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Abstract

The purpose of this study was to examine the role of Cognitive 
Behaviour Therapy (CBT) on worry reduction in a 36-year-old 
female with posttraumatic stress disorder (PTSD). Sexual abuse 
and war exposure were the sources of PTSD for the patient. Using a 
manualized protocol, CBT techniques were tailored to the patient’s 
problems and content of symptoms within a case study. Self-rating 
scales were used to measure the role of CBT on worry reduction 
during pre-treatment, post-treatment and follow-up. Results showed 
the importance of CBT components for worry reduction in PTSD. 
Particular issues were encountered; the most notably were the 
designing and monitoring of out-session practices which involved 
careful planning. The treatment implications are discussed including 
the tailoring of therapy for personalized interventions and patient 
screening with regards to the construct of worry for clinicians.  
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convergence of evidence confirms the role of CBT as an efficient form 
of treatment in PTSD for women [15-17]. 

Marsella et al. [18] proposed an ethno-cultural approach in 
PTSD. Iranian culture has a stronger normative system of emotional 
display, particularly in the case of emotions such as intense shame, 
anger, humiliation and sadness [19], which may provoke a higher re-
experience in individuals with PTSD, particularly in females. Similarly, 
Lab, Santos and De Zulueta [20] showed that PTSD treatment may 
be influenced by psychological and social factors. In line with ethno-
cultural approaches, research indicated that PTSD is more prevalent 
among females, and it has a higher incidence among Iranians than 
females from Turkey and Saudi Arabia [21,22]. 

This study speculated that clinical features in women with 
PTSD in Iran are accompanied by elevated emotional dysfunctions 
such as shame from self-disclosure because of religious and cultural 
barriers [23], worry, sense of hopefulness and insecurity, fear from 
ambiguity in social networks, and heightened alertness and arousal 
towards disaster reoccurrence. Because these negative emotions are 
assumed as feminine traits in this culture, the present study predicts 
that women tend to experience more vulnerability towards PTSD and 
pathological worry. In addition, this culture inhibits self-disclosure 
of traumatic experiences such as rape and sexual abuse in females 
because of social stigma. They cannot express their negative emotions 
about prohibited traumas. Therefore, women with PTSD due to rape 
and sexual abuse have higher levels of suppressed negative emotions 
about the trauma they have experienced and these may increase the 
incidence of flashback, thus triggering their memories toward previous 
traumatic experiences, and, in turn, increase their pathological worry. 
This study speculates that CBT techniques may decrease pathological 
worry in a female outpatient with PTSD. 

Case Presentation
Maryam (a pseudonym) is a 36 year-old female, who was referred 

to me for evaluation of her son’s problem by a family physician. After 
informed consent was obtained, she participated in this study for 
outpatient psychological services in Shiraz city, Fars Province, Iran. 
Maryam’s immediate family consists of her husband and their two 
children (a boy and a girl). Currently Maryam’s mother is alive, her 
father is deceased and she has four siblings (a brother and three sisters). 
Maryam has achieved a high level of education and currently has a 
bachelor degree in biology. Maryam showed a high level of motivation 
to overcome her disorder and wished to attempt psychotherapy. She 
presented with high levels of anxiety related symptomology including 
increased irritability, impulsivity, fear of further traumatic events, 
extreme worry, insecurity and anger in her interactions with her son, 
spouse and husband’s family. Sometimes she used alcohol to cope 
with her anxiety and worry. Maryam indicated that she continuously 
suffers with flashbacks of traumatic events related to sexual abuse and 
war. She confirmed that she has been restless and worried since her 
exposure to explosions and sexual abuse and that she is unable to 
control the symptoms any longer. Also, Maryam has been emotionally 
unavailable in her familial relations because she is preoccupied with 
managing the mental stress related to the aforesaid traumas. 

Literature and Theoretical Framework
Patients with Post-traumatic Stress Disorder (PTSD) tend to show 

a high level of worry about the future and re-experience occurrence 
of traumatic events [1,2]. Worry contributes to the sense of vigilance 
and preparedness, dampens autonomic arousal, and fuels the belief 
that uncertain events and overall risk cannot be controlled [3]. Studies 
showed that PTSD is a worry-prone disorder [4-7]. People with 
pathological worry often follow a pattern of selective processing that 
favours the encoding of stressors related to threatening information 
[8,9]. However, few studies have shown that Cognitive Behavioural 
Therapy (CBT) can reduce the use of worry, or that CBT may increase 
the individual’s ability to apply accurate reappraisal and social 
control in traumatic and anxiety disorders [10-13]. Based on the CBT 
theories, PTSD is a result of dysfunctional cognitive processing due to 
cognitive distortions, or biases that produce maladaptive emotional 
and behavioral symptoms, including clinical worry [1,2,4-6,14]. A 
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Case History
Maryam’s exposure to sexual rape by her uncle and war related 

experiences occurred 29 years earlier. Maryam never disclosed 
her exposure to these traumatic events to anyone, though she re-
experienced them in her sleep continuously. She felt that she could 
cope with the psychological pain of these experiences by suppressing 
them and attempting to forget them. However, the occurrence of 
sexual abuse by her boss in the last year elevated her symptoms, and 
resulted in her leaving her job. Maryam reported that her symptoms 
had escalated over the previous six months after leaving her work. 
This problem resulted in some disagreement and relational problems 
with her husband and son. These issues resulted in her being 
generally irritable and being aggressive in particular towards her son. 
Typically, her sleep was disturbed with nightmares and dreams about 
her traumatic experiences, and also her sexual behaviour patterns 
were altered. Maryam reported she had severe vaginismus at the 
beginning of her marriage. Her attitude towards men was negative 
and mistrustful with increased levels of anxiety, worry, irritability and 
emotional numbness. Maryam told the therapist that her worries were 
related to having a nervous breakdown, going crazy or even suffering 
with insanity. Careful history taking from Maryam, her mother and 
spouse revealed that she was born and raised in a normal family in a 
city, southern Iran. She was the third of three children in the family, 
her father died when she was 3 years-old, and the first traumatic event 
of her life was being raped by her uncle during her middle childhood 
years. During the clinical interview, she recalled her rape and war 
experiences frequently. At the time she sought treatment, Maryam 
meet the criteria for chronic PTSD with excessive worry.

Assessment
Based on the DSM-IV-TR [24], Maryam was evaluated utilizing 

a clinical interview and was screened for a differential diagnosis of 
PTSD, as well as co-morbid disorders. It was found that she met the 
diagnostic criteria. In addition, Maryam was evaluated using the PTSD 
Symptom Scale (PSS), [25] and the Posttraumatic Stress Disorder 
Checklist (PCL), [26] for a diagnosis of PTSD. Also, she completed 
the Penn State Worry Questionnaire (PSWQ), Why Worry-II (WW-
II), Ahwaz Worry Inventory (AWI), and Intolerance of Uncertainty 
Scale (IUS).

Penn State Worry Questionnaire (PSWQ); [27]. The PSQW is a 
16-item self-report of excessive and uncontrollable worry in adults. 
Item examples include, “My worries really bother me” and “I know I 
shouldn’t worry but I just can’t help it.” All items are rated in a five-
point Likert-type scale ranging from 1 (not at all typical of me) to 5 
(very typical of me), and its scores range from 16 to 80 with higher 
scores reflecting greater levels of worry. This measure was designed 
to measure tendency, intensity, and uncontrollability of pathological 
worry. The PSWQ possess good internal consistency, α = .86- .95, and 
test-retest reliability, r=.74-.93 27). 

Why Worry-II (WW-II); [28]. The WW-II is a 25-item 
questionnaire of positive beliefs about worry. All items are rated on 
a 5-point Likert type scale from 1 (strongly disagree) to 5 (strongly 
agree) and its scores range from 25 to 125. An example item from the 
WW-II is “By worrying, I can find a better way to do things?” The 
WW-II demonstrates high internal consistency and adequate validity 
and reliability [28]. 

Ahwaz Worry Inventory (AWI); [25]. AWI invented by Taghvaee 
[29] consists of 20 items with four possible answers that include 

“always, “often”, “sometimes” and “never” with numerical values of 3, 
2, 1, and 0 respectively, and its scores range from 0 to 60. An example 
item from the AWI is “Worries really upset my mind to do things?” 
AWI shows worry contents in Iranian culture that include economic 
worry, self–esteem worry, future worry, vocational worry, worry about 
relations with others, cognitive worry, worry from insecurity and 
worry about detail problems. AWI reliability by test –retest method 
was been r=.71[29].

Intolerance of Uncertainty Scale (IUS); [30]. The IUS is a 27-item 
instrument assessing ideas held by an individual that uncertainty in 
life is unacceptable, reflects badly, and leads to frustration. Sample 
items include, “I can’t stand being undecided about my future” and 
“One should always look ahead so as to avoid surprises.” All items 
are rated on a 5-point Likert scale from 1 (not at all characteristic of 
me) to 5 (entirely characteristic of me) and its scores range from 27 
to 135. The IUS shows excellent internal (α =.91) and good test-retest 
reliability (r=.78) [30]. 

Case Conceptualization
Interview and rating-scales data indicated that Maryam met 

the diagnostic criteria for PTSD. Also, she reported that her higher 
pathological worry levels appeared when she was 7 years-old and have 
continued since then, particularly when re-experiencing and recalling 
traumatic events. Taken together, Maryam developed a chain of 
worries related to past events recall and the possibility of going crazy. 
She was very agitated, fearful from ambiguity, impulsive, irritable, 
worry, embarrassed, upset, and self-conscious. She presented with 
symptoms of PTSD and pathological worry, particularly in her sleep 
pattern with recurrent nightmares about the earlier traumas. 

Course of Treatment and Assessment of Progress
Maryam requested individualized CBT for PTSD and worry 

reduction but she refused medications for her disorder. The CBT 
average number of sessions per client is 16, with one session per 
week. This was determined as being the appropriate treatment level 
for Maryam The CBT for worry typically includes a combination 
of education about worry; self-recording of worries; relaxation 
training; imagined exposure to worries; focus on present-moment 
experience; and challenging the worrier’s distorted thoughts, 
intolerance for uncertainty, and overvaluation of worry [31]. Also, 
the psychotherapeutic procedures for PTSD include a Critical 
Incident Stress Debriefing (CISD) and CBT. A number of studies 
demonstrated success in the attenuation and recovery from PTSD 
by utilizing CBT techniques [15]. In PTSD, many CBT therapists 
also ask the patient to describe the traumatizing event while utilizing 
relaxation techniques [7]. 

In the present case study, the cognitive component of CBT 
involved problem solving training and cognitive restructuring, and 
the behavioural component included relaxation techniques that are 
readily available through self-help books. Problem-solving training 
is a well-established cognitive component of CBT of PTSD therapy 
[32]. Problem-solving is first introduced to the client via a psycho-
educational format. Clients are told that many people with anxiety 
tend to view problems in vague and catastrophic terms, and many fail 
to generate solutions to problems [33]. Instructions follow on how 
to break problems into more manageable segments, and multiple 
“brainstorming” sessions teach clients to generate multiple solutions. 

Cognitive reconstructuring was developed as a means of 
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addressing negative cognition representation including expectations, 
beliefs or self-statements, and it remains at the core of CBT with 
adults. There are various types of cognitive reconstructuring but all 
variations involve helping the client become aware of self-statements, 
expectations or beliefs that reflect unhelpful ways of thinking about 
the self, the world and the future [34,35]. Cook and Heath [36] 
provided a four stage model for cognitive restructuring of cognitive 
distortions in CBT. This model is as follows: Elicit automatic thoughts, 
identify underlying irrational beliefs, challenge the irrational beliefs, 
and replace the irrational beliefs with suitable alternatives. Foa and 
colleagues [37] demonstrated that cognitive restructuring is beneficial 
for PTSD treatment in adults. 

Session 1 and 2: Psychoeducation of CBT

The first session was devoted to Critical Incident Stress Debriefing 
(CISD) and the second session was designed based on the philosophy 
and rationale of Problem Solving Training (PST), Cognitive 
Reconstructuring (CR), and Relaxation Training (RT). The CISD is 
a process that helps people cope with, and recover from an incident’s 
aftereffects. The CISD enables participants to understand that they 
are not alone in their reactions to a distressing event, and provides 
them with an opportunity to discuss their thoughts and feelings in 
a controlled, safe environment. CBT is able to assist in a wide range 
of problems [35,38]. The first step included the rationale for problem 
solving as well as education about the nature and treatment of PTSD. In 
particular she was presented with a comprehensive conceptualization 
of CBT in terms of the psycho educational model. 

Additionally, the role of her personal effort in practices and 
rehearsal in and out of sessions was discussed and clarified carefully. 
Few challenges were encountered in this stage of the treatment. There 
was an attitude bias towards pharmacotherapy for mental disorder 
treatment among public culture that was resolved with the discussion 
of PTSD treatment in CBT frameworks. Another challenge was her 
“fear from going crazy” symptom that was discussed as a clinical 
symptom of PTSD. Furthermore, the baseline assessment for worry 
scales was done before beginning treatment intervention.

Sessions 3 through 6: CBT Training and Practice of PTSD

The second phase of treatment included training and practice 
of cognitive techniques and relaxation for coping with PTSD and 
outlining Maryam’s specific pattern of re-experience and associated 
affects, especially negative emotionality and worry. Also, CBT 
goals included effective problem solving procedures, cognitive 
reconstructuring techniques (i.e. elicit automatic thoughts, identify 
underlying irrational beliefs, challenge the irrational beliefs, and 
replace the irrational beliefs with suitable alternatives), and relaxation 
method were addressed carefully. She was taught for all practices to 
write in a daily notebook and monitor her everyday performance 
and the nature of her PTSD symptoms including worry, and therapy 
effectiveness. Furthermore, she discussed her records in each session 
with the therapist.

Sessions 7 through 15: PST, CR and RT continuing practice

        In this stage Maryam worked through various PTSD 
symptomologies and worry evoking situations with in-session and 
out-session effort required. It should be noted that complete mastery 
of each step was achieved before moving to more intense steps on 
the hierarchy. Each session was closely supervised and observed by 
the therapist. Many of these trials lasted over sixteen minutes. As a 
result, a number of these sessions lasted longer than the traditional 

1-hr appointment time. Towards the most severe end of the hierarchy, 
the scripted content read by the therapist included imagining that the 
worrying situation was present in the room, and she encountered it 
via problem solving, cognitive reconstructuring and relaxation during 
20 minute intervals without the occurrence of worry, upset and other 
PTSD symptoms.

Session 16: Relapse Prevention and Termination

The final treatment session involved a review of Maryam’s 
progress, completion of her CBT guided tasks, generalization of gains 
to other problematic symptoms, and a discussion of how to prevent 
relapse. However, the majority of the last session was spent creating 
a written document in her notebook to summarize her outcome and 
achievements that would serve as a reference for future use. Also, 
Maryam was asked to discuss ways to use what she learned during 
therapy sessions to confront other PTSD and worry symptoms that 
were not specifically targeted in treatment. Then, she was invited to 
complete the worry scales the next day, and two months later. Maryam 
completed theses ratings in the clinic and the results are described in 
Figure 1.

Complicating Factors
As discussed previously, to be able to provide Maryam with 

successful tools in critical incident stress debriefing, problem 
solving training, cognitive reconstructuring and relaxation training 
procedures it was necessary to change her attitude toward CBT 
rationale and its efficacy in comparison to the traditional medical 
model of PTSD and worry treatment in her cultural context. Also, 
it was necessary to motivate Maryam to accept all decisions related 
to what tasks were included in the therapeutic sessions, to consider 
the balance between her therapy, house hold tasks, her spouse and 
children’s needs. In addition, each subsequent practice was discussed 
with her spouse and all requirements for CBT rehearsal in the home 
setting were arranged and supervised by one trained and experienced 
assistant in her house. Her final complicating factor emerged when 
she reported that she might have a psychotic illness. But, with 
reference to a clinical interview screening and the MMPI 2 test, it was 
demonstrated that she suffers with chronic PTSD case and that it was 
more effective to apply CBT.

Follow-Up
As noted earlier, 2 months after the final treatment session, 

Maryam and her spouse attended a post-treatment follow-up session, 
a celebration of accomplishments, and a careful review of relapse 
prevention strategies occurred in these follow-ups. In this session, 
Maryam completed self-rating worry scales and an assessment in 

Figure 1: CBT effects on Worry in PTSD.
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relation to PTSD diagnostic criteria, based on the DSM-IV-TR. It was 
then recommended that another follow-up occur in three months’ 
time. Follow-up assessments indicated the maintenance of substantial 
and continuous attenuation in PTSD symptoms, including worry (Figure 1). 

Treatment Implications of the Case
The present case has obvious implications for the tailoring of 

CBT interventions to individual clients in outpatient settings. As 
Spira, Pyne and Wiederhold [7] noted, CBT techniques mostly place 
emphasis on identifying and modifying the thoughts and beliefs of 
patients which redirect them from engaging in re-experience, and help 
patients to modify dysfunctional cognitive processing that produce 
symptoms including worry. This study shows CBT may increase an 
individual’s ability for tolerance of uncertainty and ambiguity via 
worry reduction in patients with PTSD. Thus, in congruency to the 
earlier conceptualizations [4,6,10,13,15,17,32,33,35,38], cognitive 
and behavioural components of CBT are useful for worry reduction 
in outpatients with PTSD. It is likely that problem solving training, 
cognitive restructuring and relaxation techniques are a beneficial 
package set for successful healing of pathological worry in PTSD, 
improving the therapeutic alliance and trust in the therapist, and can 
lead to favourable adjustment. In addition, CBT successfully altered 
worry processes. Finally, the present case study provides potential 
insight into how to understand moderating factors that may help 
answer questions related to matching treatments to patients of various 
cultural backgrounds. It seems that CBT is the best fit for individuals 
who search for self-knowledge with higher education, have good 
motivation, are open minded towards psychological disorders, and 
seems to be effective as a process in rape victims.

Recommendations to Clinicians
Enacting CBT techniques and procedures with less experienced 

clinicians requires both rigorous theoretical and practical experience, 
and requires detailed monitoring. In the present case study, there was 
permanent and enduring discussion between the therapist and the 
professional university faculty regarding the feasibility of enacting 
the CBT techniques for PTSD. As we noted previously, therapy was 
tailored for the patient with respect to cultural considerations. This 
study suggests that CBT had a significant role in worry reduction for 
the present case but it requires further group trials. Also, it is essential 
for clinicians to access a comprehensive protocol and manuals for 
CBT in the case of PTSD patients in outpatient settings. Similarly, 
in agreement with CBT models, the worry construct and its vicious 
cycle in PTSD treatment requires tailoring interventions in clinical 
practice. Finally, future research and theory development should be 
directed to apply CBT techniques for treatment of pathological worry 
in PTSD among both genders, in children and adult populations 
within experimental designs. 
Acknowledgements

Author is grateful to Cheryl-Anne Johnston M. Sc., Independent Researcher, 
Johannesburg, South Africa, and Maria Mercedes Ovejero Bruna, Complutense 
University; Spain, for their editions in this article.

References

1. Costello EJ, Angold A, March J, Fairbank J (1998) Life events and post-
traumatic stress: the development of a new measure for children and 
adolescents. Psychol Med 28: 1275-1288.

2. Rosen GM (2004) Traumatic events, criterion creep, and the creation of 
pretraumatic stress disorder. Scientific Review of Mental Health Practice 3: 46-47. 

3. Barlow DH (2002) Anxiety and its disorders: the nature and treatment of 
anxiety and panic. (2nd edtn), Guilford Pres, New York, USA. 

4. Acierno R, Ruggiero KJ, Galea S, Resnick HS, Koenen K, et al. (2007) 
Psychological sequelae resulting from the 2004 Florida hurricanes: 
implications for postdisaster intervention. Am J Public Health 97: S103–108. 

5. Khodarahimi S (2005) The effects of psychotherapy on personality structure 
among outpatients with anxiety disorders, PhD Dissertation, Atlantic 
International University, USA.

6. Shearer S, Gordon L (2006) The patient with excessive worry. Am Fam 
Physician 73: 1049-1056.

7. Spira JL, Pyne JM, Wiederhold B (2006) Experiential methods in the 
treatment of combat PTSD. In Figley CR and Nash WP, Combat Stress Injury 
Theory, Research, and Management. Routledge Psychosocial Stress Book 
Series, UK. 

8. Dalgleish T, Watts FN (1990) Biases of attention and memory in disorders of 
anxiety and depression. Clin Psychol Rev10: 589-604. 

9. Mathews A, MacLeod C (1994) Cognitive approaches to emotion and 
emotional disorders. Annu Rev Psychol 45: 25-50.

10. Dugas MJ, Marchand A, Ladouceur R (2005) Further validation of a cognitive-
behavioral model of generalized anxiety disorder: diagnostic and symptom 
specificity. J Anxiety Disord 19: 329-343.

11. Hettema JM, Prescott CA, Myers JM, Neale MC, Kendler KS (2005) The 
structure of genetic and environmental risk factors for anxiety disorders in 
men and women. Arch Gen Psychiatry 62: 182-189.

12. Khodarahimi S, Pole N (2010) Cognitive behaviour therapy and worry 
reduction in an outpatient with generalized anxiety disorder. Clinical Case 
Studies 9: 53–62. 

13. Riskind JH, Williams NL (2005) The looming cognitive style and generalized 
anxiety disorder: Distinctive danger schemas and cognitive phenomenology. 
Cognitive Therapy and Research 29: 7-27. 

14. Foa EB, Rothbaum BO, Furr JM (2003) Augmenting exposure therapy with 
other CBT procedures. Psychiatr Ann 33: 47-53. 

15. Bryant RA, Moulds ML, Nixon RV (2003) Cognitive behaviour therapy of 
acute stress disorder: a four-year follow-up. Behav Res Ther 41: 489-494.

16. Resick PA, Nishith P, Weaver TL, Astin MC, Feuer CA (2002A comparison 
of cognitive-processing therapy with prolonged exposure and a waiting 
condition for the treatment of chronic posttraumatic stress disorder in female 
rape victims. J Consult Clin Psychol 70: 867-879. 

17. Schnurr PP, Friedman MJ, Engel CC, Foa EB, Shea MT, et al. (2007) 
Cognitive behavioral therapy for posttraumatic stress disorder in women: a 
randomized controlled trial. JAMA 297: 820-830.

18. Marsella AJ, Friedman MJ, Gerrity E, Scurfield RM (1996) Ethnocultural 
aspects of post-traumatic stress disorders: Issues, research and applications. 
Washington, DC: American Psychological Association. 

19. Fernández I, Carrera P, Sánchez F, Páez D, Candia L (2000) Differences 
between cultures in emotional verbal and non-verbal reactions. Psicothema 
12: 83-92. 

20. Lab D, Santos I, De Zulueta F (2008) Treating post-traumatic stress disorder 
in the ‘real world’: evaluation of a specialist trauma service and adaptations to 
standard treatment approaches. Psychiatric Bulletin 32: 8-12. 

21. Al-Saffar S, Borgå P, Edman G, Hällström T (2003) The aetiology of 
posttraumatic stress disorder in four ethnic groups in outpatient psychiatry. 
Soc Psychiatry Psychiatr Epidemiol 38: 456-462.

22. Norris FH, Perilla JL, Ibanez GE, Murphy AD (2001) Sex differences in 
symptoms of posttraumatic stress: Does culture play a role?. Journal of 
Traumatic Stress 14: 7-28. 

23. Budden A (2009) The role of shame in posttraumatic stress disorder: a 
proposal for a socio-emotional model for DSM-V. Soc Sci Med 69: 1032-
1039.

24. American Psychiatric Association (2004) Diagnostic and statistical manual 
of mental disorders. (4th edtn), Text revision (DSM-IV-TR). American 
Psychiatric Association, Washington, DC, USA.

25. Foa EB, Riggs DS, Dancu CV, Rothbaum BO (1993) Reliability and validity 

http://www.ncbi.nlm.nih.gov/pubmed/9854269
http://www.ncbi.nlm.nih.gov/pubmed/9854269
http://www.ncbi.nlm.nih.gov/pubmed/9854269
http://www.srmhp.org/0302/trauma-psd1.html
http://www.srmhp.org/0302/trauma-psd1.html
http://www.barnesandnoble.com/w/anxiety-and-its-disorders-second-edition-david-h-barlow/1110798692?ean=9781593850289
http://www.barnesandnoble.com/w/anxiety-and-its-disorders-second-edition-david-h-barlow/1110798692?ean=9781593850289
http://www.ncbi.nlm.nih.gov/pubmed/17413067
http://www.ncbi.nlm.nih.gov/pubmed/17413067
http://www.ncbi.nlm.nih.gov/pubmed/17413067
http://www.ncbi.nlm.nih.gov/pubmed/16570740
http://www.ncbi.nlm.nih.gov/pubmed/16570740
http://www.ncdsv.org/images/RPSBS_Combat-stress-injury-theory-research-and-management_4-24-2006.pdf
http://www.ncdsv.org/images/RPSBS_Combat-stress-injury-theory-research-and-management_4-24-2006.pdf
http://www.ncdsv.org/images/RPSBS_Combat-stress-injury-theory-research-and-management_4-24-2006.pdf
http://www.ncdsv.org/images/RPSBS_Combat-stress-injury-theory-research-and-management_4-24-2006.pdf
http://www.sciencedirect.com/science/article/pii/027273589090098U
http://www.sciencedirect.com/science/article/pii/027273589090098U
http://www.ncbi.nlm.nih.gov/pubmed/8135504
http://www.ncbi.nlm.nih.gov/pubmed/8135504
http://www.ncbi.nlm.nih.gov/pubmed/15686860
http://www.ncbi.nlm.nih.gov/pubmed/15686860
http://www.ncbi.nlm.nih.gov/pubmed/15686860
http://www.ncbi.nlm.nih.gov/pubmed/15699295
http://www.ncbi.nlm.nih.gov/pubmed/15699295
http://www.ncbi.nlm.nih.gov/pubmed/15699295
http://ccs.sagepub.com/content/9/1/53.abstract
http://ccs.sagepub.com/content/9/1/53.abstract
http://ccs.sagepub.com/content/9/1/53.abstract
http://link.springer.com/article/10.1007%2Fs10608-005-1645-z
http://link.springer.com/article/10.1007%2Fs10608-005-1645-z
http://link.springer.com/article/10.1007%2Fs10608-005-1645-z
http://psycnet.apa.org/index.cfm?fa=search.displayRecord&UID=2003-04194-004
http://psycnet.apa.org/index.cfm?fa=search.displayRecord&UID=2003-04194-004
http://www.ncbi.nlm.nih.gov/pubmed/12643970
http://www.ncbi.nlm.nih.gov/pubmed/12643970
http://www.ncbi.nlm.nih.gov/pubmed/12182270
http://www.ncbi.nlm.nih.gov/pubmed/12182270
http://www.ncbi.nlm.nih.gov/pubmed/12182270
http://www.ncbi.nlm.nih.gov/pubmed/12182270
http://www.ncbi.nlm.nih.gov/pubmed/17327524
http://www.ncbi.nlm.nih.gov/pubmed/17327524
http://www.ncbi.nlm.nih.gov/pubmed/17327524
http://www.apa.org/pubs/books/4316611.aspx
http://www.apa.org/pubs/books/4316611.aspx
http://www.apa.org/pubs/books/4316611.aspx
http://www.psicothema.com/psicothema.asp?id=401
http://www.psicothema.com/psicothema.asp?id=401
http://www.psicothema.com/psicothema.asp?id=401
http://pb.rcpsych.org/content/32/1/8
http://pb.rcpsych.org/content/32/1/8
http://pb.rcpsych.org/content/32/1/8
http://www.ncbi.nlm.nih.gov/pubmed/12910342
http://www.ncbi.nlm.nih.gov/pubmed/12910342
http://www.ncbi.nlm.nih.gov/pubmed/12910342
http://onlinelibrary.wiley.com/doi/10.1023/A:1007851413867/abstract
http://onlinelibrary.wiley.com/doi/10.1023/A:1007851413867/abstract
http://onlinelibrary.wiley.com/doi/10.1023/A:1007851413867/abstract
http://www.ncbi.nlm.nih.gov/pubmed/19695754
http://www.ncbi.nlm.nih.gov/pubmed/19695754
http://www.ncbi.nlm.nih.gov/pubmed/19695754
http://books.google.co.in/books/about/Diagnostic_and_Statistical_Manual_of_Men.html?id=3SQrtpnHb9MC&redir_esc=y
http://books.google.co.in/books/about/Diagnostic_and_Statistical_Manual_of_Men.html?id=3SQrtpnHb9MC&redir_esc=y
http://books.google.co.in/books/about/Diagnostic_and_Statistical_Manual_of_Men.html?id=3SQrtpnHb9MC&redir_esc=y
http://onlinelibrary.wiley.com/doi/10.1002/jts.2490060405/abstract


Citation: Khodarahimi S (2014) The Role of Cognitive Behaviour Therapy in Worry Reduction: A Case Study of an Outpatient with Post-Traumatic Stress 
Disorder. Prensa Med Argent 100:1.

• Page 5 of 5 •Volume 100 • Issue 1 • 1000109

of a brief instrument for assessing post-traumatic stress disorder. Journal of 
Traumatic Stress 6: 459–473. 

26. Bolton EE, Gray MJ, Litz BT (2006) A cross-lagged analysis of the relationship 
between symptoms of PTSD and retrospective reports of exposure. J Anxiety 
Disord 20: 877-895.

27. Meyer TJ, Miller ML, Metzger RL, Borkovec TD (1990) Development and 
validation of the Penn State Worry Questionnaire. Behav Res Ther 28: 487-
495.

28. Holowka DW, Dugas MJ, Francis K, Laugesen N (2000) Measuring beliefs 
about worry: A psychometric evaluation of the Why Worry-II Questionnaire. 
Poster presented at the annual convention of the Association for Advancement 
of Behaviour Therapy, New Orleans, LA, USA.

29. Behar E, DiMarco ID, Hekler EB, Mohlman J, Staples AM (2009) Current 
theoretical models of generalized anxiety disorder (GAD): conceptual review 
and treatment implications. J Anxiety Disord 23: 1011-1023.

30. Taghvaee D (1997) Construction and validation of worry measurement scale 
and it’s relation with anxiety, depression and educational performance among 
university students in Islamic Azad University- Arak Branch. MA Thesis, 
Islamic Azad University- Arak Branch, Iran. 

31. Behar E, DiMarco ID, Hekler EB, Mohlman J, Staples AM (2009) Current 
theoretical models of generalized anxiety disorder (GAD): conceptual review 
and treatment implications. J Anxiety Disord 23: 1011-1023.

32. Borkovec TD, Newman MG, Castonguay LG (2003) Cognitive-behavioral 
therapy for generalized anxiety disorder with integrations from interpersonal 
and experiential therapies. CNS Spectr 8: 382-389.

33. Ghomashchi F, Salimi SH (2007) The effectiveness of problem solving skills 
in decreasing PTSD symptoms in survivors of Bam earthquake. Pakistan 
Journal of Medical Sciences 23: 736-740. 

34. Meichenbaum DS, Jaremko ME (1983) Stress reduction and prevention. 
Plenum Press, NY, USA.

35. Bryant RA, Moulds ML, Guthrie RM, Dang ST, Nixon RD (2003) Imaginal 
exposure alone and imaginal exposure with cognitive restructuring in 
treatment of posttraumatic stress disorder. J Consult Clin Psychol 71: 706-
712.

36. Cook JR, Heath DH (1999). Cognitive Behavioural Therapy: Components of 
Treatment. A paper presented at Awareness, the 8th Biennial Conference on 
EFAPs Vancouver, BC, Canada. 

37. Foa EB, Hembree EA, Cahill SP, Rauch SA, Riggs DS, et al. (2005) 
Randomized trial of prolonged exposure for posttraumatic stress disorder with 
and without cognitive restructuring: Outcome at academic and community 
clinics. J Consult Clin Psychol 73: 953-964. 

38. Dobson KS (2010) Handbook of cognitive-behavioural therapies (3rd edtn), 
The Guilford Press: NY, USA.

http://onlinelibrary.wiley.com/doi/10.1002/jts.2490060405/abstract
http://onlinelibrary.wiley.com/doi/10.1002/jts.2490060405/abstract
http://www.ncbi.nlm.nih.gov/pubmed/16530379
http://www.ncbi.nlm.nih.gov/pubmed/16530379
http://www.ncbi.nlm.nih.gov/pubmed/16530379
http://www.ncbi.nlm.nih.gov/pubmed/2076086
http://www.ncbi.nlm.nih.gov/pubmed/2076086
http://www.ncbi.nlm.nih.gov/pubmed/2076086
http://www.ncbi.nlm.nih.gov/pubmed/19700258
http://www.ncbi.nlm.nih.gov/pubmed/19700258
http://www.ncbi.nlm.nih.gov/pubmed/19700258
http://www.ncbi.nlm.nih.gov/pubmed/19700258
http://www.ncbi.nlm.nih.gov/pubmed/19700258
http://www.ncbi.nlm.nih.gov/pubmed/19700258
http://www.ncbi.nlm.nih.gov/pubmed/12766694
http://www.ncbi.nlm.nih.gov/pubmed/12766694
http://www.ncbi.nlm.nih.gov/pubmed/12766694
http://www.pjms.com.pk/issues/octdec107/article/article18.html
http://www.pjms.com.pk/issues/octdec107/article/article18.html
http://www.pjms.com.pk/issues/octdec107/article/article18.html
http://www.ncbi.nlm.nih.gov/pubmed/12924676
http://www.ncbi.nlm.nih.gov/pubmed/12924676
http://www.ncbi.nlm.nih.gov/pubmed/12924676
http://www.ncbi.nlm.nih.gov/pubmed/12924676
http://www.psycserv.com/CBT_components.htm
http://www.psycserv.com/CBT_components.htm
http://www.psycserv.com/CBT_components.htm
http://www.ncbi.nlm.nih.gov/pubmed/16287395
http://www.ncbi.nlm.nih.gov/pubmed/16287395
http://www.ncbi.nlm.nih.gov/pubmed/16287395
http://www.ncbi.nlm.nih.gov/pubmed/16287395
http://www.guilford.com/cgi-bin/cartscript.cgi?page=pr/dobson.htm
http://www.guilford.com/cgi-bin/cartscript.cgi?page=pr/dobson.htm

	Title
	Corresponding author
	Abstract
	Keywords
	Literature and Theoretical Framework 
	Case Presentation 
	Case History 
	Assessment
	Case Conceptualization 
	Course of Treatment and Assessment of Progress 
	Session 1 and 2: Psychoeducation of CBT 
	Sessions 3 through 6: CBT Training and Practice of PTSD
	Sessions 7 through 15: PST, CR and RT continuing practice
	Session 16: Relapse Prevention and Termination 

	Complicating Factors 
	Follow-Up 
	Treatment Implications of the Case 
	Recommendations to Clinicians 
	Acknowledgements
	Figure 1
	References

