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COGNITIVE BEHAVIORAL CASE CONFERENCE 

Chal lenges  in the  A s s e s s m e n t  and Treatment of  Health Anxiety: 
The Case of  Mrs. A. 

R a n d i  E. M c C a b e  a n d  M a r t i n  M. A n t o n y ,  M c M a s t e r  University a n d  St. Joseph's  Hosp i ta l  

Health anxiety can present a challenge for clinicians, both from the perspective of assigning a DSM-IV diagnosis and in developing 
an appropriate treatment plan. The case of Mrs. A. illustrates some of the complexities that arise in the diagnosis and treatment of 
health anxiety. Mrs. A. is a 60-year-old retired teacher who presented to a specialized anxiety clinic with a wide range of health anxi- 
ety symptoms. The details of Mrs. A. 's case are presented along with information obtained during her assessment. Issues related to 
conceptualization and potential obstacles to treatment are highlighted. This case is discussed by a number of experts in the field of 
health anxiety who provide, different cognitive-behavioral perspectives on conceptualization and treatment planning. 

EALTH ANXIETY presents  a diagnost ic  chal lenge for 
clinicians in that  a n u m b e r  of  different  DSM-1Vcat- 

egories may inc lude  anxiety about  hea l th  as a key feature. 
In many cases, the symptoms of  heal th  anxiety may lead 
to diagnosis of  an anxiety d i sorder  such as specific phob ia  
(e.g., specific fear of  cont rac t ing  an illness), panic  dis- 
o rde r  (e.g., fear of  arousal  sensations prec ip i ta t ing  a neg- 
ative hea l th  ou tcome) ,  genera l ized  anxiety d i sorder  (e.g., 
uncontrol lable worry about  heal th  and o ther  life domains) ,  
or  obsessive-compulsive d i sorder  (OCD; e.g., a fear of  
cont rac t ing  cancer  th rough  con tamina t ion  and  compul-  
sive hand  washing). In o ther  cases, a diagnosis o f a  somato- 
form disorder  such as hypochondriasis  may be warranted,  
particularly when an individual mistakenly believes that  he 
or  she has a serious illness, based on the misinterpreta-  
tion of  bodily symptoms. Finally, in cases where an individ- 
ual is absolutely convinced that he or  she has an illness, a 
diagnosis of  delus ional  d i sorder  or  ano the r  psychotic dis- 
o rde r  may be appropr ia te .  These diagnost ic  issues sur- 
r o u n d i n g  heal th  anxiety have been  h ighl ighted  in the 
l i terature (e.g., Noyes, 1999; Otto, Pollack, Sachs, & Rosen- 
baum,  1992). 

The  diagnost ic  chal lenges associated with heal th  anxi- 
ety are part icularly evident  in clinical practice.  In this ar- 
ticle, the case of  Mrs. A. is presented.  Mrs. A. was refer red  
to the Anxiety Trea tment  and  Research Centre,  a spe- 
cialty anxiety disorders  clinic located in a genera l  teach- 
ing hospital ,  for assessment and  t r ea tment  of  a range of  
heal th  anxiety symptoms. Following the case descript ion,  
issues re la ted  to conceptual iza t ion and  potent ia l  obsta- 
cles to t r ea tment  are highl ighted.  Our  goal in this case 
presenta t ion  is to facilitate discussion regard ing  the con- 
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ceptual izat ion and t r ea tment  of  heal th  anxiety f rom a 
cognitive-behavioral  perspective.  

Mrs. A. is a 60-year-old re t i red  teacher  who lives alone.  
She re t i red  from teaching 2 years ago. She has been  di- 
vorced f rom her  husband  for 26 years and  has three  adul t  
ch i ld ren  who are mar r i ed  and have families of  their  own. 

P r e s e n t i n g  P r o b l e m s  

Mrs. A.'s main  concern  was what she descr ibed  as 
"constant" anxiety about  he r  health.  She r epo r t ed  many 
somatic symptoms, fears of  having an illness that  has no t  
yet been  d iagnosed  (e.g., bone  and  colon cancer, a hear t  
condi t ion)  based on mis in terpre ta t ion  of  bodily sensa- 
tions, fears of  contrac t ing  an illness (e.g., AIDS), fears of  
exper ienc ing  a catast rophic  medical  event  (e.g., hear t  at- 
tack or  stroke),  and  a fear of  dying. When  asked about  the 
specific conten t  of  her  fears of  dea th  and  dying, Mrs. A. 
r epo r t ed  that  she fears the unknown and  worries that  he r  
religious beliefs about  an afterlife may not  be true. 

As a result  of  he r  fears, Mrs. A. r epo r t ed  significant 
avoidance of  situations associated with a perceived risk of  
contrac t ing  an illness. For  example ,  Mrs. A. avoids flying 
on airplanes  due  to possible risks associated with breath-  
ing "recycled air." She also r e p o r t e d  engaging  in a variety 
of  safety behaviors to prevent  the onset  of  illness, to de- 
tect an illness that  may be present ,  and  to ward off death.  
For  example ,  Mrs. A. wears gloves to church  to prevent  
direct  hand  contact  with others. Mrs. A. also carries nitro- 
glycerin spray that  was prescr ibed  to he r  for chest  pain.  
Despite having never  used the spray, she takes he r  purse 
with he r  when she goes upstairs in he r  house  to ensure  
that  she has the ni t roglycerin with he r  in case she needs  
it. When  Mrs. A. walks upstairs she goes very slowly and  
pauses periodically to prevent  having a heart  attack. Mrs. A. 
requests to have he r  Mood  checked  regularly and  com- 
pares he r  levels to r e c o m m e n d e d  ranges. W h e n  Mrs. A. 
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exper iences  symptoms such as chest  pain,  she checks 
medical  books to compare  h e r  symptoms with the symp- 
toms o f  a hear t  attack. Mrs. A. seeks reassurance f rom he r  
doctors  and  family member s  bu t  reports  that  he r  fears 
are only temporar i ly  allayed. Her  fears also persist  despi te  
the lack o f  evidence f rom medical  tests to suppor t  he r  
fears. Both her  doctors  and  family member s  have told 
Mrs. A. that  he r  heal th  anxiety is excessive. Mrs. A. reports  
that  she has worr ied since she was a child bu t  that  he r  
fears have intensif ied in the past  5 years, especially since 
re t i r ing and  having more  t ime to dwell on  her  worries. 

Mrs. A. r epor t ed  that  he r  fears are bo th  distressing 
and  impair ing,  prevent ing  her  f rom living he r  life the way 
she would like. However, Mrs. A. displayed poo r  insight  
into the excessive na ture  o f  h e r  fears, stat ing that  she 
knew she worr ied  a lot  bu t  felt that  she n e e d e d  to worry 
in o r d e r  to prevent  a hea l th  catast rophe.  In  addi t ion,  
Mrs. A. refused to cons ider  taking any medica t ions  that  
might  he lp  to alleviate he r  anxiety as she felt that  the  
medic ine  might  mask physical symptoms that  might  other- 
wise warn her  of  a potent ia l  catast rophe.  Mrs. A. has 
never received specific t r ea tment  for he r  heal th  anxiety. 

Personal History 

Mrs. A. r epo r t ed  several past  events that  she links to 
he r  fears of  illness and  her  distrust  of  medica l  doctors  
and  medical  tests. Mrs. A. r epo r t ed  be ing  sick a lot as a 
child (age 10 and unde r ) ,  with a variety of  illnesses (e.g., 
chronic  bronchit is ,  measles, chicken pox, mumps) .  She 
r epo r t ed  that  he r  illnesses "seemed to last longer  than 
others '  did." In addi t ion,  Mrs. A.'s b ro the r  had  hea r t  
p roblems  as a chi ld  and  Mrs. A. r emembers  be ing  kept  in 
her  b e d r o o m  a great  deal  of  the t ime so that  she d idn ' t  
expose her  b ro ther  to he r  illnesses. In her  early 30s, Mrs. A. 
gave bi r th  to a full-term baby daugh te r  who was stillborn, 
despi te  a no rma l  pregnancy.  W h e n  Mrs. A. was in he r  
mid-30s, he r  m o t h e r  d ied  (age 62) f rom a coronary  event  
despi te  having seen a physician for  chest  pa in  in the days 
p reced ing  he r  death.  He r  mother ' s  dea th  was part icularly 
difficult because Mrs. A. had  been  worrying that  he r  
m o t h e r  might  be ill, especially when she could  no t  con- 
tact he r  m o t h e r  by te lephone .  Her  fears were p laca ted  by 
family member s  and  friends who told he r  that  she was 
"overreacting." However, when Mrs. A. finally went  to see 
he r  mother ,  he r  fears were conf i rmed  as she found  her  
m o t h e r  had  passed away while she was sleeping. 

Medical History 

Mrs. A. r epo r t ed  many somatic symptoms (e.g., r ib 
pain,  chest  pain,  rectal  pain,  headaches ,  b lurry  vision, tin- 
gl ing sensations) that  have led  to extensive medical  inves- 
t igation (e.g., chest  X-rays, endoscopy, colonoscopy, b lood  

work, s tomach and bowel investigations, CAT scans). 
O the r  than  a low i ron  level, f indings f rom medical  tests 
have been  negative. Mrs. A. has been  t e mp ted  to accept  
offers to have addi t ional  tests (e.g., bone  scan, hea r t  
stress test), bu t  she has avoided these investigations for  
fear of  dying f rom procedure- re la ted  compl ica t ions  (e.g., 
side effects of  the inject ion necessary for  the bone  scan; 
radia t ion effects f rom an MRI). 

Diagnostic Conceptualimtion 

As par t  of  the assessment process, Mrs. A. was adminis-  
t e red  the  Structured Clinical Interview for DSM-IV (SCID- 
IV; First, Spitzer, Gibbon,  & Williams, 1996). Below, we 
presen t  the f indings for relevant  disorders  to i l lustrate 
the difficulties with establishing appropr i a t e  diagnoses.  

Specific Phobia, Other Type 
(i.e., Contracting an Illness) 

Mrs. A. r epor ted  excessive fear of  objects and  situations 
from which she might  contract  disease. As men t ioned  pre- 
viously, she will not  fly because of  the risk of  contract ing a 
disease f rom the recycled air. She also avoids having to 
stay in a hote l  for  fear of  ca tching  a disease f rom pr io r  
ho te l  r oom occupants .  If  she must  stay in a ho te l  she re- 
por ts  feel ing ex t remely  anxious and  she must  b r ing  her  
own bedding .  Given that  there  is no t  j u s t  one  specific ob- 
j e c t  or  s i tuat ion that  Mrs. A. fears, it would  seem that  a 
diagnosis of  specific phob ia  is no t  war ran ted  and  these 
fears may be  be t te r  accoun ted  for  by a n o t h e r  diagnosis.  

Obsessive-Compulsive Disorder  
Mrs. A. r epo r t ed  recur ren t  intrusive thoughts  about  

dea th  and dying. For  example ,  Mrs. A. was invited to a 
wedding  and  the thought  p o p p e d  into  he r  m i n d  that  
someone  would die before  the wedding.  She began  to ru- 
minate  about  who would die and  how terr ible  it would 
be. She r e p o r t e d  be ing  unable  to ignore  or  suppress the  
thought .  Mrs. A. also r epo r t ed  obsessing abou t  potent ia l  
dangers in he r  house (e.g., a gas leak). In addit ion,  Mrs. A. 
descr ibed  excessive thoughts  about  con tamina t ion  and  
she engages in avoidance to prevent  be ing  con tamina ted  
(e.g., avoiding air travel, wearing gloves at church) .  Mrs. A. 
also exper iences  excessive doubt ing.  She doubts  the re- 
sults of  medical  tests, the advice given to he r  by doctors,  
and  the safety of  medical  tests. She also rumina tes  about  
what  will h a p p e n  to he r  after death.  She has spoken with 
he r  priest,  who reassured her  that  she will go to heaven. 
However, Mrs. A. doubts  whether  this is true. Mrs. A. de- 
n ied  any obsessions re la ted  to nonsensical  impulses,  ag- 
gressive impulses,  sexual obsessions, rel igious or  satanic 
thoughts,  accidenta l  ha rm to others,  horrif ic  images, or  
nonsensical  thoughts / images .  

With respect to compulsions, Mrs. A. repor ted  engaging 
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