well as metacognitive factors
Determine differential diagnosis and evaluate for any comorbid diagnoses
Evaluate for substance abuse, use of caffeine or tobacco, sleep disorders

Socialization to Treatment
Provide patient with information handouts on GAD (Form 4.7) and on cognitive- behavioral therapy in 

general (Form 10.1 in Chapter 10)
Bibliotherapy: Assign The Worry Cure: Seven Steps to Stop Worry from Stopping You (Leahy, 2005) or 

Anxiety Free: Unravel Your Fears before They Unravel You (Leahy, 2009)
Indicate how GAD involves motor tension and arousal
Indicate that worries are a central part of GAD, and that worries are reinforced by their nonoccurrence
Develop short-term and long-term goals

Behavioral Interventions
Identify triggers for anxiety and avoidance
Evaluate and decrease use of anxiety- producing substances (e.g., caffeine, amphetamine) and abuse of 

self- medicating substances (e.g., alcohol, benzodiazepines)

Cognitive Interventions
Normalize worrying—review productive versus nonproductive worrying
Determine whether patient “worries about worrying” (e.g., “Worrying means I’m going crazy or I have 

no control over my thoughts and feelings”)
Introduce Patient’s Worry Log (Form 4.8)

Medications
Consider use of SSRIs or benzodiazepines

Homework
Have patient begin reading Leahy (2005) or Leahy (2009)
Assign use of Patient’s Worry Log to monitor worries

Sessions 3–5
Assessment
Evaluate anxiety (BIA) and depression (BDI-II)
Continue to identify themes of patient’s worries
Review Patient’s Worry Log— frequency, duration, situations (triggers), precursors, and consequences of 

worries

Behavioral Interventions
Train patient in progressive muscle relaxation and/or relaxing breathing, and/or use mindfulness 

exercises
Use reward planning/activity scheduling to monitor pleasure, mastery, and anxiety
Describe and encourage “worry time”
Evaluate need for exposure to avoided situations; discuss exposure with patient 



Table 4.7 (cont.)

Evaluate need for assertion training, communication training, conflict resolution, couple therapy
Encourage exercise
Treat insomnia, if necessary

Cognitive Interventions
Introduce Questions to Ask Yourself If You Are Worrying (Form 4.9)
Begin to identify and categorize automatic thoughts (with specific emphasis on fortunetelling, 

catastrophizing, discounting positives, personalizing, etc.)
Begin challenging thoughts by evaluating costs and benefits of worrying, using other cognitive 

techniques (see Chapter 10 and Appendix B)
Utilize acceptance strategies (advantages and disadvantages of accepting limitations and uncertainty, 

current examples of acceptance, etc.)
Utilize metacognitive strategies (identify patient’s theories about worry, increase recognition that worry 

is a mental event, modify beliefs that worry needs to be controlled)

Medication
Evaluate side effects of medication
Evaluate need to increase dosage
If no improvement, either increase dosage, add another medication, or change class of medication 

(consider need to taper or discontinue one class when adding another class)

Homework
Assign breathing relaxation, progressive muscle relaxation, mindfulness exercises
Have patient follow self-help tips for insomnia (Form 2.11 in Chapter 2)
Assign worry time
Have patient increase exercise
Have patient engage in reward planning/activity scheduling
Have patient continue to monitor worries, test predictions, track negative thoughts, and categorize those 

thoughts
Assign continued reading

Sessions 6–8

Assessment
As in Sessions 3–5
Review homework

Behavioral Interventions
Train patient in generalizing relaxation and/or mindfulness to new situations
Encourage patient to decrease rumination time— develop an antirumination script
Examine situational/life sources of stress (e.g., financial, interpersonal, work, family, etc.)
Introduce problem- solving skills and apply to situational sources of stress
Guide patient in confronting avoided situations

Cognitive Interventions
Identify patient’s underlying maladaptive assumptions
Challenge assumptions via cost– benefit analysis, other cognitive techniques (see Chapter 10 and 

Appendix B)
Continue challenging automatic thoughts
Introduce Patient’s Daily Record of Dysfunctional Automatic Thoughts (Form 2.10 in Chapter 2)

(cont.) 



TAbLe 4.7 (cont.)

Use vertical descent on worries
What is the ultimate outcome or fear that the patient anticipates?
Distinguish between possible and probable outcomes
Examine worries for probability, plausibility

Medication
As in Sessions 3–5

Homework
As in Sessions 3–5
Have patient begin use of Form 2.10
Encourage patient to schedule stress breaks, self- reward for behavior
Assign use of problem solving
Encourage patient to decrease rumination through distraction, activity scheduling, rational responding

Sessions 9–15

Assessment
As in Sessions 6–8

Behavioral Interventions
Continue with assertion training and introduce anger control training (if needed)
Continue with problem- solving training
Begin self- efficacy training: Have patient list personal positives, take credit for positives, continue with 

self- reward

Cognitive Interventions
Continue evaluating and challenging automatic thoughts
Identify, evaluate, and modify dysfunctional personal schemas (see Chapter 10 and Appendix B)
Examine how worries are related to schemas (about defectiveness, failure, biological vulnerability, 

abandonment, responsibility, etc.)
Continue to evaluate and modify maladaptive assumptions (about control, excessive responsibility, time 

pressure, what is “essential,” and imminence of “disasters”)
Identify beliefs about failure, and introduce rational responding to fear of failure
Identify and modify emotional schemas (beliefs about emotions as dangerous, out of control, 

incomprehensible, shameful, etc.)
Encourage patient to practice self- validation for emotional distress
Focus on putting time in perspective—living in the moment, mindfulness, stretching time, looming-

 vulnerability interventions (slowing down image of impending threat and identifying intervening or 
contingent events)

Medication
As in Sessions 3–5

Homework
As in Sessions 3–5 and 6–8
Have patient increase exposure to feared situations as appropriate
Assign assertion and anger control practice
Have patient increase self- reward
Have patient identify and challenge maladaptive assumptions and dysfunctional schemas (including 

beliefs about control, responsibility, and imminence) 



TAbLe 4.7 (cont.)

Sessions 16–20
Assessment
As in Sessions 6–8

Behavioral Interventions
Plan phase-out of treatment
Have patient identify short-term and long-term goals for self-help
Identify how behavioral techniques can be used in future

Cognitive Interventions
Review what has been learned about automatic thoughts, assumptions, and schemas
Use rational responding to play “devil’s advocate” for patient
Help patient develop new, more pragmatic assumptions and schemas

Homework
Have patient self- assign homework focused on troubleshooting future problems 

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



FORM 4.1. Generalized Anxiety Disorder:  
Antecedents and underlying Processes

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
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FORM 4.2. Leahy Anxiety Checklist for Patients

Patient’s name:                           Today’s date:  

Place a number next to the answer that best describes how you have been feeling generally during the past 
month. Use the scale below:

1 = Not at all   2 = Slightly true   3 = Somewhat true   4 = Very true 

 1. Feeling shaky      

 2. Unable to relax      

 3. Feeling restless      

 4. Get tired easily      

 5. Headaches      

 6. Shortness of breath      

 7. Dizzy or light- headed      

 8. Need to urinate frequently      

 9. Sweating (unrelated to heat)      

10. Heart pounding      

11. Heartburn or upset stomach      

12. Easily irritated      

13. Startled easily      

14. Difficulty sleeping      

15. Worried a lot      

16. Hard to control worries      

17. Difficulty concentrating      

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
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FORM 4.3. Penn State Worry questionnaire (PSWq)

Patient’s name:                           Today’s date:  

Enter the number that best describes how typical or characteristic each item is of you, putting the number next 
to the item.

1 2 3 4 5

Not at all typical Somewhat typical Very typical

     1. If I don’t have enough time to do everything, I don’t worry about it. (R)

     2. My worries overwhelm me.

     3. I do not tend to worry about things. (R)

     4. Many situations make me worry.

     5. I know I shouldn’t worry about things, but I just cannot help it.

     6. When I am under pressure I worry a lot.

     7. I am always worrying about something.

     8. I find it easy to dismiss worrisome thoughts. (R)

     9. As soon as I finish one task, I start to worry about everything else I have to do.

    10. I never worry about anything. (R)

    11. When there is nothing more I can do about a concern, I don’t worry about it anymore. (R)

    12. I’ve been a worrier all my life.

    13. I notice that I have been worrying about things.

    14. Once I start worrying, I can’t stop.

    15. I worry all the time.

    16. I worry about projects until they are done.

Your total score:     

Note that (R) after a question indicates a reverse score. Thus, to reverse-score your question, if you give an 
answer of 1 (Not at all typical), score it as a 5.

Add up your scores on the test—and be sure to note which items are reversed- scored (see above for how 
to reverse score your responses). On the average, people with some problems with worry score above 52, and 
really chronic worriers score above 65. “Nonanxious” people have average scores around 30. It is also quite 
possible to score below the clinical range (somewhere between 30 and 52) but still feel that your worries are 
bothering you.

The PSWQ itself (not the scoring instructions) is from Meyer, Miller, Metzger, and Borkovec (1990). Copyright 1990 by Pergamon 
Press. Reprinted by permission of Elsevier B. V. 

Score ranges are based on Table 11-2 from Molina and Borkovec (1994).

Reprinted in Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is 
granted to purchasers of this book for personal use only (see copyright page of book for details).



FORM 4.4. Metacognitions questionnaire 30 (MCq-30)

Patient’s name:                           Today’s date:  

This questionnaire is concerned with beliefs people have about their thinking. Listed below are a number of 
beliefs that people have expressed. Please read each item and say how much you generally agree with it by 
circling the appropriate number. Please respond to all the items; there are no right or wrong answers.

metacognitions
Do not 
agree

agree 
slightly

agree 
moderately

agree very 
much

 1. Worrying helps me to avoid problems in the future 1 2 3 4

 2. My worrying is dangerous for me 1 2 3 4

 3. I think a lot about my thoughts 1 2 3 4

 4. I could make myself sick with worrying 1 2 3 4

 5. I am aware of the way my mind works when I am 
thinking through a problem

1 2 3 4

 6. If I did not control a worrying thought, and then it 
happened, it would be my fault

1 2 3 4

 7. I need to worry in order to remain organized 1 2 3 4

 8. I have little confidence in my memory for words and 
names

1 2 3 4

 9. My worrying thoughts persist, no matter how I try to stop 
them

1 2 3 4

10. Worrying helps me to get things sorted out in my mind 1 2 3 4

11. I cannot ignore my worrying thoughts 1 2 3 4

12. I monitor my thoughts 1 2 3 4

13. I should be in control of my thoughts all of the time 1 2 3 4

14. My memory can mislead me at times 1 2 3 4

15. My worrying could make me go mad 1 2 3 4

16. I am constantly aware of my thinking 1 2 3 4

17. I have a poor memory 1 2 3 4

18. I pay close attention to the way my mind works 1 2 3 4

19. Worrying helps me cope 1 2 3 4

(cont.)

From Wells (2009). Copyright 2009 by The Guilford Press. Reprinted by permission in Treatment Plans and Interventions for Depres-
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copyright page of book for details).



20. Not being able to control my thoughts is a sign of 
weakness

1 2 3 4

21. When I start worrying, I cannot stop 1 2 3 4

22. I will be punished for not controlling certain thoughts 1 2 3 4

23. Worrying helps me to solve problems 1 2 3 4

24. I have little confidence in my memory for places 1 2 3 4

25. It is bad to think certain thoughts 1 2 3 4

26. I do not trust my memory 1 2 3 4

27. If I could not control my thoughts, I would not be able to 
function

1 2 3 4

28. I need to worry, in order to work well 1 2 3 4

29. I have little confidence in my memory for actions 1 2 3 4

30. I constantly examine my thoughts 1 2 3 4

This questionnaire pinpoints the five most common types of beliefs about worry. These include Positive 
Worry Beliefs (e.g., “Worrying helps me to avoid problems in the future”); Uncontrollability and Danger: 
Negative Beliefs (e.g., “My worrying is dangerous for me”); Cognitive Confidence (or lack of it—e.g., “I have 
little confidence in my memory for words and names”); Need for Control (e.g., “If I did not control a worrying 
thought, and then it happened, it would be my fault”); and Cognitive Self- Consciousness (e.g., “I think a lot 
about my thoughts”).

These factors reflect conflicting functions that you believe worry serves. For example, you may feel 
conflicted between having positive views of worry and, at the same time, believing that worry is uncontrollable 
and dangerous. You may also distrust your own memory, believing that there is something that you may 
overlook. This distrust in your memory may make you worry that you will neglect something. You may be 
scanning your mind to monitor your own thoughts, continually focusing on what you are thinking, perhaps 
because you believe your worry thoughts may signal impending danger.

In order to determine your score for each of these five factors on the MCQ-30, use the table below. For 
example, to find your score for Positive Worry Beliefs, add up your scores for each of this factor’s six questions 
(1, 7, 10, 19, 23, 28) to get your score. Go through each of the factors this way. Then, at the end, add up your 
scores for each of the factors. Although there are no established norms yet for this scale, you will be able to see 
whether you have relatively more elevated scores on certain factors than on others.

Factor—“your theory about your worry”
your total score  
on each factor

positive Worry Beliefs— questions 1, 7, 10, 19, 23, 28    

Uncontrollability and Danger: Negative Beliefs—questions 2, 4, 9, 11, 15, 21    

Cognitive Confidence—questions 8, 14, 17, 24, 26, 29    

Need for Control—questions 6, 13, 20, 22, 25, 27    

Cognitive self- Consciousness—questions 3, 5, 12, 16, 18, 30    

FORM 4.4. Metacognitions questionnaire 30 (p. 2 of 2)



FORM 4.5. Intolerance of uncertainty Scale (IuS)

Patient’s name:                           Today’s date:  

You will find below a series of statements that describe how people may react to the uncertainties of life. Please 
use the scale below to describe to what extent each item is characteristic of you (please write the number that 
describes you best in the space before each item).

1 2 3 4 5

Not at all 
characteristic of me

A little characteristic 
of me

Somewhat 
characteristic of me

Very characteristic of 
me

Entirely characteristic 
of me

     1. Uncertainty stops me from having a firm opinion.

     2. Being uncertain means that a person is disorganized.

     3. Uncertainty makes life intolerable.

     4. It’s not fair that there are no guarantees in life.

     5. My mind can’t be relaxed if I don’t know what will happen tomorrow.

     6. Uncertainty makes me uneasy, anxious, or stressed.

     7. Unforeseen events upset me greatly.

     8. It frustrates me not having all the information I need.

     9. Being uncertain allows me to foresee the consequences beforehand and to prepare for them.

    10. One should always look ahead so as to avoid surprises.

    11. A small unforeseen event can spoil everything, even with the best of planning.

    12. When it’s time to act uncertainty paralyzes me.

    13. Being uncertain means that I am not first-rate.

    14. When I am uncertain I can’t go forward.

    15. When I am uncertain I can’t function very well.

(cont.)

The IUS itself (not the scoring instructions) is from Freeston, Rhéaume, Letarte, Dugas, and Ladouceur (1994). Copyright by Elsevier 
Limited. Reprinted by permission. 

Scores ranges are based on Dugas et al. (2004) and Ladouceur et al. (2000).
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    16. Unlike me, others always seem to know where they are going with their lives.

    17. Uncertainty makes me vulnerable, unhappy, or sad.

    18. I always want to know what the future has in store for me.

    19. I hate being taken by surprise.

    20. The smallest doubt stops me from acting.

    21. I should be able to organize everything in advance.

    22. Being uncertain means that I lack confidence.

    23. I think it’s unfair that other people seem sure about their future.

    24. Uncertainty stops me from sleeping well.

    25. I must get away from uncertain situations.

    26. The ambiguities in life stress me.

    27. I can’t stand being undecided about my future.

Total score (Sum your scores above)     

There are five different factors on the IUS. These reflect the following beliefs:

1. Uncertainty Is Unacceptable and Should Be Avoided

2. Uncertainty Reflects Badly on a Person

3. Frustration with Uncertainty

4. Uncertainty Causes Stress

5. Uncertainty Prevents Action

In order to obtain your total score, simply add up your responses for each question. Overall, scores below 
40 reflect tolerance of some uncertainty; scores above 50 reflect problems with uncertainty; and scores above 
70 suggest real problems in handling uncertainty. People with GAD have an average score of 87 on the IUS. 
However, even if your score is below 87, your intolerance of uncertainty can be a vulnerability factor for your 
worry and anxiety.

FORM 4.5. Intolerance of uncertainty Scale (p. 2 of 2)



(cont.)
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FORM 4.6. evaluation of Generalized Anxiety Disorder:  
Test Scores, Substance use, History, Treatment Progress, 
and Recommendations

Patient’s name:                           Today’s date:  

Therapist’s name:                           Sessions completed:  

Test data/scores

Beck Depression Inventory–II (BDI-II)      Beck Anxiety Inventory (BAI)      

Global Assessment of Functioning (GAF)      Leahy Anxiety Checklist      

Penn State Worry Questionnaire (PSWQ)      Metacognitions Questionnaire 30 (MCQ-30)      

Intolerance of Uncertainty Scale (IUS)      

Anxiety Disorders Interview Schedule for DSM-IV (ADIS-IV)      

Other questionnaires (specify)  

Use of pharmacological agents

Current medications (include dosage):  

 

Past medications (include dosage):  

 

Current use of alcohol or other substances (note kind and amount):  

 

Past use of alcohol or other substances (note kind and amount):  

 

History (intake only)

Previous episodes of anxiety (specify nature):

Onset       Duration       Precipitating events       Treatment



Treatment progress (later evaluations only)

Situations still avoided:  

 

Situations approached that were previously avoided:  

 

Recommendations

Medication evaluation or reevaluation:

Increased intensity of services:

Behavioral interventions:

Cognitive interventions:

Interpersonal interventions:

Marital/couple therapy:

Other:

FORM 4.6. evaluation of Generalized Anxiety Disorder (p. 2 of 2)
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FORM 4.7. Information for Patients  
about Generalized Anxiety Disorder

WHat is GENEralizED aNxiEty DisorDEr?

People with generalized anxiety disorder (GAD) have persistent and disturbing worries on a daily basis. They also 
experience physical symptoms, such as restlessness, shortness of breath, palpitations, muscle aches, sweating, 
and insomnia. Often people with GAD will have another anxiety disorder; for example, many people with GAD 
also have social anxiety and worry about other people seeing them as anxious. If untreated, GAD often leads to 
depression.

WHat CaUsEs GENEralizED aNxiEty DisorDErs?

There are many factors that may account for GAD. Between 30% and 50% of the cause may be genetic, but 
early childhood experiences (such as loss of a parent, feeling the need to comfort and protect a parent, parental 
separation/divorce of parents, parental overprotection, or parental statements that the world is a dangerous 
place), recent stresses in life, unrealistic expectations about yourself and others, relationship conflicts, alcohol 
or caffeine use, poor coping skills, and other factors all contribute to the experience of anxiety. Studies indicate 
that the level of anxiety in the general population has been increasing over the last 50 years— perhaps due 
to a decrease in social connectedness and community, unrealistic expectations about what life should be, an 
overfocus on bad news in the media, and other social and cultural factors.

HoW DoEs tHiNkiNG aFFECt GENEralizED aNxiEty DisorDEr?

Anxious persons are plagued with a stream of irrational thoughts that further increase their anxiety: “People can 
see I’m anxious. They think less of me. I’m the only one with this problem. I can’t stand to be disapproved of. It’s 
awful that this could happen.” Many people with GAD have an endless stream of worries that begin with “What 
if?” Typical thoughts of this type are “What if I’m losing control/going crazy/making a fool out of myself?” They 
may also worry about their worrying—for example, “I need to get rid of this anxiety [obsession, behavior, etc.] 
immediately. I am going to fail. My worrying is out of control and I’ll go crazy. I should never worry.” Chronic 
worriers often have mixed feelings and beliefs about their worry. On the one hand, they believe that their worry 
prepares and protects them. But, on the other hand, they believe that their worry will make them sick and that 
they need to stop worrying completely. Worriers are also often highly intolerant of uncertainty, often believing 
that if they don’t know something for sure, then it will turn out badly. People who are anxious tend to predict 
the worst, expect that they will not be able to handle stress, and demand certainty in an uncertain world. If you 
are a worrier, you may have difficulty living in the present moment and enjoying your life. You are constantly 
seeking answers that you may never get.

HoW DoEs pErsoNality aFFECt GENEralizED aNxiEty DisorDEr?

People with GAD are anxious about things that are personally relevant to their concerns. Depending on your 
personality, you may worry about being rejected, making mistakes, not achieving success, getting sick, or 
being abandoned. Furthermore, you may avoid or leave situations that make you anxious, or you may try to 
compensate for your anxiety by trying to be overly controlling, by being overly concerned about approval, or by 



(cont.)

trying to be perfect. Your individual concerns and your style of coping with anxiety may thus actually make you 
more vulnerable to anxiety.

HoW CaN trEatmENt BE HElpFUl?

Cognitive- behavioral therapy and/or medication are especially useful in treating GAD. Both during therapy 
sessions and as part of the your self-help homework, you may be instructed in a number of techniques to 
decrease anxiety. Let’s take a look at some of these techniques.

Decrease your arousal.••  You are more likely to feel anxious when you are physically aroused. You should 
examine how much caffeine (coffee, teas, sodas) and alcohol you use. Your therapist may teach you 
breathing and relaxation exercises that can help you moderate your general arousal. Meditation and 
yoga are often very helpful to calm your body and mind. In addition, regular exercise may be helpful. 
Medications can also help reduce your arousal.

identify and confront your fears.••  Your therapist will assist you in recognizing the specific situations, 
sensations, or thoughts that are disturbing to you. You may be asked to rank these fears from least 
to most feared and to identify exactly what you are afraid will happen. Through gradual and guided 
exposure to these fears, with the help of your therapist, you may begin to modify the way you 
experience these situations.

modify your thinking.••  Your therapist may help you to identify and modify your negative thinking. 
You may be taking things too personally, engaging in fortunetelling about events that never happen, 
or predicting catastrophes that turn out to be mere inconveniences. Many worriers have a set of rules 
about life, such as “If I’m not perfect, I’m a failure” or “If someone doesn’t like me, it’s a disaster.” Other 
rules might be “I need to know for sure” or “I should never feel anxious.” You can learn to use cognitive 
therapy techniques to identify and modify your thinking in ways that are more realistic and fairer to 
yourself.

learn how to deal with worry.••  Like many worriers, you may believe that your worry prepares and 
protects you. You can learn how to distinguish between productive and unproductive worry, how 
to accept limitations and live with reasonable uncertainty, how to enjoy the present moment in a 
nonjudgmental way, and how to view your worries as “background noise” that does not need to control 
you. You can learn how to turn off the sense of urgency that makes you feel constantly under pressure.

Develop “emotional intelligence.”••  Many worriers have a hard time coping with their emotions. They 
often believe that their emotions will overwhelm them, will last indefinitely, or don’t make sense. Life is 
not about eliminating emotions; it entails learning to live meaningfully with your emotions. Cognitive-
 behavioral therapy can help you come to terms with the emotions that give richness and meaning to your 
life.

improve your relationships.••  Your anxiety may often be related to conflicts and misunderstandings 
in your relationships. Therapy can assist you in identifying these problematic issues, developing 
more effective ways of thinking about your relationships, and actively coping to make things better. 
Communication, listening, assertion, mutual problem solving, and increasing positive experiences can be 
important parts of your therapy.

Become a problem solver.••  Worriers often generate a lot of problems that don’t exist, but often 
avoid solving problems that they can address. This is because a lot of their anxiety is based on avoiding 
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experiences that make them anxious. Your therapist can help you become a practical and productive 
problem solver, which will make you more confident about “potential” problems.

mEDiCatioN

Depending on how severe your GAD is, and on whether depression is also part of the problem, your doctor may 
prescribe any number of medications that have proven effective for these disorders. Cognitive- behavioral therapy 
may be augmented with medication for anxiety disorders. Benzodiazepines and some antidepressants have been 
found useful for GAD. Your doctor can assist you with medication. You should never self- medicate.

HoW EFFECtiVE is trEatmENt?

Until about 10 years ago, treatments for GAD had limited success. However, today the outcome is very 
promising for GAD and most other anxiety disorders. The newer forms of cognitive- behavioral therapy have 
proven quite effective for chronic worriers.

WHat is ExpECtED oF yoU as a patiENt?

The treatment of GAD requires your regular attendance in therapy and your willingness to carry out self-help 
homework assignments that can be very effective in helping you cope with your anxiety. Many patients also 
benefit from medication, which should only be taken as prescribed by your doctor.

FORM 4.7. Information for Patients about Generalized Anxiety Disorder (p. 3 of 3)



FORM 4.8. Patient’s Worry Log

Patient’s name:   

Content area for 
each worry

Factors in 
situation that 
bring out the 

worry

prediction 
(specify exactly 
what you think 
will happen and 

when it will 
happen)

anxiety rating for 
each prediction 

(0–10)

rating of 
confidence in 
accuracy of 

prediction (0–10)

actual outcome 
(Exactly what 
happened?)

anxiety rating at 
outcome (0–10)

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata 
K. McGinn. All rights reserved. Permission to reproduce this material is granted to purchasers of this book for personal use only (see copyright page of book for details).



(cont.)

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page for details).

FORM 4.9. questions to Ask yourself If you Are Worrying:  
A Self-Help Form for Patients

Specific worry:  

Questions to ask yourself: your response:

Specifically, what are you predicting will happen?

How likely (0–100%) is it that this will actually 
happen?

How negative an outcome are you predicting (from 
0% to 100%)?

Likelihood: 

How negative:

What is the worst outcome?

The most likely outcome?

The best outcome?

Worst:

Most likely:

Best:

Are you predicting catastrophes (awful things) that 
don’t come true? What are some examples of the 
catastrophes that you are anticipating?

What is the evidence (for and against) your worry that 
something really bad is going to happen?
  If you had to divide 100 points between the 
evidence for and against, how would you divide these 
points? (For example, would it be 50–50? 60–40?)

Evidence for:

Evidence against:

Points: Evidence for =      
Evidence against =      

Are you using your emotions (your anxiety) to guide 
you? Are you saying to yourself, “I feel anxious, so 
something really bad is going to happen”? 

Is this a reasonable or logical way to make 
predictions? Why/why not?

How many times have you been wrong in the past 
about your worries? What actually happened?



Questions to ask yourself: your response:

What are the costs and benefits to you of worrying 
about this? If you had to divide 100 points between 
the costs and benefits, how would you divide these 
points? For example, would it be 50–50? 60–40?)

Costs:

Benefits:

Points: –    (costs)
    (benefits)

Subtract costs from benefits:     –     =    

What evidence do you have from the past that 
worrying has been helpful to you and hurtful to you?

Are you able to give up any control in order to be 
worried less?

Is there any way that worrying really gives you any 
control, or do you feel more out of control because 
you are worrying so much?

If what you predict happens, what would that mean 
to you? What would happen next?

How could you handle the kinds of problems that you 
are worrying about? What could you do?

Has anything bad happened to you that you were not 
worried about? How were you able to handle that?

Are you usually underestimating your ability to handle 
problems?

Consider the thing you are worried about. How do 
you think you’ll feel about this 2 days, 2 weeks, 2 
months, and 2 years from now? Why would you feel 
differently?

If someone else were facing the events that you are 
facing, would you encourage that person to worry 
as much as you? What advice would you give him or 
her?
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FORM 4.10. Challenging your Core beliefs

1. Identify your core beliefs about yourself and other people.

2. Examine the costs and benefits of these beliefs.

3.  How has this belief affected you in the past?

4. Are you viewing yourself in all-or- nothing terms?

5. What is the evidence for and against your belief?

6. Would you be as critical of other people?

7. Is there some truth in your belief?

8. Can you act against your belief?

9. Can you develop a more positive belief?

Conclusions:
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FORM 4.11. Possible Interventions for Worrying:  
A Self-Help Guide for Patients

 1. relax your mind and relax your body. Practice muscle relaxation and mindful breathing. Learn how to 
stay in the moment and let go of your thoughts and tension.

 2. Examine the advantages of letting go of worry. Be honest with yourself about your mixed motives 
about worrying. Part of you wants to decrease worry; the other part feels a need to worry to be prepared. 
The key here is knowing whether your worry will lead to productive action. If not, then it’s useless mental 
energy.

 3. keep in mind that a thought is a thought—it’s not reality. Keep your thoughts in mind, and recognize 
that reality is not the same thing as your thoughts. As you become a mindful observer of your breathing, 
you can practice simply observing your thoughts. You can stand back and say, “That’s just another thought.” 
And then you can practice saying, “Let it go.”

 4. ask yourself whether your worries are really rational. Practice the cognitive therapy techniques you 
have learned. Examine the evidence for and against it; ask yourself what advice you would give a friend; 
review how many times you have been wrong in the past; and so on.

 5. set aside “worry time,” write out your predictions, and keep a worry log to test out what actually 
happened. You will find that your worries are almost always false predictions, and you can set them aside 
for your worry time—which, let’s hope, will eventually bore you!

 6. Validate your emotions. Keep a daily journal of your emotions, both positive and negative. Identify why 
your emotions make sense, why they are not dangerous, and why other people would have many of the 
same feelings. Validate yourself.

 7. accept uncertainty, and accept your limitations. You can’t control or know everything. It’s not all up 
to you. The more you accept what you cannot do, the greater your sense of being empowered in the real 
world will become.

 8. realize that it’s not urgent. You don’t need to know right now. Nothing will happen if you don’t know. 
But you can focus on enjoying the present moment—and making the best of the moment in front of you.

 9. practice losing control. Rather than trying to stop or control your worry, flood yourself with it. Surrender 
to the worry, repeat the worry, and bore yourself with constant repetitions of exactly the same worried 
thought. You will get bored and less worried.

10. similarly, try to go crazy. You can’t go crazy from your worry. But you can learn that letting go of control 
allows you to overcome your fear of losing control.

11. practice your worst fears. Imagine the worst outcome, and repeat imagining it. You will find that with 
time, your images and thoughts will become boring. Think about it: The “cure” is boredom?

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
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Social Anxiety Disorder (Social Phobia)



(cont.)

FIGuRe 5.1. Diagnostic Flow Chart for Social Anxiety Disorder

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 
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FIGuRe 5.1 (cont.)



TAbLe 5.3. General Plan of Treatment for Social Anxiety Disorder

Assessment••
Tests and clinical interviewing{{

Consideration of medication{{

Socialization to treatment••
Cognitive restructuring••

Examining content{{

Examining information processing{{

Exposure••
Imaginal{{

Role-play{{

In vivo{{

Social skills training (as needed)••
Applied relaxation (as needed)••
Phasing out treatment•• 

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



TAbLe 5.4. Maladaptive “Rules” in Social Anxiety Disorder

Before you interact with people:

1. Think about all the ways you can look foolish and anxious.

2. Rehearse in your mind how anxious you will feel.

3. Try to prepare all kinds of safety behaviors to hide your anxiety.

4. If possible, come up with an excuse to avoid people.

When you are around other people:

1. Assume that people can see every anxious feeling and thought that you have.

2. Focus your attention on how anxious you feel.

3. Try to hide your anxious feelings.

After you interact with people:

1. Review how awful it felt.

2. Assume that people are now talking about how awkward you looked.

3. Focus on any signs of imperfection in how you appeared.

4. Criticize yourself for being less than perfect. 

Note From Leahy (2009). Copyright 2009 by Robert L. Leahy. Reprinted by permission in Treatment 
Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



TAbLe 5.5. Sample Symptoms for Social Anxiety Disorder

Fear of social situations (specify) Feeling faint
Numbness
Tingling
Chills
Hot flashes

Specify cognitive symptoms:
Mind going blank
Difficulty speaking
Loss of concentration
Derealization
Depersonalization

Fear of negative judgment by others

Feelings of embarrassment or humiliation

Anxious mood

Specify physical symptoms of anxiety:
Blushing
Sweating
Shaking
Palpitations
Difficulty breathing
Chest pain
Nausea
Dizziness

Specify behavioral symptoms:
Panic attacks
Avoidance (specify)

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



TAbLe 5.6. Sample Treatment Goals and Interventions for Social Anxiety Disorder

Treatment goals Interventions

Reduce physical anxiety symptoms Relaxation training, exposure

Reduce fear of scrutiny/evaluation Cognitive restructuring, exposure

Eliminate safety behaviors Self- monitoring, exposure

Acquire social skills Social skills training (modeling, role play, in vivo 
practice)

Reduce anxiety in specific social situations to 2 
or less on a scale of 0–10

Cognitive restructuring, exposure

Eliminate avoidance of social situations (specify) Exposure

Modify assumption of need for approval (or other 
assumptions— specify)

Cognitive restructuring

Modify schema of inadequacy (or other 
schemas— specify)

Cognitive restructuring, developmental analysis

Eliminate impairment (specify— depending on 
impairments, this may be several goals)

Cognitive restructuring, problem- solving 
training, or other skills training (specify)

Eliminate all anxiety symptoms (BAI and/or 
SAQ in normal range)

All of the above

Acquire relapse prevention skills Reviewing and practicing techniques as necessary

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



TAbLe 5.7. Detailed Treatment Plan for Social Anxiety Disorder

Sessions 1–2

Assessment
Ascertain presenting problems
Inquire regarding all symptoms
Administer SAQ (Form 5.2)
Administer standard battery of intake measures (see Form 5.3), plus additional anxiety questionnaires as 

appropriate
Assess avoidance and safety behaviors (have patient fill out Forms 5.4 and 5.5)
Assess impairment in social, educational, and occupational functioning
Evaluate for comorbid conditions (e.g., major depression, other anxiety disorders)
Evaluate substance use; evaluate need for counseling or detoxification if patient has substance abuse or 

dependence
Assess need for medication

Socialization to Treatment
Inform patient of diagnosis
Indicate that disorder is common and brief treatment is available
Educate patient regarding option of medication
Discuss any fears/reservations patient has regarding treatment
Provide patient with information handouts on SAD (Forms 5.1 and 5.6) and on cognitive- behavioral 

therapy in general (Form 10.1 in Chapter 10)
Begin developing short-term and long-term goals for therapy

Homework
Have patient use Forms 5.4 and 5.5 to self- monitor avoided situations and safety behaviors
Have patient write out goals for therapy

Sessions 3–4

Assessment
Evaluate homework
Evaluate anxiety (SAQ) and depression (BDI-II)

Cognitive Interventions
Teach identification of automatic thoughts, using recent social situation

Behavioral Interventions
Assess need for relaxation training
If indicated, begin teaching progressive muscle relaxation and breathing relaxation

Homework
Have patient continue to self- monitor avoided situations, safety behaviors
Have patient begin recording automatic thoughts (on Form 2.10 in Chapter 2 or on Form 10.4 in 

Chapter 10)
Have patient being practicing relaxation (if applicable)

Sessions 5–6

Assessment
As in Sessions 3–4 



TAbLe 5.7 (cont.)

Cognitive Interventions
Teach categorization of automatic thoughts, examination of evidence, and rational responding
Identify patterns of pre- and postevent processing
Introduce behavioral experiments

Behavioral Interventions
Help patient create hierarchy for exposure; plan first exposures
Assess social skills deficits and discuss rationale for training (if indicated)
Provide feedback about patient’s actual performance (video, audio, therapist, and/or group)
Help patient practice shifting attention from internal to external cues
Continue teaching relaxation techniques (if indicated)

Homework
Have patient continue using thought records to record/challenge negative thoughts
Have patient practice external focus of attention in social situations
Have patient practice modifying pre- and postevent processing
Have patient continue practicing relaxation (if applicable)

Sessions 7–13

Note: The first session involving exposure may be 90 minutes; subsequent sessions may be 45 minutes, if 
patient is able to habituate in that time

Assessment
As in Sessions 3–4

Cognitive Interventions
Obtain automatic thoughts before, during, and after exposure, and have patient practice rational 

responding
Note changes in patient’s mood during sessions, obtain automatic thoughts, and dispute
Continue behavioral experiments
Introduce concepts of maladaptive assumptions, dysfunctional schemas

Behavioral Interventions
Begin exposure (imaginal, role-play, and/or therapist- guided in vivo exposure)
As each item is mastered, have patient move up exposure hierarchy
Plan and discuss self- directed in vivo exposures
Identify safety behaviors
Continue with social skills training (if indicated) via modeling, role play

Homework
Have patient listen to tapes of imaginal exposure
Have patient engage in self- directed in vivo exposure, dropping safety behaviors
Have patient practice self- directed application of cognitive skills before and after exposure
Have patient practice external focus of attention
Have patient continue practicing social skills (if indicated)

Sessions 14–16

Assessment
As in Sessions 3–4

(cont.) 



TAbLe 5.7 (cont.)

Cognitive Interventions
Continue identifying and challenging automatic thoughts
Continue behavioral experiments
Identify and challenge core assumptions and schemas (developmental analysis, imagery rescripting, etc.)

Behavioral Interventions
Continue with exposures, moving up hierarchy

Homework
As in Sessions 7–13

Sessions 17–20 (biweekly or monthly)
Assessment
As in Sessions 3–4

Cognitive Interventions
Continue to focus on assumptions and schemas
Review techniques patient has found useful
Discuss possible future problems and ways of coping with them

Behavioral Interventions
Complete exposure hierarchy
Have patient design own exposures
Review techniques patient has found useful
Discuss possible future problems and ways of coping with them

Homework
Have patient seek opportunities to be anxious and use these for further exposure
Encourage continued practice of all skills 

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



FORM 5.1. The Causes of Social Anxiety

Adapted from Leahy (2009). Copyright 2009 by Robert L. Leahy. Adapted by permission in Treatment Plans and Interventions for 
Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, 
and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to purchasers of this book for personal use 
only (see copyright page of book for details).



FORM 5.2. Social Anxiety questionnaire (SAq) for Patients

Patient’s name:                           Today’s date:  

Listed below are social situations that commonly make people anxious. Please rate how anxious you usually feel 
in each situation. If the situation is one you avoid, rate how anxious you think you would feel if you were in the 
situation. Please add any additional social situations that cause you anxiety.

situation
None  

(0)
a little  

(1)
moderately 

(2)
a lot  
(3)

Speaking in front of other people             

Going to parties             

Meeting new people             

Starting a conversation             

Disagreeing with someone             

Talking to a superior at work             

Asking someone for a date             

Going to business meetings             

Looking someone in the eye             

Eating or drinking in front of other people             

Writing in front of other people             

Asking for help or directions             

Using public bathrooms when others are present             

Other:

                                         

                                         

                                         

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page of book for details).



(cont.)

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page for details).

FORM 5.3. evaluation of Social Anxiety Disorder:  
Test Scores, Substance use, History, Treatment Progress, 
and Recommendations

Patient’s name:                           Today’s date:  

Therapist’s name:                           Sessions completed:  

Test data/scores

Social Anxiety Questionnaire (SSQ)     Beck Depression Inventory (BDI–II (BDI-II)     

Beck Anxiety Inventory (BAI)     Dyadic Adjustment Scale (DAS)     

Global Assessment of Functioning (GAF)     

Other questionnaires (specify):  

Use of pharmacological agents

Current medications (include dosage):  

 

Past medications (include dosage):  

 

Current use of alcohol or other substances (note kind and amount):  

 

Past use of alcohol or other substances (note kind and amount):  

 

History (intake only)

Previous episodes of anxiety (specify nature):

Onset       Duration       Precipitating events       Treatment



Previous episodes of depression or other psychiatric disorder (specify nature):

Onset       Duration       Precipitating events       Treatment

Treatment progress (later evaluations only)

Completed exposures:  

 

Situations still avoided  

 

Remaining safety behaviors:  

 

Cognitive distortions to be addressed:  

 

Recommendations

Medication evaluation or reevaluation:

Increased intensity of services:

Behavioral interventions:

Cognitive interventions:

Interpersonal interventions:

Marital/couple therapy:

Other:

FORM 5.3. evaluation of Social Anxiety Disorder (p. 2 of 2)



FORM 5.4. Social Anxiety Situations List for Patients

Patient’s name:                           Week:  

Please list all social or performance situations that you avoid or that make you anxious. Note in the second 
column whether the situation is something you avoid. In the third column, note how much anxiety you feel (or 
would feel) when you are in the situation, from 0 (no anxiety) to 10 (maximum anxiety).

social situation
avoided? 
(yes/No)

Distress 
(0–10)

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page of book for details).



FORM 5.5. Safety behaviors Inventory for Patients  
with Social Anxiety

Patient’s name:                           Week:  

Please list any behaviors that you do or avoid doing in social situations in order to feel less anxious. Examples 
of behaviors you might do to feel less anxious are holding a glass tightly so no one sees your hand shaking or 
sitting in the back of a class so no one looks at you. Examples of behaviors you might avoid are introducing 
yourself to a stranger or disagreeing with someone. In the second column, please note how anxious you would 
feel if you changed the behavior, from 0 (no anxiety) to 10 (maximum anxiety).

safety behaviors
Distress 
(0–10)

Behaviors done:

                                       

                                       

                                       

                                       

                                       

                                       

    

    

    

    

    

    

Behaviors avoided:

                                       

                                       

                                       

                                       

                                       

                                       

    

    

    

    

    

    

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page of book for details).



(cont.)

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
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FORM 5.6. Information for Patients about Social Anxiety Disorder

WHat is soCial aNxiEty DisorDEr?

Social anxiety disorder is the fear of one or more social situations. Commonly feared situations include public 
speaking, meeting new people, being at parties, asking for dates, eating in public, using public restrooms, 
speaking to people in authority, and disagreeing with others.

People with social anxiety disorder are afraid they will act in ways that will make other people think badly 
of them. They often fear that others will see some sign of anxiety, such as blushing, trembling, or sweating. 
People with social anxiety disorder usually try to stay away from the situations that make them anxious. When 
they cannot avoid a situation, they tend to feel very anxious or embarrassed. Sometimes they may have panic 
attacks. Social anxiety disorder is a severe form of shyness that can cause problems in people’s lives. Sometimes 
these problems are minor, such as not being able to speak up in class. Sometimes, however, the problems can 
be very serious. People with severe social anxiety disorder often have few friends, feel chronically lonely, and 
have trouble reaching their goals in school or at work.

WHo GEts soCial aNxiEty DisorDEr?

Social anxiety disorder is very common. More than one out of eight people will suffer from social anxiety 
disorder at some point in their lives. Many more people have symptoms of shyness that are not severe enough 
to be called social anxiety disorder. Social anxiety disorder usually starts when people are in their early teens, but 
it can begin much earlier. If people do not get help, the problem can last for years.

WHat CaUsEs soCial aNxiEty DisorDEr?

A number of factors can contribute to the development and maintenance of social anxiety disorder:

Genetics.••  People with social anxiety disorder often have relatives who are anxious or shy.

prior experiences.••  Many people with social anxiety disorder remember having been embarrassed or 
humiliated in the past. This leads them to be afraid that the same thing will happen again. Negative 
experiences with parents, other family members, and/or peers may all contribute to social anxiety.

Negative thinking.••  People with social anxiety disorder often have negative expectations about what 
will happen in social situations. Common thoughts are “I won’t be able to think of anything to say,” “I’ll 
make a fool of myself,” and “People will see I’m anxious.” They also tend to have standards that are hard 
to meet, such as “I should never be anxious,” “You have to be beautiful and smart to be liked,” or “I have 
to get everyone’s approval.” Typically they have negative beliefs about themselves, such as “I’m boring,” 
“I’m weird,” or “I’m different from other people.”

avoidance:••  People with social anxiety disorder often avoid situations that make them afraid. This helps 
them feel less anxious in the short run. In the long run, avoidance prevents them from learning that their 
social fears are exaggerated, which keeps them feeling anxious.

safety behaviors:••  Sometimes people participate in social situations, but do certain things to try to avoid 
possible embarrassment, such as not asking questions or holding a glass tightly so no one will see their 



hand shake. These “safety behaviors,” like avoidance, prevent people from learning that they can do well 
in social situations without extra effort.

lack of social skills.••  Some people with social anxiety disorder never had the chance to learn social skills. 
This can cause them to have problems in social situations. Other people with this disorder have good 
social skills, but get so anxious that they have a hard time using them.

HoW DoEs CoGNitiVE- BEHaVioral tHErapy For soCial aNxiEty DisorDEr Work?

Cognitive- behavioral therapy helps you change the beliefs that cause your fear. Your therapist will teach you how 
to recognize your negative thoughts and to think more realistically about social situations and about yourself. 
He or she will also help you gradually face the situations you have been afraid of in the past. This allows you 
to discover that your fears usually do not come true, and that the consequences of any negative things that 
might happen are not so bad. Over time, you are likely to feel less anxious and more confident. In addition, your 
therapist can teach you social skills and ways to relax if necessary.

A number of studies have shown that most people who get cognitive- behavioral therapy for social anxiety 
disorder feel less anxious. People usually continue to feel better even after therapy has stopped.

HoW loNG DoEs tHErapy last?

For people with mild to moderate social anxiety disorder, 16–20 sessions is usually enough. People with fear of 
just one social situation, such as public speaking, may need fewer sessions. People with more serious symptoms 
may need more.

CaN mEDiCatioN HElp?

Several different types of medication have been found to be helpful for social anxiety disorder. Your physician 
or a psychiatrist can recommend whether medication might be a good option for you. Medication may provide 
more rapid initial relief. However, cognitive- behavioral therapy has been found to be at least as effective as 
medication and may provide better long-term outcome.

WHat is ExpECtED oF yoU as a patiENt?

Many people feel anxious at the beginning of therapy. It is common to worry about being embarrassed or 
judged in therapy, and to wonder whether you can be helped. All you have to do is be willing to give therapy 
a try. Your therapist will teach you things you can do to help yourself and ask you to practice them between 
sessions. Early exercises will be quite easy, but they will become more challenging as you feel more comfortable. 
The more you work on these exercises, the more likely it is that your social anxiety disorder will get better.

FORM 5.6. Information for Patients about Social Anxiety Disorder (p. 2 of 2)



Posttraumatic Stress Disorder



FIGuRe 6.1. Diagnostic Flow Chart for Posttraumatic Stress Disorder

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 
2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to repro-
duce this material is granted to purchasers of this book for personal use only (see copyright page for details).



TAbLe 6.1. Maladaptive “Rules” in Posttraumatic Stress Disorder

1. Since something terrible happened, then terrible things will happen again.
2. Images and sensations are a sign of danger.
3. You have to stop having any memories of what happened.
4. If you feel afraid, then it’s happening again.
5. Avoid anything that reminds you of the trauma.
6. Try to numb yourself so you don’t feel anything.
7. Your life is changed forever. 

Note. Adapted from Leahy (2009). Copyright 2009 by Robert L. Leahy. Reprinted by permission in 
Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford 
Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights 
reserved.



TAbLe 6.3. General Plan of Treatment for Posttraumatic Stress Disorder

Assessment••
Tests and clinical interviewing{{

Consideration of medication{{

Socialization to treatment••
Skills training (optional)••

Emotional regulation{{

Interpersonal skills{{

Exposure••
Imaginal exposure to trauma memory{{

Exposure to internal and external cues{{

In vivo{{  exposure to avoided situations

Cognitive restructuring••
Coping with life problems••
Phasing out treatment••

 

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition 
(The Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. 
McGinn. All rights reserved.



TAbLe 6.4. Examples of Techniques for Addressing Trauma- Related Cognitive Distortions

Target belief Techniques

“The world is dangerous.” 1. Calculating probabilities of specific events.
2. Listing advantages/disadvantages of world view.
3. Doing a cost– benefit analysis of specific vigilance and avoidance 

behaviors.
4. Identifying reasonable precautions.

“Events are unpredictable 
and uncontrollable.”

1. Listing advantages/disadvantages of belief.
2. Listing all areas of life in which patient has some control, and rating 

degree of control for each.
3. Doing a cost–benefit analysis of specific efforts at prediction/control.
4. Keeping a daily log of behaviors that produce predicted outcomes.
5. Engaging in behaviors with high probability of predictable outcome.
6. Accepting that some events are unpredictable.

“What happened was my 
fault.”

1. Examining knowledge and choices available to patient at the time. 
Were any better choices actually available? Could patient reasonably 
have predicted outcomes?

2. Using double- standard technique: “Would you blame a friend in a 
similar situation?”

3. Constructing a “pie chart” assigning responsibility for event to all 
relevant parties.

4. Examining societal biases (e.g., men are sent to war, then blamed 
for killing; women are urged to look “sexy,” then blamed for being 
raped).

5. Practicing self- forgiveness—all humans make mistakes.

“I am incompetent.” 1. Examining evidence for competence in daily life.
2. Examining unreasonable expectation of competence in extreme and 

unusual circumstances.
3. Keeping a daily log of competent coping.
4. Using graded task assignment (see Chapter 9).

“Other people cannot be 
trusted.”

1. Listing known persons who are trustworthy, and listing specific ways 
in which each can be trusted.

2. Rating people on a continuum of trustworthiness.
3. Examining patient’s history of relationship choices. Are better 

alternatives available?
4. Carrying out behavioral experiments that involve trusting others in 

small ways.
5. Keeping a daily log of people who honor commitments.

“Life is 
meaningless.”

1. Listing activities that formerly were rewarding (see Chapter 9).
2. Scheduling pleasurable/rewarding activities (see Chapter 9).
3. Recognizing feelings of loss as a way of confirming meaning.
4. Examining which goals and activities no longer seem meaningful 

and which now appear more important.
5. Working toward an acceptance of death.
6. Finding meaning in each day.

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



TAbLe 6.5. Sample Symptoms for Posttraumatic Stress Disorder

Specify traumatic event(s) Derealization
Intrusive memories Emotional numbness
Nightmares Restricted affect
Flashbacks Inability to imagine the future
Intense distress when exposed to memories or cues Insomnia
Avoidance (specify what is avoided) Irritability
Inability to recall parts of the trauma Anger outbursts
Withdrawal from usual activities (specify) Impaired concentration
Detachment Hypervigilance
Dissociation Exaggerated startle response
Depersonalization

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



TAbLe 6.6. Sample Treatment Goals and Interventions for Posttraumatic Stress Disorder

Treatment goals Interventions

Reducing symptoms of hyperarousal Relaxation training
Reducing distress associated with memories to 2 

or less on a scale of 0–10
Imaginal exposure

Eliminating avoidance of memories In vivo exposure
Engaging in previously avoided activities (specify) In vivo exposure
Eliminating anger outbursts Anger management training
Increasing range of affect Exposure to emotional cues
Increasing social contacts to three times a week Activity scheduling, support groups
Eliminating feelings of guilt Cognitive restructuring
Stating reduced belief (10%) in schemas of 

danger, lack of predictability/control (or other 
schemas— specify)

Cognitive restructuring, developmental analysis

Eliminating intrusive memories (and/or 
flashbacks/nightmares)

Imaginal exposure

Eliminating impairment (specify— depending on 
impairments, this may be several goals)

Cognitive restructuring, problem- solving 
training, or other skills training (specify)

Finding sources of meaning in life Life review, activity scheduling/reward planning
Eliminating all anxiety symptoms (PCL-C scores 

in normal range)
All of the above

Acquiring relapse prevention skills Reviewing and practicing techniques as necessary

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



TAbLe 6.7. Detailed Treatment Plan for Posttraumatic Stress Disorder

Sessions 1–2
Assessment
Ascertain presenting problems
Administer standard battery of intake measures (see Form 6.3)
Inquire about history of trauma, including possible multiple traumas
Inquire about reexperiencing, avoidance, and hyperarousal symptoms (Form 6.2), as well as triggers 

(Form 6.4)
Evaluate for comorbid conditions (e.g., major depression, other anxiety disorders)
Assess need for medication
Rule out contraindications for PTSD treatment (e.g., current substance abuse/dependence, current 

suicidal threat, unstable life circumstances)
Rule out malingering
Assess premorbid functioning (including strengths, weaknesses, prior treatment, etc.)
Obtain developmental history
Assess social supports

Socialization to Treatment
Inform patient of diagnosis
Indicate that the symptoms are a common and understandable response to a traumatic event
Inform patient that short-term treatment is available, with high probability of a significant reduction in 

distress
Provide patient with information handouts on PTSD (Forms 6.1 and 6.5) and cognitive- behavioral 

therapy in general (Form 10.1 in Chapter 10)
Discuss option of medication
Explore and discuss any fears/reservations patient has regarding treatment

Homework
Have patient write out goals for therapy
Have patient begin monitoring trauma related triggers during the week (using Form 6.4)

Session 3
Assessment
Review homework
Evaluate anxiety and depression (use PCL-C, BAI, and/or BDI-II, as appropriate)
Assess automatic thoughts, assumptions, and schemas related to the trauma
Assess patient’s coping skills and need for possible skills training

Socialization to Treatment
Review cognitive- behavioral conceptualization of PTSD, treatment, and rationale
Link treatment plan to patient goals
Discuss advantages/disadvantages of proceeding with treatment

Coping with Life Problems
Discuss any current life problems that might interfere with treatment
Teach patient to utilize cognitive- behavioral skills as needed

Homework
Have patient continue monitoring triggers
Ask patient to list avoided situations

(cont.) 



TAbLe 6.7 (cont.)

Sessions 4–5
Assessment
Review homework
Evaluate anxiety and depression (use PCL-C, BAI, and/or BDI-II, as appropriate)
Evaluate patient’s readiness to proceed with exposure

Skills Training
Teach breathing relaxation
Teach additional affect regulation and interpersonal skills as necessary

Exposure
Explain rationale and procedures for imaginal exposure
Plan first exposure session

Cognitive Restructuring
Teach patient to identify automatic thoughts
Teach patient rational responding

Homework
Have patient continue monitoring triggers, avoided situations
Ask patient to write automatic thoughts and rational responses (using Form 6.8, or form 2.10 in 

Chapter 2)
Have patient practice breathing relaxation (and any other skills taught)

Session 6
Note: The first exposure session may be done earlier or later than Session 6, depending on the patient’s 

readiness; allow 90 minutes for this session

Assessment
Review homework
Evaluate anxiety and depression (use PCL-C, BAI, and/or BDI-II, as appropriate)

Exposure
Create first imaginal exposure recording of trauma memory
Have patient listen to recording repeatedly in session

Homework
Have patient continue to practice relaxation and other coping skills (not during exposure)
Have patient listen to exposure recording repeatedly each day until SUDs level decreases by half

Sessions 7–8
Note: These sessions may be 45 or 90 minutes, depending on patient’s needs

Assessment
Review homework and any problems completing exposure assignment
Assess patient’s current SUDs level in response to trauma memory
Evaluate anxiety and depression (use PCL-C, BAI, and/or BDI-II, as appropriate)

Exposure
Have patient retell and re- record trauma story
Have patient continue imaginal exposure to trauma memory
Expose patient in session to other trauma- related cues 



TAbLe 6.7 (cont.)

Cognitive Restructuring
Note cognitive distortions during discussions of patient’s reaction to exposure
If cognitive distortions do not spontaneously change with continued exposure, use cognitive techniques 

to challenge them (see Chapter 10 and Appendix B)

Homework
Have patient continue listening to exposure tape
Have patient continue writing automatic thoughts and rational responses (see Form 6.8 or 2.10)
Ask patient to construct hierarchy of avoided situations, safety behaviors

Sessions 9–13

Assessment
Review homework and any problems
Evaluate anxiety and depression (use PCL-C, BAI, and/or BDI-II, as appropriate)

Exposure
Continue imaginal exposure to remaining “hot spots” in trauma memory (see Form 6.6)
Continue exposure to trauma cues
Plan and review in vivo exposures

Cognitive Restructuring
Identify any problematic cognitions remaining and challenge these

Homework
Have patient continue imaginal exposure to “hot spots”
Assign self- directed in vivo exposure, forgoing safety behaviors
Have patient continue to identify and challenge cognitive distortions as they occur

Sessions 14–16 (Scheduled Biweekly or Monthly)

Assessment
Review homework
Note any trauma- related memories, cues, or situations that continue to be avoided or evoke anxiety
Note any remaining maladaptive thoughts, assumptions, and/or schemas
Evaluate anxiety and depression (use PCL-C, BAI, and/or BDI-II, as appropriate)

Exposure
Continue exposure to any cues that remain problematic

Cognitive Restructuring
Address any remaining problematic beliefs
Modify maladaptive schemas

Coping with Life Problems
Discuss ways of coping with any remaining life problems

Phasing Out Treatment
Review techniques patient has found useful
Discuss possible sources of stress in future, predict possibility of temporary renewal of symptoms, and 

discuss ways of coping with them
(cont.) 



TAbLe 6.7 (cont.)

Homework
Have patient self- assign homework
Encourage continued practice of affect and interpersonal regulation skills
Encourage self- directed exposure to avoided situations
Encourage continued practice of cognitive techniques
Encourage continued practice of life- problem- related skills
Write list of favorite techniques to be used after termination 

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



FORM 6.1. The Causes of Posttraumatic Stress Disorder

Adapted from Leahy (2009). Copyright 2009 by Robert L. Leahy. Reprinted by permission in Treatment Plans and Interventions for 
Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, 
and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to purchasers of this book for personal use 
only (see copyright page of book for details).



FORM 6.2. PTSD Checklist— Civilian version (PCL-C)

Patient’s name:                           Today’s date:  

Below is a list of problems and complaints that people sometimes have in response to stressful life experiences. 
In the column at the right, enter the number that best indicates how much you have been bothered by that 
problem in the last month.

1 = Not at all 2 = A little bit 3 = Moderately 4 = Quite a bit 5 = Extremely

response rating

 1. Repeated, disturbing memories, thoughts, or images of a stressful experience from 
the past?

 2. Repeated, disturbing dreams of a stressful experience from the past?

 3. Suddenly acting or feeling as if a stressful experience were happening again (as if 
you were reliving it)?

 4. Feeling very upset when something reminded you of a stressful experience from 
the past?

 5. Having physical reactions (e.g., heart pounding, trouble breathing, or sweating) 
when something reminded you of a stressful experience from the past?

 6. Avoid thinking about or talking about a stressful experience from the past or avoid 
having feelings related to it?

 7. Avoid activities or situations because they remind you of a stressful experience from 
the past?

 8. Trouble remembering important parts of a stressful experience from the past?

 9. Loss of interest in things that you used to enjoy?

10. Feeling distant or cut off from other people?

11. Feeling emotionally numb or being unable to have loving feelings for those close to 
you?

12. Feeling as if your future will somehow be cut short?

13. Trouble falling or staying asleep?

14. Feeling irritable or having angry outbursts?

15. Having difficulty concentrating?

16. Being “super alert” or watchful on guard?

17. Feeling jumpy or easily startled?

The PCL-C is a U.S. government document in the public domain.
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FORM 6.3. evaluation of Posttraumatic Stress Disorder: 
Test Scores, Substance use, History, Treatment Progress, 
and Recommendations

Patient’s name:                           Today’s date:  

Therapist’s name:                           Sessions completed:  

Test data/scores

PTSD Checklist for Civilians (PCL-C)     Beck Depression Inventory–II (BDI-II)     

Beck Anxiety Inventory (BAI)     Dyadic Adjustment Scale (DAS)     

Global Assessment of Functioning (GAF)     

Other questionnaires (specify):    

Use of pharmacological agents

Current medications (include dosage):  

 

Past medications (include dosage):  

 

Current use of alcohol or other substances (note kind and amount):  

 

Past use of alcohol or other substances (note kind and amount):  

 

History (intake only)

Previous traumatic episodes (specify nature):

Onset       Duration       Precipitating events       Treatment



Previous episodes of anxiety, depression, or other psychiatric disorder (specify nature):

Onset       Duration       Precipitating events       Treatment

Treatment progress (later evaluations only)

Completed exposures:  

 

 

Situations still avoided:  

 

 

Remaining safety behaviors:  

 

 

Cognitive distortions to be addressed:  

 

 

Recommendations

Medication evaluation or reevaluation:

Increased intensity of services:

Behavioral interventions:

Cognitive interventions:

Interpersonal interventions:

Marital/couple therapy:

Other:

FORM 6.3. evaluation of Posttraumatic Stress Disorder (p. 2 of 2)



FORM 6.4. Patient’s Trauma Trigger Record

Patient’s name:                           Week:  

Please list any sensations, places or situations that evoke traumatic memories, or that you avoid out of fear they 
might evoke memories. In the second column, write the memory or sensation that you get when you are in 
contact with the trigger. In the third column, note whether the trigger is something you avoid. Finally, note how 
much distress you feel (or would feel) when you encounter the trigger, from 0 (no distress) to 10 (maximum 
distress).

trigger memory or sensation
avoided? 
(yes/No)

Distress 
(0–10)

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page of book for details).



(cont.)

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page for details).

FORM 6.5. Information for Patients  
about Posttraumatic Stress Disorder

WHat is posttraUmatiC strEss DisorDEr

Posttraumatic stress disorder (or PTSD) is a common reaction to very stressful or traumatic events. Many 
different kinds of events can lead to PTSD, including being in a car accident; being raped or being the victim of 
another crime; being physically or sexually abused; living through a disaster such as a flood or a bombing; or 
seeing someone else die.

People with PTSD have three main types of problems or symptoms

1. reliving the trauma. This can include frequent memories, nightmares, and flashbacks that make people 
feel as if they are living the event all over again. Memories often come back when something people see or hear 
reminds them of the event.

2. avoiding. Because it is upsetting to remember what happened, people with PTSD try not to think 
about it. They also stay away from people, places, or things that bring back memories. Often they feel numb or 
detached from other people. Some turn to alcohol or drugs to dull the pain.

3. signs of physical stress. These can include trouble sleeping, feeling irritable or angry all the time, 
trouble concentrating, and feeling tense or on guard.

WHat CaUsEs posttraUmatiC strEss DisorDEr?

When people live through a trauma, the memories of what happened get connected in their minds with what 
they saw, heard, smelled, or felt at the time. Later a similar sight, sound, smell, or other feeling can bring the 
memories and emotions flooding back.

A second reason memories come back is that people have a need to make sense of what happened to 
them. Traumatic events often make people question things they once believed—for example, that the world is 
basically safe or that bad things won’t happen to them. To understand the trauma, they have to think about it. 
But thinking about it brings the memories and feelings back, so they try not to think about it. Instead of finding 
understanding and peace, people often end up going back and forth between remembering and trying to 
forget.

HoW DoEs posttraUmatiC strEss DisorDEr DEVElop?

Most people begin to have symptoms of PTSD shortly after the trauma. For about half of these people, the 
symptoms get better on their own within 3 months. For others, the symptoms can last for years. Some people 
don’t start to have symptoms until many years after the event.

HoW DoEs CoGNitiVE- BEHaVioral tHErapy For posttraUmatiC strEss 
DisorDEr HElp?

Cognitive- behavioral therapy is designed to help reduce the upsetting memories and emotions from the trauma, 
and to help you make sense of what happened in a way that allows you to move on with your life. First, your 



therapist will give you some simple exercises to help reduce your anxiety. Then he or she will help you face the 
upsetting memories by retelling the story of what happened in a safe way. At first, you may find that some of 
the old feelings return. However, the more you do this, the more the emotions will begin to fade, allowing you 
to achieve a sense of peace. Your therapist will also help you think more realistically about what happened to 
you and what its implications are the future.

A number of studies have found that cognitive- behavioral therapy helps people with PTSD feel significantly 
better, and that about two- thirds of patients no longer have PTSD by the end of treatment. These studies have 
included combat veterans as well as victims of rape, assault, childhood abuse, political violence, and automobile 
accidents.

HoW loNG DoEs tHErapy last?

How long treatment for PTSD lasts depends on how many traumas you suffered and how severe they were, 
how bad your symptoms are now, and how many other problems you are having in your life. For people who 
have been through a single traumatic event, 12–20 sessions are usually enough. Most of these sessions will be 
45–50 minutes long, but a few may be as long as 90 minutes.

CaN mEDiCatioNs HElp?

Medications by themselves are usually not enough for treating PTSD. However, they can be helpful for some 
people when combined with therapy. Your physician or a psychiatrist can suggest which medication might be 
best for you.

WHat is ExpECtED oF yoU as a patiENt?

It is best not to start treatment for PTSD if you are currently abusing drugs or alcohol, or if you have a major 
current crisis in your life. Your therapist can help you deal with these problems first, and then can help you begin 
working on your PTSD symptoms. Other than that, all you need to do is to be willing to try therapy and to spend 
some time each week practicing the things you learn.

FORM 6.5. Information for Patients about Posttraumatic Stress Disorder (p. 2 of 2)



FORM 6.6. “Hot Spots” in My Story

image of the “hot spot” What it makes me think and feel

From Leahy (2009). Copyright 2009 by Robert L. Leahy. Reprinted by permission in Treatment Plans and Interventions for Depression 
and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. 
McGinn. All rights reserved. Permission to reproduce this material is granted to purchasers of this book for personal use only (see 
copyright page of book for details).



FORM 6.7. Safety behaviors in Posttraumatic Stress Disorder

typical safety 
behaviors Examples of my safety behaviors

How i think these safety behaviors 
protect me

Continually looking for 
signs of danger

Avoiding people, places, 
and things

Looking away from 
sounds, images, or 
experiences that remind 
me of the trauma

Seeking reassurance

Repeating prayers or 
using superstitious 
behaviors

Physical tensing (holding 
my body, holding my 
breath, walking a 
certain way, etc.)

Using alcohol or drugs 
to make myself feel 
more calm

Bingeing on food 
to take my mind off 
memories

Other behaviors

From Leahy (2009). Copyright 2009 by Robert L. Leahy. Reprinted by permission in Treatment Plans and Interventions for Depression 
and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. 
McGinn. All rights reserved. Permission to reproduce this material is granted to purchasers of this book for personal use only (see 
copyright page of book for details).



FORM 6.8. negative Thoughts and Realistic Responses 
in Posttraumatic Stress Disorder

triggers: sensations and images

triggers Negative thoughts realistic thoughts

Why i am safe now

Beliefs about danger Why i am safe

self, others, and the world

Negative thoughts realistic thoughts

Self

Others

World

From Leahy (2009). Copyright 2009 by Robert L. Leahy. Reprinted by permission in Treatment Plans and Interventions for Depression 
and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. 
McGinn. All rights reserved. Permission to reproduce this material is granted to purchasers of this book for personal use only (see 
copyright page of book for details).



FORM 6.9. Possible Interventions for Posttraumatic Stress Disorder: 
A Self-Help Guide

 1. practice relaxation. Set aside time every day for deep muscle relaxation, mindful breathing, or a body 
scan.

 2. Examine the costs and benefits of changing. Getting better will require doing some things that are 
uncomfortable. How will your life be better if you no longer have PTSD?

 3. Be an observer. Rather than struggle against sensations, images, and thoughts, just stand back and watch 
them. Observe that they are temporary. They are mental events, not reality.

 4. Don’t struggle; let it be. Allow thoughts, sensations, and images to come and go like water flowing along 
a stream. Surrender to the moment.

 5. Evaluate your negative beliefs. Challenge the negative thoughts that you have about helplessness, guilt, 
and the lack of meaning in life. What advice would you give a friend?

 6. Challenge your belief that you are still in danger. It happened in the past, but it sometimes feels as if it 
is happening now. Remind yourself of how safe you really are.

 7. retell the story in more detail. Write out and tape- record your retelling of the story of your trauma. 
Pay attention to the details of sounds, sights, and smells. Try to recall the sequence of how things actually 
happened.

 8. Focus on the “hot spots” in your story. Certain images and thoughts make you feel more anxious. Try to 
notice what they are and what they mean to you. Slow yourself down and examine the negative thoughts 
that are associated with these images.

 9. restructure the image. Create a new image in which you are triumphant, dominant, and strong. Imagine 
yourself as the victor and as more powerful than anything and anyone that has traumatized you.

10. Eliminate safety behaviors. Notice any superstitious things that you do to make yourself feel safer—like 
repeating reassurance to yourself, avoiding doing certain things at certain times or places, tensing your 
body, scanning for danger. Eliminate these behaviors.

11. Be realistic about anxiety. Realize that life includes anxiety, because anxiety is necessary for living. Don’t 
think of your anxiety as awful or as a sign of weakness. Everyone has anxiety. It is temporary; it passes; it is 
part of getting better. You will do things that make you anxious to overcome your anxiety. Go through it to 
get past it.

12. Expose yourself to your feared sensations. You have been afraid of your internal sensations— dizziness, 
breathlessness, feeling spaced out. Practice the exercises to make yourself intentionally feel these sensations, 
to learn that they are temporary and not dangerous.

13. practice your fears. The best way to overcome your PTSD is to practice the things that make you afraid:

Set up a hierarchy.••
Imagine yourself in the situation.••
Look at pictures that remind you of the trauma.••
Answer your negative thoughts in the situation.••
If possible, revisit the scene.••

14. reward yourself. Remind yourself that you are the one who is doing all this hard work. Give yourself 
credit. Praise yourself, cheer yourself on, and treat yourself to something special.

Adapted from Leahy (2009). Copyright 2009 by Robert L. Leahy. Reprinted by permission in Treatment Plans and Interventions for 
Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, 
and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to purchasers of this book for personal use 
only (see copyright page of book for details).



Specific Phobia



(cont.)

FIGuRe 7.1. Diagnostic Flow Chart for Specific Phobia

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 
2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to repro-
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FIGuRe 7.1 (cont.)



TAbLe 7.1. General Plan of Treatment for Specific Phobia

Assessment••
Tests and clinical interviewing{{

Consideration of medication{{

Socialization to treatment••
Behavioral interventions••

Fear hierarchies and planned exposure{{

Adapting behavioral treatment for different types of phobias/fears{{

Eliminating avoidance, escape, and safety behaviors{{

Cognitive interventions••
Phasing out therapy••

 

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Sec-
ond Edition (The Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. 
Holland, and Lata K. McGinn. All rights reserved.



TAbLe 7.3. Sample Symptoms for Specific Phobia

Specify feared object or situation
Anxiety
Specify physical/cognitive symptoms of anxiety:
  Panic attacks
  Palpitations
  Difficulty breathing
  Chest pain
  Nausea
  Dizziness
  Feeling faint
  Sweating
  Shaking
  Mind going blank
  Derealization
  Depersonalization
  Numbness
  Tingling
  Chills
  Hot flashes
Avoidance, escape, and other safety behaviors (specify) 

Note. From Treatment Plans and Interventions for Depression and Anxiety 
Disorders, Second Edition (The Guilford Press, 2012). Copyright by Robert 
L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



TAbLe 7.4. Sample Treatment Goals and Interventions for Specific Phobia

Treatment goals Interventions

Reducing physical symptoms of anxiety Exposure

Stating reduced fear of phobic object/situation 
phobic object

Cognitive restructuring

Reporting anxiety <1/10 when encountering 
phobic object/situation

Exposure

Modifying schemas of danger and vulnerability 
(or other schemas— specify)

Cognitive restructuring, cost– benefit analysis

Eliminating all avoidance, escape, and safety 
behaviors

Exposure

Eliminating impairment (specify— depending on 
impairments, this may be several goals)

Cognitive restructuring, problem- solving 
training, or other skills training (specify)

Eliminating all anxiety symptoms (test scores in 
normal range)

All of the above

Acquiring relapse prevention skills Reviewing and practicing techniques as necessary

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



TAbLe 7.5. Detailed Treatment Plan for Specific Phobia

Session 1
Assessment
Elicit objects or situations feared, as well as degree of avoidance and escape
Note onset of fear, level of fear, duration, episodic nature
Elicit beliefs about feared stimulus/response
Identify safety behaviors
Assess impairment in social, occupational, and educational functioning
Administer standard battery of intake measures (see Form 7.3), plus additional
questionnaires as appropriate
Have patient complete Fear Evaluation for Patients (Form 7.4)
Evaluate for comorbid conditions (e.g., major depression, other anxiety disorders)
Evaluate substance use; evaluate need for counseling or detoxification if patient
has substance abuse or dependence
Assess need for medication

Socialization to Treatment
Indicate that fears and phobias are common and that brief treatment is available
Provide patient with information handouts on specific phobia (Forms 7.1, 7.2, 7.5) and on
Cognitive/behavioral therapy in general (Form 10. 1 in Chapter 10)

Session 2
Assessment
Provide feedback on evaluation
Explain costs- benefits of eliminating fears

Socialization to Treatment
Explain to patient the evolutionary, behavioral, and cognitive models of fear acquisition and of fear 

maintenance through avoidance
Explain need for exposure treatment

Behavioral Interventions
Construct fear hierarchy (see Form 7.8) and train patient in use of SUDs

Cognitive Interventions
Begin identifying patient’s distorted automatic thoughts

Homework
Have patient begin self- monitoring fears (see Form 7.7)

Sessions 3–4
Note: All sessions involving exposure may be double- length.

Assessment
Review homework

Behavioral Interventions
Elicit imagery of feared stimuli
Review fear hierarchy
Begin imaginal exposure in session
Begin in vivo exposure in session, if possible (or therapist may model exposure)

(cont.) 



TAbLe 7.5 (cont.)

Identify safety behaviors during exposure
Encourage patient to eliminate safety behaviors
[Exposure may be concentrated in one session (massed exposure) or spaced over several sessions, with 

homework exposure in between sessions.]

Cognitive Interventions
Elicit patient’s negative automatic thoughts during exposure
Begin to challenge patient’s automatic thoughts

Homework
Have patient engage in and self- monitor in vivo exposure experiences (using Form 7.7)
Have patient identify and challenge automatic thoughts

Sessions 5–6
Assessment
Review homework

Behavioral Interventions
Continue exposure (imaginal or in vivo) during session
Encourage “overpractice” of exposure
Encourage decreased reliance on companions
Begin to phase out treatment; discuss possible future problems and ways of coping with them

Cognitive Interventions
Practice stress inoculation during session (develop coping cards, model arguing against negative 

thoughts, model making coping/self- reinforcing statements, have patient imitate therapist’s coping 
statements, plan stress inoculation as homework)

Examine patient’s explanations for improvement (e.g., presence of therapist, exposure, disconfirmation 
of negative beliefs, safety behaviors, luck)

Encourage self- efficacy statements
Begin to phase out treatment; discuss possible future problems and ways of coping with them

Homework
Encourage patient to continue eliminating safety behaviors
Have patient plan further in vivo exposure experiences, and encourage self- monitoring of these
Encourage continuing work on automatic thoughts 

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



FORM 7.1. Where your Fear Comes From and Why It Persists

Adapted from Leahy (2009). Copyright 2009 Robert L. Leahy. Used by permission in Treatment Plans and Interventions for Depres-
sion and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata 
K. McGinn. All rights reserved. Permission to reproduce this material is granted to purchasers of this book for personal use only (see 
copyright page of book for details).



FORM 7.2. Fearful Thinking

Adapted from Leahy (2009). Copyright 2009 Robert L. Leahy. Used by permission in Treatment Plans and Interventions for Depres-
sion and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata 
K. McGinn. All rights reserved. Permission to reproduce this material is granted to purchasers of this book for personal use only (see 
copyright page of book for details).
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FORM 7.3. evaluation of Specific Phobia:  
Test Scores, Substance use, History,  
Treatment Progress, and Recommendations

Patient’s name:                           Today’s date:  

Therapist’s name:                           Sessions completed:  

Test data/scores

Beck Depression Inventory–II (BDI-II)      Beck Anxiety Inventory (BAI)      

Global Assessment of Functioning (GAF)      Dyadic Adjustment Scale (DAS)      

Structured Clinical Interview for DSM-IV-TR, Axis I (SCID)      

Anxiety Disorders Interview Schedule for DSM-IV (ADIS-IV)      

Other questionnaires (specify)  

Use of pharmacological agents

Current medications (include dosage):  

 

Past medications (include dosage):  

 

Current use of alcohol or other substances (note kind and amount):  

 

Past use of alcohol or other substances (note kind and amount):  

 

History (intake only)

Previous episodes of anxiety (specify nature):

Onset       Duration       Precipitating events       Treatment



Treatment progress (later evaluations only)

Situations in which stimulus is still avoided:  

 

Situations in which stimulus is approached but was previously avoided:  

 

Recommendations

Medication evaluation or reevaluation:

Increased intensity of services:

Behavioral interventions:

Cognitive interventions:

Interpersonal interventions:

Marital/couple therapy:

Other:

FORM 7.3. evaluation of Specific Phobia (p. 2 of 2)



FORM 7.4. Fear evaluation for Patients

Patient’s name:                           Today’s date:  

Therapist’s name:  

Choose a number from the scale below to show how much you fear each of the situations listed below, and 
write that number next to each fear.

0 25 50 75 100

None Somewhat Moderate Very Extreme

 1. Flying 11. Meeting strangers 21. Traveling in a bus, train, or 
subway

 2. Elevators 12. Speaking in public 22. Walking alone

 3. Heights 13. Using a public bathroom 23. Being alone at home

 4. Insects 14. Eating in public 24. Dirt or soiled things

 5. Snakes 15. People seeing I’m nervous 25. Lightning or thunder

 6. Animals 16. Crowded stores 26. Darkness or night

 7. Blood or injections 17. Malls 27. Standing in line waiting

 8. Rats and mice 18. Restaurants, churches, movies 28. Exercise

 9. Water 19. Closed spaces 29. Increasing my heart rate

10. Hospitals 20. Open spaces 30. People criticizing me

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
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FORM 7.5. Information for Patients about Specific Phobia

WHat is spECiFiC pHoBia?

Specific phobia is a fear of a particular object, animal, or situation. The fear is great enough that you wish to 
avoid the situation or experience it only with considerable anxiety. Fears and phobias are very common. In a 
recent national survey, 60% of the people interviewed reported that they feared some situation or thing. The 
most common fears were fears of bugs, mice, snakes, bats, heights, water, public transportation, storms, closed 
spaces, tunnels, and bridges. Many people reported that they feared several things and that they consciously 
avoided them. In fact, over 12% of the people indicated that their fears qualified as specific phobias. That 
is, their fears were persistent and associated with intense anxiety; they avoided or wanted to avoid certain 
situations; they realized that their fears were excessive and unreasonable; and that their fears resulted in distress 
and difficulty in their normal lives.

WHat arE tHE CaUsEs oF spECiFiC pHoBia?

There are several causes of specific phobia. Cognitive-behavioral theorists make a distinction between how you 
learned to fear something and why you still fear that thing even years later.

Some theories suggest that people tend to develop phobias about objects, animals, or situations that 
were dangerous in prehistoric times. For example, bugs, mice, snakes, many other animals, heights, strangers, 
bridges, and water were all potentially dangerous for early humans. In a wild environment, these fears were 
very adaptive and useful. People with these fears were better prepared to avoid contamination, poisonous bites, 
falling off cliffs or bridges, being murdered by strangers, or drowning. But in today’s technological world, these 
fears are no longer as accurate as they once were.

A second origin of phobias is through learning—either connecting a bad experience with the thing you are 
afraid of (for example, perhaps you were bitten by a dog and developed a fear of dogs) or observing someone 
who is afraid and learning from their fear (for example, perhaps other family members had a fear of flying and 
you learned that fear from them). A third reason for phobias may be distortions in thinking. For example, a 
phobia may be based on incorrect information, on a tendency to predict the worst, on a tendency not to use 
evidence that challenges the phobia, or on a belief that you cannot tolerate anxiety.

Once you learn a fear or phobia, it is maintained in a number of ways. The most important reason is that 
you avoid the situation you fear. If you fear flying, you feel less anxious every time you decide to avoid getting 
onto a plane. Each time you avoid flying, you teach yourself that “the way to reduce my fear is to avoid”—that is, 
you learn to avoid. This is like taking a drink every time that you are anxious—you learn to drink more because it 
temporarily reduces your anxiety. But by avoiding the thing you fear, you never learn that you can overcome your 
fear. Another way you may maintain your fear is by engaging in “safety behaviors.” These are things you do or 
say that you think will protect you. For example, in an elevator you may hold onto its side, or in an airplane you 
may hold onto your seat. Or you may repeat prayers or otherwise seek reassurance when you are in a feared 
situation. You can come to believe that these safety behaviors are necessary for you to overcome your fear.

HoW CaN CoGNitiVE- BEHaVioral tHErapy HElp?

Your fear and anxiety will begin to fade when you learn, from experience, that your phobia is unfounded. 
Cognitive- behavioral therapy for specific phobia is about helping you face what you fear rather than avoiding it. 



In order to overcome your fear, your therapist will have you make a list of the objects or situations that you fear, 
describe how intense your fear is, and indicate what your beliefs are about each object or situation (for example, 
do you think that you will be contaminated, die, be attacked, or go insane?). Your therapist may ask you to form 
images in your mind about a feared situation and hold these images in mind until you feel less anxious. You may 
observe your therapist doing the things you fear, and later you may imitate him or her. Your exposure to the 
things that you fear will be gradual: Your therapist will explain everything before you do it; you are free to refuse 
to do anything; there will be no surprises sprung on you; and you will determine the pace at which you make 
progress. Most patients using these techniques find that they feel much less tense, become able to do things 
that they feared, and feel more effective in their lives. Many patients are able to improve rapidly with a few 
sessions. Depending on the fear, between 80% and 90% of patients improve when they use these techniques. 
Although some patients may use antidepressants or antianxiety medications for these fears, the treatments that 
we have described do not require these medications.

WHat is ExpECtED oF yoU as a patiENt?

Overcoming fears may require you to put yourself gradually into situations that make you anxious. You should let 
your therapist know which situations or things make you most anxious, what kinds of thoughts you have about 
those things, and whether you are willing to experience some anxiety in order to overcome your fears. Your 
therapist will help guide you through gradual exposure to these situations. You will have to carry out some self-
help homework between therapy sessions, with which you will practice many of the same things that you are 
learning in the sessions with your therapist.

FORM 7.5. Information for Patients about Specific Phobia (p. 2 of 2)



FORM 7.6. Costs and benefits of Overcoming your Fear

my specific fear is:

Costs Benefits What i will be able to do if i overcome this fear

Adapted from Leahy (2009). Copyright 2009 Robert L. Leahy. Used by permission in Treatment Plans and Interventions for Depres-
sion and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata 
K. McGinn. All rights reserved. Permission to reproduce this material is granted to purchasers of this book for personal use only (see 
copyright page of book for details).



FORM 7.7. Patient’s Self- Monitoring of Fears

Patient’s name:                           Today’s date:  

To collect information about your fears for treatment, please record the information below for times when you 
were in a feared situation. In the first column, write the date and time. In the next, describe the feared situation. 
Use a scale of 1-10, where 10 represents the greatest fear you can imagine. In the fourth column, describe the 
actual outcome: Did you avoid the situation, engage in the behavior, seek safety, etc.? What sensations and 
thoughts did you have? What happened? For example: “I was able to take the elevator. I thought I was going to 
panic, but I got up and down safely.” In the last column, indicate the actual level of fear you felt in the situation, 
again using a scale of 0–10 where 10 represents the greatest fear you can imagine.

Date/time situation feared and my prediction

Expected 
fear level 

(0–10) actual outcome

actual 
fear level 

(0–10)

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page of book for details).



FORM 7.8. Patient’s Fear Hierarchy for Specific Phobia

Patient’s name:                           Today’s date:  

We are interested in the degree to which you fear a specific thing. For example, if you had a fear of flying, you 
might have a greater degree of fear if you were in an airplane during a storm, and a lot less fear if you were just 
sitting in your house and thinking about an airplane. We want you to decide what fear you want treatment for 
(for example, a fear of flying, elevators, heights, water, animals, blood, injection, snakes, etc.). Now we want 
you to imagine a number of different ways that you could come into contact with that feared situation or thing. 
Rank these in order from least to most frightening, and then write these in the boxes under “Situation.” For 
example, if you had a fear of flying, rank how frightening you would find these different situations: driving to 
the airport, getting onto the plane, engines starting up, planes taking off, flying, and landing. In the last column, 
note how afraid each situation would make you, from 0 (no fear) to 10 (maximum fear). Also, sometimes people 
feel more or less anxious if someone is accompanying them. You may also note this in constructing your list or 
“hierarchy” of feared situations—for example, are you more or less anxious if someone is with you on the plane?

rank situation
avoided? 
(yes/No)

Fear level 
(0–10)

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page of book for details).



FORM 7.9. Costs and benefits of Avoidance behaviors  
in Specific Phobia

Examples of avoidance 
behaviors Costs to me of avoiding Benefits to me of avoiding

Adapted from Leahy (2009). Copyright 2009 Robert L. Leahy. Used by permission in Treatment Plans and Interventions for Depres-
sion and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata 
K. McGinn. All rights reserved. Permission to reproduce this material is granted to purchasers of this book for personal use only (see 
copyright page of book for details).



FORM 7.10. Safety behaviors in Specific Phobia

Categories of safety behaviors my specific behavior yes/No

Tensing, clutching

Scanning the environment

Asking for reassurance

Praying, repeating phrases

Rehearsing distracting images or sounds (e.g., 
singing to myself)

Breathing differently

Moving in a different manner (slowly, quickly, 
rigidly, etc.)

Other

Adapted from Leahy (2009). Copyright 2009 Robert L. Leahy. Used by permission in Treatment Plans and Interventions for Depres-
sion and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata 
K. McGinn. All rights reserved. Permission to reproduce this material is granted to purchasers of this book for personal use only (see 
copyright page of book for details).



FORM 7.11. Predictions and Outcomes in Specific Phobia

situation that i fear:

my prediction actual outcome* anxiety before anxiety during anxiety after

Note: Indicate exactly what you predict will happen; indicate what actually happened; and indicate your 
anxiety or fear before and after the exposure from 0 to 10, where 0 represents the absence of fear, 10 
represents the greatest fear imaginable, and the middle points represent various degrees of fear.

*Actual outcome: Describe what happened. Did you avoid, engage in the behavior, or seek safety? What 
sensations and thoughts did you have? For example, “I took the elevator, I thought I was going to panic, but I 
got up and down safely.”

Adapted from Leahy (2009). Copyright 2009 Robert L. Leahy. Used by permission in Treatment Plans and Interventions for Depres-
sion and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata 
K. McGinn. All rights reserved. Permission to reproduce this material is granted to purchasers of this book for personal use only (see 
copyright page of book for details).



FORM 7.12. Rational and Irrational Thoughts in Specific Phobia

irrational automatic thought
What distorted thought 

category is this? rational response

The elevator will crash. Fortunetelling
Catastrophic thinking

The chances of the elevator falling 
and killing me are 398 million to 
1. I have made these predictions 
before, and they have never come 
true.

Yeah—but this time it could 
happen. There is no guarantee.

Discounting the positive
Perfectionism
Demand for certainty

Of course, anything could happen—
but life has to be lived with what is 
probable, not with what is possible.

I shouldn’t get on the elevator until 
I feel comfortable.

Demand for certainty and the need 
to be ready

The only way to make progress 
is to do things when I am not 
ready—like exercise and facing my 
fears. In fact, I will need to feel the 
fear to get over it.

Note: List any irrational negative thoughts that you have, and identify the categories of distorted thoughts that 
these fall into. Then give the most useful rational responses that you can give. You can go back over this form 
at later times and add to your rational responses.

Adapted from Leahy (2009). Copyright 2009 Robert L. Leahy. Used by permission in Treatment Plans and Interventions for Depres-
sion and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata 
K. McGinn. All rights reserved. Permission to reproduce this material is granted to purchasers of this book for personal use only (see 
copyright page of book for details).



FORM 7.13. your Phobia-Free Rule book

rules that make you afraid rules that overcome your fears

If you are afraid, then it must be 
dangerous.

Your fear does not mean the danger is real— emotions are not reality.

The danger is approaching rapidly. The danger may be only in your head (it may not be approaching at 
all), or it may be slowly approaching.

Don’t rely on probabilities. You could 
be “the one” who gets hurt.

Probabilities are reality—you “could” always be “the one”—but that’s 
no way to live. There is no certainty in an uncertain world.

You must have absolute certainty, or it 
is dangerous.

There is no certainty. Uncertainty is neutral, not dangerous.

It will be catastrophic—it could kill you. You probably have no evidence it is going to be catastrophic. You’ve 
had these beliefs before, and you are still alive.

Focus on the threat—this will save you. You should recognize that there is always some evidence of a 
“threat”—but there is also evidence of safety.

Look for “clues” that it is dangerous. Use all the information—not just the “signs” of threat.

You will not be able to cope—you are 
potentially helpless.

You may be stronger than you think.

Ignore anyone who tells you it’s 
safe—you could get overconfident.

Use the information other people have. After all, phobia is not 
evidence of danger—it’s evidence of your emotion.

You must get out of or avoid the 
situation immediately.

You might be better off staying as long as possible to find out that it 
is really safe.

Use safety behaviors to tolerate the 
discomfort.

Safety behaviors maintain your fears. Eliminate them as soon as 
possible.

If you survive, it’s because your safety 
behaviors helped you.

If you survive, it has nothing to do with safety behaviors—it has more 
to do with the fact that the situation is safe.

Always avoid the things you fear. Try to do the things that you fear doing.

Adapted from Leahy (2009). Copyright 2009 Robert L. Leahy. Used by permission in Treatment Plans and Interventions for Depres-
sion and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata 
K. McGinn. All rights reserved. Permission to reproduce this material is granted to purchasers of this book for personal use only (see 
copyright page of book for details).



Obsessive-Compulsive Disorder



FIGuRe 8.1. Diagnostic Flow Chart for Obsessive– Compulsive Disorder

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 
2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to repro-
duce this material is granted to purchasers of this book for personal use only (see copyright page for details).



TAbLe 8.2. General Plan of Treatment for Obsessive– Compulsive Disorder

Assessment••
Tests and clinical interviewing{{

Considerations of medication{{

Socialization to treatment••
Building motivation••
Cognitive interventions••
Behavioral interventions••

Exposure{{

Response prevention{{

Phasing out therapy and preventing relapse••
 

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



TAbLe 8.3. Sample Symptoms for Obsessive– Compulsive Disorder

Obsessions (specify)—for example:
Fear of contracting disease (specify)
Fear of contamination (specify)
Fear of hurting someone (specify)
Fear of failure to do something (specify)
Fear of losing control (specify)

Compulsions (specify)—for example:
Excessive washing or cleaning (specify)
Checking (specify)
Repeating (specify)
Hoarding (specify)
Ordering (specify)

Anxious mood

Specify physical symptoms of anxiety:
Palpitations
Difficulty breathing
Chest pain

Nausea
Dizziness
Feeling faint
Sweating
Shaking
Numbness
Tingling
Chills
Hot flashes

Specify cognitive symptoms:
Mind going blank
Difficulty speaking
Loss of concentration
Derealization
Depersonalization

Avoidance (specify)

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



TAbLe 8.4. Sample Treatment Goals and Interventions  
for Obsessive– Compulsive Disorder

Treatment goals Interventions

Reducing physical anxiety symptoms Imaginal exposure

Reporting obsession- related distress less than 2 on a 
scale of 0–10

Exposure

Eliminating compulsions (specify) Response prevention

Stating belief that anxiety is not dangerous and can 
be tolerated

Cognitive restructuring, exposure

Stating understanding that seeking perfect certainty 
exacerbates symptoms

Cognitive restructuring

Modifying schemas of danger and responsibility (or 
other schemas— specify)

Cognitiving restructuring, developmental 
analysis

Engaging in previously avoided behaviors (specify) In vivo exposure

Reducing functional impairment (specify— 
depending on impairments, this may be several goals)

Cognitive restructuring, problem- solving 
training, or other skills training (specify)

Reducing anxiety symptoms (MOCI and/or OCQ 
scores in normal range)

All of the above

Acquiring relapse prevention skills Reviewing and practicing techniques as 
necessary

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



TAbLe 8.5. Detailed Treatment Plan for Obsessive– Compulsive Disorder

Sessions 1–2

Assessment
Assess presenting problem
Inquire regarding all symptoms
Assess presence of obsessions and compulsions
Assess avoidance behaviors
Assess feared consequences
Assess internal and external triggers of obsessional anxiety
Assess impairment in social, educational, and occupational functioning
Assess social supports and involvement of family members in rituals
Have patient complete OCQ (Form 8.2)
Administer standard battery of intake measures (see Form 8.3), plus other anxiety questionnaires as 

appropriate
Evaluate for comorbid conditions
Evaluate substance use; evaluate need for counseling or detoxification if patient has substance abuse or 

dependence

Socialization to Treatment
Inform patient of diagnosis and provide education on OCD
Educate patient regarding treatment options, including medication
Provide patient with handouts on OCD (Form 8.5) and on cognitive- behavioral therapy in general 

(Form 10.1 in Chapter 10)

Homework
Have patient write out goals for therapy
Assign self-help reading material (Anxiety Free, Stop Obsessing!, When Once Is Not Enough)

Sessions 3–4

Assessment
Evaluate homework
Readminister self- report questionnaires to assess mood and track progress
Review all obsessions, compulsions, and avoided situations
Assess motivation for treatment

Socialization to Treatment
Build motivation
Describe cognitive- behavioral conceptualization of OCD and describe cognitive- behavioral treatment
Educate patient regarding outcome research
Obtain patient’s commitment to proceed with treatment
Educate family members regarding diagnosis and their role in treatment, if appropriate

Cognitive Interventions
Introduce cognitive model
Identify automatic thoughts, obsessional anxiety, compulsions or urge to ritualize, and triggering 

situations
Evaluate automatic thoughts

Homework
Have patient list advantages and disadvantages of proceeding with treatment
Have patient begin to log all obsessions and rituals (Form 8.4) 



TAbLe 8.5 (cont.)

Assign further chapters from selected self-help book(s)
Have patient begin recording automatic thoughts, feelings, emotions, behaviors

Sessions 5–6

Assessment
Evaluate homework
Readminister self- report questionnaires to assess mood and track progress

Cognitive Interventions
Educate patient regarding intrusive thoughts as normal phenomena
Evaluate validity of automatic thoughts
Modify automatic thoughts, dysfunctional assumptions about danger; challenge magical thinking
Identify and modify overresponsibility
Help patient devise behavioral experiments (e.g., avoiding or not avoiding thoughts and tracking results; 

attempting to influence events by thoughts)

Behavioral Interventions
Help patient begin constructing hierarchies of obsessions and avoided situations/other stimuli

Homework
Have patient continue modifying automatic thoughts and assumptions
Have patient continue to log obsessions/rituals
Have patient conduct behavioral experiments
Assign practice in disrupting rituals

Sessions 7–10

Assessment
As in Sessions 5–6

Cognitive Interventions
Continue modifying automatic thoughts, dysfunctional assumptions, and personal schemas of 

responsibility, self-blame, and vulnerability to harm
Continue helping patient devise behavioral experiments

Behavioral Interventions
Help patient complete exposure hierarchies
Plan initial exposure sessions
Conduct exposure to initial items on hierarchies of obsessions and avoided situations/other stimuli 

(imaginal and in vivo)

Note: Initial exposure sessions, particularly imaginal exposure, should be 90 minutes to allow for 
habituation; it may be advisable, after the first exposure session, to schedule a 45-minute session later in 
the week to monitor any problems with exposure homework

Teach postponing, slowing, and changing repetitions 
Help patient block all rituals (abstinence or near- abstinence), or block rituals associated with current 

exposure items (or use other ways to grade response prevention)

Homework
Have patient continue modifying automatic thoughts (not during exposure)

(cont.) 



TAbLe 8.5 (cont.)

Assign daily repetition of exposure
Have patient log and block rituals based on response prevention plan

Sessions 11–16

Assessment
As in Sessions 5–6

Cognitive Interventions
Examine and challenge any thoughts related to avoidance of exposure
Examine and challenge any thoughts related to lapses in rituals
Help patient evaluate advantages/disadvantages of rituals
Continue modifying assumptions and schemas of danger, responsibility, and the like.

Behavioral Interventions
Complete exposure to items higher up hierarchies of obsessions and avoided situations/other stimuli
Monitor continuation of safety behaviors or any avoidance of exposure homework
Be sure to include both in vivo and imaginal exposure unless contraindicated
Continue to help patient block rituals
Examine any lapses in response prevention
Use behavior modification strategies to increase compliance with response prevention 

Homework
Have patient continue logging obsessions/rituals
Have patient record automatic thoughts related to any lapses
Assign continued daily repetition of exposures
Have patient continue modifying dysfunctional thoughts, assumptions, and schemas

Sessions 17–20 (Schedule Biweekly or Monthly)

Assessment
As in Sessions 5–6
Assess attainment of goals to determine whether treatment may be tapered
Track progress in identifying and modifying thoughts
Assess and address any residual symptoms
Assess any life problems related to OCD or patient improvement

Cognitive Interventions
Continue with cognitive challenges to schemas of danger, responsibility, and the like
Have patient apply cognitive skills to life stressors

Behavioral Interventions
Ensure that exposure is being performed to items highest on the hierarchy
Ensure that obsessional fear is decreasing
Continue helping patient block all rituals
Monitor any lapses

Relapse prevention
Educate patient regarding likelihood of residual symptoms and use of lapses as opportunity to practice 

skills
Evaluate possible future stressors
Review coping skills and develop strategies for future stressors 



TAbLe 8.5 (cont.)

Address current life problems
Have patient prepare list of skills learned in therapy
Encourage patient to call if booster sessions are needed

Homework
Have patient self- assign exposure homework
Encourage patient to continue practicing all skills learned 

Note. From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). 
Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.



FORM 8.1. Maudsley Obsessional– Compulsive Inventory (MOCI)

Patient’s name:                           Today’s date:  

Please answer each question by putting a circle around the “True” or the “False” following the question. There 
are no right or wrong answers, and no trick questions. Work quickly and do not think too long about the exact 
meaning of the question.

 1. I avoid using public telephones because of possible contamination. True False

 2. I frequently get nasty thoughts and have difficulty in getting rid of them. True False

 3. I am more concerned than most people about honesty. True False

 4. I am often late because I can’t seem to get through everything on time. True False

 5. I don’t worry unduly about contamination if I touch an animal. True False

 6. I frequently have to check things (e.g., gas or water taps, doors, etc.) several times. True False

 7. I have a very strict conscience. True False

 8. I find that almost every day I am upset by unpleasant thoughts that come into my 
mind against my will.

True False

 9. I do not worry unduly if I accidentally bump into somebody. True False

10. I usually have serious doubts about the simple everyday things I do. True False

11. Neither of my parents was very strict during my childhood. True False

12. I tend to get behind in my work because I repeat things over and over again. True False

13. I use only an average amount of soap. True False

14. Some numbers are extremely unlucky. True False

15. I do not check letters over and over again before posting them. True False

16. I do not take a long time to dress in a morning. True False

17. I am not excessively concerned about cleanliness. True False

18. One of my major problems is that I pay too much attention to detail. True False

19. I can use well-kept toilets without any hesitation. True False

(cont.)

From Hodgson and Rachman (1977, pp. 391, 395). Copyright 1977 by Pergamon Press. Reprinted by permission of Elsevier B.V. in 
Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Permission to 
reproduce this material is granted to purchasers of this book for personal use only (see copyright page of book for details).



20. My major problem is repeated checking. True False

21. I am not unduly concerned about germs and diseases. True False

22. I do not tend to check things more than once. True False

23. I do not stick to a very strict routine when doing ordinary things. True False

24. My hands do not feel dirty after touching money. True False

25. I do not usually count when doing a task. True False

26. I take rather a long time to complete my washing in the morning. True False

27. I do not use a great deal of antiseptics. True False

28. I spend a lot of time every day checking things over and over again. True False

29. Hanging and folding my clothes at night does not take up a lot of time. True False

30. Even when I do something very carefully I often feel that it is not quite right. True False

For each subscale, count the total number of answers that match those listed below.

Checking

6-T 22-F 15-F 28-T 20-T 26-T 14-T 8-T 2-T

Cleaning

17-F 21-F 24-F 1-T 19-F 9-F 5-F 13-F 27-F 4-T 26-T

slowness

2*-F 16-F 8*-F 23-F 29-F 4-T 25-F

*Note: These two items load on this factor in the opposite direction from what would be expected.

Doubting

7-T 3-T 30-T 12-T 11-F 10-T 18-T

total

1-T 2-T 3-T 4-T 5-F 6-T 7-T 8-T 9-F 10-T 11-F 12-T 13-F 14-T 15-F 16-F 17-F 18-T 19-F 20-T 21-F 22-F 23-F  
24-F 25-F 26-T 27-F 28-T 29-F 30-T

FORM 8.1. Maudsley Obsessional– Compulsive Inventory (p. 2 of 2)



(cont.)

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page for details).

FORM 8.2. Obsessive– Compulsive questionnaire (OCq) for Patients

Patient’s name:                           Today’s date:  

Obsessions

Listed below are some common fears people have. Please check how much you have been bothered by each 
one in the past week. If you have additional fears that are not listed, please write them in and rate how much 
they bother you.

Fear
None 

(0)
a little 

(1)

moder-
ately 
(2)

a lot 
(3)

Fear of germs

Fear of getting or having a disease

Fear of contact with poisonous or dangerous substances

Fear of dirt

Fear of making a mistake or doing something wrong

Fear of forgetting to do something (e.g., lock a door, turn off a stove)

Fear of hurting or killing someone (in the past or future)

Fear of someone being injured or dying

Fear of being killed or injured

Fear of doing or saying something bad, immoral, or embarrassing

Fear of not having something available or on hand when you need it

Fear of having things out of order

Fear of things not being perfect

Other obsessions:



Compulsions

Listed below are typical compulsions or rituals. An action is considered a compulsion if you do it more often 
than it is commonly done by others or if it is done to make you feel less anxious. Please check how much time 
or effort you have spent on each compulsion in the past week. If you have additional compulsions, please add 
them.

Compulsions
None 

(0)
a little 

(1)

moder-
ately 
(2)

a lot 
(3)

Washing hands, showering, or other personal cleansing

Cleaning (objects, surfaces, rooms, etc.)

Checking to make sure you did (or didn’t do) something

Checking to make sure things are right or perfect

Repeating actions

Hoarding or collecting things

Putting or keeping things in a certain order

Saying things to yourself repeatedly (such as prayers, lists, or other 
phrases)

Asking for reassurance from others

Other compulsions:

FORM 8.2. Obsessive– Compulsive questionnaire for Patients (p. 2 of 2)



(cont.)

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page for details).

FORM 8.3. evaluation of Obsessive– Compulsive Disorder: 
Test Scores, Substance use, History, Treatment Progress, 
and Recommendations

Patient’s name:                           Today’s date:  

Therapist’s name:                           Sessions completed:  

Test/data scores

Structured Clinical Interview for DSM-IV-TR Axis I (SCID)      

Anxiety Disorder Interview Schedule for DSM-IV (ADIS-IV)     

Beck Depression Inventory–II (BDI-II)     Beck Anxiety Inventory (BAI)     

Yale–Brown Obsessive Compulsive Scale (Y-BOCS)     

Maudsley Obsessional– Compulsive Inventory (MOCI)     

Obsessive– Compulsive Questionnaire (OCQ)     Global Assessment of Functioning (GAF)     

Other questionnaires (specify)     

Use of pharmacological agents

Current medications (include dosage):  

 

Past medications (include dosage):  

 

Current use of alcohol or other substances (note kind and amount):  

 

Past use of alcohol or other substances (note kind and amount):  

 

History (intake only)

Previous episodes of anxiety (specify nature):

Onset       Duration       Precipitating events       Prior Treatments



Key symptoms

Obsessions:  

 

Compulsions:  

 

Other avoidance/escape and safety behaviors:  

 

External triggers of anxiety:  

 

Internal triggers of anxiety:  

 

Feared consequences (if none reported, reevaluate after implementing cognitive strategies):  

 

Treatment progress (later evaluations only)

Obsessions and compulsions still engaged in:  

 

Obsessions and compulsions no longer engaged in:  

 

Recommendations

Medication evaluation or reevaluation:

Increased intensity of services:

Behavioral interventions:

Cognitive interventions:

Interpersonal interventions:

Marital/couple therapy:

Other:

FORM 8.3. evaluation of Obsessive– Compulsive Disorder (p. 2 of 2)



FORM 8.4. Patient’s Obsession/Ritual Log

Patient’s name:                           Week:  

During the next week, please write down any obsessions you have and any rituals you do. If you have an 
obsession without doing a ritual, leave the “Ritual” column blank. For rituals without obsessions, leave the 
“Obsession” column blank. Be sure to note how much time you spent in the ritual (or how long the obsession 
lasted) and how much distress you felt, from 0 (no distress) to 10 (maximum distress).

Date time obsession ritual
time 
spent

Distress 
(0–10)

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page of book for details).



(cont.)

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page for details).

FORM 8.5. Information for Patients  
about Obsessive– Compulsive Disorder

WHat is oBsEssiVE– CompUlsiVE DisorDEr?

People with obsessive– compulsive disorder (OCD) have obsessions, compulsions, or both. “Obsessions” are 
thoughts, mental pictures, or impulses that are upsetting but that keep coming back. “Compulsions” are 
actions that people feel they have to perform to keep from feeling anxious or to prevent something bad from 
happening. Most people with OCD suffer from both obsessions and compulsions.

Common obsessions include:

Fears of getting a disease,••  such as AIDS or cancer.
Fears of touching poisons,••  such as chemicals.
Fears of hurting or killing someone,••  often a loved one.
Fears of forgetting to do something,••  such as turn off a stove or lock a door.
Fears of doing something embarrassing or immoral,••  such as shouting obscenities.

Compulsions are also called “rituals.” Common compulsions include the following:

Excessive washing or cleaning,••  such as washing one’s hands many times a day.
Checking,••  such as looking at a stove repeatedly to make sure it is off.
repeating actions,••  such as always turning a light switch on and off 16 times.
Hoarding or saving things,••  such as keeping old newspapers or scraps of paper.
putting objects in a set pattern,••  such as making sure everything in a room is symmetrical.

Most people with OCD know that their fears are not completely realistic at least some of the time. They 
also feel that their compulsions do not make sense. However, they find themselves unable to stop.

OCD is a common problem. During any 6-month period, over 4 million people in the United States suffer 
from OCD. One person in every 40 will have OCD at some point during his or her life.

OCD can cause serious problems. People with OCD often spend hours a day doing rituals. This makes it 
hard to work or take care of a family. Many people with OCD also avoid places or situations that make them 
anxious. Some become homebound. Often they have family members help them perform their rituals.

WHat arE tHE CaUsEs oF oBsEssiVE– CompUlsiVE DisorDEr?

The exact causes of OCD are not known. Genes play a role. Family members of people with OCD often have 
OCD and other anxiety problems. However, genes alone do not explain OCD; learning and life stress also appear 
to contribute to the disorder.

HoW DoEs oBsEssiVE– CompUlsiVE DisorDEr DEVElop?

Studies show that 90% of people have thoughts similar to those that trouble people with OCD. However, people 
with OCD appear to be more upset by these thoughts than other people are. Often the thoughts that worry 
people with OCD go against their beliefs and values—for example, a very religious man fears that he will commit 
blasphemy, or a loving mother fears harming her child.



Because people who develop OCD are upset by these thoughts, they try to avoid them. Often they try 
to force themselves to stop thinking the thoughts. The problem is that the more you try not to think about 
something, the more you end up thinking about it. You can try this yourself: Try not thinking about a pink 
elephant for the next 60 seconds. The chances are good that the first thing that  comes to your mind will be just 
what you are trying to avoid thinking about—a pink elephant.

When people find that they cannot avoid upsetting thoughts, they often turn to other ways to feel less 
anxious. They may begin to perform some action, such as washing a lot or saying a silent prayer. This usually 
relieves their anxiety. The problem is that the relief is only temporary. Soon they must perform the action more 
often in order to feel better. Before long, the action has become a compulsion.

HoW DoEs CoGNitiVE- BEHaVioral trEatmENt 
For oBsEssiVE– CompUlsiVE DisorDEr Work?

People with OCD are afraid that if they let themselves think their feared thoughts without doing any 
compulsions, they will get more and more anxious, and they won’t be able to stand it. They often worry that 
they might go crazy.

Cognitive- behavioral treatment is aimed at helping you learn that you can control your anxiety without 
compulsions. You will learn coping strategies such as ways of thinking that can help you feel less anxious. You 
will also learn that if you face your fears rather than avoid them, they will go away. This may be hard to believe, 
but it’s true. Your therapist will help you gradually face the things that you fear most, until you are confident 
that you can handle your fears without compulsions.

Cognitive- behavioral treatment for OCD usually takes about 20 sessions. Treatment may take longer for 
people with severe symptoms.

HoW EFFECtiVE is CoGNitiVE- BEHaVioral trEatmENt  
For oBsEssiVE– CompUlsiVE DisorDEr?

Studies show that over 80% of people who complete cognitive- behavioral treatment for OCD are moderately 
to greatly improved. It is common to have occasional obsessions and urges to ritualize, even after treatment. 
However, patients usually feel much more in control and able to enjoy their lives. The studies also show that 
most people continue to feel better after therapy has stopped.

CaN mEDiCatioNs HElp?

The medications that work best for OCD increase the level of the chemical serotonin in the brain. Your physician 
or a psychiatrist can suggest the medication that would be best for you. Studies show that 50–60% of patients 
improve with these medications. However, most patients find that their symptoms return if the medication is 
stopped. For this reason, cognitive- behavioral therapy should always be used in addition to medication. For some 
patients, the combination of medication and therapy will give the best results.

WHat is ExpECtED oF yoU as a patiENt?

It is common to feel anxious at the beginning of therapy and to have doubts about whether you can be helped. 
All that is required is that you be willing to give therapy a try. Your therapist will teach you new ways of dealing 
with your anxiety and will help you begin to face the things you fear. You will be asked to practice these new 
skills between sessions. If you work on the exercises your therapist gives you and complete the treatment, your 
chances for feeling better are excellent.

FORM 8.5. Information for Patients about Obsessive– Compulsive Disorder (p. 2 of 2)



FORM 8.6. Patient’s Hierarchy of Obsessions

Patient’s name:                           Today’s date:  

Please list your feared thoughts, images, and impulses in order from least to most distressing. In the last column, 
note how upset each one makes you from 0 (no distress) to 10 (maximum distress).

rank thought/image/impluse
Distress 
(0–10)

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page of book for details).



FORM 8.7. Patient’s Hierarchy of Anxiety- Provoking/ 
Avoided Situations and Other Stimuli

Patient’s name:                           Today’s date:  

Please rank your anxiety- provoking and avoided situations, objects, persons, or internal stimuli in order from 
least to most distressing. In the last column, note how upset each one makes you, from 0 (no distress) to 10 
(maximum distress).

rank situation/object/person/internal stimulus
avoided 
(yes/No)

Distress 
(0–10)

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page of book for details).



Behavioral Techniques
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Appendix A

Summary of behavioral Techniques

Technique Description

Assertiveness training Training patients to use behaviors that protect their rights while 
respecting the rights of others.

Behavioral activation (reward 
planning and activity 
scheduling)

Helping patients to increase activities that are likely to bring feelings 
of pleasure and/or mastery.

Communication skills 
training

Training patients in skills that will make them more effective as both 
speakers and listeners.

Distraction Teaching patients to use mentally absorbing activities to prevent 
themselves from dwelling on negative thoughts.

Exposure— Imaginal Using guided imagery to expose patients to feared cues in their 
imaginations.

Exposure—In vivo Exposing patients to actual anxiety- provoking cues in real-life 
situations.

Graded task assignment Helping patients to break tasks they find overwhelming into small 
steps, and to start with the easiest step; as they gain confidence, 
patients are encouraged to try more difficult steps.

Mindfulness Teaching patients to focus attention on immediate experience in 
order to break patterns of negative thinking, increase tolerance for 
avoided experience, and promote a sense of calmness.

Modeling Demonstrating adaptive behavior so that patients may imitate it. 
Used in skills training and exposure, for example.

Problem solving Training patients to generate, evaluate, and implement possible 
solutions to problems they face.

(cont.)
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Technique Description

Rebreathing A technique for patients with panic disorder who hyperventilate; 
involves teaching patients to breathe in air they have already 
exhaled, in order to restore proper oxygen balance.

Relaxation Training patients in various techniques to induce physical relaxation 
as a means of coping with anxiety.

Breathing relaxation Teaching patients breathing exercises to induce a relaxation 
response.

Progressive muscle relaxation Teaching patients a set of techniques in which different muscle 
groups are first tensed and then relaxed, in order to induce a 
relaxation response.

Self- reward Teaching patients to reward themselves for positive behaviors.

Social skills training Training patients in skills necessary for common social activities, 
such as meeting new people, initiating conversations, going on job 
interviews, and dating.

Visualization Teaching patients to use pleasant imagery in order to distract 
themselves from negative thinking and to induce relaxation.



FORM 9.1. Patient’s Imaginal exposure Practice Record

Patient’s name:                           Week:  

Each day that you do exposure, please note the imagined situation practiced. Then note the highest level of 
distress you feel for each trial (repetition) of the exposure. Repeat the exposure until the highest distress on the 
last trial is less than half the highest distress on the first trial for that day.

Date:                 
Exposure:               
                    

Date:                 
Exposure:                
                   

Date:                 
Exposure:                
                   

Trial Maximum distress (0–10) Trial Maximum distress (0–10) Trial Maximum distress (0–10)

 1  1  1

 2  2  2

 3  3  3

 4  4  4

 5  5  5

 6  6  6

 7  7  7

 8  8  8

 9  9  9

10 10 10

Date:                 
Exposure:               
                    

Date:                 
Exposure:                
                   

Date:                 
Exposure:                
                   

Trial Maximum distress (0–10) Trial Maximum distress (0–10) Trial Maximum distress (0–10)

 1  1  1

 2  2  2

 3  3  3

 4  4  4

 5  5  5

 6  6  6

 7  7  7

 8  8  8

 9  9  9

10 10 10

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page of book for details).



FORM 9.2. Patient’s In vivo exposure Practice Record
Patient’s name:                           Week:  

Each day that you practice exposure, please note the trigger or situation you are working on. Then note the 
level of distress when you feel when you first begin the exposure and every 5 minutes after that. Continue the 
exposure until the distress level has dropped by at least half.

Date:                 
Exposure:               
                    

Date:                 
Exposure:                
                   

Date:                 
Exposure:                
                   

Trial Distress (0–10) Trial Distress (0–10) Trial Distress (0–10)

Initial Initial Initial

:05 :05 :05

:10 :10 :10

:15 :15 :15

:20 :20 :20

:25 :25 :25

:30 :30 :30

:35 :35 :35

:40 :40 :40

:45 :45 :45

:50 :50 :50

:55 :55 :55

:60 :60 :60

Date:                 
Exposure:               
                    

Date:                 
Exposure:                
                   

Date:                 
Exposure:                
                   

Trial Distress (0–10) Trial Distress (0–10) Trial Distress (0–10)

Initial Initial Initial

:05 :05 :05

:10 :10 :10

:15 :15 :15

:20 :20 :20

:25 :25 :25

:30 :30 :30

:35 :35 :35

:40 :40 :40

:45 :45 :45

:50 :50 :50

:55 :55 :55

:60 :60 :60

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page of book for details).
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Appendix B

Summary of Cognitive Techniques

Technique Description or example

Socializing patient

Establishing therapeutic 
contract

Directly ask the patient about commitment to therapy, such as 
willingness to come regularly and do homework.

Bibliotherapy Assign readings, such as patient information handouts or books (e.g., 
Leahy’s Anxiety Free or Beat the Blues Before They Beat You).

Indicating how thoughts 
create feelings

Example: “I feel anxious [mood] because I think I’ll fail [thought].”

Distinguishing thoughts  
from facts

Example: “I can believe that it is raining outside, but that doesn’t 
mean it’s a fact. I need to collect evidence—go outside—to see 
whether it’s raining.”

Identifying and categorizing distorted automatic thoughts

Identifying negative thoughts 
that come spontaneously and 
seem plausible

Examples: “I think I’ll fail,” “I always fail,” “It’s awful to fail.”

Identifying the emotions these 
thoughts create

Examples: Sadness, anxiety.

Rating confidence in accuracy 
of thoughts, as well as 
intensity of feelings

Example: “I feel anxious [80%] because I think I’ll fail [95%].”

Categorizing thoughts (see  
Form 10.2 for complete list  
of categories)

Examples: “I think I’ll fail” (fortunetelling), “I always fail” 
(dichotomous/all-or- nothing thinking), “It’s awful to fail” 
(catastrophizing).

(cont.)
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Technique Description or example

Challenging distorted automatic thoughts

Providing direct 
psychoeducation

Example: Give information about elevator safety to a patient with a 
specific phobia of elevators.

Defining the terms  
(semantic analysis)

Example: Ask patient, “How would you define ‘failure’ and ‘success’?”

Examining testability of 
thoughts

Can patient make any real-world observations that will confirm or 
refute thoughts?

Examining logic of thoughts Is patient jumping to conclusions that don’t follow logically from 
premises (e.g., “I’m a failure because I did poorly on that test”)?

Examining limits on patient’s 
information

Is patient jumping to conclusions without sufficient information? Is 
patient only looking for evidence that supports his or her thoughts, 
not evidence that might refute them?

Vertical descent Ask, “What would it mean [what would happen, why would it be a 
problem] if X occurred? What would happen next? And what would 
that mean [what would happen, why would it be a problem]?”

Double standard Ask, “Would you apply the same thought [interpretation, standard] to 
others as you do to yourself? Why/why not?”

Challenging recursive self-
 criticism

Is patient locked in a loop of self- criticism for being self- critical (e.g., 
“I think I’m a loser because I’m depressed, and I’m depressed because 
I think I’m a loser”)?

Examining internal 
contradictions

Does patient have contradictory thoughts (e.g., “I’d like to meet as 
many people as possible, but I never want to be rejected”)?

Reductio ad absurdum Are implications of patient’s thought absurd (e.g., “If I’m single, I’m 
unlovable; all people who are married were once single; therefore, all 
married people are unlovable”)?

Distinguishing behaviors from 
persons

Example: Indicate how failing on an exam is different from being a 
failure as a person.

Challenging reification In self- criticisms, is patient making “real” something that is abstract/
unobservable (e.g., worthlessness)? Can patient change reifications 
into “preferences” (e.g., “I prefer doing better at exams”)?

Examining variability/degrees 
of behavior

Help patient examine evidence that his or her behavior varies across 
time, situations, and persons, and that it occurs to varying degrees 
(not in all-or- nothing ways).

Weighing the evidence for and 
against a thought

Example of thought: “I’ll get rejected.”
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Technique Description or example

Evidence in favor: “I’m anxious [emotional reasoning],” 
“Sometimes people don’t like me.”

Evidence against: “I’m a decent person,” “Some people like me,” 
“There’s nothing rude or awful about saying hello to someone,” 
“People are here at the party to meet other people.”

For: 25%. Against: 75%.

Conclusion: “I don’t have much convincing evidence that I’ll get 
rejected. Nothing ventured, nothing gained.”

Examining quality of evidence Would patient’s evidence stand up to scrutiny by others? Is patient 
using emotional reasoning and selective information to support 
arguments?

Keeping a daily log Have patient keep a daily log of behaviors/events that confirm or 
disprove a thought.

Surveying others’ opinions Have patient survey others for their opinions and see whether these 
confirm or disprove a thought.

Cost–benefit analysis Example of thought: “I need people’s approval.”

Costs: “This thought makes me shy and anxious around people, 
and lowers my self- esteem.”

Benefits: “Maybe I’ll try hard to get people’s approval.”

Costs: 85%. Benefits: 15%.

Alternative interpretations Example: Ask patient, “If someone doesn’t like you, might it simply 
be that the two of you are different? Or perhaps the other person is in 
a bad mood, or shy, or involved with someone else? Or perhaps there 
are many other people who can and do like you?”

Negation of problems Have patient list all the reasons why the current situation is not a 
problem, rather than all the reasons why it is a problem.

Defense attorney Tell patient, “Imagine that you have hired yourself as an attorney 
to defend yourself. Write out the strongest case you can in favor of 
yourself, even if you don’t believe it.”

Carrying out an experiment Have patient test a thought by engaging in behavior that challenges 
the thought (e.g., for the thought “I’ll be rejected,” approaching 10 
people at a party).

Continuum technique Have patient place current situation or event on a 0–100 continuum 
of negative outcomes and examine what would be better and worse 
than this situation/event.

(cont.)
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Technique Description or example

Putting situation/event into 
perspective

What would patient still be able to do even if a negative thought 
were true? Or how does patient’s situation compare to that of 
someone with, say, a life- threatening illness?

“Pie” technique Have patient draw a “pie chart” and divide up responsibility for 
situation/event.

Examining mitigating factors; 
reattribution

Are there other causes for a situation/event that should be considered 
(e.g., provocation, duress, lack of knowledge or preparation, lack 
of intention, failure on others’ part, task difficulty, lack of clear 
guidelines)? If so, can patient reattribute some of the responsibility 
for the situation/event to these causes?

Externalizing both sides of a 
thought through role play

Take the “con” aspects of a thought while patient takes the “pro” 
aspects, and engage in a role-play argument (e.g., say, “You’ll fail 
the exam”; patient replies, “There’s no evidence that I’ll fail”; and 
continue in this manner).

Using role play to apply a 
negative thought to a friend

Take the role of a friend to whom patient applies a negative thought. 
How does it sound?

Acting “as if” First in role play and then in actual situations, have patient act as if 
he or she does not believe negative thoughts.

Challenging absolutistic 
thinking

Example: Ask patient, “If you believe that no one will like you, is it 
plausible that no one in the whole world will?”

Setting a zero point for 
comparisons; depolarizing 
comparisons

If patient always compares him- or herself to the best, how does he or 
she compare to the worst? And how does patient compare to people 
in the middle of the distribution?

Positive reframing (finding 
positives in negatives)

Is there a more positive way of interpreting patient’s behavior or 
situation (e.g., instead of saying, “I really bombed on the exam,” can 
patient say, “I learned I can’t procrastinate,” or “Thank God that 
course is over”)?

Decatastrophizing Ask patient, “Why would X not be so awful after all?”

Examining the “feared 
fantasy”

Ask patient, “Imagine the worst possible outcome of X. How 
would you handle it? What behaviors could you control even if it 
happened?”

Anticipating future reactions Ask patient, “How will you [or others] feel about X 2 days, a week, a 
month, and a year from now?”

Examining past predictions, 
failure to learn from false 
predictions, and self- fulfilling 
prophecies

Has patient generally made negative predictions in the past that have 
not come true? If so, has patient failed to learn that these predictions 
have been distorted and biased? Have these predictions turned into 
self- fulfilling prophecies (i.e., has patient behaved as if they will come 
true and thus ensured that they will come true)?
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Technique Description or example

Testing predictions Have patient make a list of specific predictions for the next week and 
keep track of the outcomes.

Examining past worries Has patient worried about things in the past that he or she no longer 
thinks about? If so, have him or her list as many of these as possible 
and ask, “Why are these no longer important to me?”

Examining future distractions What are all the other events (unrelated to current event) that will 
transpire over the next day, week, month, and year and that will 
cause patient not to care as much about the current event?

Distinguishing possibility from 
probability

Example: Ask patient, “It may be possible that you will have a heart 
attack if you are anxious, but what is the probability?”

Calculating sequential 
probabilities

Have patient multiply the probabilities of a predicted sequence of 
negative events.

Fighting overgeneralization Ask patient, “Just because X happened once, does that mean it will 
inevitably happen?”

Challenging the need for 
certainty

Tell patient, “You can’t have certainty in an uncertain world. If you 
are trying to rule out absolutely all possibility of negative outcomes, 
you will be unable to act.”

Advocating acceptance Suggest to patient, “Rather than trying to control and change 
everything, perhaps there are some things you can learn to accept 
and make the best of. For example, perhaps you won’t be perfect in 
your job, but perhaps you can learn to appreciate what you can do.”

Using “point– counterpoint” 
with difficult thoughts

For difficult thoughts that are resistant to other techniques, engage in 
“point– counterpoint” role play with patient.

Reexamining original negative 
thought and emotion, 
confidence in accuracy of 
thought, and intensity of 
emotion

Example: “I feel anxious [15%] because I think I’ll fail [20%].”

Developing rational response 
to thought (new, more 
realistic, more adaptive 
thought)

Example: “There isn’t much actual evidence that I’ll fail; therefore, 
there’s no real reason for me to think I’ll fail, and no real reason for 
me to be anxious.”

Identifying maladaptive assumptions

Determining contents 
of patient’s “rule book” 
(“shoulds,” “musts,” “if–then” 
statements underlying 
distorted automatic thoughts)

Examples: “I should succeed at everything I do,” “If people don’t like 
me, it means there’s something wrong with me,” “I must be approved 
by everyone.”

(cont.)
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Technique Description or example

Challenging maladaptive assumptions

Using techniques for 
challenging distorted 
automatic thoughts

See above.

Evaluating patient’s standards Ask patient, “Are you setting unrealistic expectations for yourself? 
Are your standards too high? Too low? Too vague? Do your standards 
give you room for a learning curve?”

Examining patient’s value 
system

Ask patient, “What is your hierarchy of values? For example, do you 
place success above everything else? Are you trying to accomplish 
everything simultaneously?”

Examining social standards Ask patient, “Are you trying too hard to measure up to society’s 
standards—for example, beauty and thinness for women, or power 
and status for men? If you don’t exactly meet these standards, do you 
think this makes you a bad or worthless person?”

Distinguishing progress from 
perfection

Help patient examine the advantages of trying to improve, rather 
than trying to be perfect.

Challenging idealization of 
others

Have patient try to list all the people he or she knows who are 
completely perfect. Since it’s unlikely that there will be any, what 
does this mean about patient’s achieving perfection? Or have patient 
ask an admired person whether he or she has ever made any mistakes 
or had any problems, and consider what this person’s response implies 
about patient’s idealization of others and devaluation of self.

Advocating adaptive flexibility Help patient examine the benefits of being more flexible in standards 
and behaviors.

Borrowing someone else’s 
perspective

Ask patient, “Instead of getting trapped by your way of reacting, try 
to think of someone you know who you think is highly adaptive. 
How would this person think and act under these circumstances?”

Emphasizing curiosity, 
challenge, and growth rather 
than perfection

Example: Suggest to patient, “If you do poorly on an exam, work 
on how you can develop curiosity about the subject matter or feel 
challenged to do better in the future, rather than focusing on your 
grade as a final measure of your worth.”

Reexamining maladaptive 
assumptions and substituting 
new, more adaptive 
assumptions

Example: “I’m worthwhile regardless of what others think of me,” 
instead of “If people don’t like me, it means there’s something wrong 
with me.”

Examining costs and benefits 
of more adaptive assumptions

Example of more adaptive assumption: “I’m worthwhile regardless of 
what others think of me.”

Costs: “Maybe I’ll get conceited and alienate people.”
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Technique Description or example

Benefits: “Increased self- confidence, less shyness, less dependence 
on others, more assertiveness.”

Costs: 5%. Benefits: 95%.

Conclusion: “This new assumption is better than the one that I 
have to get other people to like me in order to like myself.”

Identifying dysfunctional schemas

Identifying negative or 
otherwise dysfunctional views 
of self and others underlying 
distorted automatic thoughts 
and maladaptive assumptions

Examples: “I’m incompetent,” “I’m no good,” “I must be admired,” 
“Others are rejecting,” “Others are all- powerful,” “Others must pay 
tribute to me.”

Explaining schematic 
processing

Indicate how dysfunctional schemas are formed and how they 
systematically bias the ways events are attended and responded to.

Identifying strategies of 
avoiding/compensating for 
schemas

Help patient determine how he or she avoids challenging a schema 
(e.g., “If you think that you are unlovable, do you avoid getting 
involved with people?”) or compensates for a schema (e.g., “If you 
believe you are inferior to others, do you attempt to become perfect 
in order to overcome your ‘inferiority’?”).

Challenging dysfunctional schemas

Using techniques for 
challenging distorted 
automatic thoughts and 
maladaptive assumptions

See above.

Activating early memories to 
identify sources of schemas

Ask patient, “Who taught you to think in this dysfunctional way? 
Was it your parents? Teachers? Friends? Do you think that their 
teaching was valid? Were they poor role models?”

Challenging the sources of 
schemas through role play

Have patient role-play him- or herself challenging the source of a 
schema and arguing vigorously against this person.

Imagery restructuring; 
rewriting life scripts

Have patient imagine going back in time and confronting a schema’s 
source. Or have patient revise his or her negative life script so that it 
has a positive outcome (e.g, for a negative early image of humiliation, 
have patient write a script in which he or she rejects or criticizes the 
person responsible for the humiliation).

Writing letters to the source Have patient write letters to a schema’s source (which need not be 
sent) expressing his or her anger and frustration.

(cont.)
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Technique Description or example

Imagery and emotion Have patient close eyes, evoke a negative feeling (e.g., loneliness), 
and then associate a visual image with this feeling. Ask patient to 
complete this sentence: “This image bothers me because it makes me 
think . . . ”

Coping imagery Help patient to develop an image of him- or herself coping 
competently with a feared person or situation.

Miniaturizing the frightening 
image

Help patient to develop an image of a feared person or thing as much 
smaller and weaker, instead of bigger and more powerful than the 
patient.

Desensitizing images Have patient engage in repeated exposure to a feared image or 
situation, in order to diminish its capacity to elicit fear.

Nurturant self- statements Have patient imagine him- or herself as a child and make nurturing 
statements to the child of the kind he or she wishes had actually 
been made.

“Bill of rights” Help patient compose a personal “bill of rights” (e.g., the right to 
make mistakes, to be human, etc.).

Reexamining original schemas 
and developing new, more 
adaptive schemas

Examples: “I am competent” and “Others are only human,” instead of 
“I am incompetent” and “Others are all- powerful.”

Problem solving and self- control

Identifying a problem Is there a problem that needs to be solved? For example, if patient 
does poorly on an exam, perhaps he or she needs to study more.

Accepting the problem Help patient to accept the existence of the problem and begin 
working toward its solution, instead of being self- critical or 
catastrophizing.

Examining the goal; 
generating alternative goals

What is patient’s goal in the situation? If one goal has not worked, 
can patient modify the goal or generate alternative goals (e.g., replace 
“to be liked by everyone” with “to meet some new people” or “to 
learn how well I can do”)?

Anti- procrastination steps Guide patient through a series of steps to minimize procrastination 
(specifying a goal; breaking it down into smaller steps; examining 
costs and benefits of first step vs. an alternative; scheduling a specific 
time, place, and duration for the activity; role- playing resistance to 
engaging in the activity; carrying out the activity).

Self- correction Encourage patient to learn from any mistakes instead of engaging in 
self- criticism.
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Technique Description or example

Developing self- instructional 
statements; creating a “coping 
card”

Have patient develop self- instructions for use in times of difficulty 
(e.g., “Don’t worry about my anxious arousal. It’s arousal. It’s not 
dangerous. Anxiety doesn’t mean I’m going crazy. I can tolerate it”). 
Put these statements, along with reminders and so on, on a “coping 
card” that patient can refer to easily.

Delaying a decision For an impulsive patient, it may be useful to delay making a decision 
on a thought until a certain amount of time has passed or until the 
patient has had two good nights’ sleep.

Canvassing friends To reduce compulsiveness, a patient can be asked to survey five 
friends for their advice on the intended thought or action.

Anticipating problems Have patient list the kinds of problems that might come up and 
develop rational responses to these.

Inoculation With the patient, role-play the worst negative thoughts and problems 
that might come up, and have patient indicate how he or she would 
challenge them.

Self- reward statements Encourage patient to list positive thoughts about him- or herself after 
doing something positive.

Problem solution review Have patient review past problems and the solutions he or she has 
used.



TAbLe 10.1. Dysfunctional Schemas in Personality Disorders

Personality disorder View of self View of others Main beliefs
Main compensatory/avoidant 
strategies

Avoidant Vulnerable to 
depreciation, rejection

Socially inept
Incompetent

Critical
Demeaning
Superior

“It’s terrible to be rejected [put down].”
“If people know the real me, they will reject 

me.”
“I can’t tolerate unpleasant feelings.”

Avoid evaluative situations
Avoid unpleasant feelings or 

thoughts

Dependent Needy
Weak
Helpless
Incompetent

Idealized
Nurturant
Supportive
Competent

“I need people to survive [be happy].”
“I need a steady flow of support and 

encouragement.”

Cultivate dependent relationships

Passive– aggressive Self- sufficient
Vulnerable to control, 

interference

Intrusive
Demanding
Interfering
Controlling
Dominating

“Others interfere with my freedom of 
action.”

“Control by others is intolerable.”
“I have to do things my own way.”

Passive resistance
Surface submissiveness
Evade, circumvent rules

Obsessive– 
compulsive

Responsible
Accountable
Fastidious
Competent

Irresponsible
Casual
Incompetent
Self- indulgent

“I know what’s best.”
“Details are crucial.”
“People should be better [try harder].”

Apply rules
Perfectionism
Evaluate, control
Use “shoulds,” criticize, punish

Paranoid Righteous
Innocent, noble
Vulnerable

Interfering
Malicious
Discriminatory
Abusive motives

“Motives are suspect.”
“Be on guard.”
“Don’t trust.”

Be wary
Look for hidden motives
Accuse
Counterattack

(cont.)



Personality disorder View of self View of others Main beliefs
Main compensatory/avoidant 
strategies

Antisocial Loner
Autonomous
Strong

Vulnerable
Exploitative

“I’m entitled to break rules.”
“Others are patsies [wimps].”
“Others are exploitative.”

Attack, rob
Deceive
Manipulate

Narcissistic Special, unique
Deserving special rules, 

superior
Above the rules

Inferior
Admirers

“Since I’m special, I deserve special rules.”
“I’m above the rules.”
“I’m better than others.”

Use others
Transcend rules
Be manipulative
Be competitive

Histrionic Glamorous
Impressive

Seducible
Receptive
Admirers

“People are there to serve or admire me.”
“They have no right to deny me my just 

deserts.”

Use dramatics, charm
Throw temper tantrums, cry
Make suicide gestures

Schizoid Self- sufficient
Loner

Intrusive “Others are unrewarding.”
“Relationships are messy [undesirable].”

Stay away

Note. Adapted from Beck, Freeman, and Associates (1990). Copyright 1990 by The Guilford Press. Adapted by permission in Treatment Plans and Interventions for Depression and Anxiety Disorders, 
Second Edition (The Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved.
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FORM 10.1. General Information for Patients  
about Cognitive- behavioral Therapy

issues answers

General description Cognitive- behavioral therapy is a relatively short-term, focused psychotherapy for 
a wide range of psychological problems, including depression, anxiety, anger, 
marital conflict, fears, and substance abuse/dependence. The focus of therapy 
is on how you are thinking (your “cognitions”), behaving, and communicating 
today, rather than on your early childhood experiences. Numerous studies have 
demonstrated that cognitive- behavioral therapy is as effective as medication for 
depression, anxiety, obsessions, and other fears. Furthermore, because patients 
learn self-help in therapy, they are often able to maintain their improvement after 
therapy has been completed.

Evaluation of patients When you begin cognitive- behavioral therapy, your therapist will ask you to fill 
out several self- report forms that assess a range of symptoms and problems. 
These forms evaluate depression, anxiety, anger, fears, physical complaints, 
personality, and relationships. The purpose of this evaluation is to gather as 
much information on you as possible, so that you and your therapist can learn 
quickly what kinds of problems you do (or do not) have and the extent of your 
problems.

Treatment plans You and your therapist will work together to develop a plan of therapy. This 
might include how often you need to come; the relevance of medication; your 
diagnosis; your goals; skill acquisition; needed changes in the way you think, 
behave, and communicate; and other factors.

What are therapy sessions 
like?

Some other forms of therapy are unstructured, but in cognitive- behavioral 
therapy you and your therapist will set an agenda for each meeting. The 
agenda might include a review of your experience in the previous session, your 
homework, one or two current problems, a review of what you’ve accomplished 
in this session, and homework for the next week. The goal is to solve problems, 
not just complain about them.

Self-help homework If you went to a personal trainer at a health club, you would expect to get 
guidance on how to exercise when the trainer is not there. The same thing 
is true in cognitive- behavioral therapy. What you learn in therapy is what you 
practice outside of therapy on your own. Research demonstrates that patients 
who carry out homework assignments get better faster and stay better longer. 
Your self-help homework might include keeping track of your moods, thoughts, 
and behaviors; scheduling activities; developing goals; challenging your negative 
thoughts; collecting information; changing the way you communicate with 
others; and other assignments.

Aren’t my problems due to 
my childhood experiences?

Part of your problems may be due to how your parents, siblings, and peers 
treated you, but your solutions to your problems lie in what you are thinking and 
doing today. However, with many people we do find it useful at times to review 
the sources of your problems and help you learn how to change the way you 
think about them now.



issues answers

Aren’t my problems due to 
biochemistry?

Part of your problems may be due to biochemistry, but many other factors—such 
as the way you think, behave, and relate, as well as current and past life events—
are important. Using cognitive- behavioral therapy does not rule out the use of 
medication. For most psychiatric disorders, there is considerable evidence that 
cognitive- behavioral therapy is as effective as medication. For very serious levels 
of depression and anxiety, we believe that it may be best to combine medication 
with therapy. An advantage of cognitive- behavioral therapy is that you also learn 
ways to solve your problems on your own.

How will I know if I’m 
getting better?

You and your therapist can identify specific goals at the beginning of therapy—
and you can modify these goals as you continue. Then you can evaluate whether 
you are becoming less depressed, anxious, angry, or the like. You should feel 
free to give your therapist feedback on your progress. This feedback from you is 
useful in order to figure out what works and what doesn’t work.

How can I learn more 
about cognitive- behavioral 
therapy?

Depending on the problems that you want to solve, your therapist can 
recommend a number of books or other readings for you. We believe that the 
more you know about yourself, the better off you will be. We hope that you can 
learn to become your own therapist.

FORM 10.1. General Information for Patients about Cognitive- behavioral Therapy (p. 2 of 2)



FORM 10.2. Categories of Distorted Automatic Thoughts:  
A Guide for Patients

 1. mind reading: You assume that you know what people think without having sufficient evidence of their 
thoughts. “He thinks I’m a loser.”

 2. Fortunetelling: You predict the future negatively: Things will get worse, or there is danger ahead. “I’ll fail 
that exam,” or “I won’t get the job.”

 3. Catastrophizing: You believe that what has happened or will happen will be so awful and unbearable that 
you won’t be able to stand it. “It would be terrible if I failed.”

 4. labeling: You assign global negative traits to yourself and others. “I’m undesirable,” or “He’s a rotten 
person.”

 5. Discounting positives: You claim that the positive things you or others do are trivial. “That’s what wives 
are supposed to do—so it doesn’t count when she’s nice to me,” or “Those successes were easy, so they 
don’t matter.”

 6. Negative filtering: You focus almost exclusively on the negatives and seldom notice the positives. “Look at 
all of the people who don’t like me.”

 7. overgeneralizing: You perceive a global pattern of negatives on the basis of a single incident. “This 
generally happens to me. I seem to fail at a lot of things.”

 8. Dichotomous thinking: You view events or people in all-or- nothing terms. “I get rejected by everyone,” or 
“It was a complete waste of time.”

 9. shoulds: You interpret events in terms of how things should be, rather than simply focusing on what is. “I 
should do well. If I don’t, then I’m a failure.”

10. personalizing: You attribute a disproportionate amount of the blame to yourself for negative events, and 
you fail to see that certain events are also caused by others. “The marriage ended because I failed.”

11. Blaming: You focus on the other person as the source of your negative feelings, and you refuse to take 
responsibility for changing yourself. “She’s to blame for the way I feel now,” or “My parents caused all my 
problems.”

12. Unfair comparisons: You interpret events in terms of standards that are unrealistic—for example, you 
focus primarily on others who do better than you and find yourself inferior in the comparison. “She’s more 
successful than I am,” or “Others did better than I did on the test.”

13. regret orientation: You focus on the idea that you could have done better in the past, rather on what 
you can do better now. “I could have had a better job if I had tried,” or “I shouldn’t have said that.”

14. What if?: You keep asking a series of questions about “what if” something happens, and you fail to be 
satisfied with any of the answers. “Yeah, but what if I get anxious?” or “What if I can’t catch my breath?”

15. Emotional reasoning: You let your feelings guide your interpretation of reality. “I feel depressed; 
therefore, my marriage is not working out.”

16. inability to disconfirm: You reject any evidence or arguments that might contradict your negative 
thoughts. For example, when you have the thought “I’m unlovable,” you reject as irrelevant any evidence 
that people like you. Consequently, your thought cannot be refuted. “That’s not the real issue. There are 
deeper problems. There are other factors.”

17. Judgment focus: You view yourself, others, and events in terms of evaluations as good–bad or superior– 
inferior, rather than simply describing, accepting, or understanding. You are continually measuring yourself 
and others according to arbitrary standards, and finding that you and others fall short. You are focused on 
the judgments of others as well as your own judgments of yourself. “I didn’t perform well in college,” or “If 
I take up tennis, I won’t do well,” or “Look how successful she is. I’m not successful.”

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page of book for details).



FORM 10.3. examples of Maladaptive Assumptions:  
A Guide for Patients

“I should be successful at everything I try.”

“If I am not successful, then I am a failure.”

“If I fail, then I’m worthless [I’m unlovable, life is not worth living, etc.].”

“Failure is intolerable and unacceptable.”

“I should get the approval of everyone.”

“If I am not approved of, then I am unlovable [ugly, worthless, hopeless, alone, etc.].”

“I should be certain before I try something.”

“If I am not certain, then the outcome will be negative.”

“I should never be anxious [depressed, selfish, confused, uncertain, unhappy with my partner, etc.].”

“I should always keep my eye out for any anxiety.”

“If I let my guard down, something bad will happen.”

“If people see that I am anxious, they will think less of me [reject me, humiliate me, etc.].”

“My sex life [feelings, behaviors, relationships, etc.] should be wonderful and easy at all times.”

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page of book for details).



FORM 10.4. Patient’s event–Mood– Thought Record

Patient’s name:  

Date/time

Event: Describe what 
happened. What were you 
doing at the time?

mood: Describe your 
feelings (sad, anxious, angry, 
hopeless, etc.), and rate their 
intensity on a 0–100% scale.

thought: Write down your 
automatic thoughts at the 
time.

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page of book for details).



FORM 10.5. Patient’s Form for Categorizing and Responding 
to Automatic Thoughts

automatic thoughts: 
Write your negative thoughts and 
estimate your confidence in the 
accuracy of each one (0–100%).

Distortions: 
Identify the category into which 
each automatic thought falls (see 
“Categories of Distorted Automatic 
Thoughts: A Guide for Patients”).

rational responses: 
Substitute more realistic thoughts 
and estimate your confidence 
in the accuracy of each one 
(0–100%).

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page of book for details).



FORM 10.6. Patient’s Self- Instruction Script

Questions to ask myself answers and solutions

What is the behavior I am 
trying to change?

In what situations am I most 
likely to have this problem?

What sensations and 
emotions are signs of this 
behavior?

What are the costs and 
benefits to me of this 
behavior?

What are some better 
alternatives?

What are the costs 
and benefits of these 
alternatives?

What are some more 
reasonable things I can say 
to myself to make me less 
upset?

What plans can I make to 
carry out this new behavior?

What are some rewarding 
things I can do for myself 
when I carry out my new 
behavior?

From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright 
by Robert L. Leahy, Stephen J. F. Holland, and Lata K. McGinn. All rights reserved. Permission to reproduce this material is granted to 
purchasers of this book for personal use only (see copyright page of book for details).



From Treatment Plans and Interventions for Depression and Anxiety Disorders, Second Edition (The Guilford Press, 2012). Copyright by Robert L. Leahy, Stephen J. F. Holland, and Lata K. 
McGinn. All rights reserved.

(cont.)

Medications for Depressive and Anxiety Disorders

This chart provides information about different classes of medications that are commonly used in the treatment of depression and anxiety. Many 
patients will benefit from a combination of medications; the effects of one class of medications can often be enhanced by adding medications from 
another class. Other patients may benefit from switching from one medication class to another class. The prescribing physician should consult the 
latest information about initial dosage, increases in dosage, contraindications, dietary restrictions, side effects, and overdose. Patients should never 
self- prescribe, and nonphysicians should defer to appropriate medical personnel.

Since medications are continually being developed and evaluated, and since some medication classes may eventually be approved for treatment 
for other disorders, these tables are preliminary and are not intended to replace the most recent information available from the manufacturers of the 
medications.

Information in these charts is derived from a number of sources, listed below. The following websites can assist the reader in learning more about 
psychotropic medications:

www.ncbi.nlm.nih.gov/pubmedhealth/s/drugs_and_supplements/a
www.drugs.com
www.pdr.net
www.epocrates.com
www.webmd.com/drugs



Medication Chart (p. 2 of 10)

(cont.)

MeDicAtion chArt

Trade name Generic name Disorders/symptoms that drug treats Common side effects

Antidepressants— monoamine oxidase (MAO) inhibitors

Marplan Isocarboxazid Depression Orthostatic hypotension, dizziness, constipation, headache, 
tremors, body weight changes, dry mouth, weakness, fatigue

Nardil Phenelzine Depression; mixed anxiety and depression; 
phobic or hypochondriacal features

Dizziness, headaches, drowsiness, sleep disturbances, tremors, 
constipation, dry mouth, weight gain, sexual disturbances, sweating, 
skin rash, blurred vision, manic reaction, acute anxiety reaction

Niamid Nialamide Depression, social phobia, GAD Psychomotor agitation, insomnia, headache, dry mouth, nausea, 
vomiting, constipation, vision problems, weight gain, impotence

Parnate Tranylcypromine Major depressive episode without melancholia Restlessness or insomnia, weakness, drowsiness, dizziness, dry 
mouth, nausea, diarrhea, abdominal pain, constipation, chills

Antidepressants— tricyclics

Adapin, 
Sinequan

Doxepin Psychoneurosis with depression and/or anxiety; 
depression and/or anxiety associated with 
alcoholism; depression and/or anxiety associated 
with organic disease; somatic symptoms and 
concerns; symptoms such as sleep disturbances, 
guilt, lack of energy, fear, apprehension, and worry

Dry mouth, blurred vision, constipation, drowsiness, hypotension, 
skin rash, nausea, vomiting, raised or lowered libido, testicular 
swelling, breast enlargement, weight gain, sweating, chills, 
hallucinations

Anafranil Clomipramine Obsessive– compulsive disorder Dry mouth, constipation, nausea, anorexia, tremors, dizziness, 
nervousness, changed libido, ejaculatory failure, fatigue, sweating, 
increased appetite, weight gain, abnormal thinking

Aventyl, 
Pamelor

Nortriptyline Endogenous depression Hypo-/hypertension, restlessness, insomnia, numbness, tingling, dry 
mouth, skin rash, nausea, vomiting, weight gain/loss, perspiration, 
disorientation, anxiety, panic, insomnia, restlessness, hypomania

Elavil, 
Endep, 
Laroxyl

Amitriptyline Endogenous depression Myocardial infarction, stroke, arrhythmias, coma, seizures, 
hallucinations, delusions, confusional states, skin rash, nausea, 
testicular swelling, breast enlargement, dream and sleep 
disturbances, mania or hypomania



Medication Chart (p. 3 of 10)

(cont.)

Trade name Generic name Disorders/symptoms that drug treats Common side effects

Antidepressants— tricyclics (cont.)

Etrafon Perphenazine 
and amitriptyline 
hydrochloride

Moderate to severe anxiety and/or agitation 
and depressed mood; anxiety and/or depression 
associated with chronic physical disease; 
schizophrenia with symptoms of depression

Aching, numbness of limbs, tardive dyskinesia, restlessness, 
catatonia, eczema, lactation, menstrual disturbances, faintness, 
cardiac arrest, rash, dry mouth, blurred vision, hypotension, 
disorientation, confusional states, weight gain/loss

Limbitrol Chlordiaze- poxide 
and amitriptyline 
hydrochloride

Moderate to severe depression associated with 
moderate to severe anxiety

Drowsiness, dry mouth, constipation, blurred vision, dizziness, 
bloating, vivid dreams, impotence, fatigue, lethargy, hypotension, 
poor concentration, skin rash, weight gain/loss

Norpramin Desipramine Depression Hypotension, hypertension, palpitations, confusional states, 
anxiety, numbness, tingling, dry mouth, skin rash, bone marrow 
depressions, anorexia, nausea, vomiting, weight gain/loss, 
perspiration, disorientation, anxiety, restlessness, insomnia, 
nightmares

Surmontil Trimipramine Endogenous depression Hypotension, hypertension, confusional states, numbness, tingling, 
dry mouth, skin rash, nausea, vomiting, increased or decreased 
libido, testicular swelling, breast enlargement, delusions, anxiety, 
restlessness, insomnia, nightmares, exacerbation of psychosis

Tofranil, 
Presamine

Imipramine Endogenous depression in adults; childhood 
enuresis

Hypertension, palpitation, confusional states with hallucinations, 
disorientation, delusions, anxiety, insomnia, nightmares, numbness, 
tingling, dry mouth, blurred vision, skin rash, bone marrow 
depression, nausea, vomiting, weight gain/loss, perspiration

Triavil Perphenazine 
and amitriptyline 
hydrochloride

Moderate to severe anxiety and/or agitation 
and depressed mood; depression and anxiety 
associated with chronic physical disease; 
schizophrenia with depressed mood; symptoms 
such as psychomotor retardation and anorexia

Sedation, hypotension, neurological impairments, dry mouth, 
tardive dyskinesia, eczema, nausea, weight gain/loss

Vivactyl Protriptyline Depression, particularly for withdrawn and 
anergic patients

Myocardial infarction, confusional state, seizures, incoordination, 
constipation, impotence, increased/decreased libido, nausea, 
vomiting, hypomania, restlessness, disorientation, delusions



Medication Chart (p. 4 of 10)

(cont.)

Trade name Generic name Disorders/symptoms that drug treats Common side effects

Antidepressants— selective serotonin reuptake inhibitors (SSRIs)

Celexa Citalopram Depression Abdominal pain, insomnia, agitation, anxiety, drowsiness, dry 
mouth, impotence, nausea, sweating, weight gain, loss of libido

Lexapro Escitalopram Major depression, GAD Constipation, diarrhea, increased or decreased libido, dizziness, 
drowsiness, dry mouth, headache, loss of appetite, nausea, insomnia

Luvox Fluvoxamine Obsessions and compulsions associated with 
obsessive– compulsive disorder

Somnolence, insomnia, nervousness, nausea, asthenia, diarrhea, 
constipation, loss of libido

Prozac Fluoxetine Depression; obsessive– compulsive disorder Anxiety, nervousness, insomnia, drowsiness, fatigue, asthenia, 
tremors, sweating, loss of libido, gastrointestinal complaints, 
dizziness

Paxil Paroxetine Depression; obsessive– compulsive disorder; 
panic disorder

Asthenia, sweating, nausea, decreased appetite, insomnia, dizziness, 
dry mouth, loss of libido, abnormal ejaculation, constipation

Zoloft Sertraline Major depression Gastrointestinal complaints, tremors, dizziness, insomnia, sweating, 
dry mouth, male sexual dysfunction, loss of libido

Antidepressants— miscellaneous

Asendin Amoxapine Depression in patients with neurotic or reactive 
depressive disorders, as well as endogenous and 
psychotic depressions; depression accompanied 
by anxiety or agitation

Drowsiness, dry mouth, constipation, blurred vision, anxiety, 
insomnia, skin rash, nausea, dizziness, headaches, excessive 
appetite, restlessness, nervousness

Desyrel Trazodone Major depression, with or without anxiety Skin condition, blurred vision, constipation, dry mouth, shortness 
of breath, anger, decreased concentration, drowsiness, dizziness, 
fatigue, nervousness, nausea, decreased appetite

Effexor Venlafaxine Depression; generalized anxiety disorder Asthenia, sweating, gastrointestinal problems, insomnia, dizziness, 
nervousness, dry mouth, sexual dysfunction

Ludiomil Maprotiline Dysthymic disorder; bipolar I disorder; major 
depressive disorder; anxiety associated with 
depression

Nervousness, anxiety, insomnia, drowsiness, dizziness, tremors, dry 
mouth, constipation, nausea, weight loss/gain, hypomania, mania



Medication Chart (p. 5 of 10)

(cont.)

Trade name Generic name Disorders/symptoms that drug treats Common side effects

Antidepressants— miscellaneous (cont.)

Remeron Mirtazapine Depression Asthenia, flu syndrome, back pain, dry mouth, increased appetite, 
constipation, weight gain, somnolence, dizziness, abnormal dreams, 
tremor, urinary frequency

Serzone Nefazodone Depression Headache, asthenia, infection, flu syndrome, hypotension, dry 
mouth, nausea, constipation, somnolence, dizziness, insomnia, 
light- headedness, confusion, blurred vision

Wellbutrin Bupropion Major depression Seizures, agitation, dry mouth, insomnia, headaches, migraines, 
nausea, vomiting, constipation, tremors

Anxiolytics— benzodiazepines

Ativan Lorazepam Anxiety, especially before surgery Sedation, dizziness, unsteadiness, weakness, disorientation, nausea, 
change in appetite, sleep disturbance

Klonopin Clonazepam Seizures Abnormal eye movements, confusion, depression, chest congestion, 
hair loss, constipation, dry mouth, muscle weakness, dehydration

Librium Chlordiazepoxide Anxiety disorders; withdrawal symptoms from 
alcoholism

Drowsiness, ataxia, confusion, minor menstrual irregularities, 
nausea, constipation, increased/decreased libido

Serax Oxazepam Anxiety; anxiety associated with depression; 
especially useful in older patients; acute tremulous-
ness or anxiety associated with alcohol withdrawal

Excitement, dizziness, transient drowsiness, stimulation of affect, 
nausea, lethargy

Tranxene Clorazepate Anxiety disorders; symptoms from acute alcohol 
withdrawal (short-term relief)

Drowsiness, dizziness, various gastrointestinal complaints, 
nervousness, blurred vision, dry mouth, headache, mental 
confusion

Valium Diazepam Anxiety disorders; symptoms from acute alcohol 
withdrawal (short-term relief); skeletal muscle 
spasm

Drowsiness, fatigue, ataxia, confusion, constipation, headache, 
depression

Xanax Alprazolam Anxiety; generalized anxiety disorder Drowsiness, light- headedness, constipation, increased or decreased 
appetite, weight gain/loss, sexual dysfunction
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(cont.)

Trade name Generic name Disorders/symptoms that drug treats Common side effects

Anxiolytics— miscellaneous

BuSpar Buspirone Generalized anxiety disorder (short-term 
treatment when symptoms are mild to moderate 
in severity); possibly social anxiety disorder 
(social phobia) and posttraumatic stress disorder

Dizziness, drowsiness, headache, dysphoria

Mebaral Mephobarbital Anxiety, tension, and apprehension; epilepsy Somnolence, agitation, confusion, nightmares, nervousness, 
hypoventilation, nausea, vomiting, headache

Vistaril Hydroxyzine Anxiety and tension associated with 
psychoneurosis and organic disease

Dry mouth, drowsiness

Stimulants

Adderall Dextroamphetamine Attention-deficit/hyperactivity disorder; 
narcolepsy; treatment-resistant depression; 
exogenous obesity

Nervousness, headache, insomnia, nausea, loss of appetite, weight 
loss, dry mouth, diarrhea, constipation, vomiting, stomach pain, 
increased or decreased libido

Concerta Methylphenidate Attention-deficit/hyperactivity disorder; 
narcolepsy

Nervousness, insomnia, loss of appetite, addiction, rapid pulse rate, 
tolerance, feelings of paranoia

Desoxyn Methamphetamine Attention- deficit/hyperactivity disorder; 
exogenous obesity

High abuse potential, nervousness, insomnia, loss of appetite, 
addiction, rapid pulse rate, tolerance, feelings of paranoia

Dexedrine Dextroamphetamine Narcolepsy; attention- deficit/hyperactivity 
disorder

High abuse potential, nervousness, insomnia, loss of appetite, 
addiction, rapid pulse rate, tolerance, feelings of paranoia

Dexedrine 
spansules

Dextroamphetamine 
(slow- release form)

Narcolepsy; attention- deficit/hyperactivity 
disorder

High abuse potential, nervousness, insomnia, loss of appetite, 
addiction, rapid pulse rate, tolerance, feelings of paranoia

Focalin Dexmethylphenidate Attention-deficit/hyperactivity disorder; 
narcolepsy; tic disorders

Insomnia, nausea, stomach pain, headache, dizziness,  anxiety, 
weight loss
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(cont.)

Trade name Generic name Disorders/symptoms that drug treats Common side effects

Stimulants (cont.)

Provigil Modafinil Narcolepsy Headache, dizziness, drowsiness; nausea, diarrhea, constipation, 
loss of appetite; dry mouth, nosebleed, sweating; tight muscles 
or difficulty moving; burning, tingling, or numbness of the skin; 
difficulty seeing or eye pain

Ritalin Methylphenidate Attention- deficit/hyperactivity disorder; 
narcolepsy

Nervousness, insomnia, loss of appetite, addiction, rapid pulse rate, 
tolerance, feelings of paranoia

Antipsychotics— phenothiazines

Compazine Prochlorperazine Psychotic disorders; generalized nonpsychotic 
anxiety

High sedative effects, drowsiness, dizziness, amenorrhea, blurred 
vision, skin reactions, hypotension

Mellaril Thioridazine Psychotic disorders; depression with anxiety; 
severe behavioral problems in children

Sedation, low blood pressure and dizziness, dry mouth, constipation, 
difficulty urinating, blurry vision, jumpiness, parkinsonian 
syndrome (tremors and muscle stiffness), loss of motivation and 
decreased movement, weight gain, increased sensitivity to the sun

Prolixin Fluphenazine Psychotic disorders; behavioral complications in 
patients with mental retardation

Sudden muscle stiffness, parkinsonian syndrome, jumpiness, weight 
gain, neuroleptic malignant syndrome (NMS—i.e., symptoms such 
as muscle rigidity, altered mental status, irregular pulse, or blood 
pressure)

Stelazine Trifluoperazine Psychotic disorders; nonpsychotic anxiety Drowsiness, dizziness, skin reactions, rash, dry mouth, insomnia, 
amenorrhea, fatigue, muscular weakness, anorexia, lactation, 
blurred vision, neuromuscular reactions

Thorazine Chlorpromazine Psychotic disorders; nausea and vomiting; 
restlessness before surgery; mania; severe 
behavioral problems in children

Sedation, low blood pressure and dizziness, dry mouth, constipation, 
difficulty urinating, blurry vision, jumpiness, parkinsonian 
syndrome, weight gain, increased sensitivity to the sun

Trilafon Perphenazine Psychotic disorders; severe nausea and vomiting; 
behavioral complications in patients with 
mental retardation

Mild sedation, mild dizziness from lowered blood pressure, dry 
mouth, constipation, difficulty urinating, blurry vision, jumpiness, 
parkinsonian syndrome, weight gain, sensitivity to the sun
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(cont.)

Trade name Generic name Disorders/symptoms that drug treats Common side effects

Antipsychotics—miscellaneous

Clozaril Clozapine Schizophrenia Sedation, increased salivation/drooling, rapid heart rate, dizziness 
caused by lowered blood pressure, fever, nausea/vomiting, 
constipation, dry mouth

Haldol Haloperidol Psychotic disorder (for patients requiring long-
term parenteral antipsychotic therapy)

Muscle stiffness, jumpiness, dry mouth, restlessess, movement 
disorders, low blood pressure, constipation, tardive dyskinesia 
(involuntary movement after prolonged use)

Loxitane Loxapine Psychotic disorders Mild sedation, mild dizziness from lowered blood pressure, dry 
mouth, constipation, difficulty urinating, blurry vision, jumpiness, 
parkinsonian syndrome, akinesia, weight gain, increased sensitivity 
to the sun

Moban Molindone Psychotic disorders Mild sedation, mild dizziness from lowered blood pressure, dry 
mouth, constipation, difficulty urinating, blurry vision, jumpiness, 
parkinsonian syndrome, akinesia, increased sensitivity to the sun 
(only antispychotic that doesn’t cause weight gain)

Navane Thiothixene Psychotic disorders Sudden muscle stiffness (acute dystonia), parkinsonian syndrome, 
jumpiness, akinesia, drowsiness, nausea, increase in appetite

Orap Pimozide Motor and phonic tics associated with Tourette’s 
disorder

Acute dystonia (sudden muscle stiffness), parkinsonian syndrome, 
jumpiness, akinesia, weight gain

Risperdal Risperidone Psychotic disorders Anxiety, somnolence, extrapyrimidal symptoms, dizziness, 
constipation, nausea, rash, weight gain, increased duration of sleep

Serentil Mesoridazine Behavioral problems in mental deficiency and 
chronic brain syndrome; anxiety, tension, 
depression, nausea, and vomiting in both acute 
and chronic alcoholism; borderline personality 
disorder

Drowsiness, hypotension, dry mouth, dizziness, nausea, impotence
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(cont.)

Trade name Generic name Disorders/symptoms that drug treats Common side effects

Antipsychotics—miscellaneous (cont.)

Seroquel Quetiapine Psychotic disorders Dizziness, postural hypotension, dry mouth, headache, back pain, 
constipation, weight gain/loss

Zyprexa Olanzapine Schizophrenia and other psychotic disorders Constipation, dry mouth, orthostatic hypotension, increased 
prolactin levels, weight gain, NMS, somnolence, personality 
disorders

Antimanics/mood stabilizers

Cytomel Liothyronine Hypothyroidism; augmentation of 
antidepressants

Headache, sweating, nervousness, arrhythmias

Depakene Valproic acid Acute mania; aggression Nausea, vomiting, indigestion, drowsiness, sedation

Depakote Divalproex sodium Mania; epilepsy; migraine headaches Nausea, somnolence, dizziness, vomiting, asthenia, weight gain

Isoptin Verapamil Acute mania Hypotension, constipation, fatigue, headache, dizziness

Lamictal Lamotrigine Seizures; mood stabilization Skin rash, hives, fever, sores in mouth, dizziness, headache, 
sleepiness, nausea, vomiting

Lithotabs Lithium Acute mania and depression; recurrent bipolar 
or unipolar affective illness; aggression; 
anorexia nervosa; phobias; anxiety

Upset stomach and diarrhea, metallic taste in mouth, increased 
frequency of urination, weight gain, acne, decrease in thyroid 
gland functioning, tiredness and difficulty concentrating, fine hand 
tremors

Neurontin Gabapentin Seizures; mood stabilization Dizziness, somnolence, central nervous system depression

Synthroid Levothyroxine Hypothyroidism; mood stabilization Temporary hair loss, rash, cramps, anxiety, weight loss

Tegretol Carbamazepine Pain syndromes; aggression; mood disorders Dizziness, drowsiness, unsteadiness, nausea, vomiting, diplopia, 
ataxia, clumsiness, slurred speech, irritability



Medication Chart (p. 10 of 10)

Trade name Generic name Disorders/symptoms that drug treats Common side effects

Hypnotics (can be from other drug class, such as benzodiazepines)

Ambien Zolpidem Insomnia; other sleep disturbances Drowsiness, dizziness, headache, nausea, vomiting, abdominal 
pain, back pain, anxiety, constipation, lethargy, acne, coughing, 
increased sweating

Dalmane Flurazepam Insomnia Hangover, confusion, weakness, dizziness, drowsiness, staggering, 
ataxia

Doral Quazepam Insomnia Headache, fatigue, dizziness, dry mouth, dyspepsia

Halcion Triazolam Insomnia Hangover, headache, dizziness, nervousness, dry mouth

Nembutal Pentobarbital Insomnia Somnolence, agitation, confusion, hypoventilation, nausea, 
vomiting, headache

Placidyl Ethchlorvynol Insomnia Rash, thrombocytopenia, vomiting, dizziness, facial numbness, 
blurred vision, hypotension, hangover

ProSom Estazolam Insomnia Hangover, somnolence, hypokinesia, dizziness, abnormal 
coordination

Restoril Temazepam Insomnia Drowsiness, dizziness, confusion, gastrointestinal complaints, sleep 
disturbances, headache

Sonata Zaleplon Insomnia Asthenia, headache, nausea, dizziness, somnolence
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