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This book is dedicated to anyone who has struggled
with anxiety or an incomprehensible fear.

But do not distress yourself with imaginings. Many fears are born of fatigue
and loneliness. Beyond a wholesome discipline, be gentle with yourself.

—Max Ehrmann, “Desiderata”
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Preface to the Sixth Edition

Twenty-five years have passed since this book was first published as a broad summary of the
diverse approaches for treating anxiety disorders. Over that time, the book has been quite well
received, reaching many people and undergoing many translations throughout the world.

Much has changed in the field of anxiety disorders over nearly four decades. The 1980s and
‘90s saw the growth of cognitive behavioral therapy as the dominant treatment approach for all
anxiety disorders. In the twenty-first century, there has been an increasing specialization in the
field, with numerous books, programs, and special organizations devoted to each of the major
anxiety disorders (for example, the OC Foundation for obsessive-compulsive disorder). In recent
years, there has been a proliferation of websites relating to anxiety, my website, Helpforanxiety.
com, being one among many. The national organization representing anxiety disorders changed
its name from the Anxiety Disorders Association of America to the Anxiety and Depression
Association of America, recognizing the prevalence of depression among many people who strug-
gle with anxiety.

The new edition of this book contains a variety of changes from previous editions. Among
them, you will find these changes: '

& Chapter 1 (Anxiety Disorders): The descriptions of the anxiety disorders in chapter
1 have been updated to make them compatible with the new diagnostic manual
for behavioral disorders used by all mental health practitioners, The Diagnostic and
Statistical Manual of Mental Disorders—Fifth Edition, or DSM-5, which was published
in 2013.

e Chapter 2 (Major Causes of Anxiety Disorders): The descriptions of the biological
causes of panic disorder, generalized anxiety disorder, and obsessive-compulsive
disorder have been updated based on the latest research in neurobiology.

e Chapter 6 (Coping with Panic Attacks): Strategies for utilizing different ways to
work with coping statements for panic attacks have been added.

¢ Chapter 7 (Help for Phobias: Exposure): This chapter has been substantially
rewritten to reflect recent new research on exposure. The chapter concludes with
a summary of factors that facilitate successful exposure therapy.
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& Chapter 15 (Nutrition): This chapter has been updated, revising the “Low Stress/
Anxiety Dietary Guidelines” as well as adding new natural, relaxing supplements
such as the amino acid theanine.

¢ Chapter 16 (Health Conditions That May Contribute to Anxiety): The chapter has
been revised to include new material on premenstrual syndrome and menopause.

& Chapter 17 (Medication for Anxiety): The chapter has been updated to include
medications for anxiety and depression that have come into use more recently, for
example, the SMS (serotonin modulator and stimulator) antidepressants Viibryd
and Brintellix.

e Chapter 19 (Personal Meaning): The section “Finding and Fulfilling Your Unique
Purpose” has been expanded to include material on identifying values, setting
personal goals, and taking committed action based on these goals, Much of the
material is based on a recént and popular form of therapy called acceptance and
commitment therapy (ACT). The previous (fifth) edition of this book contained a
brief chapter on ACT, but most of the material from that chapter has been inte-
grated into chapter 19 of the new (sixth) edition.

The stressful society we live in provides a backdrop for the increasing prevalence of anxiety
disorders seen in recent years. Broad societal conditions, such as ongoing economic recession,
wage inequality, political polarization, and environmental pollution—as well as more immediate
problems with the health care system, schools, urban congestion, the food industry, and techno-
logical complexity—all contribute to the stressful times in which we live. In such a society, many
people feel anxious, and some go on to develop anxiety disorders.

Fortunately, good help for anxiety and its disorders is available. It is my hope that the variety
of interventions offered in this book will provide you with a wide range of resources to better
cope with anxjety in all the forms in which it can show up in these times of change.
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Research conducted by the National Institute of Mental Health has shown that anxiety disorders
are the number one mental health problem among American women and are second only to
alcohol and drug abuse among men. Approximately 18 percent of the population of the United
States, or over fifty million people, have suffered from panic attacks, phobias, or other anxiety
disorders in the past year. Nearly a quarter of the adult population will suffer from an anxiety
disorder at some time during their life. Yet only a small proportion of these people receive treat-
ment. During the past twenty-five years, panic and anxiety reached epidemic proportions, with
much coverage of these disorders in the media. In recent times, a trend toward increasing col-
lective anxiety has appeared in the wake of new uncertainties about economic instability, rapid
deterioration of the environment, and global terrorism,

Why are problems with panic, phobias, and anxiety so prevalent? It has been my impression
that anxiety disorders are an outcome of cumulative stress acting over time. Certainly there are
numerous factors that cause a person to develop panic attacks, phobias, or obsessions—but stress
over time plays a key role. Of course, each of us creates much of our own stress, yet the society in
which we live affects us deeply. People living in Western society are currently experjiencing more
stress than they have at previous times in history, and it is this stress that explains the increased
incidence of anxiety disorders. While it can be argued that human beings have always had to deal
with stressful societal conditions (wars, famines, plagues, economic depression, and so forth),
there are two reasons for suggesting that the overall stress level is higher now than before.

First, our environment and social order have changed more in the last thirty years than they
have in the previous three hundred years. Digital information technology has changed our lives
drastically in less than twenty years. The increased pace of modern society and the increased
rate of technological change have deprived people of adequate time to adjust to these changes.

To compound this situation, there are rapidly increasing uncertainties about the future of
all of our lives. The worst economic downturn since the Great Depression has affected people
throughout the world since late 2008, with continuing ramifications up to the present time. Other
serious problems such as overpopulation, global terrorism, and the proliferation of weapons of
mass destruction add to a context of collective global stress. Finally, future prospects for the
world’s environment are seriously in question, as a majority of scientists believe we have already
reached a tipping point for climate change, extreme weather events, loss of biodiversity, and
destruction of natural habitats all over the world. As these tipping points are crossed, it's very
difficult returning to the world to which we are accustomed, The list of uncertainties could go
on, but conditions such as these provide a social context for anxiety. When a society becomes
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more anxious and uncertain, this shows up as an increased incidence of anxiety disordets in the
population.

Finally, cultural values are unclear. We lack a consistent, externally sanctioned set of values
(traditionally prescribed by society and religion). This leaves a vacuum in which people are left
to fend for themselves. Faced with a barrage of inconsistent worldviews and standards presented
by the media, people must learn to cope with the responsibility of creating their own meaning
and moral order.

All of these factors make it difficult for many individuals in modern society to experience
a sense of stability or consistency in their lives. Anxiety disorders are simply one outcome of a
diminished ability to cope with the resulting stress, as are addictive disorders, depression, and
the increased incidence of degenerative diseases.

Many good books on anxiety disorders have appeared during the past twenty years. Most of
these popular books tend to be primarily descriptive. Although several of them have spoken of
methods of treatment and offered practical recovery strategies, the emphasis has been on provid-
ing readers with a basic understanding of the anxiety disorders.

In writing this workbook, my intention has been to 1) describe specific skills that you need
to overcome problems with panic, anxiety, and phobias, and 2) provide step-by-step procedures
and exercises for mastering these skills. Although there is quite a bit of descriptive material, what
makes this a workbook is its emphasis on coping strategies and skills along with exercises to foster
your recovery.

There is probably little in this book that is altogether new. The chapters on relaxation, exercise,
coping skills for panic attacks, exposure, identifying and expressing feelings, asserting yourself,
self-esteem, nutrition, medications, and meditation summarize concepts that have been dealt with
in greater detail in the books listed at the end of each chapter. It has been my hope to define in
a single volume the full range of strategies necessary to overcome problems with anxiety. The
more of these strategies you can incorporate into your own recovery program, the more efficient
and rapid your progress will be.

The approach of this workbook is strongly hohstlc It presents interventions that will affect
your life on many levels: body, behavior, feelings, mind, interpersonal relations, self-esteem, and
spirituality. A majority of popular approaches to panic and phobias emphasizes primarily behav-
ioral and cognitive (or mental) strategies. These are very important and still constitute the core
of any successful program for treating all anxiety disorders. Such approaches are covered in four
chapters of this workbook. Chapter 6 offers concepts and coping strategies that are crucial for
learning to handle panic attacks. Chapter 7 details the process of exposure, which is necessary to
any program for recovering from agoraphobia, social phobia, or other specific phobias. Chapters
8 and 9 present methods for learning to counter unhelpful “self-talk” and mistaken beliefs that
tend to perpetuate anxiety on a day-to-day basis. -

Relaxation and personal wellness are also of prime importance. As previously mentioned,
anxiety disorders develop as the result of cumulative, long-term stress. This stress is apparent
in the well-known fact that many people with anxiety disorders tend to be in a chronic state
of physiological hyperarousal. Recovery depends on adopting lifestyle changes that promote a
more relaxed, balanced, and healthy approach to life: in short, changes that upgrade your level of
physical well-being. The strategies and skills presented in the chapters on relaxation, exercise, and
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nutrition constitute a necessary foundation on which the other skills presented throughout this
workbook rest. It is much easier, for example, to implement exposure if you have first learned how
to effectively enter a deep state of relaxation. You will also find it easier to identify and change
counterproductive self-talk when you are feeling physically healthy and relaxed. Just as learning
habits of positive self-talk will help you feel better, so improving your physical health through
proper relaxation, exercise, and nutrition will reduce your predispositiort to counterproductive atti-
tudes and self-talk. In short, when you feel well, you will think well.

At the other end of the spectrum, a lack of direction or personal meaning in your life can
Jead to an increased vulnerability to anxiety disorders. Panic attacks and agoraphobia—especially
when they involve a fear of being closed in or unable to escape—may symbolize a sense of having
“nowhere to go” or being “stuck” within your life. Given the complexity of contemporary society
and the lack of any externally prescribed set of values, it is common to feel confused and uncer-
tain about the meaning and direction of your life. By getting more in touch with a larger sense of
purpose, and, where appropriate, cultivating your own spirituality, you can gain a sense of meaning
that will help to diminish your problems with anxiety. This is an important area to consider in
dealing with anxiety disorders and probably most other behavior disorders as well (see chapter 19).

In sum, a holistic model incorporating all of the approaches presented in this workbook is
necessary for a full and lasting solution to anxiety disorders. Recovery from anxiety depends
upon intervening at all levels of the whole person.

A final important point bears mentioning. It will take a strong commitment and consistent
motivation on your part to successfully utilize the skills presented in this workbook. If you are
self-motivated and disciplined, it is possible to achieve a lasting recovery on your own. At the
same time, it is not always preferable or even most effective to go it alone. Many readers will
decide to use this workbook in conjunction with seeing a therapist who has expertise in treating
anxiety disorders, A therapist can provide structure and support, and can help you fine-tune the
concepts and strategies found in this workbook to your own individual situation. Some of you
may also find support groups or treatment groups (especially for agoraphobia and social phobia)
to be very valuable. A group format can motivate you and maintain your enthusiasm for learn-
ing the skills necessary for recovery. A number of people seem to benefit from the inspiration,
structure, and support that a group can provide.

Ultimately, you will need to choose the best way for yourself. If you decide to seek 0u151de
help for your problem, you will want to contact a specialist in the treatment of anxiety disorders
to help you decide what treatment format is best for you. A list of such specialists in the United
States and Canada is offered by the Anxiety and Depression Association of America (ADAA). Go
to their website, adaa.org, click on the “Find a Therapist” link, and enter your city or zip code
(see appendix 1 for further information). ADAA also offers a list of support groups for anxiety
disorders by state.

It is quite possible to overcome your problem with panic, phobias, or anxiety on your own
through the use of the strategies and exercises presented in this workbook. Yet it is equally valu-
able and appropriate, if you feel so inclined, to use this book as an adjunct to working with a
therapist or group treatment program. Whatever approach you choose, know that there is much
help available. Problems with anxiety can improve or be entirely resolved when you make a com-
mitment and follow through consistently with the types of approaches described in this book.







Anxiety Disorders

Susan awakens suddenly almost every night, a couple of hours after going to sleep, with a tight-
ness in her throat, a racing heart, dizziness, and a fear that she’s going to die. Although she’s
shaking all over, she hasn’t a clue why. After many nights of getting up and pacing her living
room floor in an attempt to get a grip on herself, she decides to go see her doctor to find out
whether something is wrong with her heart.

Cindy, a medical secretary, has been having attacks like Susan’s whenever she’s in a confined
public situation. Not only does she fear losing control over herself, but she dreads what others
might think of her if this were to happen. Recently, she has been avoiding going into any kind of
store other than the local 7-Eleven unless her boyfriend is with her. She has also needed to leave
restaurants and movie theaters during dates. Now she is beginning to wonder whether she can
cope ‘with her job. She has been forcing herself to go into work, vet after a few minutes among
her office mates, she starts to fear that she’s losing control of herself. Suddenly, she feels as though
she has to leave.

Steve has a responsible position as a software engineer but feels he is unable to advance
because of his inability to contribute in group meetings. It's almost more than he can bear just to
sit in on meetings, let alone offer his opinions. Yesterday his boss asked him whether he would
be available to make a presentation on his segment of a large project. At that point, Steve became
extremely nervous and tongue-tied. He walked out of the room, stammering that he would let his
boss know by the next day about the presentation. Privately, he thought about resigning.

Mike is s0 embarrassed about a peculiar fear he’s had over the past few months that he can't
tell anyone, not even his wife. While driving he is frequently gripped by the fear that he has run
over someone or perhaps an animal. Even though there is no “thud” suggesting that anything
like this has happened, he feels compelled to make a U-turn and retrace the route he’s just driven
to make absolutely sure. In fact, recently, his paranoia about having hit someone has grown so
strong that he has to retrace his route three or four times to assure himself that nothing has hap-
pened, Mike is a bright, successful professional and feels utterly humiliated about his compulsion
to check. He's beginning to wonder if hes going crazy.

Susan, Cindy, Steve, and Mike are all confronted by anxiety. Yet it is not ordinary anxiety.
Their experiences differ in two fundamental respects from the “normal” anxiety people experi-
ence in response to everyday life. First, their anxiety has gone out of control. In each case, the
individual feels powerless to direct what's happening. This sense of powerlessness in turn creates
even more anxiety. Second, the anxiety is interfering with the normal functioning of their lives.
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Susan'’s sleep is disrupted. Cindy and Steve may lose their jobs. And Mike has lost the ability to
drive in an efficient and timely manner.

The examples of Susan, Cindy, Steve, and Mike illustrate four types of anxiety disorder: panic
disorder, agoraphobia, social phobia, and obsessive-compulsive disorder. Later in this chapter,
you can find detailed descriptions of the characteristics of each specific anxiety disorder. But first
let’s consider the common theme that runs through them all. What is the nature of anxiety itself?

The Nature of Anxiety

You can better understand the nature of anxiety by looking at both what it is and what it is not.
For example, anxiety can be distinguished from fear in several ways. When you are afraid, your
fear is usually directed toward some concrete external object or situation. The event that you fear
usually is within the bounds of possibility. You might fear not meeting a deadline, failing an
exam, being unable to pay your bills, or being rejected by someone you want to please. Fear can
be associated with a sudden surge of adrenaline, thoughts of immediate danger, and a need to
escape. When you experience anxiety, on the other hand, you often can’t specify what it is you're
anxious about. The focus of anxiety is more internal than external. It seems to be a response to
a vague, distant, or even unrecognized danger. You might be anxious about “losing control” of
yourself or some situation. Or you might feel a vague anxiety about “something bad happening.”

Anxiety affects your whole being. It is a physiological, behavioral, and psychological reaction
all at once. On a physiological level, anxiety may include bodily reactions such as rapid heartbeat,
muscle tension, queasiness, dry mouth, or sweating, On a behavioral level, it can sabotage your
ability to act, express yourself, or deal with certain everyday situations.

Psychologically, anxiety is a subjective state of apprehension and uneasiness. In its most
extreme form, it can cause you to feel detached from yourself and even fearful of dying or going
crazy.

The fact that anxiety can affect you on a physiological, behavioral, and psychological level
has important implications for your attempts to recover. A complete program of recovery from
an anxiety disorder must intervene at all three levels to

1. Reduce physiological reactivity
2. Eliminate avoidance behavior

3. Change subjective interpretations (or “self-talk”), which perpetuate a state of apprehen-
sion and worry

Anxiety can appear in different forms and at different levels of intensity. It can range in sever-
ity from a mere twinge of uneasiness to a full-blown panic attack marked by heart palpitations,
disorientation, and terror. Anxiety that is not connected with any particular situation, that comes
“out of the blue,” is called free-floating anxiety or, in more severe instances, a spontaneous panic
attack. The difference between an episode of free-floating anxiety and a spontaneous panic attack
can be defined by whether you experience four or more of the following symptoms at the same
time (the occurrence of four or more symptoms defines a panic attack):
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& Shortness of breath

» Heart palpitations (rapid or irregular heartbeat)

& Trembling or shaking

# Sweating

# Choking

® Nausea or abdominal distress

@ Numbness

® Dizziness or unsteadiness

o Feeling if detachment or being out of touch with yourself
e Hot ﬂagzes or chills

e Fear of dying
e Fear of going crazy or out of control

If your anxiety arises onfy in response to a specific situation, it is called situational anxiety
or phobic anxiety. Situational anxiety is different from everyday fear in that it tends to be out of
proportion or unrealistic. If you have a disproportionate apprehension about driving on free-
ways, going to the doctor, or confronting your spouse, this may qualify as situational anxiety.
Situational anxiety becomes phobic when you actually start to avoid the situation: if you give up
driving on freeways, going to doctors, or confronting your spouse altogether. In other words,
phobic anxiety is situational anxiety that includes persistent avoidance of the situation.

Often anxiety can be brought on merely by thinking about a particular situation. When you
feel distressed about what might happen when or if you have to face one of your phobic situations,
you are experiencing what is called anticipatory anxiety. In its milder forms, anticipatory anxiety is
indistinguishable from ordinary “worrying.” But sometimes anticipatory anxiety becomes intense
enough to be called anticipatory panic.

There is an important difference between spontaneous anxiety (or panic) and anticipatory
anxiety (or panic). Spontaneous anxiety tends to come out of the blue, peaks to a high level
very rapidly, and then subsides gradually. The peak is usually reached within five minutes, fol-
lowed by a gradual tapering-off period of an hour or more. Anticipatory anxiety, on the other
hand, tends to build up more gradually in response to encountering—or simply thinking about—a
threatening situation and then usually falls off quickly. You may “worry yourself into a frenzy”
about something for an hour or more and then let go of the worry as you find something else to
occupy yout mind.
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Anxiety vs. Anxiety Disorders

Anxiety is an inevitable part of life in contemporary society. It's important to realize that there
are many situations that come up in everyday life in which it is appropriate and reasonable to react
with some anxiety. If you didn't feel any anxiety in response to everyday challenges involving
potential loss or failure, something would be wrong. This workbook can be of use to anyone
experiencing normal, ordinary anxiety reactions (everyone, in other words). It is also intended for
those of you who are dealing with specific anxiety disorders. Incorporating exercise, breathing
skills, relaxation, and good nutritional habits into your daily life—as well as paying attention to
self-talk, mistaken beliefs, feelings, assertiveness, and self-esteem—can all contribute to making
your life more balanced and less anxious, regardless of the nature and extent of the anxiety you
happen to be dealing with.

Anxiety disorders are distinguished from everyday, normal anxiety in that they involve
anxiety that 1) is more intense (for example, panic attacks), 2) lasts longer (anxiety that may persist
for months or longer instead of going away after a stressful situation has passed), or 3) leads fo
phobias that interfere with your life.

Criteria for diagnosing specific anxiety disorders have been established by the American
Psychiatric Association and are listed in a well-known diagnostic manual used by mental
health professionals. This manual is called the DSM-5 (Diagnostic and Statistical Manual of Mental
Disorders—Fifth Edition). The following descriptions of various anxiety disorders are based on the
criteria in the DSM-5, as is the self-diagnosis questionnaire at the end of this chapter. This work-
book can help you even if your specific anxiety disorder or reaction doesn't fit any of the DSM-5s
diagnostic categories. On the other hand, don’t be unduly concerned if your reaction is perfectly
described by one of the diagnostic categories. Approximately 15 percent of adults and 20 percent
of adolescents in the United States would find themselves in your company.

This workbook describes anxiety disorders pertinent to adolescents and adults. Readers inter-
ested in anxiety disorders specific to children, such as separation anxiety disorder or selective
mutism, should explore descriptions of them in DSM-5 and consult books specializing in chil-
dren’s anxiety disorders. See the “Further Reading” section at the end of this chapter for a short
list of suggested books on children’s anxiety disorders.

Panic Disorder

Panic disorder is characterized by sudden episodes of acute apprehension or intense fear that
occur “out of the blue,” without any apparent cause. Intense panic usually lasts no more than a
few minutes, but, in rare instances, can return in “waves” for a period of up to two hours. During
the panic itself, any of the following symptoms can occur:

¢ Shortness of breath or a feeling of being smothered

# Heart palpitations—pounding heart or accelerated heart rate

¢ Dizziness, unsteadiness, or faintness
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e Trembling or shaking

o A feeling of choking

& Sweating “

® Nausea or abdominal distress

e A feeling of unreality—as if you're “not all there” (depersonalization)
¢ Numbness or tingling in hands and feet

@ ot and cold flashes

@ Chest pain or discomfort

% Fears of going crazy or losing control

# Fears of dying

At least four of these symptoms are present in a full-blown panic attack, while having two or
three of them is referred to as a limited-symptom attack.

Your symptoms would be diagnosed as panic disorder if 1) you have had two or more panic
attacks and 2) at least one of these attacks has been followed by one month (or more) of persistent
concern about having another panic attack, or worry about the possible implications of having
another panic attack. Tt’s important to recognize that panic disorder, by itself, does not involve
any phobias. The panic doesn’t occur because you are thinking about, approaching, or actually
entering a phobic situation. Instead, it occurs spontaneously, unexpectedly, and for no apparent
reason. There is no obvious cue or trigger for the attack. Also, the panic attacks are not due to the
physiological éffects of a drug (prescription or recreational) or a medical condition.

People vary in how frequently panic attacks occur.

You may have two or three panic attacks without ever having another one again or without
having another one for years. Or you may have several panic attacks followed by a panic-free
period, only to have the panic return a month or two later. Sometimes an initial panic attack
may be followed by recurring attacks three or more times per week unremittingly until you seek
treatment. In all of these cases, there is a tendency to develop anticipatory anxiety or apprehension
between panic attacks focusing on fear of having another one. This apprehension about having

“another panic attack is one of the hallmarks of panic disorder.

If you are suffering from panic disorder, you may be very frightened by your symptoms and
consult with doctors to find a medical cause. Heart palpitations and an irregular heartbeat may
lead to EKG and other cardiac tests, which, in most cases, turn out normal. (Sometimes mitral
valve prolapse, a benign arrhythmia of the heart, may coexist with panic disorder) Fortunately,
an increasing number of physicians have some knowledge of panic disorder and are able to dis-
tinguish it from purely physical complaints.

A diagnosis of panic disorder is made only after possible medical causes—including hypogly-
cemia, hy perthyroidism, reaction to excess caffeine, or withdrawal from alcohol, tranquilizers, or
sedatives—have been ruled out. The causes of panic disorder involve a combination of heredity,




10 The Anxiety & Phobia Workbook

chemical imbalances in the brain, and recent personal stress. Sudden losses or major life changes
may trigger the onset of panic attacks.

People tend to develop panic disorder during late adolescence or in their twenties. About half
of the people who have panic disorder develop it before the age of twenty-four. In about a third
of cases, panic is complicated by the development of agoraphobia (as described in the following
section). Between 2 and 3 percent of the population have “pure” panic disorder, while about 5
percent, or one in every twenty people, suffer from panic attacks complicated by agoraphobia.
Very few individuals develop panic disorder in childhood or after the age of sixty-five. Women
are about twice as likely as men to develop panic disorder. White Americans are more likely to
be diagnosed with. panic disorder than other ethnic groups.

Cigarette smoking increases the risk of panic disorder (Isensee et al. 2003). About 30 percent
of people with panic disorder use alcohol to self-medicate (Mental Health America 2007), which
often worsens their symptoms when the effects of alcohol wear off. Cannabis often precipitates
panic in some people. About one-fourth of individuals who have panic attacks will have an occa-
sional nocturnal panic attack (panic upon awakening from sleep).

Panic disorder is in part influenced by excessive activity in parts of the brain known as the
amygdala and the hypothalamus. See chapter 2 for more detailed information on the neurobiol-
ogy of panic disorder.

Current Treatment
All of the following strategies are considered state-of-the-art treatments for panic disorder.

Relaxation Training. Practicing abdominal breathing and some form of deep muscle relaxation
(such as progressive muscle relaxation) on a daily basis. This helps to reduce the physical symp-
toms of panic as well as anticipatory anxiety you might experience about having a panic attack.
A physical exercise program may also be recommended to reduce anxiety. (See chapters 4 and 5))

'.ﬂ‘

Panic-Control Therapy. Identifying and eliminating catastrophic thoughts (such as “I'm trapped
“I'm going to go crazy!” or “I'm going to have a heart attack!”) that tend to trigger panic attacks.
(See chapter 6,

Interoceptive Exposure. Practicing voluntary exposure to the bodily symptoms of panic, such as rapid
heartbeat, sweaty hands, shortness of breath, or dizziness. Such symptoms are created deliber-
ately, usually in the therapist’s office. For example, dizziness might be induced by spinning in a
chair or rapid heartbeat by running up and down stairs. Repeated exposure to unpleasant bodily
symptoms promotes a process of desensitization, which basically means “getting less sensitive” or
getting more used to the symptoms to the point that they no longer frighten you. (See chapter 7))

Medication. The antidepressant medications known as selective serotonin reuptake inhibitors, or
SSRIs, such as Zoloft, Lexapro, Celexa, or Cymbalta--or benzodiazepine medications such as
Xanax, Ativan, or Klonopin—may be used to reduce severity of panic symptoms. Such medi-
cations are best used in conjunction with the first three strategies above. (See chapter 17) A
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downside of medication treatment for panic disorder is that more than 50 percent of people can
relapse if the medication is discontinued a year or more after beginning it.

Lifestyle and Personality Changes. Some of the lifestyle changes that can reduce your tendency to
have panic attacks include stress management, regular exercise, eliminating stimulants and sugar
from your diet, slowing down and creating “downtime,” and altering your attitudes about per-
fectionism, the excessive need to please, and the excessive need to control. (Chapters 4, 5, 10, and
15 address these issues.)

Agoraphobia

The word agoraphobia means fear of open spaces; however, the essence of agoraphobia is a fear of
panic attacks, If you suffer from agoraphobia, you are afraid of being in situations from which
escape might be difficult—or in which help might be unavailable—if you suddenly had a panic
attack. You may avoid grocery stores or freeways, for example, not so much because of their inher-
ent characteristics but because these are situations from which escape might be difficult or embar-
rassing in the event of panic. Fear of embarrassment plays a key role. Most agoraphobics fear not
only having panic attacks but what other people will think should they be seen having a panic attack.

It is common for the agoraphobic to avoid a variety of situations. Some of the more common
ones include

¢ . Crowded public places such as grocery stores, department stores, or restaurants

& Enclosed or confined places such as tunnels, bridges, theaters, or the hairdresser’s
chair

® Public transportation such as trains, buses, subways, or planes
@ Standing in line or being in a crowd
» Being at home alone

Perhaps the most common feature of agoraphobia is anxiety about being far away from home
or far from a “safe person” (usually your spouse, partner, a parent, or anyone to whom you have
a primary attachment). You may completely avoid driving alone or may be afraid of driving alone
beyond a certain short distance from home. In more severe cases, you might be able to walk alone
only a few yards from home or you might be housebound altogether. Occasionally, you may
confine yourself to a single room in your house.

To be diagnosed with agoraphobia, you must avoid at least two of the above types of situa-
tions, if not more. Generally, you avoid these situations altogether, but you may endure them with
intense anxiety if accompanied by a companion.

If you have agoraphobia, you are not only phobic about a variety of situations but tend to
be anxious much of the time. This anxiety arises from anticipating that you might be stuck in a
situation in which you would panic. What would happen, for example, if you were asked to go
somewhere you ordinarily avoid and have to explain your way out of it? Or what would happen
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if you suddenly were left alone? Because of the severe restrictions in your activities and life, you
may also be depressed. Depression arises from feeling in the grip of a condition over which you
have no control or that you are powerless to change. :

Agoraphobia, in many cases, appears to be engendered by panic disorder. At first, you simply
have panic attacks that occur for no apparent reason (panic disorder). After a while, though, you
become aware that your attacks occur more frequently in confined situations away from home or
when you are by yourself. You begin to be afraid of these situations. At the point where you actu-
ally start to avoid these situations for fear of panicking, you've started to develop agoraphobia.
From that point you might go on to develop a mild, moderate, or severe problem. In a mild case,
you might feel uncomfortable in confined situations but not actually avoid them. You continue to
work or shop on your owr, but do not want to go far from home otherwise. In a moderate case,
you might start to avoid some situations, such as public transportation, elevators, driving far from
home, or being in restaurants. However, your restriction is.only partial, and there are certain situ-
ations away from home or your safe person that you can handle on your own, even with some
discomfort. Severe agoraphobia is marked by an all-inclusive restriction of activities to the point
where you are unable to leave your house without being accompanied. .

Just why some people with panic attacks develop agoraphobia and others do not is unknown at
this time. (There are a few people who develop only agoraphobia without any panic attacks.)) Nor
is it understood why some people develop much more severe cases than others. What is known
is that agoraphobia is caused by a combination of heredity and environment. Agoraphobics may
have a parent, sibling, or other relative who also has the problem. When one identical twin is
agoraphobic, the other has a high likelihood of being agoraphobic, too. On the environmental side,
there are certain types of childhood circumstances that predispose a child to agoraphobia. These
include growing up with parents who are 1) perfectionist and overcritical, 2) overprotective, and/
or 3) overly anxious to the point of communicating to their child that the world is a “dangerous
place.” The hereditary and environmental origins of agoraphobia and other anxiety disorders will
be explored in greater depth in the following chapter.

Agoraphobia affects people in all walks of life and at all levels of the socioeconomic scale.
About 2 percent of adults and adolescents in the United States suffer from agoraphobia at any
given time. Approximately 80 percent of agoraphobics are women, although this percentage has
been dropping recently. It is possible to speculate that as women are increasingly expected to
hold down full-time jobs (making a housebound lifestyle less socially acceptable), the percentage
of women and men with agoraphobia may tend to equalize.

Agoraphobia has a higher risk of occurring in late adolescence and young adulthood. A second
period of higher risk occurs later in life, after the age of forty. Unfortunately, agoraphobia tends to
be a chronic and recurrent condition unless properly treated. Complete remission without treat-
ment is rare, approximately only 10 percent.

Current Treatment

Relaxation Training, Panic Control Therapy, and Interoceptive Exposure. Since agoraphobia is usually
based on a fear of panic attacks, the same treatments as were described for panic disorder are
utilized. (See chapters 4 and 6.)
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Exposure. Exposure therapy means you face, or expose yourself to, a feared situation. Situations
that you have avoided are gradually confronted through a process of small incremental steps.
Such exposures are often conducted first in imagination and then in real life (see chapter 7). For
example,' if you were fearful of driving far from home, you would gradually increase the distance
you drive in small increments, A support person might accompany you in the same car at first,
then drive in a second car behind you, and then, finally, you would practice driving alone. O,
if you were fearful of being home alone, the person who usually stays with you would leave for
only a few minutes at first and then gradually increase the time away. Over time, you learn to
confront and enter into all of the situations you have been avoiding.

Cognitive Therapy. The aim of cognitive therapy is to help you replace exaggerated, fearful thinking
about panic and phobias with more realistic and supportive mental habits. You learn to identify,
challenge, and replace counterproductive thoughts with constructive ones. (See chapters 8 and 9)

Medication. Current treatment for agoraphobia often utilizes medication. SSRIs such as Zoloft,
Lexapro, Celexa, or Cymbalta are especially likely to be used for more severe cases where people
are housebound or highly restricted in what they are able to do. Low doses of tranquilizers such
as Xanax or Klonopin may also be used to help people negotiate the early stages of exposure.
(See chapter 17

Assertiveness Training. Since agoraphobics often have difficulty standing up-for themselves and
their rights, assertiveness training is frequently part of the treatment. (See chapter 13))

Group Therapy. Treatment for agoraphobia can be done very éffectively in a group setting. There is
much support available in a group, both for realizing that you are not alone and for completing
week-to-week homework assignments.

Social Anxiety Disorder

Social anxiety disorder (also known as social phobia) is one of the more common anxiety dis-
orders. It involves fear of embarrassment or humiliation in situations where you are exposed to
the scrutiny of others or you must perform. This fear is much stronger than the normal anxiety
most nonphobic people experience in social or performance situations. Usually it’s so strong
that it causes you to avoid the situation altogether, although some people with social phobia
endure social situations, albeit with considerable anxiety. Typically, your concern is that you will
say or do something that will cause others to judge you as being anxious, weak, “crazy,” or
stupid. This includes merely showing physical symptoms of anxiety, such as blushing or sweat-
ing, Your concern is generally out of proportion with the situation, and you recognize that it's
excessive {children with social phobia, however, do not recognize the excessiveness of their fear).
To be diagnosed with social anxiety disorder, the fear must have been persistent for at least six
months. Social anxiety disorder is associated with increased likelihood of dropping out of school,
decreased satisfaction and productivity in the workplace, lower socioeconomic status, and gener-
ally poorer quality of life.

|
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The most common social phobia is fear of public speaking. In fact, this is the most common
of all phobias, affecting performers, speakers, people whose jobs require them to make presenta-
tions, and students who have to speak before their class. Public-speaking phobia affects a large
percentage of the population and is equally prevalent among men and women.

Other common social phobias include

& Fear of participating in meetings or any group setting

# Tear of blushing in public

# Fear of choking on or spilling food while eating in public

# Fear of being watched at work

@ Fear of using public toilets

@ TFear of writing or signing documents in the presence of others
¢ Tear of crowds

« Fear of taking examinations

Sometimes social phobia is less specific and involves a generalized fear of any social or group
situation where you feel that you might be watched or evaluated. When your fear is of a wide
range of social situations (for example, initiating conversations, participating in small groups,
speaking to authority figures, dating, attending parties, and so on), the condition is referred to
as generalized social phobia.

Comuinon symptoms of social anxiety disorder include blushing, sweating, trembling, heart
palpitations, and nausea. Many people who are unaware that they are socially phobic use alcohol
to reduce these symptoms, which, in some cases, can lead to alcoholism. While social anxieties
are common, you would be given a formal diagnosis of social phobia only if your avoidance inter-
feres with work, social activities, or important relationships, and/or if it causes you considerable
distress. As with agoraphobia, panic attacks can accompany social phobia, although your panic
is related more to being embarrassed or humiliated than to being confined or trapped. Also, the
panic arises only in connection with a specific type of social situation.

Social phobias tend to develop eatlier than agoraphobia and can begin in late childhood or
adolescence, often between ages eight and fifteen. They often develop in shy children around
the time they are faced with increased peer pressure at school. Typically, these phobias persist
(without treatment) through adolescence and young adulthood but have a tendency to decrease
in severity later in life. Social phobia affects between 3 and 7 percent of the US population and
may be more prevalent among women than men. However, gender rates for clinical samples are
higher for men than for women. Though job parity for men and women is increasing, men still |
seek out treatment more frequently than women because of their jobs. Up to 14 percent of adults
experience social phobia at some time in their lives.

A significant percentage of people with social anxiety disorder are clinically depressed, have
another anxiety disorder such as panic disorder or generalized anxiety disorder, or are dealing
with substance abuse. Up to 50 percent of people with social anxiety disorder may experience
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spontaneous remission within two to three years; the other 50 percent can continue to expenence
symptoms for much longer without treatment.

As with other anxiety disorders, there are both genetic and environmental components in the
causes of social anxiety disorder. If one identical twin has the problem, the othet twin is 30 to
50 percent more likely to have the problem. Heritability among first-degree relatives is five to six
times higher than among unrelated people. At the same time, social anxiety in adoptive parents
is significantly correlated with social anxiety in their children (Kendler, Karkowski, and Prescott
1999).

Current Treatment
All of the following interventions are part of the current treatment for social phobia:

Relaxation Training. Abdominal breathing and deep relaxation techniques are practiced on a
regular basis to assuage physical symptoms of anxiety. (See chapter 4.)

Cognitive Therapy. Fearful thoughts that tend to perpetuate social phobias are identified, chal-
lenged, and replaced with more realistic thoughts. For example, the thought “I'll make a fool
of myself if I speak up” would be replaced with the idea “It’s okay if I'm a bit awkward at first
when 1 speak up—most people won't be bothered.” Cognitive therapists tend to focus on three
specific types of cognitive distortions: an excessive focus on anxiety symptoms and how they
might appear to others, distortions in self-concept about social attractiveness, and the tendency
to overestimate the likelihood of a negative evaluation.

Exposure. Exposure involves gradually and incrementally facing the social situation or situations
you're phobic about. You might do this first in imagery and then in real life. For example, if
you're phobic of public speaking, you might start out giving a one-minute talk to a friend and
then gradually increase, through many steps, both the duration of your talk and the number of
people you speak to. Or, if you have difficulty speaking up in groups, you'd gradually increase
both the length and degree of self-disclosure of remarks made in a group setting. (See chapter
7) After each exposure, you'd review and challenge any unrealistic thinking that caused anxiety.
While the treatment for social phobia can be done on an individual basis, group therapy is the
ideal treatment format. This allows direct exposure to the situation and stimuli that evoke anxiety
in the first place.

Staying on Task. People with social phobia tend to focus a lot on how they are doing or try to
gauge other people’s reactions while speaking in a social situation. Treatment includes training
yourself to focus only on the task at hand, whether conversing with a boss, speaking up in class,
or presenting information fo a group.

Medication. SSRI medications such as Zoloft, Luvox, Cymbalta, or Lexapro, or low doses of ben-
zodiazepine tranquilizers such as Xanax or Klonopin, may be used as an adjunct to the cognitive
and exposure-based treatments described above. Sometimes monoamine oxidase (MAQ) inhibitor
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medications such as Nardil or Parnate are used to treat social phobia with success, though this is
less common in current practice. (See chapter 17),

Social Skills Training. In some cases, learning basic social skills such as smiling and making eye
contact, maintaining a conversation, self-disclosure, and active listening are part of the treatment
for social phobia.

Assertiveness Training. Training in assertiveness, the ability to ask directly for what you want or to
say no to what you don’t want, is often included in the treatment. (See chapter 13.)

Specific Phobia

A specific phobia typically involves a strong fear and avoidance of one particular type of object or
situation. There are no spontancous panic attacks, and there is no fear of panic attacks, as in ago-
raphobia. There is also no fear of humiliation or embarrassment in social situations, as in social
phobia. Direct exposure to the feared object or situation may elicit a panic reaction, however.
With specific phobia, féar is always out of proportion to the realistic danger posed by the object
or situation. Typically, the fear and avoidance are strong enough to interfere with your normal
routines, work, or relationships and to cause you significant distress for a period of six months
or longer. Even though you recognize its irrationalities, a specific phobia can cause you consider-
able anxiety. ‘
Among the most common specific phobias are the following:

Animal Phobias. These can include fear and avoidance of snakes, bats, rats, spiders, bees, dogs,
and other creatures. Often these phobias begin in childhood, when they are considered normal
fears. Only when they persist into adulthood and disrupt your life or cause significant distress
do they come to be classified as specific phobias.

Acrophobia (fear of heights). With acrophobia, you tend to be afraid of high floors of buildings
or of finding yourself atop mountains, hills, or high-level bridges. In such situations you may
experience 1) vertigo (dizziness) or 2) an urge to jump, usually experienced as some external force
drawing you to the edge.

Elevator Phobia. This phobia may involve a fear that the cables will break and the elevator will
crash or a fear that the elevator will get stuck and you will be trapped inside. You may have panic
reactions, but you have no history of panic disorder or agoraphobia.

Airplane Phobia. This most often involves a fear that the plane will crash. Alternatively, it can
involve a fear that the cabin will depressurize, causing you to asphyxiate. More recently, phobias
about planes being hijacked or bombed have become common. When flying, you may have a
panic attack. Otherwise you have no history of panic disorder or agoraphobia. Fear of flying is
a very common phobia. Approximately 10 percent of the population will not fly at all, while an
additional 20 percent experience considerable anxiety while flying.
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Doctor or Dentist Phobias. This can begin as a fear of painful procedures (injections, having | !
teeth filled) conducted in a doctor’s or dentist’s office. Later it can generalize to anything having r __
to do with doctors or dentists. The danger is that you may avoid needed medical treatment. I :

Phobias of Thunder and/or Lightning. Almost invariably, phobias of thunder and lightning
begin in childhood. When they persist beyond adolescence, they are classified as specific phobias.

Blood-Injury Phobia. This is a unique phobia in that you have a tendency to faint (rather than

panic) if exposed to blood or your own pain through injections or inadvertent injury. In response

to the phobic situation, your heart rate and blood pressure will initially rise and then subse-

quently fall, in what is called a vasovagal response. People with blood-injury phobia tend to be both |;.
physically and psychologically healthy in other regards.

Disease Phobia (hypochondria). Usually, this phobia involves a fear of contracting and/or ulti- &
mately succumbing to a specific illness, such as a heart attack or cancer. With disease phobias, -
you tend to seek constant reassurance from. doctors and will avoid any situation that reminds E
you of the dreaded disease. :

Specific phobias are common and affect approximately 10 percent of the population (rates
go as high as 16 percent among adolescents). However, since they do not always result in severe

impairment, only a minority of people with specific phobias actually seek treatment. Most types H
of phobias occur in men and women about equally. Animal phobias tend to be more common in ' ‘i' : |
women, while disease phobias are more common in men. In general, women are twice as likely to . -

report specific phobias as men, but this may reflect a difference in who seeks treatment (Cameron v
2004). ) .

As previously mentioned, specific phobias are often childhood fears that were never out-
grown. In other instances, they may develop after a traumatic event, such as an accident, a natural
disaster, an illness, or a visit to the dentist—in other words, as a result of conditioning. A final
cause is childhood modeling. Repeated observation of a parent with a specific phobia can lead a
child to develop it as well. ’

Current Treatment

Since specific phobias generally do not involve spontaneous panic attacks, some of the treat- . 7
ments for panic, such as panic control therapy, interoceptive exposure, and medication, are usually :
not included.

Relaxation Training. Abdominal breathing and deep muscle relaxation are practiced on a regular
basis to reduce symptoms of anxiety that occur both when facing the specific phobia and when
experiencing worry (anticipatory anxiety) about having to deal with the phobic situation. (See |
chapter 4.) _ 3

Cognitive Therapy. Fearful thoughts that tend to perpetuate the specific phobia are challenged and
replaced. For example, “What if 1 panic because I feel trapped aboard an airplane?” would be
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replaced with more realistic and supportive thoughts, such as “While I may not be able to leave
the airplane for two hours, I can move around, such as leaving my seat to go to the bathroom
several times if needed. If I start to feel panicky, I have many strategies for coping that 1 can use,
including abdominal breathing, talking to my companion, listening to a relaxing tape, or taking
medication, if necessary” Coping staternents, such as “I've handled this before and I can handle
it again” or “This is just a thought; it has no validity,” are also useful. These supportive coping
statements are rehearsed until they are internalized. (See chapter 8.)

Exposure. This involves gradually facing the phobic situation through a series of incremental steps.
For example, fear of flying would be faced first in imagination only (imagery exposure), then by
watching planes land and take off, then by boarding a grounded plane, then by taking a short
flight, and, finally, by taking a longer flight. A support person would accompany you first through
all the steps, then you'd try them on your own. For some phobias, it’s difficult to do real-life
exposure—for example, if you're afraid of earthquakes. Treatment would then emphasize cogni-
tive therapy and then exposure to imagined scenes of earthquakes (or watching movies about
earthquakes). Imagery and real-life exposure are described in chapter 7.

Virtial Reality Exposure Therapy. In a small number of settings with appropriate technology, spe-
cific phobias have been treated with virfual reality exposure therapy. Virtual reality exposure therapy
(VRT) uses specifically programmed equipment with large screens to simulate phobic situations
such as spiders, heights, flying, speaking in public, and even closed-in spaces. As with real-life
exposure, the client is exposed to a highly detailed hierarchy of phobic scenes that utilize visual,
auditory, and even tactile cues to enhance a sense of presence and immersion in the situation. The
clinician can adjust the intensity of each situation as well as identify triggers that are uniquely
associated with the client’s specific phobia. The client is also given controls, such as a joystick, to
allow movement and interaction within the simulated environment. The client’s progress through
a succession of scenes can be closely monitored. Difficult scenes can be repeated until the client
learns that the situation is not truly harmful. Early research with VRT conducted in the 1990s
found marked reduction of fears of heights, comparable to real-life exposure for acrophobia. Since
that time, the range of applications has been extended to treat veterans for post-traumatic stress
disorder (where combat scenes are recreated with the opportunity to achieve mastery over adverse
conditions of combat). More recently VRT has been used to treat depression in adolescents. The
client enters the role of a character that travels through a fantasy world, combatting their virtual
negative thoughts. As with any form of specialized therapy, clinicians who administer VRT need
to be properly trained. There has been a problem with untrained therapists who simply purchase
the equipment and proceed to use it without specialty training. Research indicates that virtual
exposure can be effective and transfer well to the real-life phobic situation. A detailed summary
of research on the efficacy of VRT with respect to heights, fear of flying, and PTSD can be found
in Rothbaum (2006). For the reference, see the section on specific phobia under “Further Reading”
at the end of this chapter.

To sum up, specific phobia is usually a benign disorder, particularly if it begins as a common
childhood fear. Though it may last for years, it rarely gets worse and it often diminishes over time.
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Typically, it is not associated with other psychiatric disturbances. People with specific phobias are
usually functioning at a high level in all other respects.

Generalized Anxiety Disorder

Generalized anxiety disorder (GAD) is characterized by chronic anxiety that persists for at least
six months but is unaccompanied by panic attacks, phobias, or obsessions. You simply experience per-
sistent anxiety and worry without the complicating features of other anxiety disorders. To be
given a diagnosis of generalized anxiety disorder, your anxiety and worry must focus on two or
more stressful life circumstances (such as finances, relationships, health, work problems, or school
performance) for a majority of days during a six-month period. It’s common, if you're dealing
with generalized anxiety disorder, to have a large number of worries and to spend a lot of your
time worrying. Yet you find it difficult to exercise much control over your worrying. Moreover,
the intensity and frequency of the worry are always out of proportion to the actual likelihood of
the feared events happening.

In addition to frequent, hard-to-control worry, generalized anxiety disorder involves having
at least three of the following six symptoms (with some symptoms present more days than not
over the past six months):

e Tension—feeling keyed up-
o Being easily fatigued

e Difficulty concentrating

e Irritability

s Muscle tightness

% Difficulties with sleep

* Generalized anxiety disorder is frequently associated with physical symptoms such as tension
headaches, irritable bowel syndrome, high blood pressure, insomnia, and even osteoporosis.
However, the presence of any or all of these physical problems does not necessarily imply a diag-
nosis of generalized anxiety disorder, which is based primarily on the presence of ongoing worry.

You are likely to receive a diagnosis of generalized anxiety disorder if your worry and asso-
ciated symptoms cause you significant distress and/for interfere with your ability to function
occupationally, socially, or in other important areas.

If a doctor tells you that you suffer from generalized anxiety disorder, he or she has probably
ruled out possible medical causes of chronic anxiety, such as hyperventilation, thyroid problems,
or drug-induced anxiety (alcohol or benzodiazepine withdrawal). Generalized anxiety disorder
often occurs together with depression, a condition sometimes referred to as “mixed anxiety-
depressive disorder.” In such instances, a careful history will usually reveal which disorder—the
generalized anxiety or the depression-—~came first.
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Generalized anxiety disorder can develop at any age. In children and adolescents, the focus of
worry often tends to be on performance in school or sports events. In adults, the focus can vary
but is usually a common theme like finances, health, or job responsibilities. At any given time,
about 4 percent of adults experience generalized anxiety disorder; a total of 9 percent experience
it over their entire lifespan. Women are approximately twice as likely to experience the disorder
as men. People of European decent are more likely to develop GAD than those of non-European
decent.

Although there are no specific phobias associated with generalized anxiety disorder, one view
propounded by Aaron Beck and Gary Emery suggests that the disorder is sustained by “basic
fears” of a broader nature than specific phobias, such as

& Fear of losing control

& Fear of not being able to cope

# Fear of failure

e Fear of rejection or abandonment
e Fear of death and disease

Generalized anxiety disorder can be aggravated by any stressful situation that elicits these
fears, such as increased demands for performance, intensified marital conflict, physical illness, or
any situation that heightens your perception of danger or threat.

The underlying causes of generalized anxiety disorder are unknown. It is likely to involve a
combination of heredity, neurobiology, and predisposing childhood experiences, such as excessive
parental expectations, parental abandonment and rejection, or parents modeling worry behavior.

Current Treatment

Relaxation Training. Abdominal breathing and deep relaxation techniques are practiced on a
regular basis to directly reduce anxiety. A physical exercise program may also be included in the
treatment. (See chapters 4 and 5.)

Cognitive Therapy. Fearful self-talk underlying specific worry themes is identified, challenged,
and replaced with more realistic thinking. When you worry, you overestimate the odds of some-
thing negative happening and underestimate your ability to cope if something bad does, in fact,
happen. Cognitive therapy aims to correct both types of distorted thinking. You would also work
on changing negative beliefs, or “metabeliefs,” about worry itself. These include both beliefs that
worry will help you avoid something negative, such as “If I worry about it, it won't happen,” and
fearful beliefs about worry itself, such as “My worries are uncontrollable” or “I'll go crazy from
worrying.” Realistic self-statements are consistently practiced and internalized over time. Guided
imagery may also be used to help redirect your mind from preoccupation with worry to more
optimistic themes.
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Worry Exposure. In worry exposure, you do repeated and prolonged exposure to fearful images
(your worst-case scenarios) of what you're worried about. In these images you include strategies
you would use to reduce anxiety and cope with the situation.

Reducing Worry Behaviors. You identify overly cautious “safety behaviors” that tend to reinforce
worrying. For example, if you tend to call your spouse or child several times a day to check on
them, you would reduce the frequency of this behavior.

Problem Solving. This means taking systematic action to solve the problem you're worried about.
In short, you focus on solutions to the problem that worries you instead of the worry itself. If
there is no practical solution, you work’on changing your attitude toward the situation—that is,
learning to accept what you can’t change.

Distraction. A variety of distraction techniques can be helpful for worries that do not lend them-
selves easily to cognitive therapy or problem solving. Common diversionary activities include
talking to a friend, journaling, listening to music, gardening, exercise, puzzle solving, arts and
crafts, cooking, and using the Internet.

Medication. For moderate to severe cases of generalized anxiety disorder, SSRI medications such as
Zoloft, Luvox, Lexapro, or Celexa may be used. The serotonin-norepinephrine reuptake inhibitor
(SNRI) medications such as Effexor and Pristiq have also been found to be effective in treating
generalized anxiety disorder. Another medication, Buspar, has been used for many years to {reat
worry and generalized anxiety. It is still occasionally used as a first-line medication treatment
for GAD. Buspar may sometimes be combined with an SSRI medication to enhance the SSRI’s
effectiveness. Benzodiazepines such as Xanax, Ativan, and Klonopin are often used to treat GAD,
though some psychiatrists are wary because of their potential for tolerance, dependence, and
abuse.

Mindfulness Practice. Mindfulness is an attitude of simply witnessing the ongoing stream of your
thoughts and feelings in the present moment without judgment. It originated in Buddhist medita-
tion practice but is now being used as a common treatment for stress, depression, and generalized
anxiety. (For further information about mindfulness practice, see chapter 18.)

Lifestyle and Personality Changes. Such changes are basically similar to the methods described for
panic disorder: stress management, increased downtime, regillar exercise, eliminating stimulants
and sweets from your diet, resolving interpersonal conflicts, and changing attitudes toward per-
fectionism, an excessive need to please others, or the excessive need to control.

Obsessive-Compulsive Disorder

In the new DSM-5 formulation of psychiatric disorders, obsessive-compulsive disorder (OCD) is
described in a separate chapter of its own apart from other anxiety disorders. It is listed with other
OC spectrum disorders, such as body dysmorphic diserder (distorted perception of one’s body),
trichotillomania (hair-pulling disorder), hoarding disorder, excoriation (skin-picking disorder),
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and. substance/medication-induced obsessive-compulsive disorder. More will be said about these
disorders in the next section. The placement of obsessive-compulsive disorder in a new chapter of
its own is based on both grouping OCD with its associated spectrum disorders as well as certain
neurobiological differences in the causes of OCD (and spectrum disorders) from other anxiety
disorders. :

Some people naturally tend to be more neat, tidy, and orderly than others. These traits can be
useful in many situations, both at work and at home. In obsessive-compulsive disorder, however,
they are carried to an extreme and disruptive degree. Obsessive-compulsive people can spend
many hours cleaning, tidying, checking, or ordering, to the point that these activities interfere
with the rest of the business of their lives.

Obsessions are recurring ideas, thoughts, images, or impulses that scem senseless but nonethe-
less continue to intrude into your mind. Examples include images of violence, thoughts of doing
violence to someone else, or fears of leaving on lights or the stove or leaving your door unlocked.
You recognize that these thoughts or fears are jrrational and you try to suppress them, but they
continue to intrude into your mind for hours, days, weeks, or longer. These thoughts or images
are not merely excessive worries about real-life problems and are usually unrelated to any real-
life problems.

Compulsions are behaviors or rituals that you perform to dispel the anxiety brought up by
obsessions. For example, you may wash your hands numerous times to dispel a fear of being
contaminated, check the stove again and again to see if it is turned off, or look continually in
your rearview mirror while driving to assuage anxiety about having hit somebody. You realize
that these rituals are unreasonable, yet you feel compelled to perform them to ward off the
anxiety associated with your particular obsession. The conflict between your wish to be free of
the compulsive ritual and the irresistible desire to perform it is a source of anxiety, shame, and
even despair. Eventually, you may cease struggling with your compulsions and give over to them
entirely.

Obsessions may occur by themselves, without necessarily being accompanied by compul-
sions. In fact, about 20 percent of the people who suffer from obsessive-compulsive disorder only
have obsessions, and these often center around fears of causing harm to a loved one or having
disquieting sexual thoughts.

The most common compulsions include washing, checking, and counting. If you are a
washer, you are constantly concerned about avoiding contamination. You avoid touching door-
knobs, shaking hands, or coming into contact with any object you associate with germs, filth, or
a toxic substance. You can spend literally hours washing hands or showering to reduce anxiety
about being contaminated. Women more often have this compulsion than men. Men outnumber
women as checkers, however. Doors have to be repeatedly checked to dispel obsessions about
being robbed; stoves are repeatedly checked to dispel obsessions about starting a fire; or roads
are repeatedly checked to dispel obsessions about having hit someone. In the counting compul-
sion, you must count up to a certain number or repeat a word a certain number of times to dispel
anxiety about harm befalling you or someone else.

Obsessive-compulsive disorder is often accompanied by depression. Preoccupation with
obsessions, in fact, tends to wax and wane with depression. This disorder is also typically accom-
panied by phobic avoidance—such as when a person with an obsession about dirt or germs avoids
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public restrooms or touching doorknobs. Sometimes avoidance inferferes with the person’s social
or occupational functioning,

It is very important to realize that as bizarre as obsessive-compulsive behavior may sound, it
has nothing to do with “being crazy.” You usually recognize the irrationality and senselessness
of your thoughts and behavior, and you are very frustrated (as well as depressed) about your
inability to control them.

Obsessive-compulsive disorder is different from compulsive behavior disorders such as gam-
bling and overeating. People with compulsive behavior disorders derive some pleasure from
their compulsive activities, whereas people with OCD neither want to perform their compulsions
(except to reduce fear) nor derive any pleasure from doing so. In the new D5M-5, there are diag-
nostic specifiers to indicate the few people who have little or no insight into their OCD beliefs as
being illogical.

Obsessive-compulsive disorder used to be considered a rare behavior disturbance. However,
recent studies have shown that about 2 fo 3 percent of the general population may suffer, to varying
degrees, from obsessive-compulsive disorder. The reason prevalence rates have been underes-
timated up to now is that most sufferers have been very reluctant to tell anyone about their
problem. Women seem to be affected slightly more than men, but boys are more commonly
affected in childhood than girls. The average age of onset of OCD is 19.5 years. Onset of symp-
toms is typically gradual. Without treatment, remission of OCD in adulthood is low, typically less
than 20 percent. With effective treatment, partial to full recovery is possible in up to 60 percent
of cases.

The causes of obsessive-compulsive disorder are unclear. There is some evidence that a defi-
ciency of a neurotransmitter substance in the brain known as serotonin, or a disturbance in sero-
tonin metabolism, is associated with the disorder. This is borne out by the fact that many sufferers
improve when they take medications that increase brain serotonin levels, such as clomipramine
{Anafranil) or specific serotonin-enhancing antidepressants such as fluoxetine (Prozac), fluvox-
amine (Luvox), sertraline (Zoloft), or escitalopram (Lexapro). It also appears that persons with
QCD have excessive activity in certain parts of the brain, such as the prefrontal cortex and the
caudate nucleus. See chapter 2 for a more detailed description of the latest research on the neuro-

biology of obsessive-compulsive disorder. OCD has a high degree of heritability, with 57 percent

of identical twins both showing symptoms of the disorder versus 22 percent of fraternal twins.

Current Treatment

Relaxation Training. As with all of the anxiety disorders, abdominal breathing and deep relaxation
skills are practiced on a daily basis to help reduce anxiety symptoms. (See chapter 4.)

Cognitive Therapy. Fearful, superstitious, or guilty thoughts associated with obsessions are identi-
fied, challenged, and replaced. For example, the idea “If I have a thought of doing harm to my
child, T might act on it” is replaced with “The thought of doing harm is just random noise caused
by the OCD. It has no significance. Just having the thought doesn’t mean I'll do it.” (See chapter 8.)
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Exposure and Response Prevention (ERP). This technique consists of exposure to situations that
aggravate obsessions, followed by enforced prevention from performing rituals or compulsions.
For example, if you've been washing your hands every time you touch a doorknob, you'd be
instructed to touch doorknobs and either reduce the number of times you wash your hands or
refrain from washing at all. Similarly, if you check the door five times whenever you leave your
house, you would be required to gradually reduce the number of checks to one. You and your
therapist devise a variety of situations, preferably in your home setting. Then you continually prac-
tice exposing yourself to these situations and desist from performing the compulsions (response
prevention), Usually, your therapist or a support person accompanies you to monitor your com-
pliance in not performing compulsions. When your problem involves obsessions only, without
compulsions, any neutralizing thoughts or covert rituals you use to reduce anxiety caused by
your obsessions need to be stopped. You would also work on accepting your obsessions without
trying to make them go away. (For further information on exposure and response prevention in
treating OCD, see the book Stop Obsessing: How to Overcome Your Obsessions and Compulsions by
Edna Foa and Reid Wilson, or The OCD Workbook by Bruce Hyman and Cherry Pedrick.)

Medication. Medications such as Anafranil and the SSRI medications, including Prozac, Luvox,
Lexapro, Cymbalta, and Zoloft, help about 60 to 70 percent of those with OCD. Long-term use
of medication is fairly common with OCD, although in some cases the cognitive and exposure/
response prevention strategies described above may suffice. Effective doses of SSRI medications
are usually higher for OCD than for other anxiety disorders, and benefits from these medications
tend to appear only after two to three months at higher doses. Low doses of antipsychotic medi-
cations such as Zyprexa and Risperdal have been found to be useful adjuncts in the treatment
of OCD for some people, which indicates that part of the brain mechanisms underlying OCD
involve the role of dopamine receptors. The use of SSRI medications is often part of the normal
treatment protocol for OCD. It is necessary to take the medication long term, as discontinuation
often results in a return of the original OCD symptoms.

Lifestyle and Personality Changes. Essentially, the same lifestyle and personality changes described
for panic disorder and. generalized anxiety disorder apply to OCD.

The strategies presented in this workbook will be helpful if you are affected by obsessive-
compulsive disorder. Because OCD is often a severe and debilitating problem, it is highly recom-
mended that you consult a professional who is well versed in the use of behavioral methods,
such as exposure and response prevention, as well as in the use of appropriate medications. This
workbook can complement behavioral and pharmacological treatment approaches.

Obsessive-Compulsive Spectrum Disorders

OC spectrum disorders share commonalities in their neurobiological basis with OCD. (See chapter
2 for details on the neurobiology of OCD) The OC spectrum disorders vary in their manifesta-
tion. These are the most common OC spectrum disorders:



Anxiety Disorders 25

& Body dysmorphic disorder: a preoccupation with perceived flaws or defects in physi-
cal appearance

® Excoriation: recurrent skin picking (resulting in lesions} with repeated attempts to
stop

o Hoarding disorder: a difficulty with discarding possessions that results in significant
clutter in one’s personal living area

@ Trichotillomania: a recurrent pulling out of one’s hair (resulting in noticeable hair
loss) with repeated attempts to decrease or stop pulling

e Hypochondriasis: a preoccupation about having a serious illness with excessive atten-
tion to bodily symptoms that are taken as evidence of that illness

OC spectrum disorders have become a specialty area of their own and are typically treated by
therapists who specialize in OCD, and who adopt exposure and response prevention techniques
to the specific OC spectrum disorder involved.

Several other OCD-related disorders are mentioned in the full DSM~5 chapter on OCD. These
include instances where OCD or OC spectrum disorders can be directly attributed to a medical
condition, or appear to be manifestations of substance-induced intoxication or withdrawal
symptoms.

Trauma- and Stressor-Related Disorders

As is the case with obsessive-compulsive disorder, DSM-5 presents post-traumatic stress disorder
(PTSD) in a chapter of its own. The chapter, entitled “Trauma- and Stressor-Related Disorders,”
includes several other stress-related problems. This new chapter unifies all psychiatric disorders
thought to arise in response to a traumatic or highly stressful event (or events). In addition to
post-traumatic stress disorder, acufe stress disorder refers to the same constellation of symptoms as
PTSD (including intrusive memories of the trauma, distressing dreams or nightmares, flashbacks,
and dissociative symptoms such as depersonalization), except that these symptoms are apparent
three days to one month following the initial stressor. When these symptoms persist past one
month, a diagnosis of post-traumatic stress disorder is deemed appropriate.

The DSM—-5 chapter also includes the diagnostic category of adjustment disorders. The distin-
guishing characteristic of adjustment disorders is that they consist of a group of maladaptive
symptoms following within three months of a significant life stressor. However, the symptoms
are not in the same range or severity as PTSD symptoms, yet they do include marked distress out
of proportion to the severity of the instigating stressor and impairment of social or occupational
functioning. Adjustment disorders do not include dissoctative symptoms such as depersonaliza-
tion and derealization (see below), but they are specified in D5M-5 according to whether they
include anxiety, depression, or mixed anxiety and depression.

Two other disorders affecting children under five years of age are mentioned in the chapter.
Reactive attachment disorder constitutes a pattern showing severe social withdrawal, and the child’s
apparent lack of capacity to seek or respond to comfort when distressed. In contrast, disinhibited
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social engagement disorder reflects a pattern of behavior where the child approaches unfamiliar
adults and fails to show normal social inhibition or reticence in doing so.

Post-Traumatic Stress Disorder

The essential feature of post-traumatic stress disorder (PTSD) is the development of disabling
psychological symptoms following a traumatic event. It was first identified during World War
I, when soldiers were observed to suffer chronic anxiety, nightmares, and flashbacks for weeks,
months, or even years following combat. This condition came to be known as “shell shock”

Post-traumatic stress disorder can occur in anyone in the wake of a severe trauma outside the
normal range of human experience. These are traumas that would produce intense fear, terror,
and feelings of helplessness in anyone and include natural disasters, such as earthquakes or tor-
nadoes; car or plane crashes; and rape, assault, or other violent crimes against you or your imme-
diate family. It appears that the symptoms are more intense and longer lasting when the trauma
is personal, as in rape or other violent crimes. Observation of someone else suffering a severe
trauma can be sufficient to induce post-traumatic stress disorder. Even learning that a traumatic
event has occurred to a close family member or significant other can be a source of trauma.

Among the variety of symptoms that can occur with post-traumatic stress disorder, the fol-
lowing nine are particularly common:

e Repetitive, distressing thoughts about the event, often intrusive and unwanted
e Nightmares related to the event

e Flashbacks so intense that you feel or act as though the trauma were occurring all
over again

e An attempt to avoid thoughts or feelings associated with the trauma

# An attempt to avoid activities or external situations associated with the trauma—such
as developing a phobia about driving after you have been in an auto accident

e Emotional numbness—being out of touch with your feelings
e Losing interest in activities that used to give you pleasure

® Persistent symptoms of increased anxiety, such as difficulty falling or staying asleep,
difficulty concentrating, startling easily, or irritability and outbursts of anger

e Exaggerated negative beliefs such as “T'm ruined” or “Nobody can be trusted”

For you to receive a diagnosis of post-traummatic stress disorder, these symptoms need to have
persisted for at least one month (with less than one month’s duration, the appropriate diagnosis
is acute stress disorder). In addition, the disturbance must be causing you significant distress,
interfering with social, vocational, or other important areas of your life. In DSM-5, PTSD can
be diagnosed on the basis of the above symptom profile, or with the addition of dissociative
symptoms such as depersonalization or derealization. Depersonalization is a sense of detachment
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from yourself, as though you are an outside observer of your own mental processes or body.
Derealization is the perception of unreality, with your entire surroundings appearing unreal,
dream-like, or distant.

If you suffer from post-traumatic stress disorder, you tend to be anxious and depressed.
Sometimes you will find yourself acting impulsively, suddenly changing residence or going on
a trip with hardly any plans. If you have been through a trauma where others around you died,
you may suffer from guilt about having survived.

Post-traumatic stress disorder can occur at any age and affects about 9 percent of the popu-
lation at some time in their life. Children with the disorder tend not to relive the trauma con-
sciously but continually reenact it in their play or in distressing dreams. The highest rates of
PTSD are found among survivors of rape, military combat, or ethnically motivated confinement
and/or persecution. The onset of full-spectrum PTSD can be delayed by months or even years;
however, at least some symptoms are typically evident one week to three months following the
traumatic event.

There is some evidence that susceptibility to post-traumatic stress disorder is hereditary, For
identical twins exposed to combat in Vietnam, if one identical twin developed the disorder, the
odds were higher that the other identical twin would, as compared with fraternal twins (True,
Rice, and Eisen 1993).

Current Treatment

Tredtment for post-traumatic stress disorder is complex and multifaceted. Many of the strate-
gies described above for other anxiety disorders are helpful, but additional techniques may be
used as well. ' :

Relaxation Training. Abdominal breathing and progressive muscle relaxation techniques are prac-
ticed to better control anxiety symptoms. (See chapter 4.)

Cognitive Therapy. Fearful or depressed thinking is identified, challenged, and replaced with more
productive thinking. For example, guilt about having been responsible for the trauma—or having
survived when someone you loved did not—would be challenged. You would reinforce yourself
with supportive, constructive thoughts, such as “What happened was horrible, and I accept that

there is nothing I could have done to prevent it. I'm learning now that I can go on.” (See chapters
8.and 9)

Exposure Therapy. A therapist or support person helps you confront fearful situations that you
want to avoid because they trigger strong anxiety. In imaginal exposure, you would repeatedly
g0 back over fearful memories of events, objects, and persons associated with the original trauma.
In real-life exposure, you would return to the actual situation where the trauma occurred. For
example, if you were assaulted in an elevator, you would return to the elevator several times.
Repeated exposure helps you to understand that the fearful situation is no longer dangerous.
(See chapter 7)
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Imagery Rescripting. In imagery rescripting, a therapist asks you to revisualize a situation that
was traumatic as a child or adolescent but from the standpoint of being an empowered, strong
adult, capable of handling the situation. For example, if you were physically abused as a child,
you would imagine going back to the original situation as your adult self rather than as a child,
and then confronting the abuser and dealing with the abuser in a strong, empowered way. An
additional phase might include going back to the situation as a strong adult accompanied by your
child self, with the adult confronting the abuser on behalf of the child. Imagery rescripting is a
common technique used with PTSD and has also been used successfully with social phobias that
are based on childhood and adolescent traumatic social experiences (Smucker and Niederee 1994).

Medication. SSRI medications such as Zoloft, Luvox, Prozac, or Celexa are often helpful in alleviat-
ing PTSD symptoms. Especially when these symptoms are severe and long lasting, a course of
medication lasting one or two years might be utilized. Tranquilizers such as Xanax or Klonopin
might be used on a short-term basis. (See chapter 17)

Support Groups, Support groups are particularly helpful in enabling PTSD victims to realize that
they are not alone. Support groups for rape or crime survivors are often available in larger metro-
politan areas. Considerable research indicates that social support offers protective effects in both
avoiding and recovering from the disorder.

EMDR or Hypnotherapy. Eye-movement desensitization and reprocessing (EMDR) or hypnother-
apy are often helpful in enabling PTSD victims to retrieve and work through memories of the
original traumatic incident. These techniques may be used to accelerate the course of therapy and/
or overcome resistance to exposure. Studies have found these techniques to be equally effective
as cognitive behavioral therapy and exposure (Sejdler and Wagner 2006).

It’s important to add that the treatment for any anxiety disorder may include marital or family
therapy. Interpersonal problems with spouses and/or family may serve to petpetuate anxiety and
undermine the success of treatment until these issues are addressed. Family therapy is also useful
in educating family members about how to understand, support, and, in some cases, set limits
with the family member suffering with the anxiety disorder.

Additional Anxiety Disorders in the DSM-5

Two additional anxiety disorders, which were added to DSM-IV, were retained in DSM-5.

Anxiety Disorder Due to Another Medical Condition

This diagnostic category is reserved for situations in which significant anxiety {in the form
of either panic attacks or generalized anxiety) is a direct physiological effect of a specific medical
condition. Numerous types of medical conditions can cause anxiety, including endocrine con-
ditions (hyper- and hypothyroidism, pheochromocytoma, hypoglycemia), cardiovascular condi-
tions (congestive heart failure, pulmonary embolism), metabolic conditions (vitamin B,, deficiency,
porphyria), and neurological conditions (vestibular problems, encephalitis). For a more complete
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listing, see the section in chapter 2 entitled “Medical Conditions That Can Cause Panic Attacks
or Anxiety.”

Substance-Induced Anxiety Disorder

This category is used when generalized anxiety or panic attacks are determined to be the
direct physiological effect of a substance, whether a drug of abuse, a medication, or toxin expo-
sure. The anxiety may be a result either of exposure to the substance or of withdrawal from it.
For example, if you had no previous history of an anxiety disorder, then suddenly developed
panic attacks as a result of withdrawing too quickly from a medication, you would receive this
diagnosis,

pre=;
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Self-Diagnosis Questionnaire

The following questionnaire is designed to help you identify which particular anxiety disorder
you may be dealing with. It is based on the official classification of anxiety disorders used by
mental health professionals and known as the DSM-5 (Diagnostic and Statistical Manual of Mental
Disorders—Fifth Edition).

- 1. Do you have spontaneous anxiety attacks that come out of the biue? (Only answer “yes” if
you do not have any phobias) Yes No

- : 2. Have you had at least one such attack in the last month? Yes No

3. If you had an anxiety attack in the last month, did you worry about having another one?
T Or did you worry about the implications of your attack for your physical or mental health?
TS Yes No

}t L 4. In your worst experience with anxiety, did you have four or more of the following symptoms?
|| ‘ t' O Shortness of breath or a smothering sensation

Dizziness, a lightheaded or unsteady feeling

Heart palpitations or rapid heartbeat

Trembling or shaking

Sweating

Choking

Nausea or abdominal distress

Feelings of being detached or out of touch with your body

Numbness or tingling sensations

Flushes or chills

Chest pain or discomfort

Fear of dying

OO0 OO0 oOooooQoao

Fear of going crazy or doing something out of control

If your answers to 1, 2, 3, and 4 were yes, stop. You've met the conditions for panic
disorder.

If your answer to 1 was yes, but your anxiety reaction involved three or fewer of the
A symptoms listed under 4, you're experiencing what are called lmited-symptom attacks, but do
[ not have full-blown panic disorder.

i ¥ If you have panic attacks and phobias, go on.
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5. Does fear of having panic attacks cause you to avoid going into certain situations? : :
Yes No ' ; i

If your answer to 5 was yes, stop. It is likely that you are dealing with agoraphobzu See |
question 6 to determine the extent of your agoraphobia. - [

6. Which of the following situations do you avoid because you are afraid of panicking?

|

i
Going far a*&ay from home ' ) l
Shopping in a grocery store |
Standing in a grocery store line
Going to department stores :_}
Going to shopping malls i
Driving on freeways |
Driving on surface streets far from home \:
Driving anywhere by yourself ki
Using public transportation (buses, trains, etc.)
Going over bridges (whether you're the driver or the passenger) 3
Going through tunnels (as driver or passenger)
Flying in planes
Riding in elevators :
Being in high places |
Going to a dentist’s or doctor’s office
Sitting in a barber’s or beautician’s chair |/
Fating in restaurants ' ] :
Going to work ‘ |
Being too far from a safe person or safe place {
Being alone ‘! .j
Going outside your house

Other

O OO O OoooOooOoop@aooogoooboooo o

The number of situations you checked above indicates the extent of yoﬁr agoraphobia and 8
the degree to which it limits your activity. i
If your answer to 5 was no, but you do have phobias, go on.
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7. Do you avoid certain situations not primarily because you are afraid of panicking but because
you're afraid of being embarrassed or negatively evaluated by other people (which could sub-
sequently lead you to panic)? Yes No

If your answer to 7 was yes, stop. It's likely that you are dealing with social phobia. See
question 8 to determine the extent of your social phobia.

8. Which of the following situations do you avoid because of a fear of embarrassing or humiliat-
ing yourself?

O Sitting in any kind of group (for example, at work, in school classtooms, in social
organizations, or in self-help groups)

Giving a talk or presentation before a small group of people

! : i
1 pER

Giving a talk or presentation before a large group of people
Parties and social functions

Using public restrooms

Eating in front of others

Writing or signing your name in the presence of others
Dating

Any situation in which you might say something foolish

Other

OO0 ooooooaDb

The number of situations you checked indicates the extent to which social phobia limits
your activities.
If your answers to questions 5 and 7 were no, but you have other phobias, continue.

9. Do you fear and avoid any one (or more than one) of the following?

Tnsects or animals, such as spiders, bees, snakes, rats, bats, or dogs

Heights (high floors in buildings, tops of hills or mountains, high-level bridges}
Driving |

Tunnels

Bridges

Elevators

Airplanes (flying)

Doctors or dentists

Thunder or lightning

oo ooooogonoaod

Water
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11.

12.

13.

14,

15,
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Blood

Injections or medical procedures
Illness such as heart attacks or cancer
Darkness

Other

Oo0oo0oond

Do you have high degrees of anxiety usually only when you have to face one of these
situations? Yes . No __ :

If you checked one or more items in 9 and answered yes to 10, stop. It’s likely that you're
dealing with a specific phobia. If not, proceed.

Do you feel quite anxious much of the time but do not have distinct panic attacks, do not have
phobias, and do not have specific obsessions or compulsions?  Yes No

Have you been prone to excessive worry for at least the last six months? Yes No

Has your anxiety and worry been associated with at least three of the following six symptoms?
Tense—feeling keyed up

Being easily fatigued

Difficulty concentrating or mind going blank

Irritability

Muscle tension

oo onooaD

Sleep disturbance (difficulty falling or staying asleep, or restless and unsatisfying sleep)

If your answers to 11, 12, and 13 were yes, stop. It’s likely that you're dealing with gener-
alized anxiety disorder. If you answered yes to 11 but no to 12 or 13, you're dealing with an
anxiety condition that is not severe enough to qualify as generalized anxiety disorder.

Do you have recurring intrusive thoughts such as about hurting or harming a close relative,
being contaminated with dirt or a toxic substance, fearing you forgot to lock your door or turn
off an appliance, or an unpleasant fantasy of catastrophe? (You recognize that these thoughts
are irrational but you can’t keep them from coming into your mind) Yes ____ No ___

Do you perform ritualistic actions such as washing your hands, checking, or counting to
relieve anxiety over irrational fears that enter your mind? Yes ___ No ____

If you answered yes to 14 but no to 15, you are probably dealing with obsessive-compulsive
disorder, but have obsessions only.

If you answered yes to 14 and 15, you're probably dealing with obsessive-compulsive
disorder, with both obsessions and compulsions.
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Co-Occurrence of Anxiety Disorders

In the years that have passed since the first edition of The Anxiety & Phobia Workbook was published,
it has become increasingly apparent that many people are dealing with more than one anxiety
disorder. For example, one survey of people with panic disorder found that 15 to 30 percent also
have social phobia, 10 to 20 percent have a specific phobia, 25 percent have generalized anxiety
disorder, and 8 to 10 percent have obsessive-compulsive disorder. People with agoraphobia quite
often have social phobias and/or obsessive-compulsive difficulties. If you find that your particular
condition fits the description for more than one anxiety disorder, you are not alone.
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Major Causes of Anxiety Disorders

If you are dealing with one of the anxiety disorders, you are likely to be concerned with the :
causes of your problem. You probably ask yourself, “Why do 1 have panic attacks? Is it something !
hereditary, or is it the way T was brought up? What causes phobias to develop? Why am I afraid
of something T know isn’t dangerous? What causes obsessions and compulsions?”

The symptoms of anxiety disorders often seem irrational and inexplicable: it is only natural
to raise the question “Why?” But before considering in detail the various causes of anxiety dis- ‘
orders, there are two general points you should bear in mind. First, although learning about _
the causes of anxiety disorders can give you insight into how these problems develop, such k|
knowledge is not necessary to overcome your particular difficulty. The various strategies for
overcoming anxiety disorders presented in this workbook-—such as relaxation, exercise, exposure, - '
changing self-talk and mistaken beliefs, or dealing with feelings—do not depend on a knowledge :
of underlying causes to be effective. However interesting the information in this chapter may be, R
it is not necessarily what “cures.” Second, be wary of the notion that there is one primary cause, o
or type of cause, for any of the anxiety disorders. Whether you are dealing with panic attacks,
social phobia, generalized anxiety, or obsessive-compulsive disorder, recognize that there is no
one cause which, if femoved, would eliminate the problem. Anxiety problems are brought about
by a variety of causes operating on numerous different levels: heredity, biology, family back-
ground and upbringing, conditioning, recent stressors, your self-talk and personal belief system,
your ability to express feelings, and so on. The range of chapters in this book indicates the many
different levels on which you can understand the causes of and the means of recovering from ’ '

anxiety disorders.

Some experts in the field of anxiety disorders propose “single-cause” theories. Such theories
tend to greatly oversimplify anxiety disorders and are susceptible to one of two mistaken lines {
of reasoning: the biological fallacy and the psychological fallacy. The biological fallacy assumes that
a particular type of anxiety disorder is caused solely by some biological or physiological imbal- i
ance in the brain or body. For example, there has recently been a tendency to reduce the causa- ; ‘
tion of panic disorder, as well as obsessive-compulsive disorder, to a strictly biological level. r‘ |
Panic disorder is viewed as arising from a dysfunction in parts of the brain, such as the amygdala
and the locus coeruleus. Obsessive-compulsive disorder is thought to be caused by a deficiency in k! -;
a particular neurotransmitter substance in the brain called serofonin—or a dysregulation in the \
serotonin system of neurons in the brain. (A neurotransmitter is a chemical substance that allows
nerve impulses to be transmitted from one nerve cell to another.)
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It is helpful to know that there may be physiological dysfunctions involved in panic disorder
and obsessive-compulsive disorder. This certainly has implications for treatment of these prob-
lems. But this does not mean that panic attacks and obsessive-compulsive disorder are physi-
ological disturbances only. The question remains: What caused the physiological disturbance itself?
Perhaps chrenic stress due to psychological conflict causes the amygdala and locus coeruleus to
malfunction in panic disorder. Or perhaps chronically suppressed anger sets up a disturbance in
brain serotonin levels that is a contributing cause of obsessive-compulsive disorder. Psychological
conflicts and repressed anger may, in tirn, have been caused by a person’s upbringing. Because
any particular physiological disturbance may have originally been set up by stress or other psy-
chological factors, it is a fallacy to assume that anxiety disorders are solely {or even primarily)
caused by physiological imbalances. ‘

The psychological fallacy makes the same kind of mistake in the opposite direction. It
assumes that, say, social phobia or generalized anxiety disorder is caused by having grown up
with parents who neglected, abandoned, or abused you, resulting in a deep-seated sense of inse-
curity or shame that causes your current phobic avoidance and anxiety as an adult. While it may
be true that your family background contributed in an important way to your current problems,
is it reasonable to assume that this is the only cause? Again, not really. To do so overlooks the
possible contributions of hereditary and biological factors. After all, not all children who grow
up in dysfunctional families develop anxiety disorders. It is more plausible to assume that your

. problem is a result of both 1) a hereditary predisposition toward anxiety (and possibly phobia) and

2) early childhood conditions that fostered a sense of shame and/or insecurity.

Tn sum, the idea that your particular difficulties are just a physiological disturbance or just
a psychological disturbance neglects the fact that nature and nurture are interactive. Biological
disturbances may be “set up” by stress or psychological factors; psychological problems, in turn,
may be influenced by inborn biological disturbances. There is simply no way to say which came
first or which is the so-called “ultimate” cause. By the same token, a comprehensive approach to
recovery from panic, phobias, or anxiety cannot restrict itself to treating physiological or psycho-
logical causes in isolation. A variety of strategies dealing with several different levels, including
biological, behavioral, emotional, mental, interpersonal, and even spiritual factors, is necessary
for a full and lasting recovery. This multidimensional approach to recovery is discussed in the
next chapter and assumed throughout this book.

The causes of anxiety disorders vary not only according to the level at which they occur but
also according to the time period over which they operate. Some are predisposing causes, which
set you up from birth or childhood to develop panic or anxiety later on. Some are recent or short-
term causes—circumstances that trigger the onset of, say, panic attacks or agoraphobia. Others are
maintaining causes—factors in your current lifestyle, attitudes, and behavior that serve to keep
anxiety disorders going once they have developed. The remainder of this chapter examines each
of these types of causes in more detail. A section on biological causes is included to acquaint you
with some of the better-known. hypotheses about the role of the brain in causing panic attacks
and anxiety.

An outline of the causes of anxiety disorders follows.
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g
Causes of Anxiety Disorders | |
Long-Term, Predisposing Causes | | 1 ,{'_7_: il
1. Heredity -l i
: 2. Childhood Circumstances o
& Your Parents Communicate an Overly Cautious View of the World i
s Your Parents Are Overly Critical and Set Excessively High Standards 3. i
‘ ‘ @ Emotional Insecurity and Dependence | | ; 1 w
| @ Your Parents Suppress Your Expression of Feelings and Self-Assertiveness ‘ :
. 3. Cumulative Stress over Time
v
\ Biological Causes E i
1. The Physiology of Panic a [ - ;
2. Panic Attacks i‘ f ;
: 3. Generalized Anxiety N |
| 4. Obsessive-Compulsive Disorder b
: 5. Medical Conditions That Can Cause Panic Attacks or Anxiety L8 % .
I * Short-Term, Triggering Causes : | ‘_
1. Stressors That Precipitate Panic Attacks b )
# Significant Personal Loss
s Significant Life Change
s Stimulants and Recreational Drugs '
2. Conditioning and thé Origin of Phobias _ ” h .
3. Trauma, Simple Phobias, and Post-Traumatic Stress Disorder h: \ [
I, 20

Maintaining Causes

1. Avoidance of Phobic Situations
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2. Anxious Self-Talk

3. Mistaken Beliefs

4. Withheld Feelings

5. Lack of Assertiveness

6. Lack of Self-Nurturing Skills

7. Muscle Tension

8. Stimulants and Other Dietary Factors
9. High-Stress Lifestyle

10. Lack of Meaning or Sense of Purpose

Long-Term, Predisposing Causes

Heredity

Are anxiety disorders inherited? The limited evidence that exists to date would argue that
they are—at least in part. For example, it is estimated that 15 to 25 percent of children growing
up with at least one agoraphobic parent become agoraphobic themselves, while the rate of ago-
raphobia in the general population is only 5 percent. This fact in itself doesn't prove that agora-
phobia is inherited, however, because it could be argued that children learn from their parents to
be agoraphaobic.

More compelling evidence comes from studies of identical twins who, of course, have exactly
the same genetic makeup. If one identical twin has an anxiety disorder, the probability of the
other identical twin having an anxiety disorder ranges from 31 to 88 percent, depending on the
study you're looking at. By comparison, when fraternal twins (whose genes are no more similar
than those of siblings born at different times) are studied, the probability is much lower. If one
fraternal twin has an anxiety disorder, the odds of the other having an anxiety disorder range
from about 0 to 38 percent—again, depending on the study. Having the same genetic makeup as
someone else with phobias or anxiety makes it more than twice as likely that you will have a similar
problem. Interestingly, the percentages for fraternal twins are generally higher than the incidence
of anxiety disorders in the population (about 8 to 10 percent). This would argue that growing up
in the same family—having the same parenting—contributes at least something to the develop-
ment of anxiety disorders. Both nature and nurture seem to have an impact.

What is it that is inherited? Based on what is known at this time, it seems that you don't
inherit agoraphobia, social phobia, or even panic attacks specifically from your parents. What is
inherited seems to be a general personality type that predisposes you to be overly anxious. This
is a volatile, excitable, reactive personality that is more easily set off by any slightly threatening
stimulus than is the personality of individuals without anxiety disorders. Once you are born with
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this highly reactive personality, you might develop one or another anxiety disorder, depending
on your particular environment and upbringing. For example, whether you develop agoraphobia
or social phobia might depend on how much you learned to feel ashamed in situations where you
were expected to perform. Whether you develop panic attacks or not might depend-on the nature
and degree of stress you're exposed to during adolescence and early adulthood. In short, while
heredity might cause you to be born with a more reactive, excitable nervous system, childhood
experiences, conditioning, and stress all serve to shape the particular type of anxiety disorder
you subsequently develop.

Recent research in the field of behavior genetics has begun to hone in on specific genes associ-
ated with anxiety disorders. For example, the seventeenth chromosome (we all have 23} contains
a gene known as SERT {serotonin transfer gene), which functions in the manufacture of the brain
neurotransmitter serotonin. People with the “short” form of the gene tend to be more predisposed
to develop anxiety disorders (as well as mood disorders such as depression), while people with
the “long” form of the gene have a degree of protection, in spite of childhood and adult stress,
from developing problems with anxiety.

Childhood Circumstances

What childhood experiences or family environments might predispose you to develop a partic-
ular anxiety disorder? Unfortunately, very little research on this topic has been done. Researchers
have found that panic attacks and agoraphobia in adulthood are often preceded by separation
anxiety disorder in childhood. This is a condition in which children experience anxiety, panic,
or somatic symptoms when separated from their parents, as when going to school or even before
going to sleep. Later on as adults, these same people experience anxiety when separated from a
“safe” person or place. The conditions that might lead to separation anxiety disorder in the first
place are matters for speculation. .

What follows is a list of childhood circumstances that might predispose you to develop
anxiety disorders. The list is based on my own experience with clients over several years. These

factors are especially relevant if you are dealing with agoraphobia or social phobia, but may be

applicable to other.anxiety disorders as well.
& Your Parents Communicate an Overly Cautious View of the World

Parents of people with phobias either tend to have phobias themselves or are more fearful
and anxious than average. Often they are overly concerned about potential dangers to their child.
They are likely to say things like “Don’'t go out in the rain—you'll catch a cold,” “Don’t watch
TV so much. You'll ruin your eyes,” or “Be very careful,” again and again. The more they com-
municate a fearful, overcautious attitude toward their child, the more that child comes to view
the world as a “dangerous” place. When you learn that the outside world is threatening, you
automatically restrict your exploration and risk taking. You grow up with a tendency to worry
excessively and be overly concerned with safety.
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e Your Parents Are Querly Critical and Set Excessively High Standards

Children growing up with critical, perfectionist parents are never quite sure of their own
acceptability. There is always some doubt about whether you are “good enough,” or sufficiently
worthy. As a result, you are constantly striving to please your parents and maintain their approval.
As an adult, you may be overly eager to please, “look good,” and “be nice” at the expense of your
true feelings and capacity for assertiveness. Having grown up always feeling insecure, you may
become very dependent on a safe person or safe place, and may restrict yourself from entering
public or social situations where there is a risk of “losing face” You often come to internalize your

parents’ values, becoming exceptionally perfectionist and self-critical (as well as critical of others).
& Emotional Insecurity and Dependence

Up to the age of four or five, children are utterly dependent on their parents, especially their
mothers. Any conditions that create insecurity during this time can lead to excessive dependency
and clinging later on. Excessive criticism and perfectionist standards on the part of parents seem
to be a common source of insecurity for people who later develop anxiety disorders. However,
experiences of neglect, rejection, abandonment through divorce or death, and physical or sexual abuse can
also produce the kind of basic insecurity (as well as emotional dependency) that forms a background for
anxiety disorders.

Growing up in a family in which one or both parents are alcoholic is also a common con-
tributing factor in 20 to 25 percent of the clients ve seen, As described in a number of popular
books on the subject, adult children of alcoholics grow up with characteristics such as 1) obses-
sion with control, 2) avoidance of feelings, 3) difficulty trusting others, 4) overresponsibility, 5)
all-or-nothing thinking, and 6) excessive eagerness to please, at the expense of their own needs.
Although not all adult children of alcoholics develop anxiety disorders, the above characteristics
are commonly seen in many people who have problems with panic and/or phobias.

A common denominator in the background of adult children of alcoholics, adult survivors of
other forms of abuse, and most people who develop anxiety disorders is a deep-seated sense of
insecurity. Perhaps the degree of insecurity and the way children respond to it will determine
whether they later develop a specific type of anxiety disorder—as opposed to, say, an addictive
personality or some other behavior disturbance. When children respond to insecurity with exces-
sive dependency, the stage is set for overreliance on a safe person or safe place later in life. This is
a common background for agoraphobia.

@ Your Parents Suppress Your Expression of Feelings and Self-Assettiveness

Parents not only may foster dependency but may suppress your innate capacity to express your
feelings and assert yourself. For example, as a child you may have been continually reprimanded
or punished for speaking out, acting impulsively, or getting angry. Subsequently, you grew up
exerting a restrictive, even punitive, attitude toward your own expression of impulses and feel- -
ings. If these impulses and feelings are suppressed over a long period of time, their sudden recut-
rence under stress may produce anxiety or even panic. Frequently, people who learned to bottle
up their feelings and self-expression as children are tense, more prone to be anxious, and unable
to express themselves as adults. Of course, this form of suppression in childhood can also lead to
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depression and passivity later on. In both cases, learning to express your feelings and becoming
more assertive can have a very beneficial effect.

Reading about the four factors just discussed may have stimulated you to think about what
happened in your own childhood. Use the Family Background Questionnagire on the next page to
further explore what circumstances in your family may have contributed to your own problems
- with anxiety.
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Family Background Questionnaire

Use the following questionnaire to reflect on your childhood. Can you identify what conditions
might have contributed to your current problem with anxiety?

1. Did either of your parents suffer from panic attacks or phobias?

2. Did you have a brother, sister, grandparent, or other relative who had panic attacks or phobias?

. . 3. Did either of your parents seem excessively prone to worry?

i

P 4, Did either of your parents seem overly concerned about potential dangers that could befall
you or other family members?

b 5. Did your parents encourage exploration of the outside world, or did they cultivate an attitude
‘ of caution, suspicion, or distrust?

Lo
1?! L 6. Do you feel that your parents were overly critical or demanding of you? If so, how did you
L feel in response to this criticism?

[0 Put down or diminished [ Ashamed or guilty

[0 Hurt or rejected O Angry or rebellious

7. As a child, did you feel free to express your feelings and impulses? How were feelings dealt
with in your family?

00 Openly expressed O Punished

O Denied

: i 8. Was it okay for you to cry? How did your parents respond when you cried?

9. Was it okay to express anger? How did your parents respond when you got angry?

R 10. What was your role in the family? How were you perceived relative to other children in the
! family?

11. Do you feel that you grew up feeling insecure? Which of the following might have contrib-
uted to your insecurity?

L

| % . ‘l 00 Excessive criticism by your parents
i O Excessive punishmeht

i O Your parents made you feel ashamed

O Your parents made you feel guilty
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Your parents neglected you
One or both parents abandoned you through death or divorce

Physical abuse

O O O 0O

Sexual abuse

0O IParental alcoholism

12. If you grew up insecure, how did you respond to your feelings of insecurity?
O By becoming very dependent on your family (Did you have difficulty leaving home?)
O By becoming very independent of your family (Did you leave home early?)

O By becoming angry or rebellious

Cumulative Stress over Time

A third contributing factor in the development of anxiety disorders is the influence of cumu-
lative stress over time. When stress persists without letup over a period of time, such as several
months or years, it tends to accumulate. This sort of stress is more enduring than the normal,
temporary stresses of moving, the holiday season, or a short-term financial setback. Cumulative
stress can arise from unresolved psychological conflicts lasting over many years. Or it can be due
to difficulties in one area of your life—such as problems with your marriage or physical health—
that persist over a long period of time. Finally, it may be due to the accretion of a large number
of life events. Life events include changes in the course of your life that require an adjustment
and reordering of your priorities, such as going off to college, changing jobs, getting married or
leaving an intimate relationship, moving to a new locatior, having a baby, or having your chil-
dren leave home. While one or two life events every year is a common and manageable experi-
ence, a series of many of them stretching over one or two years’ time can lead to a state of chronic
stress and exhaustion.

The concept of life events arose from the work of Dr. Richard Holmes and Dr. Thomas Rahe,
who developed an instrument called the Life Evenis Survey (also known as The Social Readjustment
Scale) to assess the number and severity of life events that occur in a two-year period. They used
the survey specifically to predict a person’s risk of developing physical disease. However, the
survey can also be used as a general measure of cumulative stress. You can get an estimate of
your own level of cumulative stress by completing the Life Events Survey in this chapter.
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Life Events Survey

Life Event Average Stress Score
Death of spouse 100
Divorce 73
Marital separation ' 65
Jail term 63
Death of close family member 63
Personal injury or illness . . 53
Marriage . 50
Being fired from work 47
Marital problems : 45
Retitement 45
Change in health of family member - 44
Pregnancy 40
Sexual difficulties _ : 39
Gain of new family member 39
Business readjustment 39
Change in finances 38
Death of close friend 37
Change to different line of work 36
Change in number of arguments with spouse 35
Mortgage or loan for major purchase (such as a home) 31
Foreclosure of mortgage or loan 30
Change in responsibilities at work 29
_ Somn or daughter leaving home 29
Trouble with in-laws 29
Qutstanding personal achievement 28
Spouse begins or stops work 26
Beginning or finishing school 26
Change in living conditions 25
Revision of personal habits 24
Trouble with boss 23
Change in work hours or conditions 20
Change in residence 20
Change in school 20
Change in recreation 19
Change in church activities 19
Change in social activities 18
Mortgage or loan for Jesser purchase (such as a car or TV) 17
Change in sleeping habits 16
Change in number of family get-togethers 15
Change in eating habits 15
Vacation 13
Holiday season 12
Minor violations of the law 11

Determine which life events have occurred in your life over the past two years and add up your total stress score.
For example, if you got married, changed to a different line of work, changed residence, and took two vacations,
your total stress score would be 50 + 36 + 20 + 13 + 13 = 132. If your total stress score is under 150, you are less
likely to be suffering the effects of cumulative stress. If it is between 150 and 300, you may be suffering from
chronic stress, depending on how you perceived and coped with the particular life events that occurred. If your
score is over 300, it is likely you are experiencing some detrimental effects of cumulative stress. Please note that
the stress scores on the above survey are averaged over many people. The degree to which any particular event
is stressful to you will depend on how you perceive it.
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For many years, it has been known that stress can increase your risk of developing psycho-
somatic disorders, such as high blood pressure, headaches, or ulcers. Only recently has it been
recognized that psychological disorders may also be an outcome of cumulative stress. Over time,
stress can affect the neuroendocrine regulatory systems of the brain, which play an important
role in mood disorders, such as depression and anxiety disorders. Stress is nonspecific in its
action; it simply has the greatest impact on the weakest point in your system. If this happens to
be your cardiovascular system, you may develop high blood pressure or migraine headaches. If
it is the neurcendocrine and neurotransmitter systems of your brain, you will be more subject to
developing a behavior disorder such as mood swings, generalized anxiety, or panic disorder, In
short, cumulative stress might produce headaches, fatigue, or panic attacks, depending on your
particular point of greatest vulnerability. That point of vulnerability may, in turn, be influenced

. by heredity. It is likely then that genes, cumulative stress, and childhood circumstances all con-
- tribute to the genesis of a particular anxiety disorder, as suggested in this diagram:

Hereditary vulnerability
(reactive personality type)

» Panic attacks and/or agoraphobia
Childhood circumstances / -

(overly protective and/or T

perfectionist parents

Cumulative stress over
many years

When you examine long-term causes, it turns out that no one of them may be sufficient, by
itself, to produce a particular anxiety disorder. You may live twenty years with a hereditary
vulnerability to panic attacks and yet never have one. Then life events in your twenties might
produce enough cumulative stress to activate what had been only a potential—and you have
your first panic attack. If you grew up feeling insecure and were taught that the outside world
is dangerous, you may go on to develop agoraphobia. If you grew up feeling ashamed when you
performed, perhaps your particular type of phobic avoidance will be less territorial and more
social {(in other words, a social phobia).

Biological Causes

Biological causes refer to physiological imbalances in the body or brain that are associated with
anxiety disorders. It is important to recognize that such imbalances are not necessarily the ulti-
mate causes of anxiety disorders and may themselves be caused by

® A specific hereditary vulnerability
* Cumulative stress over time

® A hereditary vulnerability that is brought out by cumulative stress
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Once again, it is likely that genes, life history, and stress all work together to bring about the
disturbances underlying anxjety disorders.

Recent research has pointed to different types of biological explanations for different types of
anxiety disorders. The type of malfunction associated with spontaneous panic attacks is probably
different from the type-associated with generalized anxiety disorder. And both of these, in turn,
are different from physiological imbalances associated with obsessive-compulsive disorder. Each
of these is discussed separately below.

Our state of knowledge about biological causes underlying anxiety disorders is still very
tentative and incomplete, The brain mechanisms considered in this chapter, which are discussed
after an initial section on the physiology of panic, should be viewed as hypothetical—not proven
facts. .
Finally, it is important to realize that even though there may be a physiological imbalance
in the brain underlying your particular anxiety disorder, there is no reason to assume you can't
correct it. If you are willing to make lifestyle changes to reduce stress and upgrade your level of physi-
cal wellness, any physiological imbalances associated with panic, phobias, anxiety, or obsessions will tend
to diminish and perhaps disappear altogether. These liféstyle changes include making time for daily
relaxation, an exercise program, good. nutrition, social support, and self-nurturing activities. (See
the relevant chapters in this workbook) An alternative way to correct a biological imbalance is to
rely on prescription medications that specificaily alter the functioning of your brain. Medications
work well in overcoming the physiological causes of anxiety disorders—though, in my opinion,
they should be viewed as a last line of defense. It is often possible to correct physical imbalances
simply by upgrading your level of health and wellness. '

Later in this section you will read about mechanisms in the brain that are thought, based on
recent research, to underlie panic attacks, generalized anxiety, and obsessive-compulsive disorder.
First, however, is a description of the basic physiology of a panic attack—something that is much
better understood.

The Physiology of Panic

What happens to your body during a panic attack? Panic is an extreme version of an alarm
reaction your body naturally goes through in response to any type of threat. Years ago, Walter
Cannon described this as the fight-or-flight response. It is a built-in mechanism that enables all
higher animals to mobilize a great deal of energy quickly in order to cope with predators or
other immediate threats to their survival. This alarm reaction serves us well in situations that are
realistically dangerous. Unfortunately, most of us also experience the fight-or-flight reaction. in
response to any situation that is viewed as psychologically dangerous, threatening, or overwhelm-
ing, An argument with your spouse or having to get up and go to work after a bad night’s sleep
can cause a pronounced stress response because you perceive it as threatening or overwhelming,
even though it poses no direct risk to your survival

In the case of a panic attack, there may be no perceived threat at all—the reaction may come
on “out of the blue” without any noticeable provocation. Somehow the natural fight-or-flight
response has gotten out of control. That it occurs out of context and without apparent reason sug-
gests that the brain mechanisms that control the response aren’t functioning properly. The current
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hypothesis about the nature of this dysfunction is described in the next section. The physiology
of panic itself, however, is better known.

Your nervous system has two separate actions: voluntary and involuntary. There is a voluntary
nervous system that moves your muscles and obeys your direct command. Your involuntary
nervous system, on the other hand, regulates automatic functions ordinarily outside voluntary
control, such as your heartbeat, respiration, and digestion. This involuntary system is itself
divided into two branches: the sympathetic and parasympathetic nervous systems. The sympathetic
nervous system is responsible for mobilizing a number of reactions throughout your body when-
ever you're emotional or excited. The parasympathetic nervous system has an opposite function.
It maintains normal, smooth functioning of your various internal organs during times when you
are calm and at rest.

In a panic attack, your sympathetic nervous system sets off several different bodily reactions

- rapidly and intensely. First, it causes your adrenal glands to release large amounts of adrena-

line. What you feel is a sudden “jolt,” often accompanied by a feeling of dread or terror. Within
seconds, the excess adrenaline can cause 1) your heart to race, 2) your respiration to become rapid
and shallow, 3) profuse sweating, 4) trembling and shaking, and 5) cold hands and feet. Your
sympathetic nervous system also produces muscle contractions (the most extreme case of this is
when animals “freeze” in fear), possibly leading you to experience strong contractions in your
chest or throat along with a fear of not being able to breathe. Other reactions caused by the sym-
pathetic nervous system include excess release of stomach acid, inhibition of digestion, release
of red blood cells by the spleen, release of stored-up sugar by the liver, an increase in metabolic
rate, and dilation of the pupils.

All of these reactions occur to a lesser degree when you are emotional or excited. The problem
in panic is that they peak to such an extreme level that you feel overwhelmed and terrified, and
have a strong urge to run. It is important to realize that the adrenaline released during panic
tends to be reabsorbed by the liver and kidneys within a few minutes, If you can “ride out” the
bodily symptoms of panic without fighting them or telling yourself how horrible they are, they
will tend to subside within a short time. Chapter 6 will describe strategies for learning to observe
rather than react to the bodily symptoms of panic. By breathing properly and making supportive,
calming statements to yourself, you can learn to manage panic instead of scaring yourself into a
much more intense reaction.

While the physiology of panic is well understood, the mechanisms in the brain that initiate -

these physiological reactions are less well understood. The following section presents two recent
hypotheses about particular imbalances in the brain thought to be responsible for panic attacks.

Panic Attacks

Your brain is by far the most complex system in your body, consisting of over one hundred
billion brain cells or neurons. At any given moment in time, millions of nerve impulses are
being transmitted along multiple pathways which interconnect various regions of your brain.
Every time a single nerve impulse moves from one nerve cell to the next, it must cross a space.
Individual nerve cells are not connected but are separated by tiny spaces called synapses. It has
been known for some time that the process by which a nerve impulse moves across a synapse is
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chemical in nature. Microscopic amounts of chernicals secreted into the synapse allow transmis-
sion of a nerve impulse from one neuron to the next. These chemicals are called neurotransmitters;
there are over twenty different types of them in the brain.

It appears that there are different systems in the brain that are especially sensitive to par-
ticular neurotransmitters. Fach system consists of a vast network of nerve cells (neurons) that are
sensitive to a particular neurotransmitter. One system, called the noradrencrgic system, seems to
be especially sensitive to a neurotransmitter substance called novepinephrine. Another system, the
serotonergic system, contains neurons especially sensitive to a neurotransmitter substance called
serotonin. Yet another system, the glutamatergic syster, is especially sensitive to the stimulating
neurotransmitter glutamate. These three systems have a large number of receptor sites (sites on
nerve cells that respond to neurotransmitters) in some of the major structures of the brain that are |
S activated during a panic attack. Specifically, the amygdala—a structure in your brain—is thought
§ %" F'Ef‘f”‘?ﬁ‘fﬁ to play a key role in instigating panic. Research has found that the amygdala does not act alone
o but works in concert with a variety of other structures that all contribute to stimulating panic.

R These structures include “higher” brain centers such as the prefrontal cortex and insula, which

| serve to modulate sensory information, interpreting it as “dangerous” or “safe.” Such information

is stored in memory in a part of the brain called the hippocampus. The higher brain centers and
the hippocampus interface directly with the amygdala. The amygdala, in turn, instigates panic by '
stimulating a variety of other brain structures, including 1) the locus coeruleus, which contributes
to general behavioral and physiological arousal, 2) the hypothalamus, which regulates the release |
of adrenaline (via the pituitary gland, stimulating your adrenal glands) and also stimulates your |
sympathetic nervous system (see the previous section), 3) the perinqueductal gray region, which
stimulates defensive and avoidance behavior, and, finally, 4) the pambmchiul nucleus, which stimu-

lates increased respiration.

Within your brain, panic attacks are more likely to occur when this entire system is overly
sensitized, perhaps from having been previously activated too frequently, too intensely, or both.
Thus the neurological basis for panic is not exactly a “chemical imbalance,” as your doctor may
have told you, but an overly sensitized “fear system,” including all of the above brain structures.
Rescarchers believe that deficiencies of the neurotransmitters serotonin and norepinephrine may
contribute to insufficient inhibition of the amygdala, locus coeruleus, and associated structures that
make up this fear system. That is why SSRI antidepressants and SNRI antidepressants that affect
the metabolism of serotonin and/or norepinephrine available throughout your brain can diminish
panic attacks (as well as other anxiety disorders). An older class of antidepressants, the tricyclic
antidepressants, can also be effective in reducing the symptoms of anxiety disorders. (See chapter
17 for further information on these various types of antidepressant medications,) Over a period
of two to four weeks, these medications seem 10 be able to stabilize and desensitize an overly sen-
sitized amygdala, locus coeruleus, and associated fear system.

What causes the original oversensitization of the fear system remains unclear at this time. One
: _ hypothesis is that changes in this system can take place as a result of acute stress or as the long-
| term result of multiple stressors over time. Although this hypothesis remains unproven, it seems
y likely that cumulative stress contributes in an important way to the onset of panic attacks (as discussed
earlier in this chapter). If this hypothesis about stress altering the amygdala and the fear system
turns out to be true, an important implication follows: the most effective long-term treatment fot brain

!
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dysfunctions associated with panic disorder is a consistent and comprehensive program for reducing stress
in your life. Medications can certainly help restabilize structures in your brain that contribute to
panic and anxiety in the short run. Yet without changes in your lifestyle, such as regular relax-
ation and exercise, good time management, proper nutrition, personal support, and- constructive
attitudes—changes that allow you to live more simply and peacefully—panic and anxiety will
tend to return after the medications are withdrawn. -

An additional hypothesis for the causation of panic attacks has to do with the prefrontal
cortex. This is a “higher” cortical brain center that comes into play after the amygdala surges
with sudden fear in response to a potential threat. The prefrontal cortex helps you to evaluate
your environment fo see whether a legitimate threat really exists or not. If no threat appears to
exist, the prefrontal cortex exerts a “top down” influence on the amygdala so that you can dismiss

" the potential threat and not continue further into panic. It is believed that this link between the
 prefrontal cortex and amygdala may be impaired in people prone to panic disorder. That is, the

prefrontal cortex fails to adequately tone down the amygdala, allowing fear to continue to gain
momentum until a full-blown panic attack occurs.

Generalized Anxiety

Benzodiazepine tranquilizers, such as Xanax, Ativan, or Klonopin, can effectively reduce
anxiety in generalized anxiety disorder (GAD) as well as other anxiety disorders (including
anticipatory anxiety in phobias). It has been discovered that a specific receptor system in the
brain, the GABA system, is uniquely sensitive to benzodiazepine drugs. This system consists of
neurons that are sensitive to the neurotransmitter gamma-aminobutyric acid (GABA for short).
GABA functions naturally in the brain as an inhibitory neurotransmitter—it tends to inhibit, or
“tone down,” brain activity, particularly in the limbic system, which is the brain’s center for emo-
tions. Thus GABA is associated with the brain’s own natural calming response. When you give
people GABA directly, or give them drugs that increase the activity of the GABA system, their
anxiety decreases.

It appears that benzodiazepine tranquilizers like Xanax stimulate the GABA system to be
more active, just as the neurotransmitter GABA itself does. That is why these tranquilizers tone
down anxiety, as well as any other form of emotional arousal.

What is going on with the GABA system in persons who are chronically anxious? Several
hypotheses have been proposed. There may be a deficiency of GABA itself, resulting in less
inhibitory activity of the GABA system. Or there may be a deficiency of some naturally occurring
benzodiazepine substance in the brain (yet to be identified) which leads to reduced activity of
the GABA system. Perhaps there are too many GABA receptors relative to the amount of GABA
available. The situation is quite complicated because brain activation (hence anxiety) is controlled
not only by thé GABA system but by the serotonin and norepinephrine systems (and even other
neurotransmitter systems as well). Moreover, brain research has found that these systems all
interact and modulate each other. Suffice it to say that all of these systems play a role in the neu-
robiological basis of generalized anxiety disorder.
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Obsessive-Compulsive Disorder

The same reasoning that applied to generalized anxiety disorder also applies to obsessive-
compulsive disorder (OCD). The effectiveness of specific drugs, such as clomipramine (Anafranil)
and SSRI antidepressants (selective serotonin reuptake inhibitors)—fluoxetine (Prozad), sertraline
(Zoloft), paroxetine (Paxil), and fluvoxamine (Luvox)—in reducing obsessive-compulsive symp-
toms tells us something about the possible biclogical mechanisms for obsessive-compulsive dis-
3 order. These drugs are known to increase the amount of a specific neurotransmitter substance,
h serotonin, in the brain. They do so more effectively than other classes of antidepressant medica-
:‘;k ; ‘M tions. So we know that serotonin (and the serotonin system of the brain) plays an important role
i 1‘ “!"[ﬁ in the neurobiological basis of OCD.

! L" o Research has identified an OCD #peurocircuit” in the brain involving three brain structures:
I "‘f‘“““”ﬁ“w‘i} the orbitofrontal cortex, thalamus, and caudate nucleus. These structures define a circuit, or “loop,”
E‘ an that brain imaging studies have found to be overly active in persons with OCD. When you worry,
‘ the orbitofrontal cortex sends a worry signal to the thalamus, which in turn sends the signal
back (via the caudate nucleus) to the orbitofrontal cortex for interpretation. In normal people, this
cycle happens only once or a few times. In people with OCD, however, because of a problem in
the caudate nucleus, the signal goes back and forth and “loops” many, many times. It appears
that SSRIs work by toning down excess activity of this OCD circuit. Many serotonin neurons in
the brain are inhibitory in function, and there appears to be an abundance of these inhibitory
neurons in the structures that make up the OCD loop, especially the caudate. Thus, increasing
_serotonin in the brain increases the activity of the inhibitory serotonin neurons, which in turn
ahrakes” excess activity in the OCD circuit.

Another brain structure involved in OCD is the anterior cingulate gyrus. One function of the
cingulate is to enable you to flexibly shift attention from one topic to another. When the cingulate
isn't functioning properly, you can more easily get “stuck” or get locked in to a particular theme,
as is the case when you are obsessing on something, It appears that SSR1 medications help the cin-
gulate to function beter. Brain imaging research has also found that cognitive behavioral therapy,
specifically exposure and response prevention, can normalize brain function in the structures
associated with OCD. It's exciting to see that a strictly psychological intervention can result in
lasting changes in brain function similar to what drugs can accomplish.

Medical Conditions That Can Cause Panic Attacks or Anxiety

The physiology of panic described at the beginning of this section is well established. But the
various proposed explanations of the biological mechanisms involving different neurotransmitter
systems of the brain are, at present, still hypothetical. It is important to keep in mind that these
biological hypotheses apply to a majority but not all cases of panic attacks and generalized anxiety.
Sometimes panic reactions or anxiety can arise from medical conditions that are quite separate
from recognized anxiety disorders. Hyperthyroidism and hypoglycemia, for example, can cause
panic attacks that are by all appearances identical to those seen in panic disorder. A calcium of

" magnesium deficiency or an allergy to certain food additives can also produce panic or anxiety-

When these conditions are corrected, the anxiety disappeats.

|
E
|
|
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Any of the following conditions might be a cause of panic attacks or generalized anxiety. The
first six are the ones most frequently seen.

e Hyperventilation Syndrome

Rapid, shallow breathing at the level of your chest can sometimes lead to excessive lowering
of carbon dioxide in your bloodstream. This results in symptoms very similar to those of a panic
attack, including light-headedness, dizziness, feelings of unreality, shortness of breath, trembling,
and/or tingling in your hands, feet, or lips. These symptoms, in turn, may be perceived as dan-
gerous and may stimulate a bona fide panic attack. (See the section on abdominal breathing in
chapter 4 for further discussion of hyperventilation.)

e Hypoglycemia

For a large number of people, blood sugar levels can fall too low as a result of improper diet or
simply stress, When this happens, such people experience a variety of symptoms similar to a panic
reaction, including anxiety, shakiness, dizziness, weakness, and disorientation. Hypoglycemia
can cause panic attacks, or, more often, can aggravate panic reactions that are caused by other
factors. (See chapter 15 for a detailed discussion.)

e Hyperthyroidism

Excessive secretion of thyroid hormone can lead to heart palpitations (rapid heartbeat), sweat-
ing, and generalized anxiety. Other symptoms of hyperthyroidism include weight loss, elevated
body temperature, insomnia, and bulging eyes. If you have several of the above symptoms, you
might want to have your doctor do a thyroid panel to see if this condition is contributing to your
anxiety or panic symptoms. (See chapter 16 for more information about how thyroid conditions
can affect anxiety.)

@ Mitral Valve Prolapse

Mitral valve prolapse is a harmless condition that causes heart palpitations. It is caused by
a slight defect in the valve separating the upper and lower chambers on the left side of your
heart. Blood moves through the mitral valve as it passes from the upper to the lower chamber.
With mitral valve prolapse, the valve doesn't close completely and some of the blood can flow
back from the lower to the upper chamber, causing the heart to beat out of rhythm. The result-
ing thythm disturbance can be disconcerting enough to cause some people to panic—but it is rof
dangerous. Mitral valve prolapse is nof a cause of heart attacks.

For reasons that are unclear, mitral valve prolapse occurs more frequently in people with
panic disorder than in the population at large. In severe cases, it can be treated through the use
of beta-blocking drugs such as Inderal.

@ Premenstrual Syndrome (PMS5)

If you are a woman, it is important to observe whether your panic reactions (or generalized
anxiety) worsen around the time just before your period. If so, treating your PMS may be enough
to alleviate your problem with panic or anxiety. Treatment usually involves improvements in diet




54 The Anxiety & Phobia Workbook

and exercise, taking supplements such as vitamin B, and in some cases taking natural progester-
one. (See chapter 16 for a more detailed discussion.)

& [Inner Ear Disturbances

For a small proportion of the population, panic attacks seem to be associated with a distur-
bance in balance caused by swelling of the inner ear {due to infection, allergy, Méniere's syn-
: drome, or other problems). If dizziness, light-headedness, and/or unsteadiness are a prominent
L part of your problem with anxjety or panic, you may want to consult an otolaryngologist to check
the labyrinth system of your inner ear. _ ]

Other medical conditions that can cause panic or anxiety include the following: !

(o

1 S s Acute reaction to cocaine, amphetamines, caffeine, aspartame, appetite suppressants,
‘ I il asthma medications, steroids, or other stimulants '
R

s Withdrawal from alcohol, sedatives, or tranquilizers

e Thyrotoxicosis

e Cushing’s syndrome

¢ Adrenal tumor

o Parathyroid disease

& Partial complex seizures (temporal lobe epilepsy)

& Post-concussion syndrome

s Deficiencies of calcium, magnesium, potassium, niacin, vitamin B,
@ Emphysema

e Pulmonary embolism

# Cardiac arrhythmias

» Congestive heart failure
s Essential hypertension

¢ Environmental toxins such as mercury, carbon dioxide, hydrocarbons, food additives,
pesticides '

To adequately rule out any medical conditions that could be causing or aggravating your
particular problem, have your doctor give you a thorough physical examination, including a
blood panel, before adopting behavioral and psychological strategies for recovery. Keep in mind,

(R though, that the above medical conditions (with the exception of hyperventilation and hypogly-
g cemnia) contribute to panic or anxiety in only a minority of cases.
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Short-Term, Triggering Causes

Long-term causes such as heredity, childhood environment, and cumulative stress create a predis-
position to anxiety disorders. Yet it takes more specific conditions, operating over a short period of
time, to actually trigger panic attacks or cause a phobia to develop. In this section we will briefly
consider

& Specific stressors that often precede a first panic attack
& Conditioning processes that produce phobias

@ The role of trauma in certain simple phobias and post-traumatic stress disorder

Stressors That Precipitate Panic Attacks

A first panic attack is often preceded by a stressful event or situation. In my experience with
people already vulnerable to panic disorder as a result of the predisposing factors previously
described, the following three types of stressors often preceded their first panic attack:

® Significant Personal Loss

Loss of a significant person through death, divorce, or separation seems very frequently to
be a trigger of a first panic attack. Other major losses, such as loss of employment, loss of health
through illness, or a major financial reversal, can also precipitate a first panic attack.

@ Significant Life Change

A major life event causing a period of adjustment lasting several months can sometimes pre-
cipitate a first panic attack. Examples of such an event might include getting married, having a
baby, going off to college, changing jobs, going into the military, making a geographical move, or
developing a protracted physical illness.

It may be that any major stressor, whether it is a significant loss or a major life change, can
trigger a first panic attack in an individual who is already vulnerable for other reasons.

e Skmulants and Recreational Drugs

It is not uncommon for a first panic attack to occur after excessive intake of caffeine. Often
people are unaware that their use of caffeine is excessive until a full-blown panic attack brings
it to their attention.

Even more common is the incidence of panic attacks in people using cocaine. Cocaine is such
a strong stimulant that it may cause panic attacks even in people who are nof predisposed to
panic disorder by the long-term factors previously described. Amphetamines (“speed”), PCF, L3D,
high doses of marijuana, and withdrawal from narcotics, barbiturates, or tranquilizers can also
jolt a person into a first panic attack.
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Conditioning and the Origin of Phobias

A phobia is a persistent and unreasonable fear of a specific object, activity, or situation that
results in a compelling desire to avoid that dreaded object, activity, or situation. There are three
characteristics that distinguish a phobia from ordinary, everyday fears. First, you are persistently
afraid of the object or situation over a long period of time. Second, you know that your fear
is unreasonable, even though this recognition does not help to dispel it. Finally, what is most
characteristic of a phobia is your guoidance of the feared situation. Being unreasonably afraid of
something is not yet a phobia; the phobia begins when you actually start avoiding what you fear.

What is avoided tends to vary among the different types of phobias. 1f you are agorapho-
bic, you tend. to avoid situations where you're afraid you can't easily escape if you have a panic
attack-examples include checkout lines in grocery stores, freeways, elevators, and bridges. 1f you
have a social phobia, you tend to avoid situations where you fear you might humiliate or embar-
rass yourself in front of others—examples inctude public speaking, parties, public restrooms, and
job interviews. Simple phobias cause you to fear potential death or injury from causes such as
natural disasters or certain animals, Or you may have an enormous fear of being trapped.

How do these phobias develop? There are two types of processes that are most commonly
responsible: conditioning and trauma. Trauma isn't always involved in the creation of a phobia, but
conditioning processes are always present. There are two types of conditioning that contribute to
the formation of a phobia: 1) conditioning by association and 2) conditioning by avoidance.

In conditioning by association, a situation that was originally neutral begins to elicit strong
anxiety because on one particular day you panicked or had a strong anxiety reaction in that same
situation. For example, you're driving on the freeway and spontaneously have a panic attack.
The panic is made worse by fearful thoughts, such as “How do I get out of here?” or “What if 1
get into an accident?” Your mind forms a strong association between being on the freeway and
experiencing anxiety, so that later, being on, being near, or even thinking about freeways elicits
anxiety. In short, you have learned an association between freeways and anxiety. By the same
token, experiencing strong anxiety the first time you try public speaking may lead to an associa-
tion between the two. Subsequently, every time you attempt to speak before others, or even think
about doing so, strong anxiety is automatically triggered.

Conditioning by association may cause you to develop a fear toward a particular situation
or object, but it does not by itself create a phobia. Only when you start to avoid that situation or
object do you “learn” to be phobic. A time-honored principle in behavioral psychology is that any
pehavior that is rewarded tends to be repeated. Avoiding a situation you're anxious about is obvi-
ously rewarded—the reward being the reduction of anxiety. Each time you avoid the situation, the
reward of being relieved of anxiety follows, and so your avoidance behavior gets strengthened
and tends to be repeated. Your avoidance works very well in saving you from anxiety.

Learning to stay away from a fearful situation because it is rewarding to do so is what con-
stitutes conditioning by avoidance. Avoidance conditioning is the most critical process in the forma-
tion of any phobia. It is directly reversed and overcome by the processes of imagery and real-life
exposure described in chapter 7.
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Trauma, Simple Phobias, and Post-Traumatic Stress Disorder

Agoraphobia and social phobia tend to develop primarily as a result of the conditioning pro-
cesses just described. Certain simple phobias, on the other hand, can develop in-the wake of
specific traumatic experiences. As a child, you might develop a phobia about bees as a result of
unknowingly picking up a bee and getting stung. This is really an example of conditioning by
association. The fear you feel at the time of getting stung causes you to develop an automatic
association between bees and fear. Avoidance conditioning can then come into play if you subse-
quently start to avoid or run away from bees whenever you see them.

By the same token, being in an auto accident can cause a person to subsequently fear driving
or even being in a car. Qr nearly drowning may lead to a subsequent phobia about water. Many
. simple phobias can be traced back to some kind of traumatic incident in childhood. Others—
- especially those we have from a very early age, like the fear of darkness or fears of insects—may
be part of our evolutionary heritage. Such fears may have been biologically programmed into the
nervous systems of all mammals to promote survival of the species. These inborn fears people
often grow up with cannot be considered phobias unless 1) they lead to persistent avoidance and
2) they persist into adulthood.

A different outcome of trauma is the occurrence of post-traumatic stress disorder, which was
described in chapter 1. No specific phobias develop; instead you tend to develop an array of
symptoms that “re-create” the original trauma. Distressing recollections and dreams about what
happened are the mind’s attempt to gain control of the original event and to neutralize the emo-
tional charge it carries,

Maintaining Causes

The maintaining causes of anxiety disorders are what tend to keep them going. They involve
ways of thinking, feeling, and coping that serve to perpetuate anxiety, panic, or phobias. Much
of this workbook is devoted to helping you deal with these maintaining causes. Of the four
types of causes we are considering, only the maintaining ones operate in the here and now and
are thus the easiest to deal with. The following list of maintaining causes isn't exhaustive and
includes only those that are most obvious. Maintaining causes will be considered in greater detail
throughout the rest of this workbook.

Avoidance of Phobic Situations

Phobias develop because it is very rewarding to avoid facing situations that cause you anxiety.
As long as you continue to avoid dealing with a phobic situation, activity, or object, the phobia
will remain securely in place. Trying to think or reason your way out of a phobia simply won't
work if you continue to avoid confronting it directly. As long as you avoid a situation, you will
be prone to worry about whether you can ever handle it.

Overcoming a phobia means that you unlearn certain responses while relearning others. When
you finally begin to face the situation, you uniearn both 1) the “fear-in-advance,” the anticipatory

RPN
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anxiety about possibly panicking in the situation, and 2) the avoidance of the situation itself. At
the same time, you give yourself the opportunity to learn that you can enter—and remain in—a
phobic situation without undue anxiety. You can learn to tolerate and eventually be comfortable
in any phobic situation if you approach it in sufficiently small steps. The imagery and real-life
exposutre processes discussed in chapter 7 are intended to foster this type of learning.

Anxious Self-Talk

Self-talk is what you say to yourself in your own mind. It is the internal monologue that you
engage in much of the time, although it may be so automatic and subtle that you don't notice it
unless you step back and pay attention. Much of your anxiety is created by statements you make
to yourself beginning with the words “what if’—for example; “What if 1 have another panic
attack?” “What if lose control of myself while driving?” “What will people think if I get anxious
while standing in line?” This type of self-talk anticipates the worst before it even happens. The
more common term for it is simply worry.

Self-talk can also contribute to creating a full-blown panic attack. Such an attack may start
off with bodily symptoms such as tightness in the chest and heart palpitations. If you can accept
and “flow with” these symptoms without letting them scare you, they will soon peak and then
subside. However, all tao often you teil yourself such things as “Oh no—I'm going to panic!”
“What if I have a heart attack?” “T've got to get out of here, but 1 car’tt” “People will think I'm
weird if I have to rest or lean on something for a minute because my legs feel weak.” This scare-
talk only aggravates the physical symptoms, which in turn produce even more extreme scare-talls,
leading to a vicious circle that produces a full-blown panic attack.

The good news is that you can learn to recognize anxiety-provoking self-talk, stop it, and
replace it with more supportive and calming statements to yourself. The subject of self-talk is
dealt with in detail in chapter 8.

Mistaken Beliefs

Your negative self-talk comes from underlying mistaken beliefs about yourself, others, and
“the way the world is.” For example, if you believe that you can’t be safely alone, you will talk
yourself and everyone else into assuming that there must always be someone with you. If you
truly believe that life is always a struggle, then you will tell yourself that something is wrong
when you start to feel better or when others offer you help. A belief that the outside world is dan-
gerous does not promote an attitude of trust or a willingness to take risks necessary to overcome
a condition like agoraphobia. -

-Revamping your basic beliefs about yourself and your life takes more time and work than
simply reversing anxious self-talk. Yet to do so will have far-reaching effects on your self-esteemm,
your willingness to accept imperfections in yourself and others, and your long-term peace of
mind. The subject of mistaken beliefs is considered in detail in chapter 9.
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Withheld Feelings

Denying feelings of anger, frustration, sadness, or even excitement can contribute to a state
of free-floating anxiety. Free-floating anxiety is when you feel vaguely anxious without knowing
why. You may have noticed that after you let out your angry feelings or have a good cry you feel
calmer and more at ease. Expressing feelings can have a distinct physiological effect that results
in a reduced level of anxiety.

As mentioned earlier, anxiety-prone people are often born with a predisposition to be more
emotionally reactive or volatile. Yet they often grow up in families where obtaining parental
approval takes precedence over expressing their needs and feelings. As adults, they still feel it is
more important to attain perfection or always be pleasing than to express strong feelings. This
tendency to deny deep emotions can lead to a chronic state of tension and anxiety. It is believed

by some that the external danger avoided by the phobic is actually a stand-in for a deeper-lying -

internal danger: the fear of long-repressed feelings resurfacing. Panic may occur when such feel-
ings “threaten” to break through. For example, if you have a phobia about water, this might be
viewed as a stand-in for a deeper-lying fear of denied feelings. Or a fear of ferocious animals
might symbolize a deeper-lying fear of experiencing your own anger and the unmet needs from
which it flows. In my view, this emotion-based theory of phobias may be at least partially right.

Fortunately, it is possible to learn to recognize and express your feelings more easily and
frequently. Excessive ventilation of feelings, especially anger, may not always be productive, yet
it is important to at least know what you are feeling and then allow your feelings some form of
expression. Doing so will substantially lower your level of anxiety and reduce your tendency to
panic. This topic is dealt with in chapter 12.

Lack of Assertiveness

In order to express feelings to other people, it is important that you develop an assertive style.
of communicating that allows you to express yourself in a direct, forthright manner. Assertive
communication strikes the right balance between submissiveness, where you are afraid to ask for
what you want at all, and aggressiveness, where you demand what you want through coercion
or threat. If you are prone to anxiety and phobias, you will tend to act submissively. You avoid
asking directly for what you want and are afraid to express strong feelings, especially anger.
Often you are afraid of imposing on others; you don't want to compromise your self-image as
someone who is pleasing and nice. Or you are afraid that assertive communication will alienate
the one person you feel dependent on for your basic sense of security. The problem with a lack
of assertiveness is that it breeds feelings within you of resentment and confinement. And resent-
ment and a sense of confinement are notorious for aggravating anxiety and phobias.

It's possible to learn to be assertive and directly express your wants and feelings. An introduc-
tion to this type of communication is presented in chapter 13.
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Lack of Self-Nurturing Skills

Common to the background of many people with anxiety disorders is a pervasive sense of
insecurity. This is especially apparent in agoraphobia, where the need to stay close to a safe place
or safe person can be so strong,. Such insecurity arises from a variety of conditions in childhood,
including parental neglect, abandonment, abuse, overprotection, or overcriticism, as well as alco-
holism or chemical dependency in the family. Since they never received consistent or reliable nur-
turing as children, adult survivors of these various forms of deprivation often lack the capacity
to properly take care of their own needs. Unaware of how to love and nurture themselves, they
suffer low self-esteem and may feel anxious or overwhelmed in the face of adult demands and
responsibilities. This lack of self-nurturing skills only serves 10 perpetuate anxiety.

The most lasting solution to parental abuse and deprivation is to become a good parent to
yourself. Methods for gaining awareness of your needs, healing the “child within,” and becoming
more nurturing toward yourself are presented in chapter 14.

Mouscle Tension

.

When your muscles are fense, you feel “uptight.” Muscle tension tends to restrict your breath-
ing. And when your breathing is shallow and restricted, you are more likely to experience anxiety.
Tense muscles also help to keep your feelings suppressed, which, as discussed above, can increase
anxiety. You may have noticed that when your body is tense, your mind has a greater tendency
to race. As you relax the muscles throughout your body, your mind will begin to slow down and
become calmer. A founder of systematic methods of relaxation, Edmund Jacobson, once said, “An
anxious mind cannot exist in a relaxed body.” Body and mind are inextricably related in anxiety.

You can reduce your level of muscle tension on a congistent basis by maintaining daily pro-
grams of deep relaxation as well as vigorous exercise. Either one of these alone can reduce muscle
tension, but the combination has an even more profound effect. Detailed guidelines for incorpo-
rating relaxation and exercise into your lifestyle are presented in chapters 4 and 5.

Stimulants and Other Dietary Factors

Stimulants such as caffeine and nicotine can aggravate anxiety and leave you more vulner-
able to panic attacks. You may not even be aware of their impact until you reduce or eliminate
them from your life. For some people, panic attacks go away completely when they eliminate
caffeine from their diets (this was caffeine from not only coffee but also tea, cola beverages, and
over-the-counter medications). For other people, additional dietary factars, such as sugar and food
additives, can aggravate or occasionally even cause panic reactions.

The nutrition-anxiety connection has hardly been explored in either popular or technical
books on anxiety disorders. Chapter 15 of this book takes a detailed look at this connection.
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High-Stress Lifestyle : |
i

The role of stress both as a predisposing agent and as a short-term cause of anxiety disor-
ders has been described earlier. It is not surprising that a stressful lifestyle perpetuates problems A
with anxiety. The frequency of panic attacks and the severity of phobias tends to wax and wane AR B
depending on how well you cope with the daily stresses of living, Getting a handle on all of the S| :
maintaining causes of anxiety discussed in this section—self-talk, mistaken beliefs, withheld feel-
ings, lack of assertiveness, lack of support, muscle tension, and diet—will go a long way toward
reducing stress in your life. Other factors associated with stress that are not dealt with in this
workbook include time management, Type A personality, and communication. These have been
discussed in many excellent popular books on stress management—for example, the following;:
i . Guide to Stress Reduction, Second Edition by John Mason and The Relaxation & Stress Reduction
;‘ © Workbook, Sixth Edition by Martha Davis, Elizabeth Fshelman, and Matthew McKay. (See the

reading list at the end of this chapter.)

Lack of Meaning or Sense of Purpose

It has been my repeated experience that clients experience relief from anxiety as well as

phobias when they come to feel that their life has meaning, purpose, and a sense of direction.

Until you discover something larger than self-gratification—something that gives your life a sense

of purpose—you may be prone to feelings of boredom and a vague sense of confinement because

you are not realizing all of your potential. This sense of confinement can be a potent breeding L

ground for anxiety, phobias, and even panic attacks. :

Issues of meaninglessness and purposelessness, and their relationship to psychological well-

being, have been dealt with in depth by existential psychologists such as Victor Frankl and Rollo

, May. Several ways of confronting and working on these issues in your own life are presented in s
: chapter 19. .

Exercise

1. Which of the following factors do you feel might be helping to maintain your particular
§ difficulty?

Avoidance of phobic situations i i
Anxious self-talk
Mistaken beliefs I

Withheld feelings ‘ -
Lack of assertiveness EE i{

Lack of self-nurturing skills 8

o o o o o o

Muscle tension ' | .
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1 Stimulants and other dietary factors
O High-stress lifestyle

O Lack of meaning or sense of purpose

2. Can you rank these maintaining causes according to how much you feel they influence your

condition? Which ones do you feel are most important for you to work on?

3. Specify three maintaining causes that you would seriously be willing to work on in the next

month.

Further Reading
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Research 11:213-218, 1967.

Mason, John. Guide to Stress Reduction. Second edition. Berkeley, CA: Celestial Arts, 2001.

Preston, John, John O'Neal, and Mary C. Talaga. Handbook of Clinical Psychopharmacology fot
Therapists. Seventh edition. QOakland, CA: New Harbinger Publications, 2013.

True, W. R, J. Rice, and S. A. Eisen. 1993. “A Twin Study of Genetic and Environmental Contributions
to Liability for Post-Traumatic Stress Symptoms.” Archives of General Psychiatry 50(4): 257-64.
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Chapter 2 demonstrated how many different types of factors are contributing causes of anxiety
\disorders. Heredity, physiological imbalances in the brain, childhood deprivation and faulty par-
enting, and the cumulative effect of stress over time can all work to bring about the onset of
panic attacks, agoraphobia, or any of the other anxiety disorders. The maintaining causes of these
disorders—what keeps them going—are many and varied as well. Such factors can operate at the
level of your body (for example, shallow breathing, muscle tension, or poor nutrition), emotions
(such as withheld feelings), behavior (avoidance of phobic situations), mind (anxious self-talk and
mistaken beliefs), and “whole self” (such as low self-esteem or a lack of self-nurturing skills).

If the causes of anxiety disorders are so varied, then an adequate approach to recovery needs
to be, too. It is the basic philosophy of this workbook that the most effective approach for treating
panic, phobias, or any other problem with anxiety is one that addresses the full range of factors
contributing to these conditions. This type of approach can be called “comprehensive.” It assumes
that you can’t just give someone the “right” medication and expect panic or generalized anxiety
fo go away. Nor can you just deal with childhood deprivation, having someone work through
the emotional consequences of bad parenting, and expect the problems to disappear, By the same
token, you can't just teach people new behaviors and new ways of talking to themselves and
expect these things alone to resolve their problems. Some therapists still treat anxiety disorders
solely as psychiatric conditions that can be “cured” by medication, or solely as childhood devel-
opmental problems, or solely as behavior problems; but the trend in recent years has been away
from such single-gauged approaches. Many practitioners have discovered that problems with
anxiety go away only temporarily when merely one or two contributing causes are dealt with.
Lasting recovery is achieved when you are willing to make basic and comprehensive changes in
habit, attitude, and lifestyle,

This chapter outlines and illustrates a comprehensive approach to recovery that has evolved
over the past twenty years. What makes this approach truly comprehensive is that it offers inter-
ventions addressing seven different levels of contributing causes. These levels are as follows:

# Physical
# Emotional
¢ Behavioral

¢ Menta]l
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® Interpersonal

& Whole Self
W o Existential and Spiritual

Some brief descriptions of these levels, and a preview of the rest of the chapters in this work-
book, follow. !

Rt
1

mw ‘ )
- .‘ n Physical-level causes include possible physiological imbalances in the brain and body (see the
o, e section on biological causes in chapter 2). Such causes also include 1) shallow breathing, 2) muscle
S tension, 3) bodily effects of cumulative stress, and 4) nutritional and dietary factors (such as excess
caffeine or sugar in your diet). Strategies for dealing with physical-level causes can be found in
five different chapters in this workbook. Chapter 4 offers breathing techniques to help modify
your breathing pattern from the shallow, chest-level preathing that contributes to anxiety. That j
chapter also provides two deep relaxation techniques designed to reduce muscle tension and E
the effects of stress—progressive muscle relaxation and meditation. When practiced on a regular |
basis, either of these techniques can help you feel calmer in general, often making it unnecessary -
to rely on tranquilizers. l
Chapter 5 on exercise makes a strong case for getting involved in a program of regular aerobic g
exercise. Many of my clients have found regular exercise to be the single most effective strategy for i
reducing muscle tension, stress, and hence anxiety (both chronic and acute). Chapter 15 discusses
. "a variety of dietary changes that can help reduce anxiety. These include eliminating stimulants
ST and substances that stress the body and relying more on foods and supplements that promote a
iy calmer disposition. Chapter 16 examines a variety of health issues that can aggravate anxiety—
i . . conditions such as adrenal exhaustion, PMS, seasonal affective disorder, and insomnia. All need
o i 1o be dealt with in a comprehensive program for overcoming anxiety. Finally, chapter 17 discusses
R situations where it is appropriate for you to take medication, along with the risks and benefits of
' each of the major types of medications used to treat anxiety disorders.

Physical Level

. Emotional Level

Suppressed feelings—especially withheld anger—can be a very important contributing cause to
both chronic anxiety and panic attacks. Often feelings of panic are merely a front for buried
feelings of anger, frustration, grief, or desperation. Many people with anxiety disorders grew up
in families that discouraged the expression of feelings. As an adult you may have difficulty just
4 identifying what you are feeling, let alone expressing those feelings. Chapter 12 provides specific
N I guidelines and strategies for

e Recognizing symptoms of suppressed feelings

: | B " ; & Identifying what you are feeling
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s Learning to express your feelings

# Communicating your feelings to someone else

Behavioral Level

Phobias persist because of a single behavior: avoidance. As long as you avoid driving on free-
ways, crossing bridges, speaking in public, or being in your home alone, your fear about these
situations will persist. Your phobia is maintained because your avoidance behavior is so well
rewarded: you don't have to reckon with the anxiety you'd experience if you confronted what
you fear. Chapter 7 describes strategies that have been found to be very effective in dealing with

' phobias. Exposure through imagery allows you to first confront your fear mentally, imagining

over and over that you can handle it well. Real-life exposure involves confronting your phobia
in actuality—but with the help of a support person and in small increments. Perhaps the most
important feature of both types of exposure is that they break down into small steps the process
of confronting what you fear.

Certain behaviors tend to encourage panic attacks. Trying to fight or resist panic will usually
only aggravate it. Most of the time it is impossible to will your way out of panic. Chapter 6 sug-
gests strategies you can use to minimize panic when it first develops. Learning to observe and
“o0 with it” instead of reacting to the bodily symptoms of panic is perhaps the most important
pehavioral shift you can make. Specific techniques such as talking to another person, distracting
your mind, becoming physically active, expressing needs and feelings, doing abdominal breath-
ing, and repeating affirmations can all foster an increased capacity to actively cope with, rather
than passively react to, the bodily symptoms of panic.

Mental Level

What you say to yourself internally—what is called selftalk—has a major effect on your state of
anxiety. People with all types of anxiety disorders tend to engage in excessive “what-if” think-

- ing, imagining the worst possible outcome in advance of facing what they fear. Scaring yourself

through what-if scenarios is what has traditionally been called “worry.” Self-critical thinking and
perfectionist self-talk (statements to yourself that start with “I should,” “T have to,” or “I must”)
also promote anxiety.

Chapter 8 presents specific strategies for recognizing and countering destructive thinking pat-
terns. By reconstructing negative self-talk into more supportive, confidence-building statements,
you can begin to undo the long-standing habits of worry, self-criticism, and perfectionism that
perpetuate anxiety.

Beneath anxiety-provoking self-talk are mistaken beliefs about yourself, others, and the world
that produce anxiety in very basic ways. For example, if you see yourself as inadequate compared
to others—or view the outside world as a dangerous place—you’ll tend to remain anxious until
you revise these basic attitudes. Chapter 9 offers strategies for both identifying and countering
mistaken beliefs that contribute to anxiety.
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Interpersonal Level

Much of the anxiety people experience arises from difficulties in interpersonal relationships.
When you have difficulty communicating your real feelings and needs to others, you may find
yourself swallowing frustration to the point where you're chronically tense and anxious. The
same is true when you're unable {o set limits or say no to unwanted demands or requests from
others. Chapter 13 offers a variety of strategies for learning to stand up for your rights and
express your true wants and feelings. Assertive communication provides ways to express what
you want or don’t want in a manner that preserves respect for other people. Learning to be asser-
tive is a very important part of the recovery process, especially if you're dealing with agoraphobia
or social phobia. :

Being able to talk about your condition with others is also an important step in the recovery
process. Ways to do this are discussed at the end of chapter 6.

~sWhole Self” Level (Self-Esteem)

Of all the contributing causes to anxiety disorders, low self-esteem is among the deepest. You
may have grown up in a dysfunctional family, which, through various forms of deprivation,
abuse, or neglect, fostered your Jow sense of self-worth. As a result, you may carry into adult-
food deep-seated feelings of insecurity, shame, and inadequacy, which tend to show up, on a
more noticeable level, as panic attacks, fear of confronting the outside world (agoraphobia), fear
of humiliation (social phobia), or generalized anxiety. Frequently, low self-esteem is tied in with

_ all of the various contributing causes described above--in particular, Jack of assertiveness, self-
~ critical or perfectionist self-talk, and difficulty expressing feelings.

There are many ways to build self-esteem. Developing a positive body image, working toward
and achieving concrete goals, and countering negative self-taik with validating affirmations can
all help. Many of my clients have found it particularly worthwhile to cultivate a relationship
with their own inner child. The inner child is the part of you that is spontaneous and playful but
also carries the insecurity, shame, or pain that may be left over from your childhood. It is quite
possible to make up for the inadequate parenting you. may have received by becoming a strong,
nurturing parent to your own child within. Chapter 14 provides specific strategies and exercises
for strengthening your feelings of self-worth.

Fxistential and Spiritual Level

Sometimes people can improve on all of the levels previously described and yet remain anxious
and unsettled. They seem to have a vague sense of dissatisfaction, emptiness, or boredom about
life, which can lead to panic or to chronic, generalized anxiety. Certain of my clients have found
that the ultimate “solution” to their problem with anxiety was to find a broad purpose or direc
tion that gave their life greater meaning. Frequently, this involved taking up a vocation that
fulfilled their true talents and interests. In one case it involved developing an artistic talent that
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provided a creative outlet. Anxiety symptoms (as well as depression) can be the psyche’s way of
pushing you to explore and actualize an unrealized potential in your life, whether this involves
intellectual development, emotional development, or even getting more in touch with your body.
Instead of regarding vour panic or phobias merely as a reaction to negative physical, emotional,
or mental factors, you may be surprised to discover that they represent a call to realize your full
potential. '

For many individuals, a deep spiritual commitment and involvement provides a signifi-
cant pathway to recovery from anxiety problems. Twelve-step programs have demonstrated the
potency of spiritual awakening in the area of addictions—and the same is true for recovery from
anxiety disorders. Developing a connection with a Higher Power (call it God, Spirit, or whatever
you like) can provide a profound means for achieving inner security, strength, peace of mind, and
an attitude that the outer world is a benevolent place. An existential-spiritual level of recovery is

' considered in chapter 19.

Four Examples of a Comprehensive Recovery Program

The preceding section may have helped to broaden your understanding of the various levels that
come into play in a comprehensive approach to recovery from anxiety disorders. To make this
more concrete, I want you to consider what such an approach would look like in four specific
cases. These four examples are the same ones that were presented at the beginning of chapter 1
and reflect the four most common types of anxiety disorders seen by therapists: panic attacks,
agoraphobia, social phobia, and obsessive-compulsive disorder. As you read through each of the
examples, you may begin to formulate what strategies you want to include in your own recovery
program. The Problem Effectiveness Chart and Weekly Practice Record that follow these examples will
enable you to work out your own unique program in greater detail.

Susan: Panic Disorder

You may remember from chapter 1 that Susan was awakened every night by panic attacks
marked by heart palpitations, dizziness, and a fear that she was going to die. She would get up
and try to make these symptoms go away, becoming more and more anxious when they didn't,
to the point where she might spend an hour or more walking about her house. Terrified and con-
fused, she worried about whether she was going to have a heart attack. After a week of recurring
panic episodes, she made an appointment with a cardiologist.

Let’s suppose that her cardiologist was enlightened about anxiety disorders. After ruling out
any heart problems, the cardiologist diagnosed her panic disorder and sent her to a therapist
who specialized in the treatment of phobias and panic. This therapist utilized a comprehensive
treatment approach with a number of components designed to diminish Susan’s problem on a
physical, emotional, and mental level.

First, the therapist sent her back to a medical doctor, an internist, to rule out any other pos-
sible physical bases for her problem, such as hyperthyroidism, hypoglycemia, mitral valve pro-
lapse, or a calcium-magnesium deficiency. Once these possible medical conditions were ruled out,
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Susan began her recovery program by learning abdominal breathing techniques (see chapter 4} t
that helped her to slow down the physiological arousal response that accompanies a panic attack. H
She was also asked to practice progressive muscle relaxation on a daily basis (chapter 4) to train

"w b her body to enter into a relaxed state easily. Regular practice of progressive muscle relaxation had
. \ a cumulative effect (and the same would be true for regular practice of any other deep relaxation
il technique, such as visualization or meditation). After several weeks, Susan noticed that she was

o feeling more relaxed all the time. In addition to breathing and deep relaxation techniques, she was
;. i asked to maintain a program of regular, vigorous exercise (see chapter 5). She had discretion in
o choosing the type of exercise fo do, but preferably it was to be aerobic exercise lasting for a half
b 'W‘i'.‘: hour four to five times per week. Regular exercise worked together with the breathing techniques

lﬂ!‘ b and deep relaxation to help relieve excess muscle tension, metabolize excess adrenaline, reduce
B vulnerability to sudden surges of anxiety, and increase Gusan's overall sense of well-being. This 1
.' ‘%"‘!nfhw:lw‘ﬂu!ﬁ!‘ combination of relaxation and exercise alone went a long way to significantly reduce the intensity |

and frequency of her panic attacks. :
Susan’s therapist also discovered that she was drinking three to four cups of coffee per day. |
Although for some people this might be a manageable amount, most individuals dealing with 1
panic disorder find that their condition is aggravated by even small amounts of caffeine. Susan i
was asked to gradually taper off her caffeine consumption and replace regular with decaffein- E
ated coffee. Her therapist also recommended a balanced diet, consisting largely of whole, unpro- i
cessed foods with minimal sugar and salt. She was also advised to take high-potency vitamin :
B-complex, vitamin C, and calcium-magnesium supplements (see chapter 15). |
Susan was then taught specific techniques for interrupting the onset of panic when she first
began to notice the approach of symptoms (see chapter 6). These techniques included calling a
friend, physically exerting herself by doing housework, or writing out her feelings in a journal if
il she was feeling angry or frustrated. Special emphasis was given to her self-talk—what she said
' " to herself at the very onset of feeling panic symptoms (see chapter 8). Her therapist found that
Susan had a tendency to scare herself into a high state of panic by internally saying such things

as “What if I have a heart attack?” "1 can't stand this!” or “I've got to get out of here!” She was i

taught to replace this “scare-talk” with more positive, self-supportive statements, such as “I can

handle these sensations,” “1 can flow with this and wait for my anxiety to diminish,” or “1 can let

my body do its thing and this will pass.” After practicing these “coping affirmations” many times,

Susan found that she could simply observe her bodily symptoms rather than react to them. After a

while she was able to avoid severe panic reactions altogether. Her therapist also helped Susan to

SRR identify some of the fundamental mistaken beliefs underlying much of her behavior (see chapter
P L 9). She began to let go of such basic assumptions about herself, such as “T have to be completely
L successful at everything I do,” “Life is a struggle,” and “Everything must be totally predictable
and in control” She was able to take life a little more easily and view its inevitable challenges
with more perspective. The net result was a significant reduction in her overall level of anxiety.
ol A final issue associated with Susan’s panic reactions was her tendency to completely suppress
R TR her anger and frustration. Early on, her therapist noticed that Susan was most vulnerable to panic
- o on days when she had encountered numerous frustrating situations at work. She had grown up in
h L a family where everyone was supposed to always do their best without ever complaining. Direct
o expression of feelings and needs was discouraged—she had learned to keep up a pleasant front
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both to strangers and friends, no matter how she was feeling inside. Although Susan couldn’t
pelieve it at first, she eventually concluded that her panic reactions were sometimes nothing more
than intense feelings of frustration and anger in disguise. Her exercise program helped her to
discharge some of these feelings. She also found it helpful to write her feelings down in a journal
whenever she noticed herself beginning to feel on-edge.

Susan’s recovery program consisted of a variety of interventions on a physical, behavioral,
emotional, and mental level, as summarized below.

Physical Breathing exercises
Regular practice of deep relaxation
_ Regular aerobic exercise
' Elimination of caffeine
Nutritional improvements, including vitamin supplements

Behavioral ~ Coping techniques to abort panic reactions at their onset—such as abdominal
breathing and distraction techniques

Emotional  Identifying some panic reactions as anger in disguise
Learning to express frustrations verbally and in writing

Mental Changing scare-talk at the onset of panic to supportive, calming self-talk
Practicing coping affirmations
Reevaluating underlying mistaken beliefs and adopting a more relaxed,
easygoing perspective on life

It was through a combination of all these interventions that Susan was able to find lasting
relief from her panic attacks. Six months from the time she began her program, she was still
occasionally anxious but only rarely experienced symptoms of panic. On those occasions when
she did, she had a variety of tools that allowed her to dissipate the reaction before it gained
momentiim,

For Susan it was possible to achieve a lasting recovery from panic without the use of pre-
scription medications. This is not always the case. When panic is so frequent or severe that it
interferes with your work, relationships, or general ability to function (or when it does not yield
to approaches like those discussed above), it may be appropriate to take medication. An antide-
pressant medication such as Zoloft (sertraline), taken over a period of six months to one year, can
often be quite helpful in these instances (see chapter 17).

Cindy: Agoraphobia

You may recall Cindy’s case from. the example in the first chapter. She not only had panic
attacks but was beginning to avoid situations such as grocery stores, restaurants, and movie the-
aters, where she was afraid she might have an attack. She was also very concerned that she might
have to stop going to work. This avoidance of situations out of fear of panic is the hallmark of
agoraphobia. What would a comprehensive recovery program for Cindy look like?

e e bl
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Just about all the interventions described in the example of Susan were also used in Cindy’s
case, because she, too, was experiencing panic attacks. Breathing techniques, regular practice
of progressive muscle relaxation, regular (if possible, aerobic) exercise, and nutritional improve-
ments were all necessary to help her reduce the physiological component of panic (see the cor-
responding chapters in this workbook). She also learned the same coping techniques for panic so
that she was able to act rather than redct when she felt the first bodily symptoms of panic coming
on (see chapter 6). Cindy also worked on changing counterproductive self-talk (see chapter 8).
In her case, this was especially jimportant—not only for coping with panic itself but for curbing
her excessive tendency to worry about panicking when she went to work. Finally, Cindy, just like
Susan, needed to reexamine some of her basic mistaken beliefs about herself, such as “I can't
make mistakes,” “I must always be pleasing fo everybody,” and “Success is everything” She
developed affirmations to counter these beliefs and made an audio recording that she listened to
every night as she went {0 sleep (see chapter 9).

It was important for Cindy to work not only on her panic reactions but on her avoidance
hehavior as well, At the outset, she was avoiding crowded public situations, such as grocery
stores, restaurants, and movie theaters, and had nearly reached the point where she was afraid
to go to work. In only a few weeks, she had severely limited where she would go. It was through
the processes of imagery and real-life exposure that she learned to reenter all these situations
and be comfortable with them (see chapter 7). There were three phases in this process. First, she
broke down the goal of reentering each specific situation into a series of steps. For example, in
the case of the grocery store, she had eight steps:

1. Spending one minute near the entrance of the store

2. Spending one minute inside the door of the store

3. Going halfway to the back of the store, spending one minute there, and then leaving
4. Going to the back of the store, spending one minute there, and then leaving

5, Spending three minutes in the store without buying anything

6. Buying one item and going through the express checkout line

7. Buying three items and going through the express checkout line

8. Buying three items and going through a regular checkout line

The second ‘phase involved practicing imagery exposure—going through each of these steps
in her imagination until she could visualize the final step in detail without feeling any anxiety.

Third, Cindy practiced real-life exposure, going through each of the eight steps in real life.
She practiced each step several times at first with the help of a support person—usually her
poyfriend—and then tried it out alone. For example, after she had mastered step 3 by herself, she
started practicing step 4 with her support person. She found that the process worked best if she
temporarily stopped or retreated any time she felt anxiety coming on so strongly that she felt it
might get out of control. It was easier to advance from one step to the next if she didn’t “overex
pose” or resensitize herself by pushing herself to the point of feeling intense anxiety.
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Cindy undertook this three-phase process—1) breaking the goal down into steps, 2) imagery
exposure, and 3) real-life exposure—with each of her specific phobias. By practicing exposure on
a regular basis, she was able after three months to reenter all the situations she had previously
avoided and to feel comfortable with them.

Cindy had a high degree of self-motivation. The consistent encouragement and reinforcement
she got from her boyfriend, who always accompanied her on her first run of entering a phobic
situation, sped up her progress considerably.

The most direct and efficient way to overcome any fear is simply to face it. If you are agora-
phobic, however, the prospect of confronting long-standing fears can seem overwhelming at first.
Cindy learned that this confrontation process can be made manageable if it is broken down into
sufficiently small steps that are first negotiated in imagination.

Apart from overcoming her phobias, another important part of Cindy’s recovery was learning

' to be assertive (see chapter 13). A major part of the stress that contributed to her first panic attack

came from her inability to say no to unreasonable demands placed on her by her boss. Cindy’s
friends also noted that she couldn’t stand up for her rights or say no to her boyfriend for fear
of his leaving her. She had grown up in a family where her father had left when she was eight.
In addition, her mother was very demanding and critical. Consequently, Cindy was never quite
sure that she was loved, and she had a deep-seated insecurity about being abandoned, As a child
she feared that standing up for herself would jeopardize the tenuous and conditional love she
received from her mother. Cindy carried this pattern of dependency and fear of abandonment
into adulthood and replayed it in her relationship with her boyfriend. In subtle ways, it actually
served to reinforce her agoraphobia. On an unconscious level, she felt that if she were dependent
on her boyfriend to take care of her, he would never leave her.

During her recovery, Cindy realized that she wanted to rework her “life script.” She was
feeling increasingly frustrated about always accommodating everyone else, and she began to
recognize the need to develop a stronger sense of herself and her own rights. Through learning
to be assertive, she discovered that she could ask for what she wanted, say no to what she didn’t
want, and still obtain the love and support she needed from her boyfriend and others. In fact, she

was surprised to find that everyone, including her boyfriend, respected her more for being able -

to stand up for herself. The independence Cindy gained from learning to confront situations she
had previously avoided went hand in hand with the independence she gained from developing
a more assertive interpersonal style. There was no longer any need for her agoraphobia becauise
there was no longer any need for the dependency that maintained it.

Because of the insecurity and fear of abandonment left over from her childhood, it was also
critical for Cindy to work on self-esteem (see chapter 14). She discovered that the only remedy for
the inadequate parenting she had received was to become a good parent to herself. She did this
in part by improving her body image and countering her inner critic (self-critical inner dialogue)
with affirmations of self-acceptance and self-worth. What she found most helpful, though, was
cultivating a relationship with her inner child. (The inner child is that part of you which is playful
and creative but also carries old wounds—the pain, insecurity, or sense of inadequacy you may
have felt since childhood.) Cindy learned to relabel moods in which she felt insectire or frightened
as requests for nurturing from her inner child. She gained considerable inner strength and self-
confidence as she learned a variety of ways to support, nurture, and care for her own child within.
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In sum, Cindy’s recovery program for agoraphobia contained all of the elements of Susan’s
program for panic attacks plus imagery and reallife exposure to OVercome her specific avoid-
ances. It was also necessary for Cindy to address asserfiveness and self-esteem issues. She needed
to overcome feelings of insecurity and a fear of abandonment that she had carried over from
childhood—an insecurity and fear that tended to reinforce her agoraphobia. Her total program
involved interventions on six different levels:

Physical Breathing exercises
Regular practice of deep relaxation
Regular aerobic exercise
Nutritional improvements, including vitamin supplements

Behavioral Coping techniques 0 abort panic reactions at their onset
Imagery and real-life exposure to overcome specific phobias

Emotional Learning to identify and express feelings

Mental Countering negative self-talk that contributed to panic attacks as well
as worry about panicking
Countering underlying mistaken beliefs with self-supporting affirmations

Interpersondl Developing a more assertive interpersonal style
Whole Self Developing self-esteem through

» Working on her body image

¢ Overcoming her inner critic

s Cultivating a relationship with her inner child

T took Cindy about a year to fully implement these interventions. At the end of one year,
she was close to being free of her agoraphobia as well as panic attacks. She decided to go back
to school part time to train to pecome a registered nurse while continuing her job as a medical

secretary.

Steve: Social Phobia

You may recall from chapter 1 that Steve had difficulty attending meetings at work. He would
clam up in group sessions and feared that his coworkers would look upon him critically for not
contributing. His very worst fear was of being asked to give a presentation before a group- When
this finally happened, he was 80 terrified that he felt he might have to quit his job.

Steve's problem fits the picture of a social phobia very well—he feared embarrassment and
humiliation as a result of being unable to perform in a group situation. His recovery program
depended heavily on the processes of imagery and real-life exposure.

Like Susan and Cindy, Steve required a comprehensive treatment approach. Because he
tended generally to be anxious much of the time, the same strategies were needed that were used
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to reduce the physical component of anxiety for Susan and Cindy. Steve first learned abdominal
breathing technigues to reduce anxiety on a short-term basis. He found these to be very helpful
in reducing the apprehension that came up when he was asked to attend meetings at work. He
also practiced a deep relaxation technique twice a day. In Steve’s case, meditation seemed to work
better than progressive muscle relaxation for soothing his active mind (see chapter 18). He also
found that jogging four times a week made a substantial improvement in his level of tension
and anxiety (see chapter 5). Finally, he learned that when he reduced his consumption of refined
sugar, his mood swings diminished and he was less prone to bouts of depression (see chapter
15). By upgrading his overall health and wellness, Steve became more confident about tackling
his social phobia.

The phobia of being in meetings at work was dealt with first through imagery exposure. As
\in Cindy’s case, Steve broke down the goal of being able to handle meetings into steps:

1. Sitting in a small group (fewer than five people) for fifteen minutes
2. Sitting in a small group for forty-five minutes to one hour
3. Sitting in a larger group for fifteen minutes
4. Sitting in a larger group for forty-five minutes to one hour
5. Repeating steps 1 to 4, but making at least one comment during the course of the meeting
6. Repeating steps 1 to 4, but making at least two comments during the meeting
7. Giving a one-minute presentation before a small group
8. Giving a three-minute presentation before a small group
9. Giving a five- to ten-minute presenfation before a small group
10. Repeating steps 7 to 9 with a larger group

The next phase was to go through each of the steps in detail in his imagination. Steve would
keep working with a particular step until he no longer felt any anxiety and then would go on to
the next one, If at any point his anxiety started to come on very strong—to the point where he
felt it might get out of control—he would “switch off” the scene he was visualizing and retreat
in his mind to a very peaceful, relaxing scene. Steve found it useful to make an audio recording
which guided him through visualizing all ten of the steps in his program.

After he had successfully practiced exposure in his imagination, Steve undertook the mission
to conquer his fear of groups in real life (see chapter 7). First, he sat down with his boss and dis-
cussed his problem. He explained that he wanted to be able to participate in meetings and was
working through a specific step-by-step program to overcome his phobia. He made an arrange-
ment with his boss to attend only small, short meetings; he had permission to temporarily leave
if his anxiety level became too high. After mastering small, brief meetings, he would be able to
progress to larger and longer ones. Knowing he would always be free to retreat if he needed to,
he felt more willing to undertake real-life exposure. After working up to a point where he could
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verbally participate in large meetings, he began to work on his fear of making a presentation.
Instead of starting out trying to do this at work, Steve decided to take a course in public speaking
at a local junior college. The demands for performance in a classroom setting, where everyone
was learning, seemed less intense than the expectations at work. After completing the public
speaking class, he arranged to make a brief presentation at work before a small group of cowork-
ers he knew well. From there he progressed to Jarger groups, to longer presentations, and finally
to speaking before groups of strangers. ‘

Steve continued to feel anxious when he got up before a group; but he was now able o handle
his anxiety through a combination of abdominal breathing techniques and coping affirmations: “1
can ride through this anxiety and be fine”; “As soon as I get started, T'1l be fine”; “What I'have 1o
say is worthwhile—everyone will be interested.” With time and practice, he got to the point where
he no longer feared making presentations and, in fact, looked forward to them as an opportunity
to contribute his own insights and ideas.

Besides practicing imagery and real-life exposure, Steve, like Cindy, worked on assertiveness
and self-esteem (see chapters 13 and 14). He had grown up in a family where he was the youngest
of three brothers. Always being bossed around by his older brothers, he had learned to suppress
his own feelings and ideas. Throughout his life, he had been afraid to stand up for himself. This
fear played no small role in his difficulty with speaking up or making presentations before a
group. Through practicing assertiveness skills, he learned how to express his feelings and wants
to others directly. He was pleasantly surprised to find that others usually appreciated and were
interested in what he had to say.

As the youngest child in his family, Steve had also been “babied” during childhood. He grew
up with an underlying fear of standing up as his own person and assuming full responsibility
as an aduit. e had to work on self-esteem to realize that he was just as valuable, important, and
able to contribute as anyone else. Overcoming his social phobia certainly helped, but, like Cindy,
Steve also worked on developing & relationship with his inner child. By consistently validat-
ing and supporting the liitle boy within, he gradually overcame the feelings of inadequacy and
shame that had fed his phobia.

Steve’s program for recovery from social phobia contained many of the same components as
Cindy’s program for recovery from agoraphobia. The only significant difference was that Steve
didn’t have to deal with panic; his phobia centered around fears of embarrassment and humilia-
tion rather than fears of losing control during a panic attack. All of the following strategies con-
tributed to his recovery, with real-life exposure perhaps being the most crucial:

Physical Breathing exercises
Regular pracice of deep relaxation
Regular aerobic exercise
Nutritional improvements (specifically, reducing sugar intake and thus
hypoglycemic mood swings) '

Behavioral ~ Imagery exposure
Reallife exposure, including taking a public speaking class prior to
making presentations at work

Emotional ~ Learning to identify and express feelings
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Mental Countering negative self-talk
Countering mistaken beliefs

Interpersonal Developing an assertive interpersonal style

Whole Self ~ Developing self-esteem by cultivating a relationship with his inner child

Mike: Obsessive-Compulsive Disorder

Mike, you may recall, was a successful businessmarn who had a recurring, irrational fear
while driving that he had run over a person or an animal. So strong and insistent was this fear
'that he continually had to retrace the route he'd just driven to assure himself that no one was
".lying in the street. By the time he sought treatment, his compulsion to check was so strong that
he needed to retrace his route three or four times before he could go on. Because he felt both
ashamed and powerless 'to control his behavior, he was also significantly depressed—a common
complaint of people with obsessive-compulsive disorder. Mike’s problem was an example of the
“checking” type of obsessive-compulsive disorder. But the comprehensive recovery program he
undertook could apply equally well to other forms of obsessive-compulsive disorder, including
“washing, counting, or other compulsions.

Tn many respects Mike’s road to recovery was similar to that of Susan, Cindy, and Steve in the
preceding examples. His therapist asked him to practice breathing exercises, progressive muscle
relaxation, and aerobic exercise on a daily basis to reduce the physiological component of his
anxiety. Mike also reduced the amount of caffeine and sugar in his diet and started taking high-
potency B-complex and vitamin C supplements with breakfast and dinner. Mike felt so much
better from these practices alone that there were certain days that he didn't need to retrace his
driving route at all. However, his problem didn’t disappear altogether.

Mike worked on changing his inner dialogue, or self-talk, while driving. Instead of always
asking himself, “What if [ hit someone?” he learned to counter with the statement, “If I hit any-
thing, 1 certainly would hear it or feel jt. But this hasn’t happened, so I'm okay.” Repeating this
reassuring statement over and over helped him to reduce the number of times he needed to
retrace his route from three or four to one or two, though it didn’t dispel his obsession completely.

Another helpful intervention was learning to identify and express his angry feelings. Mike
found that by getting angry with his compulsion to check and shouting “No!” very loudly in his
car, he could sometimes dissipate his anxiety enough so that he didn’t have to check. Getting in
touch with and acknowledging his frustrations also helped him to reduce stress in other areas of
his life apart from his specific problem with checking. Yet expressing needs and feelings was not
enough, any more than the physical and mental strategies he had tried, to completely resolve his
obsessive-compulsive problem.

From his reading on the subject, Mike learned that obsessive-compulsive disorder responds
best to the combination of two specific interventions:

® A behavioral intervention called exposure and response prevention

¢ Medication—specifically, antidepressant medications such as clomipramine (Anafranil)
and fluoxetine (Prozac)
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Under the supervision of his therapist, Mike practiced exposure and response prevention in
two steps. First, he was instructed fo reduce to one the aumber of times he retraced his route. He
had already brought the frequency down from four or five repetitions to fwo or three, and over
the course of a month he was able to reduce the number further, to one. At this point his therapist
rode with him in the car and instructed Mike, whenever he felt the urge to retrace, to pull the
car over to the side of the road and stop. Mike then waited several minutes for the anxiety he felt
about not retracing his route to subside. Then he resumed his driving. After two weeks of practic-
ing response prevention with his therapist, Mike was finally able to do it on his own. It was very
liberating to Mike not to have to spend so much time and energy on retracing his driving route.

A problem that remained, though, was that he couldn’t get the obsession about having run
over someone out of his mind completely—even though positive self-talk had. helped somewhat.
He continued to be vigilant while driving and was depressed that he had so little control over
his thoughts.

Mike's therapist referred him to a psychiatrist who instructed him about the medication clo-
mipramine, a drug that has been effective in eliminating or reducing the symptoms of obsessive-
compulsive disorder in about 60 percent of the cases in which it has been used. Within three
weeks of starting the medication, Mike found that his obsessions had disappeared altogether
and that his depression had lifted significantly. He began to relax and enjoy driving again, free
of any concern about having hit someone. Mike's doctor told him that he would need to stay on
the medication for one year, at which point he would gradually taper off the dose and see if he
could continue to live {ree of obsessions without taking medication.

Although Mike's obsessive-compulsive disorder responded quite well to the combination of
interventions described above, he continued to feel depressed from time to time. It became appar-
ent to his therapist that Mike was feeling somewhat bored with his line of work and with his
life in general. The final phase of his recovery program involved making two major adjustments
that added meaning and direction to his life. First, he decided to make a career change. Over the
course of a year, he moved from a corporate position in marketing to starting a small retail busi-
ness of his own. All his life, Mike had had a strong interest in music but had never done anything
to fulfill it. So, as a second step, he began taking piano lessons. After a year, he took this pursuit
a step further, bought a synthesizer, and began to compose his own original piano pieces. This
creative outlet added a new dimension to Mike's life and enabled him to express a previously
unrealized potential. It was after this that his depression fully lifted.

The most critical component of Mike’s recovery from obsessive-compulsive disorder was the
combination of response prevention and medication. The crux of his recovery from depression
was the combination of overcoming his obsessive-compulsive disorder and developing a creative
outlet that gave his life a new dimension of meaning. His total program for recovery can be sum-
marized as follows:

Physical Breathing exercises
Regular practice of deep relaxation
Regular aerobic exercise
Nutritional improvements plus vitamin supplements
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Behavioral Exposure and response prevention to eliminate checking ' t 1
Emotional Learning to identify and express anger and frustration, i i i
Mental Self-talk to counter fears about having run over someone |
Medication  Taking clomipramine for one year ' t" o
Existential- ~ Pursuing a creative interest in playing the piano and musical composition I s f

|
§
Spiritual tl‘

Developing Your Own Recovery Program

By this point, you've likely gained a better idea about three things: 1) the wide range of strategies L
used in a comprehensive recovery program, 2) the specific types of strategies employed, and 3) T
how such strategies are actually implemented in specific cases. Eh |

You can now begin to develop your own recovery program. The following two charts are b
designed to assist you with this. The first is the Problem Effectiveness Chart. It correlates different
types of anxiety disorders with specific chapters in this workbook. Chapters that are particularly
relevant for everyone with the disorder are marked with an “X.” Those chapters that are often
relevant are marked with a lowercase “x.” Your choice of strategies will, of course, depend on
the nature and causes of your particular difficulty. After reading the first three chapters of this E‘
workbook, you should have some idea of what strategies to emphasize. i
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The second chart, called the Weekly Practice Record, enables you to outline in detail your own
personal program for recovery. The chart lists all the specific strategies and skills offered in this
workbook. Following each skill, in parentheses, is the recommended frequency for practice in a
one-week time period. This chart enables you to check off, for each day of the week, which exer-
cises you have practiced.

Since this is a weekly chart, you may want to make fifty-two copies of it to take you through at
least a one-year time period. (Of course, your actual recovery may turn out to take significantly
less than one year) A downloadable version of the form is available online; see the very back of
this book for more information.

At the top of the chart, be sure to specify the dates of the particular week as well as your goals
for that week. At the bottom of the chart, you can estimate, on a scale of 0 to 100 percent, how
much you believe you have recovered up to the time of that particular week. (Note: Be prepared
for your level of recovery to be marked by progressions and regressions from week to week)) It
is obvious that you will not implement al of the strategies recommended in this workbook every
week. As you go through each chapter, you'll likely emphasize the skills taught in that chapter.
There are four particular skills, though, worth practicing five to seven times a week for fifty-two
weeks a year, regardless of the type of anxiety disorder you happen to be dealing with. These are

1. A deep relaxation technique {such as muscle relaxation, visualization, or meditation)
2. One half hour of vigorous exercise

3. Good nutritional habits

4. Countering negative self-talk or using affirmations to counter mistaken beliefs

If you happen to have phobias, there are two additional strategies I recommend practicing
three to five times a week until you are phobia-free, namely

b, Imagery exposure

6. Real-life exposure

Beyond these guidelines, you will be working out for yourself how much time you need to
spend with the various other strategies that constitute your particular recovery program.

A consistent commitment over time to practicing strategies that are helpful to you is what will
make the difference between a partial and a complete recovery. The Weekly Practice Record is
designed to help keep you on track with your personal program for recovery over the long haul.

ey ren Co e




40  The Anxiety & Phobia Workbook

Weekly Practice Record
‘ Goals for Week Date:
WTlf\!;- | 1 )

o
ed |
Fri
Sat
Sun

|

|

[ [we
-Thurs
- .
|

ed deep breathing technique (6-7)

oW
11"L“""f““ur"r?ig,d:‘:,'jil Used deep relaxation technique* (&-7)

Did one-half hour vigorous exercise (5-7)

Used coping techniques to manage panic™

acticed countering negative self-talk (5-7)

Pr
Used affirmations to counter mistaken beliefs (5-7)

'% el mﬂ Practiced imagery exposure (3-5)

Practiced real-life exposure (3-5)

Identified/expressed feelings™

Practiced assertive communication with significant other™

Practiced assertive communication to avoid manipulation™

dy image*™

Self-esteem: worked on improving bo
Self-

Self-esteem: worked on countering inner critic*™

esteem: took steps toward achieving goals™

Self-esteem: worked on nurturing inner child™

Nutritior: eliminated caffeine/sugar/stimulants (7

Nutrition: ate only whole, unprocessed foods (5-7)

Nutrition: used antistress supplements (5-7)

7

Medication: used appropriate medications as prescribed by doctor

'i A
‘I _ l\\‘lw;ﬂl Meaning; worked on discovering/realizing life purpose*” .-. -
‘L o m*‘ Spirituality: utilized spiritual beliefs and practices to reduce anxiety™* -- -

* o.g, progressive muscle
relaxation, visualization, OF
meditation

++ Recommended frequency
varies depending on focus

) ¥ Estimated percent recovery (0 percent to 100 percent):
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Necessary Ingredients for Undertaking Your Own
Recovery Program

By now, you may have some idea of the strategies you want to utilize for your own recovery. The
Weekly Practice Record will enable you to specify, on a weekly basis, the particular strategies and
skills you incorporate in your personal program. You may have already guessed, though, that
recovery entails much more than just a series of strategies. Your ability to implement the strategies
recommended in this workbook depends entirely on your attitude, commitment, and motivation
to really do something about your problem. Your recovery depends on the extent to which you
can adopt and incorporate the five necessary ingredients described below.

1. Tuking Responsibility—In a Context of Support

Do you feel responsible for your problem? Or do you attribute it to some quirk of heredity,
abusive parents, or the stressful people in your life? Even if you feel you aren’t solely responsible
for having created your disorder, you are the one who is ultimately responsible either for holding
on to it or for doing something about it. It may be difficult initially to accept the idea that the
decision is yours whether to maintain or whether to overcome your problem. Yet accepting full
responsibility is the most empowering step you can take. If you are the one who keeps your con-
dition going, you are also the one with the power to change and outgrow it.

Taking responsibility means you don't blame anyone else for your difficulties. It also means
that you don’t blame yourself. Is there truly any justification for blaming yourself that you have
panic attacks, phobias, or obsessions and compulsions? Is it truly your fault that you developed
these problems? [s it not more accurate to say that you've done the best you could in your life up
to now with the knowledge and resources at your disposal? While it's up to you to change your
condition, there is simply no basis for judging or blaming yourself for having it.

And taking responsibility for overcoming your condition does not mean that you have to do
it afl alone. Tn fact, the opposite is true: you are more likely to be willing to change and to take
risks when you feel adequately supported. A most important prerequisite for undertaking your
own program for recovery is to have an adequate support system. This can include your spouse
or partner, one or two close friends, and/or a support group or class specifically set up to assist
people with anxiety disorders.

2. Motivation—Overcoming Secondary Gaing

Once you've decided to acknowledge your share of the responsibility for your problem, your
ability to actually do something about it will depend on your motivation. Do you feel truly moti-
vated to change? Enough so that jrou’ll be willing to learn and incorporate several new habits
of thought and behavior into your daily routine? Enough so that you'll be willing to make some
basic changes in your lifestyle?
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Psychologist David Bakan once made the observation that sguffering is the great motivator of
growth.” 1f you are experiencing considerable distress from your particular problem, you're likely
to be strongly motivated to do something about it. A basic belief in your self-worth. can also be
a strong motivation for changé. If you love yoursel'f enough to feel that you sincerely deserve to
have a fulfilling and productive life, you simply won't settle for being impeded by panic, phobias,
or other anxiety symptoms. You will demand more of life than that.

This brings up the issue of what interferes with motivation. Any person, situation, or factor
that consciously or unconsciously rewards you for holding on fo your ondition will tend to undet-
mine your motivation. For example, you may want to overcome your problem with being house-
bound. Howevet, if consciously Of unconsciously you don't want to deal with facing the outside
world, getting a job, and earning an income, you will tend to keep yourself confined. Consciously,
you want to OVercome agoraphobia, yet your motivation is not strong enough to overcome the
unconscious “payoffs” for not recovering.

Many years ago Sigmund Freud referred to the idea of unconscious payoffs as “secondary
gains.” Wherever there is strong resistance to recovering from any chronic, disabling condition-—
whether it is an. anxiety disorder, depression, addiction, or obesity—ﬁsecondary gains are often
operative. If you find that you have difficulty developing oT sustaining motivation to do something
about your condition, it’'s important o ask yourself, “What payoffs am [ getting for staying this
way?” The list below enumerates some of the more common gecondary gains that can keep you
stuck: ‘

o A deep-seated belief that you “don’t deserve” to recover and Jead a normal life—that
you're unworthy of being reasonably happy. When self-punishment is a secondary
gain, it is often the case that you're punishing yourself to get back at someone else.
Self-punishment also can occur because you feel guilty about your condition. The way
out of guilt and the tendency to hold yourself back is to work on your self-esteem (see
chapter 14).

e A deep-seated belief that “it’s to0 auch work” to truly change. After all, you may
already be feeling stressed out and overwhelmed. Now you are peing asked to take
on considerably more responsibility and work in order to recover. Unconsciously, it

may just seem like too much work, leaving you discouraged about ever breaking out
of your condition. The solution to this dilemma is to replace your assumption of “to0
much work” with more positive beliefs, such as “I don't have to be completely well
tomorrow—1 can take small steps toward recovering at my own pace” or “Any goal
can be achieved if broken down into sufficiently small steps” (The 12-step recovery
programs have abbreviated these constructive attitudes with the slogan “One day at

a time.”)

e If youre agoraphobic and relatively housebound, you may be attached to the payoffs
you get from your spouse or partner. These include attention, peing taken care of, and

being financially supported, or, in general, nothaving to deal with adult responsibilities.

¢ The reverse of the last situation may also be true. Your spouse or partner may be
getting payoffs from your being dependent on him or her. These can include the
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{
opportunity to take care of, control, and even take responsibility for your life (this o E
is a case of codependency—see chapter 14). The payoff can also be assurance that you N
will never leave. That is, your partner may fear that if you fully recover and become
more independent, you'll leave. You need to realize that you won't be held back by
your partner’s secondary gains unless you are unconsciously colluding with him or ‘
her to maintain them. :

P

The above is only a partial list of secondary gains. They may or may not apply in your case.
If you feel that you're having difficulties with motivation at any point in your recovery, it’s impor-
tant to raise the question “What is the payoff for avoiding change?” _ \

s i m e S ot Tme

» 3. Making a Commitment to Yourself to Follow Through

The initial motivation and enthusiasm you have when you first decide to do something about e
your problem is usually sufficient to get you started. The real test is in following through. Are o
you willing to make a commitment to consistenitly practice skills and strategies that work for you Voo I8
over the many months and sometimes years that it takes to achieve a full and lasting recovery?
In my expetience, it is difficult to sustain a high level of motivation over such periods of time

i unless you have a deep and sincere commitment to persist with your recovery program until you're
fully satisfied with the results. On a practical level, this means going out and exercising, practic-
ing exposure, or working on your self-esteem even on those days when you don't feel like it. It
means that you get up and keep going even after you've had a setback that makes you wonder
whether you'll ever feel better. While your motivation may wax and wane, a personal commitment i
to follow through with your program is what is going to make the difference between a partial g
and a complete recovery.

4. Willingness to Take Risks

It is simply not possible to change or grow in any area of your life unless you are willing
to take some risks. To recover means being willing to experiment with new ways of thinking,
feeling, and acting that may be unfamiliar to you at first, It also means giving up some of the
payoffs for not changing, as were described in the section on motivation. If you are dealing with
phobias, the way to overcome them is simply to face those situations you've been avoiding—
gradually and in your imagination at first. If you are dealing with panic attacks, it may be neces-
sary to risk relinquishing some control and learning to flow with unpleasant bodily sensations

instead of resisting and fighting them. If you're dealing with obsessions and compulsions, it may i
be necessary to risk experiencing anxiety when you resist engaging in compulsive behavior. Or I _
It may be necessary to risk taking a prescription medication. , “

An effective program for recovery is predicated upon your willingness to risk trying out new
behaviors that may cause you more anxiety at first yet which in the long run can be quite helpful.
As in the case of taking responsibility, having support from others who believe in you and back :
You up will make taking risks considerably easier. 3
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5. Defining and Visualizing Your Goals for Recovety

I's difficult to tackle and then overcome a problem unless you have a clear, concrete idea of
the goal you're aiming for. Before embarking on your own program for recovery, it is important

that you answer the following questions:
e “What are the most important positive changes 1 want to make in my life?”
s “What would a complete recovery from my present condition look 1ike?”

» “Specifically, how will 1 think, feel, and act in my work, my relationships with others,
and my relationship with myself once I've fully recovered?” |

#What new opportunities will T take advantage of once Tve fully recovered?” -

Once you've defined what your own recovery might be like, it can be very helpful to practice
visualizing it. During the time you allocate for practicing deep relaxation, take a few minutes to
imagine what your life would look like if you were entirely free of your problems. Visualize in
detail any changes in your work, recreational activities, and relationships, and the body image
and appearance you woudd like to achieve. To assist you in developing this positive scenario, use
the space below or preferably a separate sheet of paper to write out 2 “geript” of how your life
would ideally look when you have fully recovered. Be sufre to cover as many different areas of

your life as possible.

[deal Scenario for My Life After I've Recovered

Practicing visualizing your goals for recovery on a daily basis (preferably in a relaxed state)
will increase your confidence about succeeding. This practice will actually make a full recovery
more likely. There is abundant philosophical evidence—both ancient and modern—that what you
believe in with your whole heart and see with your whote mind has a strong tendency to come

true.

¥
1
|

I
¥
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Summary of Things to Do

1

Review the case histories in this chapter and examine the Problem Effectiveness Chart to
determine which chapters of this workbook are relevant to your particular problem.

Decide in what order youre going to work with the various chapters that are relevant to
you. The most critical chapters of the book, which you might consider reading first, are
chapters 4 through 8.

Make fifty-two copies of the Weekly Practice Record to monitor your personal recovery
program for one year. (Your recovery, of course, may take less than one year, or perhaps
more,)

Reread the final section, “Necessary Ingredients for Undertaking Your Own Recovery
Program,” to reinforce in your mind the five keys to a successful and complete recovery:
taking responsibility, motivation (including overcoming secondary gains), commitment, a will-
ingness to take risks, and defining and visualizing goals.
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Relaxation

The capacity to relax is at the very foundation of any program undertaken to overcome anxiety,
'_phobias, or panic attacks. Many of the other skills described in this book, such as exposure,
yisualization, and changing negative self-talk, build on the capacity to achieve deep relaxation.

Relaxation is more than unwinding in front of the TV set or in the bathtub at the end of the
day—though, without doubt, these practices can be relaxing. The type of relaxation that really
makes a diffefence in dealing with anxiety is the regular, daily practice of some form of deep
relaxation. Deep relaxation refers to a distinct physiclogical state that is the exact opposite of the
way your body reacts under stress or during a panic attack. This state was originally described
by Herbert Benson in 1975 as the relaxation response. It involves a series of physiological changes
including

# Decrease in heart rate

@ Decrease in respiration rate

® Decrease in blood pressure

& Decrease in skeletal muscle tension

¢ Decrease in metabolic rate and oxygen consumption

# Decrease in analytical thinking

& Increase in skin resistance

¢ Increase in alpha wave activity in the brain

Regular practice of deep relaxation for twenty to thirty minutes on a daily basis can produce,
over time, a generalization of relaxation to the rest of your life. That is, after several weeks of
practicing deep relaxation once per day, you will tend to feel more relaxed all the time.

Numerous other benefits of deep relaxation have been documented over the past twenty
years. These include

® Reduction of generalized anxiety. Many people have found that regular practice also
reduces the frequency and severity of panic attacks.

Preventing stress from becoming cumulative. Unabated stress tends to build up over
time. Entering into a state of physiological quiescence once a day gives your body
the opportunity to recover from the effects of stress. Even sleep can fail to break the
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camulative stress cycle unless you've given yourself permission to deeply relax while

awake. i
|

1 o Increased energy level and productivity. (When under stress, you may work against

N ' yourself and become less efficient.) |

"-='-'vlf*'-i“"‘ o Improved concentration and memory. Regular practice of deep relaxation tends to

o increase your ability to focus and keeps your mind from “racing.”

' "%ﬁh s Reduction of insomnia and fatigue. Learning {0 relax leads to sleep that is deeper and i |

| '\ﬂ sounder. i

\;,l\' LR } |

. M : » Prevention andfor reduction of psychosomatic disorders, such as hypertension, i
iy ,nw:‘! migraines, headaches, asthma, and ulcers. l

Mgy,
o e Increased self-confidence and reduced self-blame. For many people, stress and exces-
‘&a sive self-criticism or feelings of inadequacy g0 hand in hand. You can perform better,

|

. i

-
R

: i as well as feel better, when you are relaxed.

o s TIncreased availability of feelings. Muscle tension is one of the chief impediments to
:i-‘ 2N _ an awareness of your feelings.
;‘5: , !. ,! Eml;l” How can you achieve a state of deep relaxation? Some of the more common methods include
E § '-“"“ “‘i‘ 1. Abdominal breathing

'“.“?:‘!?l‘"“ . 9. Progressive muscle relaxation

i

|

1

]

%

[ A

\ o e 3 Passive muscle relaxation

| 4. Visualizing a peaceful scene
]

5. Guided imagery

6. Meditation

‘ h 7. Biofeedback
| . L.-'.‘ _ 8. Sensory deprivation
‘ 9. Yoga
IL B 10. Calming music

- : " ‘
L s For our purposes here, we will focus on the first five and the Jast two of these methods.

Abdominal Breathing

Your breathing directly ceflects the level of tension you carty in your body. Under tensjon, your
preathing usually becomes shallow and rapid, and your preathing occurs high in the chest. When
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relaxed, you breathe more fully, more deeply, and from your abdomen. It’s difficult to be tense
and to breathe from your abdomen at the same time, L {
Some of the benefits of abdominal breathing include Lk |

& Increased oxygen supply to the brain and musculature.

o Stimulation of the parasympathetic nervous system. This branch of your autonomic
nervous system promotes a state of calmness and quiescence. It works in a fashion
exactly opposite to the sympathetic branch of your nervous system, which stimulates
a state of emotional arousal and the very physiological reactions underlying a panic
attack.

e Greater feelings of connectedness between mind and body. Anxiety and worry tend : T
’ to keep you “up in your head.” A few minutes of deep abdominal breathing will help
bring you down into your whole body. b

@ More efficient excretion of bodily toxins. Many toxic substances in the body are ks
excreted through the lungs. ik

¢ Improved concentration. If your mind is racing, it’s difficult to focus your attention.
Abdominal breathing will help to quiet your mind.

@ Abdominal breathing by itself can trigger a relaxation response.

?
If you suffer from phobias, panic, or other anxiety disorders, you will tend to have one or % :
both of two types of problems with breathing. Either !

1. You breathe too high up in your chest and your breathing is shallow, or

2. You tend to hyperventilate, breathing out too much carbon dioxide relative to the amount
of oxygen carried in your bloodstream. Shallow, chest-level breathing, when rapid, can
lead to hyperventilation. Hyperventilation, in turn, can cause physical symptoms very
similar to those associated with panic attacks.

These two types of breathing are discussed in greater detail below. o '

Shallow, Chest-Level Breathing | ll%

Studies have found differences in the breathing patterns of anxious and shy people as opposed
fo those who are more relaxed and outgoing. People who are fearful and shy tend to breathe in a i
shallow fashion from their chest, while those who are more extroverted and relaxed breathe more L = ‘
slowly, deePly, and from their abdomens. . !

Before reading on, take a minute to notice how you are breathing right now. Is your breath ‘
slow or rapid? Deep or shallow? Does it center around a point high in your chest or down in your
abdomen? You might also notice changes in your breathing pattern under stress versus when you
are more relaxed. 1 4
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If you find that your breathing is shallow and high in your chest, don't despair. It's quite pos-
sible to retrain yourself to breathe more deeply and from your abdomen. Practicing abdominal
breathing (described below) on a regular basis will gradually help you to shift the center of your

.‘u'\‘ ,' breath downward from your chest. Regular practice of full abdominal breathing will also increase
o your lung capacity, helping you to breathe more deeply. A program of vigorous, aerobic exercise
AL can also be helpful.

‘Hw Hyperventilation Syndrome

A

lel‘ ‘, “ if you breathe from your chest, you may tend to overbreathe, exhaling excess carbon dioxide

L\‘u ‘ in relation to the amount of oxygen in your bloodstream. You may also tend to breathe through
A your mouth. The result is a cluster of symptoms, including rapid heartbeat; dizziness, and tingly

iy

i } U i
o sensations that are 8o similar to the symptoms of panic that they can be indistinguishable. Some

i
ll Gl of the physiological changes prought on by hyperventilation include

e Increased alkalinity of nerve cells, which causes them to be mote excitable. The result
is that you feel nervous and jittery.

e Decreased carbon dioxide in the blood, which can cause your heart {0 pump harder and
faster as well as making lights seem brighter and sounds louder.

e Increased constriction of blood vessels in your brain, which can cause feelings of diz-
siness, disorientation, and even a sense of unreality or separateness from your body.

All these symptoms may be interpreted as a developing panic attack. As soon as you start
responding to these bodily changes with panic-evoking mental statements o yourself, such as
#T'm losing controll” or ~What's happening to me?” you actually do panic. Symptoms that initially
only mimicked panic set off a reaction that leads to genuine panic. Hyperventilation can either
1) cause physical sensations that lead you to panic or 2) contribute to an ongoing panic attack by
aggravating unpleasant physical symptoms.

If you suspect that you are subject to hyperventilation, you might notice whether you habitu-
; ally breathe shallowly from your chest and through your mouth. Notice also, when you're fright-
G ened, whether you tend to hold your breath or breathe very shallowly and quickly. The experience
A of tingling or mumb sensations, particularly in your arms ot legs, is also a sign of hyperventila-
tion. If any of these characteristics seem t0 apply to you, hyperventilation may play arole in either
Lo instigating or aggravating your panic reactions of anxiety. '

L 1 a The traditional cure for acute hyperventilation symptoms is 10 breathe into a paper bag
i This technigue causes you to breathe in carbon dioxide, restoring the normal balance of oxygen
o to carbon dioxide in your bloodstream. It is a method that works. Equally effective in reduc
: ing symptoms of hyperventilation are the abdominal breathing and calming breath exercises
1o described below. Both of them help you to slow your breathing down, which effectively reduces
\"“.‘ your intake of oxygen and brings the ratio of oxygen to carbon dioxide back into balance.

1f you can recognize the symptoms of hyperventilation for what they are, then learn to curtail
them by deliberately slowing your breathing, you needn’t react to them with panic.
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The two exercises described below can help you change your breathing pattern. By practicing Vi |
them, you can achieve a state of deep relaxation in a short period of time. Just three minutes of B
practicing abdominal breathing or the calming breath exercise will usually induce a deep state of 1S
relaxation, Many people have successfully used one or the other technique to abort a panic attack SN il
when they felt the first signs of anxiety coming on. The techniques are also very helpful in dimin-
ishing anticipatory anxiety you may experience in advance of facing a phobic situation. While the _
techniques of progressive muscle relaxation and meditation described later in this chapter take ol
up to twenty minutes to achieve their effects, the following two methods can produce a moderate
to deep level of relaxation in just three to five minutes.

Abdominal Breathing Exercise 1

1. Note the level of tension you're feeling. Then place one hand on your abdomen right beneath
your rib cage.

2. Inhale slowly and deeply through your nose into the “bottom” of your lungs—in other words,
send the air as low down as you can. If you're breathing from your abdomen, your hand b
should actually rise. Your chest should move only slightly while your abdomen expands. i
{In abdominal breathing, the diaphragm-—the muscle that separates the chest cavity from the
abdominal cavity—moves downward. In so doing, it causes the muscles surrounding the
abdominal cavity to push outward.)

3. When you've taken in a full breath, pause for a moment and then exhale slowly through your 3
nose or mouth, depending on your preference, Be sure to exhale fully. As you exhale, allow your i
whole body to just let go (you might visualize your arms and legs going loose and limp like a H
rag doll). . ‘

4. Do ten slow, full abdominal breaths. Try to keep your breathing smooth and regular, without .
gulping in a big breath or letting your breath out all at once. It will help to slow down your :
breathing if you slowly count to four on the inhale (one-two-three-four) and then slowly count
to four on the exhale. Remember to pause briefly at the end of each inhalation. Count from
ten down to one, counting backward one number with each exhalation. The process should g
go like this: b, ,.J'. '

Slow inhale...Pause...Slow exhale ("Ten.”) i
Slow inhale...Pause...Slow exhale (“Nine.”)
Slow inhale,,.Pause...Slow exhale (“Fight.”)

and so on down to one. If you start to feel light-headed while practicing abdominal breath- :
ing, stop for fifteen to twenty seconds, then start again. by

Extend the exercise if you wish by doing two or three “sets” of abdominal breaths, remember- ),
ing to count backward from ten to one for each set (each exhalation counts as one number).

Five full minutes of abdominal breathing will have a pronounced effect in reducing anxiety or ‘ :
early symptoms of panic. Some people prefer to count from one to ten instead. Feel free to i i
do this if it suits you. g i
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Calming Breath Exercise

The Calming Breath Exetcise was adapted from the ancient discipline of yoga. It is a very efficient
technique for achieving a deep state of yelaxation quickly.

1. Breathing from your abdomen, inhale through your nose slowly to a count of five (count
slowly “#one.. two...three.. four.. five” as you inhale).

9 Pause and hold your breath to a count of five.

3. Txhale slowly, through your nose of mouth, to a count of five {or more if it takes you longer).
Be sure to exhale fully.

4. When you've exhaled completely, take two breaths in your normal rthythm, then repeat steps
1 through 3 in the cycle above.

5. Keep up the exercise for at least three 10 five minutes. This should involve going through
at least ten cycles of in-five, hold-five, out-five. As you continue the exercise, you may notice
that you can count higher when you exhale than when you inhale. Allow these variations in

your counting to occur if they do, naturally, and just continue with the exercise for up to five
minutes. Remember to take two normal breaths between each cycle. If you start to feel light-
headed while practicing this exercise, stop for thirty seconds and then start again.

6. Throughout the exercise, keep your breathing smooth and regular, without gulping in breaths
or breathing out suddenly.

7. Optional: Bach time you exhale, you may wish to say, “Relax,” #Calm,” “Let go,” or any other
relaxing word or phrase silently to yourself. Allow your whole body to let go as you do this.
Tf you keep this up each time you practice, eventually just saying your relaxing word by itself

will bring on a mild state of relaxation.

The Calming Breath Exercise can be a potent technique for halting the momentum of a panic
reaction when the first signs of anxiety come on. It is also useful in reducing symptoms of
hyperventilation.

Practice Exercise

Practice the Abdominal Breathing Exercise Ot Calming Breath Exercise for five minutes every day for wt
Jeast two weeks. (Note that guided audio versions of both exercises are available on the website
associated with this book. See the very end of the book for more information) If possible, find a
regular time ecach day to do this 50 that your breathing exercise becomes a habit. With practice;
you can learn in a short period of time to damp down the physiological reactions underlying
anxiety and panic.

Once you feel you've gained some mastery in the use of either technique, apply it when you
feel stressed or anxious, OF when you experience the onset of panic symptoms. By extending
your practice of either exercise t0 2 month or longer, you will begin to retrain yourself to preathe
from your abdomen. The more you can shift the center of your breathing from your chest to you
abdomen, the more consistently you will feel relaxed on an ongoing basis.







