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Resumen: La psicologia cognitiva ha realizado
numerosas contribuciones a la psicologia clinica,
y en este trabajo se consideran especialmente
aquellas referidas al estudio de los trastornos de
ansiedad. Se pueden delinear cuatro grandes con-
tribuciones. Primera, el enfoque cognitivo ha con-
tribuido al desarrollo de modelos complejos que
muestran los principales procesos y estructuras
cognitivas relevantes para entender los trastornos
de ansiedad. Segunda, los estudios controlados de
laboratorio permiten la investigacion en mayor
detalle de los sesgos cognitivos en pacientes an-
siosos de lo que generalmente es factible en con-
textos mas naturalistas. Tercera, el enfoque cogni-
tivo aporta evidencia relevante respecto a si los
sesgos cognitivos juegan un papel en el desarrollo
y mantenimiento de los trastornos de ansiedad.
Cuarta, el creciente conocimiento sobre los tras-
tornos de ansiedad derivado de los estudios cogni-
tivos ha tenido efectos beneficiosos para la practi-
ca terapéutica de diferentes y significativas mane-
ras. En suma, la psicologia clinica se ha benefi-
ciado considerablemente de la teoria y la investi-
gacion del enfoque cognitivo.

Palabras Clave: Psicologia cognitiva, Psicologia
clinica, Trastornos de ansiedad, Sesgos cogniti-
VOS.

Introduction

There are numerous ways in which cogni-
tive psychology might conceivably have
influenced clinical psychology in the past
and might do so in the future. However, it
will be assumed here that clinical psychol-
ogy has benefited in four main ways from
cognitive psychology. First, theoretical
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Abstract: Cognitive psychology has made nu-
merous contributions to clinical psychology, and
these contributions are considered especially with
reference to the anxiety disorders. It is argued that
there are four major contributions that can be
identified. First, the cognitive approach has led to
the development of complex models showing the
main cognitive processes and structures of rele-
vance to an understanding of anxiety disorders.
Second, controlled laboratory studies permit a
more detailed investigation of cognitive biases in
anxious patients than is generally feasible in more
naturalistic settings. Third, the cognitive approach
provides relevant evidence with respect to the is-
sue of whether cognitive biases play a role in the
development and maintenance of anxiety disor-
ders. Fourth, the enhanced understanding of the
anxiety disorders that has arisen from the cogni-
tive approach has had beneficial effects on thera-
peutic practice in a number of significant ways. In
sum, it is claimed that clinical psychology has
benefited considerably from cognitive theory and
research.
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ideas that have been developed within cog-
nitive psychology have influenced the un-
derstanding that clinical psychologists and
others have of the problems of those suffer-
ing from mental disorders, and of appropri-
ate forms of therapy. Second, cognitive
psychology (with its emphasis on tightly
controlled experimental studies) has pro-
vided more definitive empirical evidence
than can typically be obtained within the
confines of therapy. Third, there has been
much controversy on the issue of whether
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cognitive factors are of causal relevance to
the development of mental disorders. Re-
search within cognitive psychology offers
the prospect of illuminating this complex
issue. Fourth, some of the theoretical and
empirical contributions emerging from the
cognitive approach have direct implica-
tions for therapeutic interventions.

There is another general point that is of
particular importance. It would be mislead-
ing to regard the relationship between cog-
nitive psychology and clinical psychology
as a uni-directional one flowing from cog-
nitive psychology to clinical psychology.
In fact, there are clearly bi-directional in-
fluences of cognitive psychology on clini-
cal psychology and of clinical psychology
on cognitive psychology. Accordingly, an
attempt will be made to reflect this bi-
directionality in the rest of this article.

There is a final point that needs to be
made at the outset. It would not be very
fruitful to attempt to cover the whole of
clinical psychology here. There are several
reasons for this, but the main one is that the
coverage of any given disorder would in-
evitably be very brief and superficial. Ac-
cordingly, the focus will be primarily on
some of the main anxiety disorders. This
will be done for two key reasons. First,
cognitive psychology has made substantial
contributions to our understanding of the
anxiety disorders, and is arguably more
relevant to the anxiety disorders than to
most other mental disorders. Second, and
more pragmatically, my knowledge of
anxiety disorders is greater than my knowl-
edge of other kinds of disorder, and so it is
more feasible to provide a more informed
view of the relevance of cognitive psy-
chology to the anxiety disorders than to
other mental disorders.

Theoretical models of disorders

One of the criticisms that has been made of
the cognitive approach to mental disorders

is that it often seems to achieve little more
than a re-description of the symptoms ex-
perienced by patients with mental disor-
ders. There is certainly a danger of this
with respect to many of the anxiety disor-
ders. For example, the central feature of
generalised anxiety disorder is persistent
worry, and massively exaggerated cogni-
tions about the likelihood of future nega-
tive consequences of their actions are
found in many patients with obsessive-
compulsive disorder. However, this criti-
cism is not applicable to the increasing
number of cognitive models of anxiety dis-
orders which seek to provide a complex,
integrative view of their underlying cogni-
tive processes and structures. In order to il-
lustrate the value of such models, we will
briefly consider the cognitive model of so-
cial phobia that was proposed by Rapee
and Heimberg (1997) and the related model
put forward by Clark and Wells (1995).

What is common to the theoretical ap-
proaches of Rapee and Heimberg (1997)
and of Clark and Wells (1995) is the notion
that social phobics attend excessively to
their own behaviour and to their own
physiological symptoms. As a conse-
quence, according to Clark and Wells
(1995), social phobics attend relatively lit-
tle to external stimuli (e.g., reactions of
others in social situations), and thus do not
obtain accurate feedback on the social im-
pression they are making. Rapee and
Heimberg (1997) add the notion that social
phobics compare a mental representation of
the self as seen audience with an appraisal
of the audience’s expected standard. They
also claim that social phobics form a
judgement of the probability and conse-
guence of negative evaluation from the au-
dience.

According to Clark and Wells (1995),
social phobics have an interpretive bias in-
volving an unduly negative view of the
adequacy of their social behaviour, evi-
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dence for which was reported by Stopa and
Clark (1993). Clark and Wells (1995) also
addressed the key issue of the factors re-
sponsible for maintaining this interpretive
bias in the absence of concrete evidence to
support it. They argued that social phobics
attribute the failure of their perceived in-
adequate social behaviour to have dire con-
sequences to their use of safety-seeking
behaviours. Support for this argument was
reported by Wells et al. (1995), who found
that social phobics admit to using a wide
range of safety-seeking behaviours (e.g.,
avoiding eye contact; talking less; avoid
talking about themselves).

Clark and McManus (2002) have re-
cently developed the earlier model of Clark
and Wells (1995), and have summarised
the range of cognitive biases that are pre-
sent in social phobics. These biases include
the following: “Interpretation of external
social events; detection of negative re-
sponses from other people; the balance of
attention between external and self-
processing; the use of internal information
to make inferences about how one appears
to others; recall of negative information
about one’s perceived, observable self”
(Clark & McMannus, 2002, p. 92).

As should be clear from this very brief
description, the theoretical models of
Rapee and Heimberg (1997) and of Clark
and Wells (1995) move considerably be-
yond the symptoms reported by social pho-
bics. They present coherent accounts of the
underlying mechanisms that are responsi-
ble for the key symptoms of social phobia.
Such accounts go considerably beyond any
simple re-description of the symptoms of
social phobia in cognitive terms.

Experimental research

It is often assumed that the cognitive ap-
proach within clinical psychology closely
approximates to the cognitive approach as
practised by cognitive psychologists. How-

ever, MacLeod (1993) argued that this as-
sumption was incorrect so far as research
reported in the early 1990s is concerned.
MacLeod’s (1993, p. 170) key point was
that clinical researchers, “saw the adoption
of cognitivism as a means of legitimising
the study and analysis of self-report data
yielded by the introspective appraisal of
mental events...the enhancement of the
self-report data, yielded by introspection,
as an acceptable source of information con-
cerning mental processes, must place our
discipline clearly outwith the boundaries of
legitimate science.”

MacLeod (1993) had concrete evidence
to support his position based on consider-
ing two journals for the year 1991: Cogni-
tive Psychology and Cognitive Therapy
and Research. He found that 100% of ex-
periments in Cognitive Psychology had the
measurement of owvert responses as the
main dependent variable(s). However, the
comparable figure for Cognitive Therapy
and Research was only 28%, with most re-
searchers placing heavy reliance on intro-
spective evidence. Thus, there may well be
legitimate concerns that the experimental
method is not being applied with full rigour
so far as cognitive research within clinical
psychology is concerned. In addition, it is
clear that there are numerous cognitive
processes occurring below the level of con-
scious awareness (see Eysenck & Keane,
2000). It is necessarily the case that intro-
spective evidence is unable to elucidate
such processes.

Lang (1988) made somewhat related
criticisms of cognitive approaches to men-
tal disorder based on patients’ self-reports
of their beliefs. For example, he was dubi-
ous whether explaining the onset of panic
attacks in patients with panic disorder as
being due to catastrophic misinterpreta-
tions of their bodily symptoms constituted
an explanation at all. Instead, he argued
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that what was involved was little more than
a re-description of the patient’s symptoms.

MacLeod (1993) and Lang (1988) can
be regarded as having exaggerated the
problems caused by the reliance that is
sometimes placed on introspective evi-
dence. For example, the assessment of
symptom severity or of changes in symp-
tom severity must inevitably rely on self-
report evidence. As McNally (2001, pp.
519-520) pointed out, “A methodological
pluralism is warranted. Sometimes self-
reports are just as useless and misleading
as the critics charge. But sometimes, de-
pending on one’s question, they can be
precisely what is needed.” Lang’s (1988)
point that it is non-explanatory to attribute
a given set of symptoms to certain beliefs
may possess some validity. However, if
that is used as the starting point for the de-
velopment of a fully-fledged theoretical
model, then there are fewer concerns. More
specifically, combining self-report infor-
mation with other kinds of information
(e.g., behavioral; physiological) can enrich
our understanding of mental disorders.

As was discussed earlier, cognitive
therapists (e.g., Beck & Emery, 1985) have
consistently argued that patients with anxi-
ety disorders have exaggerated and unduly
negative interpretations of ambiguous and
threatening situations. For example, pa-
tients with generalised anxiety disorder
tend to worry excessively about a range of
social and personal issues. However, the
fact that generalised anxiety disorder pa-
tients have more intense worries than
healthy individuals does not show conclu-
sively that their interpretations are exag-
gerated. Another possibility is that their
personal circumstances are intrinsically
worse and more threatening than is the case
for healthy individuals. In other words,
their interpretations may reflect reality
rather than being exaggerated.

The above issue can only adequately be
addressed by comparing the interpretations
of generalised anxiety disorder patients and
healthy individuals with respect to the
same stimuli or situations. This has been
done in several studies. For example, Ey-
senck et al. (1991) presented ambiguous
and neutral sentences to patients with gen-
eralised anxiety disorder and healthy con-
trols. Subsequent recognition-memory per-
formance indicated that the patients had an
interpretive bias for the ambiguous sen-
tences, whereas the healthy controls did
not. Signal-detection analysis of the data
revealed that this finding was not due to re-
sponse bias, but instead was due to group
differences in sensitivity.

Interpretive bias has also been found in
social phobics. For example, Stopa and
Clark (2000) presented patients with social
phobia, comparably anxious patients with a
different anxiety disorder, and non-patient
controls with ambiguous scenarios and
with unambiguous scenarios involving
mildly negative events. The patients with
social phobia were the group most inclined
to interpret ambiguous social events in a
negative or threatening way, and they also
interpreted unambiguously mildly negative
social events in a more negative way.

Finally, consider the claimed catastro-
phic beliefs of panic disorder patients with
respect to their own physiological symp-
tomatology. It could be argued that these
beliefs do not reflect an exaggerated cogni-
tive response to their symptoms but rather
occur because they actually have a consid-
erably more responsive physiological sys-
tem than healthy individuals. The evidence
here is somewhat inconsistent and conflict-
ing. However, the typical finding in studies
of biological challenge is that panic disor-
der patients differ little or not at all from
healthy individuals in their physiological
responsiveness (e.g., Gaffney et al., 1998;
Rapee et al., 1992). Thus, these findings
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implicate cognitive factors as playing the
major role in the catastrophic beliefs of pa-
tients with panic disorder.

In sum, there is convincing evidence
from several anxiety disorders that many of
the beliefs and other cognitions they pos-
sess represent, at least in part, an exagger-
ated view of the threateningness of external
and/or internal stimuli. Of course, it is not
denied that objectively adverse personal
circumstances can also make a substantial
contribution to those beliefs and other cog-
nitions.

Causality

There is plentiful evidence that patients
suffering from anxiety disorders have vari-
ous cognitive biases and distortions (e.g.,
Beck & Emery, 1985). There is also evi-
dence that the cognitive biases possessed
by patients with anxiety disorders are often
no longer present or are attenuated after
they have received effective treatment (see
Eysenck, 1992). Such evidence is limited
in some ways, primarily because it is es-
sentially correlational in nature. It still
leaves the very complex issue of whether
these cognitive biases are the cause or the
consequence of the anxiety disorder, or
whether the influences are bi-directional.
This issue is of fundamental importance. If
it were the case that cognitive biases lack
causal efficacy in terms of influencing ex-
perienced anxiety, then this would seri-
ously damage the entire cognitive approach
to understanding and treating the anxiety
disorders. Conversely, if cognitive biases
do systematically influence experienced
anxiety, then this would suggest that such
biases may play an important role in the
development and maintenance of anxiety.
Although there is no straightforward
way of obtaining clear-cut evidence, cogni-
tive research has started to provide relevant
evidence. For example, Mathews and
Mackintosh (2000) used various proce-

dures in order to induce healthy partici-
pants to display an interpretive bias for
ambiguous information. When these pro-
cedures required the participants actively to
generate personally relevant meanings,
then the resultant interpretive bias pro-
duced increases in state anxiety. As
Mathews and Mackintosh (2000, p. 602)
concluded, “These findings provide evi-
dence consistent with a causal link between
the deployment of interpretative bias and
anxiety.”

In similar fashion, MaclLeod et al.
(2002) investigated the effects of inducing
a selective attentional bias for threat-
related stimuli. Their key finding was that
healthy participants who were trained to
develop an attentional bias responded with
a more negative mood state when exposed
to a stressful anagram task than did those
who did not receive such training. The im-
plication of this finding is that the posses-
sion of an attentional bias can have causal
effects on the experience of anxiety and
other negative mood states.

Other evidence consistent with the no-
tion that cognitive biases can influence
subsequent symptoms of disorder was re-
ported by Schmidt, Lerew, and Jackson
(1997, 1999). They assessed anxiety sensi-
tivity (a dimension of individual differ-
ences relating to a tendency to have an in-
terpretive bias for physiological symptoms)
in young adults prior to undergoing a
stressful period of military basic training.
Schmidt et al. (1997) found that high scor-
ers on anxiety sensitivity were approxi-
mately four times as likely to experience a
panic attack during military training as the
rest of the sample. Schmidt et al. (1999)
obtained similar findings, and also found
that anxiety sensitivity predicted the occur-
rence of panic attacks even when previous
history of panic attacks and trait anxiety
were controlled for.
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Some of the most convincing evidence
that cognitive biases can exert causal ef-
fects on experienced anxiety was reported
by Mathews and MacLeod (2002). They
discussed several unpublished experiments
in which attentional bias was experimen-
tally manipulated. There was consistent
evidence that training individuals to attend
selectively to threat produced increased
anxiety in a subsequent stressful situation.
In one of the experiments, students high in
trait anxiety received 7,500 training trials
designed to produce an opposite attentional
bias in which they selectively avoided at-
tending to threat. Other students high in
trait anxiety also received 7,500 training
trials, but no attempt was made to manipu-
late their pre-existing attentional biases.
The key finding was that the former group
showed a substantial reduction in trait
anxiety as a result of the training they re-
ceived, whereas the latter group showed no
change. This finding is especially impres-
sive, because it is generally assumed that
an individual’s level of trait anxiety is rela-
tively durable and difficult to alter.

In sum, there is accumulating evidence
that attentional and interpretive biases in-
duced by means of experimental manipula-
tions can have direct effects on individuals’
levels of experienced anxiety. We thus
have firmer evidence than hitherto that
cognitive biases can have causal effects on
individuals’ emotional state. However, as
Mathews and MacLeod (2002, p. 349)
pointed out, “It remains uncertain whether
induced biases are really the same as those
occurring naturally in clinically anxious
patients. The biases induced in most of the
studies described here are likely to be very
transient compared with those occurring
naturally.” It will be important in future re-
search to try to demonstrate that cognitive
biases induced under laboratory conditions
can be long-lasting.

Predisposing factors

It is clearly of importance to pursue the
causality issue as far as possible. The no-
tions that patients with anxiety disorders
have various cognitive biases, and that at
least some of these cognitive biases may
influence the development and mainte-
nance of the disorder, leave open the issue
of the factors responsible for these cogni-
tive biases in the first place. In general
terms, it has often been assumed within the
cognitive approach (e.g., Eysenck, 1997)
that these cognitive biases often have their
origins in specific kinds of experiences.
We will consider three examples to illus-
trate the value of the cognitive approach in
suggesting factors that might play a role in
the aetiology of anxiety disorders.

The symptoms associated with a panic
attack include shortness of breath, feeling
of choking, and feeling dizzy. As might be
expected, of the cognitive biases associated
with panic disorder, the central one is an
interpretive bias associated with one’s own
internal physiological symptoms. Accord-
ingly, it is a reasonable assumption that
some of the cognitive biases of panic dis-
order patients are based in part on factors
producing concern about one’s internal
state, especially those relating to the respi-
ratory system. There is some support for
this assumption. Zanbergen et al. (1991)
compared the lifetime prevalence of respi-
ratory diseases in patients with panic dis-
order, patients with obsessive-compulsive
disorder, and patients with eating disorder.
The key finding was that the panic disorder
patients had a significantly higher inci-
dence of respiratory diseases than did pa-
tients in either of the other two groups.

Verburg et al. (1995) reported more de-
tailed findings on the lifetime prevalence
of respiratory disorders in panic disorder
patients. They found that 43% of their
panic disorder patients had suffered from
one or more respiratory diseases at some
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point in their lives, compared to only 16%
of patients suffering from other anxiety
disorders. The difference between panic
disorder patients and those with other anxi-
ety disorders was especially large for bron-
chitis, which is one of the most serious res-
piratory diseases. The fact that there was
no difference between panic disorder pa-
tients and other anxiety disorder patients in
the incidence of non-respiratory diseases
suggests that panic disorder patients did
not have a general tendency to over-report
their previous diseases.

It has often been assumed (Salkovskis,
1985; Salkovskis, Richards, & Forrester,
1998) that the central interpretive bias in
many cases of obsessive-compulsive disor-
der is an exaggerated sense of responsibil-
ity. Therefore, it is worth considering life
situations in which there is a genuine in-
crease in responsibility, because such situa-
tions might act as a partial trigger for the
development of an exaggerated sense of re-
sponsibility. An obvious example is preg-
nancy and childbirth, since the mother has
enormous responsibility for the well-being
of her new-born infant. As predicted, there
is evidence that pregnancy and childbirth
are associated with an increase in obses-
sive-compulsive symptoms (see Jones,
2001, for a review). For example, Ingram
(1961) found that pregnancy and childbirth
were precipitating factors in 27% of female
patients who were suffering from obses-
sive-compulsive disorder. Buttolph and
Holland (1990) found that 69% of women
with obsessive-compulsive disorder re-
ported that the onset or worsening of the
disorder was associated with pregnancy
and/or childbirth. Neziroglu, Anemone,
and Yaryura-Tobias (1992) found that 23%
of female obsessive-compulsive disorder
patients with children reported that the on-
set of the disorder occurred during preg-
nancy.

According to a theory proposed by Ey-
senck (1997), the central interpretive bias
found in social phobics is an exaggeratedly
negative view of the adequacy of their own
social behaviour. There are several factors
that might lead individuals to develop such
a cognitive bias, but presumably factors
causing genuine problems in social situa-
tions are likely to be of most relevance.
One such factor is extraversion, given that
the major component of extraversion is so-
ciability (H.J. Eysenck & M.W. Eysenck,
1985). Thus, it might be predicted that in-
dividuals low in extraversion, and thus low
in sociability, would be more predisposed
to develop social phobia than individuals
high in extraversion. There is supporting
evidence if the findings of Stemberger,
Turner, and Beidel (1995) are compared
with those of Enright and Beech (1990).
Stemberger et al. (1995) found that patients
with generalised social phobia were on av-
erage more than one standard deviation be-
low the population mean on extraversion.
In contrast, Enright and Beech (1990)
found that patients with obsessive-
compulsive disorder or various other anxi-
ety disorders were slightly introverted, but
the degree of introversion was markedly
less than that in the social phobics studied
by Stemberger et al. (1995).

Several groups of patients were com-
pared by Bienvenu et al. (2001) with re-
spect to their extraversion scores. The
mean extraversion score for social phobics
was almost one standard deviation below
the population mean, which was much
lower than the extraversion scores for sim-
ple phobics, panic disorder patients, or pa-
tients with major depression. However, pa-
tients with agoraphobia had comparably
low extraversion scores to the social pho-
bics. It is worth noting that the social pho-
bics’ extraversion scores were more ex-
treme than their scores on the other person-
ality factors that were assessed (i.e., neu-
roticism; openness; agreeableness; and
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conscientiousness). It remains to be estab-
lished whether the low extraversion scores
of social phobics pre-date the onset of so-
cial phobia, or whether the disorder itself
has introverting effects. However, it cannot
simply be the case that having an anxiety
disorder in and of itself has a pronounced
introverting effect. The reason is that, as
pointed out above, patients with most anxi-
ety disorders do not especially low scores
on measures of extraversion.

Implications for therapy

It has been argued so far that cognitive
psychology has helped to provide an en-
hanced understanding of the anxiety disor-
ders. If this is, indeed, the case, then it
would seem probable that the cognitive ap-
proach would have influenced the devel-
opment of treatment. A few examples of
ways in which this has happened will be
considered next.

As we have seen, there is plentiful evi-
dence that patients with various anxiety
disorders show a selective attentional bias,
in which they focus attention dispropor-
tionately on threat-related internal and/or
external stimuli. What are the implications
of this for therapy? According to Wells
(1990), patients with panic disorder selec-
tively attend to their own internal physio-
logical symptoms, and this plays a signifi-
cant role in their catastrophising cogni-
tions. Wells (1990) proposed an Atten-
tional Training Technique to reduce the in-
tensity of self-focus, to increase attentional
control, and to produce a greater breadth of
attentional focus. Wells, White, and Carter
(1997) argued that social phobics also have
an excessive tendency to self-focus, and
this tends to prevent them from processing
external information that disconfirms their
negative beliefs. Wells et al. (1997) found
that attentional training produced long-
lasting beneficial effects on patients suffer-
ing from panic disorder or social phobia.

Subsequently, Wells and Papageorgiou
(1998) found in a treatment study of social
phobics that exposure therapy plus atten-
tional training was significantly more ef-
fective than exposure therapy on its own.

It is of key importance in cognitive and
cognitive-behaviour therapy to reduce or
eliminate the interpretive biases possessed
by patients with anxiety disorders. In order
to do that, it is important to have an under-
standing of the factors serving to maintain
such unrealistic biases. In the case of social
phobia, as was discussed earlier, it was as-
sumed that safety-seeking behaviours of
various kinds serve to maintain the inter-
pretive bias that the social phobic’s social
behaviour is profoundly inadequate. It fol-
lows that therapeutic procedures designed
to reduce or eliminate the use of safety-
seeking behaviours should increase the ef-
fectiveness of therapy.

Clark and Wells (1995) identified the
safety-seeking behaviours used by social
phobics. They found that social phobics
admitted to using safety-seeking behav-
iours such as avoiding eye contact, talking
very little or not at all, ignoring other peo-
ple, and avoiding discussion of themselves.
Social phobics believe mistakenly that
these safety-seeking behaviours serve to
minimise the probability of social catastro-
phe.

It is often claimed that exposure therapy
is effective because it allows patients to
disconfirm their unrealistically negative
views about the dangers of social situa-
tions. If that is the case, then exposure
therapy should be maximally effective if
patients  systematically avoid safety-
seeking behaviours, since these behaviours
are likely to prevent disconfirmation of
those negative views.

Morgan and Raffle (1999) assessed the
relevance of safety-seeking behaviours in a
treatment study on social phobia. Some so-
cial phobics receiving exposure therapy



Applied cognitive psychology

263

(e.g., giving talks in public settings) were
instructed carefully not to use safety-
seeking behaviours, whereas the others
were deliberately not given these instruc-
tions. The key finding was that the social
phobics who were instructed to avoid
safety-seeking behaviours derived more
benefit from therapy. However, the patients
not instructed to avoid safety-seeking be-
haviours also showed improvement, which
led Battersby (2000, p. 871) to “question
whether the elimination of safety behaviors
alone or the interaction of this and some
element(s) of the usual program produced
the improvement in the safety group.”

It is probably the case that safety-
seeking behaviours are important in nearly
all anxiety disorders. For example, patients
with panic disorder have catastrophic cog-
nitions (e.g., about being paralysed with
fear). According to such patients, such ca-
tastrophes have been avoided because they
use safety-seeking behaviours (e.g., hold-
ing on to people or distracting themselves,
Salkovskis, Clark, & Gelder, 1996). Salk-
ovskis et al. (1999) carried out a treatment
trial in which patients having panic disor-
der with agoraphobia were placed in an ex-
posure situation, and they were carefully
instructed to use (or to avoid using) safety-
seeking behaviours. Those patients who
had avoided using safety-seeking behav-
iours showed a greater reduction in catas-
trophic beliefs and in anxiety.

Another way of assessing the validity of
the cognitive approach to the anxiety dis-
orders is to consider what the cognitive ap-
proach has contributed to the identification
of some of the factors which predispose
towards the development of anxiety and
other disorders.

Conclusions

The two goals of achieving an understand-
ing of mental disorders and of developing
effective forms of treatment for mental dis-

orders have been approached from a vari-
ety of perspectives. It has been claimed
here that the cognitive approach has al-
ready been able to contribute much towards
the achievement of both goals. At the same
time, however, it is not denied that other
approaches (e.g., behavioral) also have
much to contribute, and often complement
the cognitive approach.

It has been argued in this article that the
cognitive approach has proved itself of
value in several different ways. At one
time, much of the emphasis within the cog-
nitive approach was on specific cognitive
biases possessed by patients suffering from
anxiety disorders or other forms of mental
disorder. However, this piecemeal ap-
proach has increasingly been replaced by
more systematic and complex cognitive
models of the range of cognitive biases as-
sociated with any given disorder and of the
ways in which they are inter-related. This
has proved of value with respect to several
disorders, of which social phobia is a good
example.

A key aspect of the cognitive approach
is that it provides a range of experimental
techniques and methods which can be used
to compare patients with various mental
disorders either with each other or with
healthy groups. Research based on such
techniques has revealed very clearly that
patients with anxiety disorders possess sev-
eral cognitive biases, some of which are
relatively specific to any given disorder.
Such research has indicated that the cogni-
tive processes of anxious patients are bi-
ased compared to those of healthy indi-
viduals, and do not simply reflect the
stressful circumstances in which they exist.

The fact that patients with various anxi-
ety disorders possess a number of atten-
tional and interpretive biases does not in
and of itself demonstrate that the cognitive
approach is of value in producing an un-
derstanding of the disorders. The central
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reason for this is that simply finding that
highly anxious individuals are more likely
than less anxious individuals to have cog-
nitive biases is correlational evidence. As
such, it cannot be interpreted in an un-
equivocal fashion, and might reflect the
impact of high anxiety on cognitive proc-
essing rather than the reverse. Recently,
however, several researchers have shown
that experimentally-induced cognitive bi-
ases (attentional and interpretive) can have
causal effects on experienced anxiety. This
is a major breakthrough in terms of estab-
lishing the value of the cognitive approach.

In general terms, what is of central im-
portance within cognitive therapy and cog-
nitive-behavior therapy is to eliminate (or
at least to reduce substantially) the various
cognitive biases possessed by patients.
Suggestive support for the notion that there
is a causal relationship between reducing
cognitive biases and therapeutic effective-
ness has been obtained in several treatment
studies. For example, Hofmann (2000)
conducted a therapy trial on social phobics
using exposure therapy, video feedback,
and didactic training. In line with the Clark
and Wells (1995) model of social phobia,
Hofmann (2000) found that the social pho-
bics initially had high levels of negative
self-focused thoughts. However, the inci-
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negative beliefs, and perspec-

Resumen en castellano

La Psicologia Clinica se ha beneficiado de las aportaciones de la Psicologia Cognitiva en
cuatro grandes aspectos: (1) las aportaciones teoricas de la Psicologia Cognitiva han in-
fluido en el conocimiento y comprension que los psicélogos clinicos tienen de los proble-
mas mentales y las formas adecuadas de tratarlos; (2) la Psicologia Cognitiva, y su énfasis
en los estudios experimentales estrictamente controlados, ha proporcionado evidencia em-
pirica mas definitiva que la que se puede obtener en el contexto de la terapia; (3) ha habi-
do mucha controversia entorno a si los factores cognitivos tienen una relevancia causal en
el desarrollo de los trastornos mentales y la investigacion en Psicologia Cognitiva ha apor-
tado evidencia determinante en este sentido; y (4) algunas aportaciones teoricas y empiri-
cas de la Psicologia Cognitiva tienen implicaciones directas en la intervencion terapéutica.

El hecho es que existen influencias claras de tipo bi-direccional entre la Psicologia
Cognitiva y Clinica, y la Psicologia Clinica y Cognitiva, que reflejaremos a lo largo de es-
te trabajo. Para ello, nos centraremos especialmente sobre los principales trastornos de an-
siedad, debido a dos razones fundamentales: una, la Psicologia Cognitiva ha realizado
aportaciones mas sustanciales para la compresion de los trastornos de ansiedad que para
otros trastornos; y dos, siendo pragmaticos, mi conocimiento de los trastornos de ansiedad
es mayor que mi conocimiento sobre otros trastornos, y para mi, es mas factible propor-
cionar informacion sobre la relevancia de la Psicologia Cognitiva en los trastornos de an-
siedad que en otros trastornos.

Modelos tedricos de trastornos

Cada vez existe un nimero mayor de modelos cognitivos sobre los trastornos de ansiedad
gue tratan de proporcionar una visién compleja e integradora de los procesos y estructuras
cognitivas que subyacen a los trastornos. Dos valiosos ejemplos son los modelos sobre la
fobia social de Rapee & Heimberg (1997) y Clark & Wells (1995).

Ambos modelos se basan en la nocién de que los fobicos sociales tienden a atender ex-
cesivamente a su propia conducta y a sus propios sintomas fisiolégicos. En consecuencia,
prestan poca atencion a los estimulos externos y no obtienen el feedback adecuado de la
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impresion social que estan causando. Ademas, se forman un juicio de la probabilidad y
consecuencias de que la audiencia les evalle negativamente.

Ambos modelos van mas alld de la mera descripcion sintomatica de la fobia social,
presentando una visién coherente sobre los mecanismos subyacentes responsables de los
sintomas principales de la fobia social.

Evidencia experimental

Los estudios experimentales en diversos trastornos de ansiedad muestran evidencia sufi-
cientemente convincente de que muchas de las creencias y otras cogniciones que los pa-
cientes manifiestan, representan en parte una vision exagerada del potencial amenazador
de la estimulacién externa y/o interna; sin negar, por descontado, que las circunstancias
objetivas personales adversas puedan ademas contribuir sustancialmente a dichas creen-
cias y cogniciones.

Causalidad

Existe evidencia suficiente para afirmar que los pacientes con trastornos de ansiedad pre-
sentan diferentes sesgos y distorsiones cognitivas. Parece también evidente que, tras un
tratamiento efectivo del trastorno, dichos sesgos cognitivos se atenian o desaparecen. Esta
evidencia es, no obstante, limitada porque es, en esencia, de naturaleza correlacional. Por
tanto, queda todavia una cuestién pendiente de gran importancia por dirimir, y es, si los
$esgos cognitivos son causa o consecuencia del trastorno de ansiedad, o si esta relacion es
bi-direccional.

Si los sesgos cognitivos influyen sistematicamente en la experiencia de la ansiedad, en-
tonces podria sugerirse que dichos sesgos tendrian un papel importante en el desarrollo y
mantenimiento de los trastornos de ansiedad. Aunque todavia no se han obtenido pruebas
definitivas de ello, la investigacion cognitiva ha empezado a aportar evidencias relevantes
en este sentido.

En resumen, se estd acumulando evidencia en el sentido que los sesgos atencionales e
interpretativos inducidos experimentalmente tienen efectos directos sobre los niveles de
ansiedad experimentada por los individuos. Hasta ahora la evidencia, por tanto, sugiere
que los sesgos cognitivos pueden tener efectos causales en el estado emocional de los in-
dividuos. Es importante que la investigacion futura trate de demostrar que dichos sesgos
cognitivos inducidos en condiciones de laboratorio son estables y duraderos.

Factores predisponentes

La idea de que los pacientes con trastornos de ansiedad presentan sesgos cognitivos y que,
al menos, algunos de esos sesgos pueden influir en el desarrollo y mantenimiento del tras-
torno deja abierta la cuestion de los factores responsables de los mismos. Desde la pers-
pectiva cognitiva, generalmente se asume que estos sesgos cognitivos se originan a raiz de
experiencias especificas y particulares. Tres ejemplos pueden servir para ilustrar el valor
del enfoque cognitivo a la hora de sugerir factores que pueden ser relevantes en la etiolo-
gia de los trastornos de ansiedad.

Algunos sintomas asociados al ataque de panico incluyen dificultades en la respira-
cién, sensacion de ahogo y mareos. Como seria esperable, el trastorno de panico conlleva
asociado un sesgo interpretativo referido a los sintomas fisioldgicos internos del indivi-
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duo. En este sentido, es razonable pensar que algunos de los sesgos cognitivos del trastor-
no de panico se basen en parte en la preocupacion sobre el estado interno del individuo, en
particular del sistema respiratorio. Existe evidencia empirica cada vez mas consistente que
sefiala que los pacientes con trastorno de panico presentan mayor incidencia de alteracio-
nes respiratorias que pacientes con otros trastornos mentales.

El sesgo interpretativo principal en la mayoria de los casos de trastorno obsesivo-
compulsivo es un sentido exagerado de la responsabilidad. Consecuentemente, es impor-
tante considerar aquellas situaciones vitales donde exista un incremento real de la respon-
sabilidad, debido a que dichas situaciones pueden actuar como gatillos desencadenantes
de un sentido exagerado de la misma. Un ejemplo obvio es el embarazo y el parto, ya que
durante ese proceso las madres suelen desarrollar una gran responsabilidad y preocupa-
cién por el bienestar del recién nacido. En este sentido, existe evidencia de que el embara-
zo y el parto estdn relacionados con un incremento en la sintomatologia obsesivo-
compulsiva.

El sesgo interpretativo principal en fobia social es una visién negativa exagerada de la
adecuacién del comportamiento social del individuo. Uno de los factores que pueden fa-
vorecer este sesgo esta relacionado con la extraversion, ya que el componente principal de
esta caracteristica de personalidad es la sociabilidad. En este sentido, puede predecirse que
aquellos individuos que puntlian bajo en extraversion, y por consiguiente en sociabilidad,
estarian mas predispuestos a desarrollar fobia social que aquellos que puntdan alto en ex-
traversion. Existe evidencia empirica en este sentido, ya que diversos estudios sefialan que
los fobicos sociales punttian mas bajo en extraversion que la poblacion normal y que pa-
cientes con otros trastornos de ansiedad. Queda no obstante por determinar si esta baja ex-
traversion existia previamente a la aparicion de la fobia social o si el trastorno en si mismo
produce “efectos introversores” en su evolucion.

Implicaciones terapéuticas

Como se ha podido comprobar, la Psicologia Cognitiva ha contribuido a una mejor com-
prension de los trastornos de ansiedad; por ello, es probable que también pueda influir en
el desarrollo de estrategias de intervencion. Consideraremos a continuacién algunos ejem-
plos en este sentido.

Existe una amplia evidencia sobre el hecho de que los pacientes con trastornos de an-
siedad presentan sesgos de atencion selectiva mediante los que focalizan desproporciona-
damente su atencién sobre la estimulacion interna y/o extena de caracter amenazante.
¢Qué implicaciones tiene esto para la terapia?. De acuerdo con Wells (1990), los pacientes
con trastorno de panico atienden selectivamente a sus propios sintomas fisiologicos inter-
nos y esto produce efectos importantes en las cogniciones catastrofistas. Wells (1990) ha
propuesto la “Técnica de Entrenamiento Atencional” (Attentional Training Technique) pa-
ra reducir la intensidad de la autofocalizacidn, incrementar el control atencional y producir
una mayor amplificacion del foco atencional. En esta misma linea, los pacientes fobico
sociales presentan una tendencia excesiva a la autofocalizacidn, que evita procesar ade-
cuadamente la informacién externa que no confirme sus creencias negativas. Wells et al.
(1997) han encontrado que el entrenamiento atencional produce efectos beneficiosos a lar-
go plazo tanto para los pacientes que sufren de trastorno de panico como para los fébico
sociales.
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Otro aspecto importante es reducir o eliminar los sesgos interpretativos que presentan
los pacientes con trastornos de ansiedad y, para ello, es importante comprender los facto-
res que sirven para mantener dichos sesgos irrealistas. En el caso de la fobia social, que
hemos visto antes, se asumen que las conductas de proteccién de diversas clases (evitar la
mirada, hablar poco o no intervenir en una conversacion, ignorar a otras personas, etc) sir-
ven para mantener los sesgos interpretativos en la direccion de que la conducta social del
fébico social es profundamente inadecuada. Consecuentemente, aquellas estrategias de in-
tervencion disefiadas para reducir o eliminar el empleo de conductas de proteccidon, debe-
rian incrementar la efectividad de la terapia.

La terapia de exposicion se ha mostrado efectiva en este sentido porque permite a los
pacientes no confirmar su visidén negativa irrealista sobre los peligros de las situaciones
sociales. La exposicion podria maximizar su eficacia alin mas si los pacientes consiguen
evitar sistematicamente la puesta en marcha de conductas de autoproteccion, ya que sirven
para evitar no confirmar dicha vision negativa.

Es probable que las conductas de proteccion sean importantes en casi todos los trastor-
nos de ansiedad. Por ejemplo, los pacientes con trastorno de panico presentan cogniciones
catastrofistas relacionadas con llegar a “verse paralizados por el miedo” y, consecuente-
mente, utilizan conductas de proteccién como apoyarse en otras personas, distraerse de la
situacion, etc. Salkovskis et al. (1999) encontraron que los pacientes con trastorno de pa-
nico con agorafobia que evitaban utilizar dichas conductas de proteccion, mostraban ma-
yores reducciones en sus cogniciones catastrofistas y en la ansiedad experimentada.

Conclusiones

Dos de los objetivos principales de diversas perspectivas tedricas son la compresién deta-
llada de los trastornos mentales y el desarrollo de formas efectivas de intervencion tera-
péutica. La perspectiva cognitiva esta en disposicion de contribuir significativamente a la
consecucidn de ambos objetivos; sin negar que otros enfoques, como el conductual, lo
hayan hecho notoriamente y a menudo complementen el enfoque cognitivo.

Uno de los aspectos valiosos del enfoque cognitivo es el énfasis puesto en que los pa-
cientes con diversos trastornos de ansiedad y otros trastornos mentales presentan sesgos
especificos que contribuyen al desarrollo y mantenimiento de dichos trastornos. Este as-
pecto esté siendo actualmente reemplazado por modelos mas complejos donde se contem-
pla un rango de sesgos cognitivos relacionados con un trastorno y las formas en que di-
chos sesgos estan inter-relacionados. La fobia social es un buen ejemplo de ello.

Otro aspecto fundamental del enfoque cognitivo es que ha utilizado un amplio rango
de estrategias experimentales para comparar pacientes con diversos trastornos mentales
con poblacidn sana. De la evidencia experimental se deduce que, en comparacién con los
sujetos sanos, los pacientes con trastornos de ansiedad presentan procesos cognitivos ses-
gados que no estan relacionados simplemente con las circunstancias estresantes que los
provocan. De hecho, los estudios recientes sugieren que la induccion experimental de ses-
gos cognitivos (atencionales e interpretativos) provocan efectos causales sobre la expe-
riencia de ansiedad.

En general, un aspecto central en la terapia cognitiva y cognitivo-conductual es elimi-
nar (o al menos reducir sustancialmente) los diversos sesgos cognitivos que presentan los
pacientes. En este sentido, diversos estudios clinicos encuentran que existe una relacion
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causal entre la reduccion de los sesgos cognitivos y la eficacia terapéutica. Esto ha propi-
ciado la aparicion de estrategias de intervencion que aportan un mayor refinamiento en la
terapia cognitiva, como son el empleo de técnicas para reducir los sesgos en atencion se-
lectiva y reducir o eliminar las conductas de proteccion.

En suma, la revolucién cognitiva ha propiciado enormes efectos beneficiosos para la
Psicologia Anormal y Clinica. La mayoria de los enfoques cognitivos de los trastornos
mentales tienen un origen reciente (en los Gltimos 20 afios) y sus contribuciones también
lo son. Sin embargo, queda mucho por hacer para que las terapias cognitiva y cognitivo-
conductual sean mucho mas efectivas de lo que actualmente lo son.



