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ABSTRACT 

This study assessed the number of fears, intensity of fears, type of fears and 

anxieties, and most common feai's in children having a disability. In addition, the 

correlation level between different raters in the assessment of student fears and related 

anxieties were examined. Data were collected from public schools and evaluated using 

Multivariate Analysis of Variance, Analysis of Variance, slice effect test, frequency 

analysis, and Pearson Product Moment Correlation. 

Findings from the present study indicated that students with learning disabilities 

(LD) reported significantly higher total fear score and higher levels of fear in the two 

factors of the Fear Survey Schedule for Children-Revised (FSSC-R); fear of failure and 

criticism and fear of danger and death. In addition, the LD group reported significantly 

higher overall anxiety level and higher levels of anxiety in all the three subscale scores of 

Revised Children's Manifest Anxiety Scale (RCMAS). 

Results showed that girls reported significantly higher scores than did boys in 

total fear score, intensity of fears, and two factors of FSSC-R—fear of unknown and fear 

of injury and small animals. Furthermore, girls in the LD group reported higher total fear 

score, intensity of fears, and higher levels of fear in all the five factors of FSSC-R than 

their male counterparts in the same group. On the other hand, girls in the mild mental 

retardation (MIMR) group reported lower scores in these measures than did their boy 

counterparts in the same group. Regarding age differences, older students reported 

significantly higher scores in the fear of failure and criticism. In addition, older students 

in the MIMR group reported higher levels of total fear score, intensity of fears, fear of the 
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unknown, fear of danger and death, and fear of failure and criticism than their younger 

counterparts. The 10 most common fears yielded from the Fear Survey Schedule for 

Children- Revised were mostly in the fear of danger and death factor. The results showed 

that there were low but significant correlations between child self report and teacher 

report of the child on most dependent measures examined in the present study. 
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CHAPTER 1 

INTRODUCTION 

Studies assessing fears and related anxieties of children, adolescents, and adults 

have a long history in the psychological literature. Fears are viewed as normal reactions 

to an environmental threat, either real or perceived. All children experience one or more 

fears as they mature and develop, and some fears are viewed as an integral part of child 

development and they are adaptive and essential for human survival (Morris & 

Kratochwill, 1983, 1998; Wenar, 1990). In addition, some fears tend to be transitory in 

nature. When children grow older, their fears decrease in number (Morris & Kratochwill, 

1983; Wenar, 1990). 

Phobias are "intense and irrational fears that are directly associated with specific 

events and situations" (Sarafino, 1986, p. 17). In essence, phobias are fears that become 

so severe that they affect and interfere an individual's daily functions. Thus, phobias are 

distinguished from fears on the basis of intensity, persistence, maladaptiveness, and 

avoidance of the feared situations (Morris & Kratochwill, 1998; Silverman & Rabian, 

1994). Moreover, phobias are not age or developmentally stage specific (Coheman, 

1996; Morris & Kratochwill, 1983). 

According to Barrios & Hartment (1997), anxieties are a broad collection of 

distressing subjective, motoric, and somatic responses. Phoboas are differentiated from 

fears on the basis of their lack of specific threatening stimuli and accompanying response. 

Anxieties are also described as apprehension without apparent cause (Coleman, 1996). 

Since the characteristics of fears, phobias, and related anxieties are all interrelated with 
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respect to assessment, classification, diagnosis, and treatment, the terms "fear", 

"anxiety", "phobia", "clinical fear", "phobic reaction", "anxiety state", "anxiety 

reaction", and "anxiety disorder" are often used interchangeably (Morris & Kratochwill, 

1983,1998). 

To date numerous studies have been conducted on fears and related anxieties in 

"typical" children, adolescents, and young adults (e.g., Dong, Yang & Ollendick, 1994; 

King & Ollendick, 1989; Morris & Kratochwill, 1998). These studies have many 

valuable findings regarding the nature, prevalence, intensity, developmental aspects, and 

treatment techniques in regard to fears and related anxieties. Only a few studies, 

however, have been conducted with persons having mental retardation, physical 

disabilities, or learning disabilities (LD). 

Given the paucity of empirical studies on the assessment of fears and related 

anxieties across different types of children's disabilities, the purpose of the present study 

was to assess the number of fears, intensity, and type of fears and related anxieties in 

children with physical disabilities, mild mental retardation, and learning disabilities, and 

to examine if there were significant differences between children having different 

disabilities in the number, intensity, and type of reported fears and related anxieties. This 

present study was to examine if there were gender or age differences in the number, 

intensity, and type of fears and related anxieties. It was also to explore the most common 

fears in this population. Finally, the present study was to examine the correlation level 

between different raters in the assessment of student fears and related anxieties. For the 

purpose of this study, "physically disabled" children included those children having a 
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visual impairment, hearing impairment, orthopedic impairment, and/or other health 

impairments (including convulsive disorders, cystic fibrosis, heart disease, sickle cell 

disease, hemophilia, rheumatic fever, AIDS, asthma, cancer, or any other chronic or acute 

health problem). 

Specifically, the null hypotheses that were evaluated in the present study were 

that; 

1. There was no significant difference (p <. 05) between children having 

different disabilities in the number of fears, intensity of fears, and type of 

reported fears and related anxieties. 

2. There was no significant gender difference (p <. 05) in the student self-

reported fears and related anxieties. 

3. There was no significant age difference (p <. 05) in the student self-reported 

fears and related anxieties. 

4. There were no significant disability, age, and gender interaction effects (p < 

.05) in the student self-reported fears and related anxieties. 

5. There was no significant correlation (p < .05) between the ratings of teachers, 

parents, and students on the students' fears and related anxieties. 

In addition, this study explored qualitatively the most common fears across disability 

groups. 
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CHAPTER 2 

REVffiW OF THE LITERATURE 

This chapter reviews the literature related to fears and related anxieties in children 

and youth, their characteristics, developmental and demographic perspectives, and 

assessment instruments. Influence of cultural and sociological variables on fears and 

related anxieties and different etiological theories will be discussed. Research on fears 

and related anxieties in children and youth having a disability will be reviewed. 

Characteristics of Fears and Related Anxieties 

Fears and related anxieties are regarded as a complex pattern of reactions to a real 

or perceived threat. The reactions can be broken into three groups: "cognitive channel 

reactions" such as self- reports of distress, discomfort, terror and helplessness; "motor 

channel reactions" such as crying, trembling, and avoidance and escape of the feared 

situation; and "physiological channel reactions" such as rapid breathing, sweating, heart 

palpitations, and galvanic skin conductness (Morris & Kratochwill, 1998). The three 

types of fear reactions may vary independently of each other (Morris & Kratochwill, 

1998). In addition, different people vary in their respective reactions to the fear or anxiety 

provoking stimuH (Morris & Kratochwill, 1983). 

The Diagnostic Statistical Manual of Mental Disorders-4"' Edition (DSM-IV) 

(American Psychiatric Association, 1994) lists 13 types of fear and related anxiety 

disorders. Four of these fear and related anxiety disorders are addressed in the present 

literature review because they frequently occur in children, adolescents, and young 

adults. These disorders are: "specific phobia," "social phobia", "separation anxiety 
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disorder," and "generalized anxiety disorder" (including overanxious disorder). In 

addition, school phobia is discussed here, although it is not listed in the DSM-IV, it is 

often included under the diagnosis of "agoraphobia" (Morris & Kratochwill, 1998) 

Specific Phobia 

Specific phobia is the most common form of phobia. This phobia consists of only 

one specific and discrete feared object or situation, such as blood, a small harmless 

animal, entering a pool, being in high places, and receiving an injection (DSM-IV, APA, 

1994). 

According to the DSM-IV (APA, 1994), the essential feature of specific phobia is 

a persistent fear of the aforementioned discernible stimulus or stimuli. Exposure to the 

phobic stimulus provokes an immediate anxiety response, and an individual with this 

disorder either avoids exposure to the stimulus or endures the intense anxiety. When the 

fear becomes excessive and the individual recognizes that the basis for the fear or related 

anxieties is irrational and he or she cannot change the distressing reaction, the fear 

becomes known as a phobia. Anticipatory anxiety, a cognitive reaction to the feared 

situation or stimulus, is usually present with this phobia (Linndeman, 1994) 

As to the clinical presentations, Silverman and Rabian (1994) found in their 

clinical samples that when facing a feared stimulus youngsters with a specific phobia 

tend to scream or cry, and seek out a parent or loved one for safety or comfort. They also 

tend to show an exaggerated flight or avoidance response when some children anticipate 

an exposure to the feared stimulus. According to DSM-IV, the specific fear reactions 

should not be associated with feelings of humiliation or embarrassment as in social 
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phobia, and the feared stimulus should be unrelated to the content of obsessive-

compulsive disorder (APA, 1994). 

Social Phobia 

Social phobia is defined as "a marked and persistent fear of social or academic 

performance situations in which embarrassment may occur" (APA, 1994, p.411). The 

common symptoms of social phobia are mostly in the cognitive channel. Individuals with 

social phobia are hypersensitive to criticism, negative evaluation, or rejection. In 

addition, they have difficulty being assertive, and they have low self-esteem or feelings 

of inferiority (APA, 1994). 

According to the DSM-IV (APA, 1994), people with social phobia are afraid of 

direct evaluation by others, have poor social and communication skills, often avoid eye 

contact, and have a tendency to talk to others in a shaken voice. Moreover, in situations 

that make them fearful and anxious, these individuals may complain of such physical 

symptoms (in order of decreasing frequency) as heart palpitations, shakiness, flushes and 

chills, sweating, nausea, dizziness, chest pain, and fainting (Beidel & Randall, 1994). 

They also tend to fidget more, act more clumsily, talk less, and smile less. Due to 

avoidance behaviors during classroom activities, children and youths having this disorder 

are also more likely to be underachievers in schools and, in more severe cases, they also 

have a higher probability of school drop-out rate (Beidel & Randall, 1994). 

Separation Anxiety Disorder 

According to DSM-IV (APA, 1994), the essential feature of separation anxiety 

disorder (SAD) is excessive fear and anxiety concerning separation from home and a 
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closely attached person. Such fear and anxiety must be abnormal and inappropriate in 

intensity and frequency for the child's age and developmental level. The core fear of 

SAD is losing or becoming separated from his/her attachment figures as a result of an 

unexpected devastating event. For example, when children with SAD separate from 

parents or home, they become extremely worried that some disaster will occur to harm 

their parents or that they themselves will be kidnapped or injured or involved in some 

accident that will separate them from their parents and/or home. Consequently, these 

children are reluctant to leave home, finding it difficult to go camping, sleep at a friend's 

house, travel on a school bus, or say "Good-bye" to a parent(s) when it is time to attend 

school. It is also common for young children to report repeated nightmares related to 

separation themes (APA, 1994). A wide variety of avoidance behaviors are evidenced in 

SAD children when exposed to a situation involving being separated from their parents 

(Albano, Chorpita, & Barlow, 1996). For example, the children are often reluctant to get 

dressed and frequently hold on to door handles, stair railings or a parent's leg or clothing. 

In more severe cases of SAD, these children will refuse to go to school or sleep in their 

own rooms, will often shadow or cling to their parents, and utilize various excuses for 

staying at home (Albano et al., 1996). 

Children with SAD may also experience physical symptoms such as vomiting 

when they are confronted with separation issues, and some adolescents may experience 

panic and report palpitations and even faint. In addition, children with SAD are more 

likely to report somatic complains than those with other phobic disorders (Last, 1991). 

These children also report a variety of specific fears, such as fear of monsters, animals 
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and insects—with the common fear being "getting lost" (Last, Francis, & Strauss, 1989). 

In order to diagnose a child as having SAD, the DSM-IV indicates that the behaviors 

associated with separation anxiety must also be accompanied by significant distress and 

dysfunction in social and academic performances (APA, 1994). 

Generalized Anxiety Disorder 

The essential features of generalized anxiety disorder (GAD) are excessive and 

uncontrollable anxiety and worry about the future, past behavior, and competencies in 

such areas as sports, academics, and peer relationships (APA, 1994). Children with GAD 

are described as "little worriers" by adult care providers (Albano et al., 1996). In 

addition, children with GAD show excessive or unrealistic worry about future events, 

including worrying about the start of school, changes in family routine, social events, and 

family members' health. Children with milder symptoms may exhibit such worries three 

times a week, and in more severe cases, such worries may be expressed daily (Strauss, 

1994). These worries involve the appropriateness of past behavior and concern over 

whether they have done anything wrong at school to peers and teachers, or at home to 

parents. Furthermore, these children report worries about being well behaved at school, 

being good in athletics, and being successful in social relationships (Albano et al., 1996). 

They also place exceedingly high standards on themselves for achievement and engage in 

self -reproach if they fail to meet their own standards (Strauss, 1994). These children 

also markedly self-conscious and require frequent reassurance from others. 

Similar to those individuals having a specific phobia, people with GAD frequently 

ask themselves "What if questions, but unlike people with a specific phobia, individuals 
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with GAD experience continuous cognitive distortions, regarding their performance 

relative to others, and such disorders may not be limited to a particular stimulus or 

situation (Albano et al., 1996). Children with GAD also complain of heart palpitations, 

shortness of breath, sweaty palms, stomachaches, headaches, and tension, at an average 

of once or more weekly. Nervous behaviors such as nail biting, fidgetedness, and 

exaggerated startle response are also observed in these children. Moreover, when 

comparing these children with those having social phobia, research has found that 

children with social phobia have significantly lower cognitive competence, significantly 

lower resting pulse rates, and lower trait anxiety scores (Beidel & Randall, 1994). 

School Phobia 

School phobia (school refusal) was once described as a special kind of truancy in 

school children— a type of neurosis (Blagg & Yule, 1994). Children who show school 

phobia have fears that involve unrealistic and inappropriate concerns about school and 

experience involuntary school avoidance (Ollendick & King, 1990). Because school 

phobia is not a unitary diagnostic syndrome, clinicians and researchers have not yet 

agreed on the diagnostic criteria. Nevertheless, this disorder directly affects a child's 

academic performance. Children with school phobia may feel terrified about leaving 

home and going to school. They complain of stomach pains, nausea, headaches, and 

dizziness on weekdays but not on weekends or during vacations and holidays. 

Developmental and Demographic Perspectives 

Researchers have asserted that normal fears and related anxieties are essential for 

people to survive in the world and that is not uncommon for children and youths to 
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display multiple fears and anxieties at various ages (Morris & Kratochwill, 1983, 1998; 

Ollendick, 1983b). The frequency of early childhood fears and anxieties seems to be 

related to the child's developing autonomy (e.g., Miller, Boyer, & Rodoletz, 1990; Morris 

& Kratochwill, 1983). Draper and Jones (as cited in Miller et al., 1990) found that 

children between 2.5 and 4 years- of- age have the most fears. "This peak corresponds 

with the beginning of the child's sense of individuation from parents and the world 

"(Miller et al., 1990, p. 199). Draper and Jones also reported an inverted "U" relationship 

between the numbers of fears and the age of children as reported by mothers. This 

suggests that fears in childhood are relatively transient and the quantity declines as 

children grow older. 

Besides the incidence and frequency of children's fears, developmental patterns 

have also been reported in the types of children's fears and anxieties (see, for example, 

Morris & Kratochwill, 1983). Based on normative data reported in the literature (e.g., 

Morris & Kratochwill, 1983; Ollendick, Matson, & Helsel, 1985), the nature, cause, 

incidence rate, and developmental course of children's fears change as they mature, 

although some overlappings occur. For example, young infants from 0-12 months of-age 

are often frightened by loss of support, loud noises, strangers, and other sudden and 

unexpected stimuli. Children at 1 to 2 years-of age are afraid of separation from parents, 

injury, strangers, loud noise, animals, dark rooms, toileting activities, and new 

environments (Morris & Kratochwill, 1983, 1998). Moreover, Jones & Jones (as cited in 

Barrios & Hartman, 1997) reported that children at this age are not afraid of snakes yet. 

Preschool children, in addition to the fears mentioned above, are also frightened of 
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imaginary creatures. Children of elementary school age are fearful/anxious of 

supernatural beings, bodily injury, loud noises, and they are increasingly sensitive to (and 

fearful of) failure in social and academic performance. As children enter middle school 

and high school, social, academic, and health-related fears become predominant and these 

fears continue to exist into adulthood (Barrios & Hartman, 1997; Morris & Kratochwill, 

1983). 

Miller et al. (1990) categorized fears into three categories with different patterns 

of onset and chronicity. The first category is composed of fears of doctors, injections, 

darkness, and strangers. Fears of this nature begin in early childhood and reduce 

drastically in prevalence with increasing age, and they are often transient and short-lived. 

The second category includes fears of heights, animals, storms, enclosed places, and 

social events and situations. The onset of these fears is from childhood to early 

adulthood and they have a more moderate decline as age increases, indicating a more 

persistent feature. The third category consists of fears of crowds, death, injury, illness, 

and separation. These fears start usually in adulthood, with the greatest prevalence in 

middle age. Many studies mentioned earlier, however, have challenged the last category, 

saying that these fears actually start at a very young age, especially separation anxiety, 

which is already observed in infancy. 

Furthermore, Ollendick and Helsel (1984) found in their study that young 

children are more afraid of unknown factors, and adolescents are more worried about 

danger and death. Among the 10 most common fears reported in their studies, 8 out of 

10 were the same for girls of all ages and for boys of all ages except for those 7 to 9 years 
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-of-age. The eight shared fears were, not being able to breathe, a burglar breaking into 

the house, fire, getting hit by a car or truck, death or dead people, bombing attack, 

looking fooHsh, and getting poor grades (Ollendick et al., 1985). The 7 to 9 year old 

boys have four of these eight fears: a burglar breaking into house, fire, not being able to 

breathe, and death or dead people. The authors concluded that fears and anxieties in 

childhood may be common and expected, and the fact that the number of fears and 

content of fears are similar across various ages may indicate that fears may not be 

transitory and they may be more stable than they were once thought. 

Regarding gender differences in fears and related anxieties, Wenar (1990) 

summarized several studies and reported that there are no marked gender differences in 

younger children's fears and related anxieties; however, during and after adolescence, 

girls tended to present a higher frequency of fears and phobias than boys. This is 

consistent with the DSM-IV (APA, 1994), which indicates that females have more 

anxiety disorders than males. 

Ollendick and Helsel (1984) also show that girls had significantly more fears (an 

average of 16) than boys (an average of 8), and that fear intensity was significantly higher 

for girls than boys. This finding is consistent with other studies which report higher levels 

of fears in girls (e.g., Dong et al., 1994). 

Assessment Instruments 

Assessing fears and related anxieties in children and youths requires the use of 

instruments that take into account factors such as a child's developmental level, age, and 

gender (James, Reynolds & Dunbar, 1994). According to Morris & Kratochwill (1983, 



22 

1998), there are two approaches to assessing fears and related anxieties, the "traditional 

approach" and the "behavioral approach." The traditional approach examines underlying 

causes for fears, phobias, and related anxieties. It is believed that the child's observable 

behavioral symptoms are an indication of underlying pathology; therefore, the child's 

fears or related anxieties are not as relevant as is the underlying pathology that 

contributed to the development of the symptoms. 

The behavioral approach, on the other hand, stresses the significance of the 

situation and environment in which the child's fears and related anxieties occur, and the 

fearful behavior is said to be conditioned by the situation. In the behavioral approach, 

fears and related anxieties are assessed following the "triple channel response system"— 

"motoric," "cognitive," and "physiological" channels. As noted earlier, the response 

patterns in the three channels are not always highly correlated and therefore, responses of 

each channel may change independently of each other. According to Morris & 

Kratochwill (1998, p.94), however, "the results obtained in one channel may have 

important implications for the type of data one might obtain form a different channel." 

A large number of behavioral assessment devices and techniques have been used 

to assess fears and related anxieties and these techniques and strategies fall into the 

following two categories: indirect observational method and direct observational method. 

Indirect observational methods involve the verbal or numeric representation of a target 

behavior (s) which took place at an earlier point in time (Morris & Kratochwill, 1983). 

These methods include clinical interviews, self-reports, behavioral checklists, and rating 

scales. Indirect observational methods are typically used to assess the motoric and 
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cognitive aspects of children's fears and related anxieties. Direct observational methods 

involve the observation of the target behavior (s) at the moment that the behavior is 

occurring (Morris & Kxatochwill, 1983). These methods consist of such assessment 

instruments as time sampling and event recording procedures, global rating scales, self-

monitoring techniques, and physiological measures. These methods employ direct 

observation of motoric or physiological responses in either naturalistic (e.g., school or 

home) or analogue settings (clinic or hospital) (Morris & Kratochwill, 1983). Moreover, 

direct observational methods (except the self-monitoring procedure) use an independent 

person(s) to observe and report on the children's display of particular motor or 

physiological behaviors. 

Clinical Interview 

A clinical interview is a deliberately initiated conversation between two or more 

people for the purpose of collecting pertinent information about the interviewee's 

concerns. Clinical interviews are regarded as an important way to obtain first hand 

information from the person having fears and related anxieties and/or from significant 

others. Interview formats range from completely unstructured to the highly structured 

and standardized interview. The main advantage of the unstructured interview is its 

flexibility in probing and analyzing the components of an individual's problem, and it 

also facilitates a better personal rapport with the interviewee. Due to the unstructured 

nature of the interview process, the major problem with unstructured interviews is its lack 

of validity and reliability (Mash & Terdal, 1997). The structured nature of such 

interviews helps yield a more valid result, and they are easier to administer, thus time and 
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cost efficient (Perry, 1990). Some more commonly used structured interview schedules 

for assessing fears and related anxieties are the Diagnostic Interview Schedule for 

Children (DISC), Interview Schedule for Children (ISC), Children's Anxiety Evaluation 

Form, and Anxiety Disorder Interview for Children (Klein & Last, 1989; Silverman, 

1994). 

Some researchers, however, have questioned the reliability and validity of 

information reported by different interviewees at different settings and different sessions 

(Perry, 1990). First, children's developmental factors may limit the procedures and 

functions within the interview process (Perry, 1990). Separation from parents and 

meeting with a stranger may seriously affect the validity of the information obtained from 

the interview due to the trauma and fearfulness that may be experienced by a child who 

has separation anxiety or social phobia. Researchers (e.g., Morris & Kratochwill, 1983; 

Perry, 1990) have pointed out the limitations imposed on younger children 2 to 7 years-of 

-age by their inability to conduct basic logical deductive reasoning. Therefore, 

researchers like Morris & Kratochwill suggest an appropriate age of nine to conduct 

interviews. Secondly, in the interview process, parents are more likely to over report 

anxiety symptoms in their child due to increased level of maternal anxiety, and children 

sometimes deliberately under report fear symptoms or intensity to avoid embarrassment 

or treatment. All of these may lead to invalid information about the child or youth and 

possible misdiagnosis (Frick, Silverthom, & Evans, 1994). 
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Self- Report 

Self- report is a subjective and indirect way to determine the existence of fears 

and related anxieties. It requires the individual to reflect back on his or her inner world— 

his or her experience, thoughts, and expectations. Self report has been regarded as an 

important source of data to define, assess, and treat fears and related anxieties, because an 

individual's inner thoughts and cognitive activities cannot be directly measured by direct 

observational instruments (Barrios & Hartman, 1997; Morris & Kratochwill, 1998). Self-

report data can be derived from responses that a child makes on questionnaires or survey 

schedules. These fear survey schedules have fear -provoking stimuli and anxiety 

measures which provide children with choices to describe their feelings in frightening 

situations. The popular survey schedules are the Fear Survey Schedule for Children-

Revised (FSSC-R) (Ollendick, 1983b), the Revised Children's Manifest Anxiety Scale 

(RCMAS, Reynolds & Richmond, 1997), the State-Trait Anxiety Inventory for Children 

(STAIC, Speilberger, 1973), and Louisville Fear Survey for Children (Miller, Barrett, 

Hampe, & Noble, 1972b). These fear survey schedules are useful to conduct intra-

individual analysis and to identify specific fears, phobias, and anxiety experiences in 

children and youths. Moreover, they are easy to administer and they enable researchers 

and practitioners to obtain economically a wide range of anxiety dimensions from the 

child's point of view. Furthermore, the survey schedules can be used to gather data prior 

to an initial evaluation, and to increase clinic efficiency by facilitating accurate 

assessment of the prior probability that an individual will or will not have symptoms 

within a specific symptom domain (Mash & Terdal, 1997). 
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Nevertheless, fear survey schedules also reveal limitations of self -report as a 

whole. First, according to King and Ollendick (1989), fear survey schedules lack of 

situation specific items to which individuals are supposed to respond, which may result in 

uncertainty and inconsistent responses. Many of the self-report scales also lack of 

normative data used for children in school settings. Second, the results between or 

among respondents are often in discordant with each other, as with the problem of 

interviews. In responding to the questionnaires, children and youths are more likely to 

underestimate/underreport anxiety in order to present a more favorable evaluation of 

themselves or to avoid treatment (Frick et al., 1994; King et al., 1985). A child's ability 

to read and understand the items also directly affects the validity of the responses. 

Moreover, when an adult helps the child to read and explains the items, the adult's 

expectation of the child may set up a bias that will influence the validity of the result. 

Behavior Checklists and Rating Scales 

Behavior checklists and rating scales are another indirect assessment strategy in 

which an individual who is familiar with the child is asked to rate him/her based on past 

observations of that child's behavior (Morris & Kratochwill, 1983). Usually, these 

behavior checklists and rating scales are used to form an overall index of the level of a 

child's adjustment and they vary considerably in their norming, reliability, and validity 

features. For example, Glennon and Wisz developed a behavioral observation system 

that has been subjected to psychometric evaluation called the Preschool Observation 

Scale of Anxiety (King & Ollendick, (1989). This rating scale includes 30 behavioral 

indices of anxiety such as nail biting, avoidance of eye contact, and rigid posture, which 
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are observed on a standard time-sampling procedure. This assessment procedure 

correlates significantly with teachers' and parents' inventory ratings of children's 

anxiety. 

Parent and teacher rating scales and checklists are designed to assess the fears and 

related anxieties of their children and students, respectively. Some common examples of 

these measures for use with children 4 to 16 years-of-age are Achenbach's Child 

Behavior Checklist, Quay and Peterson's Behavior Problem Checklist, Parent Anxiety 

Rating Scale and Teacher's Separation Anxiety Scale (Morris & Kratochwill, 1983). 

Behavioral rating scales have the strongest psychometric properties and they are 

comparatively easier to administer. They usually consist of multiple response items of 

fearful behaviors, and the recordings from those items are summed to yield a composite 

score (Barrios & Hartman, 1997). Such features are supposed to reduce errors in 

measurement that result from inattentiveness of observers or the instability of single 

response items (Barrios & Hartman, 1997). In addition, many of the ratings scales and 

checklists offer a relatively comprehensive picture of the problem with a large variety of 

fear stimuli. According to Barrios and Hartman (1997) and Morris and Kratochwill 

(1983), however, some response items in such measures are vague and they provide little 

information on the situations in which the problem occurs, and there is a long delay 

between observing and recording which affects the quality of the data. Moreover, like 

other assessment instruments, rating scales and checklists are structured for detection of 

negative behavior—things that children may fear or find stressful, thus they provide little 
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information for designing treatment procedures focusing on a child's improvement of 

positive behaviors. 

Behavior Avoidance Test 

The Behavior Avoidance Test (BAT), as one of the direct behavior observation 

methods, is used to measure children's motoric reactions in analogue settings to such 

fear-provoking stimuli as blood, darkness, heights, medical procedures, non-dangerous 

animals, school-related events, strangers, and water (Morris & Kratochwill, 1983,1998). 

It is the most direct and least inferential approach, in comparison with the previously 

discussed assessment instruments. A common procedure used for the BAT involves 

placing the child in a setting that contains the feared stimulus with the child being asked 

to perform a series of gradual tasks involving approaching and interacting with the feared 

stimulus, during which a well- trained observer records the child's approaching and 

avoiding behavior. The BAT also permits a greater degree of control of research 

conditions and permits measurement of behavior that would be impossible to develop 

under naturalistic settings (Morris & Kratochwill, 1983). One limitation of the BAT is its 

lack of standardization because the administration of a BAT varies from study to study in 

terms of the actual instructions and procedures, which makes it difficult to collect validity 

and reliability data and compare similar studies. Thus, writers like Morris & Kratochwill 

recommended that BAT be used in conjunction with other assessment information 

obtained from other assessment instruments. 
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Global Rating Scales 

Global rating scales are used to record and measure a child's fearful behaviors at 

the time of their occurrence on a dimensional scale (e.g. seldom to always, definitely 

negative to definitely positive) (Morris & Kratochwill, 1983). When used as an 

observational method, a person other than the child does the global evaluation. The more 

frequently used global rating scales include Medical Laboratory Observation Scale and 

The Child Behavior Observational Rating (Morris & Kratowill, 1983). In the former 

scale the laboratory technician rates how anxious a child is when he/she draws blood 

from the child, and the second scale is completed by parents, nurses, and an independent 

observer on a 5-point Likert-type scale of anxiety and cooperation. 

Global rating scales are noted for their simplified format and flexible nature in 

that many dimensions of behavior can be rated, and they also provide a general 

evaluation of the child's status on some problem before, during, and after treatment. 

However, the global rating scales for assessing fears and anxieties are also notoriously 

unreliable. The single item nature makes them lack clarity of content. Furthermore, they 

fail to specify what aspects of an individual's performance are to be observed, and they 

also fail to specify what it is they are measuring (Barrios & Hartman, 1997; Morris & 

Kratochwill, 1983). 

Self-Monitoring 

Self-monitoring procedures have been used to gather data to develop an 

intervention program, and they require children to discriminate and record their actual 

behavior and/or thoughts at the time they occur in order to yield a direct measure of the 
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fear or anxiety response. Assessing anxious children's "specific cognitions can provide 

important information in treatment of these children because more reliable information 

would be available about the cognitions to be modified as well as the extent to which 

coping cognitions are evident in the child's repertoire" (King & Ollendick, 1989, p.444). 

Researchers and practitioners have developed various recording devices and formats for 

self-monitoring, for example, booklets, checklists, timers, beepers, etc. Self-monitoring 

procedures, however, are seldom used as a routine assessment strategy due to their 

reactive feature and the difficulty to predict when they will be reactive, because when the 

self-monitoring procedure is reactive, it can change target response that is being recorded. 

However, if the change is positive, therapeutic benefits can occur, thus, self- monitoring 

procedures has been used as a part of self-control programs in the treatment of children's 

fears (Morris & Kratochwill, 1983). 

Physiological Procedures 

The physiological procedure associated with the assessment of fears and related 

anxieties in children and youth focuses on the "measurement of the sympathetic portion 

of the autonomic nervous system" (Morris & Kratochwill, 1998, p.95). The most 

commonly used physiological measures include those that assess cardiovascular and 

electrodermal responding, such as heart rate, blood pressure and blood flow, skin 

conductness, and event-related potentials (Morris & Kratochwill, 1983, 1998). These 

physiological measures are well correlated with both self-reports and behavioral 

observations of dental fears and anxieties in children (King & Ollendick, 1989). Barrios, 

Hartman, and Shigetomi (1981), however, have cautioned that the electrodermal 
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responding is highly reactive and responsive to a number of environmental and 

physiological factors. The change of heart rate may be not the best discriminator of fears 

and anxieties because it is overly sensitive to some none emotional factors. Thus, the 

data gathered through this channel might be very tentative. 

The problems with direct behavioral observation instruments as a whole are the 

complexity of observation code, observer bias, observer inattentiveness, and the 

preperceived opinion of the child or youth. Lack of training of the observer may also 

severely affect the validity and reliability of the data collected. Examiners often vary the 

steps in assessing a child or youth, and this makes comparison across studies very 

difficult (Miller et al., 1990). 

Cultural and Sociological Variables 

Research studies of cultural aspects of fears and related anxieties play an 

important role in determining which patterns of behavior are universal and which are 

unique to particular ethnic and cultural groups. They help enrich the variety of normative 

data and add clinical symptoms that have not been observed before. Such studies are even 

more significant in the United States due to its multicultural population. In this section, 

specific features of fears and related anxieties in different ethnic groups and social 

economic classes are presented. 

Previous research studies on fears and related anxieties in African American 

children and youths suggest that this group of people experience more fears than their 

Caucasian counterparts (Nalven, 1970). According to Neal and Brown, (1994), the 

difference in fears between black and white children seems to be rooted in "semantics". 
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for example, black children are more likely to report specific fears, such as fears of rats, 

but white children tend to report a more general fear, like fear of small animals. No 

significant differences, however, were found between these two groups with respect to 

gender, content, or intensity of fears (Neal & Brown, 1994). Neal & Brown also reported 

that of the five most common fears reported for white children, only two fears—school 

fears and fear of embarrassment—were absent for the black children in the study. The 

results also showed that African American children's fears are relatively more stable over 

time than white children's fears. 

A study by Tikalsky and Wallace (1988) looked at differences in fear frequencies 

between children from a Navajo reservation and children from rural Montana. The 

instrument used in this study was the Louisville Fear Survey for Children. The study 

found significantly more unrealistic fears for the Navajo children (average of 22.1) than 

for rural children (average of 3.72). The authors speculated that this significant 

difference is due to the cultural upbringing of the two groups of children. In the Navajo 

reservation more fears are considered as a sign of perceptivity and obedience, and more 

fears have survival significance. Thus, one may speculate that some cultures are more 

accepting of having fears in their children than are other cultures. 

Cross-nation studies on fears and related anxieties also demonstrate cultural 

related features. Dong et al. (1994) found in Chinese children 7 to 17 years-of-age that 

girls have more fears than boys, which is consistent with the findings of most studies. 

Among the 10 most common fears evidenced by American children, Chinese children 

shared seven of them. The other three are social-evaluative in nature: failing a test. 
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getting poor grades and having parents argue. Interestingly, their result showed that 

children 11 to 13 years-of-age reported the highest level of fears, which are only on the 

social-evaluative factors. They contribute this finding to Chinese rearing and educational 

practices which children 11 to 13 years-of-age have more difficulty understanding (Dong, 

et al., 1994). 

Although ethnic comparisons within the United States have not identified major 

symptom differences for clinical fears and related anxieties, cross-culture studies 

conducted across borders have indicated significant differences in the manner in which 

fears and related anxieties are manifested. For example, in Korea and Japan, individuals 

with social phobia develop persistent and excessive fears of being offensive (with their 

glance or body odor) to others in social situations. These symptoms, characterized a 

person having social phobia in Japan, is called "Taijin Kyofusho", a cultural syndrome 

particular to Japan (Guamaccia, 1997). 

Besides cultural variables, different social economic status (SES) also affects the 

characteristics and content of children's fears and related anxieties. For example, Bamber 

(1974) found that low SES children have more fears of specific events or things. 

Specifically, lower class boys are more likely to fear switch blades, whippings, robbers, 

killers, and guns, whereas upper class boys fear car accidents, getting killed, juvenile 

delinquents, and disasters. Lower class girls are more afraid of animals, strangers, and 

acts of violence whereas upper class girls fear being kidnapped, train crashes, 

shipwrecks, and heights. Such differences may be explained by the different 

environments children and youths live in— lower class children may perceive their 
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immediate environment as far more dangerous and hostile than do the upper class 

children. Nalven (1970), however, believed that differences in education and 

understanding contribute to the differences in fear contents between these two groups of 

children. 

Etiological Theories on Fears and Related Anxieties 

The causes and development of fears and related anxieties have been studied and 

explained by different theoretical perspectives. The following presents the common 

etiological theories of fears and related anxieties. They are the psychoanalytical model, 

Adlerian view, Roger's client-centered theory, behavioral theories, cognitive theory, 

biological theory, genetic theory, and neurophysiological perspective. With their own 

advantages and disadvantages, these theories have met both support and questioning by 

researchers and practitioners. 

Psychoanalytic Model 

Anxiety is a central construct in psychoanalytic theory. Freud (1905), the pioneer 

of psychoanalytic theory, assumed that fears and anxieties are the same. Anxiety, in the 

earlier Freudian theoretical perspective, results from the transformation of the affect of a 

repressed impulse or drive. The psychoanalytic explanation of phobias and anxieties can 

be traced back to the case of Little Hans, a five-year-old boy who developed a phobia to 

horses (Freud, 1909). Freud (1909) believed that the anxiety in Hans was developed by 

his repressed sexual feelings toward his mother and his fear of being castrated by his 

father (also a loved one) which precipitated the origin of a horse phobia by associating it 
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with his father. According to the analysis of this case, Hans has developed his fear and 

anxiety because of an unresolved oedipal conflict and a fear of being castrated. 

Then Freud developed such fundamental concepts as "id," "ego," "superego." 

During 1926 and 1939, and Freud introduced his second theory of anxiety—the signal 

theory. According to the signal anxiety theory, in a situation of danger, the ego is 

capable of generating a small quantity of anxiety, which acts as a signal to alert the 

organism that danger threatens. According to Freud, signal anxiety is caused by an 

instinctual wish or impulse that has been associated with prior punishment, abandonment, 

failure, and disapproval (Eagle & Wolitzky, 1988). Freud believed that the signal anxiety 

is to mobilize defenses to prevent a dangerous situation from becoming a traumatic one. 

When the defenses fail to do so, however, symptoms of fear and anxiety will occur. 

After the first anxiety attack, other symptoms such as phobic and compulsive and 

obsessive thoughts would appear and become a chronic recognizable symptomatic form 

of the neurosis. 

Research studies on psychoanalytic view of anxiety and fear were mainly 

conducted before 1960s when researchers were trying to validate the core psychoanalytic 

hypotheses. For example, using a sub-incision film, Lazams (as cited in Eagle & 

Wolitzky, 1988) found that the segments of the film in which the incision was made 

provoked a stronger physiological reaction and higher ratings of anxiety and tension than 

did scenes of nudity. As narrative sound tracks that emphasized certain ego defenses (e.g. 

reaction formation, denial or intellectualization) were introduced, they led to much less 

physiological tension and anxiety than the silent version that highlighted the threatening 
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aspects of the film. Compton (1992) reported that psychoanalytical interest about fears 

and anxieties has declined in recent years. Moreover, he pointed out that many of the 

studies conducted have used elements from Freud's earlier ideas mixed with elements of 

his later theory, even when the ideas are not compatible. 

Adlerian Approach 

Afred Adler, a prominent member of Freud's Vienna Psychoanalytic Society, 

freed himself from Freud and developed his own theory of personality and 

psychotherapy—Individual Psychology. Different from Freud's theory of inner personal 

conflicts, Adler (1964 b) regarded an individual as a unity/whole and he/she is self-

determined and has the freedom and necessity to choose his or her behaviors, including 

the freedom to make mistakes. Adler also assumed that feeling of inferiority is the root-

conception of Individual Psychology, and those who compensate their inferiority by 

striving for perfection and superiority over other people rather than over general 

difficulties are more likely to lead "mistaken life styles." (Adler generally did not regard 

mental disturbances as illness). 

Adler (1964 b) presented several interpretations of the acquisition of fears and 

phobias in both children and adults. For example, in discussing the case of a 17 year-old 

young man who suffered anxiety and various somatic conditions, Adler related his fear to 

typical indecision and lack of confidence in regard to society, occupation, and love, the 

three major problems of life. According to Adler, the anxiety that the young man 

developed was caused from the painful consciousness of inferiority, and it was by 

contributing his failure in coping the three problems in life to the anxious state of mind 
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that he felt superior. In explaining a middle-aged man's fear of high buildings, Adler 

attributed his fear to his strong wish to be superior, in compensation for his feeling of 

inferiority which he acquired during childhood. Thus, wishing to obtain superiority and 

usefulness in society and family but failure to get it often lead to a painful consciousness 

of inferiority, but such individuals adopt an attitude that is important for them to keep that 

sense of superiority, "if I were not anxious, if I were not ill, I should be able to do as well 

as others..." (Adler, 1964 b, p. 5). They pay a higher price, however, to keep a sense of 

superiority by suffering from anxiety disorders. 

Client-Centered Theory 

Client-centered theory grew out of dissatisfaction with the psychodynamic and 

psychoanalytic approach to the explanation and treatment of children and adult 

psychopathological disorders. Carl Rogers, the founder of client-centered theory, 

presumed that each individual is endorsed with an urge to grow, expand, develop, and 

mature; and this self-actualization tendency serves as the primary motive necessary for an 

individual's positive growth (Rogers, 1959). Rogers and his student Virginia Axline also 

emphasized the role of "self." They pointed out that as a child begins to differentiate 

himself /herself from the environment, he/she forms the sense of self in a way he/she 

perceives the perceptions of significant others in the ever-changing environment. When a 

child is able to direct his/her behavior by socially accepted positive judgment to complete 

his/her self-actualization, he/she becomes well adjusted. Individuals, however, 

experience incongruence between self and experience, that is, there is discrepancy 

between the "perceived self and his /her actual experience. Thus, self-actualization on 
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one hand regulates a person's behavior and on the other hand produces neurotic behavior, 

which is incompatible to the individual self (Rogers, 1959). Rogers further indicated that 

individuals at this incongruence state are not aware of it, and they are potentially 

vulnerable to such neurotic behaviors as anxiety, threat, and disorganization. Rogers also 

pointed out that "anxiety is a state in which the incongruence between the concept of self 

and the total experience of the individual is approaching symbolization in 

awareness"(1959, p.204). 

Based on Rogerian theoretical view, Morris and Kratochwill (1983) have 

provided one possible theoretical explanation for the development of fears and related 

anxieties. Specifically, Morris and Kratochwill (1983) state that a childhood phobia 

would develop when a child feels threat in a particular non-dangerous situation. This 

indicates that a state of incongruence has occurred between the child's experience and 

his/her self structure, that the process of defense was not successful, and as a result that 

the incongruence has been symbolized into awareness producing anxiety and avoidance 

of that particular behavior. This state of incongruence would remain in the child until the 

phobic situation is accurately symbolized into his/her self-structure. The feelings of 

threat would then be reduced, the child would no longer be fearful, and he/she would 

continue toward achieving self-actualization (Morris & Kratochwill, 1983) 

There is little research published on Rogers' conceptualization of the development 

of fears and related anxieties in children, although substantial outcome research has been 

conducted on his client-centered treatment approach (Lebo, 1955; Morris & Kratochwill, 

1983; West, 1989). 
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Behavioral Theories 

According to behavioral theories, fears, like all other behaviors, are learned 

(Morris & Kratochwill, 1983). Pavlov's classical conditioning theory is one of the 

behavioral theories of fear acquisition. According to Pavlov's classical conditioning 

theory, fears and other negative emotional reactions are unconditional responses (UCR) 

elicited by traumatic events (unconditioned stimuli, UCS), if the unconditioned stimulus 

is paired with a neutral stimulus (conditioned stimulus, CS) for a varying number of 

times, the CS will eventually assume the power of UCS and is able to elicit similar 

fearful response or negative emotional reaction (conditioned response, CR) (Pavlov, 

1927). Another important assumption associated with this behavioral position of fears 

and related anxieties is the premise of "equipotentiality." Pavlov (King, Hamilton, & 

Ollendick, 1988) believed that any natural environment or neutral stimulus, given 

comparable exposure, can be converted into a conditioned stimulus and has the power to 

evoke fears in an individual. 

This behavioral theory of fears and phobias is supported by a study conducted by 

Watson and Rayner (1920). In their fear-induction case study, the nine-month old little 

Albert was conditioned to a fear of a white rat. Watson and Rayner presented the boy a 

white rat, then immediately followed by a loud clanging noise whenever Albert touched 

the rat. After a few trials, Albert began crying and avoiding the rat when he saw it, they 

even without hearing the noise. Together with the rat, Albert was presented a list of other 

things, a rabbit, a dog, and a fur coat. A generalized fear also appeared. This procedure 
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followed Pavlov's classical conditioning model and the researchers obtained the expected 

result. 

Based on Pavlov's classical conditioning theory and Hull's instrumental 

conditioning theory, Mowrer (1939) developed a two- factor or two-stage mediation 

learning theory to explain both the acquisition and maintenance of fears and related 

anxieties. The first factor is consistent with the classical conditioning model, which 

addresses the acquisition of fears and anxieties. Mowrer) postulates that anxiety is a 

learned response, occurring to signals (conditioned stimulus) that are "premonitory" of 

situations of injury or pain (unconditioned stimuli). The second factor, following Hull's 

instrumental conditioning (drive reduction), explains the maintenance of avoidance 

behavior, which serves to reduce anxiety. The relief (drive reduction) brought by the 

avoidance behavior will in turn reinforce the behavior and help maintain it. Mowrer's 

two -stage theory also found empirical support. For example, in Miller's experiment 

(1948), rats were placed in an apparatus consisting of two compartments separated by an 

open door. The white compartment was designed with a grid floor to administer electric 

shock, while the black compartment had no such grid floor. Before training, the rats had 

no apparent preference to either compartment, but when they were placed at the white 

compartment and administered electric shock, they fled to the black one through the open 

door, even after the withdrawal of the shock. This experiment demonstrated the power of 

aversive event to elicit fear response and fear reduction (avoidance) as reinforcement. 

Nevertheless, classical conditioning theories have been criticized. For example, 

Ziv and Israel (1973) found that people might not acquire fears and anxieties even in 
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fear-provoking and traumatic situations; on the contrary, they adapt to them. Moreover, 

studies by Hallam and Rachman (1976) showed that it is difficult to produce conditioned 

fears in human subjects, even in well-planned and controlled laboratory conditions. 

Specifically, Rachman (1977) challenged the notion of "equipotentiahty" because 

research showed that not all stimuli have an equal chance of being transformed into a 

fear-evoking stimulus. For example, the experiment conducted by Bragman and 

Valentine failed to condition fears in infants and children to geometrically shaped 

wooden objects, curtains or opera glasses (King et al., 1988). 

Another behavioral view of the development of fears and phobias originated from 

Skinner's operant conditioning, which emphasizes the significance of a child's 

environment (Skinner, 1953). Based on this theory, Ayllon, Smith, and Rogers (1977) 

explained the acquisition of school phobia (target behaviors) which is defined 

operationally/quantitatively in terms of observable and measurable behaviors, such as 

low frequent school attendance. The operant approach assumes that school phobia is 

learned and that the child's target behaviors are encouraged by his or her home 

environment, either due to the attraction of home environment over school environment 

or parents' support (1977). There is, however, a lack of etiological research to 

empirically support this theory (Morris & Kratochwill, 1983). 

Bandura's social learning theory is another behavioral model in explaining fear 

acquisition and fear avoidance behavior. Bandura (1968) maintained that individuals 

acquire fear through vicarious learning or directly observing a model being exposed to a 

traumatic event in the fearful situation and acquiring a symbolic representation of the 



42 

modeled event. Research evidence has demonstrated fear development through modeling 

process. For example, in the study by Bandura and Rosenthal (1966), observers watched 

a model receiving shock associated with a buzzer as part of the conditioning experiment, 

the observers experienced elevated levels of physiological activity when the buzzer was 

presented to them even without the electric shock. A decade later, Bandura (1977) 

developed a new concept called "self-efficacy", emphasizing the importance of 

expectation of personal efficacy in one's selection of behaviors and copying efforts in 

challenging situations. Specifically, people with a specific fear avoid a threatening 

situation/ stimulus because they believe that this fearful situation exceeds their coping 

skills. Thus, they expect to be fearful and helpless and they are unable to initiate positive 

actions to overcome their fears. Furthermore, individuals in fearful situations give up 

their efforts "prematurely," consequently, they will retain their self-debilitating 

expectations and fear for a long time (Bandura, 1977). There is a lack of empirical 

support for this self-efficacy concept. 

A more recent behavioral theory of the development of fears and phobias was put 

forward by Rachman. Rachman (1977) noted that the history of some phobic patients is 

not always related to a certain traumatic learning situation, and the fear or anxiety may 

have been acquired through other pathways. Thus, Rachman postulated that there were 

three pathways of phobia acquisition: (a) direct conditioning, (b) vicarious 

conditioning/modeling, and (c) instruction or information. Similar to Mowrer's first 

factor in fear acquisition, the first pathway of Rachman's theory also involves a 

conditioned stimulus which is paired with an unconditioned stimulus to produce a 
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conditioned response. According to King et al.," the likehhood of a conditioned fear 

developing is increased by confinement, by exposure to high-intensity pain and/or fear 

situations, and by frequent repetitions of the association between the conditioned stimulus 

and the pain/fear" (1998, p. 299). 

Rachman's second pathway of fear/phobia acquisition is vicarious conditioning or 

modeling. Rachman postulated that children acquire fears by modeling fear and phobic 

reactions in other people (1977). Moreover, many children are able to tell when other 

people are afraid. If adults see something as wrong and fearful, it is speculated the child 

will mostly likely to interpret the same situation as wrong and fearful. 

The third pathway to fear and phobia acquisition, according to Rachman (1977), 

is that people learn fears by gathering and digesting direct/indirect information or 

instruction from other people. If a child hears or overhears stories about his or her 

mother's fear of dogs, he or she would earn to be afraid of dogs. Rachman speculated, 

however, that fears acquired via instruction or information from other people are likely to 

be mild and less severe than those fears acquired through direct or vicarious conditioning. 

In a study conducted by Ollendick and King (1991), the authors examined whether 

children's most commonly reported fears were a result of direct conditioning, vicarious 

conditioning, instruction/ information pathway, or a combination of any of these. The 

results of this study showed that 56% of the children attributed their fears to vicarious 

learning, 36% of the children to instructional factors, and 7% to direct conditioning, 

indicating the important role of modeling in the acquisition of fears. 
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Cognitive Theories 

Albert Ellis, trained originally within a psychoanalytic perspective, formulated a 

cognitive theory-Rational Emotive Theory (RET) of personality and therapy (1962). The 

theory hypothesized that an "activating experience or event" (A) does not lead to 

emotional disturbances or "consequences" (C), such as anxiety disorders, and these 

consequences are largely caused by peoples' "belief system" (B) about the activating 

event (Ellis & Whiteley, 1979). Thus, Ellis maintained that the actual dangerous event 

or situation itself might not lead to anxiety; rather it is the interpretation of the fearful 

stimulus through the person's cognition system that produces fears and anxiety followed 

by the avoidant response of the fear-provoking situation (Ellis, 1962). 

Based on RET, Ellis maintained that people have a biological basis to think 

irrationally. One form of irrational thought or cognitive distortion is that, "I MUST be 

competent, adequate, and achieving, and I MUST win the approval of virtually all the 

significant people in my life. It's awful when I don't. I can't stand failing in these all-

important respects. I am a rotten person (R.P.) when I don't do what I must do to act 

competently and to win others' approval (Ellis &Whiteley, 1979, p.3). People with this 

irrational belief make themselves feel incompetent to cope with threats and dangers, and 

these negative cognitive distortions lead to phobias and anxieties. 

Ellis also outlined two kinds of anxieties, each having its origins in different 

cognitive distortions. They are "Discomfort Anxiety" and "Ego Anxiety" (1982). In 

Discomfort Anxiety, an individual tends to feel that one must be always comfortable and 

painless and it is unbearable when things go wrong or when something dangerous or 
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fearful is confronted (Ellis, 1982). As a consequence of such irrational beliefs, people 

will spend most of their time worrying about and avoiding events that they mistakenly 

believe that they are unable to cope with and that they will be miserable and 

uncomfortable. Ego Anxiety is "anxiety about one's self, ones' being, one's essence," 

and it results from an individual's belief that he or she must do well and be approved for 

doing well, otherwise, she or she is bad and unworthy, and other people would not care 

for him or her again (Ellis, 1982, p. 25). 

Another cognitive theory proposed by Beck (1988) that pertains to anxiety 

disorders has been that people with clinical fears and anxieties tend to show different 

levels of cognition. For example, within his cognitive model Beck indicated that there 

are two different cognitive levels, the "negative automatic thoughts" and the 

"dysfunctional assumptions and rules" (Clark & Beck, 1988). The first cognitive level 

refers to those thoughts and images present when a person is anxious. The second level 

refers to general beliefs that the person holds about his or her self and the world and 

which are believed to influence the excessively negative interpretations (e.g., Clark & 

Beck, 1988; Coleman, 1996). Thus, Beck maintained that individuals with fears or 

related anxiety disorders have perceptions of unrealistic or exaggerated danger, which 

will create a constant state of emotional tension and subjective distress (Beck & 

Greenberg, 1988). These overestimates of danger depend on one or more cognitive 

errors, such as, overestimating the probability of a feared event, overestimating its 

severity, underestimating coping resources, and underestimating rescue factors (Clark & 

Beck, 1988). In a fearful situation, these individuals tend to activate danger schema and 
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make selective scanning of the environment for threat. They lose their ability to evaluate 

their "threat bound cognitions" in a rational and objective manner (Freeman & 

DiTomasso, 1994). With the irrational cognitive activities going on in their mind, these 

individuals are all the more anxious. 

Findings from studies investigating the cognitive model of fears and anxieties 

tend to support the theory. For example, Clark and Beck (1988) found that individuals 

are always able to specify an expected catastrophic outcome related to their phobic object 

and also experience threatening thoughts associated with the outcome while imagining 

themselves in the phobic situation. 

Biological Theories 

The biological theories of fears and related anxieties presume that "some stimulus 

configurations elicit fear reactions without apparent prior experience with the 

configuration and certainly without learning any aversive associations to the 

configuration being involved" (Davey, 1995, p.317). One event that has intense, sudden, 

and unexpected qualities and elicits fear from a person is a loud noise. Other more 

complex events, such as the departure of a familiar object, like a child's mother, may 

naturally elicit fear as well (Lewis & Rosenblum, 1974). 

This fear response occurs because "specific systems of the brain, situated largely 

in subcortical areas, unconditionally generated a variety of somatic, behavioral, visceral, 

hormonal, and psychic changes that characterized fear" (Panksepp, Sacks, Crepeau, & 

Abott, 1991, p.8). This brain evolution is due to the fact that these behavioral and bodily 

changes controlled by certain neural patterns are effective in warding off threats of bodily 
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destruction. This basic neural ground plan appears to be remarkably similar in the brains 

of all surviving mammalian species due to the substantial part of the evolutionary journey 

they have shared (Panksepp et al, 1991). 

Recent studies on the biological basis of fears and related anxieties have mostly 

focused on the amygdala (LA). Research evidence demonstrates that electrical 

stimulation of the brain along the amygdala to the region of the mesencephalic central 

gray area elicits an intense pattern of fear-like behavior, via the anterior and ventromedial 

strata of the hypothalamus. 

LA is believed to be the key to fear pathways in the brain, and it represents a 

central fear system involved in the acquisition of conditioned fears (Davis, 1992). 

LeDoux (1998) supported Davis' emphasis on the function of LA in fear acquisition and 

further proposed that pathways underlying fear conditioning involve the transmission of 

conditioned stimulus (CS) information to the LA and transmission from the LA to 

various conditioned response (CR) control networks in the brain stem. When a formerly 

neutral and harmless stimulus activates the LA by pairing that stimulus with an aversive 

event, conditioned fear may occur. Damage to the central nucleus and the LA may 

disrupt fear conditioning to auditory or visual conditioned stimuli, block the expression 

of fear-potentiated startle response, and consequently prevent people and animals from 

learning about stimuli that warn of danger (LeDoux, Cicchetti, Xagoraris, & Romanski, 

1990b). For example, as a result of LA damage, rats appear to lose their fear of cats, and 

monkeys lose their fear of snakes (Davis, 1992). 
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The identification of LA as a key pathway to the development of fears has 

obvious implications for the understanding of anxieties and clinical fears, especially after 

researchers have identified two areas involved in the changes of how LA processes 

information underlying fear conditioning (LeDoux, 1998). The two areas are the 

hippocampus and the medial prefrontal cortex. The former area is responsible for 

contextual conditioning, where the fear conditioning process occurs; the latter area has a 

role in fear extinction. Damage to the hippocampus area interferes with conditioning to 

contextual cues (Phillips & LeDoux, 1992). Thus, LeDoux (1998) presumes that the 

generalization of fear that occurs in some anxiety disorders is due to weakening of 

contextual constraints on fear. A damage to the medial prefrontal cortex results in 

prolongation to extinction. This finding has important implications in that medial 

prefrontal cortex damage is likely to produce clinical fears which are hard to get rid of 

once they are acquired (LeDoux, 1998). 

Another biological approach has been presented by Seligman (1971). According 

to Seligman (1971), human beings and animals are biologically prepared to be fearful of 

evolutionarily relevant items such as snakes. For example, in the studies by Cook and 

Mineka (1989) and Mineka and Cook (1993), they examined the acquisition of fears in 

rhesus monkeys. The researchers exposed the laboratory-reared monkeys with no prior 

fear of snakes to videotapes of wild-reared monkeys reacting fearfully in confrontation 

with snakes (evolutionary relevant) and flowers (evolutionary irrelevant). The results 

showed that the lab monkeys acquired intense and persistent fear of snakes but not of 
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flowers. Thus, this vicarious learning process elicited fear of an evolutionary relevant 

stimulus. 

Gray (1987) takes another approach to understanding fears and related anxieties. 

He maintains that neutral mechanisms mediating human or animal behaviors like walking 

and fearful reaction to certain stimuli like snakes are not fully functional at an early age 

but undergo further development as the organism matures. For example, in Hinde's 

experiment (1954), hand-reared birds showed flight behavior when they were faced with 

a stuffed tawny owl at more than one-month old, but no such avoidant behavior was 

observed at an earlier age. In another study, Hebb, (1946) presented to the chimpanzees a 

"painted wax replica of a coiled 24-inch snake" together with many other objects. It was 

found that only this fake snake produced sign of fear (withdrawal from the stimulus) in 

21 chimps. A noteworthy thing is that 9 of the animals were lab chimps and their 

behavior did not show any difference from that of wild ones. Thus, it was believed that 

fear of snake is innate in chimps and that the maturation of fear of snake in chimps 

reached its maximum at about 6 to7 years-of-age (Gray, 1987; Hebb, 1946). 

Genetic Theories 

A number of studies have suggested that genetic factors play an important role in 

the development of fears and related anxieties (Kendler, Neale, Kessler, Heath, & Eaves, 

1992; Skre, Onstad, Torgersen, Lygreen, & KrinGlen, 2000; Taylor, 1998). Twin and 

adoption studies provide specific information about genetic contributions to fears and 

related anxieties, although results from these studies often fail to find evidence for the 

specific heritability of a certain type of anxiety disorder. In one twin study, Skre et al. 
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(2000) found a relatively high heritability estimate for common social fears, but the 

highest heritability was found for common fears of small animals. In another twin study, 

Kendler et al. (1992) found a concordance rate of social phobia that was higher for 

monozygotic twins than for dizygotic twins. Their study also found some support for a 

specific heritability of social phobia, with the result suggesting that genetic factors 

specific to social phobia account for 21% of the variance and that an additional 10% of 

the variance was due to genetic factors shared by all phobias. 

In a later review of the literature on the role of genetic influences on fear 

development, Taylor (1998) made a differentiation between generalized and specific 

genetic factors. He indicated the following. 

The general factor tends to make a modest contribution to agoraphobia, 

situational phobia, and social phobia (7-10% of variance; mean = 9&) and a 

greater contribution to animal phobia (35%). Conversely, specific genetic factors 

were more important or agoraphobia, situational phobia, and social phobia (20-

29%; mean = 23%) compared to animal phobia, (p.211) 

This general genetic factor is consistent with some other literature on general 

genetic predisposition toward fearfulness and anxiousness (Hudson & Rapee, 2000). For 

example, behavior inhibition (BI) is a frequently discussed genetic predisposition that is 

believed to be stable and inheritable. BI is a tendency of some children to interrupt 

ongoing behavior and stop talking and/or doing when confronted with strangers and 

unfamiliar settings (Muris & Merchelbach, 2001). Recent studies have demonstrated a 

link between BI and anxiety disorders, especially social phobia and panic disorder 
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(Hudson & Rapee, 2000). In addition, Biederman and his colleagues (1993) in their 

three-year study of preschool children found that those children identified as behaviorally 

inhibited were more likely to have anxiety disorders and phobias. Three years later, the 

rates of specific phobias and other anxiety disorders in the originally identified children 

increased significantly. Therefore, BI can be considered as a general genetic factor 

responsible for a wide range of anxiety disorders and phobias (Muris & Merckelbach, 

2001). Moreover, in examining the heritability of Bl and its relationship with fears and 

related anxieties, Birderman et al. found that children whose parents suffer panic disorder 

with or without agoraphobia and with or without depression are likely to be behaviorally 

inhibited and that they have a significantly higher rate of having overanxious disorder. 

Most of the studies on genetic basis of fears and related anxieties are based on a 

single diagnostic assessment, which leads to a low reliability and underestimation of the 

heritability of fears and related anxieties (Kendler et al., 1999). Kendler et al. found from 

their second interviews with the same instruments at a later time that there was a 

substantial increase in heritability of phobias in comparison with the result obtained from 

the first interview (with total heritability increase from 32 % to 55%). Researchers 

should therefore, take caution when they interpret the heritability data collected from a 

single and one -time diagnostic assessment. 

Neurophysiological Theories 

Etiological explanations of fears and related anxieties have been mostly 

dominated by behavioral, psychoanalytic, cognitive, biological, and genetic theories. 

Another etiological perspective that is increasing in recognition is neurophysiological 
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theory. For example, research evidence indicates that the left frontal lobe is associated 

with approach behavior and the right frontal areas are involved in avoidance behavior 

(Tomarken & Keener, 1998). In the study by Davidson and Fox (1989), the authors 

found that infants with a strongly activated right frontal lobe tend to react with crying 

when exposed to maternal separation situations. One could therefore hypothesize that an 

individual with a stable frontal area hyperactivation is more likely to react with 

withdrawal to potentially threatening stimuli and therefore is a good marker of BI and 

severity of childhood phobias. 

In addition, within the neurophysiological perspective of fears and related 

anxieties, the cerebellar-vestibular (CV) relationship is emerging as a possible 

contribution to fear and phobia development. For example, as early as 1870, Benedict (as 

cited in Levinson, 1989) suggested the vestibular origin of agoraphobia. Benedict's 

assumption finds support from later studies that also have demonstrated a relationship 

between vestibular dysfunction and agoraphobia, claustrophobia, driving phobia, and 

panic disorders (Blythe & McGlown, 1979). Moreover, Levinson (1989) found in 

students with both LD and CV dysfunction a 64.4% frequency of fears and phobias, 

indicating an apparent relationship between CV dysfunction and fears and related 

anxieties. Levinson presumes that CV dysfunction may act as a predisposing rather than 

a determining factor that leads to fears and phobias, since the severity of CV dysfunction 

is not enough to predict fears and minimum CD dysfunction can trigger fears and 

phobias. Levinson suggested a differentiation of fears and phobias based on their origin, 

that is such fears and phobias can be Realistic or Traumatic -Type-I, Neurotic -Type II, 
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and CV-determined -Type III. Type III fears and phobias are mostly caused by a small 

number of known CV mechanisms responsible for balance, coordination, muscle tone, 

motion, as well as visual, auditory, tactile, directional, and even academic-related 

functions. Levinson listed seven CV mechanism related fears and phobias. For example, 

fears of height, open space, escalators, walking through crowds, fear of getting fainted, 

are believed to be triggered by CV-related imbalance, perceptual and/or "tonal" 

disturbance. 

Consistent with his theory, Levinson has also attempted to explain why females 

manifest more fears than males from a neurophysiological perspective. He believed that 

CV related mechanisms that contribute to fears and related anxieties might be "sensitized 

and destabilized by hormonal fluctuations in a manner analogous to the release of vertigo 

in menstrual-related states" (Levinson, 1989, P. 78). 

Fears and Related Anxieties in Children 

and Youth Having a Disability 

Some research findings have suggested that disabled or handicapped individuals 

tend to manifest a higher prevalence of psychopathology than do non-handicapped 

persons (Ollendick et al. 1985; Wenar, 1992). More specifically, people who have 

mental retardation, learning disabilities, physical handicaps, health impairments, and 

other disabilities, are more prone to develop depression, anxiety, withdrawal, and poor 

self-image. The greater prevalence of psychopathology is usually related to these 

people's handicapping condition and lack of social acceptance and social contact outside 

home settings (Weime & Kratochwill, 1991). Moreover, it has been reported that 
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families with a handicapped child experience more stress and frustration than do families 

with no handicapped children (Lee, Lieh-Mak, Hung, & Luk, 1983). 

Substantial studies have been conducted on fears and related anxieties in normal 

children and youths, whereas related studies with disabled or handicapped individuals are 

rare. For example, when Gullone (1996) reviewed the literature on normal fears in 

people with a disability, only 20 related studies were reported. Interestingly, few new 

studies have been pubhshed since Gullone's review. 

Health Impairment 

People with health impairment and chronic medical conditions have a higher 

prevalence of psychological disturbances compared to non-health impaired people (King, 

Gullone, & Ollendick, 1990), but very few studies, however, have actually explored the 

types of fears and related anxieties in this group of people. 

Spinetta, Rigler, and Karon (1973) were among the first researchers to examine 

anxiety in children with health impairments. In their study, they compared anxiety levels 

in 25 hospitalized children with a diagnosis of leukemia and 25 children with chronic but 

nonfatal illness. The two groups of children were matched for age, seriousness of illness 

condition, and amount of intervention. A protocol with three measurement instruments 

was individually administered to all 50 children. The first instrument was Pictures (PIX), 

which consisted of four pictures of hospital scenes and requested that children tell stories 

about their concerns regarding present and future physical functioning. The second 

instrument was a three-dimensional model of a hospital room where the child was 

supposed to tell stories while placing magnetized dolls representing parents, doctors, and 
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nurses. The third instrument was a 40-item Hospital Anxiety and Home Anxiety 

questionnaire adapted from the STAIC of Spielberger (1973). 

In comparison with the control group of chronically ill children, Spinetta et al. 

(1973) found that children with leukemia both at initial hospital entry and at subsequent 

readmissions related stories indicating significantly greater concern and preoccupation 

with threats to body and physical integrity and functioning. Furthermore, the leukemia 

children manifested a significantly greater anxiety in both hospital-related and non-

hospital related questions. Spinetta et al. suggested that young children with fatal illness 

may not have the cognitive ability to overtly express the concept of death, although they 

may feel, as expressed through their respective fears and anxieties, that they may die. 

In a second study, Lee et al. (1983) examined the anxiety pattern in Chinese 

leukemia children and Chinese children with orthopedic disorder (6 to 10 years of age). 

The Children's Apperception Text (CAT) was used to measure the pattern of 

psychological functioning and degree of anxiety. Lee et al. used both quantitative and 

qualitative methods of data analyses. Their results showed that children with leukemia 

exhibited twice as many fears and anxiety responses as children having orthopedic 

disorder. Moreover, they found that some of the leukemia children were so overwhelmed 

by their own anxieties that they were not able to complete the story, but those children 

with orthopedic disorder appeared to express anxieties that were more comprehensible 

and their stories often had happy endings. 

In another study. King, Gullone, and Ollendick (1990) investigated fears in 

children 7-18 years of age who had different health impairments, including cerebral 
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palsy, peripheral musculo skeletal anomalies, spine bi fida, muscular dystrophy, and 

asthma. These health conditions were either congenital or developed in the child's early 

years of life. Ollendick's FSSC-R (1983) was individually administered to children with 

health impairments, and in a group format to the control children. The findings showed 

that children with health impairments reporting significantly greater number of fears than 

did control children. Moreover, their fears were more related to the unknown, injury, and 

small animals. Consistent with the normal data of fears and related anxieties, older 

children reported significantly fewer fears than younger ones, and females reported a 

significantly greater number of fears than males. 

Autism 

Matson and Love (1990) compared fears in 14 autistic children and 14 control 

children and adolescents 2.5 to 17 years of age using a modified version of Ollendick's 

FSSC-R. Results showed that the 10 most common fears for children with autism were 

often associated with the characteristics of their diagnosis. Specifically, the fears found 

included fear of noises, fear of the dark, and fear of being with people. These fears are 

characteristic of younger normal children, indicating a lower cognitive functioning in this 

group autistic children and adolescents. 

Another study involving children and adolescents with autism, as well as 

Asperger Syndrome (AS), was conducted by Kim, Szatmari, Bryson, Streiner, and 

Wilson (2000). The authors examined the prevalence and correlates of anxiety and mood 

problems in 9 to 14 year- old children and adolescents. In comparison with a community 

control sample, the authors found that AS and autistic children and adolescents 
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manifested greater anxiety problems, with no difference in the number of anxiety 

problems between AS and autistic children. The findings also showed that the number of 

anxiety problems was not correlated with early autistic symptoms but with early 

verbal/non-verbal IQ discrepancy scores. The authors suggested that AS and high 

functioning autistic children and adolescents may be at a greater risk for developing 

anxiety problems. 

Visual Impairment 

Loss of vision has been regarded as only secondary to loss of life. Individuals 

with visual impairment have to face developmental tasks that are more difficult for them 

to handle relative to sighted persons, and that they have to face possible rejection and 

derision from peers and other people, all of which may lead to emotional stress and 

problems (Ollendick et al., 1985; Wiemer & Krotochwill, 1991). In addition to the 

studies reviewed earlier by Gullone (1996), Hardy (1968) examined anxiety in visually 

handicapped children. His study showed that older children with visual impairment 

exhibited more anxiety than younger ones, which is opposite to the normal data on fears 

and related anxieties where older children and adolescents tend to report fewer fears and 

anxieties than youngsters. In another study, Matson, Manikam, Heinze, and Kapperman 

(1986) measured anxiety in 75 legally blind children and youths (9-22 years old) using 

three highly correlated measures of childhood anxiety—the Self-Evaluation 

Questionnaire, the FSSC-R, and the Children's Manifest Anxiety Scale. Matson et al. 

reported no significant gender difference in overall levels of anxiety and fear in either the 

normal or handicapped population. Different from Hardy's finding and consistent with 
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normative data, greater anxiety was observed in the youngest age group (9 to 14 years of 

age), and least anxiety in the oldest group (17 to 22 years of age), indicating that younger 

children with visual handicaps are more likely to become anxious in specific 

environmental events. 

In a third study, Wilhelm (1989) reported fears and related anxieties in 139 

visually handicapped children among whom 54 were totally blind and 85 were low 

vision. The Children's Fear Survey Schedule-Revised (CFSS-R, Ramirez, 1986) and the 

RCMAS (Reynolds & Richmond, 1997) were administered to these children in small 

groups, where they responded to an audio tape recording of the two questionnaires. 

Results of the study did not suggest significant difference between degree of vision 

impairment and total fear score. Different from the study conducted by Matson et al., 

significant gender differences were found, with females reporting significantly more 

fears, significantly greater intensity of fears, and higher total anxiety scores than males. 

Although younger children did not report more fears than older children did, younger 

ones did report significantly greater intensity of fears than older children, indicating that 

young children with visual impairment may be less effective in coping with anxiety 

problems. Another finding was that the mean score for all children on the RCMAS was 

nearly identical to the mean scores presented by Reynolds and Richmond (1985). 

Hearing Impairment 

Pintner and Brunschwig (1937) were not only the first researchers to examine 

fears among deaf children, but also the first to study this topic in disabled population in 

general. In their study, Pintner and Brunschwig administered a fear test composed of 39 
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fear arousing words and short phrases of things or objects to 159 deaf students and 345 

hearing students. Among the student participants in similar grades, deaf boys were at an 

average two years older than hearing boys and deaf girls were three years older than 

hearing girls. This age discrepancy was deliberate since deaf students were believed to 

be delayed in their language development and academic performance for two to three 

years. Consistent with the normative data, girls in both groups reported more fears than 

deaf and hearing boys. Moreover, deaf girls expressed a significantly larger number of 

fears than hearing girls. An important finding reported by Pintner and Brunschwig is that 

students deaf since birth or early childhood have more fears than those who lost their 

hearing at a later age. Another revealing finding is that there is a consistent low 

correlation between chronological age and fear scores, indicating the discrepancy of 2 to 

3 years between the mean age of deaf and hearing students does not account for the 

differences in the two groups on the fear test. 

In addition, the authors observed a consistent significant difference in the types of 

fears in the deaf and hearing groups, and a fear that is consistently reported by deaf 

children is "thunder." The authors did not further explain whether those deaf students 

who reported fear of "thunder" were congenital deaf students or students who were deaf 

at a later age. It is important to make this distinction in that it helps to explain the origin 

of such fears, for example, if congenital deaf students report such fear, but they have 

never heard the sound of thunder, how and where have they acquired this fear without 

being exposed to it? 
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Lastly, the study of Pintner and Brunschwig (1937) also revealed the influence of 

SES on fear contents. Student participants of this study were urban school children from 

average to low SES. Six fears among the 10 most common were related to personal 

safety and environmental hazards, "war," "death," "bad man," robbers," snake," and 

"fire," most of which are encountered in everyday life. This finding finds support in 

Graziano's assumption that the type of fears is influenced by the environment people live 

in (1975). 

The second study that examined fearfulness in hearing-impaired individuals was 

conducted by King, Mulhall, & Gullone (1989) and reviewed by Gullone (1996). 

Individuals with hearing impairment experience more stress in daily social and academic 

functioning, perceive the world as more intimidating and frightening, and they are more 

at risk of developing psychological problems (King et al., 1989). Thus, it is essential that 

professionals and researchers examine their patterns of emotion, fears and related 

anxieties in particular, so that they are able to understand the development and needs of 

this disabled population. 

Mental Retardation 

In addition to the research studies reviewed by Gullone (1996), three other studies 

that have been published focus on fears and related anxieties in mentally retarded people. 

Duff, Rocca, Lizzet et al. (1981) compared fears of mildly retarded adults with those of 

non-retarded adult controls and children matched with the retarded adult's mental age. 

An integrated fear survey schedule compiled from four different fear survey schedules 

was used to measure fears in these participants. Duff et al. found that retarded adults 
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reported significantly more fears and greater intensity of fears than did non-retarded 

adults, but less overall fear than did the non-retarded children. The types of fears 

reported by retarded adults were found to be similar to those of the matched children, 

which include fear of thunder, lightning, and being kidnapped. 

In the preliminary investigation of the nature and prevalence of fears in 

developmentally disabled children and adolescents 9 to 22 years-of-age, Knapp, Barrett, 

Groden, and Groden (1992) found using Ollendick's FSSC-R that the FSSC-R elicited 

significantly more fears than did the spontaneous recall using a structured interview 

procedure. Among the 10 most prominent fears reported on the FSSC-R by these 

participants, seven of them are shared by developmentally non-handicapped participants 

of similar age as reported by Ollendick et al. (1985). Nevertheless, an examination of 

those fears not shared by the developmentally non-handicapped participants reveals a 

noteworthy finding— developmentally disabled participants were specifically fearful of 

animals and objects or events that endanger physical well being, whereas the 

developmentally non-handicapped group is more afraid of such abstract concerns as 

criticism and failure (Knapp et al., 1992). 

A third study by Vanderberg (1993) compared 112 normal children between 4 and 

12 years of age and 42 educationally mentally retarded children 7 to 12 years-of-age. He 

found significant age and gender differences in the types of fears reported by the two 

groups of children. Specifically, older normal children reported less fear of imaginary or 

unknown things and more fear of "human agency" and events in the physical world, 

suggesting that with the development and increase of knowledge and experience, older 
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children's fears and anxieties become more realistic (the author did not further specify 

what the imaginary things and human agency and events refer to). In addition, females 

reported significantly more fears of animals than did males, who reported significantly 

more fears of events involving human agency than females. A comparison of the types of 

fears in normal and retarded children at the same chronological age revealed that retarded 

children exhibited patterns of fears similar to those of younger normal children, that is 

retarded children were more afraid of imaginary things. 

Learning Disabilities 

Fears and anxieties especially anxieties in individuals with LD enjoys most 

attention from researchers in both quantity and extent, in comparison with studies done in 

other disabled population. Students with LD, due to their cognitive and social 

communicative difficulties, often experience distress and failure in academic and social 

activities. These failures lead to derision and rejection from peers, which will contribute 

to their feelings of anxieties. This feeling of anxiety may be accompanied by 

psychophysiological changes in students with LD (Margalit & Raviv, 1984; Thomas, 

1979). For example, Margalit and Raviv (1984) were among the first to examine the 

psychophysiological aspect of fears and related anxieties in persons with disabilities. In 

their study, they looked into the minor somatic complaints (MSCs) in three groups of 

students, LD students (1st to 7*^ grade), regular students (1st to 6"^ grade), and EMR 

students (1st to 7^^ grade). MSCs in the study were defined as complaints of physical 

discomfort without a demonstrable organic cause which need no or seldom medical 

intervention and get relieved upon receiving attention. Teachers were given a list of such 
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complaints and they graded the frequency of the complaints for each student on a three-

point scale (often, occasional, seldom). The result shows that students with LD, in 

comparison with regular and EMR students, demonstrate a significantly higher frequency 

of MSCs, especially fatigue, headache, and stomachaches. Furthermore, upon such 

complaints, significantly fewer students with LD are allowed to leave class or stay at 

home than are regular students. A consequence of this is that students with LD have to 

confront difficulties with passive and avoidance behavior, " the accompanying emotions 

being anxiety and helplessness" (Margalit & Raviv, 1984, p. 227). Thus, the authors 

caution teachers and even nurses that they should be aware of such complaints and their 

implications and possible emotional distress accompanied in students with LD (Margalit 

& Raviv, 1984). 

Recent years, mainstreaming students with LD has become a trend and it is 

supposed to improve self-concept and emotional well being of these students. Two 

studies have done to investigate if there is any difference in anxiety manifestation as a 

function of time that students with LD spend in special education classes. Stein and 

Hoover (1989), using RCMAS, compared manifest anxiety in students placed in part-

time resources rooms, full-time LD students, and regular classrooms. The results show 

that students receiving part-time special education services scored significantly higher 

than the regular students on the Total Anxiety and the Worry/Oversensitivity cluster. 

These results support the findings of Paget and Reynolds (1984), and suggested that LD 

students may be placing high academic and social demands on themselves, which, in 

turn, may lead to distress and anxiety. Both studies also found significantly higher Lie 
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scale scores among students with LD receiving full time special education relative to the 

students in the other two groups. This suggests that these LD students may be trying to 

present themselves favorably to adults. The fact that both studies using the same 

instrument yielded similar results enhances validity of the use of the instrument with 

children having a disability (Stein and Hoover, 1989). 

In contrast to these results, Rodriguez and Routh (1989) reported somewhat 

different findings in their study examining the influence of time factor on manifest 

anxiety also in three groups of students, students recently placed in LD class, students in 

LD service for more than one year, and a non-LD control group (mean age =11 years). 

Besides instruments used to measure children's attributional styles and depression, the 

authors used RCMAS and the Anxiety-Withdrawal subscale of the Revised Behavior 

Problem Checklist (RBPC). Results showed that both groups of LD students reported 

significantly more anxiety on the RCMAS than did the control group. Moreover, the 

experienced group reported higher mean anxiety scores than the control group and the 

new LD students, whereas recently placed LD students differed significantly from the 

control group only in the Anxiety-Withdrawal subscale of the RBPC. 

Students with LD, due to their high levels of anxiety, are also reported to be less 

adapted than non -disabled peers to social interactions and academic problem solving 

activities (Fisher, Allen, & Kose, 1996). In order to examine this explanation. Fisher et 

al. (1996) studied the relationship between anxiety and problem solving skills in boys 

with and without LD (9 to 11 years-of-age). They found that LD boys reported greater 

pretest anxiety than non-LD boys on all STAIC measures. It was also found that the state 
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anxiety of these boys was elevated during the social problem-solving activities, as 

measured by Means-Ends Problem Solving Procedures (MEPS), an untimed test for a 

person to use different strategies to solve daily social problems. 

The studies reviewed in the above section mainly compared anxiety in LD and 

non-LD groups. Newcomer and Barenbaum (1995) in their study included not only LD 

students but also and additional group with conduct disorder (CD). These students were 

administered the Depression and Anxiety in Youth Scale (DAYS). The results showed 

that students with CD reported the highest self-ratings in both depression and anxiety. 

The teachers of these students also rated them similarly. In addition, it was found that 

LD students did not rate themselves as more anxious than non-LD children, but teachers 

did. Newcomer & Barenbaum also reported a significant gender effect, with female 

students rating themselves higher than male students in anxiety and depression. On the 

other hand, the teachers of these latter students rated males as more anxious than the 

females. 

Within the LD groups, difference in anxiety level was reported, with 

mainstreamed LD students reporting lower anxiety as compared to students in self-

contained classes, this finding is consistent with that of Stein and Hoover (1989), who 

also found that part-time students reported lower level of anxiety than full-time LD 

students. 

Comparative Studies Across Disability Groups 

In addition to Newcomer & Barenbaum's study that included LD and CD 

students. King, Josephs, Gullone, Madden, and Ollendick (1994) compared the fears in 
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children and youth (13 to 18 years-of-age) having either a visual impairment, or a hearing 

impairment, or intellectual disability. FSSC-R was administered with various 

modifications to adapt to the needs of the students. The results showed that children with 

intellectual disability had the highest mean total fear score and they had the greatest 

number of intense fears. In addition, the content of their fears was found to be 

qualitatively different from the regular and other disabled groups. The most 

discriminating fears included thunderstorms, dark places, and ghosts, which belong to 

Factor 2, "the unknown." Fear of small animals and injury was found in these students. 

King et al also found that females and younger children reported significantly more fears 

and with greater intensity then males and older children (1994). These findings are also 

consistent with those of Duff et al. (1981) and Knapp et al. (1992). 
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CHAPTER 3 

METHOD 

This present study is a descriptive study consisting of two questionnaires. The 

participants, survey instruments, the procedure, and method of data analysis are described 

in this chapter. 

Participants 

The present study included children and youths with one of the following 

disabilities; visual impairment, hearing impairment, health impairment, orthopedic 

impairment, mild mental retardation, and learning disabilities. As previous studies and 

the normative data indicate chronological differences of manifested fears and anxieties in 

children and adolescents, this study enrolled students aged 7 to 19 with the purpose of 

examining age difference. Participants were grouped by disability, age, and gender. 

Upon approval from local school districts, parents, and children and youths, those having 

been identified as having one of these disabilities were invited to participate in the study. 

Information concerning each child's IQ level (Borderline, Low Average, Average, Above 

Average, and Superior) was obtained from school records. 

There were a total of 296 children, their teachers, and parents in the present study. 

There were 15 students in the Hearing Impairment (HI) group, 74 in the Mild Mental 

Retardation (MIMR) group, 29 in the Other Health Impairment (OHI) group, 23 in the 

Orthopedic Impairment (01) group, 20 in the Speech Language Impairment (SLI) group, 

and 135 in the Learning Disabilities (LD) group. 
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Survey Instruments 

The Fear Survey Schedule for Children-Revised (FSSC-R). The FSSC-R 

(Ollendick, 1983b) is an 80-item fear schedule for children and adolescents 7 to 17 years-

of -age. However, participants up to 22 years of age have been involved in many studies 

(e.g., Ollendick, 1983b). Respondents indicate their level of fear to each of the 80 

stimulus items using a 3-point scale ("None," "Some," or "A Lot"). The FSSC-R 

measures specific fears in the categories of school, home, social, physical, animal, travel, 

and miscellaneous. A 5-factor solution based on factor analysis has been reported for the 

schedule: fear of failure and criticism, fear of the unknown, fear of minor injury and 

small animals, fear of danger and death, and medical fears (Ollendick, King, & Frary, 

1989). 

Although psychometric data about FSSC-R have not been widely reported, 

information available suggests adequate reliability and validity. For example, Ollendick 

(1983b) found that FSSC-R possesses high internal consistency ranging from 0.92 to 0.95 

and test-retest reliability at 0.82 (1 week) and 0.55 (3 months). Concurrent validity 

correlation between FSSC-R and the A-Trait scale on the State-Trait Anxiety Inventory 

for Children (STAIC) is 0.50. What's more, Ollendick found that FSSC-R was able to 

discriminate between normal and school phobic children. 

Revised Children's Manifest Anxietv Scale (RCMAS): The RCMAS (Reynolds 

& Richmond, 1978) is a well-normed instrument for children and adolescents 5 to 19 

years-of-age, consisting of 37"Yes" or "No" items (28 anxiety items and 9 Lie scale 

items). Similar to FSSC-R, studies have used participants with disabilities at an older age 
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(up to 22). The RCMAS is also known as the "What I Think and Feel Scale," and it was 

designed to assess the presence of generalized and nonspecific/nonsituational anxiety 

(i.e., trait anxiety). The RCMAS yields five scores: total anxiety score, lie scale score, 

physiological anxiety, worry/oversensitivity, and concentration. 

RCMAS was standardized on white, black, Mexican American, Nigerian, high-

IQ, and intellectually handicapped children. Coefficients of congruence across ethnic 

and gender groups range from 0.96 to 0.99, showing consistency of the structure of the 

RCMAS across the nominal variables (Reynolds & Richmond, 1997; Witt, Heffer, 

Pfeiffer, 1990). Reported internal consistency coefficiency across age range from 0.78 to 

0.87, and test-retest stabiHty coefficient ranges from 0.68 (9 months) to 0.98 (3 weeks) 

(King, Gullone, & Ollendick, 1989; Reynolds & Richmond, 1997; Witt, Heffer, Pfeiffer, 

1990). Concurrent and construct validity studies demonstrate a correlation of 0.78 to 

0.85 between the RCMAS and the A-Trait scale of STAIC (Crowley & Emerson, 1996; 

James, Reynold, & Dunbar, 1994). The finding that the total anxiety score of RCMAS is 

not correlated with the state anxiety (r= .10) indicates discriminant validity of the 

RCMAS (Crowley & Emerson, 1996; Reynolds & Richmond, 1997). Reynolds and 

Paget (1982) also conducted a national normative and reliability study of the RCMAS 

involving 4,972 children between 6 and 19 years-of-age. They found three anxiety 

factors: "physiological," "worry/oversensitivity," and "concentration." The factor 

structure of the RCMAS has also been found to be generally invariant with respect to 

race and gender (Morris & Kratochwill, 1983). 

The dependent measures for this study were the following: 
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1. Total fear score (sum of responses to the 80 items of the FSSC-R). 

2. Intensity of fears (i.e., total number of items endorsed "A Lot"). 

3. Pattern of fears as determined by factor-derived scale scores Total FSSC-R 

score 

4. Most common fears (fears rated as "A Lot" with the greatest frequency in 

FSSC-R). 

5. Total anxiety score on RCMAS 

6. Total score of each of the subscale scores of anxiety^ (i.e.,"physiologicar', " 

concentration, and "worry/oversensitivity") 

Procedure 

The survey instruments were completed by the special education classroom 

teacher, a parent, and the child. All children were administered FSSC-R and RCMAS on 

either an individual or group basis based on the nature of participants' disability. As 

procedural modifications were necessary in the assessment of disabled children (Matson 

et al, 1986; Ramirez & Kratochwill, 1990), for children with visual impairment, they can 

complete the schedules with the assistance of magnifying aids, and the original survey 

schedules will also be reproduced in larger print. To reduce their difficulty in reading the 

survey, the two instruments were recorded on audiotapes so that students with severe 

visual impairment could mark their choices while listening to the items. In relation to 

students with hearing impairment, speech pathologists were responsible for the 

administration. For students with mild mental retardation, the researcher read out loud 

each question on the schedules and used a physical gesture to indicate the different levels 
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of fear in FSSC-R. For older children and youths with LD, the special education teacher, 

with the help of the researcher, administered the questionnaires according to the 

standards and the students were given the questionnaires and asked to place an X in the 

box that best describes his or her level of fears and the presence or absence of anxieties. 

For participants with Other Health Impairment, the two instruments were administered on 

an individual or small group basis in school or other related settings. Teachers filled out 

the same questionnaires for each student. Parents answered the questionnaires about their 

child individually. 

Data Analyses 

The SPSS and the SAS statistical computer packages were utilized for the 

analysis of the data collected in the present study. The data collected from the 

questionnaires for each participant consisted of total scores and subscale scores. If both 

the total score and the subscale scores from each questionnaire were included in the 

Multivariate Analysis of Variance (MANOVA), severe multicollinearity problems 

occurred—indicating that the variables were too highly correlated. As a result, in order 

to determine significance differences, Analysis of Variance (ANOVA) procedures were 

used to analyze those dependent measures involving total scores from a questionnaire— 

specifically, total fear score, intensity of fears, and total anxiety score. MANOVA were 

used in comparing disability, gender, and age effects on the dependent variables which 

involved subscale scores from a questionnaire—specifically, pattern of fears and pattern 

of anxieties. 
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This latter approach to the data analysis is consistent with previous studies (e.g. 

Dong et al,1994; Ollendick et al, 1985) employing methodologies which are similar to 

the present study. Therefore, results from the present study will be more comparable to 

those findings reported in previous research. 

It should also be noted that due to the appreciably smaller sample sizes in the 

OHI (N = 29), 01 (N = 23), HI (N = 15), and SLI (N = 20) groups, only the LD (N = 130) 

and the MIMR (N = 74) groups were used in the statistical analyses involving the 

following dependent measures: total fear score, intensity of fears, pattern of fears, total 

anxiety score, and pattern of anxiety. On the other hand, each of the six disability groups 

was included in the data analysis involving the most common fears and the level of 

correlations between raters. As indicated by the normative data and results from previous 

studies, fears and related anxieties vary at different development stages. Furthermore, as 

children grow older, especially when they enter middle school and when they are about 

10 and 11 years of age, they are more likely to develop fears and anxieties that are social 

evaluative in nature. Based on their cognitive development, children in the present study 

were divided into two age groups: at and below 10 years of age, and above 10 years of 

age. 

A Levene's Test of Equality of Error of Variances was used in each of the 

statistical analyses to test the null hypothesis that the error variance of the dependent 

variable was equal across groups. If the significance level of the Levene's Test is <. 05, 

it means that the error of variance of the dependent variable was not equal across groups. 
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Consequently, the results of that dependent measure would be interpreted with caution. 

Slice effect tests determined the significant interaction effects. 

Frequency distributions were used to find out the most common fears in all 

participants as a whole and in each disability group individually. In the frequent 

distributions, the number of students who selected "A Lot" was added and the percentage 

of students who selected "A Lot" for a certain item was calculated and used to rank the 

most common fears in students. Since the dependent variables were ratio in nature, the 

two-tailed Pearson product moment correlation coefficient was used to determine the 

strength and direction correlation of student, parent, and teacher report of student fears 

and anxieties on all the dependent measures. All tests were set at an alpha = .05. 



74 

CHAPTER 4 

RESULTS 

In this chapter, the results of the statistical analyses are presented. Tables 

summarize the relevant data. 

In this study, disability, age, and gender differences based on student self -report 

were assessed in relation to the following dependent measures: (a) total fear score (i.e., 

sum of responses to the 80 items of the FSSC-R), (b) intensity of fears (i.e., total number 

of items endorsed "A Lot"), (c) pattern of fears as determined by factor-derived scale 

scores (i.e., sum of responses to those items contained on each of the five factors—fear of 

failure and criticism, fear of the unknown, fear of minor injury and small animals, fear of 

danger and death, and medical fears), and (d) 10 most common fears endorsed by 

children from different disability groups. Analyses were also conducted on disability, 

age, and gender differences with regard to children's total anxiety score, and the pattern 

of anxiety as measured by the sub- scale scores of RCMAS (i.e., physiological anxiety, 

worry/oversensitivity, and concentration). Lastly, results are presented regarding 

correlations between student, parent, and teacher report on students' total fear score, 

intensity of fears, the pattern of fears (as measured by the five factors on FSSC-R), total 

anxiety score, and the three subscales of RCMAS (physiological anxiety, 

worry/oversensitivity, and concentration. 

Total Fear Score 

Total fear score was measured by the sum of responses to the 80 items of the 

FSSC-R. 
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A Disability (LD, MIMR) x Age (10 and below, above 10) x Gender ANOVA 

was conducted on the total fear score. Results indicated significant main effects for 

disability, F (1,204) = 3.89, p < .05; and gender, F (1,204) = 4.23, p < .05. Significant 

disability x gender interaction effect, F (1,204) = 12.23, p < .05; and disability x age 

interaction effect, F (1,204) = 14.34, p < .001 were found. However, results did not show 

significant age main effect, F (1,204) = 2.22, p > .05. In addition, the results did not 

show significant gender x age interaction effect, F (1,204) = .61, p > .05; and disability x 

age X gender interaction effect, F (1,204) = .08, p > .05. Means and standard deviations 

for these analyses are presented in Table 1. 

The results in Table 1 revealed that the total fear scores reported by the LD group 

(M = 142.46) were significantly higher than those reported by the MIMR group (M 

=131.45). Female students reported significantly higher total fear scores (M =142.68) 

than did male students (M =132.23). 

The significant disability x gender interaction effect indicated that female students 

in the LD group reported significantly higher total fear score (M = 156.56) than male 

students (M = 128.36), F (1, 204) = 18.84, p < .001. The disability x age interaction 

effect showed that older students (above 10) in the MIMR group reported significantly 

higher total fear score (M = 145.85) than younger students in the MIMR group (at and 

below 10 years-of age) (M= 119.06), F (1, 204) = 11.78,;? < .001. 
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Table 1 

Total Fear Score across Disability Groups 

Age Gender Disability Mean SD Number 

10 and 
above F MIMR 

LD 

Total 

M MIMR 

LD 

Total 

Total MIMR 

LD 

Total 

Above 10 F MIMR 

LD 

Total 

M MIMR 

LD 

Total 

118.11 33.81 9 

163.64 45.21 11 

143.15 45.80 20 

120.00 33.21 15 

132.95 34.70 20 

127.40 34.19 35 

119.29 32.71 24 

143.84 40.82 31 

133.13 39.15 55 

139.48 25.42 21 

149.49 26.85 45 

146.30 26.63 66 

152.21 36.05 28 

123.77 25.63 56 

133.25 32.25 84 
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Table 1 (continued) 

Age Gender Disability Mean SD Number 

Total 

M 

Total 

Total 

MIMR 

LD 

Total 

MIMR 

LD 

Total 

MIMR 

LD 

Total 

138.99 

133.07 

152.27 

145.57 

140.98 

126.18 

131.53 

137.73 

137.25 

137.42 

30.51 

29.33 

31.32 

31.83 

38.01 

28.34 

32.80 

34.71 

32.24 

33.05 

150 

30 

56 

86 

43 

76 

119 

73 

132 

205 
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Intensity of Fears 

Intensity of fears in an individual was measured by the total number of items 

endorsed "A Lot" in the FSSC-R. A Disability (LD, MIMR) x Age (10 and below, above 

10) X Gender ANOVA was conducted on the intensity of fears. Results indicated 

significant main effect only for gender, F (1,208) = 7.48, p < .05. The analysis also 

found significant disability x gender interaction effect, F (1,208) = 6.43, p < .05; and 

disability x age interaction effect, F (1,208) = 4.48, p < .001. However, results did not 

show significant disability main effect, F (1,208) = 1.56, p > .05; and significant age 

main effect, F (1,208) = .90, p > .05. In addition, there were no significant gender x age 

interaction effect, F (1,208) = 1.33, p > .05; and disability x age x gender interaction 

effect, F (1,208) = .23, p > .05. Means and standard deviations for these analyses are 

presented in Table 2. 

The results in Table 2 showed that female students (M =37.81) reported 

significantly higher intensity of fears than did their male counterparts (M =29.51). Slice 

or simple effects were computed for disability x gender and disability x age interaction 

effects. The significant disability x gender interaction effect indicated that female 

students in the LD group reported significantly higher fear intensity score (M = 43.56) 

than male students (M = 27.56), F (1, 208) = 16.97, p <. 0001. The disability x age 

interaction effect showed that older students (above 10) in the MIMR group reported 

significantly higher fear intensity score (M = 36.41) than did younger students in the 

MIMR group (at and below 10 years-of age) (M= 27.11), F (1, 208) = 3.97, p <. 05. 
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Table 2 

Intensity of Fears across Disability Groups 

Age Gender Disability Mean SD Number 

10 and 
below 

M 

Total 

Above 10 F 

M 

MIMR 

LD 

Total 

MIMR 

LD 

Total 

MIMR 

LD 

Total 

MIMR 

LD 

Total 

MIMR 

LD 

Total 

29.89 

46.36 

38.95 

24.33 

28.30 

26.60 

26.42 

34.70 

31.09 

34.24 

40.76 

38.68 

38.59 

26.81 

30.69 

18.53 

22.10 

22.22 

21.85 

17.64 

19.35 

20.43 

21.23 

21.10 

14.25 

15.94 

15.61 

20.81 

18.29 

19.83 

9 

11 

20 

15 

20 

35 

24 

31 

55 

21 

45 

66 

29 

59 

88 
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Table 2 (continued) 

Age Gender Disability Mean SD Number 

Total 

Total 

M 

Total 

MIMR 

LD 

Total 

MIMR 

LD 

Total 

MIMR 

LD 

Total 

MIMR 

LD 

Total 

36.76 

32.85 

34.12 

32.93 

41.86 

38.74 

33.73 

27.19 

29.53 

33.41 

33.27 

33.32 

18.30 

18.57 

18.52 

15.45 

17.45 

17.23 

22.00 

18.02 

19.70 

19.50 

19.15 

19.22 

50 

104 

154 

30 

56 

86 

44 

79 
1 

23 

74 

135 

209 
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Pattern of Fears 

Pattern of fears are the sum of responses to those items contained on each of the 

five factors of the FSSC-R (i.e., fear of failure and criticism, fear of the unknown, fear of 

minor injury and small animals, fear of danger and death, and medical fear). In order to 

explore the differences in the pattern of fears in terms of disability, age and gender, a 

Disability (LD, MIMR) x Gender x Age (10 and below, above 10) MANOVA was 

conducted on the five factor scores of the FSSC-R. The analyses revealed significant 

multivariate main effects for disability (Wilks' Lambda = 5.51, df= 5, 193, p <. 001); 

gender (Wilks' Lambda = 4.06, df= 5, 193, p < .05); and age (Wilks' Lambda = 3.78, df 

= 5, \93,p < .001); as well as significant disability x gender (Wilks' Lambda = 3.67, df= 

5, 193, p < .05); and disability x age (Wilks' Lambda = 3.61, df= 5, 193, p < .05) 

interaction effects. The results did not show significant age x gender interaction effects 

((Wilks' Lambda = 2.60, df= 5, 193, p > .05); and disability x gender x age (Wilks' 

Lambda = 1.45, df= 5, 193, p > .05) interaction effects. 

Subsequent univariate analysis revealed that students with LD reported 

significantly higher levels of fear than did the MIMR group on two of five factor scores: 

fear of danger and death, F (1, 197) = 5.16, p < .05 and fear of failure and criticism, F (1, 

197) = 9.51, p< .05. The two groups did not report significantly different level of fears in 

the factors of medical fear, fear of the unknown, and fear of injury and small animals. 

For gender effect, the univariate analysis revealed that female students reported 

significantly higher level of fears in the factors of fear of injury and small animals, F (1, 

197) = 16.14,/? < .05; and fear of the unknown, F (1, 197) = 1.35, p < .05. For age effect. 
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students above ten reported significantly higher level of fears than their younger 

counterparts only in the factor of fear of failure and criticism, F (1, 197) = 4.81, p < .05. 

The disability x gender interaction effect reflected the fact that girls in the LD 

group reported significantly higher levels of fear on all the five factors than did their male 

counterparts in the same group: medical fear, F (1, 204) = 7.48, p < .05; fear of the 

unknown, F (1, 204) = 18.36, p < .0001; fear of danger and death, F (1, 204) = 8.57, p < 

.05; fear of injury and small animals, F (1, 204) = 20.14, p < .0001; and fear of failure 

and criticism, F (1, 204) = 15.87, p < .0001. Male students in the MIMR group reported 

significantly higher level of fears of failure and criticism, F (1, 204) = 4.16, p < .05. 

The disability x age interaction effects showed that younger LD students reported 

significantly higher levels of fear on two of the five fear factors: medical fear, F (1, 204) 

= 4.82, p < .05; and fear of the unknown, F (1, 204) = 9.62, p < .05. Furthermore, older 

students in the MIMR group reported significantly higher levels fear of danger and death, 

F (1, 204) = 10.10, p < .05, fear of unknown, F (1, 204) = 4.32, p < .05; and fear of 

failure and criticism,_F (1, 208) = 13.97, p < .0001. Means and standard deviations are 

presented in Tables 3, 4, 5, 6, and 7. 

Most Common Fears 

The most common fears were defined as the top 10 fears rated "A Lot" most 

frequently by students within the six disability groups (HI, MIMR, OHI, OI, LD, SLI). 
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Table 3 

Pattern of Fears—Medical Fears 

Fear Factor Gender Disability Age Mean SD Number 

Medical F MIMR 10 and 
below 

LD 10 and 
below 

Total 10 and 
below 

M MIMR 10 and 
below 

7.22 2.59 9 

above 10 5.67 1.80 21 

Total 6.13 2.15 30 

7.73 2.45 11 

above 10 6.76 2.11 45 

Total 6.95 2.19 56 

7.50 2.46 20 

above 10 6.41 2.07 66 

Total 6.66 2.20 86 

6.20 2.68 15 

above 10 7.54 2.76 28 

Total 7.07 2.77 43 



84 

Table 3 (continued) 

Fear Factor Gender Disability Age Mean SD Number 

Medical LD 

Total 

Total MIMR 

LD 

Total 

10 and 
below 

above 10 

Total 

10 and 
below 

above 10 

Total 

10 and 
below 

above 10 

Total 

10 and 
below 

above 10 

Total 

10 and 
below 

above 10 

Total 

6.50 

5.39 

5.68 

6.37 

6.11 

6.18 

6.58 

6.73 

6.68 

6.94 

6.00 

6.22 

6.78 

6.24 

6.39 

2.95 

1.55 

2.05 

2.80 

2.25 

2.42 

2.64 

2.55 

2.56 

2.80 

1.93 

2.19 

2.71 

2.17 

2.34 

20 

56 

76 

35 

84 

119 

24 

49 

73 

31 

101 

132 

55 

150 

205 
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Table 4 

Pattern of Fears—Fear of Danger and Death 

Fear Factor Gender Disability Age Mean SD Number 

Danger & F MIMR 10 and /in n nc n 
Death below ® 

above 10 24.14 5.34 21 

Total 22.50 6.61 30 

LD 10 and 
below 

26.73 8.45 11 

above 10 25.11 5.72 45 

Total 25.43 6.29 56 

Total 10 and 
below 

23.10 9.01 20 

above 10 24.80 5.58 66 

Total 24.40 6.52 86 

M MIMR 10 and 19.00 
, , 6.60 15 
below 

above 10 24.04 6.74 28 

Total 22.28 7.04 43 
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Table 4 (continued) 

Fear Factor Gender Disability Age Mean SD Number 

Danger & LD 10 and 23.10 „ 
Death below 

above 10 20.68 6.34 56 

Total 21.32 6.61 76 

Total 10 and 21.34 7.15 35 
below 

above 10 21.80 6.63 84 

Total 21.66 6.76 119 

Total MIMR 10 and 18.88 6.97 24 
below 

above 10 24.08 6.12 49 

Total 22.37 6.82 73 

LD 10 and 24.39 7.72 31 
below 

above 10 22.65 6.43 101 

Total 23.06 6.77 132 

Total 10 and 21.98 7.84 55 
below 

above 10 23.12 6.35 150 

Total 22.81 6.78 205 
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Table 5 

Pattern of Fears— Fear of Injury and Small Animals 

Fear Factor Gender Disability Age Mean SD Number 

Injury & F MIMR 10 and 29.11 8.18 9 
Small below 
Animals 

above 10 30.52 8.10 21 

Total 30.10 8.01 30 

LD 10 and 32.64 10.33 11 
below 

above 10 28.62 6.81 45 

Total 29.41 7.68 56 

Total 10 and 31.05 9.36 20 
below 

above 10 29.23 7.23 66 

Total 29.65 7.76 86 

M MIMR 10 and 24.60 7.67 15 
below 

above 10 29.64 7.46 28 

Total 27.88 7.83 43 
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Table 5 (continued) 

Fear Factor Gender Disability Age Mean SD Number 

Injury & 
Small 
Animals 

LD 

Total 

Total 

MIMR 

LD 

Total 

10 and 
below 

above 10 

Total 

10 and 
below 

above 10 

Total 

10 and 
below 

above 10 

Total 

10 and 
below 

above 10 

Total 

10 and 
below 

above 10 

Total 

24.60 

23.14 

23.53 

24.60 

25.31 

25.10 

26.29 

30.02 

28.79 

27.45 

25.58 

26.02 

26.95 

27.03 

27.01 

6.81 

5.58 

5.92 

7.08 

6.95 

6.96 

8.00 

7.67 

7.92 

8.95 

6.71 

7.31 

8.49 

7.32 

7.63 

20 

56 

76 

35 

84 

119 

24 

49 

73 

31 

101 

132 

55 

150 

205 
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Table 6 

Pattern of Fears— Fear of the Unknown 

Fear Factor Gender Disability Age Mean SD Number 

Unknown F MIMR 10 and 27.22 9.88 9 
below 

. 35.67 7.49 21 
above 10 

Total 33.13 9.01 30 

LD 10 and 43.64 12.26 11 
below 

above 10 40.38 8.54 45 

Total 41.02 9.35 56 

Total 10 and 36.25 13.80 20 
below 

above 10 38.88 8.46 66 

Total 38.27 9.93 86 

M MIMR 10 and 
below 

31.13 8.35 15 

above 10 41.00 10.68 28 

Total 37.56 10.92 43 
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Table 6 (continued) 

Fear Factor Gender Disability Age Mean SD Number 

Unknown LD 10 and 35.55 10.27 20 
below 

above 10 33.43 7.16 56 

Total 33.99 8.08 76 

Total 10 and 33.66 9.62 35 
below 

above 10 35.95 9.17 84 

Total 35.28 9.32 119 

Total MIMR 10 and 29.67 8.95 24 
below 

above 10 38.71 9.73 49 

Total 35.74 10.35 73 

LD 10 and 38.42 11.51 31 
below 

above 10 36.52 8.51 101 

Total 36.97 9.29 132 

Total 10 and 34.60 11.26 55 
below 

above 10 37.24 8.95 150 

Total 36.53 9.67 205 
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Table 7 

Pattern of Fears—Fear of Failure and Criticism 

Fear Factor Gender Disability Age Mean SD Number 

Failure & F MIMR 10 and 27.22 9.88 9 
Criticism below 

above 10 35.67 7.49 21 

Total 33.13 9.01 30 

LD 10 and 43.64 12.26 11 
below 

above 10 40.38 8.54 45 

Total 41.08 9.35 56 

Total 10 and 36.25 13.80 20 
below 

above 10 38.88 8.46 66 

Total 38.27 9.93 86 

M MIMR 10 and 31.13 8.35 15 
below 

above 10 41.00 10.68 28 

Total 37.56 10.92 43 
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Table 7 (continued) 

Fear Factor Gender Disability Age Mean SD Number 

Failure & LD 10 and 35.55 10.27 20 
Criticism below 

above 10 33.43 7.16 56 

Total 33.99 8.08 76 

Total 10 and 33.66 9.62 35 
below 

above 10 35.95 9.17 84 

Total 35.28 9.32 119 

Total MIMR 10 and 29.67 8.95 24 
below 

above 10 38.71 9.73 49 

Total 35.74 10.35 73 

LD 10 and 38.42 11.51 31 
below 

above 10 36.52 8.51 101 

Total 36.97 9.29 132 

Total 10 and 34.60 11.26 55 
below 

above 10 37.24 8.95 150 

Total 36.53 9.67 205 
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In calculating the ten most common fears, there was more than one item that 

obtained the same percentage for the lO"' fear for a disability group. The 10 most 

common fears across the six disability groups were found within the "danger and death" 

and "fear of the unknown" factors of the FSSC-R. Among the 10 most common fears, 

nine of them were found on the "danger and death" factor (e.g., being hit by a car or 

truck, bombing attacks, a burglar breaking into our house, not being able to breathe, fire-

getting burned, falling from high places, getting a shock from electricity, germs or getting 

a serious disease, and earthquakes). Only the eighth fear (death or dead people) is on the 

"fear of the unknown" factor. 

When contrasting the 10 most common fears in each disability group with the 10 

most common fears across the six disability groups combined, the following results were 

found. For the HI group, eight of the top 10 fears were the same as the disability 

combined results (i.e., burglar breaking into our house, fire-getting burned, bombing 

attacks, being hit by a car or truck, germs or getting a serious disease, earthquakes, and 

death or dead people). For the MIMR group, eight of the top 10 fears were the same (i.e., 

burglar breaking into our house, bombing attacks, being hit by a car or truck, not being 

able to breathe, fire-getting burned, death or dead people, falling from high places, and 

germs or getting a serious disease). For the OHI group, seven of the 10 top fears were the 

same (i.e., being hit by a car, getting shock from electricity, burglar breaking into our 

house, not being able to breathe, fire-getting burned, germs or getting a serious disease, 

and death and dead people). For the 01 group, five of the top 10 fears were the same 

(i.e., being hit by a car, bombing attacks, germs or getting a serious disease, death or dead 



94 

people, and fire-getting burned). For the LD group, nine of the 10 top fears were the 

same (i.e., being hit by a car, bombing attacks, not being able to breathe, burglar breaking 

into our house, fire-getting burned, falling from high places, earthquakes, getting a shock 

from electricity, and death or death people). For the SLI group, seven of the 10 top fears 

were the same (i.e., getting a shock from electricity, being hit by a car, bombing attacks, 

fire-getting burned, burglar breaking into our house, not being able to breathe, and germs 

or getting a serious disease). Thus, although similarity across disability groups was 

evident, considerable differences were noted reflecting the endorsement of disability 

specific fears. The 10 most common fears across the six disability groups and the 

percentage of students from each disability group endorsing them are presented in Table 

8. 

Total Anxiety Score 

A Disability (LD, MIMR) x Gender x Age ANOVA conducted on the total 

anxiety score showed significant disability main effect, F (1,208) = 11.12, p < .05; and 

significant disability x age interaction effect, F (1,208) = 5.35, p < .05. The results did 

not show significant gender main effect, F (1,208) = .62, p > .05 and age main effect, F, 

(1,208) = 1.69, p > .05. The analysis did not show significant disability x gender 

interaction effect, F (1,208) = 1.18, p > .05; gender x age interaction effect, F, 1,208 = 

.08, p > .05; and disability x gender x age interaction effect, F (1,208) = .20, p > .05. 

Means and standard deviations are presented in Table 9. 

The results in Table 9 indicated that students with LD (M = 13.62) reported 

significantly higher total anxiety scores than did students with MIMR (M =9.77). The 
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Table 8 

Ten Most Common Fears Reported across Disability Groups and the Percent of 

Students from Each Disability Group Endorsing Them (n in Parentheses) 

Item All 
Disabilities 

HI MIMR OHI OI LD LSI 

1. Being hit by a car 
or truck (#47) 

47.7 
(n = 136) 

30.8 45.2 44.4 57.1 50.0 47.4 

2. Bombing attacks 44.9 38.5 50.7 n/a 42.9 44.3 45.0 

(#20) {n = 127) 

3. A burglar breaking 
into our house (#26) 

41.1 
in = 116) 

53.8 52.2 40.7 n/a 36.4 35.0 

4. Not being able to 
breathe (#76) 

38.8 
{n = 109) 

30.8 44.1 40.7 n/a 38.6 30.0 

5. Fire-Getting burned 
(#34) 

38.6 
(n = 110) 

46.2 43.1 33.3 38.1 35.6 45.0 

6. Falling from high 
places (#58) 

33.7 
in = 95) 

n/a 31A n/a n/a 31.8 n/a 

7. Getting a shock 
from electricity (#59) 

33.7 
in = 95) 

nidi n/a 44.4 n/a 30.3 50.0 

8. Death or dead 
people (#9) 

32.7 
in = 95) 

30.8 38.0 33.3 42.9 28.3 n/a 

9. Germs or getting a 
serious disease (#70) 

31.1 
in = 95) 

30.8 35.3 33.3 42.9 n/a 30.0 

10. Earthquakes 30.7 30.8 n/a n/a n/a 31.8 n/a 

Note, n/a means that students in a specific disability group did not rank that item as one 

of the ten most common fears 
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Table 9 

Total Anxiety Score 

Gender Disability Age Mean SD Number 

F MIMR 10 and 
below 

above 10 

Total 

LD 10 and 
below 

above 10 

Total 

Total 10 and 
below 

above 10 

Total 

M MIMR 10 and 
below 

above 10 

Total 

LD 10 and 
below 

above 10 

Total 

9.11 9.98 9 

10.10 6.64 21 

9.80 7.62 30 

16.36 6.52 11 

13.04 7.55 45 

13.70 7.42 56 

13.10 8.83 20 

12.11 7.34 66 

12.34 7.68 86 

9.27 8.32 15 

10.62 7.29 29 

10.16 7.59 44 

15.05 4.94 20 

10.03 6.17 59 

11.30 6.25 79 
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Table 9 (continued) 

Gender Disability Age Mean SD Number 

Total 

Total MIMR 

LD 

Total 

10 and 
below 

above 10 

Total 

10 and 
below 

above 10 

Total 

10 and 
below 

above 10 

Total 

10 and 
below 

above 10 

Total 

12.57 

10.23 

10.89 

9.21 

10.40 

10.01 

15.52 

11.34 

12.30 

12.76 

11.03 

11.49 

7.11 

6.52 

6.75 

8.76 

6.96 

7.55 

5.48 

6.93 

6.84 

7.70 

6.93 

7.16 

35 

88 

123 

24 

50 

74 

31 

104 

135 

55 

154 

209 
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Slice effect test for disability x age interaction effect indicates the mean total anxiety 

scores of the LD group differ significantly for students at and below age 10 and for those 

above age 10, F (1, 209) = 7.96, p < .05. Specifically, younger students in the LD group 

reported significantly higher total anxiety score than did their older counterparts. In the 

MIMR group, the mean difference between older and younger students is not significant. 

Pattern of Anxiety 

In order to explore differences in the pattern of anxiety in the two disability 

groups, a Disability x Gender x Age MANOVA was conducted on the three anxiety 

subscales: physiological anxiety, worry/oversensitivity, and concentration anxiety. The 

results revealed significant multivariate main effect only for disability 

(Wilks' Lambda = 3.45, df= 4, 198, p <. 05). This analysis did not show significant 

multivariate main effects for gender (Wilks' Lambda = L23, df= 4, 198, p >. 05); and 

age main effect (Wilks' Lambda = 1.18, df= 4, 198, p >. 05). This analysis showed no 

significant multivariate disability x gender interaction effect (Wilks' Lambda = 1.34, df= 

4, 198, p >.05); disability x age interaction effect (Wilks' Lambda = 1.98, df= 4, 198, p 

>.05); gender x age interaction effect (Wilks' Lambda = .61, df= 4, 198, p >.05); and 

disability x gender x age interaction effect (Wilks' Lambda = 1.72, df= 4, 198, p > .05). 

Subsequent univariate analysis of the disability main effect revealed that students with 

LD reported significantly higher levels of anxiety than did the MIMR group on all the 

three anxiety subscales, physiological anxiety, F (1, 201) = 6.56, p < .05; 

worry/oversensitivity, F (1, 201) = 10.81, p < .05; and concentration, F (1, 201) = 9.45, p 

< .05. Means and standard deviations are presented in tables 10, 11, and 12. 
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Table 10 

Pattern of Anxiety—Worry/o versensiti vitv 

Gender Disability Age Mean SD Number 

F MIMR 10 and 
below 

above 10 

Total 

LD 10 and 
below 

above 10 

Total 

Total 10 and 
below 

above 10 

Total 

M MIMR 10 and 
below 

above 10 

Total 

LD 10 and 
below 

above 10 

Total 

3.44 4.13 9 

4.01 2.66 21 

3.90 3.11 30 

6.82 3.31 11 

5.31 3.43 45 

5.61 3.43 56 

5.30 3.99 20 

4.92 3.24 66 

5.01 3.40 86 

3.20 3.23 15 

4.38 3.16 29 

3.98 3.20 44 

6.00 2.45 20 

3.71 2.83 59 

4.29 2.91 79 
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TablelO (continued) 

Gender Disability Age Mean SD Number 

Total 

Total MIMR 

LD 

Total 

10 and 
below 

above 10 

Total 

10 and 
below 

above 10 

Total 

10 and 
below 

above 10 

Total 

10 and 
below 

above 10 

Total 

4.80 

3.93 

4.18 

3.29 

4.26 

3.95 

6.29 

4.40 

4.84 

4.98 

4.36 

4.52 

3.10 

2.94 

3.00 

3.51 

2.93 

3.14 

2.76 

3.19 

3.19 

3.42 

3.10 

3.19 

35 

88 

123 

24 

50 

74 

31 

104 

135 

55 

154 

209 
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Table 11 

Pattern of Anxiety—Physiological Anxiety 

Gender Disability Age Mean SD Number 

MIMR 

M 

LD 

Total 

MIMR 

LD 

10 and 
below 

above 10 

Total 

10 and 
below 

above 10 

Total 

10 and 
below 

above 10 

Total 

10 and 
below 

above 10 

Total 

10 and 
below 

3.67 

3.48 

3.53 

5.45 

4.49 

4.68 

4.65 

4.17 

4.28 

3.87 

3.66 

3.73 

5.65 

3.77 

2.82 

3.07 

2.21 

2.79 

2.70 

3.06 

2.82 

2.87 

3.38 

2.79 

2.97 

2.32 

21 

30 

11 

45 

56 

20 

66 

86 

15 

29 

44 

20 

above 10 3.68 2.40 59 



102 

Table 11 (continued) 

Gender Disability Age Mean SD Number 

Total 
Total 

10 and 
below 

above 10 

Total 

Total MIMR 10 and 
below 

above 10 

Total 

LD 10 and 
below 

above 10 

Total 

Total 10 and 
below 

above 10 

Total 

4.18 2.52 79 

4.89 2.92 35 

3.67 2.52 88 

4.02 2.68 123 

3.79 3.45 24 

3.58 2.78 50 

3.65 2.99 74 

5.58 2.25 31 

4.03 2.59 104 

4.39 2.59 135 

4.80 2.95 55 

3.88 2.65 154 

4.12 2.76 209 
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Table 12 

Pattern of Anxiety— Concentration Anxiety 

Gender Disability Age Mean SD Number 

MIMR 

M 

LD 

Total 

MIMR 

LD 

10 and 
below 

aboye 10 

Total 

10 and 
below 

above 10 

Total 

10 and 
below 

above 10 

Total 

10 and 
below 

above 10 

Total 

10 and 
below 

2.00 

2.52 

2.37 

4.09 

3.24 

3.41 

3.15 

3.01 

3.05 

2.20 

2.59 

2.46 

3.40 

2.34 

2.29 

2.28 

1.64 

2.16 

2.08 

2.21 

2.21 

2.20 

2.01 

2.04 

2.02 

1.60 

21 

30 

11 

45 

56 

20 

66 

86 

15 

29 

44 

20 

above 10 2.64 1.85 59 
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Table 12 (continued) 

Gender Disability Age Mean SD Number 

Total 

Total 10 and 
below 

above 10 

Total 

Total MIMR 10 and 
below 

above 10 

Total 

LD 10 and 
below 

above 10 

Total 

Total 10 and 
below 

above 10 

Total 

2.84 1.81 79 

2.89 1.86 35 

2.63 1.90 88 

2.70 1.89 123 

2.13 2.09 24 

2.56 2.13 50 

2.42 2.11 74 

3.65 1.62 31 

2.90 2.00 104 

3.07 1.94 135 

2.98 1.98 55 

2.79 2.04 154 

2.84 2.02 209 
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Level of Correlation 

To determine the level of agreement between student, parent, and teacher report 

of student fears and anxieties, Pearson product moment correlations were calculated for 

total fear score, intensity of fears, five fear factors, total anxiety score, and three 

subscales of RCMAS. Means and standard deviation scores across different raters are 

presented in Table 13. Significant Pearson correlations (low to fair agreement: r = .20 to 

.44) were found between student self-report and parent reports in all the scores mentioned 

either at the .05 or .01 level. A more detailed analysis of the direction of the 

disagreements indicated that students reported more fears and anxieties than did their 

parents in the following areas: fear intensity (Student M = 32.59, Parent M = 20.60), total 

fear scores (Student M = 14.27, Parent M = 6.96), total anxiety (Student M = 10.62, 

Parent M = 5.54), worry/oversensitivity (Student M = 4.22, Parent M = 2.55), 

concentration anxiety (Student M = 2.60, Parent M = 1.39), physiological anxiety 

(Student M = 3.80, Parent M = 1.61). However, students reported fewer fears and 

anxieties in the following areas: fear of the unknown (Student M = 36.01, Parent M = 

39.11), medical fear (Student M = 6.36, Parent M = 7.46), fear of injury (Student M = 

26.94, Parent M = 27.73), fear of failure and criticism (Student M = 36.01, Parent M = 

39.11), fear of danger and small animals (Student M = 22.84, Parent M = 23.01). Table 

14 shows the correlation between student self-report and parent and teacher report of 

students' fears and anxieties. 

Low but significant Pearson correlations were also found between student and 

teacher reports on three of the five fear factors: fear of the unknown (r = .198, p < .01), 
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Table 13 

Means of Student, Parent, and Teacher Report on Different Dependent Measures 

Dependent Measures Student M Parent M Teacher M 

Total Fear Score 141.27 76.96 54.50 

Intensity of Fears 32.59 20.60 21.17 

Unknown 36.00 39.11 35.16 

Medical 6.36 7.46 6.92 

Injury 26.94 27.73 23.34 

Failure/Criticism 36.00 39.11 35.16 

Danger 22.84 23.01 17.70 

Total Anxiety 10.62 5.54 5.11 

Physiological 3.80 1.61 1.47 

Worry/Oversensitivity 4.23 2.56 2.27 

Concentration 2.60 1.39 1.35 
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Table 14 

Pearson Correlation—Student with Parent and Teacher 

Dependent Measures Student Parent Teacher 

Intensity of Fears 1 .12* .02 

Total Fear Score 1 .13* .08 

Unknown 1 .26** .20** 

Medical 1 .18* .18* 

Injury 1 .44* .09 

Failure/Criticism 1 .26** .20* 

Danger 1 .34** .12 

Total Anxiety 1 21** .14* 

Physiological 1 23** .15** 

W orry/0 versensiti vity 1 .18** .11 

Concentration 1 .12* 

*P < .05, two-tailed. ** p < .01, two-tailed 
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medical fears (r = .175, p < .05), and fear of failure and criticism (r = .198, p < .01), as 

well as total anxiety scores (r = .0136, p < .05) and two of the three sub anxiety scales— 

physiological anxiety (r = . 116, /? < .05) and concentration anxiety (r = . 116, p < .05). 

The directions of disagreement between student self -report and teacher report were as 

follows: students reported more fears and anxieties than did their teachers for all 

dependent measures, except for medical fear in which the teacher scores were slightly 

higher than those of the students. 

It was also found that there were low and significant Pearson correlations between 

the parent and the teacher assessment of the student in the intensity of fears (r = .228, p < 

.01), total fear score (r = .170, p < .01), total anxiety score (r = .260, p < .01), and all the 

three anxiety subscales— physiological anxiety(r = .239, p < .01), worry/oversensitivity (r 

= .2.07, p < .01), and concentration (r = .181, p < .01) (Table 15). However, there were 

no significant correlations between the parent and teacher assessment in the five fear 

factors of FSSC-R. Among the significantly correlated variables, parents reported more 

fears and anxieties in the total fear score, and the three anxiety sub scales. On the 

intensity of fears, however, teachers reported higher level of fear intensity in students 

than did parents. 
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Table 15 

Pearson Correlation—Parent with Student and Teacher 

Student Responses Parent Student Teacher 

Intensity of Fears 1 .12* .23* 

Total Fear Score 1 .13* 

Unknown 1 .26** .15 

Medical 1 .19* -.09 

Injury 1 .44* .12 

Failure/Criticism 1 .26** .15 

Danger 1 .34** -.04 

Total Anxiety 1 .21** .26** 

Physiological 1 .23** .24** 

Worry/Oversensitivity 1 .18** .21** 

Concentration 1 .17** .18** 

*P < .05, two-tailed. ** p < .01, two-tailed 



110 

CHAPTER 5 

DISCUSSION 

This chapter presents a review of the purpose of the study, summary of the results, 

discussion of how these findings relate to the current research literature, limitations and 

implications of the study, and future directions for research. 

Given the paucity of empirical studies on the assessment of fears and related 

anxieties across type of children's disabilities, the purpose of the present study was to 

assess the number and type of fears and anxieties in children with one of the following 

disabilities, mild mental retardation, and learning disabilities, other health impairment, 

hearing impairment, orthopedic impairment, and speech language impairment, and 

examine if there is a significant difference between children having different disabilities 

in the number and type of reported fears and related anxieties. However, due to the 

limited number of participants in OHI, 01, HI, and SLI, only the LD and the MIMR 

groups were included in the analyses involving the following dependent measures: total 

fear score, intensity of fears, pattern of fears, total anxiety score. Six disability groups 

were included in analyzing the most common fears and the correlation between raters. 

Across Disability Differences 

Regarding the differences between children with different disabilities (LD and 

MIMR) on the total fear score, intensity of reported fears, pattern of fears, total anxiety 

score, and types of anxiety, students in the LD group reported significantly higher level 

of total fear score than did students in the MIMR group. In addition, the LD group 

reported significantly higher levels of fear on two of the five fear factors-fear of danger 
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and death and fear of failure and criticism. In comparison with the MIMR students, LD 

students also reported significantly higher total anxiety score and higher levels of anxiety 

in all the three subscale scores: worry/oversensitivity, physiological anxiety, and 

concentration anxiety. Caution should be taken in interpreting results related to total 

anxiety and worry/sensitivity due to an unequal variance across the LD and the MIMR 

groups. The findings regarding the anxiety measures are consistent with those of Margalit 

and Raviv (1984) and Rodriguez and Routh (1989). As pointed out by Margalit and 

Raviv (1984), the anxiety of LD students could be in the form of a vicious cycle. Anxiety 

in students with LD may be manifested as physiological complaints. Teachers, however, 

usually think that these students are trying to avoid work, and would not allow these 

students to see nurses or go to restrooms when they request to do so. With the physical 

complaints being neglected, students with LD tend to become more anxious and less 

attentive to class activities. Consequently, their grades and academic performance may 

be negatively affected, and they may become more worried and sensitive to others' 

opinion about their performance. 

Gender Differences 

The results of the present study showed that female students reported significantly 

higher total fear scores and higher intensity of fears than did male students. These 

findings are consistent with previous findings with children either having a disability or 

children having no disabilities (Dong et al, 1995; King et al, 1994; Morris & Kratochwill, 

1983; Ollendick et al, 1996; Wilhelm 1989). These results also support the normative 

data summarized by Morris & Kratochwill (1998), indicating that girls, regardless of age 
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group, culture, or ethnicity, have more fears and higher intensity of fears than boys. One 

explanation for this result may be that girls are more protected by adults and their male 

counterparts, and that it is more acceptable for girls to express and show their fears and 

anxieties. While boys are expected to be brave, eventually, they may have fewer fears 

and feel reluctant to openly express or report them. 

With respect to the pattern of fears, the present results indicated that girls reported 

significantly higher scores than boys on two of the five factors—fear of injury and small 

animals and fear of the unknown. This may indicate that girls are brought up in a more 

protective environment, and that they are more afraid of dark places and things or places 

that arouse fear, such as cemeteries and deep oceans. In addition, they are also more 

fearful of being hurt or injured by things or animals around them. The significant 

disability x gender interaction results from the present study showed that girls in the LD 

group reported significantly higher total fear score, higher intensity of fears, and higher 

levels of fear on all the five factors than did their male counterparts in the same group. 

These findings are consistent with those obtained from studies involved "normal" 

population (e.g., Ollendick et al, 1996). Female and male students in the MIMR group 

did not differ from one another on medical fear. Male students in the MIMR group, 

however, reported significantly higher level of fears on fear of the unknown and fear of 

failure and criticism. These findings suggest that male students with MIMR may be 

subject to more derision from peers but less protection from adults due to their male 

status. They may be more sensitive to others' opinion about themselves. They want to 

achieve their best, but they are limited by their intellectual potential. In addition, they 
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may be more inquisitive about the world around them, but they cannot fully understand 

those facts that may be obvious to "normal" children. All these may lead to their 

heightened level of fears. 

Age Differences 

According to the normative data provided by Morris & Kratochwill (1983, 1998) 

and previous findings (Ollendick et al, 1996), younger children report more fears and 

anxieties than do older ones and that the content of fears reported by younger children are 

mostly related to the fear of unknown and minor injuries and small animals. Current 

results revealed that younger LD children reported a higher level of fear of unknown and 

medical fear, as well as higher level of total anxiety than did the older LD children. 

These results are supported by the normative data and previous findings by Matson et al. 

(1986). Specifically, Matson et al. reported that greater anxiety was observed in the 

youngest age group and least anxiety in the oldest group (17 to 22 years of age), 

indicating that younger children with a disability are more likely to become anxious and 

worrisome in specific environmental events. In addition, children with LD may realize 

from an early age that they are somewhat different from their peers and even siblings in a 

way that they need extra attention in learning. The way they act and respond to teachers 

may lead to teasing and derision from peers. These may make them very sensitive and 

vulnerable to others' attitude and opinion about them. When they grow older, they may 

more or less adapt to others' attitude towards them. In the meantime, they may be more 

mature in coping with their anxiety, which leads to decreased anxiety level. 
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Results of the current study, however, showed that students in the MIMR group 

who are above age 10 reported higher total fear score, higher levels of fear intensity, 

higher levels of fear of the unknown, fear of failure and criticism, and fear of danger and 

death, than students who are at or belowlO years of age. Vanderberg (1993) stated that 

mentally retarded children at the same chronological age as control children exhibited 

patterns of fears similar to those of younger "typical" children, that is, retarded children 

were more afraid of imaginary things and minor injuries and small animals. Furthermore, 

the cognitive level of younger children (at age 10 or under) with MIMR may have 

delayed their cognitive processing of imaginary things, concept of danger and death, and 

teasing from others, suggesting that they may not worry about what they do not 

comprehend. Consistent with the normative data, the present study showed that older 

children as a whole reported more fears of failure and criticism, indicating their self-

awareness of social values when they grow older. 

Most Common Fears 

The 10 most common fears reported across the six disability groups were related 

to the "danger and death" factor and the "unknown" factor. Among the 10 items, one 

item was from the "unknown factor" (i.e., death/dead people). The remaining nine most 

common fears were from the "danger and death" factor. These findings are consistent 

with those of Knapp et al (1992) in that the 10 most common fears were mostly related to 

objects or events which might endanger one's physical wellbeing. Both the current and 

previous findings suggest that seven of the 10 most common fears are shared by 

developmentally "typical" participants of similar age as reported by Ollendick et al. 
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(1985). However, the three items that are not shared by developmentally "typical" 

children are the same in the present study as in the Knapp study, namely, failing a test, 

having my parents argue, and getting poor grades. These three items are all in the fear of 

failure and criticism factor. 

Level of Agreement among Different Raters 

Most previous prevalence research on fears and related anxieties in children has 

been based on parental and teacher report of children's problems. Weak correlations 

were found between child reported fears and anxiety and parent or teacher evaluation of 

this problem in the same children (Achenbach, McConaughy, & Howell; Kashani & 

Orvaschel, 1990; Larsson, Melin, & Morris, 2000; Weissman, Wickramaratne, Warner, 

Prusoff, & Merikangas, 1987). For example, in a study Frick, Silverthom, & Evans 

(1994), the researchers found that teachers showed substantial disagreements in their 

reports of anxiety from the reports of parents and children. In this regard, the present 

study showed that there were low but significant correlations between child self report 

and teacher report of the child on six out of the 11 dependent measures. The correlated 

measures were mostly related to school, such as fear of failure and criticism, total 

anxiety, and concentration anxiety, and physiological anxiety. One explanation may be 

that teachers have more opportunity to observe such factors at school than fears like 

minor injury and small animals and danger and death. The results of this study also 

showed low but significant correlations between student self- report and parent reported 

fears and related anxieties in the same children on all dependent measures. The highest 

correlation was on the fear of injury factor. This factor may be the most observable fears 
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among the fear factors that children demonstrate. With the overall significant correlation 

between student self - report and parent report, the current findings also showed that 

parent report is significantly correlated with teacher report in the following measures: 

total fear score, intensity of fears, total anxiety, physiological anxiety, 

worry/oversensitivity, and concentration. 

Limitations of the Study 

There are three major limitations to the present study. The first has to do with the 

unequal sample sizes for the two disability groups, although the number of participants 

for each disability group is representative of the actual population in schools. Due to the 

smaller sample sizes of four of the disability groups (e.g., OHI, HI, OI, and SLI), the 

present study could not include them in the analysis differences in fears and related 

anxieties. The second limitation is that although all participants were from public schools 

and most of them were receiving special education services, the nature of services was 

not delineated (i.e., whether students received part time resource services or full time 

self-contained service). The third limitation is that the present study did not include a 

"typical" non- disabled group, which could have allowed a direct comparison between 

disabled students and non-disabled students on different measures. 

Implications and Future Directions for Research 

There are several practical implications and considerations that can be drawn 

from this study. First, the present findings suggest that students with LD reported higher 

levels of total fear score, fear of danger and death, fear of the unknown, and fear of 

failure and criticism, overall anxiety, worry/oversensitivity, physiological anxiety, and 
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concentration anxiety. Professionals and educators who work with this population put a 

great deal of effort in assisting these children in achieving their academic potential. 

However, they should also be aware of the emotional wellbeing of these students, and 

realize that heightened level of anxiety may adversely affect the academic performance of 

these students. Thus, this current research may be helpful in making teachers, school 

psychologists, nurses, and parent more aware of the emotional needs of these students 

(Margalit & Raviv, 1984). 

Second, current results also indicate that older male students with MIMR and 

male students with MIMR may experience more specific fears than their female and 

younger counterparts in the same group. Due to their limited cognitive functioning, these 

students may not only find it hard to understand their environment but also express their 

emotions and feelings even if they experience a lot of fears and have a lot of worries. 

Teachers, paraprofessionals, and parents should try to help these students understand 

some abstract concepts using different ways and help them identify their emotions and 

express them properly. 

Third, younger students LD reported higher levels of anxiety and specific fears. 

Their high anxiety and fear level may hold these children back from socialization and 

interaction with peers, and participating in classroom activities from an early age. Thus, 

parents, professionals, and educators should monitor the interactions of these children 

with their peers and encourage their involvement in daily home and school activities. 

Fourth, although the current findings indicate a significant correlation between 

student self-report and parent evaluation of students in all measures and teacher 
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evaluations of students in some measures, such correlations are still very low. This result 

may be due to lack of communication between each rater. Furthermore, parents and 

teachers may have focused most of their attention on the physical or academic needs of 

these students. Thus, they are less aware of the internal fears and anxieties that these 

children may have. 

In terms of future research, there is a need to replicate the current study with 

larger and equal sample sizes and to determine if the present findings are supported. An 

additional comparison, "typical" group should be included in the future study to compare 

the different manifestation of fears and anxieties in children with or without a disability. 

Research should also look into ethnicity differences in the reported fears and anxieties. 

Furthermore, future research should investigate how manifested anxiety, in addition to 

the learning difficulties, affects the academic performance of students with learning 

disabilities. In addition, fears and related anxieties may also be investigated in students 

with different types of learning disabilities, such as reading disability, math disability, 

writing disability, oral language disability, and listening comprehension disability. 

Conclusions 

Some research findings indicate that disabled individuals tend to manifest a 

higher prevalence of psychopathology than do non-handicapped persons (Ollendick et al. 

1985; Wenar, 1992). More specifically, people who have mental retardation, learning 

disabilities, physical handicaps, health impairments, and other disabilities, are more prone 

to develop depression, anxiety, withdrawal, and poor self-image. The greater prevalence 
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of psychopathology is usually related to these people's disability and lack of social 

acceptance and social contact outside home settings (Weime & Kratochwill, 1991). 

The conclusions made from the present study provide relevant information that 

may be useful for parents, teachers, and school psychologists who are directly involved in 

the everyday life of these children. The major conclusions generated from the results of 

the study are summed up and provided in the following section. 

First, the LD group reported significantly higher levels of specific fears and 

overall anxiety. 

Second, regarding gender difference, girls reported significantly higher scores 

than did boys in total fear score, intensity of fears, and injury and small animals and fear 

of the unknown. Furthermore, girls in the LD group reported higher total fear score and 

intensity of fears, and higher levels of fear in all the five factors of FSSC-R. On the other 

hand, girls in the MIMR group reported lower scores in these measures than did their boy 

counterparts in the same group. 

Third, regarding age difference, older students in the MIMR group reported 

higher levels of total fear score, intensity of fears, fear of danger, fear of the unknown, 

and fear of failure and criticism than their younger counterparts. Younger LD students 

reported higher level of medical fear, fear of the unknown, and overall anxiety. 

Fourth, the 10 most common fears across the six disability groups are mostly in 

the fear of danger and death factor and the unknown factor. 

Fifth, there is significant but low correlation between student self-report, parent 

and teacher evaluation of these students using the same measures. 
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APPENDIX A 

ARIZONA STATE DEFINITION OF CHILDREN WITH DISABILITIES 

According to the state definition, a child with a disabihty means a child who is at 

least 3 but less than 22 years of age, who has been evaluated in multidisciplinary teams 

and found to have one of the following disabilities. Visual Impairment (VI), Hearing 

Impairment (HI), Other Health Impairments (OHI), Orthopedic Impairment (01), and 

Specific Learning Disability (SLD), Mental Retardation (MIMR/MOMR/SMR), Multiple 

Disabilities (MD/MDSSI Severe Sensory Impairment, Preschool Delays; Moderate, 

Severe, Speech/Language Delay (PMD/PSD/PSL), Speech/Language Impairment (SLI), 

Traumatic Brain Injury (TBI), Autism (AUT), Emotional Disability (ED). In the current 

study, children with one of the following six disabilities will be included and their age 

range will be from 7 to 22: Visual Impairment (VI), Hearing Impairment (HI), Other 

Health Impairments (OHI), Orthopedic Impairment (OI), Mild Mental Retardation, and 

Specific Learning Disability (SLD). 

Visual Impairment; Visual acuity, the ability to see objects clearly and to 

distinguish details at a specific distance, is the criteria used to decide whether an 

individual is legally blind. A person is considered legally blind if he/she has visual acuity 

of 20/200 or less in the better eye, with glasses or corrective lenses. A person may also be 

considered legally blind if their field of vision is limited to 20 degrees or less. 

Hearing Impairment; According to the Arizona Revised Statutes (ARS) §15-

761(8) and as determined by evaluation, a hearing impairment is one "... which interferes 

with the child's performance in the educational environment and requires the provision of 
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with the child's performance in the educational environment and requires the provision of 

special education and related services." Based on where the loss occurs, hearing losses 

can be categorized into four types: conductive, sensorineural, mixed, or central. 

Other Health Impairment: Arizona Revised Statutes (ARS) §15-761(19) states: 

'"Other health impairments' mean limited strength, vitality, or alertness due to chronic or 

acute health problems which adversely affect a pupil's educational performance." Health 

impairments may include convulsive disorders, cystic fibrosis, heart disease, sickle cell 

disease, hemophilia, rheumatic fever, AIDS, asthma, cancer, or any other chronic or acute 

health problem. 

Orthopedic Impairment (01): Arizona Revised Statutes (ARS) §15-761(18) states: 

"'Orthopedic impairment' means one or more severe orthopedic impairments and includes 

those that are caused by congenital anomaly, disease, and other causes, such as 

amputation or cerebral palsy, and that adversely affects a child's performance in the 

educational environment." 

Mild Mental Retardation: According to the Arizona Revised Statute (ARS) § 15-

761 (12): "Mild mental retardation" means performance on standard measures of 

intellectual and adaptive behavior between two and three standard deviations (a specific 

measurement of delay determined by professional evaluations) below the mean for 

children of the same age." 

Specific Learning Disability: According to Arizona Revised Statutes (ARS) §15-

761(32): " 'Specific learning disability' means a specific learning disorder in one or more 

of the basic psychological processes involved in understanding or in using language. 
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spoken or written, which may manifest itself in an imperfect ability to listen, think, speak, 

read, write, spell or do mathematical calculations. The term includes such conditions as 

perceptual disabilities, minimal brain dysfunction, dyslexia and aphasia. The term does 

not include learning problems which are primarily the result of visual, hearing, motor or 

emotional disabilities, of mental retardation, or of environmental, cultural or economic 

disadvantage" (Arizona Department of Education, 2000). 
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