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    Foreword


    Many, perhaps the majority, of those who go to see their family doctor have some type of psychological problem which makes them anxious or unhappy. There may be a fairly obvious reason for this  the loneliness of widowhood or the stresses of bringing up a family  or it may be that their mental state is part of their personality, something they were born with or a reaction to traumatic experiences in their lives. Despite being so common, I soon discovered after starting in general practice over ten years ago that this type of mental disturbance (usually described as a neurosis to distinguish it from the psychosis of those with a serious mental illness like schizophrenia) is particularly difficult to deal with. What are the options? Well, there are always drugs  minor tranquillizers, antidepressants and sleeping pills. It is certainly easy enough to write a prescription and more often than not the patient feels a lot better as a result, but there is no getting away from the fact that drugs are a chemical fix. Sometimes this is all that is necessary to tide someone over a difficult period, but more usually the same old problems recur when the drugs are discontinued.


    The alternatives to drugs are the talking therapies, ranging from psychoanalysis to counselling, that seek to sort out the underlying cause of anxiety or unhappiness. Psychoanalysis is out of the question for many, being too prolonged  often lasting for years  and too expensive. Counselling certainly can be helpful for no other reason than that unburdening ones soul to a sympathetic listener is invariably therapeutic. But once the counselling sessions were over, I got the impression it was only a matter of time before the psychological distress reappeared.


    Here, then, is one of the great paradoxes of modern medicine. Doctors can now transplant hearts, replace arthritic hips and cure meningitis but, confronted by the commonest reason why people seek their advice, they have remarkably little to offer. And then a couple of years ago I started to hear about a new type of psychological treatment  cognitive therapy  which, it was claimed, was not only straightforward but demonstrably effective. I was initially sceptical as I found it difficult to imagine what sort of breakthrough insight into human psychology should lie behind such remarkable claims. The human brain is, after all, the most complex entity in existence, so it would seem unlikely that someone had suddenly, at the end of the twentieth century, found the key that unlocked the mysteries of neuroses  a key that had eluded human understanding for hundreds of years.


    The central insight of cognitive therapy is not, it emerges, a new discovery, but rather is based on the profound observation originally formulated by the French philosopher Descartes that the essential feature of human consciousness was cogito ergo sum  I think therefore I am. We are our thoughts and the contents of our thoughts have a major influence on our emotions. Cognitive therapy is based on the principle that certain types of thought that we have about ourselves  whether, at its simplest, we are loved or wanted or despised or boring  have a major effect on the way we perceive the world. If we feel unloved, the world will appear unloving, and then every moment of every day our sense of being unloved is confirmed. That, after all, is what depression is all about. These types of thoughts are called automatic thoughts because they operate on the margins of our consciousness as a continual sort of internal monologue. If these thoughts are identified and brought out into the open then the state of mind that they sustain, whether anxiety or depression or any of the other neuroses, can begin to be resolved.


    So this type of therapy is called cognitive because it is primarily about changing our thoughts about ourselves, the world and the future. The proof of the pudding, as they say, is in the eating and the very fact that this type of therapy has been shown to work so well, in countless well-controlled studies, is powerful confirmation that the underlying insight that our thoughts lie behind, and sustain, neurotic illnesses is in essence correct.


    Nonetheless, some may be forgiven for having misgivings. The concept of cognitive therapy takes some getting used to and it is certainly hard to credit that complex psychological problems can be explained by such an apparently simple concept. There is perhaps an understandable impression that it all sounds a bit oversimplified or trite, that it fails to get to the root cause of the source of anxiety or depression.


    So it is necessary to dig a bit deeper to examine the origins of cognitive therapy, and perhaps the easiest way of doing this is to compare it with what for many is the archetype of all forms of psychotherapy  psychoanalysis. Psychoanalysis claims to identify the source of neuroses in the long-forgotten and repressed traumas of early childhood, so it is less concerned with thoughts themselves than with the hidden meaning which (it claims) underlies them. The important question, though, is whether psychoanalysis does make people better, or at least less unhappy. Many people certainly believe they have been helped, but when Professor Gavin Andrews of the University of New South Wales reviewed all the studies in which the outcome of psychoanalysis had been objectively measured in the British Journal of Psychiatry in 1994, he was unable to show that it worked any better than just talking.


    In cognitive therapy, the importance of human thoughts lies precisely in their content and how that influences the way a person feels about themselves, a point well illustrated by one of its early pioneers, Aaron Beck. Back in the 1960s, while practising as a psychoanalyst in Philadelphia, Beck was treating a young woman with an anxiety state which he initially interpreted in true psychoanalytic fashion as being due to a failure to resolve sexual conflict arising from problems in childhood. During one session he noticed that his patient seemed particularly uneasy and, on enquiring why, it emerged she felt embarrassed because she thought she was expressing herself badly and that she sounded trite and foolish. These self-evaluative thoughts were very striking, Beck recalled, because she was actually very articulate. Probing further he found that this false pattern of thinking  that she was dull and uninteresting  permeated all her relationships. He concluded that her chronic anxiety had little to do with her sex life but rather arose from a constant state of dread that her lover might desert her because he found her as uninteresting as she thought herself to be.


    Over the next few years, Beck found that he was able to identify similar and quite predictable patterns of thinking in nearly all his patients. For the first time he realized that he was getting inside his patients minds and beginning to see the world as they experienced it, something he had been unable to do in all his years as a psychoanalyst. From that perspective he went on to develop the principles of cognitive therapy.


    Compared to psychoanalysis, cognitive therapy certainly does appear much simpler, but we should not take this to mean that it is less profound. The central failure of the founders of psychoanalysis was that they did not recognize the true significance of thoughts in human neurosis. Once that significance was grasped by those like Aaron Beck, then human psychological disorders became more readily understandable and therefore simpler, but it is the simplicity of an elegant scientific hypothesis that more fully explains the facts. It cant be emphasized too strongly the enormous difference that cognitive therapy has made. Now it is possible to explain quite straightforwardly what is wrong in such a way that people are reassured, while allowing them to be optimistic that their problems can be resolved. Here, at last, is a talking therapy that works.


    Professor Gavin Andrews in his review in the British Journal of Psychiatry identified cognitive therapy as the treatment of choice in generalized anxiety, obsessive compulsive disorders and depression. It has in addition been shown to be effective in the treatment of eating disorders, panic attacks and even in the management of marital and sexual difficulties, in chronic pain syndromes and many emotional disorders of childhood. Its contribution to the alleviation of human suffering is remarkable.


    James Le Fanu, GP


    
      
    


    Introduction


    Why cognitive behavior therapy?


    Over the past two or three decades, there has been something of a revolution in the field of psychological treatment. Freud and his followers had a major impact on the way in which psychological therapy was conceptualized, and psychoanalysis and psychodynamic psychotherapy domiated the field for the first half of this century. So, long-term treatments were offered which were designed to uncover the childhood roots of personal problems  offered, that is, to those who could afford it. There was some attempt by a few health service practitioners with a public conscience to modify this form of treatment (by, for example, offering short-term treatment or group therapy), but the demand for help was so great that this had little impact. Also, whilst numerous case histories can be found of people who are convinced that psychotherapy did help them, practitioners of this form of therapy showed remarkably little interest in demonstrating that what they were offering their patients was, in fact, helpful.


    As a reaction to the exclusivity of psychodynamic therapies and the slender evidence for its usefulness, in the 1950s and 1960s a set of techniques was developed, broadly collectively termed behavior therapy. These techniques shared two basic features. First, they aimed to remove symptoms (such as anxiety) by dealing with those symptoms themselves, rather than their deep-seated underlying historical causes. Second, they were techniques, loosely related to what laboratory psychologists were finding out about the mechanisms of learning, which were formulated in testable terms. Indeed, practitioners of behavior therapy were committed to using techniques of proven value or, at worst, of a form which could potentially be put to test. The area where these techniques proved of most value was in the treatment of anxiety disorders, especially specific phobias (such as fear of animals or heights) and agoraphobia, both notoriously difficult to treat using conventional psychotherapies.


    After an initial flush of enthusiasm, discontent with behavior therapy grew. There were a number of reasons for this, an important one of which was the fact that behavior therapy did not deal with the internal thoughts which were so obviously central to the distress that patients were experiencing. In this context, the fact that behavior therapy proved so inadequate when it came to the treatment of depression highlighted the need for major revision. In the late 1960s and early 1970s a treatment was developed specificially for depression called cognitive therapy. The pioneer in this enterprise was an American psychiatrist, Professor Aaron T. Beck, who developed a theory of depression which emphasized the importance of peoples depressed styles of thinking. He also specified a new form of therapy. It would not be an exaggeration to say that Becks work has changed the nature of psychotherapy, not just for depression but for a range of psychological problems.


    In recent years the cognitive techniques introduced by Beck have been merged with the techniques developed earlier by the behavior therapists to produce a body of theory and practice which has come to be known as cognitive behavior therapy. There are two main reasons why this form of treatment has come to be so important within the field of psychotherapy. First, cognitive therapy for depression, as originally described by Beck and developed by his successors, has been subjected to the strictest scientific testing; and it has been found to be a highly successful treatment for a significant proportion of cases of depression. Not only has it proved to be as effective as the best alternative treatments (except in the most severe cases, where medication is required), but some studies suggest that people treated successfully with cognitive behavior therapy are less likely to experience a later recurrence of their depression than people treated successfully with other forms of therapy (such as antidepressant medication). Second, it has become clear that specific patterns of thinking are associated with a range of psychological problems and that treatments which deal with these styles of thinking are highly effective. So, specific cognitive behavioral treatments have been developed for anxiety disorders, like panic disorder, generalized anxiety disorder, specific phobias and social phobia, obsessive compulsive disorders, and hypochondriasis (health anxiety), as well as for other conditions such as compulsive gambling, alcohol and drug addiction, and eating disorders like bulimia nervosa and binge-eating disorder. Indeed, cognitive behavioral techniques have a wide application beyond the narrow categories of psychological disorders: they have been applied effectively, for example, to helping people with low self-esteem and those with marital difficulties.


    At any one time almost 10 per cent of the general population is suffering from depression, and more than 10 per cent has one or other of the anxiety disorders. Many others have a range of psychological problems and personal difficulties. It is of the greatest importance that treatments of proven effectiveness are developed. However, even when the armoury of therapies is, as it were, full, there remains a very great problem  namely that the delivery of treatment is expensive and the resources are not going to be available evermore. Whilst this shortfall could be met by lots of people helping themselves, commonly the natural inclination to make oneself feel better in the present is to do precisely those things which perpetuate or even exacerbate ones problems. For example, the person with agoraphobia will stay at home to prevent the possibility of an anxiety attack; and the person with bulimia nervosa will avoid eating all potentially fattening foods. Whilst such strategies might resolve some immediate crisis, they leave the underlying problem intact and provide no real help in dealing with future difficulties.


    So, there is a twin problem here: although effective treatments have been developed, they are not widely available; and when people try to help themselves they often make matters worse. In recent years the community of cognitive behavior therapists have responded to this situation. What they have done is to take the principles and techniques of specific cognitive behavior therapies for particular problems and represent them in self-help manuals. These manuals specify a systematic program of treatment which the individual sufferer is advised to work through to overcome their difficulties. In this way, the cognitive behavioral therapeutic techniques of proven value are being made available on the widest possible basis.


    Self-help manuals are never going to replace therapists. Many people will need individual treatment from a qualified therapist. It is also the case that, despite the widespread success of cognitive behavioral therapy, some people will not respond to it and will need one of the other treatments available. Nevertheless, although research on the use of cognitive behavioral self-help manuals is at an early stage, the work done to date indicates that for a very great many people such a manual will prove sufficient for them to overcome their problems without professional help.


    Many people suffer silently and secretly for years. Sometimes appropriate help is not forthcoming despite their efforts to find it. Sometimes they feel too ashamed or guilty to reveal their problems to anyone. For many of these people the cognitive behavioral self-help manuals will provide a lifeline to recovery and a better future.


    Professor Peter Cooper

    The University of Reading


    
      
    


    Preface


    This book is in the form of a self-help program for dealing with problem worries, fears and anxieties. Its aim is twofold: first, to help the reader develop a better understanding of the problem; and then to teach the reader some basic coping skills. Part One explains the origins and development of problem worries, fears and anxieties, while Part Two is a practical, step-by-step guide to overcoming these problems. Part Two is based on a self-help programme which has been developed in clinics and doctors surgeries over the last ten years, using the comments of clients to adjust and improve it.


    The self-help section introduces the coping strategies of:


    
      
        
          controlled breathing and applied relaxation to ease physical discomforts;


          thought management to combat worrying thoughts;


          graded practice and problem-solving to help you face fears;


          assertiveness training to assist with interpersonal stresses;


          time management to limit the stress caused by procrastination and poor organization;


          sleep management to help you get a better nights rest; and coping in the long term to help you keep up the good work.

        

      

    


    It is a good idea to read the entire guide before embarking on the programme so that you get an overview  this means that you can then plan your own program realistically, taking into account your personal requirements and thus avoiding disappointment. You can then work through Part Two, taking a section at a time and rehearsing each technique thoroughly. You need to be familiar with all the techniques in the book if you are to be able to judge which suit you, and the techniques need to be practised if they are to become second nature to you.


    Managing your problems will be achieved through the investment of time, setting realistic goals for yourself and gradually building up your self-confidence. Maintaining your achievements will come through keeping your coping skills up to scratch and knowing how to learn from set-backs.


    This is not a program that you have to carry out alone, unless you choose to do so. You can enlist the help of family and friends, particularly in the practical tasks, and I recommend that you do so. If you decide to do this, encourage them to read this book so that they might better understand the difficulties that you are trying to overcome and the ways in which you are tackling your problems. If your family or friends are going to be able to help you, they also need to appreciate that anxiety management requires time and careful planning.


    There is nothing to lose by working through this book; it will equip you with basic coping skills. However, some readers might find that self-help alone is insufficient to meet their needs, and in these cases the reader is advised to consult a family doctor, medical practitioner or specialist therapist who can offer extra support. If you find that you do need to seek more help, this is not an indication of failure, but a recognition of the complexity of your difficulties.


  


    
      
    


    PART ONE


    Understanding Worry, Fear and Anxiety


    
      
    



    
      
    


    1


    The stress response


    Worries, fear and anxieties are common to us all. They are not physically or mentally damaging and, on most occasions, these responses are reasonable or even vital to survival. They are the normal reactions to stress or danger and only become a problem when they are exaggerated or experienced out of context. For example: I hear an approaching bus; I worry that it might hit me; I fear for my life and I experience the sensations of anxiety. This is a perfectly normal, helpful response if I am crossing the road, but an exaggerated and unhelpful reaction if I am resting in the park and the bus is in a nearby lane.


    Normal responses to stress


    
      
        
          It couldnt have been more idyllic. A peaceful summers day in the country, just me and my young son. Then I heard the bull and saw that it was running towards us. I felt a whoosh of adrenaline and my heart jumped into my throat. The hair on the back of my neck bristled, my body tensed and all I could think of was my sons safety. I had to get him to safety. I scooped him up and ran. I forgot his toys, I forgot the camera, I was so focused on the gate at the edge of the field and our escape. I dont know where the energy came from but I found the strength to carry him and I was able to get to the gate before the bull reached us. Afterwards, I felt jittery and exhausted but this eased off with time.

        

      

    


    Worry, fear and anxiety are crucial to our survival because they prepare us for coping with stress or danger. They trigger the release of a hormone (adrenaline) which promotes physical and mental changes which prepare us for either taking on a challenge or fleeing from a dangerous situation. Once the stress or danger has passed, these temporary changes subside.


    Our ancestors were faced with very tangible threats to their safety, such as a wild animal or a hostile neighbour, so for them this fight-flight response was highly appropriate. The stresses which we face today tend to be more subtle: delays, ongoing domestic problems, deadlines, job loss. Nonetheless, we experience the same bodily, mental and behavioral changes as did our ancestors.


    The bodily changes


    
      
        
          . . . I felt a whoosh of adrenaline and my heart jumped into my throat. The hair on the back of my neck bristled, my body tensed . . .

        

      

    


    The bodily responses that we are likely to experience include heightened muscular tension, increased breathing rate, raised blood pressure, perspiration and digestive changes. All of these reactions increase our readiness for action and explain many of the bodily sensations that we associate with anxiety, such as tense muscles, panting, racing heart, sweating, butterflies. This is the ideal state for someone who has to react with a burst of energy: the athlete who is about to run an important race, for example. Without these physical changes, he would be sluggish rather than primed for action.


    The psychological changes


    
      
        
          . . . all I could think of was my sons safety. I had to get him to safety. I scooped him up and ran. I forgot his toys, I forgot the camera, I was so focused on the gate at the edge of the field and our escape . . .

        

      

    


    The psychological changes associated with stress include changes in the way we think, and sometimes in the way we feel, which, again, help us to cope under stress. When faced with danger or stress, our thinking becomes more focused and there can be an improvement in concentration and problem-solving. This is an ideal state of mind for anyone facing a serious challenge  a surgeon carrying out an operation, a stockbroker making a swift decision about an investment, a parent restraining a child who is about to walk into the road. Without the stress response their reactions might be too careless.


    We can also experience a range of emotional responses to stress, such as increased irritability or even a sense of well-being. Imagine the stressed father becoming short-tempered with his children, or the executive who becomes exhilarated as she gets closer to meeting her stressful deadlines, or the excited teenager watching a horror film.


    The behavioral changes


    
      
        
          . . . I dont know where the energy came from but I found the strength to carry him and I was able to get to the gate before the bull reached us . . .

        

      

    


    The behavioral responses to stress or danger are usually forms of escape or vigilance (i.e. flight or fight). If I see a tree branch falling towards me, I get a burst of energy and jump out of the way in order to escape. If I am driving and go into a skid, I become particularly determined to correct this and I find the strength to hold on to the steering wheel. Again, these are vital reactions: without such changes in behavior I would find myself trapped under a branch or caught up in an uncontrolled skid.


    Thus, the bodily, mental and behavioral responses to stress are normal, helpful and often vital; and, up to a point, our ability to cope with stress improves as we undergo more stress. This is shown in Figure 1.1. At the bottom of the curve, we are relaxed but physically and mentally ill-equipped to deal with danger because we are not primed for action when we are in this state. As our tension rises, our body and mind become increasingly able to confront stress.


    Long-term stress


    
      
        
          I used to be positive about myself and had energy and ideas, but Ive lost all that since we started to go through a crisis with the business. Now I really have to push myself to do routine things because I feel so tired and dull. Even when I do get things done, I get no enjoyment from it and so everything feels like a chore. It doesnt end there because I go home worrying about the business and about my performance. I cant get these things out of my mind so I dont even bother to try to be sociable any more. Sometimes I feel quite ill with it all and I havent slept properly in months. I cant understand how I can push myself and not seem to get anywhere.
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    Figure 1.1Stress and performance


    Clearly, the changes brought about in the stress response are helpful in the short term because they prepare our bodies for physical action and focus our minds on the immediate problem. However, they evolved as an immediate and temporary response to stress which was switched off as soon as the danger passed. Problems can arise if these reactions are not switched off, that is, if the stress response becomes chronic or excessive. If this happens, we pass our peak and performance begins to deteriorate: see Figure 1.2, which illustrates the stress-performance curve.


    The bodily changes


    The bodily sensations now become more unpleasant. The muscular tension, so important for fight and flight, can develop into muscular discomfort throughout the body. This might be experienced as headaches; difficulty in swallowing; shoulder, neck and chest pain; stomach cramps; trembling and weak legs. With prolonged or extreme stress, a person can become aware of the heart pounding and, as blood pressure rises, begin to experience light-headedness, blurred vision, ringing in the ears. As breathing rate increases one might feel dizzy, nauseous and short of breath. If the digestive system is affected by prolonged stress, sickness, diarrhoea and stomach pain can result. Finally, sweating can become excessive and, although this is not harmful, it can cause embarrassment.
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    Figure 1.2The stress-performance curve


    The psychological changes


    The psychological reactions, if sustained, cause thinking to become far too focused on worrying so that a person always fears the worst, worrying that a problem is insoluble and generally thinking negatively. Such negative thinking can form a vicious cycle with the bodily changes during stress if physiological reactions trigger worries such as: Pains in my chest. Theres something wrong with my heart! or This feeling is unbearable and theres nothing I can do about it. This will keep stress levels high and prolong the physical discomfort and, therefore, the worrying.


    The emotional changes which can occur because of ongoing worry and anxiety are typically those of irritability, constant fearfulness and demoralization. When any of us is feeling like this we find it much more difficult to cope with stress, and when our coping resources are low the stress is much more likely to get on top of us.


    The behavioral changes


    The changes in behavior, if persistent, can also give rise to difficulties. Constant fidgeting and rushing around becomes exhausting, making one tired and less able to handle stress. Increased comfort eating, smoking or drinking can cause physical and mental problems and take a toll on ones health and sense of well-being. The most common response to fear is running away, or avoiding the situation or object which triggers fear. However, the relief obtained from avoidance is often only temporary and leads to a loss of self-confidence so that the situation soon becomes even more difficult to face.


    You can see that the response to stress can itself become distressing. This might be because the physical changes are alarming, or because the worrying and the emotional changes impair ones ability to cope, or because a loss of self-confidence makes it difficult to face fears and overcome them. Whatever the reason, when the natural stress response causes more distress, a cycle has been created which is difficult to control (see Figure 1.3). This cycle, which maintains the stress response after it has been triggered, is the common factor in all forms of problem worry, fear and anxiety.


    [image: img-3]


    Figure 1.3The stressdistress cycle


    What triggers the stress response?


    The actual trigger for the stress response might be a real or an imagined threat. For example, a man with a snake phobia would experience distress on seeing a real snake or on coming across a picture of a snake. He would have the same response if he believed that he had seen a snake or if he believed that he was likely to come into contact with a snake in a zoo, for example. A woman who was fearful of public speaking would feel panicky as she stood to give a speech at a wedding, but she might feel just as afraid if she believed that she would be asked to stand up and speak without warning.


    Whatever the trigger, the keys to persistent problems are the maintaining cycles of worry, fear and anxiety. These will be explored in the next chapter.


    
      
    



    
      
    


    2


    When it becomes a problem


    
      
        
          Once I start to worry, I dont seem to be able to stop. Something enters my head and just seems to take over. I get upset and tense when this happens and then I begin to worry that I am doing myself physical harm by being so tense. This sets off another chain of worries and then I get scared that I am losing my mind. I try to avoid things that might set off my anxieties but then I get concerned that I am getting more and more withdrawn. There sometimes doesnt seem to be a way out.

        

      

    


    So often a perfectly healthy or normal response to stress develops into a problem because a person gets caught up in a cycle which perpetuates the stress. The cycle can be one which is driven by bodily sensations, by a psychological reaction, by certain behavior or by social circumstances. Sometimes it is a combination of these factors. The first step in breaking the pattern is to distinguish the various cycles that perpetuate your distress.


    Bodily maintaining cycles: Reactions to distress


    Bodily responses to stress can begin a cycle of distress. Although the physical experience of worry, fear or anxiety is normal, it can be alarming and can lead to greater levels of tension and worry if the reaction is misinterpreted or excessive. The normal, muscular tension of the stress response can be misinterpreted as Chest pain: this is a heart attack!, or the respiratory changes might be misconstrued as I cant breathe: Ill suffocate!, or the light-headedness of tension might be misunderstood as Im getting dizzy. Ill collapse. Im having a stroke! Alternatively, the reaction might simply be I cant cope! Reaching such alarming conclusions would increase anyones distress


    [image: img-4]


    Figure 2.1How physical reactions maintain stress


    Even though a person might recognize that the muscular pain and difficulties in breathing were simply a response to stress, if the bodily reactions are extreme the experience can be uncomfortable and frightening enough to give rise to a fear of the symptoms of anxiety: a fear of fear. Anticipation of this discomfort, the fear of finding oneself in pain and having difficulty breathing, can then produce the stress that triggers the problem.


    Bodily reactions to stress can perpetuate problems in other ways. The physical symptoms of shaking, sweating, nausea and faltering voice can indeed impair a persons performance, particularly in public or social settings. An awareness of this can easily undermine the confidence of an anxious person, increase worries about performance and worsen the physical symptoms. Consider the person who is afraid of spilling tea as he carries a cup across a room, or the anxious child who has to recite a poem to his class and is scared that he might falter. In each case the fear of making mistakes could bring about what the individual most fears: trembling to the point of spilling the tea, and becoming inarticulate.


    Psychological maintaining cycles: Biased thinking


    These are mental and emotional processes which intensify and become distorted as fear levels increase. Anxiety-related problems tend to be associated with the overestimation of danger coupled with an underestimation of coping resources. For example, overestimating the dangers of driving and underestimating ones driving skill would be consistent with a fear of driving; overestimating the likelihood of failing an examination and underestimating ones intellectual ability would give rise to performance fears.


    This unbalanced view is unnerving and can further increase distress which, in turn, can enhance psychological distortion or bias so that the reality of the situation and ones ability to cope recedes further. Imagine that you are running late for an appointment and you cant immediately spot your car keys on the kitchen table. If you werent under pressure, you would simply scan the room in case you had put them somewhere else; and if you did not see them, you would begin to think of all the other places where you might have left them.


    In a state of stress, the importance of the meeting increases: This is the one meeting this week that I cant afford to miss! (overestimating the danger) and the expectation of finding your keys diminishes: Ill never find them in time! (underestimating ability to cope). You become more anxious and your mind goes blank. You cant think where they might be. You begin to predict that you will miss the appointment and your position in the firm will be at risk. The worry makes you careless as you pick up bowls and cushions at random, unable to organize your search. Your tension levels rise further and all you can think about are the disastrous consequences of missing this now very important meeting. You are so focused on your escalating fears that you miss the obvious  your partner points out that the keys are in your pocket.


    In this example, it is clear that an anxious mind can be a distorting mind, biased towards the negative with thoughts such as: Ill never find them! Such biased thinking is a common response to stress. The most common of the thinking biases are:


    
      
        
          


          
            	
              catastrophizing;

            


            	
              black-and-white thinking;

            


            	
              exaggerating;

            


            	
              overgeneralizing;

            


            	
              ignoring the positive;

            


            	
              scanning.

            

          

        

      

    


    While you are reading through the descriptions below, consider how many are typical of you.


    Catastrophizing


    This is anticipating disaster as the only outcome; anyone who always assumes the worst will experience distress. When catastrophizing, a person would automatically assume that an official envelope must contain a huge tax demand, that a scowl from a colleague indicates absolute hatred, that a tremor in the aircraft is a sign of engine failure, that minor surgery will result in death. Although the images of catastrophizing are dramatic and extreme, the process can take only moments to trigger severe anxiety.


    Catastrophizing is particularly associated with physical symptoms: a headache heralds a stroke; chest pain means heart attack; skin tingling or numbness is interpreted as a sign of multiple sclerosis; a lump below the skin surface is believed to be cancer; a sore throat is believed to be the beginning of a bout of influenza that will stop you from completing the work you have lined up and that will mean that you never catch up with yourself and your reputation will be damaged for good!


    Black-and-white thinking


    This means seeing everything in all-or-nothing terms rather than experiencing more moderate responses: I will always feel this badly, rather than I feel bad at the moment but I could get better with help, or Everyone always picks on me, rather than Sometimes I am criticized and sometimes this is unjustified.


    Another common form of black-and-white thinking is expecting perfection in oneself: If it isnt perfect, it isnt acceptable. This is not quite right: I have failed. None of us is perfect, certainly not all of the time. To expect this is to set oneself up for disappointment and further stress.


    Exaggerating


    This refers to the process of magnifying the negative or frightening aspects of ones experiences. Thinking biases tend to coexist, and exaggeration is often coupled with overgeneralizing and then jumping to alarming conclusions. An example of this would be a man who feared redundancy and who subsequently began to note and exaggerate only his mistakes and errors. A minor mistake could trigger the following chain of thought: Ill never be able to complete this or any other task [black-and-white thinking, overgeneralization] and the manager will see me as incompetent [jumping to conclusions] and Ill lose my job [catastrophizing]. Of course, this would increase the mans stress and the likelihood of his thinking being biased. The increased stress might also impair his work performance and further fuel his fears.


    Ignoring the positive


    This is a process of mentally filtering out positive and reassuring facts and events, not noticing compliments, not acknowledging achievements, not recognizing ones strengths. The student who ignores a range of good grades and focuses on a single poor result; the nurse who does not notice the many Thank yous from his patients and dwells on the fact that one patient has criticized his work; the teenager who forgets that her peers compliment her appearance because she is unhappy with the way her hair looks  all are ignoring the positive. Again, anyone who fails to recognize his or her good points and personal strengths will lack self-confidence and therefore cope less well with stress.


    Scanning


    Searching for the thing we fear can perpetuate problem anxiety when it results in unnecessary fear. This can arise either because it increases the likelihood of seeing, feeling or hearing something scary, or because one experiences false alarms. For example, a person who did not fear spiders would probably walk into a room without noticing cobwebs, dusty corners or even spiders. However, when the spider-phobic person entered the same room, not a single web, corner or crawling creature would go unobserved, thereby arousing fear. Similarly, someone without health fears could tolerate aches, pains and minor discomforts without giving them too much notice, while the person with health fears would notice exactly the same physical sensations, dwell on them and start to worry that a serious illness was imminent.


    A false alarm for someone with a spider phobia might be mistaking fluff on the carpet for a spider or a crack in the wall for a web, while a frightening misinterpretation for a person with health fears would be finding a perfectly benign swelling and presuming this was a malignancy. Both would trigger unjustified, but very real, sensations of fright.


    Mood changes


    Finally, the mood changes that are sometimes associated with stress can impair ones ability to cope with stress. The experience of constant anxiety can be demoralizing and promote a hopelessness and misery which then undermine coping. It is therefore important to learn how to catch problem worry, fear and anxiety as early as possible. Irritability, which is often linked with stress, can also fuel anxiety because this mood state can easily impair performance or social functioning and thus promote worries about failure.


    Thinking biases arent all bad; they can stand us in good stead for coping with danger. A person driving along a dark road sees a human-like shape move in front of the car. He thinks: A child! Ill kill him! and he brakes. This is a much safer reaction than his considering: I wonder if this is a child, or a shadow, or maybe something else . . . [not black-and-white thinking]. If it is a child, I might or I might not be travelling fast enough to knock him over [not catastrophizing]. When I think about it, I have been in situations like this before and its turned out to be a shadow [not overgeneralizing]. And when I look back, I appreciate that I have had very few accidents [not ignoring the positive] and probably wont have an accident this evening [not jumping to conclusions]. Clearly, if the spectre had been a child, he would have been knocked over by now! Likewise, scanning increases the likelihood of spotting the thing we fear and can be essential in the face of real danger: the frightened soldier who scans for the enemy as he moves through a war zone is more likely to survive than the soldier who does not bother to check for danger; the schoolboy who looks out for traffic before he crosses the road will be safer than the unobservant child.


    However, although biases in thinking can be helpful under certain circumstances, this psychological process is unhelpful if it is an habitual way of viewing oneself and the world or if it is too readily provoked.


    Behavioral maintaining cycles: The search for comfort


    Behavioral problems are largely accounted for by the fact that extreme states of tension can give rise to unhelpful behavior and impair performance. One of the natural reactions to perceived danger is to flee from or avoid it. This is comforting in the short term, and helpful if it removes us from real danger. However, avoidance of, and escape from, unreal danger maintains fear because it prevents a person from learning to cope. A child who fears going to school and is therefore taught at home never learns that school can be a safe place; a man who avoids flying because he predicts that he will not cope never has the opportunity to learn how to cope; a woman who avoids driving on major roadways never discovers that she has the necessary driving skills to tackle main roads.


    Avoidance and escape


    Avoidance and escape can take obvious or subtle forms. Obvious avoidance and escape is demonstrated by the person who never goes into a frightening shopping mall or who walks in only to race out again. Subtle avoidance is exhibited by the person who enters the shopping mall, but only when accompanied by a friend or when leaning on a shopping trolley for support or after taking tranquillizers. Subtle escape is shown by the person who goes into the mall but quickly enlists such support. In this way, an anxious person never learns that it is possible to face the fear without help, and so the original fear remains intact.


    Another common behavior which can worsen the sensations of anxiety is the use of stimulants in response to stress, particularly those which contain caffeine. Lighting up a cigarette, drinking a cup of coffee or tea, or eating a chocolate bar for comfort will encourage the release of adrenaline. This in turn will promote stress symptoms which can then further increase discomfort, trigger worrying thoughts and often impair performance. Turning to alcohol is also counterproductive. Although it is a sedative in the short term, it too becomes a stimulant as it is metabolized. Thus, while the immediate effect might be to help you relax, this is shortlived and using alcohol can actually heighten the feelings of stress. You might have already experienced this on those evenings when you have unwound with a drink or two only to find that you woke in the night and were unable to get back to sleep.


    If the use of food, drugs or alcohol develops into a long-term coping strategy the physical changes which result (such as overweight, ill health, addiction) can only worsen stress levels and anxiety. If the use of these substances is also a subtle form of avoidance, this will prevent the user from facing fear and learning how to meet the challenge of difficult situations.


    Seeking reassurance


    Reassurance seeking also fuels problem worries, fears and anxieties. It is very common to seek out professional or informal opinion when we are worried or afraid, and taking assurance is helpful if we use it to develop better ways to deal with our concerns. However, constantly seeking reassurance is not helpful. It indicates that a person has not accepted the assurance and begun to use it to review the situation, but has taken only temporary relief and soon will have to seek reassurance again. It is rather like the child who gets through the statistics exam by writing formulae on his shirt cuff  he never develops an understanding of statistical analysis and becomes reliant on cheating when faced with an exam or on reference books when faced with a statistical problem.


    In the very short term, reassurance does give relief without the pressure of developing better ways of dealing with the problem, but this leaves a person increasingly dependent on seeking more reassurance and less able to face and tackle the real issues. To make matters worse, friends, family and professionals can grow tired of being asked for reassurance, and this can strain relationships and give rise to more stress.


    Social maintaining cycles: Unhelpful circumstances


    Not all maintaining cycles reflect the response of the individual; sometimes problems are underpinned by stressful situations or by the direct or indirect actions of others. Situations which can give rise to anxiety and worry include stressful work environments, ongoing domestic problems, long-term unemployment, financial pressures and so on. Clearly, altering ones situation can have a significant impact on stress levels, but we all know that it is not always possible to change ones difficult circumstances. It is therefore all the more important to have a range of stress management skills to help in dealing with the pressure so that it can be kept to a minimum.


    The actions of other people can also have a marked impact on an individuals stress levels. These actions can be very obvious or quite subtle. Criticizing, bullying and pressuring are unambiguous sources of stress, which most of us could identify, but some much less obvious actions can give rise to stress, even sometimes those which are well-meaning in origin. These can often go unchecked and will continue to undermine a persons ability to cope. Consider the case of a man with health worries: his difficulties and loss of confidence might be maintained because his wife responds to her husbands repeated pleas for reassurance about his health. Another example of subtle (and well-meaning) maintenance of a problem might be the kindly friend who does an agoraphobic persons shopping, thus allowing her to remain at home. Both contribute to maintaining the problem, even though the motives of the wife and friend are generous.


    Breaking the cycles


    To sum up, once the stress response has been triggered it can be perpetuated by a maintaining cycle which develops because of bodily, psychological, behavioral or social factors, or a mixture of different elements. You need to reflect on all these areas in order to begin to understand what keeps your problem going. When you can recognize the cycles that maintain your worries, fears and phobias, you can start to think about breaking them. Part Two of this book covers practical ways of doing this. The rest of Part One will be devoted to understanding better why you developed your problems and how different kinds of problems can develop.
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    Who is at risk?


    
      
        
          I have always been a worrier. My mother would always warn me about the dangers of germs and we had to scrub up every time we went into her kitchen. Grandfather was just as bad because he always predicted doom and gloom and made us quite frightened. Now Im just like them! I always see and fear the worst and Im just as concerned about contamination as mother. I have a stressful job and I dont suppose that helps. I cope by restricting the things I do because so much worries me. This means that I dont have much of a social life and this often gets me down.

        

      

    


    Worries, fears and anxieties affect us all differently: some of us are very sensitive to them while others seem more robust. Anyone who experiences problems with fears, phobias and anxieties will ask Why me?, and this is an important question to answer if you are to gain long-term control of such problems. Understanding Why me? can put the problems in perspective and also indicate where changes need to be made in your lifestyle, outlook and attitudes. The prevention and management of worries, fears and anxieties depends, in part, on understanding the aspects of your life that might make you prone to such problems, that is, your risk factors.


    Broadly speaking, risk factors for the development of anxiety-related problems can be linked with:


    
      
        
          
            	
              personality type;

            


            	
              family history;

            


            	
              life stresses;

            


            	
              psychological style;

            


            	
              coping skills and style;

            


            	
              social support.

            

          

        

      

    


    Personality type


    The significance of personality type in the development of stress-related problems is rather controversial, but many would agree that certain characteristics seem to be linked with anxiety-related problems. In the early 1960s cardiologists identified a Type A personality who seemed to have an increased risk of raised blood pressure and other stress-related problems. Type A individuals were characteristically competitive, ambitious individuals with a tendency to ignore stress symptoms. Also in the 1960s, the label neurotic was used to describe those individuals who had a more easily triggered stress response combined with a slower rate of recovery and who were, therefore, much more vulnerable to developing extreme worries and fears.


    A very hopeful finding has been that Type A individuals are able to change their behavior and outlook, and can benefit from this. They can learn to reduce their competitive drive and increase their stress awareness and ability to relax, and thus reduce the stress and health problems which they have previously experienced. So even if you feel that you are the worrying type or have always been a worrier, you can anticipate being able to change your outlook and the way you feel in yourself.


    Family history


    We are all born with certain fears, for example of strangers, heights, snake-like objects, novelty, creepy-crawlies, and separation. This is a sound evolutionary development because the infant who recoils from a stranger or a precipice, or who cries for help as a snake or a tarantula crawls towards him, will alert an adult and will therefore survive. In time, with the assurances of adults, the child learns not to overreact to these triggers, although some individuals do carry the fears into adulthood. This suggests that fears can be encoded in our genes, and there is the possibility that fears can be passed on in families.


    Studies have shown that anxiety disorders can run in families, although it is difficult to know whether this is because of genetic influence or if it is the result of family members observing each others behaviour and heeding each others warnings. A fearful mother can easily communicate her health anxieties to her young daughter; an over-concerned fathers constant warning that dogs bite can make his son more likely to develop a dog phobia.


    Even though there might be strong trends in families, it is not impossible to overcome fears or tendencies to worry  even those which have long histories. If you had grown up in a French-speaking family and had only learnt to communicate in French, you would still expect to be able to learn another language if you had to.


    Life stresses


    These can take the form of distinct stressful events, such as a road accident, a sudden tax demand, or losing a job, and also the form of continuous stresses such as long-term physical illness, chronic financial problems, or fears of redundancy. Since the 1970s stressful life events have been linked with the onset of emotional and psychological problems. Whereas loss events are associated with the development of depression, and hope with the lifting of depression, threat events are linked with the onset of anxiety disorders, and events promoting security are linked with recovery from them. For example, a student would have higher stress levels before and during an examination (the threat event), but a lowering of stress levels when she heard that she had passed them (the security event); or a mother would have heightened anxiety while she waited for her childs X-ray results (threat), but this would fall when she learnt the child had only a minor fracture (security).


    A life event does not have to be unpleasant in order to cause stress: adjusting to any change gives rise to stress. Welcome events like marriages, house moves, the birth of a child can be just as stressful as unhappy occasions such as personal injury and job loss. So, if you are to estimate your personal risk of stress-related problems, you need to be aware of the amount of readjustment you undergo. Remember that life events often cluster, so that a marriage is likely to be linked with a job change and a house move, or redundancy with financial crisis, for example. This means that the person experiencing these events is even more vulnerable to excess stress.


    Nor is it only life events in the present which increase the risk of developing anxiety-related problems. Childhood experiences of danger and insecurity can predispose a person to overestimate danger and underestimate ability to cope, and an adult is more likely to be distressed in response to a life event if that event matches a traumatic event in childhood. For example, a man who had been involved in a serious road accident as a boy would react more markedly to witnessing a car crash in adulthood than a person who had not experienced an earlier, similar trauma; a child who was bitten by a dog would be more wary of one as an adult; a girl who had grown up in a family which suffered severe illness might be more sensitive to health fears as an adult.


    Understanding the impact of life events and stresses on ones own difficulties helps to put them into perspective. A man who has a panic attack after his daughters wedding is not showing signs of weakness or madness. The attack is quite understandable, considering how many stresses are involved in preparing for a wedding and the loss of a daughter. A woman who is beset by worry when her husband is told that he might have mild angina is not reacting outrageously if one realizes that both her parents died of coronary problems when she was young.


    Psychological style


    Earlier, we saw how thinking biases, such as catastrophizing, jumping to conclusions and ignoring the positive, contribute to the onset and maintenance of worry, fear and anxiety. Anyone with a tendency towards this type of biased thinking is going to be more at risk of developing problems than the person whose outlook is rational or balanced.


    It has been established that the way we see ourselves and the world is influenced by our mood. Thus, a businessman whose personal qualities and work situation remain stable can feel more or less vulnerable and perceive the world as more or less threatening depending on his mood. At times when he feels quite happy he might well see himself as masterful in a world of welcome challenges. If he has a personal crisis and is unhappy at home, he can begin to believe that he is a failure in all respects and become fearful of the very same work tasks which he previously welcomed. The person in crisis perceives and remembers with a strong sense of threat which can be powerful in intensifying anxiety. In these states of heightened anxiety, individuals are more likely to be subject to the thinking biases and distortions outlined in the previous chapter, and these in turn will fuel biases in thinking. When this happens, anxiety can become self-perpetuating.


    Coping skills and style


    The majority of the general population has good coping strategies for managing psychological problems and you have probably developed some good ways of coping yourself. The most common coping methods are trying to keep busy and other forms of distraction, or facing the worry and trying to problem-solve; the least popular methods are using drugs and alcohol. Unfortunately, we all sometimes use unhelpful coping strategies and run the risk of worsening the problem we are trying hard to manage. Perhaps the unhelpful strategies are more readily available (comfort eating or drinking and avoidance, for example) or perhaps we use unhelpful means because no one has encouraged us to develop better techniques.


    Part Two of this book is dedicated to helping you to develop a repertoire of constructive strategies so that you will be less likely to rely on stress management techniques that are not going to help you in the long term and which could even make your difficulties worse.


    Social support


    According to social psychologists, vulnerability to emotional problems increases with reduced levels of social support. Social support can take the form of one or more particularly close and confiding relationships and/or a wide network of supportive contacts, such as workmates, other mothers at playgroup and so on. Vulnerability to psychological problems is particularly marked if a person has no one in whom to confide, and even worse if a person suffers the loss of a best friend and confidant. The greater the social support, the more protected we are against trauma and ongoing stresses, so social support is particularly important at those times of major life events and life crises.


    A person with a good support network and a reliable confidant is going to be buffered against crisis. An ideal social support network would be a combination of non-intimate friendships and close friends. Of course, this is not always possible, but remember that simply having one friend in whom to confide helps to protect a person from developing emotional problems in the face of stress. Therefore, ones risk of developing worries, fears and anxieties can be modified by altering ones social situation.


    
      
        
          SUMMARY


          Typically, a persons vulnerability to anxiety-related problems is determined by a combination of elements rather than a single factor. For example, an obsessive disorder might emerge in a woman with a family predisposition who is now facing a serious life event in the absence of a best friend to confide in. Alternatively, following a minor road accident a man might develop a driving phobia after years of hearing his mother warn him about the dangers of driving and at a time he is taking out his first mortgage.


          If you are to be able to answer the question: Why me?, you will need to have developed an overview of your personal situation. Figure 5 gives you an idea of the factors you need to consider when appraising your worries and fears, both to see how your current difficulties originated and to understand how they are maintained. You can understand how the problem arose in the first place by examining personal risk factors and social risk factors, and you can explain the persistence of your difficulties by identifying the maintaining cycles which apply to you. By the end of this exercise, you should be able to appreciate that your problems do make sense in the context of your history and your current situation.


          [image: img-5]


          Figure 3.1Assessing the problem


          By now, you will appreciate that its all too easy to develop problem fears, phobias and anxieties. So its no surprise to learn that nearly all of us, at some time, will go through a bad patch and find that our levels of fear and anxiety are raised to the point where they cause difficulties. In many cases, this is a temporary dilemma, but the difficulties sometimes persist and a person needs help in reversing the changes.


          If you seek help with stress-related problems, you might find your difficulties being labelled or diagnosed by professionals. This is simply the way in which emotional or psychological problems are classified; these labels direct professionals towards treatment options as well as helping them to describe a problem very succinctly. In the next chapter, we will look at the most common diagnoses of problems associated with worry, fear and anxiety.
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    The forms it can take


    Everyone experiences worry, fear and anxiety differently and it is very important that you reflect on and understand what they mean to you personally. Although the experience is a very individual one, professionals have recognized that some fears and anxieties have shared features, and they have attached labels or diagnoses to various different types of problem. You may already have come across some of these. The most commonly used diagnoses are: phobias; panic; generalized anxiety disorder (GAD); obsessive-compulsive disorder (OCD); physical problems and hypochondriasis; executive stress or burn-out; and post-traumatic stress disorder (PTSD).


    Phobias


    Fears are common, but they become a problem  a phobia  when they are inappropriately intense and/or lead to avoidance and impair ones quality of life. It is important to remember that some intense fears are very healthy  fear of putting ones hand into fire, fear of dogs that are frothing at the mouth and so on  and that some intense fears do not impair the quality of ones life. Phobias concerning climbing ladders might never trouble a person who does not have to do so, while the same fear would be very detrimental to the exterior decorator.


    Maintenance of phobias Phobias which do present a problem tend not to diminish over time because the sufferer consistently overestimates the risk to self and practises avoidance. This stops the person from testing out the reality of the fear and also prevents the development of the coping skills which would give him or her some confidence in facing the phobia.


    Phobias can be sorted into general categories. The main ones are simple phobia, social phobia and agoraphobia.


    Simple phobias


    These fears of specific objects or situations are probably the easiest to describe and to understand: fear of wasps, fear of heights, fear of mice, etc. Historically, phobias were classified by the name of the object of fear, which has given rise to some interesting labels, for example:


    
      
        
          
            	
              apiphobia (fear of bees);

            


            	
              arachnophobia (fear of spiders);

            


            	
              brontophobia (fear of thunder);

            


            	
              emetophobia (fear of vomit);

            


            	
              haematophobia (fear of blood);

            


            	
              hydrophobia (fear of water);

            


            	
              ophidophobia (fear of snakes);

            


            	
              ornithophobia (fear of birds);

            


            	
              zoophobia (fear of animals).

            

          

        

      

    


    Whatever the source of the fear, an object, a perceived object, or a situation triggers a powerful anxiety response.


    CAT PHOBIA


    
      
        
          It might seem silly, and my family certainly thinks it is, but I go to pieces when I see a cat  even if its only a picture of one. It sets my stomach churning and my heart racing and I think, I have just got to get away, I cant handle this! and then I run.


          I have been like this since I was three or four years old and I saw two cats fighting. They were all bloody and then one turned and looked at me. I was terrified. I am very careful not to go into areas where I might see a cat. I dont visit anyone without first checking whether they or their neighbours own a cat. I dont browse in card shops  do you realize how many greeting cards have cats on them? Im glad that Im a man and I get sent ships and trains at birthdays! Although Im joking a bit now, its no joke if I see a cat, or if I think Ive seen a cat. It really affects my day-to-day life and I am restricted in what I can do and where I can go. Its getting worse, rather than better as time goes on.

        

      

    


    VOMIT PHOBIA


    
      
        
          My husband is getting so tired of us having to take taxis home from local parties and clubs because I cant face walking down our main street. There are so many places where people can get drunk and might vomit, that I cant risk it. If my husband is really firm and insists that we walk home, I make him walk through back streets so as not to encounter someone being sick. Also, I wont visit anyone who is ill and I dont go into work if there is a stomach bug going around. If I discover that someone I know is sick, I worry about it for days.


          Ive never been comfortable around sickness, but Ive only been scared of it since 1990, when I was coming around from an anaesthetic (after I had had my hysterectomy) and I heard the woman in the next hospital bed vomiting all through the night. It was awful. I started to feel nauseous and I began to retch so hard that I was convinced that I was going to die. It was one of the worst nights of my life and I made the hospital staff find me a side room for the rest of my stay. The thought of that time makes me feel panicky and I can feel the nausea come over me. Id rather not even think about it and I certainly never want to go into hospital again.

        

      

    


    Social phobias


    Social phobias are different from the very specific, simple phobias in that a person fears a range of situations where s/he might be exposed to evaluation  public speaking, for example. Typically, this person predicts and fears negative evaluation. This fear can then undermine that persons performance and this feeds into a cycle of worry.


    PUBLIC SPEAKING


    
      
        
          The larger the gathering, the worse it is. Ever since I forgot my lines in a school play and everyone laughed, I have been terrified of public speaking. I know it seems ridiculous  I was an eight-year-old schoolgirl then and I am a university lecturer now  but I still feel just as frightened as I did at school. I get clammy hands and I feel my throat tighten and my mind often goes blank or is beset by worries. I worry that I am making a fool of myself or that the audience will think that Im stupid. I cope by taking tutorials rather than lectures and swallowing the odd Valium. Sadly, it is just impossible for me to present academic papers and my career is suffering, which makes me very nervous. Im OK at parties because I just merge with the crowd  but I wont play party games because I feel so vulnerable and scared if Im being watched.

        

      

    


    SOCIALIZING


    
      
        
          I was once quite outgoing and thought that I was confident. That all changed with my first pregnancy. I put on a lot of weight  much more than I should have, but I didnt mind because I was pleased about the baby and I thought that the weight would disappear after the birth. Partly because I was so huge, we did not socialize much in the late stages of the pregnancy  I just didnt have the energy or the inclination to go out. We did go to a family wedding and I remember finding it quite hard work to mix and chat  but I decided that this was because I was tired.


          After my daughter was born, I was overweight, a bit depressed and very tired. I no longer felt confident in myself and I had the most unpleasant time at the babys baptism. I couldnt find it in me to be cheerful and then I overheard someone say: What has happened to Stella, she used to be so lively and attractive? That just crushed any confidence that I had left and I wouldnt go out for weeks. I was so miserable that I couldnt get rid of the weight and that made me feel worse about meeting others. Now my little girl is five, I am still overweight and I still cant face going to social events unless I have some false courage in the form of a drink or a Valium. I do make myself attend my daughters school events but I dread them and I keep myself to myself once Im there. When I can, I persuade my husband to go instead of me.

        

      

    


    Agoraphobia


    Agoraphobia is not simply a fear of open spaces; it is the fear of leaving a place of safety, such as the home or a car or the doctors surgery, or a combination of safe places. The fear usually reflects an expectation that something terrible will happen to the individual or to loved ones or to property. Agoraphobia is often associated with panic attacks (see the next section) because the fear response is very powerful.


    
      
        
          I have not been out of the house for six months, I did go to see my doctor at Christmas, but I got into such a state that I nearly collapsed and now I get him to see me here. I feel safe here and I dont get the awful feelings, but Im not even relaxed at home if I know a stranger is visiting. I often have a drink to calm me if the paperboy is coming to collect the paper money or the gas man is coming to read the meter. Sometimes, though, I just refuse to answer the door.


          I was always a bit nervous about going out and about and gradually, I went to fewer and fewer places on my own and I began to rely more and more on a glass or two of sherry to give me Dutch courage. A year ago I was able to use the corner shop and to get round the block to see my sister but I cant do that now  even with the sherry. Just talking about it makes me feel wobbly and breathless. I try not to think about the awful feelings I get  thinking about them makes me feel almost as bad as going out does. Sometimes I wonder if Im going mad. My sister is very helpful, though  she does my shopping and visits me nearly every day.

        

      

    


    Panic


    The term panic attack describes intense feelings of apprehension or impending disaster coupled with a very powerful physical reaction. Sufferers sometimes find themselves fighting for breath, experiencing chest pains, unable to see clearly and feeling very frightened. The onset of a panic attack is rapid and bodily sensations are very marked, especially if a person overbreathes. Overbreathing, or hyperventilation, is a common reaction during panic and it produces even more distressing physical symptoms, such as dizziness, tingling beneath the skin, muscle pain and ringing in the ears. There can be a wide range of triggers for a panic attack, for example, being faced with a phobia and not feeling able to cope; chest pain misconstrued as a heart attack; or dizziness misinterpreted as an impending stroke.


    Maintenance of panic Panic frequently occurs in combination with other anxiety disorders and is often fuelled by an individuals tendency to jump to frightening conclusions: I cant cope!, I am dying! Panic tends to be maintained by misinterpreting symptoms, overestimating danger, anticipating danger, overbreathing and avoidance.


    
      
        
          I will never forget the first time I had a panic attack  I thought I was dying! I was working on a stressful project and had got really hyped up on black coffee and very little else that day. By the evening, I was running late and knew that Id have to rush to get to Bobbies on time. Of course, the traffic was bad and in the back of the taxi I found myself getting more stressed and then I became hot and dizzy and I could hardly breathe. Somehow I paid the driver, but in the apartment I seemed to lose all control. I was sweating, gasping for breath, I had pains in my chest and my vision was getting dim. I couldnt hear what Bobbie was saying because of a ringing in my ears, but she had called a doctor because we both thought that I was having a heart attack. The doctor said that I had had a panic attack and that it was probably caused by the days stress. This should have reassured me  and it did for a day or two  but then I had another and, again, I couldnt get in control of the situation. Although I tell myself that these are not heart attacks and that they cannot harm me, I am now so frightened of the experience that Im always worried and I avoid places where Ive had them.

        

      

    


    Generalized anxiety disorder


    Generalized anxiety disorder (GAD) is the label used to describe persistent, pervasive feelings of anxiety which give rise to what seems like constant bodily and mental discomfort. Those suffering from GAD explain . . . I never seem to be free of worry or I can never relax, something is always troubling me. I am constantly on edge. They will often describe periods of intensification of anxiety and often state that these occur out of the blue. Such chronic worry is both physically and emotionally draining.


    Maintenance of GAD It is generally thought that GAD is underpinned by many worries or the misinterpretation of a wide range of situations as threatening. This collection of fears needs to be teased out in treatment and each tackled individually.


    
      
        
          I always worry and I never relax nowadays. There is never a moment when I am free of aches and tension and my mind is almost always focused on worries. It makes me so tired and irritable and I have not been able to sleep or work properly and have not felt well in months.


          It seems to have crept up on me over the last year or two. Others have always said that I was highly strung but this was never a problem  I just seemed to have more nervous energy than most and I used this to my advantage. If anything, I should be more relaxed now that the children have gone to university, the recession seems to be coming to an end and my husband and I have more time to spend together. Instead, Im even more edgy than usual  perhaps I havent got enough to occupy my mind, I dont know.


          I saw my doctor who said that I should join a yoga class and learn to unwind  I tried but I found it impossible to concentrate and I ended up getting more and more irritable! Now I try to cope by keeping busy in the shop, but this isnt easy because I am so tired that I cant seem to concentrate so I make silly mistakes and that stresses me and winds me up even more. I feel so hopeless that I just cant imagine when this is going to end.

        

      

    


    Obsessive-compulsive disorder


    Obsessive-compulsive disorder (OCD) describes a compulsion to carry out particular acts or to dwell on certain mental images or thoughts in order to feel at ease. For example, a person might feel compelled to wash his hands repeatedly or to check over and over again that switches are turned off; another person might experience OCD as the compulsion to dwell on a mental image of her family being safe and well or to repeat specific and reassuring phrases. There is a chain of reactions in OCD: first, a perceived threat triggers a worrying thought (or image), and this in turn compels the sufferer to engage in a reassuring mental or physical activity.


    Some sufferers describe OCD as the most embarrassing of the anxiety disorders and many individuals who are troubled by it will never disclose their problem; yet responding to a worrying thought or image is a useful response if it is not exaggerated. Imagine that you are leaving your house and you think: Did I switch off the gas fire? It would be dangerous to leave it on all day. This might then concern you enough to go back and check. Consider the woman who reads an article about cervical cancer which triggers the worrying thought I could be at risk and prompts her to get a health check. Think of the father who, when driving home, sees a cyclist without lights being knocked off her bicycle: this triggers an unpleasant image of his own children being injured and prompts him to check that they have working lights when they go out at night. Each of these reactions is useful but would present a problem if you felt compelled to return several times to check the fire, or experienced recurrent health fears and made repeated appointments with the doctor, or were constantly beset by frightening images of your children and became overprotective to reassure yourself.


    Maintenance of OCD Coping with OCD most often takes the form of avoidance, which then perpetuates the problem: for example, returning to the house twenty times to avoid the discomfort of worrying about a fire; repeated reassurance-seeking from the doctor to avoid harbouring health fears; restricting the behavior of children to avoid worrying about their welfare. Thus, the sufferer never learns that the fears are unfounded or bearable and they remain intact.


    OCD and health worries


    
      
        
          I suppose that I have two compulsive problems: I worry that I could be contaminated by germs in my environment and so I wash a lot to avoid this. I also worry about my familys health and so Ive stopped reading papers or watching TV programmes that could set off my worries. If I start to worry, my mind gets filled with the most awful images of death and I have to think about everyone I love while saying: Youre OK. If I dont do this, or if I do it in the wrong sequence, I cant get rid of the worries. The images stay in my mind and I feel so distressed that I just cant bear it.


          I know that this must sound really weird, and I would think it was weird if I didnt know how easy it is to get caught up in these worries which will only go away if I wash or go through my Youre OK ritual. I cant actually remember a time when I didnt think like this, although there have been times in my life where its hardly been a problem, and times when its dominated my days. The only way I know how to cope is to try to avoid situations which make me feel contaminated or worried about death. Thats why I dont watch TV programmes about health issues, nor do I read that sort of article in the newspaper. If someone starts to talk about illness, I often make an excuse to walk away, and if I cant do this, than I have to wash or to go through my Youre OK ritual as soon as I can. Sometimes I cant get away to do this and I feel absolutely terrified for hours.

        

      

    


    OCD and safety worries


    
      
        
          I never worried much until I was in the army. We saw so many awful things and witnessed so many personal disasters that I think that we all became a bit superstitious about things. We would take lucky items into dangerous situations and even the strongest of us could get upset if he couldnt find his lucky charm. I suppose that we had such little control over what happened to us that we did these simple things to try to feel more in control. I can remember that I did get rather obsessional about safety checks  something that I could have control over  and I would double and triple check my equipment so that I took no extra risks. Once I left the army, I gradually gave up a lot of my obsessive checking and, although my wife has always commented on my attention to safety, Ive never had a problem with it. That is until six months ago.


          It was around that time that I set a retirement date and was planning all sorts of changes in my life. Knowing that I only had another year with the firm, my boss suddenly promoted me to an executive position with a lot more responsibility  particularly financial. He said that he wanted to send me off with a good bonus and a recognition of my abilities. That was an admirable gesture but one which increased my stress levels. I found myself worrying more and more about the safety of the office. I would travel home wondering if I had locked my office, locked the safe, set the burglar alarm, and so on. Very soon I could picture the safe being broken into because of my negligence and then I saw myself shamed in front of the man who had trusted me with this extra responsibility. By now I was so worried that I would return to the office time after time to check the safe, to check my office and to check the alarm. I could do this as many as twenty times and I began getting home later and later and more and more upset. My wife says that she cant stand much more of this.

        

      

    


    Physical problems and hypochondriasis


    By now, it will be clear that the stress response is a very physical reaction and, if it is prolonged, can become uncomfortable and give rise to physical problems.


    Physical problems


    Sometimes these are the first indication that a person is overstressed. Typical physical symptoms are difficulty in sleeping, stomach and digestive troubles, headaches, raised blood pressure, worsening asthma, difficulty in swallowing, nausea and sickness, diarrhoea.


    Maintenance of physical problems Stress can both cause and maintain these conditions. A child might have nausea and diarrhoea because pressures at school cause her stress, and this physical response could then cause her additional worry which would maintain the stress and sickness. A man might discover that he has developed high blood pressure and be so concerned by this that his anxiety levels increase and further elevate his blood pressure.


    SLEEP PROBLEMS


    
      
        
          Its all very well for my doctor to say, Just relax and then youll find that you sleep better, but shes not the one who is tossing and turning for hours, worrying that another night of poor sleep is going to make the next day hell. Im a teacher and I find it impossible to control a classroom full of children if I am feeling exhausted, and thats how I feel every day. I do avoid coffee now but it doesnt help much because I have reached the point where I am on edge all of the time. I dread going to bed because I know I wont sleep properly and then I can predict that I wont be able to cope well the next day at school. Knowing this winds me up so much that the last thing Im able to do is relax!

        

      

    


    GASTRIC PROBLEMS


    
      
        
          I get so irritated with my sister who keeps saying: Its all in your mind. When I go on a car journey, I assure you that its all in my stomach! While Im at home I feel well enough  unless I know that I have to go out later and then I can get into a bit of a state and have to go to the lavatory two or three times  but, as a rule, I am only poorly on journeys. Thats why I rarely go anywhere now. I stopped using public transport ages ago because I cant stop to get out. I dont visit my sister, who lives thirty miles away, and I rely on the telephone much more now. Luckily, most of my family members live close by and they seem happy to drop in on me.


          If I have to make a trip, I will take some calming tablets that the doctor gave me. They make it possible for me to get to and from the clinic where theyre giving me more tests to try to sort out my problem.

        

      

    


    Hypochondriasis


    This term specifically describes a stress-related problem where there is distress in response to perceived symptoms. This is often associated with extra sensitivity to normal bodily sensations and/or a preoccupation with the fear of catching a serious disease.


    Maintenance of hypochondriasis Hypochondriacal worries are so strong that they tend to be resistant to reassurance, although the sufferer often seeks repeated reassurances. This is not helpful because reassurance prevents that person from learning to reassure him/herself and to overcome the health fears. Hypochondriasis is also maintained by repeated checking for signs of illness. We all have bodily discomforts which are benign and we all have occasional swellings and skin discolorations. Therefore, anyone who looks for these will find them and can be alarmed by the discovery. If a person goes on to prod and rub swellings or spots, they get worse and serve to frighten that person even more.


    
      
        
          I have always been concerned about my health, but I was never really worried until a year ago when I heard that awful story about the young mother who suddenly died of leukaemia, leaving three small children. Ive got three children so the story really hit home and that day I began checking for swellings and bruises. I was soon carrying out a full body check three times a day and calling in to see my doctor every few days. He kept telling me that there was nothing to worry about and that I had probably caused small bruises by prodding my body so much. Id feel OK for a while but my doubts always returned and my fears became stronger.


          Now, I also get my husband to check my body morning and evening so that I can feel confident that I havent missed anything. Hes getting fed up with this and we row a lot and this just makes me worse. Recently, my doctor has told me that he doesnt want to have to see me nearly every day at the surgery and I am finding it so hard not to go  sometimes I pretend that one of the children is sick and use that as an excuse to get an appointment. The strange thing is, the more checking I do, the more worried I get but, as I see it, you can never be sure, can you?

        

      

    


    Burn-out


    This is a recently coined term which is used to describe a reaction to constant stress which tends to go unnoticed until the sufferer, or someone close, realizes that s/he is not coping. The long-term stress can be positive, such as overwork, pressured deadlines or impossible targets, or negative, such as job boredom, lack of autonomy or frustration. Whatever the origin, the symptoms are similar to those in other stress-related disorders, but tend to be more marked because the stress is ignored or dismissed until it has become quite severe and has reached levels which interfere with a persons work performance and sense of well-being.


    Maintenance of excess stress The stress may be ignored through habit, as with the overworked mother who never pauses to consider the pressure that she is under; or because stress is construed as excitement, as with the enthusiastic stockbroker who says that he lives on adrenaline and enjoys it; or because an individuals drive overrides the awareness of stress, as with the ambitious person who is determined to succeed at all costs; or simply because a person cant say, or fears saying, No and thus ends up taking on too much work and becoming overburdened.


    
      
        
          Looking back, all the signs were there but I never took any notice. I had always wanted to be a nurse and I was ambitious for myself and concerned about my patients. So I never stopped to look at how hard I was working. Actually, it is difficult to slow down in my job  the culture of an emergency ward is one of self-sacrifice and hard work. I began to get digestive problems, but I simply took antacids and when I was diagnosed as having irritable bowel syndrome, I thought it was a nuisance but I did not realize that it was a warning sign. I began to get more and more run down and told myself that this is what happens in the winter and that we still have to run the service. I was losing weight, feeling exhausted and getting so irritable that some of my staff were obviously giving me a wide berth.


          The most frightening part of my experience was that I began to make mistakes  often really stupid ones that I wouldnt expect of a student. Fortunately, I had not made many before my line manager insisted that I was signed off work to recover from stress. At the time I was shocked and it took a while to sink in but now I recognize that it was the best thing that could have happened and I thank goodness the decision hadnt been left to me  I dont think that I would have realized that I was suffering from burn-out until I had made far too many mistakes.

        

      

    


    Post-traumatic stress disorder


    Post-traumatic stress disorder (PTSD) is a stress reaction which follows unusually traumatic events such as a road traffic accident, rape, or witnessing a major disaster. The first studies of PTSD involved soldiers who had been engaged in military combat and who showed similar patterns of extreme stress reactions. The main features, which were usually accompanied by classic symptoms of anxiety, were recurrent, vivid memories or dreams of the event. In some cases this was associated with emotional intensity, such as a much greater sensitivity to fright or more than usual tearfulness. Sometimes the post-traumatic reaction was one of emotional numbing, that is, feeling very little or having blunted or deadened emotions. This reaction has proved to be a familiar consequence of a range of traumatic events, and it reflects a natural process of recovery which can take a few months to resolve.


    Maintenance of PTSD Although the stress response associated with trauma usually fades without intervention, for some it presents a longer-term problem, particularly if the traumatized person avoids persons, places or issues which restimulate memories of the event. This avoidance can take behavioral or mental forms: either way, it serves to maintain the symptoms of PTSD. Although it can be very distressing, facing the memories of trauma seems to be one of the most effective ways of dealing with PTSD.


    
      
        
          After the car crash, I started to have dreams about it. I expected these to go away within a few days, but they were persistent and so vivid that I would wake up really believing that I had just relived the accident. I know, from talking to others, that this is a common reaction, but my terrifying dreams persisted for weeks and weeks and they were affecting my sleep and my ability to work the next day. Eventually, the doctor gave me some sleeping tablets to help me cope with this.


          Although I was then less bothered by the dreams I still could not bring myself to go back to the junction where the accident had happened, nor could I bring myself to drive the car again. I thought that Id soon get over my fear of driving and of that junction, but I found that it got worse rather than better and I became very dependent on my wife to do the driving and to plan routes which didnt take in that junction. If we did get close to the scene of the accident, I would start to have really vivid memories  like a flashback of the original scene. This upset me so much that my wife soon learnt lots of alternative routes and we now stick to them. Shes been so understanding about this and she has really put herself out to help. Although its now been six months since the crash, I still dont feel confident that I will be able to drive again and being so restricted in my freedom to travel is affecting my work.

        

      

    


    Despite the variation in the types of problems experienced related to worry, fear and anxiety, and the different labels applied to them, there are psychological methods of management which can give relief in all of these cases. These techniques are described in detail in Part Two of this book.
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    Managing problems


    
      
        
          I have suffered with my nerves for years and I have always managed by taking the odd tranquillizer. I always take one before I go to a social event or if I have to visit the doctor or dentist. Although this has worked for me, I do worry that I might be dependent on the tablets. I did get into a terrible state on holiday when I ran out and it ruined the holiday for everyone. After that, my husband said that I should try to cope without them but I havent the courage.

        

      

    


    Traditionally, the options for managing worries, fears and anxieties have been psychological methods and/or medication. Although medication was very popular in the 1970s and early 1980s, more recently psychological methods have been gaining popularity. Tranquillizers are not necessarily a bad thing as long as they are used under the advice of a doctor. In fact, tranquillizers might be invaluable for helping someone through a crisis; but their long-term use is generally considered to be unhelpful.


    There are several strong arguments for adopting a psychological rather than a pharmacological or drug-based approach: first, there is evidence that drugs promote dependency while being no more effective than psychological management; secondly, drugs can provide a means of subtle avoidance for the user who can then become psychologically dependent on medication; thirdly, there is also the possibility that tranquillizers will simply mask symptoms of worry, fear and anxiety but will not address the root of the problem, which may then remain a source of vulnerability to stress; finally, medication can give rise to unpleasant side-effects which might even worsen the anxieties of someone who is very sensitive to bodily changes.


    On the positive side, there is increasing evidence that those suffering from anxiety-related difficulties can benefit from self-help  as long as the self-help program is organized in a way that helps sufferers to pace themselves realistically and as long as the techniques in that program are very well rehearsed. Part Two of this book presents a recovery program in the form of a range of coping strategies which can help modify the physical, psychological and behavioral symptoms associated with problem anxiety. Anyone planning to reduce her or his use of tranquillizers should anticipate having to invest time in learning and practising the self-help strategies.


    Coming off tranquillizers


    Some of those reading this book will already be using tranquillizers which they are hoping to be able to give up. Learning self-help skills to replace the medication is the surest way of being able to come off tranquillizers, but it is possible that the process will be made more difficult by withdrawal symptoms. Not everyone experiences these, so dont anticipate suffering as you cut down on the tranquillizers. However, you should always seek the advice of your doctor before modifying your medication and you should tell him or her if you are experiencing discomfort. Common withdrawal symptoms to be aware of are:


    
      
        
          
            	
              feelings of anxiety;

            


            	
              loss of concentration, poor memory;

            


            	
              agitation, restlessness;

            


            	
              stomach upsets;

            


            	
              oversensitivity;

            


            	
              feelings of unreality;

            


            	
              physical tensions and pains;

            


            	
              appetite changes;

            


            	
              difficulty sleeping.

            

          

        

      

    


    If you are one of those who does experience symptoms of withdrawal, reassure yourself that they are temporary and that your body and mind will adjust to not using medication to deal with your fears and worries. When you do reduce your medication, try not to substitute alcohol or food or smoking for comfort, as these can cause you further problems to worry about. Instead, use the self-help strategies in Part Two of this book.


    
      
        
          SUMMARY


          
            
              	Worry, fear and anxiety are normal and healthy responses to stress. They are very necessary for our survival and only become a problem when they are exaggerated and cycles of distress develop.


              	These cycles are maintained by physical, psychological, behavioral and social factors, but you can learn to break these cycles and control your distress.


              	In order to do this, you must understand your own worries, fears and anxieties in terms of your personal and social risk factors, and the cycles that perpetuate your difficulties.
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