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After more than three decades of research into cognitive behavioural therapy for anxiety disorders, there are now scientifically-based protocols for treating them. This book pulls them together in a way that is accessible to therapists, sufferers and their families. As many people have more than one type of anxiety problem, the book first describes the principles of cognitive behavioural therapy that cut across specific forms of anxiety. It also contains a comprehensive set of chapters on the treatment of the full range of anxiety disorders from international experts. It will be an invaluable resource to those concerned with the treatment of people suffering from anxiety, as well as to those with anxiety who want to learn how they can help themselves.
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Everyone suffering from various forms of anxiety and fear as well as therapists trying to help people with these difficulties will find this beautifully written manual extraordinarily valuable. For in it one will see what is common about different types of anxiety disorders from social anxiety to obsessions, as well as the essential differences, along with all of the important strategies for overcoming and mastering these thorny problems. This manual should be prescribed to everyone attempting to grapple with anxiety and its disorders.
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Introduction



 



Why we wrote this book



I want a self-help book that addresses all my different worries and is based on scientific evidence; I want to be able to use it by myself, but also for it to be useful for my husband and children, who have suffered with me and who want to help.


Ana, 54


I’m so confused. I feel anxious so much of the time, and I can’t work out what’s wrong with me. My friend said she thought I had social anxiety, but my GP said it was generalized anxiety disorder. How can I get help if I don’t even know what’s wrong with me? I feel like I’ve got bits of everything.


Tom, 23


There are lots of books on overcoming anxiety, and many of them are based on cognitive behavioural therapy. So, why write another? The reason is that the other books either tend to talk about anxiety in general, or else they talk about overcoming a very specific form of anxiety such as social anxiety or panic disorder. In this book we provide a general account of anxiety and the means to overcome it, as well as specific guidance on strategies for overcoming particular forms of anxiety.


We are committed to the idea that all therapies need strong scientific support to back up their ideas about treatment. We can have interesting ideas and theories about which treatments are best, but unless we have good evidence to show that they work, we are really just making it up!


In research carried out on anxiety, all the strong scientific support for treatments comes from studies into specific forms of the disorder, not anxiety in general. We can apply the same general principles of cognitive behavioural therapy to any psychological problem, but this is not quite the same as having tailor-made CBT approaches for specific anxiety problems. Only the tailor-made approach has real evidence to support it.


Even with a tailor-made approach, there is a further problem: people usually have more than one anxiety problem at a time. According to one large study, 29 per cent of people have problems with anxiety at some point of their lives – this is more than one in four of us (Kessler et al, 2005). In addition, if we do have problems with anxiety, 40–80 per cent of us will have more than one type. This means that we need to tackle each problem with the ‘disorder-specific’ approach that has been shown to work. There is a great deal of similarity and overlap between these individual approaches, but there are also key differences in the way that they fit the approach to the problem. Unified or ‘transdiagnostic’ approaches to the treatment of emotional problems are currently being developed (e.g. by David Barlow and colleagues) which offer the potential to address multiple anxiety problems simultaneously. Such approaches are relatively new, however, and not yet sufficiently developed to form a self-help programme.


What’s the answer? We decided that what was needed was a self-help book which does two things. Firstly, it should explain the ideas and the techniques that are common to the CBT treatment of all forms of anxiety disorder and, secondly, it should describe the tailor-made treatments for the different disorders in separate chapters. In this way, the similarities between the different approaches would be described for people with more than one anxiety problem at the same time as describing the specific treatments that have been found to work for the particular problem.


We also felt that almost all the existing books are written either for someone with the problem, or for therapists. Although there is a great deal of overlap in their content, they are often pitched to different readerships, written as separate books using slightly different language.


We wanted to produce a book that could be used both by people who are experiencing anxiety problems and those who are supporting their efforts to recover – friends, family members and therapists. In this way, people could be sure that they were all talking the same language and sharing a common understanding, rather than reading separate books that might explain problems in slightly different ways.


In addition, because we are committed only to treatments with a sound evidence base, we wanted the people who have actually developed and researched the specific CBT approaches for the specific anxiety problems to write the chapters in this book, and we were very pleased that everyone we asked agreed to this! This means the chapters on specific anxiety problems are written by international experts, and the treatments are in fact those that are recommended by the National Institute of Health and Clinical Excellence (www.nice.org.uk), who provide treatment guidelines to health professionals.


We have given a brief treatment programme for each disorder, and each chapter should give you all the basics you need, but for readers who would like more detail we have also included recommendations for further reading. You will only have to read and follow the specific chapters that are relevant to you, so you’ll be able to skip many of them.



Is this book for you?



Almost everyone has experienced anxiety at some time in their lives, and to do so is not only natural, but probably quite sensible, too. In some sense the feeling of anxiety is like a signal to us that we need to take action. If we are walking alone down a dark street and start to feel anxious, we might think, ‘This is getting spooky – I think I’ll nip into the pub and call a cab’, so we will be doing something to get ourselves somewhere safe. If we have an exam coming up, we are likely to start feeling anxious. We might think, ‘It’s no use; I can’t pretend it’s not happening – I’ve got to revise or I’ll totally mess up.’ Once again, anxiety can guide us to behave in a way that is in our best interests. Not only will anxiety help to guide what we should be doing, but sometimes it will help to make us better at it, too. It can make us stronger or faster if we need to respond physically, for example if we are in physical danger and need to run away. The text box on ‘Fight or Flight’ on pages 5–6 outlines our body’s natural response to anxiety.


However, no doubt you know all too well that anxiety can also become unhelpful. It can become unhelpful in two different ways. First, anxiety does not help if we become anxious in situations where there is really no danger or threat. Examples of this are being frightened that a house spider will jump out of the bath at us (spiders won’t do this), or being scared that people are laughing at us when they are not, or thinking that we’re dying of a heart attack when we are not. In these examples people feel anxious because they think that something bad is going to happen, even when it is not.


The second way in which anxiety becomes unhelpful is when there is some kind of real threat to you, but the amount of anxiety you feel is out of proportion to the reality of the situation. As in the example earlier, it is natural to feel anxious if we have an exam coming up, but for some people the anxiety can become so overwhelming that instead of motivating us to revise, it completely interferes with our ability to concentrate, or we get so frightened at the thought of failing that we avoid even thinking about the exam. For another example, many people don’t like being in crowds, but if we are so frightened of getting caught in a crowd that we can’t leave the home, then anxiety is clearly having a serious impact on our life.


Whichever way anxiety is unhelpful to us, the reason that it does not help is that instead of protecting us, it imprisons us. It stops us from doing what we would like to do, and living our life the way we wish. If you are reading this book, then you will almost certainly have experienced this for yourself. If you recognize that this has been happening, the book is for you!



The aim of this book



The aim of this book is to help you overcome your anxiety so that you can go freely about your daily life doing what you wish without being unduly scared. We hope that the first part of the book – the common ideas and techniques of CBT – will help you understand more about anxiety and cognitive behavioural therapy. Given that the different CBT treatments for anxiety problems all have a common structure and style, we hope we are being efficient by describing these common features so that they don’t have to be repeated in the second part of this book. Part 2 provides you with an understanding of what keeps different forms of anxiety going, and will give you the tools to change so that your anxiety comes down to acceptable levels. The goal is not to live an anxiety-free life – for one thing, nobody ever does; and for another, anxiety can be useful in that it prepares us for real danger – but to live your life with acceptable levels of anxiety in a rich and full way.



How to use this book



Getting help: We know from studies that many people get most from self-help books if they have help and support from a therapist or therapy assistant as they work through them. If you do not have a therapist, then you may want to try to get a friend or family member to help you with the book, to read it along with you and support you as you try to make changes. For this reason we have added ‘Tips for supporters’ throughout the text. These come from our experience of supervising therapists, and from the feedback we’ve received from family members of the people we have treated. Don’t worry if you don’t have support; just try to be as objective as possible as you read through the book, and try to be your own therapist – just apply the tips to yourself.


Making a commitment: If you want to make real changes in your life then it will not be enough to simply read the book. You will need to really commit yourself to doing the tasks and exercises in the specific chapters. Otherwise it is rather like exercise – reading about going jogging doesn’t make us any fitter!


Understanding common factors: The good news is that you do not have to read the whole book, though it would be sensible to read Part 1 on common ideas and techniques before moving on to the chapters that are relevant to your particular problem in Part 2.


Identifying your problem: It may be that you don’t know which chapters are relevant for you, or think all of them could apply. Each chapter opens with some information about the nature of the specific problem being considered, which should help you decide how relevant it is to you. Don’t try to decide if that’s the only one for you – just see if the problems they are describing would be good for you to try to tackle. You might find that you need to work through more than one chapter in Part 2. If so, then you should find that the skills you’ve learned from the first one make it easier to work through the next one.


If more than one chapter is relevant to you, there are two ways to decide which chapter to start with. The first is to start with the problems that are causing you the most difficulties in your life – perhaps you feel that if this was sorted out, your day might be a lot easier for you. Alternatively, you could start with something that you think might be reasonably easy to tackle – that way you will start to see changes quickly and hopefully your confidence will grow. If you have a supporter working with you, you can discuss together where to start, but there’s no golden rule – as long as you start somewhere then you will have begun to overcome your problems.



Anxiety and medication



Although this book is about self-help through CBT, you may be wondering whether medication would be able to help you. If you would like to know more about this, then your General Practitioner (GP) will be able to advise. The medications that are most useful for anxiety can be obtained by prescription from your GP, but not bought over the counter from the pharmacist.


Medication can be useful on its own, but also in conjunction with CBT. Taking medication may make it easier for you to use this book, or to benefit from further help from a therapist, so you don’t need to think of it as an either CBT or medication decision.


We have included below links to the guidance on anxiety disorders that is produced by NICE – the National Institute for Health and Clinical Excellence. NICE reviews all the available evidence about treatments for physical and mental health conditions, and produces guidance about which treatments should be offered. This covers both psychological and drug treatments – you will see that CBT features heavily. The numbers at the end of the address relate to the most recent version of the guidance for that disorder.


In relation to the anxiety disorders covered in this book, NICE has produced guidance for those shown below. In each case we give the disorder and the web link to the guidance. At the time of writing, NICE had not yet produced guidance for social anxiety (due out in May 2013) or for health anxiety or specific phobias, but if you would like to explore the use of medication for these problems then your GP will be able to assist you.


For generalized anxiety disorder and panic disorder:


www.nice.org.uk/CG113


For obsessive compulsive disorder:


www.nice.org.uk/CG31


For post-traumatic stress disorder:


www.nice.org.uk/CG26


Finally, we have included a chapter on post-traumatic stress disorder (PTSD), the anxiety that overwhelms people when they have been through a highly traumatic event. While research has shown that self-help works for other forms of anxiety, to date it does not support the use of a self-help book without a therapist for people who have PTSD. The chapter on PTSD is therefore not designed to be used as a self-help manual but to provide you with information on effective cognitive behavioural therapy for this problem and how to access it.




Key messages


•   You will get out of this book what you put in. If you work hard at the exercises and follow the suggestions, you are likely to get more benefit than if you skim-read it on the way to work and decide to do the exercises later.


•   Try to be open minded to thinking about your anxiety with a new perspective and living your life in a different way. Changing your beliefs and behaviour is hard, but if you can begin to do this, then you will have started to overcome your problems with anxiety.


•   If something is unclear to both you and the person helping you, use your judgement as to whether it is fundamental to what you are trying to achieve, or whether it can be ignored.


•   Keep your eyes on the prize: the big picture of recovery and what it will mean for you.







Tips for supporters


•   It is difficult to change. Be ‘empathic but firm’ when helping someone. That is, show them that you really do understand how difficult it is for them to confront their anxieties and deal with them differently, but don’t let the difficulties stand in the way of making changes.


•   Make sure that the person you are supporting is ready to commit themselves to change, and you are committed to helping them. People tend to have a ‘right time’ to take on challanges like this – a kind of window of opportunity when they are in the right frame of mind. You can help to motivate your ‘supportee’ by pointing out all the benefits of change to them, but, most importantly, you can help them decide whether this is the right time to change.








Part 1



Common features of cognitive behavioural therapy for different anxiety problems






 



Introduction to Part 1: What is anxiety?


I wake up in the morning worrying; I go to sleep at night worrying. I feel like my head is going to explode!


Pieter, 18


I know people think I’m being stupid but I can’t bear anything to do with spiders. I can’t let the children play outside in case they come home with a spider on them, and I have to check all the bedrooms before we go to bed to make sure there’s nothing there. Just thinking about spiders makes me break out into a sweat.


Mary, 37


I know everyone gets worried about talking in meetings, but I get so anxious that I can’t even go to them. I’m sure everyone will think I’m stupid and pathetic if I talk, but I keep making such feeble excuses that they probably think that anyway now.


Kai, 28


I keep getting stomach aches, and every time they start I think, ‘That’s it, I know I’ve got cancer.’ I spend my whole time feeling my stomach to see if I can feel lumps growing. My doctor says there’s nothing wrong, but I just don’t believe her.


Jane, 43


Feeling anxious is undoubtedly a fact of life, and there are few of us who could say that we have never experienced any problems with it. Many of us feel nervous before job interviews, or get butterflies in our stomach at the top of tall buildings or steep cliffs. Sometimes anxiety can be ‘normal’ in the sense that it fits the occasion, but it can also be ‘abnormal’ – that is, the anxiety starts to take over our thinking processes and our lives, and makes it difficult for us to function.


If you think about the last time you were anxious it is likely that you experienced a number of different thoughts and feelings. You might have felt your heart beating fast, your breathing speeding up, your palms becoming sweaty. You might have noticed that you were thinking, ‘Oh no – something terrible is going to happen. I must get out.’ You might have had a great sense of fear, and a strong desire to get out of the situation.


The two stories below describe two people who experience very different kinds of anxiety. We will come back to them throughout Part 1 of this book.




Nicky: Nicky is a 19-year-old woman from a sporty family, all of whom are physically fit, and Nicky is very athletic. She is the youngest child and the only girl. Her older brothers have always teased her about being less strong than them. No one in their family is ever ill, and they are proud of how fit they are. The family was having a barbecue in the summer when a chicken bone got lodged in Nicky’s throat and she nearly suffocated. She remembers the horrible feeling of not being able to breathe. It became so serious that her friend had to do the Heimlich manoeuvre on her to dislodge the bone. Since then she has become frightened about eating in case it happens again. She has to check everything that she is going to eat very carefully to make sure there are no bones or lumps that could catch in her throat. She has also started to get out of breath for no reason – she just starts feeling breathless out of the blue. When this happens she can feel her heart pounding and she breaks out into a sweat. She becomes terrified that she’ll die and becomes overwhelmed with anxiety. She also has nightmares about the barbecue experience and wakes up in a cold sweat. Her brothers are now teasing her a lot more – they don’t realize how serious it is – and she has to leave the room if she thinks they’re going to start talking about her fears.







Stefan: Stefan is a 31-year-old builder and decorator from the Czech Republic who has a wife and two children in his home country. He came to England because he could not find work at home. He comes over for a few weeks at a time. He works ten–twelve hours a day, and spends very little money, so that he can take most of what he earns back to his family. He is pleasant, speaks English well, and works hard, so people are happy to recommend him to their friends, but the change in the exchange rate and the economic downturn mean that the jobs are drying up. Meantime, his wife is now pregnant again. He is worried that he won’t be able to support his family and they’ll have to leave their home. He is tense and can’t sleep well at night, because he is worrying about what the future holds. He has always been confident about his skills, but now thinks everything he does is full of mistakes, and is afraid people will stop recommending him. He misses his young children, and feels sad and guilty that he is away from home so much. He is starting to feel low and struggles to keep going at work; he gets irritable and snappy when things go wrong.





The function of anxiety


Almost everyone has experienced anxiety at some time in their lives, and to do so is not only natural, but also sensible. The box below explains why.




Fight or flight


To understand why we’re designed to feel anxious from time to time, we need to go back a few hundred thousand years! When humans were evolving they lived in tough environments, and had some tough competitors – including each other – for food and shelter. Most of the situations that were dangerous involved physical threat – the sabre-toothed tiger stalking people as food, the younger man about to take over the prime position in the tribe – so humans developed a response known as the ‘fight-or-flight’ response. This means that the moment that we sense danger our bodies act quickly to prepare us to tackle it. Adrenalin and other hormones are released that result in physiological changes – for example, our heart beats faster in order to pump more oxygen around our bodies. These changes mean that we are primed to be as strong and as quick as we can be, so that we can fight our enemy, or get out of the situation fast. We undergo some psychological changes, too – we become intensely aware of things around us that might be dangerous and we react quickly. This is sensible as well – if a sabre-toothed tiger is about to spring it probably isn’t sensible to think, ‘Hmm . . . I wonder if he’ll attack me – how’s he looking? What do you think?’ It’s more sensible to get out and think later.


There is another aspect of our evolutionary response to anxiety that gets talked about less, and that is the ‘freeze’ response. As many people will know, particularly if you have watched Jurassic Park, the vision of predator animals is attuned to movement. Their vision is less accurate for stationary objects. If you are in a situation when fighting or running away isn’t going to be much help, your body freezes – much like a rabbit caught in car headlights – so that you stay absolutely still and can’t be seen.


The problem with the fight-or-flight response is that many of the situations that we now face don’t require a physical response. When you sit down to revise for an exam feeling nervous, it’s really not that much help if your body is in full swing for action. The racing heart and increased strength in your muscles aren’t needed in that situation and can make you feel more tense. Freezing is not much use either, particularly if you find that your mind freezes as well and you can’t even think.


So anxiety is in fact a useful development for us – it makes us react to dangerous situations quickly, and it gears our bodies up to make sure that we are as strong and fast as possible. In modern life, however, this primitive survival mechanism can be less useful than in times past, and makes life more difficult.






A word about ‘danger’ and ‘threat’



Throughout the book we talk about danger and threat, so it might be helpful to explain what we mean. As the fight-or-flight description explains, ‘danger’ at its simplest means immediate physical danger – like the danger of being attacked. Danger also has a wider meaning – you might be in ‘danger’ of losing your job, or of people laughing at you if you stammer. Any situation in which you might come to harm is threatening, even if the harm is social or psychological rather than physical, could be described as dangerous.


This is similar to ‘threat’, which describes any situation in which you might come to harm. In theory ‘threat’ refers to situations in which there is a possibility rather than a certainty of harm, but in practice ‘danger’ and ‘threat’ are often used interchangeably.


Helpful versus unhelpful anxiety


It would be odd if we never experienced any anxiety at all, but anxiety can become a problem in two ways. Firstly, you may find that you become anxious when there is no real danger – but to you it seems as though there is. Secondly, you may find that you become anxious in the sort of situation where most people would feel a bit nervous, but that your anxiety is more marked and excessive. Table 1.1 below shows five important differences between helpful and unhelpful anxiety (adapted from a book by Clark and Beck, published in 2010).


It may be more useful to think about unhelpful anxiety as being on a continuum or a scale – that is, anxiety could be a mild problem, or a moderate one, or a severe one. At the point where you are feeling anxious and distressed a lot of the time, and anxiety is dominating your life, dictating what you can and can’t do, then we would say that you have developed an anxiety disorder.


Table 1.1: Helpful and unhelpful anxiety


[image: image]


Adapted from Cognitive Therapy of Anxiety Disorders: Science and Practice, D.A. Clark and A.T. Beck, (2010). Copyright Guilford Press, New York. Adapted with permission of The Guilford Press.



Different kinds of anxiety disorder



So far we have spoken about anxiety as if it is just one kind of problem, but there are many different types of anxiety disorder. There are two commonly used systems of classifying disorders, the American Diagnostic and Statistical Manual of Mental Disorders, or DSM-IV as it is known, and the one used by the World Health Organization, the International Classification of Diseases or ICD. These classificatory systems are shortly due to change and DSM-V will soon be published by the American Psychiatric Association. Only a trained mental-health professional can diagnose you as having a particular mental-health disorder. However, there are questionnaires and checklists published by various bodies, including the American Psychiatric Association and the World Health Organization that may help you assess yourself.


These two systems aren’t identical, but they do overlap considerably. The main anxiety disorders are the ones listed in Table 1.2 below, which also gives a brief description of each of them. We have included health anxiety although it is not formally classified as an anxiety disorder. These are the anxiety disorders covered in this book, and each of the chapters that follow this introduction contains an in-depth description of a specific problem.


Table 1.2: Symptoms of specific anxiety disorders


[image: image]
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Table 1.2 above describes the different symptoms of these specific anxiety problems. It is also important, however, to remember that anxiety disorders have a lot of symptoms in common. These common symptoms are shown in Table 1.3 below.


Table 1.3: Symptoms characteristic of most anxiety disorders




•   Avoidance: Commonly, anxiety makes you want to run away from the situations or objects that make you anxious – or avoid the situation in the first place.


•   Intrusive thoughts/images/memories: Thoughts come into your mind about your problems and symptoms – these thoughts are upsetting and make you experience symptoms of anxiety.


•   Bodily arousal: Your whole body gets agitated. Common symptoms include your heart racing, breathing getting difficult, sweating, butterflies in the stomach, tingling or pins and needles in your hands and feet.


•   Over-vigilance to danger/threat: Without even realizing it, you are constantly on the look-out for things that might be harmful to you.


•   Overestimation of danger/threat: When you are having problems with anxiety, the way that you interpret your experiences becomes distorted. You experience situations as threatening even when they are not, and your ideas about the level of things get out of proportion to the danger that is really there. Together, over-vigilance and overestimation of danger mean that you are constantly on the look-out for danger, and that if you see anything that has a hint of threat about it, you assume the worst and assume that the danger is real. As a result the world comes to seem like a very dangerous place.


•   Compensatory safety-seeking behaviour: In order to try to make yourself feel safe you start taking steps to make you feel better. Sometimes these can help in the short term but they often backfire and make you feel worse in the long term.


•   Low mood: Anxiety and low mood go together a lot of the time. This can be because you get worn out and feel defeated by your anxiety problems, or because low mood had started to drain your confidence even before the anxiety starts.


•   Worrying: If you are anxious, you will probably have lots of anxious thoughts that go round in your head even if you are not in a particularly difficult situation. You will spend a lot of time thinking ‘what if’ and going over various past, present and future scenarios.







Nicky’s story


Eventually Nicky’s anxiety got so bad that she decided to seek help. After she spoke to her GP she was assigned to a psychological well-being practitioner (PWP) to assist with her self-help. When Nicky was told about the symptoms of different anxiety disorders she immediately recognized that she was having panic attacks. She had episodes when she felt intensely frightened and was convinced she was going to choke, and these had started to happen out of the blue, even if she wasn’t eating anything. She also realized that she had some mild symptoms of OCD – she spent a long time checking her food to make sure that it was OK before she could eat anything at all. She also had some symptoms of PTSD – at the barbecue she had seriously thought that she would die, and she was still having nightmares about it, and couldn’t stand it when her brothers reminded her about the event.







Stefan’s story


When he went home Stefan talked to his wife, Magda, about how he had been feeling. She was really sympathetic and they decided that he should start trying to do something about it. When he looked up his symptoms he thought that he probably had generalized anxiety disorder, or GAD. He was worrying about a lot of different things – his work, his finances, his family – and had many of the symptoms, particularly being tense and anxious and finding it hard to sleep. He decided that he would try to tackle this himself with Magda’s help.






What anxiety disorder do you have?



In some ways, what you label your anxiety disorder may not seem important but because the different treatments for the anxiety disorders have been developed for specific forms of anxiety disorder, it is important to identify your anxiety problem correctly. Table 1.2 may not provide enough information, in which case use the flow chart on the following pages to help (adapted from www.iapt.nhs.uk – http://www.iapt.nhs.uk/silo/files/the-iapt-data-handbook-appendices-v2.pdf (Appendix C, page 20).


Having identified the exact nature of your anxiety problem, you will know what anxiety disorder(s) you may have and which chapters in this book you should read. Rather than simply jumping to them straight away, we suggest you read through Part 1 first, which gives you information about how cognitive behavioural therapy is structured and how to get the most from the different chapters that follow.


Does it make sense to classify anxiety disorders?


We have seen that anxiety disorders have shared symptoms, and a lot of people have more than one type of anxiety problem. Because of these common factors, it is not surprising that the treatments for the different anxiety disorders have a lot in common – often they are trying to tackle the same problem. You will see later on that the methods outlined in Part 1 are designed to help address these common symptoms. People with panic disorder often worry excessively about real things (as in people with generalized anxiety disorder). People with obsessive compulsive disorder also worry a great deal, have panic attacks, and often are socially anxious as well. It is this overlap in symptoms that partially explains why cognitive behavioural therapy for the different anxiety disorders has so many things in common – the treatment is trying to change similar problems. But it is by concentrating on the ‘pure’ forms of the disorders – that is, when people only have one problem – that researchers have been able to understand them, and develop effective treatments.
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The answer to whether it makes sense to classify the disorders is both Yes and No. Yes, because the classification tells us something about the key features of that particular problem, what sustains it and how best to treat it, and No because the disorders have so many features that overlap. Despite this confusion, it remains the convention to classify anxiety into this or that type of disorder, and for the purposes of this book this is a convention to which we will adhere.


We hope you have now been able to think about what form of anxiety disorder is most relevant to you, and we will show you how to overcome it, using ideas from both Part 1 and the individual self-help programmes in Part 2.




Key messages


•   Some anxiety is helpful but if it interferes with life then it becomes problematic.


•   There are different types of anxiety disorder – many people have more than one type.


•   The different anxiety disorders have much in common (as well as some aspects that are distinctive).







Tip for supporters


If you want to help the person you are supporting to find out more information about the different disorders, look at the individual chapters and also look up the different problems directly by finding the criteria used by ICD-10 or DSM-IV on the internet. You could help them to find this guidance rather than letting them seek it on their own so that they don’t feel overwhelmed.
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	How CBT works








Everything seems to be cognitive therapy these days!


Asif, 30


Cognitive behavioural therapy (CBT) has developed enormously over the past thirty years. It has been adapted in a lot of different ways to address different problems, so there are a lot of different versions of it. This is good in fact, since it means that CBT is developing and improving all the time!


In order to explain CBT as it applies to anxiety, we are going to look at a number of key ideas. We have called them the ‘key principles’ of cognitive behavioural therapy for anxiety, since they are the bedrock of all the treatments that are outlined in this book.


In this chapter we will briefly describe the five key principles, and we will look at the first of these in detail. In the chapters that follow we will go through the remaining four.




Key Principle 1: CBT is semi structured, personalized, and time-limited. It is scientific both because it has been shown to work in research trials and because it shows you how to assume a ‘scientific’ stance and examine ideas and evidence as rationally as possible.







Key Principle 2: The reason you feel anxious is that you are seeing situations, events or people as more dangerous and threatening than they really are.







Key Principle 3: Thoughts, feelings, physical symptoms and behaviour are closely linked to each other: making changes to one of these will bring about change in the others, too.







Key Principle 4: You need to understand what factors are causing your anxiety currently to persist.







Key Principle 5: In order to reduce your feelings of anxiety you need to change the factors that keep your anxiety going.





The structure and style of cognitive behavioural therapy


How do you imagine therapy? Many people still imagine that therapy involves them lying down on a couch and saying whatever comes into their mind (possibly something to do with their childhood and feelings towards their parents). This is not cognitive behavioural therapy. You may have had some experience of psychotherapy where a warm, empathic therapist is silent, and just lets you talk about whatever you would like. This is not cognitive behavioural therapy either. In CBT, the therapy often takes place around a table (or on chairs with a low coffee table between you). The therapist explains something about the therapy, and asks you what problems you are having and what you would like to be different. What the therapist does, which is very different from earlier forms of therapy, is to structure what happens in the therapy sessions. Rather than just talking about whatever comes into your mind, you and the therapist will concentrate on the aspects that are most helpful and important for you. As therapies have developed, we have realized that structure is one of the most important things that make them helpful. Structure refers to how the therapy progresses from session to session – from beginning to end – and also what happens within each session.


You may be reading this book and using it to help yourself without a therapist or anyone else involved. Even so, following the same practice of structuring how you do the exercises will make a big difference to how well you do.


Structuring therapy from beginning to end


What this means is that therapy has a clear beginning, middle and end.


In the beginning stages, the aim is to understand your problems. This means learning about the role of thinking in your anxiety problems (see Chapter 2), and then looking at the ‘maintenance factors’ – the vicious cycles that keep anxiety going (see Chapter 3). The beginning sessions also involve thinking about what changes you’d like to make – the changes are often described as your ‘goals’.


Once you have set the scene for working with your problems, therapy moves on to the next stage – the middle sessions. The aim of these sessions is to think about what strategies will help you to start implementing these changes, and see how you get on.


The final sessions focus on how to keep those changes going even when therapy has ended, and on how to prevent problems returning.


Structuring therapy within a session


The first session or two will have a slightly different structure. In these sessions, the structure is geared towards the following aims:


1.   Getting a good grasp of the problem, including all the aspects that are problematic.


2.   Starting to work out the ‘formulation’ – the map of the problems that fits them together and explains how/why they keep going.


3.   Defining goals for therapy.


4.   Working out the best way to monitor the problem and keep track of progress.


Following this introductory phase, each individual therapy session has a clear beginning, middle and end. Each session begins with making a plan (or ‘agenda’) for the session and reviewing progress since the last session. The middle part of the session involves discussion about the problem, sometimes adding to or changing the formulation, and deciding on how to take things forward. Sometimes the middle part of the session will involve the therapist doing ‘behavioural experiments’ with you (see p. 62). The last part of the session usually involves summarizing what has been discussed and clarifying what the ‘homework’ will be.


It is important to realize that the structure is flexible – hence we talk about it as being ‘semi structured’. If something important comes up, then it needs to be addressed, regardless of the original plan. Throughout therapy the basic structure is constantly adapted to fit what is important to you.


CBT is based on the principles outlined above, but it also has techniques – specific tasks and suggestions for how to tackle problems. Using the techniques and learning how to apply the principles are both important. Learning how to apply the principles means that there is a lot of flexibility in how therapy is conducted, which is good, since no two people are the same and no two CBT sessions are the same.


Style of therapy


Normally when we talk about the ‘style’ of CBT we mean the techniques the therapist uses during the sessions. Even if you are using this book on your own, it is helpful to consider the style with which you want to conduct your sessions with yourself and how to proceed. ‘Firm but empathic’ is our favourite style. Some people might also describe this as ‘tough love’! You are not harsh or self-critical, but nor do you let yourself get away with things that you know in your heart you were really able to tackle or perhaps that you could tackle another day with some additional support. Self-criticism rarely helps. A recent development by Paul Gilbert, and many others, talks about trying to have compassion for yourself and your circumstances. We think this is a helpful attitude.


If you do have a supporter helping you overcome your problems with anxiety, your supporter should also be firm but empathic. Working together with your supporter should be a collaborative exercise – that is, together you can bring different expertise and experience to bear on your problem. Overcoming your difficulties is a joint venture between the two of you. Whether or not you have a supporter, the style of therapy reflects that you have a specific task ahead of you – understanding what is keeping your anxiety going and then making changes to reduce it. Keep your focus on the prize at all times. The prize is freedom from anxiety.


Therapy is time limited


At the time that CBT was being developed there was a strong tradition in psychotherapy of open-ended therapy, sometimes going on for years. CBT, on the other hand, is time limited, and for most anxiety problems this means that it tends to last for somewhere between ten and twenty sessions. If the problem is mild, then it can sometimes take even fewer sessions – maybe only five or six. Therapy is also time limited in the sense that each therapy session lasts around fifty minutes.


Therapy gives you tools for life


Although the therapy itself is time limited, its effects last for much longer than the therapy itself. One of the advantages of CBT is that it gives you skills for life – it teaches you a new way of thinking and coping with your problems that you can use when times get tough. This is why the techniques are often called a ‘toolkit’. People tend to keep the benefits they make during CBT. This is not to say that there aren’t times when the anxiety does return, and some periods are certainly more stressful than others. It does mean, however, that people are able to spot when their anxiety is getting worse, bring out the CBT ‘toolkit’ they learned to use before, and then stop the anxiety from becoming as big a problem as it was previously.


Therapy is scientific


The concept of ‘science’ in CBT is critical. Cognitive behavioural therapies are scientific in two ways. Firstly, a lot of research has been carried out on what makes us anxious, and why anxiety can be so persistent. These ideas have been tested in research studies, and the treatment has been tested with thoroughly scientific methods.


The second way in which CBT is scientific is that you have to learn to be a scientist yourself – you have to put on a white coat (though not literally!) and learn to examine the problem as objectively as possible. Although some people might laugh at the idea of themselves as scientists, you do need to learn to ask yourself: ‘What evidence do I have for my way of thinking? How can I gather evidence to assess the validity of this belief? How can I gather evidence to see if another belief might fit the situation better?’ Once you have the evidence, you then need to be able to assess it and decide whether there is a better explanation for that situation than your anxious one. Being able to be such a scientist will help your heart and head become allies in the fight against anxiety.


If you absolutely hate the idea of science, then think about it in another way: doing CBT is also a bit like being a lawyer. In a court of law the jury is asked to decide between two versions of events. So the lawyer’s job is to find the evidence that backs up their point of view, and persuade the jury that this is the truth. In a sense, tackling your anxiety is a bit like this – like the lawyer trying to gather evidence to show the jury the true situation; you are trying to gather evidence to establish the most accurate account of events.



Structuring therapy for yourself



Given the structure of CBT is so important, we will spend some time describing how to do this – whichever specific chapters you read, the principles of structure will be the same.


How many sessions?


The self-help programmes described in Part 2 of this book are mostly designed to be completed over four to five months or about twenty sessions. You should see some changes in your anxiety after around six sessions of working through a specific chapter. However, if your anxiety shows no sign of improving after six sessions of using the chapter, then it would be sensible to think about what to do next. If you have a supporter who is not a professional helper, then you and they could think about whether it is time to seek professional help. It is important not to be discouraged if you think you’re not making progress. Self-help isn’t for everyone, and there are a lot of other options that your family doctor can discuss with you.


Many chapters in Part 2 contain information on how to keep track of your progress; measuring your progress weekly will help you gauge the extent to which your anxiety is improving.


How often should I have sessions?


Having decided which chapter in Part 2 seems most appropriate to how you are feeling, we would suggest that you plan to have sessions twice a week for the first three weeks. This may seem like a lot to ask, but it will help you to kick-start the process. Once your therapy plan is up and running, then once a week would be fine.


What is a session anyway?


A ‘session’ should last around fifty minutes or so and is the time that you set aside to focus on the exercises in the book, go through what you have done since your last session and think about what to do next. If you have a supporter, it would be good to do the session with them, if you can. Sessions should be planned in advance, and kept like any other appointment, even though it may only be with yourself. It’s a good idea to find a quiet place where you will not be disturbed for an hour. If that sounds too difficult, then plan for shorter sessions. Use a notebook or laptop to help plan how you can use the book to help yourself, and to make notes as you go along. This is what happens in face-to-face therapy and the same principles apply when using this book.


If you have a supporter, then we usually say that it is not a good idea to start the self-help programme if either of you will be going on holiday soon, as breaks will interrupt the momentum of change. This is the same for you on your own – if necessary, it is better to delay starting to work through this book until your children are back at school, work is a bit easier, or your partner can help take care of some responsibilities, so that you can really commit yourself to change when you start.


Beginning therapy – the first few sessions


Your first couple of sessions will have a slightly different structure to the remainder of the sessions, since they are aimed at helping you to get a good understanding of your problem, and to set goals, before starting to use the techniques and strategies described. We will describe the process of understanding your problems later in this book.


Goal setting


Many self-help books talk about goal setting and there is a useful acronym to consider: goals should be ‘SMART’ – Specific, Measurable, Achievable, Realistic and Time limited. This is to stop oneself setting unrealistic goals such as ‘I want to be the best at everything I do’. This is not an achievable goal for any therapy. In the same way, setting yourself the goal of ‘I never want to be anxious again’ is neither helpful nor realistic. We do know, however, that many people overcome their anxiety disorders after both face-to-face CBT, and following specific self-help programmes with or without the help of a therapist or a supporter. A reasonable goal to set yourself therefore might be:


By the end of twenty sessions of treatment/self-help, I want to have normal levels of anxiety and be able to get on with my life. That means I’ll be able to take the children to school, shop in the supermarket without feeling panicky, and go out with my husband without feeling anxious. I could also start to look for a part-time job.


This sort of goal is challenging but realistic if you work hard and focus on the task in hand. If you stick to the sessions you have planned, set yourself an agenda for each session, do the homework, and assess your progress every step of the way, you are likely to achieve your goal. You will know if you have achieved your goals by measuring your anxiety levels before and after completing the self-help programme.




Stefan’s goals


To start with, Stefan found it really hard to say what his goals were. In the ideal world, he would have liked to have somehow earned enough money to be able to go back to the Czech Republic and not to need to work away from home. He knew, however, that he needed a more realistic plan as well. After a while he was able to write down the following goals:


1.   Regain confidence in the quality of my work – stop looking for and exaggerating tiny flaws in everything I do.


2.   Stop assuming that no one will recommend me any more, and go back to actively asking people if they know anyone who needs work done.


3.   Be able to sleep at night.


4.   Be less tense and tired in the day.


5.   Be more of a support to Magda.






Carrying on with therapy – the middle sessions



You can either start each of the middle sessions with setting the agenda or with reviewing your progress so far – the order does not much matter as long as you do both. See the Appendix for an example of a session plan.


Setting the agenda for your sessions


‘Agenda’ is a good word as it implies business – and CBT is about getting down to the task in hand, focusing on it, and achieving change.


When setting your agenda, there will be some regular items such as:


1.   Reviewing progress (0–5 minutes) refers to whether your symptoms are getting better, and whether you are closer to your goals.


2.   Reviewing homework (0–5 minutes) refers to looking at what therapy strategies and techniques you used in your homework, and whether these worked.


3.   Moving forward (most of the session) is the point where you would use the book to get new information and think about the next stage of your self-help programme.


4.   Homework (0–5 minutes) means setting yourself precise tasks to carry out before your next session, so that you know exactly how and when you will implement the strategies.


5.   Summarizing (0–5 minutes) means making sure that you know what you are doing and why.


1. Review your progress


When reviewing your progress it is helpful if you can use clear measures of how you are doing. This will enable you to compare how you are now with how you were at the previous session, or when you started your therapy. Using questionnaires is one way of doing this – you can add up scores and compare them with your previous scores. Sometimes progress can be measured by looking at what you have been able to do, and comparing this with what you could do before your therapy started. Several of the specific chapters in Part 2 include questionnaires and forms that you can use to measure progress.


2. Review your homework from the previous week


Reviewing the work you have done between sessions is important but it is likely that you will be critical of both your efforts and your achievements. We say this based on our experience of hundreds of people who suffer from anxiety who turn up to therapy having done fabulous work and then apologize for their efforts! While it is true that you can always do more, the point is not to do your homework perfectly, or necessarily to do huge amounts; the point is to do what you can between sessions to facilitate your learning and change the beliefs and behaviours that are keeping your anxiety going. Anything you can do towards this goal is a real achievement and if you can recognize it as such, it will help boost your confidence and self-esteem, and that in turn will motivate you to continue making changes. If you have done any homework that is consistent with your goal of changing, then please pat yourself on the back and acknowledge it.
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Generalized

anxiety
disorder (GAD)

GAD is diagnosed if people feel anxious most of the time,
for long periods of time, about a nurmber of different
things. Sufferers of GAD could also be restless or tired or
irtitable and find it hard to concentrate. See Chapter 8.

Social phobia

Social phobia, or social anxiety, is diagnosed if people
become excessively anxious in situations where there
are others who the sufferer believes are judging them.

Sufferers might be terrified of embarrassing them-
selves, or of other people thinking that they are lacking
in some way, or just not liking them. See Chapter 9.

Health anxiety

The essential feature of health anxiety (also known as
ypochondnas\s) is the fear of having a serious disease,

wrong (such as having a brain tumour). See Chapter 10.

Obsessive
compulsive
disorder (OCD;

0CD s diagnosed where people have thoughts,
impulses or images that make them anxious (the
obsession), and then have to carry out complicated or
particular actions and behaviour (the compulsions) to
prevent harm or make themselves feel better. For the
diagnosis to be made, sufferers would be carrying out
compulsions for more than an hour a day, and would
feel very distressed by what they are thinking and/or
doing. See Chapter 11.

Post-

atic
stress disorder
(PTSD)

PTSD can occur if people experience an event where
they thought they (or someone close to them) would
die o be seriously hurt. In PTSD, memories of the
event come back with no warning s ‘flashbacks’, and
make the sufferer extremely anxious. They are likely to
make strong efforts to keep away from any reminders.
They might also feel that they have to watch out for
danger all the time, and that everything else in their
life has faded into insignificance. See Chapter 12.
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anxious, your
anxiety doesn't stop
you from doing what
you want to do

nxiety
interferes with your
daily life, socially or
at work
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Disorder

Fundamental feature (adapted from DSM-IV)

Specific
phobia

A specific phobia is diagnosed when people are fright-
ed of one particular object or situation. Common

phobias include flying, heights, dogs or spiders, but

there are less common ones, too, like a fear of buttons

or wigs. The person suffering from a phobia is likely

to become anxious if you go anywhere near these

situations. See Chapter 6,

Panic disorder

Panic disorder is diagnosed when people experience

thoughts that you will die or lose control. See Chapter 7.
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