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ANXIETY HIERARCHY

The concept of the Anxiety Hierarchy, also frequently termed a Fear Hierarchy or Hierarchy of

Anxiety-Arousing Stimuli, constitutes a cornerstone technique within behavioral therapies,

particularly influential in the treatment of specific phobias and related anxiety disorders, including

certain manifestations of Obsessive-Compulsive Disorder (OCD). Fundamentally, the hierarchy

is a meticulously structured, individualized ranking of stimuli or situations that elicit anxiety or fear

in a patient. This ranking is not arbitrary; it is rigidly ordered from the least anxiety-provoking item

to the most intensely threatening situation imaginable related to the patient's core fear. The

creation of this graduated list serves as the essential preparatory stage for exposure-based

treatments, providing a clear, sequential roadmap for therapeutic intervention.

The primary purpose of developing an Anxiety Hierarchy is to systematically break down a global,

overwhelming fear into manageable, incremental steps. By segmenting the overall phobic

response, the clinician and patient can collaboratively identify specific triggers and assign them

relative weights of distress. This process transforms an amorphous source of anxiety--such as a

fear of social interaction or a phobia of heights--into a quantifiable, operational series of steps. For

instance, if the core anxiety centers on social situations, the lowest-ranking item might be merely

imagining attending a small party, while the highest-ranking item might involve delivering a public

speech to a large, critical audience. This graduation ensures that the patient is never prematurely

overwhelmed, thus maximizing the likelihood of successful habituation and emotional processing.

The effectiveness of the hierarchy relies heavily on the principle of graduated exposure, a

foundational element of behavioral therapy. The progression through the items is deliberately slow

and controlled, ensuring that therapeutic exposure begins with stimuli that the individual can

manage with relative ease, thereby building confidence and reinforcing a sense of control over

their fearful response. The patient must achieve a reduction in anxiety--often through techniques

like relaxation or counter-conditioning--at a lower step before advancing to the next, slightly more

challenging step. This disciplined approach prevents sensitization, where repeated exposure

without adequate coping mechanisms might inadvertently increase fear, and instead promotes

habituation and the crucial realization that the feared outcome does not materialize, or that the

anxiety peak is tolerable and temporary.

Historical Context and Theoretical Basis

The development and theoretical underpinnings of the Anxiety Hierarchy are inextricably linked to

the work of South African psychiatrist Joseph Wolpe in the 1950s. Wolpe formalized the technique

as a core component of Systematic Desensitization (SD), an intervention rooted deeply in

classical conditioning principles, specifically counter-conditioning. Wolpe posited that anxiety

responses, being learned associations between a stimulus and a negative emotional outcome,
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could be systematically unlearned by pairing the anxiety-provoking stimulus with a response

incompatible with fear, most typically deep muscle relaxation. The hierarchy provided the

necessary structure to introduce the feared stimuli in a carefully calibrated manner, ensuring that

the relaxation response could effectively inhibit the anxiety response at each stage.

Wolpe's theoretical model, known as Reciprocal Inhibition, dictated that if a response

incompatible with anxiety (such as relaxation or assertiveness) could be made to occur in the

presence of the anxiety-provoking stimulus, the bond between the stimulus and the anxiety

response would be weakened. The hierarchy is essential here because the inhibitory process can

only be successful if the anxiety elicited by the stimulus is weak enough initially to be overpowered

by the relaxation response. If the therapist were to start immediately with the highest item on the

list, the resulting anxiety spike would likely overwhelm the relaxation, leading to therapy failure and

potentially reinforcing the patient's avoidance behaviors. Therefore, the step-by-step nature of the

hierarchy is a prerequisite for the principle of reciprocal inhibition to function effectively in a clinical

setting.

Furthermore, the hierarchy provides a critical mechanism for addressing the complexity of real-

world fears. Most anxiety disorders do not stem from a single, isolated trigger but from a

constellation of related situations and cues. For example, an individual with agoraphobia might fear

crowded places, driving through tunnels, being far from home, and waiting in lines. These are all

distinct situations, yet they share the common thread of lacking an immediate escape route or

immediate access to safety. The hierarchy forces the patient and therapist to differentiate these

specific triggers and rank them based on perceived threat, providing a detailed map of the patient's

psychological landscape. This structured approach contrasts sharply with less targeted exposure

methods, offering both the patient and the clinician quantifiable data on progress and remaining

therapeutic hurdles.

The Process of Construction

The construction of an effective Anxiety Hierarchy is a collaborative, detailed process requiring

significant self-report and careful clinical assessment. The first step involves identifying the

specific, core source of anxiety--the focal point around which all the feared situations revolve. This

source must be precise, such as a fear of spiders (arachnophobia), a fear of contamination (a

common OCD theme), or specific social scrutiny. Once the core fear is established, the patient,

guided by the therapist, brainstorms a comprehensive list of situations, thoughts, images, or

sensory inputs that elicit distress related to that core fear. It is crucial that these items are concrete

and distinct; ambiguity or overlap between items must be minimized to ensure clear progression.

Following the comprehensive listing of potential anxiety triggers, the crucial step of scoring and

ranking must occur. Each identified situation is assigned a rating using a standardized metric, most
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commonly the Subjective Units of Distress Scale (SUDs). The SUDs scale typically ranges from

0 (complete relaxation, no anxiety) to 100 (the most intense anxiety or panic attack the individual

can imagine). The patient rates each situation based on the level of distress they anticipate

experiencing when encountering it, either in imagination or in reality. This subjective rating

transforms the qualitative feeling of fear into objective data, allowing for the precise ordering

necessary for the hierarchy's therapeutic utility.

A well-formed hierarchy typically contains between 10 and 20 distinct items, although this number

can vary depending on the complexity of the disorder. The items must be distributed across the

entire SUDs spectrum, ensuring small, incremental steps between adjacent items, particularly in

the mid-range (SUDs 30 to 70), where therapeutic momentum is often established. If the jump

between item 5 (SUDs 30) and item 6 (SUDs 70) is too large, the hierarchy needs to be refined by

adding bridging items. These bridging items might involve manipulating variables such as proximity

(e.g., seeing a picture of a spider versus seeing a spider across the room), duration (e.g., speaking

in front of an audience for 1 minute versus 5 minutes), or social context (e.g., talking to one friend

versus talking to a group of strangers). The final, approved hierarchy serves as the binding

contract for the subsequent exposure work.

The Subjective Units of Distress (SUDs) Scale

The operational success of the Anxiety Hierarchy is fundamentally dependent upon the consistent

and accurate application of the Subjective Units of Distress Scale (SUDs). Developed as a core

component of Wolpe's systematic desensitization protocols, the SUDs scale provides a

standardized, though inherently subjective, method for measuring the intensity of emotional

arousal. The scale generally runs from 0 to 100, where 0 represents a state of total calm,

relaxation, or neutrality, and 100 represents the peak of panic, terror, or overwhelming dread that

the individual can experience. Although subjective, the consistent use of this scale allows the

patient to quantify their internal state, making anxiety measurable and trackable throughout the

therapeutic process.

The critical function of the SUDs scale within the hierarchy construction is twofold. Firstly, it allows

for the precise, graduated ordering of the fear stimuli, ensuring that the steps are appropriately

small. For instance, a situation rated at 25 SUDs must precede a situation rated at 35 SUDs. The

therapist uses these numerical ratings to verify that the gap between steps is typically no more

than 5 to 10 SUDs points, preventing therapeutic flooding. Secondly, the SUDs scale is used

dynamically during the actual exposure session. When a patient is exposed to a specific item from

the hierarchy, they continuously rate their current level of anxiety. The goal is to remain exposed to

that item until the SUDs score significantly drops--often by 50% or more--indicating successful

habituation and emotional processing, a phenomenon known as within-session habituation.
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The patient is trained rigorously in accurately using the SUDs scale, learning to differentiate

between mild physiological arousal and severe panic. This training is vital because the patient's

subjective report dictates the pace of therapy. If a patient reports a SUDs score of 80 on an item

that was initially rated 40, the therapist must immediately address the discrepancy, perhaps by

pausing the exposure or returning to an earlier, safer item. Furthermore, the systematic application

of SUDs helps the patient gain crucial metacognitive awareness of their anxiety response. By

attaching a number to their fear, the anxiety becomes less mysterious and overwhelming; it

becomes a data point that confirms that anxiety is transient and predictable, thereby empowering

the patient to tolerate the discomfort necessary for successful treatment.

Application in Systematic Desensitization

The Anxiety Hierarchy is not merely a list; it is the essential scaffolding upon which Systematic

Desensitization (SD) is built. SD is a three-stage process: training in deep muscle relaxation (or

another incompatible response), construction of the hierarchy, and the actual desensitization

phase. During the desensitization phase, the patient is first guided into a state of deep relaxation.

While maintaining this state, the therapist presents the lowest-ranking item (e.g., SUDs 10) from

the hierarchy, typically using visual imagery or verbal description. The patient is instructed to

imagine the scene as vividly as possible. If the patient reports a rise in anxiety (often exceeding 20

SUDs), the therapist immediately stops the exposure, instructs the patient to return to full

relaxation, and may cycle back to an even less threatening scene or reinforce the relaxation

training.

The core mechanism of successful application involves repeated, paired presentation. Once the

patient can vividly imagine the first item while maintaining a low SUDs score (e.g., below 10), they

have successfully neutralized that specific stimulus through counter-conditioning. The therapist

then proceeds to the second item, and the process is repeated. This structured, sequential

movement ensures that the patient systematically processes and extinguishes the anxiety

response at each level of intensity. The pace is entirely determined by the patient's anxiety

response; some individuals may move through several items in a single session, while highly

phobic individuals may spend multiple sessions mastering just one low-level item. Patience and

consistency are paramount to avoid relapse or flooding.

While originally designed for imaginal exposure--where the patient merely visualizes the feared

stimulus--the hierarchy is equally critical for in vivo exposure, which involves confronting the

actual feared object or situation. In this context, the hierarchy guides the therapist in setting up

real-world challenges. For an individual with cynophobia (fear of dogs), the hierarchy might

progress from viewing a dog video (SUDs 20), to standing 50 feet away from a leashed dog (SUDs

40), to petting a small, friendly dog (SUDs 70), and finally, to being alone in a room with a large

dog (SUDs 90). Regardless of whether the exposure is imaginal or real, the hierarchy ensures that
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the steps are manageable, reinforcing the patient's capacity for emotional regulation and

challenging their catastrophic beliefs about the danger posed by the stimulus.

Clinical Applications and Efficacy

The utility of the Anxiety Hierarchy extends across a broad spectrum of psychological disorders

characterized by intense avoidance behaviors and disproportionate fear responses. Historically, its

most successful application has been in the treatment of specific phobias, such as aerophobia

(fear of flying), claustrophobia (fear of confined spaces), and animal phobias. In these cases, the

hierarchy provides a clear, bounded structure to systematically challenge the avoidance patterns

that maintain the phobia. By breaking down the complex phobic response into discrete, achievable

tasks, the patient can directly confront the stimuli without being completely overwhelmed, leading

to high rates of success in extinguishing the conditioned fear response.

Furthermore, the hierarchy is extensively utilized in the treatment of Obsessive-Compulsive

Disorder (OCD), particularly within the framework of Exposure and Response Prevention (ERP).

While the theoretical basis shifts slightly--focusing less on relaxation and more on habituation and

preventing compulsive rituals--the fundamental need for a graduated approach remains. For a

patient with contamination OCD, the hierarchy orders situations based on the degree of perceived

'dirtiness' and the difficulty in resisting the subsequent wash compulsion. Items might range from

touching a slightly dusty surface to touching a public doorknob, and finally, to touching something

highly perceived as contaminated and then resisting the urge to wash for an extended period. The

hierarchy ensures that the exposure intensity rises gradually, allowing the patient to tolerate the

rising anxiety associated with ritual prevention.

While less common as a primary tool for Generalized Anxiety Disorder (GAD), hierarchical

principles are often integrated into cognitive-behavioral techniques that target worry chains or

cognitive avoidance. In this context, the hierarchy may rank worry themes based on their emotional

impact or potential catastrophe (e.g., worrying about a small bill versus worrying about imminent

financial ruin). More broadly, the success of the hierarchy lies in its highly individualized nature.

Because the list is constructed by and for the patient, reflecting their unique fear landscape and

subjective distress ratings, it maximizes engagement and reduces resistance. Empirical evidence

strongly supports the efficacy of exposure treatments built upon this graduated structure,

demonstrating significant and lasting reductions in phobic and anxiety-related symptoms across

diverse clinical populations.

Variations and Modern Adaptations

While the traditional Anxiety Hierarchy relies heavily on Wolpe's original model of imaginal

exposure paired with relaxation, modern clinical practice has introduced several significant
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variations and technological adaptations that enhance its utility and accessibility. One major

adaptation is the integration of Virtual Reality Exposure Therapy (VRET). VRET uses computer-

generated environments to simulate feared situations (e.g., flying, heights, public speaking) in a

controlled and safe setting. The hierarchy remains essential, but instead of the therapist verbally

describing the scene, the patient is exposed to increasingly realistic or demanding virtual

scenarios, precisely following the graduated steps outlined in their customized hierarchy. VRET

offers the benefit of high control over the stimuli and eliminates the logistic challenges sometimes

associated with real-world, or in vivo, exposure.

Another important variation relates to the structure of the hierarchy itself, moving beyond strictly

observable situations to include internal cues and cognitive elements. For patients dealing with

panic disorder, the hierarchy might incorporate interoceptive exposure tasks, which involve

deliberately inducing benign physical sensations that mimic panic symptoms (e.g., spinning to

induce dizziness, breathing through a straw to induce shortness of breath). These tasks are

hierarchically ranked based on the perceived threat they evoke, allowing the patient to habituate to

the physical symptoms themselves. Similarly, for social anxiety, the hierarchy might include

cognitive items, such as imagining being harshly judged or experiencing a moment of

embarrassing silence, ranked by the intensity of anticipated shame or scrutiny.

The concept of the hierarchy has also evolved concerning its pacing. While traditional SD demands

mastery (full habituation and low SUDs) at each step before progression, modern cognitive-

behavioral models, particularly in the context of Exposure Therapy, sometimes utilize hierarchies

more flexibly. Some approaches encourage rapid movement through the lower and mid-range

items, focusing resources on the higher-intensity items where the most significant fear reduction

often occurs. Furthermore, the modern therapeutic alliance emphasizes the hierarchy as a

dynamic tool. It is not a fixed document; items may be added, removed, or re-ranked based on the

patient's responses, new insights, or external life events that alter the perceived threat level of

certain situations. This dynamic adjustment ensures that the hierarchy remains optimally aligned

with the patient's current psychological state and therapeutic needs.

Challenges and Ethical Considerations

Despite its proven efficacy, the implementation of the Anxiety Hierarchy presents several clinical

and ethical challenges. One primary challenge is ensuring the accuracy of the patient's subjective

SUDs ratings. Some patients, particularly those prone to catastrophizing or those with poor

emotional insight, may initially overestimate the distress of low-level items or underestimate the

distress of high-level items. Inaccurate initial ranking can lead to either stagnation (spending too

much time on easy items) or therapeutic failure (flooding the patient prematurely). The therapist

must spend considerable time validating and calibrating the patient's ratings, often through trial

exposures or detailed discussion, to ensure the hierarchy truly reflects the incremental nature of
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their fear.

Ethical considerations primarily revolve around informed consent and the management of

unavoidable distress. Exposure therapy, by its very design, involves intentionally provoking anxiety

and fear. It is paramount that the patient provides fully informed consent, understanding that they

will experience discomfort, albeit controlled discomfort, and that they maintain the absolute right to

pause or terminate the exposure at any point. The therapist holds an ethical responsibility to

monitor the patient closely for signs of severe distress beyond the therapeutic target (e.g., actual

panic attacks lasting beyond expected duration) and to ensure that the progression through the

hierarchy is always sensitive to the patient's psychological capacity. The hierarchy acts as a

safeguard, ensuring that the necessary distress remains within a predictable and agreed-upon

structure.

Finally, challenges emerge when applying the hierarchy to complex or co-morbid disorders. For

individuals with generalized anxiety or high levels of trauma, identifying a single, specific anxiety

source necessary for a focused hierarchy can be difficult. If the patient presents with multiple,

unrelated phobias, multiple hierarchies may need to be constructed and treated sequentially.

Additionally, the success of the hierarchy hinges on the patient's willingness to engage in

avoidance cessation. If the patient repeatedly avoids the assigned task outside of session, the

therapeutic gains achieved during the structured exposure will be undermined. Therefore, the

hierarchy serves not just as a treatment plan, but as a commitment device, requiring both the

clinician's expertise in calibration and the patient's unwavering dedication to confronting their fears

step-by-step.
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