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Introduction


Why a cognitive behavioral approach?


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 dominated 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 the 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 specifically 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 people’s depressed styles of thinking. He also specified a new form of therapy. It would not be an exaggeration to say that Beck’s 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 one’s 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
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What are irritability and anger?


We are probably right to put irritability and anger together because they are so often associated with each other. Nevertheless they are somewhat different. Consider the following stories:


I was in the pub one evening with a couple of friends, just sitting near the back door to the pub, talking. It was a November evening and it was quite cold outside. Somebody came through the back door and left it just a little open so that I had to get up and close it. I didn’t mind too much. About a quarter of an hour later somebody else came in and did the same thing, didn’t quite close the door properly. So I got up again and closed it. A little while later a third person did the same thing. I closed the door, but gave him a good hard stare. Mind you, I don’t think he noticed because he was walking to the bar by that time so I was staring at the back of his head. It happened a fourth time a bit later on – the thing is, the self-closing mechanism on the door had broken. Anyway, this time I said to the bloke who’d come in, ‘Don’t you think you should close the door behind you when you come in?’ He just looked at me as though I was some kind of oddball and went and ordered himself a drink. It was when the fifth person came in that I really went to town on him. By this time I had sunk probably four or five pints. He did exactly the same as all the others, left the door just slightly open. The thing that really got me about it was that they don’t seem to care, they just seem so intent on getting their own drinks inside them that they don’t give a damn about anybody else in the pub. Anyway, something snapped in me. I didn’t actually hit the bloke but I jumped up, started shouting and swearing at him, jabbing my finger in his chest and generally calling him all the names under the sun. He was only a small bloke. And the funny thing was he had only done exactly the same thing as the first one. Simply left the door a little open.


Compare that story, told by a 28-year-old man, Steve, with the following one from David, aged 45.


It was a Wednesday evening and four of us went down to town for a meal in an Indian restaurant. That’s me, my wife and the two kids. Anyway, we parked the car in a back street, it must have been about eight o’clock in the evening, walked round to the restaurant and had a very good meal. It was the first time we’d been there, we were all on good form, had a good laugh and a joke about everything, even at how thick and new the carpets were, and altogether had a thoroughly good time. Anyway, about half-past nine or ten o’clock, we’d just turned the corner of the street we’d parked the car in when we heard an almighty crash and the sound of breaking glass. Except it hardly sounded like glass, it was a stronger, louder sound than that. We looked down the street, and there was some bloke with his head stuck through the passenger window of our car, and another bloke standing by him. I didn’t grasp what was happening for a moment; then I realized that the sound we had heard was the window glass breaking, and these two were in the process of stealing the stereo from my car. Anyway, I felt that mixture of stuff that courses through your body when these things happen, shouted but not very loud, and set off after these two. One bloke saw me after a couple of seconds and just ran off. That left the guy with his head still through the window, engrossed in prising my hi-fi out of the car. He still had his head through the window when I got there. I just grabbed hold of him and pulled him out – I didn’t care if his head caught on the bits of broken glass or not – and manhandled him, not at all gently, on to the floor. By this time my wife was there and telling me to take it easy, and one of the kids had already got his mobile phone out and was dialling for the police. The lad I’d got out of the car was never more than sixteen, but I just had him on the floor and could cheerfully have throttled him. What did they think they were doing, just thinking they could go up to somebody else’s property and take it? Anyway, I just sat astride him, threatening him and telling him what a useless piece of machinery he was until the police came. Half a dozen people must have gone past us during all that, but I couldn’t care less. When the police arrived they did at least seem to take my side, took all the details and took him off in their car.


Which of those two stories would you say illustrated irritability and which one anger? To my mind, irritability is shown in the first one and anger in the second. But there is another question, perhaps a more important one, posed by these two examples, and that is: which of the two men was justified in his reaction? Or, if you think that both were justified in their reactions, which was more justified?


The ‘justified?’ test


Personally, I would say the man in the second example was more justified: the man who caught somebody trying to steal his stereo. But maybe I say that because I have been in pretty much the same situation, coming back to the car after a nice meal out, only to find the window broken and the stereo gone. And I must say, if I had been able to get hold of the person who had done it, just at that instant I don’t know what I would have done to him. So I feel that I can’t really blame David.


On the other hand, I have also inadvertently left a door open and probably irritated somebody thereby – especially if I was the fifth person to have done so that evening. So I would say that perhaps the guy who reacted aggressively in that scene was a bit over-aggressive. Maybe in an ideal world Steve could have toned it down a bit and simply asked persons two, three and four to shut the door after them. But there again, he’d got a few drinks inside him, so possibly his inhibitions were weakened a bit by the time person number five came in. And also he said that customer five was a small bloke, so perhaps that had a bearing on events too.


One of the main judgements we make whenever we see someone behaving in an aggressive or hostile way is whether they are justified in doing so. If we consider that they are justified, then we probably won’t describe that person as irritable; we reserve the term ‘irritable’ for people who are hostile, angry or aggressive without good cause. If we think the person is justified in being angry or aggressive, then we tend to see nothing wrong with that. So, if we see David as justified in his anger, we probably won’t blame him for pinning the thief to the ground until the police arrive. We might see that as a proportionate response. If, on the other hand, he had started banging the 16-year-old’s head up and down on the pavement while loudly cursing him, we might have seen that as disproportionate and unjustified.


So, if we really want a definition of irritability it will be something along the lines of: an unjustified negative response to a situation. Unjustified in whose eyes? In ours, of course. And therein lies a problem, because everybody has a different judgement as to what is justified and what isn’t. What is more, sometimes our judgement goes a little hazy. I can still remember the first time I saw the film One Flew Over the Cuckoo’s Nest, in which Nurse Ratchet torments a group of mentally ill patients led by Jack Nicholson. Certainly the patients were full of antipathy towards Nurse Ratchet after about an hour of the film, but not half as much as the audience. At this point, after Nurse Ratchet’s particularly savage treatment of one of the patients, Jack Nicholson could stand it no longer, grabbed hold of her, had her on the floor and was throttling the life out of her. Half the audience in the cinema was on its feet, shouting encouragement and just hoping he would finish the job before the two male nurses rushing to Ms Ratchet’s assistance could get there. He didn’t, the authorities got the better of him, and we all trudged unhappily out of the cinema.


Even though Nurse Ratchet’s behavior was extreme, perhaps Jack Nicholson’s response was somewhat disproportionate. Of course, in a case like this our judgement is clouded by the events being on the silver screen rather than in reality. But this ‘temporary clouding of judgement’ is exactly the problem; because, unfortunately, it happens not just on the silver screen but in real life as well. On those occasions we get repeatedly remorseful and self-critical. We say we ‘over-reacted’ or ‘don’t know what got hold of us’. We feel that our response was out of all proportion to the event; it was not justified.


These are themes that will run throughout this book. How do we get ourselves always – or nearly always – to respond to negative events in a way that is in proportion to them? In a way that we, and others, would say is justified?


It is worth lingering a little on these questions of definition. The word ‘irritability’ implies a minor kind of response on the part of the irritable person, probably verbal, usually not physically aggressive. Even so, we tend to react against irritable people because we think that their response is not justified. Anger, on the other hand, might lead to a much more forceful response. The man who pinned the thief to the floor was angry. Nevertheless, we don’t necessarily react against people who are being angry, so long as we see their anger as justified.


In fact, we sometimes like to see people getting angry, so long as they are on our side. Margaret Thatcher was often referred to as ‘handbagging’ her counterparts from other European countries in order to stick up for those in Britain perceived as their rights. I, for one, never heard many people complaining about that at the time. Her successor John Major, on the other hand, was painted as a much more grey character (literally in the case of the satirical Spitting Image programme): so grey, in fact, that he would be unlikely to get openly angry with too many people. Whether this perception was accurate is another matter but, accurate or not, it seemed to count against him. What is more, this negative perception of John Major was exacerbated by rumours that he could also be rather irritable in private – a shade on the snappish side when perhaps it wasn’t warranted. Again, whether this perception was true is another matter, but it does illustrate the point that what people dislike is not the fact of other people getting angry, it’s the fact of other people reacting in a way that is not justified, or out of proportion to the situation.



Anger, irritability and frustration


Just to finish off this chapter, see what you make of the following two stories.


The first was related to me by Anne, a woman of 34, telling me about how she was getting on with her 12-year-old daughter.


The biggest rumpus Rachel and I have had this week was Tuesday evening. Of course, it’s half-way through the holidays and she always gets on my nerves in the holidays anyway. But Tuesday was particularly bad because I’d been going on at her all day to tidy her room. It was a terrible mess, she could hardly set foot in it without tripping over something – and it smells when you walk in there, I’m sure she’s got some food that’s going off buried under all her clothes on the floor. Anyway, I’d been going on at her all day to tidy her room and she just wouldn’t do it. There was always something she had to do first. So, it was about seven o’clock in the evening, I was downstairs and Rachel was upstairs. I’d just got back from the shops, I’d only been out five or ten minutes. Anyway, the house was quiet so I thought that maybe Rachel had decided that she’d better do what her mum says and get on with tidying her room. So I went upstairs ready to praise her and tell her what a good girl she was and how pleased I was with her and how much better the room looked and so on. When I got up there I could see that Rachel wasn’t in her room and the place looked just as much of a tip as it ever had. Anyway, to cut a long story short, there was Rachel, in the bathroom, sitting in the bath washing her hair. Well, I just flew at her. It was absolutely the last straw. She hasn’t lifted a finger to help all holidays, she can’t even be bothered to tidy her own room, and there she is sitting in the bath like a little madam washing her hair with my shampoo! I just ranted and raved at her for a good ten or fifteen minutes, just shouting and screaming. All the frustrations of the holidays came out in that time. The poor kid looked absolutely petrified, and as for what the neighbours thought, I’ve no idea.


Justified? Perhaps not.


And what about this one, in which Paul, 46, told me about his son John, also aged 12?


You see, the thing is, all I’ve ever tried to do is to do my best for him. And I have learnt the hard way that if you don’t pay proper attention to education and schooling then you’re the worse off for it as you get older. So I’m always going on at him about how important it is to pay attention in school and do his homework properly when he gets home. But he knows better, of course, and he tells me that he can concentrate better doing his homework in front of the television. And I’ve seen him doing it. He sits there, mouth half open, staring at the screen and just every now and again looking at what he’s meant to be doing. And he thinks he’s got me fooled doing this. He thinks that I believe he’s doing his homework. So anyway, Monday was like that, Tuesday was the same, just the same as any other day, and on Wednesday I told him to show me his books after he’d packed them away and said he’d done all the homework he had to do. And so I was looking at his exercise book, for maths; he was meant to have done twenty sums in it. And he’s got all the numbers 1 to 20 down there, and some of them he’d done, though God knows whether they were right or not, but I could see that more than half the sums he was meant to have done he just hadn’t. He hadn’t even tried to. There were just blank spaces where the answers were meant to be. So I saw red and I just walloped him. He was sitting just opposite from me looking stupid and frightened and I just walloped him. I hit him straight across the face so he all but fell off the chair and I didn’t waste my breath on him, I just told him to get straight upstairs to bed. And I’ve not spoken to him since, and that was three days ago.


Justified? Well, again, maybe not. But it is all too easy to be critical of those two parents, or say that their reactions were out of proportion to what triggered them and therefore were not justified. Sometimes people get to such a pitch that they can no longer tell what’s justified and what isn’t; and both of those parents described, quite truthfully, genuinely wanting to do the best for their children. Sometimes the level of frustration that builds up is unbearable. This was not the first such incident for either of these parents. Both had tried all sorts of tactics without success. And now they saw themselves still as having no success – but also having been pushed into doing things they didn’t like doing.




SUMMARY







•   Irritability and anger take lots of different forms. Both are emotions that most people have felt.


•   There’s nothing wrong with being angry in itself; sometimes it is clearly justified. It is when we overreact, responding in a way that is out of proportion to the situation, that we lay ourselves open to criticism. And sometimes we ourselves are our harshest critics.


•   The very term ‘irritability’ implies that the reaction is unjustified. It normally suggests that a person is being snappy and bad-tempered when there is no call to be so. As such it fails the ‘Justified?’ test; people are almost always criticized for being irritable. Again, we may be our harshest critics in this respect.


•   There are times when, through frustration or for other reasons, we lose our sense of perspective. It’s on those occasions that we find ourselves unable to judge what is justified. And then we see ourselves doing things which we feel are justified at the time but which later on – once our true sense of judgement returns – we are horrified that we did.





A final thought


Most of us feel rather critical of irritable and unjustifiably angry people, almost as if they were doing it deliberately to make our lives miserable. And, certainly, it is no fun at all living with an irritable and unjustifiably angry person. One point that is sometimes forgotten, however, is that neither is it any fun being the irritable and angry person! Many, many people have their lives virtually ruined by their own irritability and anger. So it is both for them and for those around them that this book is written.
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What makes us angry?


It is important to know just what makes you angry, because when you come to doing something about it this will be a very important starting point. Clearly, if you know what things make you angry, you can either avoid those things (if possible!) or work out how you would prefer to respond when they happen.


So what kind of things are we looking for? It is said that we are all different, but in fact there tend to be certain themes which produce anger in most people. And remember, we said in Chapter 1 that there is nothing wrong with anger in itself, so long as it is in proportion to the event. What makes us feel bad is when we act out of proportion to what is happening: when we are ‘snappy’ in the face of no reasonable provocation, or angry in response to something that would normally just mildly irritate most people, or completely ‘lose our cool’ in response to something that most people would just get somewhat angry about.



Irritants, costs and transgressions


So what makes most of us angry? There are three main categories: irritants, costs and transgressions.


Irritants


The number of irritants in life is boundless. I was talking recently to Pam, who said she could no longer stand the way her husband ate. Simply the noise his mouth made in chewing his food drove her round the bend. Moreover, as so often happens, now she had noticed this, she was waiting for it every mealtime; and that made it ten times worse. It had become a symbol for all that was wrong with him (self-centred, greedy) and with their marriage (she saw him as a different type of person from herself).


People sniffing, coughing, blowing their noses can also be irritating. This certainly used to be the case for me. I sometimes run training events where I spend three days with perhaps a dozen people. Occasionally one of that dozen will have a chronic, hacking cough which lasts for the duration of these three days and longer, for all I know. Certainly I used to find that very irritating indeed. A cough can be so loud; and sometimes its owner seemed deliberately to cough just as I was coming out with an extremely good point! So then I’d have to repeat it and the effect was spoilt. (I cured myself of this sensitivity when I realized that, very often, the owner of the cough would have been perfectly entitled to stay at home, off sick, for the three days. I was therefore able to re-interpret his coughing presence as a compliment to myself: evidence that he simply could not bear to miss out on the event. Whether this is actually true or not doesn’t really matter to me; I feel it is true – or at least it could be true – and that keeps me satisfied.)


Neighbours are another excellent source of irritation. Apartments and town houses give everybody great scope for irritating each other. When we were first married, my wife and I lived in a house where we could even hear the neighbours turning on and off their electric switches at the wall sockets, as clearly as if they were in the room with us. That in itself hardly counts as an irritant, but there is plenty of potential for serious irritation: loud music, raised voices, banging picture-hooks into walls, do-it-yourself activity, playing ball games in the street (and on your garden) and so on and so on. Not infrequently people’s lives are made a complete misery by the sheer level of irritation provoked by their neighbours.


Costs


The cost to you of somebody else’s behavior may be a literal, financial cost, or it may be a cost in terms of time, or in terms of loss of ‘face’, or indeed any other loss. The common thread here is that, by virtue of what they do, someone costs you in some way; and that makes you angry. Examples include parents being angry when their children break things (because of the financial cost of replacing them); or your spouse being angry because you have crashed the car (again because of the cost of repairing it, or the increased insurance premiums that result).


Interestingly, these kinds of causes of anger sometimes illustrate a ‘hangover’ effect. Sue told me how angry she was that her 13-year-old son had broken a mug by dropping it on the kitchen floor accidentally. When I asked her exactly why it was that she had become angry she said, ‘Well, it’s the cost of replacing these things; he goes around as though money grows on trees, thinks that whatever he breaks will just automatically get replaced.’ I found this strange, because Sue was very far from being poor, and was well able to replace a broken mug or two. But she had not always been wealthy; at one time in her life it would have made a significant impact on her finances to have to buy a new mug, and that cast of mind had stayed with her. Old habits die hard. And there is another possible explanation, too; but we will come on to that later.


Judy was telling me how she had taken her 5-year-old daughter to a hospital outpatient clinic. She got there promptly for her 2 p.m. appointment but was not seen until approximately two hours later, 4 p.m. What especially enraged her was that she realized after a while that every single person in the clinic had been given an appointment for 2 p.m., and the clinic was due to run from 2 p.m. to 5 p.m. approximately. Therefore, the hospital authorities had deliberately arranged the session in such a way that some people would be waiting for three hours. The costs to Judy were several, including the loss of time in which she could have been doing some of the many tasks that were pressing on her at home; the necessity to entertain her 5-year-old daughter constantly for two hours to prevent her getting bored and restless; and the loss of face implied by the hospital authority’s apparent attitude that it didn’t matter if she was kept waiting for one, two or three hours.


Alan, an electrician, was angry because he was asked to do too much at work. His boss asked in a very straightforward way, something like, ‘Have you got time to fit in an extra call to a customer who needs their light switches sorting out?’ and was quite prepared to take no for an answer; he could always ask another of the electricians. Nevertheless, Alan was still angry because of the cost to him of the request. What was that cost? The way he saw it, he could choose one of two: either he suffered the cost of time, whereby he did an extra job that he couldn’t really fit into his schedule; or he suffered the cost of guilt in turning down a straightforward request from his boss. Clearly Alan needed to learn some deep assertiveness techniques, so that he could feel entitled to say ‘no’ without feeling guilty about it.


I have met a lot of people who get very angry and irritated when their partners contradict them in public. The cost here is usually loss of face – especially when the contradiction implies that the first speaker was telling a lie, even if only a harmless little lie to exaggerate and make more interesting an otherwise boring story. Nigel, however, was driven wild by the very smallness of the contradiction. He gave me the example of an occasion when he and his wife were chatting with friends and he was recounting a story of something that had happened the previous Wednesday. As soon as he uttered the word ‘Wednesday’ his wife interrupted to say, ‘No it wasn’t, it was last Tuesday.’ It is difficult to imagine that he could be made so angry by the cost of such an interruption: there is, after all, hardly any loss of face involved in mistaking a Tuesday for a Wednesday. Perhaps it was just a case of a simple irritant (having his flow of thought interrupted) – or possibly it was something different: a transgression.


Transgressions


A transgression involves the breaking of a rule. Possibly Nigel held to the rule that husbands and wives don’t contradict each other in public – not at all an unusual rule to have. Therefore, when that rule was broken, repeatedly, he got angry, repeatedly.


Another very common rule that good friends and partners have is that confidences should not be broken. In other words, if your partner knows something about you purely by virtue of being your partner, then he or she should not go around telling other people about it. This might include intimate details about your health, your likes and dislikes, or simply something they know about your experiences or opinions which you would not share with anybody except your nearest and dearest. To break such confidences is almost universally viewed as a taboo, a major transgression – and one of the very quickest ways you can get on the wrong side of your partner.


Obviously, the example in Chapter 1 about the man who got angry with the youngster he caught trying to steal his car stereo is also an example of a transgression. In that case the youngster was not just breaking a rule held by the man in question, he was breaking the law: a very formalized transgression.


These three categories are not mutually exclusive: there are many cases that cross the boundaries. For example, if your partner flirts with someone he or she finds attractive, that is normally viewed as a transgression; in other words, it is against the rules for many people. But it also involves a cost – loss of face, the impression that your partner is somehow dissatisfied with you and seeking consolation elsewhere. (Of course, this may not be true; but it is easily and often seen that way.)


Another cross-boundary example was the case of Sue’s son, who accidentally dropped a mug on the floor and broke it. Perhaps it was, as his mother claimed, the cost of replacing the mug that made her angry; but, given that she could afford to do that without even noticing the price, that seems rather unlikely. A more probable explanation is that she was angry because he had transgressed an unspoken rule, namely that one takes a reasonable amount of care not to inconvenience others in the household. The ‘sheer carelessness’ was what made her angry.




SUMMARY







•   It is important to know the sort of things which make you angry, because you will use this knowledge to benefit yourself later on.


•   Typically, there are three categories of event that make people angry: irritants, costs and transgressions.


•   There are plenty of irritants: people leaving doors open repeatedly, neighbours making a noise, even the way people eat or cough.


•   Likewise, there are plenty of things that people do that have a cost for us: our children breaking things and the consequent financial cost; our partners contradicting us and costing us loss of face; having to do things unexpectedly, which costs us time.


•   You, like everyone else, will have a set of rules that you expect other people to abide by. When someone breaks one of those rules, it is known as a transgression. When you spot a transgression, or think you have, the chances are you will be angry.


•   Some things which make us angry straddle the boundaries between these categories. For example, a child breaking something may make us angry because of the cost involved in replacing it, but also because they have not, in our view, taken sufficient care.
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Why am I not angry all the time?


It does seem that the world is absolutely crammed full with irritants, people doing things that have costs for us, and people breaking the rules we have made up for ourselves; so how come we are not in a permanent state of anger and rage?


Internal and external inhibitions


Remember Judy, who took her youngster to the outpatient clinic at the hospital and was kept waiting for two hours? She described that event to me as one of the times she has been most angry in her life. There were various factors in the build-up. When she first got there, she saw the waiting room was very crowded, but thought perhaps there were quite a few doctors and nurses working, so that it would soon clear. Gradually she realized that, on the contrary, the queue was moving only very slowly; and when she got talking to some of the others there, she found that every one of them had a 2 p.m. appointment. That caused a major step change in her level of anger, from quite calm to ‘pretty angry’. Not ‘absolutely boiling’, however: that came when, at around 3 p.m., the sole doctor and nurse who were in fact working at the clinic that day stopped to have their afternoon tea. And why shouldn’t they? you ask; most of us perhaps take a short break in the afternoon, and they had been working hard. Why not, indeed; but it was the manner of their doing it that provoked Judy. For they sat in the clinic room chatting to each other with the door wide open, so that all the patients could see them having their break – all the mothers (mostly) with their youngsters getting increasingly fretful while doctor and nurse only too visibly maintained their right to have a cup of tea. Not surprisingly, then, by the time Judy took her little girl in to see the doctor she was purple with rage. So did she give the doctor a piece of her mind? No; she didn’t say a word about it.


Now, this is amazing on the face of it, because if you talk to Judy now, ten years after that event, she still begins seething at the recollection of it. She was so angry. And yet she simply didn’t mention it when she got to see the doctor. Why could that be?


The short answer is: because of her inhibitions. It’s not that Judy is an ‘inhibited’ kind of person, just that there were inhibitions in action that held her back; some kind of self-control mechanism. We can probably guess the kind of thoughts that were going through her mind – things like: ‘If I get on the wrong side of the doctor, will my youngster get the best treatment he is capable of providing?’ Judy, indeed, confirms that this is true, that is exactly the thought that was uppermost in her mind. But she also confesses to a secondary inhibition, namely: ‘You just don’t go around getting angry with doctors.’ Rightly or wrongly, she held this as a rule for herself, a rule that held good even when she was so badly treated by a doctor.


That second inhibition (‘you don’t get angry with doctors’) is termed an internal inhibition: in other words, it is an inhibition which exists entirely internally, in the mind. There is no external threat, like the police coming to arrest her, which would prevent her from being angry with the doctor – purely an internal rule she had for herself.


What about the first inhibition? The one which said maybe her child wouldn’t get the very best treatment if she became angry with the doctor? Yes, that is an external inhibition, inasmuch as it was a fear of the consequences that stopped her venting her anger.


Let’s look back now at the example in Chapter 1 where David came round the corner and saw a teenager smashing his car window and starting to take the stereo out. David caught the teenager, and, sitting astride him on the ground, described himself as being completely overwhelmed with anger against this boy who felt he could simply go and take things that didn’t belong to him. So, now he had him on the ground, at his mercy, why didn’t he throttle him or smash his head up and down against the pavement? Again, the answer is ‘inhibitions’: but were they internal or external? Was it the fear of being hauled off to court himself on a much more serious charge than theft, or was it some deeply ingrained rule that said that you don’t go smashing people’s heads up and down on the pavement no matter what they’ve done?


Who knows? Probably a combination of the two. Either way, the episode certainly illustrates the power of such inhibitions because David clearly was, from his description, absolutely beside himself with rage.


Another example of the power of internal inhibitions – simple rules we make up for ourselves – came from a publican I was talking to recently. He described how one of his customers was arguing loudly with another and was going to hit him. The man who was about to be on the receiving end of the punch took a step back, raised his hands in a placatory gesture, and said, ‘Hey, hey, hey . . . I’m over forty.’ This remark, said the publican, just put a pause into the proceedings while the would-be assailant checked his memory banks to see if there really was a rule against hitting people aged over 40. Interestingly, and no doubt much to the relief of the potential recipient of the blow, by the time he had found that there wasn’t really such a rule the moment had passed and he just stomped off.


Inhibitions as brakes on anger


Inhibitions, then, are in fact wonderful things – rather like the brakes on the car, they prevent us from going too far too fast. Later on in this book we are going to see how you can use inhibitions to your own benefit, so it is a good idea right now to get used to the idea that inhibitions are not just very necessary, they are extremely helpful mechanisms built right into the structure of our brains. It is also worth emphasizing that referring to ‘inhibitions’ in this sense is rather different from referring to somebody as ‘inhibited’, as a term of criticism. What we often mean in that context is that the person is constrained from displaying any emotion, not just anger, so that they may appear cold, detached, self-absorbed and unable to ‘let themselves go’. But in the context of keeping our angry reactions in check, inhibitions – both internal and external – are just what we want.


Let’s take one example of somebody who had not developed his inhibitions strongly enough – someone to whom, as a result, I was talking inside a prison. Brian recounted how one night he was standing at the bar, having a drink with a friend. He thinks he had probably had four or five pints of beer by the time the following incident took place. He says he was just lifting his pint mug to his mouth when somebody nearby jogged his elbow, with the result that a good amount of beer went not into his mouth but all over his face and chest. The next thing he knew, Brian had smashed his beer mug against the bar and pushed it into the man’s face – thereby, of course, inflicting very severe injury indeed. The net result of those few seconds for Brian was a five-year prison sentence. It was a great pity for both men that the assailant had not worked on developing his inhibitions. Again, those inhibitions could have been external (I’ll end up in prison, I’ll be thrown out of the bar, the police will be called) or internal (it’s not right to go around attacking people).


For most people, of course, the consequences of having undeveloped inhibitions are less dramatic than this: just a life which is impaired year after year by upsetting other people! So, there are immense benefits to be gained from learning about inhibitions and all the other techniques that we will cover later. For now it is sufficient to know about them and to know how important they are.


What holds us back?


Now we have seen how inhibitions operate, perhaps we can work out what holds people back in each of the situations we have looked at.




•   Why doesn’t the person who hears loud music from next door immediately go round and complain angrily? Answer: internal inhibition: ‘It’s right to be tolerant towards your neighbours’; external inhibition: ‘If I do that he will probably come round here complaining as soon as I make a noise, and he will probably go around badmouthing me to all our other neighbours.’


•   Why didn’t Pam get angrier with her noisy-eating husband? Answer: internal inhibition: ‘I must try and limit the amount of complaining I do, this is only a small thing’; external inhibition: ‘I have probably got some bad habits too, so if I complain about his eating, he will probably start complaining about all the things I do that annoy him.’


•   When people coughing during my talks used to annoy me, why did I not get angry with them and tell them to shut up or clear off? Answer: internal inhibition: ‘I shouldn’t speak rudely to people who have come to hear me talk’; external inhibition: ‘If I do that then there will be an icy-cold atmosphere for the remainder of the three days while everybody else is frightened to death of accidentally coughing.’


•   Why did Nigel not snap back angrily when his wife contradicted him in public? Answer: internal inhibition: ‘You don’t wash your dirty linen in public’; external inhibition: ‘People will think worse of me if I do that.’


•   Why did Alan, the electrician who was asked to do too many jobs, not say ‘no’ to his boss straight away? Answer: external inhibition: his boss might think worse of him and, come the time for redundancies . . .







SUMMARY







•   The ability to inhibit or control our anger is a very important ability to have. It is by no means a good idea to be ‘uninhibited’ where expressing our anger is concerned.


•   This is not to say that you should never be angry; rather, that you will be able to control your anger. As we saw in Chapter 1, irritable and over-angry people are those whose reaction is out of proportion to the situation that provokes the reaction.


•   Inhibitions are like the brakes of a car: sometimes they stop the car moving, but often they simply ensure the car moves at an appropriate pace.


•   Inhibitions are of two main types: internal and external.


•   Internal inhibitions are the thoughts and moral guidelines we have for ourselves.


•   External inhibitions are the awareness of the consequences that would happen if you were to respond out of proportion to provocation.
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Constructing a system to explain irritability and anger


The ‘leaky bucket’


If we can put all that we have worked out so far into a diagram, it will help us predict when we are going to be irritable or angry and, more to the point, prevent it happening. So let’s have a look at Figure 4.1, which summarizes what we have said so far about Judy’s case.


[image: image]


Figure 4.1 Kept waiting in hospital


This is actually a particularly interesting example, because many people ask: ‘What happens to the anger?’ In other words, a lot of people assume that unless you ‘get rid of’ your anger, then it somehow just builds up inside you. This is in fact the reverse of the truth. What actually happens is that the anger just gradually dissipates. The best analogy is a leaky bucket full of water. The bucket was absolutely full in this case; Judy was very angry indeed. Nevertheless, over time, all that anger just gradually seeped away, just as water seeps out of a leaky bucket, and now in the ordinary course of things she doesn’t give it a thought. (Nevertheless, if you remind her of the event, it is like pouring some more water into the bucket!)


The key concept is doing what you think is appropriate in the situation. In this case the mother judged that her behavior was indeed appropriate as her child might well have not received the best treatment if she had kicked up a fuss. So, even in retrospect, she still judges that she did right. By the same token, we get angry with ourselves when, in retrospect, we think we did not behave correctly. Again, the important concept is behaving in proportion to the situation, doing what you think is right in the particular situation. (Later on, we will look at why our judgement sometimes goes haywire so that on occasion we let ourselves down very badly.)


Figure 4.2 shows the same model applied to a different situation. The key difference is that here the inhibitions weren’t strong enough to control the level of anger experienced by Sue. The anger therefore simply overcame her inhibitions and produced a response of ‘ranting and raving’.


[image: image]


Figure 4.2 Mug breaks on floor


Actually, this does Sue a slight disservice. Certainly this is the way she described the incident – that she simply ‘lost it’, in other words, simply lost all control. But if that were really true, why did she not pick up the carving knife (they were in the kitchen after all) and stab her son fifty times? Clearly her inhibitions were functioning to a degree, but only at a relatively weak level; or maybe they were functioning reasonably well, but the breakage produced such an immense level of anger that they were still almost overwhelmed.


When the bucket overflows


Let’s pursue this line of thought a little further by considering the case of Steve and the door left open in the pub. This fits into our model as shown in Figure 4.3.


On the face of it, this is an accurate representation of what happened. However, if you recollect the exact situation as recounted at the beginning of Chapter 1, you will see that I have omitted the fact that this was the fifth time the door had been left slightly ajar. On each of the previous four occasions, some extra anger had been tipped into the bucket. So, by the time person number five comes along and adds his ladleful to the bucket, the whole thing is brimful and ready to overflow – and he gives five the whole bucket full of anger. You may also recollect that Steve said when he was telling the story that the ‘victim’ was quite a small man. What if he had been six feet three and built to match? Possibly that would have strengthened Steve’s inhibitions! Most people feel inhibited about picking a fight with someone twice their size.


[image: image]


Figure 4.3 Door left open in bar


This concept of anger building up to the point where it overflows is an important one. Adrian, a senior salesman, told me the how he was repeatedly away from home on business, jetting around the world to various exotic destinations for weeks on end. While he was away his very attractive young wife Jenny took to having one affair after another. Gradually Adrian became suspicious and, after he had confronted her several times, Jenny admitted what had been going on. Though obviously hurt, Adrian thought he could cope and put it to his wife that so long as she told him everything he would be prepared to make a fresh start. So, through the course of the evening, Jenny confessed to the four affairs she had had. She went slowly and tactfully, and Adrian was able gradually to come to terms with what had happened. They went to bed, resolved that they could put it all behind them and make a fresh start.


But Jenny had remembered a fifth affair, and when they woke up the following morning, in the spirit of making a clean breast of everything, she confessed it. For Adrian, this was enough to make the bucket overflow, and they divorced.


What makes you angry?


By now you should be able to start making a tentative analysis of what makes you irritable and angry.




•   You may well be able to identify several triggers; for most people there is more than one thing that makes them angry.


•   You may even be able to quantify the amount of anger that each trigger typically produces, perhaps using a ten-point scale where 10 out of 10 is the angriest you could ever be!


•   Maybe you can identify what inhibitions come into play: both your internal inhibitions (the personal morality and rules you have for your own behavior) and the external inhibitions (consequences that may befall you if you over-react).


•   You may also be able to reflect upon the various responses you have made in the past when these triggers have set off your anger.





There is no need to do all that at this stage unless you want to; later on we will look at how to analyze these elements carefully, and what to do once you’ve analyzed them. It can be very rewarding work. But for now it may be useful to consider the kinds of questions we will be asking.




SUMMARY







•   We can construct a realistic model which explains how anger and our subsequent reactions to it come about.


•   It is well worth doing this because we can then analyze both our own actions and reactions, and those of others. Armed with this awareness, we can then intervene to lessen the anger we experience – and, moreover, to alter the responses we produce. It is those responses that people normally refer to as our ‘irritability’ or ‘anger’.


•   We will be developing this model as we go on through this book. The key headings so far are: the trigger (what triggers our anger); the anger itself (which can gradually build up, like increasing amounts of water being poured into a bucket); inhibitions (which stop us constantly giving vent to our anger); and the response (which can range from nothing at all, when we completely control our anger, through to catastrophic responses when we totally fail to control it.)


•   Importantly, there is no need to ‘let our anger out’. Very often, ‘letting our anger out’ simply makes it worse. Better to let it slowly seep away, like water running out from a leaky bucket.
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Why don’t other people feel angry at the things that bug me?


If we can really plot things out just as neatly and tidily as described in the previous chapter, then you would think that what triggers one person’s anger would trigger the same response in another person. And, to a large extent, this is true. Most people, for example, don’t like other people shouting and swearing at them. It makes them angry; it is a trigger for their anger. Most people don’t like other folk stealing from them; that too is a trigger for their anger. Most people don’t like sitting in interminable traffic jams. That too makes most people angry, to a greater or lesser degree.


But it is also true that people respond quite differently to some triggers. For instance, one person may get angry at the sight of teenagers playing football outside his house, whereas another may view it as part of community life.


Seeing things differently


And that is the point. It is all to do with how we view the event in question. If we take a hostile view of it, then it will indeed become a trigger for our anger. If we view it tolerantly and benignly, it won’t.


This is not to say that we should view everything in a tolerant and benign way. As we shall see later, anger can be very useful and productive. Nevertheless, for the time being, let us just look at how things normally work.




•   How come one person kept waiting in a hospital outpatient clinic became really angry whereas another person didn’t? Answer: because the first person viewed it as inconsiderate and arrogant to schedule everybody in for a two o’clock appointment in a clinic which lasts three hours, and believes that people should show proper consideration for each other. The second person says, ‘It’s just one of those things,’ and expects no better from people.


•   Why does one man get intensely irritated by teenagers playing football outside his house, while his next-door neighbour doesn’t? Answer: because the first person sees it not only as lacking in consideration because of the amount of noise it creates, but also as a symbol of living in a more down-market area than he would wish to. The second person sees it as part and parcel of living in a friendly, lively community.


•   Why did one of the group of three men sitting by the bar door get up and confront the person who left it ajar, whereas the other two weren’t bothered? Answer: because that man believed that each person who left the door open was doing it as a deliberate provocation and felt that he was losing face in front of the other drinkers. The other two felt there was no offence meant – just that people coming into a bar are normally more concerned about getting a drink than closing the door.


•   Why does one woman get angry about her husband eating in a very noisy way, while the same thing doesn’t bother thousands of others at all? Answer: because she sees it as a symbol of the difference between their backgrounds, a constant suggestion that they really should not be married at all; for her, it epitomizes the difference between them. For others, how much noise a person makes when they eat has no significance.


•   Why did I at one stage get particularly uptight about people coughing during my talks, whereas later on it didn’t bother me? Answer: because initially I thought that they might not be paying me enough attention, or even be deliberately provoking me, whereas later I felt they were doing well to come to the course when they could be off sick.


•   Why does one parent get angry when their son drops a mug on the floor and it breaks, whereas another simply says, ‘Never mind’, and gets him to sweep it up? Answer: because the first person sees it as wilful carelessness and a disregard of how much it costs to replace things, whereas the second realizes that they can easily afford to buy another mug without noticing it.


•   Why does one man get angry when his partner contradicts him in public whereas another one doesn’t? Because the first man views the contradiction as saying to everybody present that his wife doesn’t respect him, whereas the second man views it as ‘just the way she is’.


•   Why does one mother get angry when she finds her daughter taking a leisurely bath whereas another doesn’t? Answer: because the first mother said to herself that her daughter was only having a bath to avoid tidying her room, whereas the second mother was pleased to see her daughter taking good care of herself.


•   Why does one father get angry with his son when he sees he has not completed his homework, whereas another father doesn’t? Answer: Because the first father says that his son is a lazy good-for-nothing so-and-so who is trying to pull the wool over his eyes, whereas the second father says that any normal 12-year-old is bound to be more interested in watching television than doing his homework.





And so on. In other words, it is not so much the trigger in itself that produces the anger; it is what goes through the person’s mind when prompted by the trigger.



Appraisal and judgement


Returning to our model as set out in Chapter 4, we can now extend it to apply to three of the cases we have looked at, as shown in Figures 5.1–5.3.


This one extra box we have put into our model, headed ‘Appraisal/Judgement’, is a very important one indeed. It means that no longer are we at the mercy of events, or ‘triggers’. Now we can see that it is we ourselves who can decide what to make of these events, how to appraise or judge them. It is our appraisal or judgement which will determine whether we will get angry and to what degree. What is more, we can actually check out our appraisal with that of others. For example, the man in the bar could have said to his two friends: ‘Do you think these people are deliberately leaving the door open to annoy us . . . do you think everyone is laughing at us behind our backs?’ Whereupon, in all probability, he would have been reassured that this was not so, that the door was just not working properly, and this might have prevented him from getting angry.


[image: image]


Figure 5.1 Kept waiting in hospital


There is an important point here. Many people think that because they believe something is true, it necessarily is true: for instance, in this case, ‘Because I believe he left the door open to annoy me, it is true that he did indeed leave the door open to annoy me.’ This is very far from being the case; but it is an easy trap to fall into until we get used to questioning our judgements and checking them out with other people.


[image: image]


Figure 5.2 Mug breaks on floor


[image: image]


Figure 5.3 Door left open in bar




SUMMARY







•   This chapter has added just one more box to our model, but it is an important box.


•   That important box, ‘Appraisal/Judgement’, goes between ‘Trigger’ and ‘Anger’, and may totally prevent the trigger producing anger.


•   Later, we will look at ways of examining and altering our appraisals/judgements. For the time being, it is enough to know that simply because we think something is true, that does not actually make it true.


•   We are now working towards a comprehensive model with which to examine events that make us angry out of proportion to what one would reasonably expect.
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Why isn’t everybody irritated by the same things?


This sounds like pretty much the same question we asked in Chapter 5, and in a sense it is. But bear with me, because there is a significant difference. You will remember that, in Chapter 5, we asked the question: ‘Why do some triggers make me angry but not other people, and vice versa?’ and the answer was: because you might appraise and judge the situation one way, and other people might appraise and judge it another way. The question we are really addressing in this chapter, to put it in its fullest form, is: ‘Why do I appraise and judge a situation in one way, whereas somebody else might appraise and judge it in quite a different way?’


Beliefs and judgement


So, how come you appraise and judge a situation one way while some other people appraise and judge it in another way? The answer is: ‘Because of the basic beliefs we have all developed over the years.’ These beliefs can be of several different kinds, for example:




•   beliefs about how other people are, what the world is like, even about how we compare with other people;


•   beliefs about how people are meant to behave, how people ‘learn lessons’, what’s important in life, and so on;


•   beliefs about how other people would see a particular situation, including possibly how a jury in a court of law would see it.





How do these beliefs fit in with the model we developed in the previous chapter? Clearly, our beliefs are going to influence:




•   our judgement and appraisal of the trigger;


•   our anger;


•   our inhibitions;


•   our feelings of anger;


•   our response.





So now our model has another element in it, as shown in Figure 6.1.


[image: image]


Figure 6.1 A model for analyzing irritability and anger


It’s probably easiest to see how this works if we go through an example or two.


What about the man in the bar, sitting with two friends, who finally jumps up and confronts the fifth person who comes in and leaves the door open? How come it was he who jumped up, rather than one of his two friends?


Working through our model, we can see that the trigger was just the same for all three of them: so that can’t be the difference.


What about the appraisal or judgement each of them makes? This will be affected by their beliefs about what other people are like. If one of them believes that people, generally, are ‘all selfish bastards who don’t give a damn about anyone except themselves’ he will probably interpret the situation differently from someone who believes that people ‘are all basically good, though sometimes their goodness needs bringing out’. So maybe that was the key difference between Steve (the one who jumped up and confronted the newcomer) and Ben and Chris (who didn’t).


Now we can move on to our next box, marked ‘Anger’. We can see that, primed by his beliefs about people in general, Steve’s brain is already more likely to be angry than either Ben’s or Chris’s; and it will be ‘recommending’ to Steve that he makes a response in keeping with how he feels. At this stage, too, beliefs come into play. If Steve believes that ‘people only learn anything if you give them a good bollocking’ then the chances are that his brain will be recommending something different from those of Ben and Chris, who believe for the most part that ‘the only way people learn anything is when they are allowed to sit down and think things through’.


From here we move on to ‘Inhibitions’. By now we can see that Steve, who thinks that people are ‘all selfish bastards who don’t give a damn about anyone except themselves’ and that ‘people only learn anything if you give them a good bollocking’, is already thinking in terms of a pretty hostile response. But possibly his inhibitions will tone it down. If he believes that ‘you don’t show your anger in public’, that might keep him under control. Equally, if he believes that ‘if you confront somebody they are liable to attack you’ then that too will restrain him, so long as the person leaving the door open is bigger than he is. On the other hand, if he believes that ‘if somebody deliberately provokes you then you’ve got to show them who’s boss,’ this is unlikely to do much to keep his anger in check.


Finally, then, we come to his response. We can see that beliefs are going to play a part here. If he believes that ‘It’s all right thumping somebody but you don’t ever use a weapon,’ his response is clearly going to be of a different order than if he believes that ‘If you’re going to pick a fight with somebody you have to be tooled up.’


So we can see in this example that the beliefs Steve holds are going to affect him at every stage. And these beliefs are nothing to do with the situation in question; they are beliefs he holds day in, day out. So if Steve wanted to radically alter the way he is, the way he feels and the way he reacts, he could work on his beliefs, perhaps bring them a bit closer to those of Ben and Chris. We’ll see how later on.


What about Anne and her 12-year-old in the bath? Anne, you’ll remember, got really angry with her daughter because she wasn’t tidying her room. Anne’s next-door neighbour, Elaine, also has fairly young children and she has always reacted differently to them in the face of stress. So let’s have a look at how our model would compare Anne and Elaine.


Again, the trigger or situation would have to be just the same: how would Elaine react if her 12-year-old had been resolutely not tidying her room, and how would this compare with Anne’s reaction?


Let’s have a look at the judgement or appraisal that each would make in the face of this event. Anne’s judgement is influenced by the fact that she believes that her daughter ‘deliberately does everything she can to annoy me’. Elaine, on the other hand, believes that ‘Children don’t annoy you deliberately, but they are naturally selfish and only lose that as they get older’. Anne, therefore, is inclined to see her 12-year-old’s behavior as deliberate defiance, designed to provoke her; Elaine, on the other hand, views her daughter’s similar behavior as a piece of thoughtlessness typical of a child of that age. As a result, Anne is inclined to be angry, Elaine much less so.


As a result of this belief, Anne’s angry brain is already recommending some kind of angry response. Unfortunately, Anne also believes that ‘You get nowhere by coddling kids,’ with the corresponding implication that ‘a firm hand’, either metaphorically or literally, is what is required. Elaine thinks differently. Even when she does get angry (which, you will be pleased to hear, she does sometimes) her basic belief is that ‘Children need a good example set for them.’ So, while she doesn’t mind confronting issues with her children, and them knowing that she is angry and hearing it in her voice, she does try hard not to ‘shout and scream at them’, and certainly doesn’t believe in smacking them.


What about inhibitions? Anne believes that if her neighbours hear her ‘going over the top’ in terms of shouting or smacking her youngster they will report her to social services. She says this is one of the main things that makes her able sometimes to control her temper. Elaine believes that it is simply not right to shout and scream at young children, and certainly not to hit them.


In terms of response, Anne thinks that ‘A good smack never did anyone any harm,’ while Elaine believes that ‘Adults hitting children is simply bullying.’


Beliefs and behavior


One of the interesting points raised by the example of Anne and Elaine is that it doesn’t matter whether beliefs are right or not, they still influence the behavior of the person who holds them. For instance, Anne may be correct in believing that ‘Kids do all they can to deliberately annoy you’ and Elaine may be wrong in believing that ‘Children are just selfish by nature and grow out of it eventually.’ It really doesn’t matter who is right and who is wrong: both are heavily influenced by their own beliefs. You sometimes even see the paradoxical situation where Elaine’s child may be annoying her quite deliberately but, because Elaine believes what she does, she not only leads a calmer life but also sets a better example for her child.


Let’s look at another example, this time involving flirting. Fiona and Graham live on a new housing development, and Graham has quite serious problems with jealousy. Hannah and Ian are another young couple who live nearby. Fiona and Hannah are good friends and are very similar in many respects. Unlike Graham, however, Ian has no problems with jealousy.


On several occasions Graham and Ian have faced more or less the same ‘trigger’. From time to time both couples find themselves at the same party – in fact, very often they will actually all go to the party together. Both Fiona and Hannah are warm, friendly and extrovert young women who like to have an uninhibited time simply in terms of dancing, drinking and feeling the pleasure of having friends around them. Graham and Ian appraise these ‘triggers’ in quite different ways. Graham believes that if a woman is married then she shouldn’t be showing any interest in any other man, and this is what he perceives Fiona as doing. Ian, on the other hand, believes that it is only natural for women to show an interest in men and vice versa. He simply believes that if you are married then ‘You shouldn’t take it any further than the interest stage.’ So, as a result of the same events, Graham becomes angry whereas Ian doesn’t. Graham’s angry brain is recommending to him an angry response, whereas Ian’s is not.


In terms of inhibitions, Graham believes that it is wrong to hit anybody, and certainly somebody you love, so even though angry he will not respond that way. (Interestingly, Ian is not totally averse to getting into fights; he does not believe that is totally wrong. Fortunately, however, he rarely becomes angry.) Graham also believes that if he ‘addresses the issue head on’ then (a) Fiona will think he is a ‘wimp’ for being jealous, and (b) this will put a damper on the fun they might have at any future party.


In terms of responses, Graham believes it is wrong to hit people so that is ruled out. He also believes it is undesirable to shout or to address the issue head on, so he tends not to do this. His beliefs about sulking, however, are not quite so negative; so that is what he tends to end up doing. Ian, on the other hand, believes that ‘Sulking is something women do,’ so even when angry doesn’t tend to respond like that.


It is clear from these examples that our beliefs can have an all-pervasive effect on us – not just on irritability and anger but on every aspect of our feelings and emotions: jealousy, anxiety, depression, anything you care to mention.


Beliefs and other people


Once a year my mother and I go off on two or three days’ holiday, just the two of us (my family stays behind and has a bit of respite). A couple of years ago we found ourselves in Paris, in an extremely nice hotel which we could certainly never have afforded had it not been for a very special offer at the local travel agent. Anyway, once there, we look around for what to do. Tickets available from the hotel include an evening at the Moulin Rouge which is, as you know, a kind of review bar for tourists. It looks good, and of all the attractions on offer it is the only one we have heard of. The only snag is that it is expensive: 900 francs per person for the evening – that’s about £80 or $125. However, this (it seems) includes everything: dinner, drinks, review, the lot. So we sign up, and the next evening off we go. The Moulin Rouge consists of a big stage on which a lot of girls strut their stuff – and an even bigger area where about five million tourists eat their dinners at tables crammed more closely together than you have ever seen before. We are given a terrific table, right next to the stage, are given complimentary drinks shortly followed by the first course of our dinner, and sit back for a good evening. As the show starts, I notice a very small card sitting on the table, pick it up and just manage to read what it says in the gloom. My hazy brain does a slow translation: ‘minimum drinks order 600 francs per person’. I am stunned. Not only having paid handsomely for our two tickets, we are now faced with having to pay another substantial sum for drinks. I am not even sure I have got that much money on me. Everywhere I look I see twenty-stone bouncers, and begin to realize the true meaning of the phrase ‘tourist trap’.


My mother is pretty engrossed in the show. I am feeling sort of nauseous, and, even from the inside, can tell I must look glazed. The Third Act finishes and there is a gap before the band starts up to herald the Fourth Act. At this point I mention, calmly of course, that there is a card on the table that says there is a minimum drinks order of £50 or $85 per person.


And this is where beliefs come in. Me, I believe that all big cities are the same and that if you go to a tourist trap then you expect to get trapped. My mother, she has had good holidays in France so, quick as a flash, she says: ‘No, it’s all right, the French are nice’ – without taking her eyes off the stage. It is a simple belief, deeply embedded and has ramifications for a thousand and one situations that might arise in France. (And, thank goodness, she was right: the card’s strictures didn’t apply to us.)


Not long after the Moulin Rouge experience, I came across another example of an extended version of ‘French people are nice.’ I was walking along a promenade in a quiet coastal resort, and coming towards me was a man of about 25 who clearly had significant learning difficulties. He had a rucksack which was causing him some trouble: he had managed to get it properly hooked over one shoulder, but the other side was sort of pinning his arm halfway behind him. This posture will be familiar to anyone who has ever tried to put a rucksack on; and it’s much more easily sorted out by someone else than by the wearer. So this man simply walked up and stood in front of me without saying a word; and I sorted out his rucksack.


What does that say about this man’s beliefs about other people? ‘Other people are nice.’ So nice, in fact, that if you are having trouble with your rucksack, all you have to do is go and stand in front of a random person and he or she will sort you out. You don’t even have to say anything!


So, not only do underlying beliefs influence just about every moment of your life; but doing a bit of work on your beliefs can pay off handsomely. We’ll look at how to do this later on in the book.


Where do beliefs come from?


Some of you reading this might be wondering where our beliefs come from. Well, clearly they come from our experiences. Many of them come from early experience (our childhood, school and upbringing) and are never revised. Sometimes, for example, people are taught as children that everybody in the world is out for what they can get, so you have to watch your back. Others, although they are not explicitly taught such lessons, pick them up for themselves through observing others. Equally, many people are taught as children that ‘people are basically good’, or have had the sort of upbringing which has led them to believe that this is the case, whether or not it was spelt out for them.


On the basis of these ‘mega-beliefs’ we make rules for ourselves. For instance, if I believe that everyone is out for what they can get, I will have a series of sub-beliefs along the lines of ‘I must keep my wits about me,’ ‘You have to watch everybody like a hawk or they’ll take advantage of you,’ and ‘If you give someone an inch they’ll take a mile.’ Equally, if I believe that people are basically good I will have a series of sub-beliefs along the lines of ‘We must trust each other in order to flourish,’ ‘The best place to relax is in the company of others,’ and so on.




SUMMARY







•   We set out in this chapter to answer the question of why a particular situation would irritate one person and not another.


•   We came to the conclusion that it is to do with our beliefs about ourselves, other people, the nature of the world, how people are meant to behave and how we are meant to behave.


•   These beliefs are developed over the years through our experiences and observations, often based on the things we are told when we are young.


•   We found that our beliefs also underlie our inhibitions. Some people believe that you shouldn’t ever hit anybody, even if it’s called ‘smacking’. Other people believe you mustn’t hit anybody unless it’s someone much smaller than yourself, like your child. Other people believe that it’s wrong to shout. Other people believe that it’s right to talk things through with people even if they are very young. Other people believe that to set a good example is very important. All these beliefs will form part of our internal inhibitions. Others are much more constrained by the likely results of their actions, so believe that it is ill-advised to pick a fight with somebody bigger than you, as you’re likely to get hurt; these beliefs form part of their external inhibitions.


•   People even have beliefs about the kind of responses it’s okay to make. Some people believe that an obviously aggressive response is inappropriate, but sulking would be okay; and so on.


•   All this knowledge about beliefs and their influence forms another important area that we will be able to use to our benefit when we come to Part Two of this book.
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Why am I sometimes more irritable than at other times?


Up to now we’ve concentrated largely on the question, ‘Why do some people get angry more easily than other people?’ And we’ve come up with lots of answers – or at least, we could work out lots of answers for lots of different situations if we wanted to by going through our model. Some of the answers might be as follows:




•   John gets more angry than Ken because John finds himself in more anger-making situations than Ken does.


•   Laura gets more angry than Mona because Laura tends to judge and appraise situations differently from the way Mona does.


•   Norma gets more angry than Olive because her inhibitions aren’t so well developed.


•   Pete seems to get more angry than Quentin because Pete will countenance more hostile responses than Quentin does. For example, Pete will shout and threaten while Quentin tends to sulk.


•   Rachel gets more angry than Sarah because Rachel believes that other people are basically a self-centred lot who can’t be trusted, so she tends to misinterpret some situations.





And so on.


So, we can now make some more informed and reliable judgements about why some people get more angry than others, or seem to be more angry than others (because of the way they respond when they are angry). And this is good, because if we want to be one of those people who is angry less often we can already see that there are going to be some very powerful things we can achieve. We have a nice model which we can apply systematically in your own particular case.


Moods


But for many people it is the variation in their irritability that really concerns them: in other words, some days they feel really irritable, other days they don’t. If you are one of these people then you will know that this variation causes major problems for people around you, because they never know ‘what mood you’re going to be in’. So they can never relax properly with you, and that in turn means that the feelings of intimacy and closeness that would otherwise develop between you and them simply don’t have a chance to take root.


Moreover, you will also know that this causes major problems for yourself – not just in how it impairs the intimacy of relationships, but also because you continually feel as though you have ‘let yourself down’. If you have these big variations in irritability you will sometimes look back on things you did yesterday, or even earlier on today, and feel embarrassed or ashamed by them. For, although they seemed perfectly sensible and justifiable at the time, now you can see that you were being excessively irritable – you were in ‘a bad mood’. (Actually, they don’t always seem that sensible at the time; maybe you know when you’re feeling irritable, and that’s a very bad feeling. The trouble is that it seems very difficult to ‘snap out of it’ at the time, and indeed it is.)


The good news is that there are all sorts of things that we can do to keep ourselves in a ‘stable mood’. But first we need to focus on the key concept of ‘mood’.


In terms of our model, like ‘Beliefs’, it influences all four of the major boxes from ‘Appraisal/Judgement’ downwards, so that the model now looks like Figure 7.1.


How does this work? First of all, take the way mood influences the way we appraise and judge things. Try thinking of Tim, who does indeed have problems with his moods and who will see things quite differently depending on whether he’s in a good mood or a bad mood. He drew up a table to show just how differently things could look to him (Table 7.1).


[image: image]


Figure 7.1 A model for analyzing irritability and anger
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Uma has exactly the same problem with her moods, and she constructed a similar table (Table 7.2).
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It’s clear from these few examples that anybody who is in a remotely similar situation to either Tim or Uma will be having a great deal of trouble making sense of their life. One day they’re up, the next day they’re down. One day they’re laughing and joking with people; another day they’re snapping their heads off. Worse than that, it can vary from one half-hour to another. So what kind of things do we have to watch out for to keep our mood steady? Some of the main factors are:




•   Illness: mental illnesses (such as depression) or physical illnesses (such as viral infections) can both disrupt your mood.


•   Routine: it is very important to maintain a fairly consistent routine in terms of times of eating and sleeping, to maintain a steady ‘circadian rhythm’. Otherwise you find yourself in a permanent state of ‘jetlag’, which is very disruptive.


•   Exercise: humans are built for activity, and during phases when we don’t get this we are liable to be that much more irritable.


•   Diet: some people eat lots of sugar-rich food which sends their blood sugar level sky-high and then correspondingly low. Other people feed themselves so poorly that they are effectively suffering from malnutrition.


•   Drugs: routinely consumed drugs such as caffeine, alcohol and nicotine are vastly underestimated in their effect. Recreational drugs can also devastate one’s mood.


•   Sleep: getting insufficient sleep on a regular basis is bad news indeed.


•   Stress: having too much to do, too many pressures on you, tasks you find difficult to achieve, and other life stresses take a severe toll on your moods.


•   Social factors: arguments with friends, relatives and workmates; bereavement, separation and divorce; simply feeling lonely – these are just some of the social factors that can affect our mood.





If you know that you sometimes get irritable, the chances are that there are several items on that list which look familiar to you. The good news is that we can work on them, and later on in Part Two of this book, we will see exactly what to do.


There are tremendous pay-offs here. Most people much prefer someone who is ‘the same every day’ to someone who is ‘downright moody’.


Case study: Georgina


Georgina went through a period of three years in her late teens when, she said, she would ‘snap anybody’s head off who looked at me in the wrong way’. It turns out this wasn’t quite true; there were just some days when she acted this way. Other days she was a thoroughly agreeable young person with lots of friends, a nice family life and occasional boyfriends. It turned out that the reason she was sometimes so irritable is that she was prone to get quite depressed, mainly on account of her boyfriends being only ‘occasional’. When she did feel depressed, however, she was snappy in the extreme, and even people’s attempts to cheer her up provoked an abrasive reaction. Unsurprisingly, some of her friends drifted away, while even the ones that remained tended to treat her with some caution.


The solution to Georgina’s problems was twofold.


 


•   First, she gradually worked on her depression until she settled in a fairly consistently happy mood. This was difficult, because she had set up a vicious circle whereby her depression caused her irritability, which caused some of her friends to desert her, which in turn exacerbated her depression. Nevertheless, she implemented three significant measures which helped her to be happier.


•   Second, and while she was working on her depression, she also worked on the ‘Response’ box in our model. In other words, she trained herself to ‘button my lip and count to ten’ whenever she felt like snapping.


 


The net result is that both she and her friends feel that life is now more predictable and, partly as a result, more rewarding.




SUMMARY







•   Sometimes you may be more irritable than at other times. One day you may be in a good mood, the next in a bad mood. The key concept here is ‘mood’.


•   There are lots of factors that influence our mood, notably illness, routine, exercise, diet, drugs, sleep patterns, life stresses and social factors.


•   We can work on these (as we shall see in Part Two) so that, if we want, we can be not only difficult to anger, but reliable and consistent: ‘the same every day’!
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Is it always wrong to be angry?


Briefly, the answer is ‘no’. However, perhaps it is always wrong to be irritable.


Why is it not wrong to be angry? Simply because the question of whether anger is ‘wrong’ or not doesn’t really arise. Rather like gravity, anger is part of life; so to start questioning whether it is good or bad is to head up something of a blind alley.


This is not the whole story, however. Perhaps we can give a better answer by asking what purpose anger serves. Most of the things that are ‘part of the human condition’ do serve a purpose and one suspects that anger is no exception.


Anger and disapproval


One purpose is to help to produce ‘socialization’ in other people: in other words, to encourage other people to behave in the way we would like them to – or, more accurately, to discourage other people from behaving in a way we don’t want them to. The distinction is not just a question of semantics. It is, in fact, possible to influence a person’s behavior much more by encouragement than by discouragement. This point was encapsulated by the old cartoon depicting a fearsomely old-fashioned school with a notice on the wall reading ‘the beatings will continue until morale improves’, neatly making the point that some things simply cannot be produced by beatings – or anger, or any other negative means. Nevertheless, for our present purposes it is worth noting that anger does indeed serve a function of discouraging behavior that we don’t want.


The trouble with this is that if we happen to be rather intolerant individuals, then we can feel there is a tremendous lot of ‘behavior we don’t want’, which in turn means that we will spend an awful lot of our lives being angry. (In this context the concept of ‘zero tolerance’ seems to me a disastrous one. For the state to discuss, advocate and encourage a principle of ‘zero tolerance’ seems doomed to produce adverse consequences across the board.


On the other hand, if we ourselves are fairly tolerant individuals, and know what behavior we like and dislike in each other, then anger can be a highly appropriate response, though of course in moderation. Maybe ‘anger’ is not really the right word in this context; possibly ‘annoyance’ is nearer the mark. If somebody cares for us and cares about what we think, then to see that their behavior has annoyed us even slightly would be sufficient to influence them.


One piece of good news is that there is much less undesirable behavior than we think. Take the case of Walter and Yvonne, who were out for a day trip to the seaside with their children aged ten and twelve. It was 12.30 p.m., just coming up to lunchtime, when the family was walking past an ice-cream van near the beach. The ten-year-old asked for an ice cream, to which his father replied: ‘No, it’ll be lunchtime in a quarter of an hour.’ The boy was not to be pacified, however, and persisted in trying to persuade and cajole his father to buy an ice cream, refusing even to move on past the van.


His father’s response was to insist: ‘If I say no, I mean no. If you really want one, then you can have one after lunch.’


This was no good; the ten-year-old wanted his ice cream there and then, and achieving this was evidently becoming more important than life itself. His father, for his part, felt that it was important to make a stand and show his son that you can’t always have what you want.


Well, I will spare you the ghastly details, but suffice to say that that was the end of their day trip as any sort of enjoyable enterprise.


I talked to Walter about this afterwards in terms of the personality characteristics being displayed by the ten-year-old boy. What it boiled down to was that he was being very assertive and very persevering, both of which characteristics his father thought were admirable ones he’d want in his son when he became an adult. So, paradoxically, he felt he should be encouraging such characteristics rather than just getting angry when they are displayed!


This is only one small example of how tricky it can be to judge and appraise situations. Much more often than it seems at first sight, the characteristics that are being displayed when we are tempted to get annoyed are ones which, in other circumstances, we would actually value rather than condemn.


What it boils down to is that anger – or at least annoyance – can be entirely appropriate to express disapproval of other people’s behavior, when we really are sure that we disapprove of it.


Anger and motivation


Anger/annoyance also has another purpose, namely to provide us with the motivation to do things we otherwise wouldn’t do.


One of the angriest times I have ever experienced was when our nine-month-old daughter got locked in the car on a very hot summer’s day, with the keys also in the car. Nearby was a man from the emergency rescue service who wouldn’t help us in spite of our being members.


It was the middle of June, Amelia was in her buggy on the back seat of the car, and my wife had inadvertently locked the keys in the car. Distraught, she left Amelia and the car and went out on to the street, with our other daughter who was two, to seek help. As if the gods were really with her, she spotted a man wearing the uniform of the rescue service just fifty yards down the street. She explained her plight, to which the man replied ‘Are you a member?’


Patricia said yes, she was, to which the reply was: ‘Have you got your membership card?’


Patricia said: ‘Yes, it’s in the car.’


And the man’s response was: ‘Well, I can’t do anything without your membership card.’


However, in a fit of generosity he loaned her a coin to phone me up so that I could come with the spare keys. I got there as quickly as I could, gave Patricia the spare keys and went to speak to the ‘rescue’ man.


I say ‘speak to’, but that is perhaps misrepresenting what followed. I gave him a full and thorough account of what I thought of him and his family, lasting a good five minutes and much to the entertainment of passers-by.


Now, if you had asked me one sunny June afternoon to go and advise a representative of a road rescue service on how he should behave if somebody has locked themselves out of – and their baby into – a car, I would probably have said that I had better things to do. It was only the absolute rage I felt that fired me up to enthusiastically advise this particular man.


The same thing applies when we hear stories of people going to help strangers beaten up in the street, or countries declaring war on other countries that are trampling over the human rights of their neighbours.


How much anger is enough?


So, the interesting question arises as to how much anger we need to display in order to influence other people’s behavior. Clearly, there is a vast range available. As we said earlier, if a person cares about you and what you think, then your expression of the slightest hint of annoyance will probably be sufficient.


In fact, different rules hold good for physically violent situations such as war. So, for the moment, let us confine ourselves to non-violent interpersonal situations.


With anger, as with most other things, it is not a question of ‘the more the better’ if you want to be effective. The inverted U-curve, sometimes known as Aristotle’s golden mean, holds good here. If you like graphs, this is the thing for you. It is normally drawn as shown in Figure 8.1. It suggests that a little bit of anger will have some effect; a bit more anger will have more effect; but if you increase the anger too much, then the effect comes down again.


[image: image]


Figure 8.1 The traditional inverted U-curve


Actually, this ‘traditional’ inverted U is not quite what is needed in the case of anger. More accurate is the version shown in Figure 8.2. What this shows is that the ‘best’ amount of anger is just a small amount. If you increase it, the effectiveness decreases. And if you increase it even more, then the effectiveness is negative; in other words, what you are doing is counter-productive, and, far from influencing your target in the required direction, will provoke them to ‘dig their heels in’ or ‘react against you’, or however you like to describe it.
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Figure 8.2 Graph showing effective anger


If you don’t like graphs, forget this and think about someone who’s not very good at making a cup of coffee. For the sake of argument, let’s agree that the best amount of coffee to put in a mug is one rounded teaspoonful. So Andy comes along, puts two rounded teaspoonfuls in his mug, adds boiling water and milk, sits down to enjoy it and finds it doesn’t taste very nice. Of course, he doesn’t know why it doesn’t taste very nice because he’s no good at making coffee. So what does he do? He goes and puts in a third teaspoonful, which, of course, makes it taste even worse. And if he’s really hopeless, he may even go back and add a fourth.


Now, the coffee example seems ridiculous to most of us because we know how much coffee to put in a mug. Not to Andy, though, because he’s never made his own coffee before, and he has no idea how to do it. This is an exact parallel with some people and their anger. They start off by displaying much too much anger and find that they don’t get the desired result. So what do they do then? Get even angrier still. To an onlooker this is as bizarre as Andy putting even more coffee in his mug when he already has too much. To the person concerned, however, it doesn’t seem like that. ‘If that much anger didn’t work, then perhaps twice as much will,’ they seem to be saying.


In summary, anger, like pepper, is best in very small amounts, if at all.



Does irritability have a purpose?


What about irritability? Does the same argument hold good there? The answer seems to be ‘no’, because the essence of irritability is that it is unjustified and inappropriate – more a reflection of your mood than of anything anybody else has done.


I have heard it said that the advantage of being known as ‘irritable’ is that it keeps everybody else ‘on their toes’. The implication is that you will always be treated as carefully as though you were at your most irritable, because even when you are in a good mood people put it down to the fact that they are ‘handling you with kid gloves’. So they carry on treating you that way.


For most people this has only a superficial attraction. Most people want to be respected and liked at work and in social situations, and liked and loved at home. While irritability may force others to cover up the manifestations of their disrespect and dislike for you, it does no more than that. There seems no shortcut to acquiring respect, liking and love, short of earning it. Being irritable normally means starting off with an overdraft.




SUMMARY







•   Anger is okay in the sense that most people get angry at some times; it’s something we have to live with.


•   Nevertheless, it does seem that we can influence the behavior of those around us much more by positive means than becoming angry.


•   Even so, anger – or at least annoyance – is a reasonable way of expressing displeasure at what somebody else does.


•   In terms of how much anger is appropriate, it is almost always a lot less then we think. Indeed, too much anger is not only ineffective, it is distinctly counter-productive.


•   Irritability is never justified. After all, it is defined as ‘unjustified anger or irritation’!








PART TWO


Sorting It Out





 


Part Two of this book is all about solutions.


Having read Part One, you now know a lot about irritability and anger. However, knowing about a problem is not the same as solving that problem. So in this part of the book we examine all the possible solutions.


There are several ways of reading this part. Each chapter title gives you a pretty good idea of what is in the chapter and why you might want to read it. So you can, if you want, go straight to the chapters you think are most relevant to you and read those first. In fact, you will find it works even if you just read those, and omit the others. You can ‘pick and choose’.


Alternatively, you can read steadily from here to the end, including every chapter whether or not it seems relevant at first sight. This isn’t a bad idea, because some of the content may turn out to apply to you even though it might not have looked like it on first consideration. I have tried to include lots of examples (there are twenty-four, in fact), and some of them come up repeatedly; you might well find that you can easily identify with some of these cases.


At the end of each chapter is a summary and a project (or more than one!) to do. It is those projects which are really going to make a good impact for you if you follow them through.


Whichever way you tackle this part of the book, I hope you find it useful.
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Getting a handle on the problem: The trigger


If you think back to Chapter 4, where we were starting to work on the model of irritability and anger, you may remember that the most basic model looked like Figure 9.1. This diagram doesn’t contain all sorts of boxes that we added as the model developed, but does contain three of the most essential ones. We can see that if any one of these three boxes is altered, then the whole sequence of irritability and anger comes to an end.


[image: image]


Figure 9.1 A model for analyzing irritability and anger


For example, take Gerry, whose trigger is his neighbours playing music too loud. If that trigger doesn’t happen, then the irritability and anger don’t happen. Equally, even if the trigger does happen (the neighbours play their music), he still won’t respond with anger if he appraises it as ‘just them having a bit of fun – the thing to do is live and let live.’ And finally, even if the trigger does happen and he appraises it as ‘those awful people again – they need a good sorting out,’ he will still not display any irritability and anger if he takes himself off to see his friend in the adjoining road or puts his own earphones on.


So, this simple model yields three possible solutions:


1   somehow or other have the neighbours not play their music;


2   appraise it in a different light; or


3   respond in some different way.


In this particular example, which would you say is the best solution? Personally I’d go for either number 1 (ideally) or number 2.


Or what about Anne, who said she completely ‘lost it’ when she found her twelve-year-old daughter washing her hair in the bath instead of tidying her room? Again, there are three possible options:


1   she could have somehow got her daughter to tidy her room (we’ll go into how later on);


2   she could have appraised it a different way (‘Well, at least she’s keeping herself clean’); or


3   she could have responded in a different way, for example by taking herself off, calming down, and telling her daughter (again) that she expected her room to be tidied after she’d finished her bath.


Again it’s a matter of personal opinion, but possibly numbers (2) or (3) would be the front-runners in this case.


And what about Steve, who gave a good roasting to the fifth guy who left the bar door open? In that case he could have


1   removed the trigger (by moving to a different table after the first couple of times);


2   appraised it differently (‘There are worse things in life than having to push a door closed every twenty minutes’); or


3   responded differently, perhaps by asking each person to shut the door.


Possibly either (1) or (3) might be better in this case.


So, even with a simple three-box analysis some reasonably good solutions present themselves.


The odd thing is that in each of these cases the individual concerned had taken on a sort of ‘victim role’, as though they could do nothing about what was happening. So Gerry blamed the neighbours (‘What can you do if you’ve got neighbours like that?’), Anne told the story as just one more example of how ‘difficult’ her daughter was, and Steve saw his experience in the bar as one more example of how ‘ignorant’ other people are.



Keeping a diary


In fact, there’s no need to be a victim: there are lots of things we can do once we have ‘got a handle on’ the problem. In other words, once you know, reliably, what triggers your anger or irritability you are halfway to sorting it out. And really to get to know what triggers it, you have to keep a diary.


The best form of diary to keep, in the first instance, is illustrated by Diary 1. You will see there are just two boxes: one for you to write about the trigger, and the other one for you to write about how you responded. There is one blank copy of this diary included here, and there are ten more in the Appendix (pp. 278–85).


These diaries are very important indeed. Their function is, as I’ve just said, to enable you to get a handle on what makes you irritable and angry. If you can do this, you are halfway home. So exactly how do you fill them in? The answer is: it is best to fill in a diary sheet each time you get irritable or angry, and to do it as soon as possible after the incident. It is also a good idea to make your accounts as complete as possible. On the following pages I have reproduced more or less what was filled in by several people we have already described, when they kept their diaries.


Diary 1


Keep a record of when you get irritable or angry. Fill it in as soon as possible after the event. Note as clearly as possible what triggered your irritability/anger, and how you responded


[image: image]


Example (a)


[image: image]
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Example (b)


[image: image]



Example (c)


[image: image]


Example (d)
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Example (e)


[image: image]



Example (f)


[image: image]


Example (g)
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Reading your diary


Well, never mind reading your diary for the moment. Let’s first of all get good at reading other people’s diaries.


Even before that, let’s recap on what the point of reading these diaries is: it is to obtain insight into what makes you irritable and angry, so that you can take action about it. And, to do that, you will first of all have to develop the skill of reading diaries astutely.


Now let’s take the examples in order.


First of all, look again at example (a), in which Colin tells how he was driven to distraction by his neighbour’s kids playing football in the street. Which of the following possibilities do you think was the trigger:


1   the kids repeatedly running across his grass;


2   the football hitting his window;


3   the thought that his neighbours showed no consideration for him;


4   the belief that kids playing in the street makes the area look poor?


In this particular case the answer Colin gave was both (1) and (2); but what really irritated Colin was that the neighbours had no consideration for people around them, and indeed made the street look like a rough area. So in a way Colin’s anger had more to do with his appraisal and judgement of the trigger, rather than the trigger itself. Nevertheless, if he wants to sort out his irritability and anger he needs to spot the ‘visible’ trigger of the boys playing football. Once he knows this is his weak spot, then he can sort out how to re-appraise it, if that is what he decides on.


If Colin wanted to become less irritated and angry, he could view the children playing outside in a different light. He could view it simply as ‘kids having a good time’ and ‘showing that the street is a lively place to live’. Do you think that is likely to work with this man? No, neither did I.


So what is left? In this case, the main thing is to look in the response box. If you recollect, his response was to take the ball from the kids and storm round and shout at their mother. What other response do you think he might have made? Which of the following do you think would be best:


1   switch on the television, turn the volume up loud until their game is over;


2   every time the kids appear on the street, go round to their mother and put his point of view in as friendly a way as possible;


3   do nothing, just blank it all from his mind?


I would suggest that option (2) is the best one: to go round and put his point of view, amicably, just as often as he likes – preferably, from his point of view, just as soon as the kids appear on the street.


Many angry and irritable people make the mistake of thinking that the best reaction is (3), to ‘do nothing at all’. This is not necessarily the case, particularly if you think that you are legitimately aggrieved. In such cases it is only right to stick up for your rights, assertively. But ‘assertive’ does not mean ‘angry’ or ‘aggressive’.


So, in example (a), perhaps the best bet is for Colin to alter his response; and this is what he did. Nevertheless, the starting point was for him to be clear about what triggered his anger, rather than just thinking he was generally bad-tempered.


What about example (b), where five people, one at a time, came into the bar and left the door open behind them? They came at roughly 15–20-minute intervals and, finally, Steve got so angry that he confronted person number five.


So what was it that really triggered Steve’s anger? There are several possibilities; which one do you think is most accurate:


1   the door being left open and the consequent cold draft;


2   the expression on the fifth man’s face, being so self-centred and not caring about the cold air coming in;


3   Steve’s perception that he was being made to look foolish, having to get up all the time to shut the door that somebody else had left open;


4   Steve’s perception that he was not being given enough consideration by these other people?


Here, the literal trigger is (1), the door being left open and the ensuing blast of cold air. That – possibly in conjunction with the expression on the person’s face – led to Steve’s appraisal that he was being made to look foolish, that he was not being shown enough consideration.


So what could he have done to get rid of the trigger? (After all, getting rid of the trigger is normally what we want to do. If we can get rid of the trigger it stops the whole thing snowballing.) Which of the following would you recommend:


1   move to a different part of the bar, away from the door;


2   don’t look at the person’s face, so it doesn’t annoy you;


3   realize that you are not being made a fool of;


4   don’t worry about whether people are showing you consideration or not?


There is an argument in favour of each of these; which one(s) did you choose? Personally, I would go for number (1), even though it’s not very ‘psychological’. There are some things that most people would find irritating, and sitting by a door that people keep leaving open is probably one of them.


But what do you do, I hear you saying, if there are no other seats in the bar? In that case we have to look at the response. How did Steve actually respond? He jumped up and behaved in a threatening way to poor old person number five, having said nothing at all to the previous four people. So what might have been a better response? Maybe he should have just asked each person coming in to shut the door, in a non-aggressive way? We will look at this again later.


Now, you may have noticed that this bar example is rather different from the previous one. You may feel that there’s more point in discussing the neighbour example, because that is an on-going situation which keeps happening every day or every week, and it’s a good one to sort out a solution for. With the bar example, we seem to be harking back to something that’s over and done with, so what’s the point in going through it all over again?


The answer is that you can get so good at analyzing situations that you analyze them automatically, even as they’re happening. So, whereas Steve may not find himself in an identical situation again, sitting right by a bar door that people keep leaving open, he may find himself in a somewhat similar one. In that case, if he has worked out a way of dealing with it, he will be able to analyze it even as it’s going on and, hopefully, act in a better way.


What about example (c)? This was the case of Pam, who is so acutely annoyed by her husband when he eats noisily. Again, what do you think was the ‘real’ trigger for her annoyance:


1   the sheer decibel-level of her husband’s eating – he should learn to eat more quietly;


2   the fact that he carried on talking to her while he was still chewing;


3   the fact that she saw it as symbolizing their incompatibility;


4   the fact that she had nothing better to do than worry about how much noise her husband made when he was eating?


Numbers (1) and (2) are the literal triggers. So how could we remove them? Earplugs to cut down the decibel-level won’t help. Talk to him while he is chewing so that he isn’t tempted to talk while chewing? Perhaps not.


Really, the problem lies in Pam’s appraisal that the chewing symbolizes their incompatibility. So, ultimately, it is either that – or their incompatibility itself – that needs working on. Nevertheless, she does need to be clear on the initial trigger so that she can take action on it. In the interim she might also ask him to chew a bit more quietly. But that would probably be missing the point.


The next example, (d), involved Sue’s teenage son Ian, who dropped a mug on the floor and broke it. Again, what was the trigger:


1   the mug breaking;


2   the cost of the mug;


3   the loud noise the mug made when it hit the floor;


4   Sue’s appraisal that Ian is careless and needs to be taught a lesson?


Well, number (1) is obviously the ‘literal’ answer, but it is quickly followed by number (4). Clearly, once Sue knows what the triggers are for her thinking like that (‘he is careless and needs to be taught a lesson’) she can prepare a more helpful appraisal and train herself to use it at such times. (Such an appraisal might be: ‘We all drop things on the floor from time to time, youngsters especially. There’s no need to get uptight about it.’)


So, what have we got so far, from looking at these first four examples?




•   It is sometimes quite difficult to see exactly what the trigger is, because the ‘literal’ trigger and the appraisal are jumbled together.


•   It is worthwhile disentangling these two aspects, because then you can prepare a more helpful appraisal if need be, and be ready to use it next time the trigger for your irritation and anger appears.


•   Keeping a diary, on the model of Diary 1, is helpful in doing this.


•   Often the key lies in learning a different response, for example tackling the neighbour in a different way, asking people to shut the door, tackling the underlying issue of compatibility, telling the youngster to brush up the broken mug. But the same argument applies; before we can prepare a more helpful response, we need to be clear about what triggers our irritation and anger.





Let’s move on now and have a look at the other examples.


The fifth one, (e), was about Alan, the electrician who was asked to do too much by his boss. What was the real trigger:


1   being overloaded with work;


2   feeling he is being put-upon by his boss?


Clearly the literal trigger is being overloaded with work. Feeling put-upon by his boss is the appraisal Alan makes.


In example (f) Anne lost her temper with her twelve-year-old daughter who was washing her hair in the bath.


What was the trigger for her anger:


1   the sight of her daughter in the bath;


2   the fact that her daughter hadn’t tidied her bedroom;


3   the fact that she felt her daughter was being defiant;


4   the sense of frustration that she wasn’t bringing her daughter up very well?


You will notice that a fourth option has crept in here that has got nothing to do with baths, tidy bedrooms or anything else. And this is sometimes the case. For example, some people will fight and argue simply because they are ‘bored’ or ‘frustrated’ or whatever. So in this case it is a possibility that Anne’s anger has more to do with the frustration of wondering whether she is bringing her daughter up well than anything else.


In fact, frustration in general is frequently a trigger for anger or aggression, as was discovered by Miller and his colleagues back in the 1930s: a finding published as the ‘frustration–aggression hypothesis’.


So what was your best answer as to what the trigger was for Anne? Possibly it was a mixture of frustration (partly to do with whether she is bringing her daughter up well, partly to do with her inability to get the girl to tidy her bedroom) and just seeing her daughter sitting in the bath when she wanted her to be doing something else. Her perception of ‘defiance’ is more an appraisal, following on from the trigger.


And our final example, (g), was to do with Ken, the stressed-out executive. What was the trigger for his irritability:


1   trying to cope with more work than he could reasonably do;


2   his colleague Phil being tactless;


3   just being in a bad mood that day?


From his account it sounds as though it was a combination of all three. Certainly he was overloaded with work, so he was in ‘a bad mood’; but also perhaps the colleague was a shade tactless. Triggers can sometimes be slightly complex, as in ‘my colleague being tactless when I’m overworked and in a bad mood’. Quite possibly none of the three elements mentioned (tactlessness, overwork, bad mood) would cause him to be irritable on its own.


Reading your diary (again)


The previous section will have got you pretty good at reading diaries in general – which means that you are also going to be pretty good at reading your own.


So all you have to do now is keep a diary of most of the times you get irritable and angry, along the lines described. Then analyze it to determine your triggers.


What you a looking for is a (short) list of triggers for your irritation and anger. Here are some that other people have produced:




•   the neighbours playing loud music


•   the kids next door playing football in the street


•   the people next door showing no consideration for their neighbours


•   other people being inconsiderate (as in the bar door)


•   other people putting themselves above me (as in queue-jumping)


•   my husband eating his food noisily


•   my husband


•   my wife


•   my children


•   my partner


•   George, at work


•   my son being careless


•   being kept waiting


•   being contradicted or proved wrong in public


•   being overworked by my boss


•   being dumped by my boyfriend


•   my partner telling other people about things which were just between us


•   my wife flirting with other men


•   being made to look foolish in public


•   my daughter being lazy


•   my daughter being disobedient


•   my son telling lies


•   people stealing from me or damaging my property


•   bouncers


•   policemen


•   being carved up by another driver


•   being crammed in the tube


•   being stressed out


•   being bored


•   being tired







SUMMARY







•   It is important to have a very clear idea of what triggers your irritation and anger.


•   Once you have that, you can either remove the trigger (although this is frequently impossible) or take a range of other actions, which we will cover later on.


•   The best way of identifying what triggers your irritation and anger is to keep a diary; simply trying to recollect what triggers it is surprisingly unreliable. A good diary form for you to use (Diary 1) is included here.


•   When you keep your diary you will find that you sometimes confuse triggers with appraisals (for example, writing the trigger down as ‘half a dozen selfish so-and-so’s down the bar’ rather than ‘half a dozen people coming in and leaving the door open’). Nevertheless, this can be helpful because, once you come to make you final (short) list of what triggers your anger, you may decide that the ‘real’ trigger is indeed ‘other people’s selfishness’ rather than ‘doors being left open’.


•   A list of the triggers that other people have found for their anger is given above; this may be helpful as a starting point when compiling your own.







PROJECT







•   Probably by keeping the diary (Diary 1), get a crystal clear idea of what triggers your irritation and anger. It may be specific (people leaving the lounge door open) or diffuse (my son being careless – which could be manifested in lots of ways), external (someone else doing something, e.g. dropping a mug on the floor) or internal (within you, e.g. being bored, being tired). However you do it, become an absolute expert on what makes you irritable or angry, so that if someone were to ask you, you could give them a vivid description of what does it for you.


•   If possible, remove those triggers. You will find that this is surprisingly difficult. Some triggers can be removed, others cannot. Don’t worry in either case. The following chapters will show you what to do if the trigger can’t be removed. Nevertheless, if you can easily get rid of it, do so.
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Why do I get angry? 1: Appraisal/judgement


What you will learn in this chapter




•   The answer to the question posed in the chapter title: to put it more fully, ‘Why do I always get irritated and angry at things that don’t bother other people, and how do I sort it out?’


•   The most common errors made in the appraisals and judgements people make of triggering situations.


•   How to analyze some of the examples we have covered so far in terms of those common errors, so you get good at identifying such errors.


•   How to make better appraisals and judgements and avoid the errors described.


•   How to change your own behavior – permanently.






Why do I always get irritated and angry at things that don’t bother other people?


We covered this earlier on, but just by way of revision:




•   A potential trigger for anger occurs: e.g. you find your 12-year-old daughter in the bath washing her hair instead of tidying her room, having been asked to do so repeatedly.


•   You make an appraisal/judgement of that situation which is likely to produce anger: e.g. ‘She’s deliberately being defiant, she’s just trying to wind me up.’ (It’s worth noting at this stage that there is a possible alternative appraisal along the lines of ‘Well, she’s not tidying her room but at least she’s keeping herself clean and tidy.’)


•   Assuming you made the anger-inducing appraisal, anger ensues.


•   Your inhibitions may be strong enough to prevent the anger becoming apparent to anybody else.


•   Or possibly your inhibitions are not that strong, so the potential recipient gets a piece of your mind: e.g. the daughter gets shouted at.





In Part One we summarized this process with the model shown again here in Figure 10.1.


[image: image]


Figure 10.1 A model for analyzing irritability and anger


Appraising and judging in triggering situations: The most common errors


Happily, psychologists have completed a great deal of research into the kind of unhelpful appraisals that people make. And it turns out that such appraisals are not simply random: there are certain specific types of ‘errors’ that people tend to make. I’ve put the word ‘errors’ in quotes because while the appraisals may not necessarily be wrong, they are generally unhelpful to you. Read on and you will see what I mean.


A number of labels are given to the different categories of unhelpful appraisals that people make. Below are the ones that I think are the most important.


Selective perception


This means just what it sounds like: in other words, a person sees part of the story but not the whole story. For example, in the case of Anne’s 12-year-old daughter sitting in the bath washing her hair, she was indeed ‘not tidying her room’ – but that was only part of the story. She was also keeping herself clean and tidy. In fact, as it turns out, this was particularly relevant because she was appearing in a school play the next morning, so it was relevant that she was ‘well turned out’. However, to her mother’s perception she was simply ‘not tidying her room’.


Mind-reading


Again, this is exactly what it says. In our example it is manifested by Anne saying: ‘She does it deliberately to wind me up.’ How does she know her daughter does it to wind her up? The only possible answer can be by mind-reading. The point is that mind-reading is impossible, as far as we know. So Anne has no idea whether her daughter is really trying to wind her up deliberately or not. Therefore it is entirely unhelpful to jump to that conclusion. She might just as well jump to the opposite conclusion, that her daughter is not trying to wind her up deliberately. This is a very common way of thinking: many people assume that the person who irritates them does it deliberately.



Awfulizing


A clumsy word, but a good one for what it means. It refers to that phenomenon whereby, when we don’t get what we want, we will see the situation as ‘awful’. So, to take this example again, whereas some mothers, having failed to get their daughters to tidy their rooms, would tell somebody else: ‘I wish I could get my daughter to tidy her room. Do you know I spent all day nagging her to do it yesterday and still she didn’t do it,’ other mothers will see it as ‘awful’ and ‘the end of the world’. It is one example of ‘thinking in extremes’ or ‘black and white thinking’: seeing things as either wonderful or terrible, either perfect or awful, etc. It is good practice to develop the habit of thinking and talking in shades of grey, where, for example, events may be ‘not as I want’ but are not necessarily ‘awful’.


Use of emotive language


Which is the particularly emotive word that Anne used about her 12-year-old daughter? The one that I would pick out is ‘defiant’. She viewed her daughter as being deliberately defiant. This is a very strong word designed to make adversaries of mother and daughter. If one person defies another, then surely it is the first person’s duty to overcome that defiance. This is likely to be a very unhelpful way of phrasing things.


Incidentally, although I am writing this as though we are talking out loud to somebody else, when we make our appraisals and judgements this is not normally the case; normally, the ‘conversation’ is with ourselves. That being the case, the language can be even more emotive. We can think nothing of referring to other people, even our own family, as ‘bastards’ and worse.


Overgeneralization


This is where we notice a particular observation which is true (e.g. that the girl in question has not tidied her room) and then make a sweeping generalization from that fact (e.g. ‘She’s bone idle’ or ‘She never does anything I ask her to’). It is usually far better to stick to the accurate statement, i.e. ‘It is very difficult to get her to tidy her room.’ This of course puts her on a par with just about every other youngster, and it also clarifies what the problem is (trying to get her to tidy her room). Overgeneralizations are very common and usually very destructive.




EXERCISE







These five types of errors in appraisal and judgement are very important. Therefore I would like you to stop reading for a moment and just look back over the five headings; then see if you can think of an example for each of the five where you have actually thought or reacted in the way described. In other words:


•   an example of you showing selective perception (noticing only one aspect of a situation);


•   an example of where you were ‘mind-reading’ (assuming you knew someone’s intention when you could not possibly have done so);


•   an example of ‘awfulizing’ (where you portrayed to yourself that what has happened is absolutely ‘awful’ rather than just ‘not what you would have wished’);


•   an example of you using emotive language to yourself (describing an event in a way which is almost bound to get you ‘fired up’);


•   an example of you ‘overgeneralizing’ (noticing something that is true, but going way over the top with a generalization from it).





However, take care not to blame yourself for any of these; all of them are very common indeed, but do tend to be rather unhelpful for you.


What errors of appraisal/judgement are being made here?


Below are a number of examples of triggers, along with the appraisal/judgement that was made by the recipient. After each example is a list of the five errors in appraisal/judgement. Your task is to underline all the errors which apply to each example (sadly, one appraisal can exhibit several of the errors). You may wish to circle the error which you think is the main one in each case.


The first three examples have been done for you:


1   Trigger: Gerry has noisy neighbours playing music loudly next door. This happens every week or so and normally lasts for an hour or two.


Gerry’s appraisal: ‘They do that deliberately to annoy me – they don’t give a damn about what I think.’


Error(s): selective perception/mind-reading/awfulizing / emotive language / overgeneralizing.


2   Trigger: Colin’s neighbours’ kids are playing football in the street outside. This happens every few days and normally their game lasts for about forty-five minutes.


Colin’s appraisal: ‘They’re a bloody nuisance, they’ve got no respect for anybody, it makes it not worth living here.’


Error(s): selective perception/mind-reading / awfulizing / emotive language / overgeneralizing.


3   Trigger: A fifth man comes into the bar where Steve is sitting with Ben and Chris and leaves a door open (four others having done so previously).


Steve’s appraisal: ‘They just don’t give a damn about anybody.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / overgeneralizing.


4   Trigger: Pam’s husband eats food noisily and talks to her at the same time.


Pam’s appraisal: ‘I just can’t stand the way he eats, it just shows how he’s not my type of person.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / overgeneralizing.


5   Trigger: Sue’s teenage son Ian drops a china mug on the floor and it breaks. (Note: we know that Ian takes great care over his homework.)


Sue’s appraisal: ‘He doesn’t take any care about anything, he just doesn’t give a damn.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / overgeneralizing.


6   Trigger: Judy has to wait a long time in the outpatient department with her five-year-old daughter. Having witnessed the doctor and nurse working carefully with a number of patients, she then sees them having a tea-break after an hour and a half, relaxing and chatting to each other.


Judy’s appraisal: ‘They don’t care about any of us, all they are interested in doing is relaxing and flirting with each other.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / overgeneralizing.


7   Trigger: Out at a party, Nigel’s wife contradicts him several times in front of others.


Nigel’s appraisal: ‘She’s doing it deliberately to show me up and make me look small – I just can’t stand her any longer.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / overgeneralizing.


8   Trigger: Alan’s otherwise fair boss asks him to do another task towards the end of the day which will take him over his normal finishing time.


Alan’s appraisal: ‘He always treats me unfairly, he’s just a lousy bastard.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / overgeneralizing.


9   Trigger: Danny has told his long-time partner Vicky something he took to be in confidence. Vicky, however, has told several other people about this.


Danny’s appraisal: ‘That’s totally out of order – she has got absolutely no sense of what’s right and wrong.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / overgeneralizing.


10   Trigger: Graham and Fiona have been married several years. Fiona has never had an extra-marital relationship and is generally a very good partner for Graham. However, she does sometimes flirt with other men.


Graham’s appraisal: ‘She’s got no loyalty whatsoever; if I turned my back on her she’d be off like a shot.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / overgeneralizing.


11   Trigger: Brian, standing at the bar, has his elbow jogged and beer spills down his front.


Brian’s appraisal: ‘He did that deliberately.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / overgeneralizing.


12   Trigger: Paul’s twelve-year-old son says that he has done his homework in order to get to watch television sooner.


Paul’s appraisal: ‘The kid’s completely useless, I don’t know what’s going to happen if he carries on like this, he’s going to do no good.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / overgeneralizing.


13   Trigger: David sees a teenager stealing the stereo from the car.


David’s appraisal: ‘The kid was an animal, just thinks he can take what he wants, doesn’t give a damn about anybody, the arrogant sod.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / overgeneralizing.


14   Trigger: A bouncer outside a club speaks in a mildly irritated tone to a Tina, a twenty-year-old customer.


Tina’s appraisal: ‘Who does he think he is, these bloody bouncers think they own the place.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / overgeneralizing.


15   Trigger: A car overtakes Chris’s car and pulls in sharply in front of it in a line of traffic to avoid an oncoming car.


Chris’s appraisal: ‘Arrogant bastard, he only does that because he’s got a Porsche, he’s just trying to make everyone else look small.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / overgeneralizing.


The answers I would give are as follows:


4   Trigger: Pam’s husband eats food noisily and talks to her at the same time.


Pam’s appraisal: ‘I just can’t stand the way he eats, it just shows how he’s not my type of person.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / [image: image]


5   Trigger: Sue’s teenage son Ian drops a china mug on the floor and it breaks. (Note: we know that Ian takes great care over his homework.)


Sue’s appraisal: ‘He doesn’t take any care about anything, he just doesn’t give a damn.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / [image: image]


6   Trigger: Judy has to wait a long time in the outpatient department with her five-year-old daughter. Having witnessed the doctor and nurse working carefully with a number of patients, she then sees them having a tea-break after an hour and a half, relaxing and chatting to each other.


Judy’s appraisal: ‘They don’t care about any of us, all they are interested in doing is relaxing and flirting with each other.’


Error(s): selective perception / mind-reading / [image: image] / emotive language / overgeneralizing.


7   Trigger: Out at a party, Nigel’s wife contradicts him several times in front of others.


Nigel’s appraisal: ‘She’s doing it deliberately to show me up and make me look small – I just can’t stand her any longer.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / overgeneralizing.


8   Trigger: Alan’s otherwise fair boss asks him to do another task towards the end of the day which will take him over his normal finishing time.


Alan’s appraisal: ‘He always treats me unfairly, he’s just a lousy bastard.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / overgeneralizing.


9   Trigger: Danny has told his long-time partner Vicky something he took to be in confidence. Vicky, however, has told several other people about this.


Danny’s appraisal: ‘That’s totally out of order – she has got absolutely no sense of what’s right and wrong.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / [image: image]


10   Trigger: Graham and Fiona have been married several years. Fiona has never had an extra-marital relationship and is generally a very good partner for Graham. However, she does sometimes flirt with other men.


Graham’s appraisal: ‘She’s got no loyalty whatsoever; if I turned my back on her she’d be off like a shot.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / overgeneralizing.


11   Trigger: Brian, standing at the bar, has his elbow jogged and beer spills down his front.


Brian’s appraisal: ‘He did that deliberately.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / overgeneralizing.


12   Trigger: Paul’s 12-year-old son says that he has done his homework in order to get to watch television sooner.


Paul’s appraisal: ‘The kid’s completely useless, I don’t know what’s going to happen if he carries on like this, he’s going to do no good.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / overgeneralizing.


13   Trigger: David sees a teenager stealing the stereo from the car.


David’s appraisal: ‘The kid was an animal, just thinks he can take what he wants, doesn’t give a damn about anybody, the arrogant sod.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / overgeneralizing.


14   Trigger: A bouncer outside a club speaks in a mildly irritated tone to a Tina, a 20-year-old customer.


Tina’s appraisal: ‘Who does he think he is, these bloody bouncers think they own the place.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / overgeneralizing.


15   Trigger: A car overtakes Chris’s car and pulls in sharply in front of it in a line of traffic to avoid an oncoming car.


Chris’s appraisal: ‘Arrogant bastard, he only does that because he’s got a Porsche, he’s just trying to make everyone else look small.’


Error(s): selective perception / mind-reading / awfulizing / emotive language / overgeneralizing.




SUMMARY OF THE MAIN APPRAISAL/JUDGEMENT ERRORS







•   Selective perception: Where one or more important aspects of the situation are unnoticed.


•   Mind-reading: Where a person believes s/he knows what is in another person’s mind, especially their intention.


•   Awfulizing: Where some unwanted event is viewed as awful, tragic, terrible, disastrous, etc., rather than simply unwelcome.


•   Emotive language: Using strong language to oneself, almost automatically producing an angry reaction.


•   Overgeneralization: Making a sweeping generalization from one true observation.





Applying this to your own situation


Now you’ve shown you can analyze other examples, you need some examples from your own life to work on. To get these, we need a slightly more sophisticated diary, as shown opposite.



Diary 2


Fill this in as soon as possible after each time you get irritable or angry.




Trigger: Describe here what a video camera would have seen or heard. Include the day and date, but do not put what you thought or how you reacted.


[image: image]


Appraisal/Judgement: Write here the thoughts that went through your mind, as clearly as you can remember them.


[image: image]


Anger: Leave this blank for the time being.


[image: image]


Inhibitions: Leave this blank for the time being.


[image: image]


Response: Write here what a video camera would have seen you do and heard you say, as clearly as you can.


[image: image]


More helpful appraisal/judgement: How else might you have appraised the situation? To determine this, you might like to consider the following: What errors are you making (selective perception, mind-reading, awfulizing, emotive language, overgeneralization)?


 


If you had an all-knowing, all-wise friend, how would s/he have seen the situation?


Is a reframing of the situation possible? (A glass that is half empty is also half full.)


What would your cost–benefit analysis be of seeing the situation the way you did?





Methods of making your appraisals/judgements more helpful


There are four major ways of doing this.


Identify and remove ‘errors’ of judgement


This starts with analyzing your appraisal/judgement. So, for example, Anne, who saw her daughter ‘not tidying her room’, might realize that this was selective perception. In other words, while it was true the girl was not tidying her room, she was washing her hair and thereby making herself clean and tidy for the next morning’s school play. This positive aspect of the girl’s behavior was something that had completely eluded Anne. She had truly only perceived the fact that her daughter was not tidying her room. Once this ‘error’ had been spotted, the situation almost automatically rectified itself.


In the same way, Anne might also see that she was ‘mind-reading’, another ‘error’. In this instance she was saying to herself that her daughter was ‘deliberately winding her up’. Clearly this is mind-reading; how could the mother possibly know that the daughter had that intention? Once this has been spotted as an ‘error’, Anne believed it less firmly.


She also recognized that she was ‘awfulizing’. In other words, she was making the fact that her daughter had not tidied her room into the ‘biggest thing in the world’ – in her own words, ‘getting it out of proportion’.


She was also using emotive language, describing her daughter as ‘defiant’. This is a strong word which produces strong emotional reactions. What is more, it is also mind-reading: it implies that Anne can tell that the daughter has a particular motive in mind. The ‘error’ of using emotive language is easily corrected – you simply refrain from using it. You simply delete from your mind the phrase where the word ‘defiant’ was used.


And the final error is over-generalization: in this instance, saying that the daughter was ‘bone idle’. This was not actually true: there are all sorts of other things that the daughter did perfectly well (for example, keeping herself clean and tidy, joining in the school play, etc.). Again, in this instance once the ‘error’ has been spotted, the situation almost automatically corrects itself.


It is perhaps worth making the point that there are rather few examples that illustrate all five errors simultaneously, and that is why this episode of Anne and her daughter is something of a ‘collectors’ item’!


The ‘friend technique’


This is where you say to yourself: If I had an all-knowing, all-wise friend, someone who had only my interests at heart, how would s/he appraise this situation so that it worked out best for me?


In this instance the friend might say something like ‘Come on, Anne, just leave the girl alone. She’s a good girl, and at least she’s keeping herself clean and tidy which is a step ahead of a lot of kids. Anyway, how many kids do you know who tidy their rooms when their mums ask them to?’


This can be a powerful technique if you practice it regularly and if you can build up a good image of this all-knowing, all-wise friend. It does not have to be anybody real – perhaps it’s helpful if it isn’t – just so long as it is a very wise person who has your interests at heart, someone who is always on your side.


Incidentally, some people prefer to do it the other way around: in other words, ask themselves: ‘What would you say to a friend in this situation, a really good friend to whom you wanted to offer constructive support?’


Reframing the trigger


Most ‘bad news’ can also be reframed as ‘good news’. The most famous example is the glass of water that is half empty (bad news). It is of course also half full (good news).


So how might you reframe the situation where, in spite of being nagged all day long, your 12-year-old daughter is sitting in the bath washing her hair rather than tidying her room? There are in fact several options here. One is to simply focus on the good aspect, the ‘half full’ aspect: namely, in this case, the fact that she is keeping herself clean and tidy and preparing for the school play. Another is that clearly the daughter feels relaxed enough with her mother, and ‘un-frightened’ enough of her, not to feel that she has to do exactly what she’s told. This ‘quality of relationship’ aspect is normally viewed as good news and would not usually produce anger. A third possible reframe is that in fact the daughter is displaying assertiveness and perseverance by not simply doing what she is told. Both these characteristics are rightly viewed as good qualities to encourage in youngsters.


Some situations are much more difficult to reframe. Take the example of Steve, where every other person who comes into the bar leaves the door open: how might that be reframed? It is very difficult to see anything intrinsically good about people leaving the door open just near where you are sitting. On the other hand, if you look at the situation in a much wider perspective, maybe it is just possible. The overall situation is, after all, that there you are sitting with two friends having a good drink and a talk and occasionally somebody leaves the door open. Supposing you were to have a conversation with some chap who had just lost all he owned in an earthquake in Turkey, or a man who had lost his loved ones in the floods in Bangladesh, or a woman who had lost everything and everybody in a natural catastrophe in South America. Suppose you were to suggest to this individual that there is a chap sitting in a bar drinking happily with his two friends who views it as a disaster when several people leave the door open by him. What sort of reaction would you be likely to get?


That, strictly speaking, is reframing: it puts the event in a different context. And it might just sway the person concerned; you might just be able to use it. Curiously, though, my experience is that it doesn’t often do the trick. Only when there is real personal relevance (as in the first example of seeing the 12-year-old daughter as ‘a good kid looking after herself and getting ready for the play at school next day’) do people really latch onto it. Nevertheless, I mentioned the second example of reframing because it is one that works well for me personally; so, who knows, it might work for you too.


Cost–benefit analysis


Doing a cost–benefit analysis of your appraisal/judgement is, happily, not half so difficult as it sounds. It’s really just a matter of looking at the pros and cons.


For consistency’s sake it would probably be a good idea to stick to just one example for the most part while we go through these options, namely our mother Anne with her 12-year-old daughter. But I’m getting a bit fed up with that example, so let’s look instead at Paul, the father with the son, also aged 12, who hadn’t done his homework properly but said he had so he could watch the television. When Paul had a look at the homework and saw how little had been done his appraisal was something like this: ‘The boy’s a liar, he’s tried to pull the wool over my eyes, where’s he going to get to if he carries on like this? He’ll come to no good in life, all the other kids at school will do better than him . . .’


Clearly this is a piece of selective perception in that there are probably other aspects to the boy that we haven’t been told about; his life cannot begin and end with that one piece of undone homework. Nevertheless, the father’s appraisal/judgement may indeed turn out to be correct. The only thing is, we would have to wait for a number of years before we would find out one way or the other. And even then it might only be correct because it was a self-fulfilling prophecy.


In the meantime, what are the pros and cons of making an appraisal/judgement like that? Let’s do the cons (against) first:




•   it agitates the father;


•   it makes the boy feel inadequate;


•   it worsens the relationship between father and son;


•   it labels school work as a thoroughly punishing business . . .





. . . and there are probably more cons that you can think of. On the ‘pro’ side there’s – well, precious little that I can imagine. Possibly it might motivate the son to do more homework next time; but then again, it might motivate him to be a bit more devious next time so he can get away with it.


What about an appraisal/judgement along the lines of: ‘The kid has clearly got no idea what he’s doing, I’d better see if I can help him out or see if he knows somebody else who can if I can’t’? Clearly the cost–benefit analysis in this case swings right round the other way. The benefits of such an appraisal are:




•   an improvement in the father–son relationship;


•   better school work;


•   probably more openness about how things are going . . .





. . . and so on. The costs are probably significant too: predominantly, a drain on the father’s time. On balance, however, the second appraisal/judgement produces a much better cost–benefit analysis for all concerned than the first one.


Now, if you’re like anybody else, you may say that you can’t decide how to think on the basis of a cost–benefit analysis; you think according to what is ‘true’. Well, maybe; but I would tend to disagree, because we’ve seen that it is very difficult to see what is ‘true’ in this instance – and indeed in many others. And moreover, if you look at how people do think, even down to something as tangible as which political party to vote for, it very often is to do with what would benefit them the most and cost them the least.




THE MAIN METHODS OF PRODUCING MORE HELPFUL APPRAISALS/JUDGEMENTS






•   Identify the error (selective perception, mind-reading, awfulizing, emotive language or overgeneralisation) and correct it.


•   The ‘friend technique’. How would an all-knowing, all-wise friend advise you to view the situation?


•   Reframe the situation. Search for the good aspects of it, or, failing that, view it from a completely different perspective.


•   Conduct a cost–benefit analysis. That is, examine the costs and benefits of appraising the situation the way you are, and then look for a more cost-effective way.







EXERCISE






Graham’s wife, Fiona, occasionally indulges in ‘harmless flirting’ with other men – merely in high spirits, with no intention of getting involved in an extra-marital relationship. Graham, however, gets very jealous and produces an appraisal/judgement along the lines of: ‘She’s showing me up, people will think I’m not making her happy, I’m losing face, she’s out of order.’


1   What alternative appraisal would an all-knowing, all-wise friend make?


2   How might Graham reframe this behavior?


3   What would a cost–benefit analysis of Graham’s appraisal look like? Can you suggest a better appraisal?


Below are the kind of answers that I produced, but I would strongly suggest that you produce your own before you have a look at these:


1   A reassuring friend might say: ‘Come on, Graham, you know perfectly well that Fiona is as faithful as the day is long, she’d never let you down, she thinks you’re the best thing since sliced bread. She just likes to have lots of fun but everybody knows what she thinks of you.’


2   Graham might reframe the situation as: ‘It’s good that Fiona feels secure enough in our relationship that she can have a great time and know that I won’t take it amiss and neither would anybody else.’


3   A cost–benefit analysis of Graham’s original appraisal/judgement is that the ‘costs’ are rather heavy: his appraisal will make him anxious, jealous and possibly angry. It will put a strain on the relationship, it will limit Fiona’s activities, make her feel that Graham doesn’t trust her and generally put a damper on all their activities. The only benefit of such an appraisal is that at least it lets Fiona know that Graham cares about her – but she probably knows that anyway. Yes, a better appraisal would be along the lines of (1) or (2) above.





Let’s look at another example …




EXERCISE






Vicky, while being interviewed on a radio programme, mentioned that her husband Danny likes to wear her thongs. Danny, who is also in the public eye, took a very dim view of this, making an appraisal/judgement along the lines of: ‘Has she got no sense? Doesn’t she realize that some things are just between us? Is she deliberately trying to make my life as difficult as possible? She’s just completely stupid!’ Needless to say, this made Danny very angry with Vicky.


1   What error of thinking was Danny making?


2   What alternative appraisal would an all-knowing, all-wise friend make?


3   How might Danny reframe what Vicky did?


4   What would a cost–benefit analysis of Danny’s appraisal look like? Can you suggest a better appraisal?


Again, there is a list of answers that I would make below, but I would suggest that you produce your own before you have a look at these.


1   Danny is making a lot of thinking errors. Particularly, he is using emotive language (‘she’s completely stupid’) and overgeneralizing (just because she has said one thing – or even several things – which would be best left unsaid, it does not mean that she is completely stupid; probably there are lots of other things which would suggest she is far from stupid). One might also say that Danny is mind-reading (assuming that Vicky is trying to make his life as difficult as possible). Likewise, you could say that he is indulging in selective perception (because Vicky probably does other things which make his life good) and you might even say he is awfulizing (is it really so bad that people know that he and his wife have an intimate side to their relationship?).


2   An all-knowing, all-wise friend might say ‘Oh, look, Danny, there’s no need to make quite such a big deal out of it. You know that Vicky thinks the world of you and wouldn’t deliberately do things to make things difficult for you. So what if other people rib you a bit? It only shows that they’re jealous. Just put it to one side.’


3   How might Danny reframe what Vicky said and did? He might say that it is good that Vicky feels so relaxed and secure in their relationship that she doesn’t have to watch every word she says, even when she’s being interviewed on nationwide radio. He might even say that it adds to his street-cred that he has a pretty adventurous private life as well as the public one that most people see. He could even relish the fact that other people are made jealous by what she said.


4   A cost–benefit analysis would look something like this. The costs of the appraisal that Danny is making originally are heavy: it puts a strain on his relationship with Vicky, it makes him feel stressed out in general, it makes him angry with Vicky. The benefits are few: possibly it might make Vicky a bit more cautious about what she says in future, but does Danny really want her to be nervous about everything she says? A better appraisal would be something like the ‘best friend’ said in (2) above. That would have lots of benefits for Danny and no costs.





And another one …




EXERCISE






When thirteen-year-old Ian accidentally dropped a mug on the kitchen floor and it broke, his mother Sue ‘completely lost it’. Her appraisal was that ‘The kid is spoiled to death, he just doesn’t realize that things cost money, he just doesn’t give a damn. He thinks I’ll clear up after him, buy everything that’s necessary and just act as his slave. Well, it’s about time he learned a lesson.’ Again,


1   What errors in thinking is Sue making?


2   What alternative appraisal would an all-knowing, all-wise friend suggest?


3   How might Sue reframe what Ian did?


4   What would a cost-benefit analysis of Sue’s appraisal look like? Can you suggest a better appraisal?


And again you are probably best to work the answers out yourself before going on to read the ones below.


1   Sue is using emotive language (‘he doesn’t give a damn, he thinks I’ll act like his slave, it’s about time he learned a lesson’), she is mind-reading (how does she know he doesn’t give a damn?) and she is probably overgeneralizing (just because he drops the occasional mug it doesn’t mean he doesn’t care about things or that he sees his mother as a slave).


2   An all-knowing, all-wise friend might say ‘Listen, Sue, how much does a mug cost? And is it really that difficult to sweep up a broken mug? In any case, you could get him to do that, and that would probably be the best way of him ‘learning a lesson’, as you put it. Now, just calm yourself down and get him to clear up the bits.’


3   Possibly Sue might reframe the incident as another small part of Ian’s development, in that he learns that when you make a mistake, even a small one, like breaking a mug, you have to rectify it – in this case, sweep up the pieces. Or she could look at it from a completely different perspective: she could take the view of one of the millions of people in the world whose lives are seriously at risk on a daily basis and then ask herself how one such person would perceive the breaking of a mug that was easily replaced.


4   A cost–benefit analysis of Sue’s appraisal would be that the costs to her are heavy: she is stressed-out, agitated, angry with Ian and wearing down the relationship between them. The benefits of such an appraisal are slim: possibly Ian might be somewhat more careful next time, but equally possible he may be so nervous next time he is in the kitchen with his mum that he is more likely to drop something; or perhaps he might not even risk making himself a drink when she’s about, so she would see less of him around the house. Again, a better appraisal would be that of the best friend or even possible that [in (3) above] of a person whose life is constantly at risk on a daily basis, i.e. ‘a broken mug is nothing to worry about.’





So how do you change really, permanently?


The RCR technique


RCR stands for Review, Cement, Record. And each of these is very important.


Reviewing means you examine events that happen to you (and especially events when you have felt angry and irritable) in exactly the same way as we have done in the three exercises we have just looked at. In other words, you actually write down what happened to you in exactly the same way as in each of these exercises. The description can be quite brief; it need only take up a few lines. Importantly, though, it does contain both the event and your appraisal of it – just like the three examples in the exercises. And again, just as in the exercises, you take yourself through the four stages of analysis. Use Diary 2 if you want.


The purpose of this is for you to form a judgement as to how you should best view the event. Now, you might say that you can’t decide how to view an event – an event happens and your appraisal/judgement appears in a flash and is therefore the true one. A lot of us feel this; but I’m afraid it is the thinking of a five-year-old: ‘Because I see it this way it is this way.’ Not at all. Events happen, and there are as many different ways of seeing them as there are people in the world. What you have to do is to come to a judgement as to your best way of seeing it, the way that is in your best interests.


This can be tricky, because by now you will certainly be well into the habit of seeing things in particular ways, and changing those ways is quite a task. Rather like finding your way through a jungle, it is always easier to take the already existing paths. However, it is unfortunate for you if those paths happen to be ‘the awfulizing path’, ‘the emotive language path’, ‘the mind-reading path’ and so on.


There is some good news, though: as far as the brain is concerned it doesn’t really matter much whether you do things in reality or in imagination. What this means is that simply reviewing things in the way I have just described, taking yourself through the four stages of analysis, and simply imagining thinking in the most cost-effective way is almost as good as actually doing it at the time of the event – in terms of changing your patterns of thinking. Nevertheless, you do have to do it lots of times. Effectively, you are beating a new path through the jungle of the brain; and you have to keep treading down that path to make it a viable route. So keep reviewing, keep taking yourself through the four stages, and keep settling on the most cost-effective appraisal.


(For those of you who watch cricket, you will sometimes see a batsman rehearsing the stroke he should have played. On the face of it this seems a pretty daft thing to do, as the ball has just gone whistling past him and he played a rather poorer stroke than the one he is now rehearsing. Not so, however: that rehearsal he is now doing is in fact treading down a better path through the jungle of the brain. The next time a cricket ball comes hurtling towards him in similar fashion there is a better chance that he will take that new improved path rather than the previous faulty one. For those of you who are not interested in cricket, you must wonder what on earth I am going on about. Don’t worry. Think jungle.)


Cementing is equally important. Just as it’s impossible to distinguish between the relative importance of brakes and steering on a car, so with reviewing and cementing. They are both essential.


What you do with cementing is to act out the appraisal you settled on during the review stage. In other words, thinking something is not enough; you actually have to behave that way. I call it cementing because it figuratively cements, fixes, the thoughts you have produced. Thoughts and behavior make a very strong combination – indeed, this is the key combination that underlies a cognitive behavioral approach to solving problems.


So, in the examples given in the exercises above, Graham must ‘act out’ being pleased that Fiona feels secure enough in the relationship that she can have a great time by flirting with other men. This is more than simply pretending, because by now Graham really has reframed the situation and has got his new cost-effective appraisal; so it is a question of ‘acting out what he thinks’ rather than pretending. In other words, he would joke with Fiona about it all afterwards, might tease her about it while it is going on, and so on.


Likewise, Danny will genuinely act out his new more cost-effective appraisal to the slip-ups that Vicky makes. So he can tease her about how her mouth runs away with her, the new perception that other people have of him, and so forth.


Sue, too, will cement her new appraisal by calmly asking Ian to sweep up the remnants of the mug, in due course calmly buy a replacement mug or two, and so on.


Importantly, this need not just be retrospective. Graham can be sure that he reacts this way to future flirting episodes from Fiona; Danny can be sure he reacts this way to future misjudged comments from Vicky; and Sue should ensure that she reacts this way to future ‘careless acts’ from Ian.


Recording is the part where you reap the pay-off: now you can simply enjoy feeling extra smug. All you do is write down a brief account of events as they happen; so, the next time Fiona does some of her flirting, Graham writes down a brief account of it, what his (new, improved) appraisal was, and how he reacted during and after the event. And this will make good reading for him because it will be such an improvement on his previous responses. Again, he could use Diary 2 if he wanted.


Likewise, Danny will simply make a brief note about Vicky’s latest gaffe, what his new, improved appraisal was, and how he reacted during it and afterwards. And Sue will do just the same, keeping an account of the things that Ian gets up to, her new appraisals and her new reactions.


So the recording stage is clearly the most fun and enables you to see that your hard work is paying off in a good way: not just that those around you are not having to suffer your irritability and anger, but that you are genuinely seeing things in a different light, one which is more beneficial for you too.




SUMMARY







•   The reason why you get irritated and angry at things that don’t seem to bother other people is that you make different appraisals and judgements about those events.


•   The most common errors made in appraising and judging situations are selective perception, mind-reading, awfulizing, using emotive language and overgeneralization.


•   It is straightforward – with lots of practice – to analyze examples and see the errors that are being made.


•   It is possible to make appraisals and judgements that are better for all concerned, making both you and other people feel better about the situation. The main ways of doing this are: (a) identify the error and correct it, (b) the ‘friend technique’ (how will an all-knowing, all-wise friend advise you to view the situation?), (c) reframe the situation by searching for good aspects of it or viewing it from a completely different perspective, and (d) conduct a cost–benefit analysis, examining the costs and benefits of appraising the situation the way you are doing and then looking for a more cost effective way.


•   You can bring about a permanent change in your own behavior by the RCR technique. This means reviewing events as they crop up and conducting the four-stage analysis to produce more helpful appraisals and judgements, cementing this new, more cost-effective appraisal by behaving in a way that matches it, then recording the results to further consolidate the gains and generally make you feel good about your progress.







PROJECT







The best project you can do to apply this chapter to your own situation and thereby change your own behavior is as follows:


•   Keep a record of events that trigger your anger and, most importantly, what your appraisal of those events is. Use Diary 2 if you want.


•   Analyze your appraisals and produce better, more helpful, more cost-effective ones. A brief account of how to do this is contained in the fourth point of the summary above.


•   Cement your new appraisals by acting in line with them. This is a strong technique where your thoughts and behavior support each other.


•   It is a good idea also to record in writing what you have just done (the trigger, your new appraisal, how you cemented that new appraisal); this cements things even further.
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Why do I get angry? 2: Beliefs


We covered a great deal of ground in the previous chapter, and if you have acted on it you will already have made a terrific impact on your own irritability and anger. Nevertheless, there is a question that might have occurred to you, and it is a question that can appear in several forms, as follows:




•   Why is it always me who makes these unhelpful appraisals and judgements, rather than my friend John, Kate or whoever?


•   Why was it Steve who got angry about the guy who came into the bar and left the door open, rather than Ben or Chris?


•   Why was it that Sue made the unhelpful appraisal/judgement when her teenage son dropped her mug on the floor, whereas other mothers don’t make such unhelpful appraisals?


•   Why did Anne make such an unhelpful appraisal of her twelve-year-old who was washing her hair in the bath (not tidying her room) while some other mothers wouldn’t?


•   Why is it that when Chris is ‘cut off’ by another motorist, he makes an appraisal that gets him really angry, whereas other motorists will just shrug it off?





Of course, these are all simply different forms of the same question: namely, why are some people ‘set up’ to make unhelpful appraisals whereas other people seem to be ‘set up’ to make helpful appraisals?


Again, we talked about this in Part One; in this chapter we will look at how to remedy the situation. If you are someone who is prone to make unhelpful appraisals, appraisals which lead you to be irritable and angry quite often, then this is your chance to reprogramme yourself. And, perhaps surprisingly, it’s not too difficult; in fact, it can be quite a lot of fun.


Let’s go back to our model. We can see from the diagram that the way we appraise things is influenced partly by our beliefs. We’ve shaded that box in because that’s the box we’re going to focus on in this chapter. We are going to look at how those beliefs influence the way we appraise things and how we can alter those beliefs; because if we can do that, then we will automatically alter our appraisals without any further effort. We will, effectively, be a significantly different person, someone who is fundamentally less prone to be irritable and angry.


You can see from the diagram on page 144 that by changing the beliefs we will change the whole course of events.


Incidentally, you might be thinking that it’s not so much that you are always prone to make unhelpful appraisals, it’s just that sometimes you are. Particularly when you just ‘feel irritable’. In that case, Chapter 15 on ‘mood’ is going to be particularly relevant to you. Even so, if you are wondering whether it’s worth your while reading this chapter (and all the others between here and Chapter 15) then I would suggest that the most likely answer is: ‘Yes, it is.’ This one in particular is just such a good chapter! It looks at things which are absolutely fundamental and yet relatively easy to change. So, potentially there is a big pay-off for little effort, and pleasurable effort at that.


What sort of beliefs are we talking about?


What we are dealing with here are beliefs about yourself, about other people, about the nature of the world, about how things should be, about how life is to be lived, and so on. We are not concerned with beliefs on matters of fact (as in, I believe it is about 3,500 miles from London to New York, or I believe the capital of Australia is Camberra).


A lot has been written about the beliefs that people hold and how helpful or otherwise they are. People have made lists of unhelpful beliefs – beliefs that make you anxious, beliefs that make you depressed, and so forth. In my experience, having read lots of lists and seen lots of irritable and angry people, my own list of unhelpful beliefs is as follows:


[image: image]


Figure 11.1 A model for analyzing irritability and anger




•   Things should be just exactly how I want them to be. It is awful if they are not.


•   People don’t take any notice of you unless you show that you are irritated or angry. It is the only way of making your point.


•   Other people are basically selfish, self-centred and unhelpful. If you want them to help you, you have to make them.


•   Other people are basically hostile. You have to be on the alert, otherwise they will take any opportunity to put you down.


•   If people do wrong they must be punished. You can’t let people get way with things.


We could add to this another list of unhelpful beliefs which are a bit more specific, referring to particular situations or particular people:


•   It’s okay to get angry with/hit policemen, bouncers, etc.


•   A parent/foreman/manager/supervisor is meant to be snappy, irritable and harsh. (Where you are a father/mother/foreman/manager/supervisor).


•   My father/mother/partner/son/daughter is a complete pain in the neck, it irritates me just to look at them. (Where there is one particular person who produces that emotional reaction in you.)





Exercise


Let’s have a look at the basic list of five unhelpful beliefs. In each of the following examples, underline the answer which you think is best. In some cases there may be more than one possibility, in those cases underline more than one. The first two have been completed for you.


1   Steve, Ben and Chris are all sitting in a bar, near to the door. During the course of the evening four people come in and leave the door open. When the fifth person comes in it is Steve who gets angry.


This is because Steve believes that things should be just how he wants them / believes people take no notice unless you are irritated or angry / believes people are selfish, self-centred and unhelpful / believes people are hostile and constantly trying to put you down / believes if people do wrong they must be punished, you can’t let people get way with things.


2   In a particular street in a medium-sized town there are seventeen mothers who have youngsters between the ages of 5 and 15. All those youngsters, to a greater or lesser degree, drop mugs on the floor from time to time.


Sue gets much angrier than any of the other sixteen because she believes that things should be just how she wants them / believes people take no notice unless you are irritated or angry / believes people are selfish, self-centred and unhelpful / believes people are hostile and constantly trying to put you down / believes if people do wrong they must be punished, you can’t let people get way with things.


3   Nigel’s wife has a habit of contradicting him when they are out in public. This makes him very angry because he feels he ‘loses face’ in front of other people.


This is because he basically believes that things should be just how he wants them / believes people take no notice unless you are irritated or angry / believes people are selfish, self-centred and unhelpful / believes people are hostile and constantly trying to put you down / believes if people do wrong they must be punished, you can’t let people get way with things.


4   Alan, the electrician, feels really ‘put upon’ and angry when his boss asks him to do extra tasks towards the end of the day.


He tends to see his boss in this light because he basically believes that things should be just how he wants them / believes people take no notice unless you are irritated or angry / believes people are selfish, self-centred and unhelpful / believes people are hostile and constantly trying to put you down / believes if people do wrong they must be punished, you can’t let people get way with things.


5   When Fiona flirts with other men it makes her husband, Graham, very angry. On the other hand, when Hannah flirts with other men, her husband Ian does not get angry.


The difference between the two men is that Graham basically believes that things should be just how he wants them / believes people take no notice unless you are irritated or angry / believes people are selfish, self-centred and unhelpful / believes people are hostile and constantly trying to put you down believes if people do wrong they must be punished, you can’t let people get way with things.


6   One evening in November 1999 a total of around one million people drank in a British pub. Of that one million people, about 10,000 were jogged so that they spilt their drink over themselves. Of those 10,000, Brian was the only one who broke a beer mug and pushed it in the face of the person who jogged him.


Part of the reason he reacted so badly is that he believes that things should be just how he wants them / believes people take no notice unless you are irritated or angry / believes people are selfish, self-centred and unhelpful / believes people are hostile and constantly trying to put you down / believes if people do wrong they must be punished, you can’t let people get way with things.


7   On a particular estate in a particular city there are around 600 children between the ages of five and fifteen. Only about fifty of them keep their rooms tidy enough to satisfy their parents. Most parents on this estate nag their children to keep their rooms tidier. Anne, on the other hand, completely ‘loses her cool’ with her twelve-year-old daughter.


This is because Anne believes that things should be just how she wants them / believes people take no notice unless you are irritated or angry / believes people are selfish, self-centred and unhelpful / believes people are hostile and constantly trying to put you down / believes if people do wrong they must be punished, you can’t let people get way with things.


8   Paul feels terrible because he hit his twelve year-old son across the face because the boy hadn’t done his homework and had lied to him about it.


However, Paul was prone to react this way because deep down he believes that things should be just how he wants them / believes people take no notice unless you are irritated or angry / believes people are selfish, self-centred and unhelpful / believes people are hostile and constantly trying to put you down / believes if people do wrong they must be punished, you can’t let people get way with things.


9   Another driver cut across Chris’ path as he was going round a roundabout. He got so angry that he ‘tailgated’ the other driver for five miles. Eventually, the other driver got out and confronted Chris, and there was a fight during which Chris came off very much second best.


Chris would never have behaved this way in the first place had he not believed that things should be just how he wants them / believed people take no notice unless you are irritated or angry / believed people are selfish, self-centred and unhelpful / believed people are hostile and constantly trying to put you down / believed if people do wrong they must be punished, you can’t let people get way with things.


How did you get on? Below is the same list of my own answers. Some of them are certainly debatable, but at least they will give you food for thought.


1   Steve, Ben and Chris are all sitting in a bar, near to the door. During the course of the evening four people come in and leave the door open. When the fifth person comes in it is Steve who gets angry.


This is because Steve believes that things should be just how he wants them / believes people take no notice unless you are irritated or angry / believes people are selfish, self-centred and unhelpful / believes people are hostile and constantly trying to put you down / believes if people do wrong they must be punished, you can’t let people get way with things.


2   In a particular street in a medium-sized town there are seventeen mothers who have youngsters between the ages of five and fifteen. All those youngsters, to a greater or lesser degree, drop mugs on the floor from time to time.


Sue gets much angrier than any of the other sixteen because she believes that things should be just how she wants them / believes people take no notice unless you are irritated or angry / believes people are selfish, self-centred and unhelpful / believes people are hostile and constantly trying to put you down / believes if people do wrong they must be punished, you can’t let people get way with things.


3   Nigel’s wife has a habit of contradicting him when they are out in public. This makes him very angry because he feels he ‘loses face’ in front of other people.


This is because he basically believes that things should be just how he wants them / believes people take no notice unless you are irritated or angry / believes people are selfish, self-centred and unhelpful / believes people are hostile and constantly trying to put you down / believes if people do wrong they must be punished, you can’t let people get way with things.


4   Alan, the electrician, feels really ‘put upon’ and angry when his boss asks him to do extra tasks towards the end of the day.


He tends to see his boss in this light because he basically believes that things should be just how he wants them / believes people take no notice unless you are irritated or angry / believes people are selfish, self-centred and unhelpful / believes people are hostile and constantly trying to put you down / believes if people do wrong they must be punished, you can’t let people get way with things.


5   When Fiona flirts with other men it makes her husband, Graham, very angry. On the other hand, when Hannah flirts with other men, her husband Ian does not get angry.


The difference between the two men is that Graham basically believes that things should be just how he wants them / believes people take no notice unless you are irritated or angry / believes people are selfish, self-centred and unhelpful / believes people are hostile and constantly trying to put you down / believes if people do wrong they must be punished, you can’t let people get way with things.


6   One evening in November 1999 a total of around one million people drank in a British pub. Of that one million people about 10,000 were jogged so that they spilt their drink over them. Of those 10,000, Brian was the only one who broke a beer mug and pushed it in the face of the person who jogged him.


Part of the reason he reacted so badly is that he believes that things should be just how he wants them / believes people take no notice unless you are irritated or angry / believes people are selfish, self-centred and unhelpful / believes people are hostile and constantly trying to put you down / believes if people do wrong they must be punished, you can’t let people get way with things.


7   On a particular estate in a particular city there are around 600 children between the ages of five and fifteen. Only about fifty of them keep their rooms tidy enough to satisfy their parents. Most parents on this estate nag their children to keep their rooms tidier. Anne, on the other hand, completely ‘loses her cool’ with her twelve-year-old daughter.


This is because Anne believes that things should be just how she wants them / believes people take no notice unless you are irritated or angry / believes people are selfish, self-centred and unhelpful / believes people are hostile and constantly trying to put you down / believes if people do wrong they must be punished, you can’t let people get way with things.


8   Paul feels terrible because he hit his twelve year-old son across the face because the boy hadn’t done his homework and had lied to him about it.


However, Paul was prone to react this way because deep down he believes that things should be just how he wants them / believes people take no notice unless you are irritated or angry / believes people are selfish, self-centred and unhelpful / believes people are hostile and constantly trying to put you down / believes if people do wrong they must be punished, you can’t let people get way with things.


9   Another driver cut across Chris’ path as he was going round a roundabout. He got so angry that he ‘tailgated’ the other driver for five miles. Eventually, the other driver got out and confronted Chris, and there was a fight during which Chris came off very much second best.


Chris would never have behaved this way in the first place had he not believed that things should be just how he wants them / believed people take no notice unless you are irritated or angry / believed people are selfish, self-centred and unhelpful / believed people are hostile and constantly trying to put you down / believed if people do wrong they must be punished, you can’t let people get way with things.


And you can see the terrific pay-off that each of these people would receive if only they could alter their beliefs. For example:


1   Not only would Steve not be angry when somebody leaves the bar door open, he would not get so angry when somebody got served ahead of him in the queue, when Ben doesn’t buy a round of drinks when it’s his turn, etc. (Importantly, this is not to say that Steve will not rectify these things, just that he won’t get angry about it.)


2   Sue will not only remain calm when her son drops a mug on the floor, she would also remain calm when he forgot to take an essential item to school. (Again, this is not to say that she would not try and develop his taking more care over things.)


3   If Nigel could change his beliefs he would feel much easier about his wife contradicting him in public because he wouldn’t anticipate a critical reaction from other people. Equally, he would feel much more relaxed in a whole host of social situations for exactly the same reason.


4   If Alan, the electrician, could alter his belief that other people are always likely to be trying to take advantage of him, then he would feel less put upon when his boss asked him to do extra jobs. Equally, he would feel more relaxed in other situations too.


5   If Graham could realize that other people (including his wife Fiona, and the men she flirts with) are not always trying to put you down, he would feel much more relaxed about her playfulness. Equally, he would feel much more relaxed in a whole host of other situations.


6   The same applies to Brian. His belief that other people are hostile and likely to be putting you down resulted in very serious consequences for him when he put a broken beer mug in the face of the person who jogged his elbow. Not only could those consequences have been avoided but, had he realized that most people are not hostile in this way, he would have lived a much more relaxed and enjoyable life.


7   Anne got extremely angry with her twelve-year-old daughter because she didn’t tidy her room, and Anne believes that things have got to be the way she wants, and that people take no notice unless you get angry with them. She too would be leading a much more enjoyable life if she could accept that, by and large, things tend not to be quite how you would like them to be, but this doesn’t really matter. And anyway, people are better ‘developed’ by constructive interactions rather than by getting angry with them.


8   A similar kind of thing applies to Paul, who hit his twevle-year-old son across the face. If Paul could get to realize that it’s not the end of the world if things aren’t just how he wants them to be and that’s it’s probably not true that people take no notice unless you get really angry with them, he wouldn’t have done this. Equally, he stands to benefit in all sorts of situations if he can remedy those beliefs.


9   Things worked out very badly for Chris after somebody cut across his path on a roundabout and he eventually came to grief in a fight with the other driver. If only he hadn’t believed that people must be punished if they do something wrong he could have avoided this. But again, this is only one example of Chris constantly giving himself a bad time because he believed that. Equally, he stands to benefit in all sorts of situations if he can remedy those beliefs.


Developing more helpful beliefs


For this we use the AA method – which, in this case, has nothing to do with too much alcohol consumption. Here it stands simply for (a) developing better Alternative beliefs and (b) Acting them out.


Here are some suggestions:




•   Less helpful belief: Things should be just exactly how I want them to be. It is awful if they are not.


•   Suggestion for more helpful alternative: It’s nice if things are just the way I want them, but it’s not the end of the world if they’re not.


•   Less helpful belief: People don’t take any notice of you unless you show that you are irritated or angry. It is the only way of making your point.


•   Suggestion for more helpful alternative: Although you can sometimes get people to do what you want by being irritable and angry with them, you never really get them on your side. So it’s better to talk and persuade. Even then people won’t always do what we want, but that’s not the end of the world either.


•   Less helpful belief: Other people are basically selfish, self-centred and unhelpful. If you want them to help you, you have to make them.


•   Suggestion for more helpful alternative: Although there are some people who are very selfish indeed, most people will help each other out if asked.


•   Less helpful belief: Other people are basically hostile. You have to be on the alert otherwise they will take any opportunity to put you down.


•   Suggestion for more helpful alternative: Although there are a few people who can be quite hostile, most people basically support each other and take a good view of each other.


•   Less helpful belief: If people do wrong they must be punished, you can’t let people get way with things.


•   Suggestion for more helpful alternative: It’s better to persuade than punish, to look to the future rather than the past. Sometimes you can’t even persuade and people do get away with things. So, I’ll just keep up my own standards.


•   Less helpful belief: It’s okay to get angry with/hit policemen, bouncers, etc.


•   Suggestion for more helpful alternative: Policemen, bouncers etc. are actually real people just like anybody else. It’s no more reasonable to hit them than to hit any other person.


•   Less helpful belief: A father/mother/foreman/manager/supervisor is meant to be snappy, irritable and harsh. (Where you are a father/mother/foreman/manager/supervisor.)


•   Suggestion for more helpful alternative: A father/mother/foreman/manager/supervisor needs to set a good example. That means being friendly and supportive rather than irritable and angry.


•   Less helpful belief: My father/mother/partner/son/daughter is a complete pain in the neck, it irritates me just to look at him/her. (Where there is one particular person who produces that emotional reaction in you.)


•   Suggestion for more helpful alternative: My father/mother/partner/son/daughter is just like anybody else – they’ve got their good points and bad points. It’s no use getting hung up on their bad points.






Use cue-cards if you want


Some people actually write out a small card for themselves (known as a cue-card). This has the unhelpful belief written on the one side and a more helpful alternative on the other. Sometimes people will make quite elaborate versions of these. For example, you might write the unhelpful version in red (for danger) and the more helpful version on the other side in green (for ‘go’). And you might perhaps add an exhortation after the helpful version, like ‘Now do it!’ Some people even go off to their local print shop and get the card nicely laminated once they have got it just how they want! Whether you like your card basic or exotic, it’s quite a nice idea to carry it around with you as a constant reminder. You probably won’t need seven cards – it’s unlikely that you are falling prey to all seven of the unhelpful beliefs, probably just one or two – in which case you just need one or two cards.


Acting it out


You will probably remember that we noted in the previous chapter that thinking differently is not enough. You also need to act on your new thoughts. New thoughts and new behavior make a terrifically powerful combination. Rather in the way that two bicycles can lean against each other and prop each other up in a perfectly stable way for ever, your new thinking is supported by your new behavior and, equally, your new behavior is supported by your new thinking. The two will constantly reinforce each other. It’s the closest we are ever going to get to perpetual motion.


So how do we act it out? There are a couple of possibilities:




•   Simply imagine how a person with the new, more helpful alternative belief would act and mimic that.


•   Find yourself a role-model. In other words, think of somebody who acts like they believe the new improved belief, imagine what they would do, and do it.





In either case you have to do it with a degree of conviction. For example, Sue of the mug-dropping teenage son needs to really work on her belief that he is basically okay (rather than fundamentally selfish), and she would do well to set an example of friendliness and helpfulness (rather than being like a stroppy foreman) and really act like she believes these two new beliefs. So, rather than uttering the words ‘Get a brush and sweep it up’ through clenched teeth (which, admittedly would be an improvement over her previous behavior), she goes the whole hog and says ‘Get a brush and sweep it up, there’s a good boy,’ complete with matching encouraging tone. The point is that what she is aiming for is not simply to tidy up her behavior so that it’s not so wearing for her and everybody else, but to have her new, more helpful behavior in line with new, more helpful underlying beliefs, so that she is genuinely at peace with herself and other people can see that. This is clearly much better for all concerned than simply ‘keeping the lid on it’.


In just the same way Steve, sitting near the door of the bar, will now realize that the five individuals who left the door open are not selfish scoundrels who deserve punishment, but perfectly okay individuals who just need to be reminded to shut the door. The way he asks them to do that will therefore be friendly and calm, in line with that belief.


Likewise, Nigel, whose wife contradicts him in public, will realize that although others might laugh when this happens, this does not indicate that they are fundamentally hostile to him, because people are mostly supportive and friendly. Acting it out, he can now join in the laughter.


Similarly Alan need not get himself into a stew by distressing himself over things not being just as he would like them to be. He can simply get on and do the job the boss asks, or not. What was winding him up was how awful it was that things were not as he would wish. Now he’s resigned to that fact he can simply get on with things.


Fiona’s flirting need not irritate Graham now that he accepts that neither Fiona nor other people are basically hostile, but rather that most people are friendly and supportive; he can take Fiona’s behavior for the harmless amusement it is, and act things out by just joining in the fun.


Brian, too, had he accepted that most people are okay rather than hostile, would not have jumped to the conclusion that his elbow was jogged deliberately at the bar. He would have assumed it was an accident, possibly made a joke out of it, and might even have got himself a free pint.


Anne would not have lost her rag with her daughter, sitting in the bath not tidying her room. Rather than being so uptight because things were not as she would wish (the room was still untidy) and determined that the girl must be punished for her misdemeanour, she could have accepted that sometimes children have untidy rooms and that anyway her best option is to be setting a good example as a parent.


Nor need Chris have gone chasing the man who cut across his path on the roundabout. If only he had accepted that people do not need to be punished for their misdemeanours, and that sometimes they even get away with them, he could have simply acted this belief it out by keeping up his own standards and driving his car as he thinks cars should be driven – and saved himself a lot of trouble.


A role-model can be helpful


We can see from these examples that it is straightforward enough to decide on a new belief and act it out in daily life. Plenty of people do that with a lot of success and a lot of pleasure. (It is very satisfying to see yourself take charge of your own destiny, decide on sensible beliefs and act in line with them.) Other people get to exactly the same destination by a different route. They think of a particular person who seems to believe the kind of beliefs we have spoken about and ask themselves, ‘What would s/he do in this situation?’


For some people, imagining it makes it a lot easier to mimic it. And mimicking the behavior effectively consolidates the new beliefs.


The role-model can be somebody you know, like a friend or relative, or it can be somebody you’ve never actually met – someone you’ve seen on television, perhaps. One important point if you use the latter: it doesn’t particularly matter if the person is like their screen persona or not. For example, my two favourite role-models are the television business troubleshooter John Harvey-Jones and ace cricket commentator Brian Johnston. Now, I’ve never met either of these good people, and for all I know they might have been quite different in private life from their genial demeanour on television and radio. As a matter of fact, both gentlemen are, or were – Brian Johnston sadly died a few years back – by all accounts much the same in private life as they appeared in the public eye. But my point here is that it doesn’t matter; for the purpose of a role-model, it is the persona you recognize that is important.


Nor do your role-models have to match you in age or gender, or anything else. All that is important is that you can ask yourself: ‘What perspective would s/he have taken on this?’ and ‘How would s/he have behaved in this situation?’ and so on. The fact that I never quite live up to either of my models doesn’t matter either; they certainly have a good effect. The key thing is that if you find yourself a good role-model s/he can lead you into behaving just how you would wish to.


Reviewing and recording


Just as in the previous chapter, reviewing and recording are great habits to get into in entrenching your new and more helpful beliefs.


‘Reviewing’ is literally looking again at the situation that has just passed and replaying it. You may be in the happy situation where you can enjoy reviewing how well you behaved, how well you brought into play your new beliefs and meshed them with splendid new behavior. In which case, terrific: enjoy every moment of it. And it’s not just enjoyment, either; it is, as we said before, a very useful activity to review things that have gone right. When things go well you have a good template for future success, so it is useful to consolidate and examine that template. If you’ve handled a difficult situation well, with no irritability and anger, then go back over it, review it, enjoy the moment.


Equally, if you’ve handled a situation badly in your view, if you’ve given in to some unhelpful beliefs and matched them with irritable and angry behavior, then simply replay the situation how you think it should have gone. Remember to think the more helpful beliefs, and envisage the more helpful behavior. That replaying of the situation the way you would have preferred it to have gone is an extremely good thing to do; it makes it more likely that it will go that way next time. (But beware: it is rather unhelpful simply to replay your wrong handling of the situation. It’s best to regard that as ‘water under the bridge’.)




SUMMARY






•   In this chapter we have covered how our beliefs affect the way we appraise and judge a situation, and as a consequence how we behave in that situation.


•   We have listed the most common unhelpful beliefs that affect people’s perceptions of the situations in which they find themselves.


•   We have listed the more helpful alternative beliefs to replace the unhelpful ones.


•   We have looked at the method for replacing unhelpful beliefs with helpful ones. This involves the AA method: highlighting the Alternative helpful belief and Acting out the situation in line with those beliefs.


•   We have looked at the importance of reviewing successes and consolidating them as templates for good future behavior, and also of reviewing failures – but reminding ourselves how we would have preferred to act in the situation, so we are more likely to get it right next time!







PROJECT






•   Get yourself a piece of paper and write down any of the unhelpful beliefs that you think apply to you.


•   For each of them, write down the more helpful belief. This might be a question of simply copying down what I’ve written above, or you might want to put it into your own words.


•   Replay a recent situation where your unhelpful beliefs have led you to appraise a situation badly and react in an irritable and angry way. Replay how you would have seen the situation if you had had your more helpful beliefs in place, and what you would have done. (For example, if you are Steve you would replay sitting at the bar by the door, now believing that people, even those who leave doors open, are basically okay, appraising the situation differently and asking, in a proper friendly way, each person to close the door). Make it a good vivid replay in your mind.


•   Most important of all, practise your new beliefs, seeing every situation through the eyes of someone who has these new beliefs, or through the eyes of a role-model you’ve settled on. Then match your behavior to your new perceptions – just as Steve would do in the previous point.


•   Each time you have success, review that success and enjoy the moment. Review how your new beliefs helped, and how your new behavior was in line with those beliefs. If you ‘let yourself down’, review the incident the way you would have preferred it to have gone. Pretty soon you will have lots of ‘good’ reviews and not many of the other sort!
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Cats, camels and recreation: Anger


Daft title for a chapter. Never mind, you might as well read it because it could just be very relevant to yourself. For some people it will be spot-on.


Remember the model we’re working on as trigger, appraisal/judgement, anger, inhibitions, response (see Figure 12.1). What we are talking about in this chapter is the ‘anger’ box; and there are just three points to make about it.


Displacing anger


The first point is that anger can be displaced. This process is commonly known as ‘kicking the cat’ or ‘always hurting the one you love’. For example, you may have a bad day at work, but judge that it is a bad career move to get angry with your boss. What you do, therefore, is to come home and (metaphorically, of course!) kick the cat: in other words, take it out on whoever or whatever happens to be around.


The strange thing is that whoever or whatever turns out to be on the receiving end of your anger does in fact seem to be very irritating at the time in question. You are not always aware that you are ‘displacing’ your anger from your boss at work on to your loved ones/cat at home.


[image: image]


Figure 12.1 A model for analyzing irritability and anger


Anger is additive


The second point is that anger is additive: it builds up. Again, the best analogy is the leaky bucket that we first used in Part One. Suppose you have a bucket with holes in it; it is still possible to fill the bucket to overflowing by pouring in several jugs of water in quick succession. When the bucket overflows, that’s the equivalent of an outburst of anger or irritability.


So, if five people come into the bar within the space of an hour or two and each one leaves the door open causing a draft, the bucket overflows (or at least it does in Steve’s case) and an outburst occurs. If those same five people came into the bar over a six-month period, and on each occasion Steve was sitting near the door, it is unlikely that he would have an outburst on the fifth occasion. This is because his anger would have been given a chance to ‘leak away’ on each occasion before the next ‘top-up’.


This ‘building up’ is commonly known as the ‘last straw that breaks the camel’s back’ phenomenon. I prefer the image of the leaky bucket, however, because, given half a chance, your anger will normally ‘leak away’ quite nicely.


Recreational anger


The third point to be made here, and perhaps the most important one, concerns what I call ‘recreational anger’. Let me give you an example. Please don’t be put off by the fact that this is a very extreme example; the same phenomenon happens day in, day out.


Very early on in my career, when I was working as a prison psychologist, I came across a prisoner who was having quite a lot of trouble serving his sentence; he got tense and agitated, and periodically smashed up his cell. I taught him how to relax and did some general ‘counselling’ work with him, with the result that he confided in me that he had been beaten up by half a dozen prison officers in the previous prison he had been held in. (I have no idea how true this allegation was, but that was what he told me.)


Anyway, he’d formed a plan that, on release, he would go and track down these six prison officers, and one by one shoot them.


I took this very seriously, (a) because I was young and naïve and took everything seriously, and (b) because he was already in prison for having shot somebody, so clearly he had the wherewithal to do what he said he was going to do. Furthermore he described how, on his previous sentence, he had done exactly the same thing: that is, he had spent time thinking and planning about how, when he got out, he would shoot this person. And, sure enough, he had done exactly that, and here he was back in prison again for that crime.


Now, it would be nice to think that young prison psychologists know exactly what to do in such a situation, but I have to tell you that I didn’t. So we simply got to talking around it, him telling me all about how it was . . .


To cut a long story short, he was in the habit of whiling away hour after hour fantasizing about how he was going to get his revenge. This, apparently, was entirely pleasurable, and time flew by while he did this.


And this was the first case I came across of ‘recreational anger’: anger which at the very least passes the time of day, sometimes actually gives you a ‘buzz’ and often puts you into a different state of mind, so that actions which wouldn’t normally seem sensible and rational options look like just that. Going back to our leaky bucket analogy, it is as though you’ve plugged up all the holes in the bucket, keen to hang on to all the water there, and then just spend the time looking at the water. Or, rather more literally, you do everything to prevent your anger from drifting away and spend time mulling it over.


The best course of action to take in this situation is as follows:




•   Don’t do whatever your anger is telling you to do.


•   Do something else.





Let’s expand on that a little. When you are very irritable and angry it is as though that anger takes you over. The anger actually tells you to do things that, in your normal state, you wouldn’t do. So who are you going to take more notice of, your anger or you yourself?


Well, the answer is obvious: it’s more important to be true to yourself than to some temporary state of anger. On the other hand, it is very difficult simply to refrain from doing something. Rather like ‘not thinking of a giraffe’, it is virtually impossible. If someone tells you not to think of a giraffe, a picture of a long dappled neck springs into mind no matter how carefully you try to obey. In the same way, not to do what your anger tells you is very tricky indeed.



Getting away from anger


The answer is to concentrate on doing something else. Anything. Real-life examples of alternatives that people turn to in this situation include the following:




•   Take physical exercise: walk, run, swim, etc.


•   Read a book, magazine, newspaper.


•   Watch television or listen to the radio.


•   Go and do some gardening.


•   Phone up or go and see a friend.


•   Simply take yourself out of the situation and go somewhere else.





All of these are equivalent to ‘doing something else’. And that is sufficient for most of us. In the case of the prisoner I was just telling you about, tactics such as reading a book would not be sufficient, because he had a long-term problem, ten times the size of anything afflicting most of us. Nevertheless, with him, we adopted exactly the same strategy, and he did indeed ‘do something else’. He got in touch with a woman who ran a hostel for ex-prisoners and wrote to her to see whether that was somewhere he could stay after release. Thank goodness, she wrote back telling him that might well be an option and, most importantly, including a photograph of the actual hostel. I am sure that it was that photograph that really swung it for him. Now he could literally envisage what else he could do upon leaving prison. Rather than going up to his previous prison and slowly stalking the six prison officers concerned, he could catch a train to this hostel and settle there. Happily, it was in a totally different part of the country.


Well, all that sounds very sensible, doesn’t it? So why don’t people do it? When you feel really angry and your anger is telling you to do something drastic, why do you tend to do it even though the rational part of you knows that this is a temporary state you’re in?


I think one of the reasons is that some people think it is more ‘honest’ to give vent to their anger. Personally, I wouldn’t go along with that. ‘Honesty’ is a splendid characteristic when it means (a) not lying or (b) not stealing from other people, but a very destructive characteristic when it is used to mean (c) saying very tactless and hurtful things on the grounds that ‘I’m only being honest’ or (d) simply giving vent to angry urges without any thought of the consequences for yourself or other people.


Give yourself time


There’s one important reason why it is always sensible, first, to refrain from doing what your anger is telling you, and second, to do something else. This is because, once you have truly regained your emotional equilibrium, you can decide at leisure what you think is best to do about the situation, rather than letting your anger tell you.


Let me give you an example. Graham described to me how on one occasion he was so agitated by his wife Fiona’s flirting that, even while still at the party they were both attending, he was going through in his mind how he was going to leave Fiona and, more particularly, how he was going to tell Fiona about his decision. He was relishing, in a strange sort of way, how this would ‘teach her a lesson’ and how sorry she would be.


And it was more by luck than judgement that this did not come to pass. In the car going home he was ‘sulking’ but in fact still rehearsing what he was going to say and still enjoying the anticipated effect. At home, the sulk continued but, as I say, more by luck than judgement he decided to postpone the confrontation until the next morning and simply go to sleep for the time being. Happily, by the next morning sleep had worked its magic, anger had retreated to a back seat and, although the discussion was rather heated, it was not so vitriolic as it would have been the previous evening. So, by accident, Graham had followed the formula: Don’t do what your anger tells you, do something else (in this case, go to sleep).


Graham is one of my favourite cases, for two reasons. First, there are lots of Grahams who have not worked things out so well for themselves: in other words, men who have allowed their anger to tell them what to do and whose marriages have disintegrated as a result. Second, in Graham’s case, he was able eventually to do a complete review of his judgements and beliefs, rather along the lines of that set out in the previous two chapters, and ended up seeing things in a completely different light. The net result was that Fiona’s flirting did not simply become ‘not irritating’, it became a positive asset to their relationship once he realized that it was perfectly harmless, and, perhaps more to the point, that everybody else knew that it had no serious intent.




SUMMARY






•   In talking about anger there are three points to be made. First, it can be displaced so that, although it might be your boss who has caused your anger, your partner or somebody else actually receives it. Second, anger is additive by nature. Envisage your anger as water in a leaky bucket. If another jug full of anger arrives before the first jug-full has been allowed to leak away, then your bucket is filling up. Eventually, if a third, fourth or fifth jug-full arrives, the bucket might overflow, leading to an angry outburst. Third, there is such a thing as ‘recreational anger’, where you get a peculiar kind of buzz from simply dwelling upon your anger and what you’re going to do about it.


•   Probably the best analogy for anger is the ‘leaky bucket’. If it is topped up too quickly, then yes, it can overflow; but given half a chance, anger will leak away over a period of time.


•   No matter whether your anger is about to overflow, or whether you’re in a state of recreational anger, or anything else, the best policy is (a) don’t allow your anger to tell you what to do and (b) do anything else. Only when you’ve gained a good sense of equilibrium should you decide what to do about the situation that prompted the anger.


•   The use of a role-model (a person you use as a good example), as discussed in Chapter 11, can be very powerful here. You can simply ask yourself ‘What would X [your model] do right now?’ Interestingly, your anger will fight back and tell you to get on with allowing it to have its head. Just put it on hold for a moment, and really get to imagining what your good role-model would do in the given situation.







PROJECT






•   One of the most important lessons in this chapter has been how to differentiate between what your anger tells you to do and what you yourself want to do. Therefore a very relevant project is to work on becoming more aware of both of these ‘voices’. What I mean is, next time you are feeling angry, work out (a) what your anger is telling you to do and (b) what your ‘real self’ would tell you to do.


•   It’s good to practise this in situations which make you only slightly angry. The reason for this is that when you are very angry the ‘angry voice’ shouts so loud that it drowns out your ‘true self’ voice. You therefore have to practise being attuned to your ‘true self’ voice in mild-anger situations so that, eventually, you can hear it even in high-anger situations.


•   And remember, most of us want to be loyal to our true self rather than to what anger tells us to do.
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Putting the brakes on: Inhibitions


As we have said before, some people view inhibitions as bad things to have. They think in terms of ‘being inhibited’, equating it with being shy, withdrawn and a shade socially inadequate.


In our context the reverse is the case. Remember where the inhibitions box fits into our model (Figure 13.1).


The point here is that anger is an emotion which we may or may not choose to make other people aware of. So it is perfectly possible for somebody to be angry with you without you realizing it, simply because they choose not to tell you or not to demonstrate it in any way. And, of course the reverse holds true as well: it is perfectly possible for you to be feeling very irritable and angry and for other people to be totally unaware of it. This rather useful phenomenon is all thanks to our inhibitions. It is no accident that there is an area of the brain whose specific function is to inhibit the expression of every emotion that might occur.


This area of the brain can be damaged temporarily, for example by alcohol, or permanently by injury or some illnesses. Happily, however, it can also be developed. In this chapter we will look at inhibitions, why we want to use them, and how we can develop our ability to use them.


[image: image]


Figure 13.1 A model for analyzing irritability and anger


Internal and external inhibitions


Inhibitions fall into two categories:




•   moral, or ‘internal’ inhibitions;


•   practical, or ‘external’ inhibitions.





Leaving aside how we bring these inhibitions to mind at the crucial time just for the moment, let’s have a look at each of these categories.


Moral inhibitions


Some examples of moral inhibitions are




•   ‘It is wrong to go around snapping at people.’


•   ‘It is wrong to be frequently angry with people.’


•   ‘It is wrong to hit people.’





. . . and so on. Over thousands of years philosophers have given a lot of thought to what makes actions moral or otherwise, and various schemes have been proposed. One such is the ‘What if everybody did this?’ argument, and this is probably one of the more relevant ones here. If everybody goes around snapping at one another, being angry with one another, hitting one another, then clearly the world is going to be an extremely unrewarding place. Therefore, if it is not okay for everybody to do it, how can it be okay for you to do it?


Another basis for morality is the ‘adhering to set rules’ scheme, of which the Ten Commandments is one example. And this is indeed a powerful constraint on people’s behavior. We all set ourselves rules which control our behavior – down to the finest detail, sometimes. Some of these rules can be very strange and even abhorrent. For example, there are men who hold to the rule that ‘You never hit a woman, unless you’re living with her.’ Now what possible ethical basis can such a rule have? None that I or the majority of people can see; but even so, this rule governs the behavior of some men.


Some rules are imposed on us by society and most of us sign up to them. Examples include ‘You don’t stab people,’ ‘You don’t shoot people,’ and ‘You don’t hit people.’ But of course, not everybody signs up to all of these rules. Most people sign up to the first two of those three, but a significant number do not sign up to the third. I say that simply because many parents hit their children, although they usually use a euphemism such as ‘slap’ or ‘smack’ or ‘spank’.


Once you start setting rules for yourself, over and above those that society imposes, then things can get surprisingly complicated, especially in view of the fact that this should be a fairly simple business. For example, before our children were born, my wife and I set a rule for ourselves that we would never hit them. A good rule, we thought, and indeed we have abided by it. But even this has major snags, which I will tell you about.


Just before I do, though, I would like to you to contemplate an incident I witnessed walking through the pedestrian area of a city centre. Nearby, a woman was walking along with her two children of perhaps eight and ten. As they walked along, she was hitting one of them backwards and forwards across the head, saying to him as she did so: ‘How many times have I told you not to hit your brother?’


The contradictory nature of the mother’s words and behavior somehow produced an almost humorous side to this sorry sight. Nevertheless, the ‘Give him a taste of his own medicine’ thinking that she was demonstrating is common enough. Sadly, however, the all-powerful effect of modelling will probably overwhelm everything else. The young lad will be left with the simple observation that ‘It is okay to hit people, even my mother does it.’


But back to my own dilemmas. There we were, smugly bringing up our kids without hitting/smacking/slapping them. And did this mean that they behaved like angels? No, of course it didn’t; in fact they behaved just like all other kids. For example, when young, they would shout, squabble, pinch and hit each other. Shout, in particular. So how did I resolve the situation, how did I intervene to stop them shouting and quarrelling? Well, naturally, I shouted louder than either of them.


This usually worked in the short term, but was it a good policy? Clearly not, because I was simply doing exactly the same as I had seen the woman in the pedestrian area doing: trying to quell a behavior by exhibiting exactly the same behavior. So what lesson would my children learn? Presumably ‘It’s okay to shout, even my father does it.’


‘Modelling’ is the key concept here. This simply refers to the ‘model’ or ‘example’ you set. And in the case of parents and children, the example set is a very powerful one.


Here’s another instance of the power of rule-setting. Richard was a young man who had come to see me because he had taken to terminating arguments with his girlfriend by hitting her. The sequence of events seemed to be that they would start arguing, both would start shouting at each other, and the process would only come to an end when he hit her. He then felt terribly guilty, she felt terrible, and this was putting an understandable strain on the whole relationship. And yet, he seemed unable to stop. This was surely strange; one might say, ‘If he doesn’t want to do it, why doesn’t he stop doing it?’ But, as so often is the case, he seemed to be the victim of his own behavior. Richard was unable to help himself and so turned to outside help through therapy.


Richard and I talked about his background and he told me about his school and college days (which weren’t long ago; he was only in his early twenties at the time). In particular he told me how he seemed to be a natural target for bullying. Even in his last year at school a particular fellow student used to pick on him. On one occasion this youth picked on him once too often and, probably accidentally, ripped his shirt. Richard told me how, when this happened, something snapped inside him. Apparently uncontrollably, he just grabbed hold of his tormentor and gave him a thorough pummelling. Unsurprisingly, perhaps, this put an end to the whole sad sequence of events. Not only did the tormentor stop tormenting Richard, he also seemed to be genuinely remorseful.


Equally unsurprisingly, Richard felt rather pleased with himself; it seemed that he had discovered the answer to many of life’s problems, although in fairness he did not phrase it consciously and openly to himself in this way. Nevertheless, it was about six months after that incident that he first hit his girlfriend. And from then on there was no turning back; the pattern was established.


So the question is: What rule had Richard established for himself? It seemed to be something like: ‘It’s okay to hit people, in fact it will solve a lot of problems.’


And yet, when we examine the evidence, this only seemed to be partially true. In the one instance, leaving aside as to whether Richard was ‘right’ to hit the other guy, it had worked well for him. With his girlfriend, it was working very badly for both of them.


I asked him to try out a new rule, namely: ‘It’s sometimes okay to get into fights with males my own age, but no one else.’ He tried it out, experimentally at first; then, gradually, he ‘bought into’ the rule and really adopted it as his own. On his subsequent appointments he came with his girlfriend, and they told me this new approach was working very well for them. (Incidentally, happily Richard did not then go around getting into fights with males his own age. In fact, he seemed to be naturally a very peaceable kind of character.)


So, we have a first category of inhibitions, the moral category. These inhibitions may be established by the question ‘What if everybody went around doing this?’ This principle will tend to preclude us from indiscriminately snapping, shouting, hitting. The other yardstick for these moral inhibitions is ‘obedience to a rule’. Many rules are the laws of the land and it’s obviously best to go by those. Others, like not hitting children, we make up for ourselves. Even so, they are very powerful determinants of our behavior. I mentioned in an earlier chapter the man at the bar who stopped himself being hit by saying to his would-be assailant, ‘Hey, I’m over forty.’ By the time the would-be assailant checked through his list of rules to see whether there was one which said ‘You don’t hit men over forty’ the moment had passed.


Practical inhibitions


The second category of inhibitions is practical; nothing to do with morality. Inhibitions in this category limit our behavior by reminding us of the dire consequences that might befall us if we don’t observe them.


Exercise


Below, I have listed some of the examples we have talked about in this book, in the form of questions which invite you to say why the person in question doesn’t just do the very thing that occurs to them. I have filled the first three in to show you the kind of thing that’s in my mind.


1   Gerry is intensely irritated by his noisy neighbours playing their music over-loud next-door to him. What practical considerations stop him going around and giving his neighbours a real piece of his mind?


Answer: He believes that if he did that, they would probably play their music even louder. And in any case, the guy next door is bigger than Gerry so he feels he must treat him with some respect.


2   Colin is intensely irritated by his neighbours’ kids playing football in the street outside and allowing their ball to run all over his garden. What stops him going around and giving the kids and their parents a good piece of his mind?


Answer: See above. In this case, too, Colin thinks the kids will probably just behave worse, and laugh and jeer at him every time they see him, and the parents might indeed encourage them to do that.


3   Pam is intensely irritated by the noise that her husband makes when he is eating. What stops her from jumping up, banging the table and shouting: ‘For God’s sake why can’t you eat like a normal human being?’


Answer: She’s afraid that if she did that it would bring to a head the whole disharmony in the marriage. He would realize that her irritation was not really with his eating, but with him in general; and that his noisy eating symbolizes something deeper, to her.


4   When a fifth man comes into a bar and leaves the door open, Steve is so angry that, when he gets up, he would like to punch the man straight in the face. What stops him doing this?
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5   Judy takes her small daughter to the outpatient department and has to wait two hours before they are seen by the doctor and nurse. While she is waiting she finds that all the patients there (at least twenty of them) have been given the same (2 p.m.) appointment. What she would like to do is to really let rip at the doctor and nurse, who, by the way, were busy drinking tea together and not seeing their patients for at least a quarter of an hour. What stops her doing this?


[image: image]


6   Nigel is frequently irritated by his wife contradicting him while they are out in public. What he would like to do when, for example, she corrects him that the event he is humorously describing didn’t take place on a Wednesday, as he says, but on a Tuesday, is, there and then, to give her a real piece of his mind, and shout at her: ‘What the hell difference does it make whether it was a Wednesday or a Tuesday?’ What prevents him from doing this?
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7   Alan is frequently asked by his boss to do more work than he thinks he should be asked to. He would like to tell him where to get off, but doesn’t, he simply goes home irritable. What stops Alan giving his boss a mouthful?


[image: image]


8   Chris, who drives a smart four-wheel drive, is annoyed by the bad driving of a character in an old wreck. Chris chases after him and, when the other car has to pause at the next roundabout, feels like driving straight up the back of him. What stops him doing this?
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9   Ken is an executive who is so stressed out that when a customer asks him to do one more thing (which in fact is good business) he feels like telling him to get lost, or words to that effect. What prevents him from doing this?
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10 Bob has not got much time for the police so, when he is stopped late one night and asked where he is going and what he is doing, he feels like telling the police officer to mind his own business. In truth, he feels like thumping him. What stops Bob from doing this?
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11 Tina has a thing about ‘bouncers’ at the entrance to clubs. So, when a bouncer stops her and her friend from going into a particular club, she screams and shouts at him and launches an apparently energetic attack – but one which, in reality, has no force in it. Why does she not launch a proper full-blooded attack on the bouncer?
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Below are what seem to be the answers from the people in question. See how they match up with what you wrote.


4   When a fifth man comes into a bar and leaves the door open, Steve is so angry that, when he gets up, he would like to punch the man straight in the face. What stops him doing this?


Answer: He knows he would get banned from the bar, and his friends Ben and Chris probably wouldn’t speak to him again either.


5   Judy takes her small daughter to the outpatient department and has to wait two hours before they are seen by the doctor and nurse. While she is waiting she finds that all the patients there (at least twenty of them) have been given the same (2 p.m.) appointment. What she would like to do is to really let rip at the doctor and nurse, who, by the way, were busy drinking tea together and not seeing their patients for at least a quarter of an hour. What stops her doing this?


Answer: Judy’s main concern is to get the best possible treatment for her daughter. She doesn’t want the doctor to be distracted by anything else, nor does she want him to ‘take it out on them’.


6   Nigel is frequently irritated by his wife contradicting him while they are out in public. What he would like to do when, for example, she corrects him that the event he is humorously describing didn’t take place on a Wednesday, as he says, but on a Tuesday, is, there and then, to give her a real piece of his mind, and shout at her: ‘What the hell difference does it make whether it was a Wednesday or a Tuesday?’ What prevents him from doing this?


Answer: The knowledge that that would be the end of the evening as far as everyone is concerned. In other words, a ghastly uneasy silence would descend upon everybody until someone made some feeble joke to try to break it.


7   Alan is frequently asked by his boss to do more work than he thinks he should be asked to. He would like to tell him where to get off, but doesn’t, he simply goes home irritable. What stops Alan giving his boss a mouthful?


Answer: Alan is afraid that, after a few occasions like that, he might be heading for the sack, or, at best, pretty limited career prospects.


8   Chris, who drives a smart four-wheel drive, is annoyed by the bad driving of a character in an old wreck. Chris chases after him and, when the other car has to pause at the next roundabout, feels like driving straight up the back of him. What stops him doing this?


Answer: He knows that will probably cause a serious accident as a result of which he, Chris, will find himself in court; and the very least that will happen is that he will be banned from driving.


9   Ken is an executive who is so stressed out that when a customer asks him to do one more thing (which in fact is good business) he feels like telling him to get lost, or words to that effect. What prevents him from doing this?


Answer: He knows he would lose that customer, who would then go around bad-mouthing the firm, and gradually the firm would shrink and disappear.


10 Bob has not got much time for the police so, when he is stopped late one night and asked where he is going and what he is doing, he feels like telling the police officer to mind his own business. In truth, he feels like thumping him. What stops Bob from doing this?


Answer: He knows he’ll probably end up being arrested and charged, and will lose out in some major way.


11 Tina has a thing about ‘bouncers’ at the entrance to clubs. So, when a bouncer stops her and her friend from going into a particular club, she screams and shouts at him and launches an apparently energetic attack – but one which, in reality, has no force in it. Why does she not launch a proper full-blooded attack on the bouncer?


Answer: She knows she would come off second best, and anyway doesn’t want to do anything that could be seen as ‘an assault’.


It’s clear that these inhibitions have nothing at all to do with ‘morality’. They are entirely to do with practical consequences and not wanting to lose out in some way. Entirely sensible, in fact.



So why do we get irritable and what do we do about it?


A perfectly reasonable question is: ‘If there are so many moral and practical reasons for us to inhibit our irritability and anger, why do we ever feel that way? Humans aren’t normally designed to feel and do things that have no purpose, so what’s the purpose in this case?’


The main answer seems to be that it is a feedback mechanism – a way of letting other people know that what they are doing is going down badly with you. A way, therefore, of people becoming socialized and working together as a society rather than a collection of competing individuals.


In that case, why should we inhibit our inhibition and anger? If it fulfils this useful function of informing people when we feel they are they are ‘out of order’, presumably if we inhibit it then everything will go haywire. Other people will trample all over us, secure that there is no payback.


Well, if taken to extremes, that would be true. If you were never to show any irritation, never to show any anger, this would probably be confusing for people. They wouldn’t know when you were pleased and when you were displeased; it would be quite disorientating for those you mixed with.


But there is a happy medium. Some people we know are decidedly ‘irritable’. We are not suggesting that they should never show any irritation or anger; that would probably be super-human (and, as we have just noted, not very helpful). There are things in life that are irritating, things which prompt a ‘normal’ person to show some irritation. When we describe a person as ‘irritable’, however, s/he is going too far, becoming irritated by things that wouldn’t irritate a ‘normal’ person, or getting more irritated than most by slightly irritating things.


So, as ever, it is not a question of ‘all or nothing’. Yes, it is sometimes just as well for people to be able to sense that we are irritated or angry. On the other hand, it is very easy to take this much too far, to the point where even the slightest thing irritates us, or where we become irritated if things are not exactly as we want them. In that case our irritation and anger mechanism is clearly over-functioning, to the extent that it is counter-productive. When it is functioning at just the right level it provides useful feedback to other people; they can sense when we are slightly irritated and angry with what they are doing and as a result will probably desist. If it is functioning in too extreme a way, those around us get frightened and worried, and our relationships begin to break down.


A good parallel is with jealousy and possessiveness. Most people rather like their loved ones to exhibit a small amount of jealousy and possessiveness towards them. If this is not the case, many people take it as an indication that they are not really loved. So, a small amount of jealousy and possessiveness is perfectly fine, even a good thing. But what happens when this is taken too far? When someone spends all their waking moments worried about what their loved one is doing, whether they are being faithful and loyal? Some people go to the extent of popping home unexpectedly, leaving listening devices around the house or on the phone, even hiring private detectives to follow their loved ones around. Clearly, this level of jealousy and possessiveness is counterproductive and is very quickly going to lead to a breakdown in the relationship.


So, in both instances, whether we are talking about irritability and anger or jealousy and possessiveness, you can have too much of a good thing. In fact, rather like a homoeopathic medicine, the right amount is very little indeed!


Putting the brakes on


We can see, then, that for all sorts of moral and practical reasons we want to limit our irritability and anger very severely – almost to the extent of stopping it before it gets going. If we keep it down to very low levels it can work extremely well for us and for everybody around us; if we let it get any higher the reverse is the case: it works really badly for us and all around us.


So how do we perform this difficult balancing act, of keeping any irritation and anger down to useful and beneficial levels – down to those very subtle levels where those around us actually feel pleased to see the very occasional irritation from us, simply because it gives them feedback about what is happening?


For a task as complex as this we need a simple analogy. The best I know is that of traffic lights. If you drive around any reasonably large town you will find there is a complex system of interacting traffic lights. For example, near where I live there is a ring road round which I have to drive to get to the motorway. At one point on this ring road there is a particularly distinctive sequence of lights. The first set normally brings you to a halt; for some reason they usually seem to be on red. While you sit waiting at these lights, you can also see that the second set of lights you have to go through is also on red. In due course your first set turns to green, and you move off. If you go off at a very moderate pace, by the time you reach the second set (which is only 40 or 50 metres away) those too are changing to green and you can sail across, although you do have to keep your wits thoroughly about you during this procedure. The same applies to a third set of lights, again only 40 to 50 metres ahead; these too are in sequence with the first and second sets, and you can time things to get across all three in one steady passage.


In summary, what would be a completely unruly flow of traffic is first of all brought to a halt, then allowed to proceed in a thoroughly orderly and controlled fashion. Of course, there are other roads crossing the road I am on, hence the need for lights. An aerial view of this whole procedure would reveal an amazing number of vehicles, all meshing superbly and proceeding at as reasonable a pace as they possibly can. A real feat of interaction and coordination.


Exactly the same happens when two or more people are interacting with each other. Each individual has their own senses of direction, their own pace they want to keep up, their own interests. At the same time they are very keen to mesh with one another, not only because they know that is to their mutual advantage, but also because it’s enjoyable and satisfying.


So how does the traffic lights analogy work in practice? Remarkably simply. All we have to do is learn to spot a red light! And that’s easy. Any amount of irritation or anger we feel is, effectively, a red light. So we don’t just barge across it; that way lies disaster.


When confronted with a red light, irritation and anger in other words, we stop. This is not a ‘give way’ sign; it is very definitely a ‘stop’ one. We really have to make sure we come to a complete halt. Sometimes people say ‘count to ten’. Well, you can do this if you want; certainly it brings things to a pretty marked stop. On the other hand, you can simply note the presence of the ‘red light’ (irritability and anger), carry on talking about whatever you like, and then, when the irritability and anger have subsided to a tiny amount (the lights change) you can get ready to move on to say whatever you think is best.


How does that work in practice? Here are some real examples, the first of which – you will not be surprised to learn – concerns Steve, in a draft at the bar.


1   Steve at the bar


Red light: Yet another man comes in, leaving the door open. Steve experiences a sudden surge of anger, which he recognizes as a red light.


Wait: Quickly, almost instantly, Steve’s anger drops to a very low level. Simply refraining from speaking for a moment has helped. He judges the best thing to say.


Green light: Steve leans over towards the man who has just come in and is about to walk past, and says: ‘Push the door to, would you, friend, it leaves a heck of a draft.’


And, moreover, he can repeat this sequence time and again, just as he can manage hundreds of traffic lights on a journey.


2   Ian dropping mug on floor, irritates Sue


Red light: The sound of the mug smashing on the floor produces a sudden surge in adrenaline in Sue, which she recognizes as the red light. She says nothing for an instant, while the anger quickly drops to a more minor level. Wait: With her anger at a much lower level, she works out the best response.


Green light: Still with a trace of irritation in her voice, she says: ‘Get a brush and sweep that up and put it in the bin, there’s a good boy.’


Again, this is an interesting one, because it is not just mugs that Ian breaks; in truth, he is somewhat careless. It is therefore probably appropriate that Sue’s voice has just a dash of irritation in it. It’s certainly very genuine, she really feels the irritation. But by thinking in terms of the traffic lights procedure she puts it into a useful context rather than a destructive one.


3   Vicky tells of Danny and her underwear


Red light: Danny felt intensely angry that Vicky had broken a very intimate confidence, not just to a few other people, but on the radio. This intense anger persisted for several days. He therefore said nothing.


Wait: When the anger subsided to a more manageable level, Danny worked out the best way to approach the subject.


Green light: At a moment when there was plenty of time, and he and Vicky were getting on reasonably well, he said: ‘I’ll tell you something I think we should talk about, because you know I was really angry about what you said on the radio the other day. It seems to me we should talk about what needs to be kept between the two of us and what can be said to others, because I know both of us come under pressure from smart interviewers to say things we’d rather not say. So I guess we ought to get our act together now about how we’re going to cope with that.’


4   Anne finds her daughter in the bath rather than tidying her bedroom


Red light: Anne, having thought that her daughter was at last tidying her room, goes up and finds that is not the case. Gradually she realizes that, in fact, the girl is in the bath. Feeling furious, she refrains from doing anything for a little while.


Wait: Anne’s initial burst of outrage has now subsided to a lower and perhaps useful level of irritation. She works out the best way to move forward.


Green light: Helen decides to wait until her daughter is out of the bath and dressed again. Then she goes to her room and says, with the tiniest hint of irritation, a large dash of determination, and also a smidgen of friendliness: ‘Look, dear, we’re really going to have to get this room of yours tidied. So come on, I’ll help you with it.’


The traffic lights technique is a remarkably strong and powerful one. But there are several points to be made. Sometimes the ‘red light’ stays on for a very short period of time, barely a second or two. Steve in the bar, and Sue with Ian who drops the mug on the floor, are examples of this. In other cases the red light stays on for hours or even days – as with Danny and Vicky.


Secondly, you don’t always get what you want. Anne is an example of this. She never got to the point where her daughter set about happily tidying her bedroom all on her own. And we have to recognize that there’s no law that says we should get what we want, any more than other people always get what they want. There’s no need to ‘awfulize’ this phenomenon. It’s just the way things are.


The third point, and the best news, is that just as we get good at coping with real traffic lights, we also get good at coping with these metaphorical ones. So, whereas previously Steve became more and more incensed every time somebody left the door to the bar open, he now became more and more skilled at going through the traffic lights procedure. So each time he said ‘Push the door to, would you, friend, it leaves a heck of a draft,’ it seemed like the first time he had said it as far as the hearer was concerned; but in fact, this was now a skilled procedure he had developed.


Likewise, and perhaps in particular, for Sue with Ian the mug-breaker. Ian gave Sue plenty of practice in spotting red lights, but Sue did her bit by recognizing them and moving through them efficiently and productively.




EXERCISE






•   Think of a ‘red light’ that has occurred over the last two days: something that actually made you angry, or potentially could have done.


•   Did you recognize it as any sort of a red light and stop at that point?


•   Did you stop and wait for the anger to subside to a very small amount and then decide on your best way forward? Did you then move off along the productive path you’ve chosen?





Well, unless you’ve read this book before, presumably you’ve answered no to one or more of those questions. So here is another …




EXERCISE






•   Again, what exactly was the ‘red light’? In other words, what happened to make you angry?


•   What would ‘stopping’ have meant in that situation? In other words, could you simply have said nothing, or would that have looked strange? Would you perhaps have had to carry on talking in some way or carry on doing what you were doing? In that case the ‘red light’ is simply not responding to your anger but instead carrying on with what you were doing.


•   When your anger has subsided to a low level, what would have been the best path to take? This is the amber phase: your anger is at a low level, and you (not your anger) are deciding on the best way forward.


•   What exactly would ‘green’ have looked like? In other words, what would you have said or done? What tone of voice would you have used?





If this all sounds very complicated, that’s misleading. It is a very simple and very enjoyable procedure. It is best, however, to go through it in your mind a few times, just as the second of these two exercises suggests. Each time you hit ‘red’, recognize it as such, allow the anger to subside to a very low level, and then decide on your best way forward. Then move forward, actually do what you’ve decided on (green).




TIP






There is only one trap in this procedure, and that is to kid yourself that you’re at amber when in fact you’re still on red. Remember, the characteristic of being at amber is that your irritation and anger are at very low levels. Sometimes, it is true, this may be just half a second after the intense initial burst of anger. At other times, however, it is a good while afterwards.







SUMMARY






In this chapter we have looked at:


•   The types of inhibitions that exist: moral inhibitions based either on ‘What would happen if everybody did this?’ or on ‘clear rules’, and practical inhibitions, which are based simply on the practical consideration of what would happen either for you or for other people if you acted on your raw anger.


•   Why we get irritable and angry: the idea that a very low level of irritability and anger provides useful feedback to those around us, while anything above this very low level is counterproductive and simply puts everybody on edge.


•   How we can bring inhibitions to mind when we want them, and act on them usefully by using the traffic lights procedure.







PROJECT






Three projects come out of this chapter:


1   Read through all the material on inhibitions and get it really clear in your mind what your inhibitions are. Remember, these inhibitions are going to prove really useful to you. They’re the ‘motivators’ for you to keep your irritability and anger down to a very, very low level. Write them down.


2   The practical project is the traffic lights one. Really practice spotting ‘red lights’. In other words, practice spotting when you become angry. Allow it to sink to a low level (amber) as quickly as possible. Only at that point do you decide what would be a reasonable way forward. Then, when you’ve decided, move on to green; in other words, put into practice what you think is the best way forward. And remember, just like Anne, you can’t always have your own way!


3   As ever, review your successes, either mentally or on paper.
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The bottom line: Response


You know what they mean by ‘the bottom line’? It comes from business and refers to the bottom line of the accounts: the final profit (or loss) figure. It doesn’t matter whether the head of the business has been extremely hard-working and everyone else in the firm incredibly conscientious, if the bottom line is that the business made a loss then that, in a sense, is all that matters. Conversely, it doesn’t matter that another business might have a lazy and lethargic head and an opportunistic workforce; if the bottom line is that they are making a healthy profit, then that, in a sense, is all that matters.


It’s the same here. In our model (Figure 14.1) we are now looking at the ‘response’ box. The point is that if our final response is an acceptable one (i.e. non-irritable, non-angry) then it really doesn’t matter what our beliefs are, what our mood is, what triggered things off, how angry we got, how good we are at implementing inhibitions, and so on. In theory at any rate, you can have everything piling up against you and still make an acceptable response. And in fact it’s not just theory, it can really happen in practice too.


So, if you are looking for a short cut, this is it. Personally, I wouldn’t use it as a short cut, because if you do use it like that it is a route strewn with difficulties. If I were you I’d regard it as the final piece of the jigsaw; that way you have everything pulling on your side.


[image: image]


Figure 14.1 A model for analyzing irritability and anger


Either way, as far as anybody else is concerned all they can see is your response. It doesn’t matter to them what’s been going on inside your head; if you respond irritably and angrily then, as far as they’re concerned, you are an irritable and angry person. Equally, if you respond in a non-irritable way and a non-angry way, then that is how they see you.


So, given that most of us would prefer not to be seen as irritable and angry, what do we do? The good news here is that we have covered most of what we need to cover already. The three key concepts are:




•   the traffic lights analogy;


•   modelling yourself on a good example;


•   reviewing successful (and unsuccessful) incidents.





Traffic lights


Let’s go through the traffic lights analogy first.


The ‘red light’ comes on when you can see that you are about to make an irritable and angry response – or at least, a response that will be seen by other people as irritable or angry. You treat this impulse as a red light: in other words, you literally stop. All you do is not say or do whatever it is you were going to say or do. If other, similar, things come into your mind, then you stay at the stop light. You get ready to move off only when you start thinking of alternative, non-irritable, non-angry responses.


Sometimes you can only think of one ‘reasonable’ response. Sometimes it takes a long time for such a response to occur to you. In that case, it simply means you are stuck on red for a long time. This is, of course, entirely true to life; just occasionally you come across lights which seem to be stuck on red for ever. But eventually, sometimes after half a second, sometimes after half a week, you think of a reasonable response. That is your cue to move on to green.


The ‘green light’ is simply doing whatever the reasonable response is. But remember, ‘reasonable’ is in your judgement, not the judgement of your anger. You know full well that your anger tells you to do things that the genuine you would disagree with. So, don’t let your anger have the last word; insist that you do.


One of the examples we used earlier was Sue coping with her careless son Ian, who’s prone to drop things and break them – mugs, for example. She describes one instance where, as soon as the mug smashed on the floor, she felt an overwhelming surge of anger; she just wanted to shout anything at him. She also describes recognizing that as a red light, and simply keeping her mouth shut for a moment. This was, more or less, a ‘half-second’ red light. No sooner had she come screeching to a halt on red than she quickly saw that all she needed to do was to get him to sweep it up. In other words, she moved straight on to amber, where a reasonable response occurred to her; and then on to green: ‘Just sweep it up, there’s a good boy,’ said with the merest hint of annoyance.


The same with Chris, the character who was prone to road rage. He trained himself to recognize the red light too. He described an instance where somebody pulled in front of him rather more sharply than he felt they should have done; having braked, he literally felt his foot having a will of its own, wanting to get on to the accelerator to ‘tailgate’ the offender. He had by this stage of training learnt to recognize this impulse and he simply refrained from giving in to it. The ‘right response’ for Chris was telling himself to ‘drive by his own standards’. The green light was simply doing that: taking his instruction literally, driving well and responsibly.


Following a good example


The second concept is that of modelling yourself on a good example. I have to tell you that this also is one of my very favourites. The great thing about having an example to model yourself on is that you can clearly envisage what responses you can make. All you have to do is to ask yourself: ‘What would he or she do in this situation?’ and you have a ready-made template for your own behavior. Then it’s just a case of mimicking it.


So, by spending a couple of minutes now, you can save yourself endless hours of difficulty later on. All you need to do in that brief time is to think of somebody who would make a really good example for you. Here are a few tips to help you choose:




•   You are looking for somebody, preferably the same gender as you but not necessarily, who typically makes non-irritable and non-angry responses. Someone who is difficult to get angry. Do not model yourself on somebody who easily becomes irritable and angry!


•   It should be a person who you like, even admire; someone you would be pleased to be thought similar to.


•   The individual you’re modelling yourself on does not have to be ‘perfect’. They may have elements to them that you would not want to copy. Even so, by and large, you like or admire them and, certainly, they are non-irritable and non-angry.


•   The person you bring to mind may be someone you know from real life, or someone you know only in a public role, perhaps from television or radio. It is important, however, that you have a very vivid idea of what they say and do, so that you can copy it easily.





You might find more than one person to model yourself on. This is not necessarily a good thing, because in the heat of the moment you need to have one clear image to copy. So you’re probably best off, certainly in the initial stages, having just one person to bring instantly to mind, so that you can quickly ask yourself what he or she would do in this situation.


Hence Graham (the one whose wife, Fiona, irritated him by flirting with other men) used Ian as a model. (Ian’s wife, Hannah, was also something of a flirt, but only in the same harmless way as Fiona.) This was a highly appropriate model for Graham because he knew both Ian and Hannah well, recognized that Hannah had many similarities to Fiona, and could see that if only he brought himself to behave just like Ian did, then all would be well. In fact this worked out especially well because it meant that the four of them got on better than before, with each of the quartet involved effectively in ‘mirroring’ one another.


Paul, the father of the twelve-year-old boy who hadn’t done his homework, used the character of a middle-aged teacher from a television soap opera as his model. This was an interesting one; I wasn’t convinced this was a very good role-model to choose, first because this character was rather older than Paul and second because he was in fact a teacher and was therefore in a position to help youngsters with homework quite readily. Paul wasn’t particularly good at his son’s homework himself, so wasn’t that good at helping. The third thing that slightly worried me was that this characher was a bit ‘too good to be true’, so I was worried that Paul might be setting himself an impossible target. Happily I was proved wrong, and Paul found his role model a very good one. Even when he couldn’t help his son, John, it still seemed to carry him through. Such is the power of ‘modelling’.


Reviewing


You will recognize that this idea comes up time and again. Quite rightly too; it is very important indeed. This is how we really consolidate things: by reviewing both good and bad events, and taking our lessons from them.


So, if you do let yourself down at all (i.e. get too irritable and too angry) then, as soon as you have got back to your normal self, do a thorough review. What would you have preferred to do in that situation? (In other words, what response would you have preferred to make?) Would it have been best to use the traffic lights technique, the modelling technique, or to combine the two? When you combine the two you simply stop at the red light of irritability and anger, think of your role-model to help you come up with a suitable response (the amber light), and then move off to mimic that response (the green light).


So you literally relive the situation, but give it a better ending. This, technically, is known as ‘cognitive rehearsal’. It is very effective because, as mentioned before, the brain can’t really tell whether you’re doing things in reality or in imagination. So you are treading the path through the jungle, preparing a path so that the next time a similar situation arises you’re more likely to respond in the way you want to rather than in the way your habit or your anger tells you.




A NOTE OF CAUTION






There is one trap in reviewing and that is that you simply relive whatever it is that made you angry. Be careful to walk around this trap. The whole point of reviewing is to relive a better response. Certainly people do and say things which we would prefer they didn’t do and say, but that does not mean we have to respond badly. So, we relive and practise (mentally) the response we’d prefer to make.





Just as important, possibly even more so, is to relive our successes. When we see something happen that would formerly have produced a really bad response from us, and yet, this time, we handle it well, then we must take time to indulge in self-congratulation. As soon as possible after the event, do a review in just the same way as if you had not responded as you would have wished. Again, take care to walk round the trap of simply reviewing what might have made you angry. Rather, review how you managed to respond so well as you did. You can even take it a step further and imagine various other triggers and how you would respond to them in a non-irritable, non-angry way.




SUMMARY






•   In this chapter we have seen that we could, if we wished, cut through everything else to the ‘bottom line’: how we respond. No matter what triggers are put in our way, we are responsible for our own responses.


•   There are three good ways for you to get yourself to produce the kind of responses you want to, and those three ways mesh with each other.


•   First is the traffic lights technique. When you feel a surge of irritability and anger you simply stop. And you stay on ‘red’ until you can think of a reasonable response (from you rather than your anger); this is ‘amber’. Once you’ve got that response clearly in mind you can move on to ‘green’ and implement it.


•   Second is the technique of modelling yourself on a good example. You think of a particular person who always (so far as you know) responds well in adversity, in other words in a non-irritable, non-angry way. You hold this person in mind constantly and, when you are confronted with potential irritability- and anger-producing situations, you respond as s/he would do. Eventually this becomes part of you: you will have grafted these better responses on to the good elements of your own personality.


•   Third is the technique of reviewing: instances where you responded badly and – especially – those where you responded well. In both cases you rehearse future responses where you literally envisage the potentially anger-producing stimulus (but avoid the trap of getting involved in reliving it) and rehearse the response you would prefer to make.







PROJECT






The best project from this chapter is to implement all three of the methods we have been talking about.


•   Start with the traffic lights technique. Become razor-sharp at recognizing impending irritability and anger, and put yourself on red straight away. Think of the person you have set as an example to model yourself on, and what s/he would do in this situation. This puts you on to amber, because you now have a picture of a really good (non-irritable, non-angry) response. Then move on to green, in other words implement that response convincingly and with enthusiasm.


•   That meshes the first two techniques. All you then need to do is to review the times you successfully implement them – and, indeed, review the times when you fail to implement them and how it should have gone. Both of these are good things to do.


This is a very solid project which will be of tremendous benefit to you if you put your heart into it.
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‘But I’m not always irritable, just sometimes’: Mood


Do you ever have that experience where you just feel irritable? No one has even done anything yet, but you know that if they did then it would really irritate you. Or you are with other people and absolutely everything anybody says or does, and the way they do it, irritates you.


Perhaps other people don’t realize you’re feeling that way, perhaps you’re able to keep it to yourself – possibly as a result of reading the previous chapter on ‘responses’. But inside you’re just feeling tremendously ‘prickly’.


Colloquially, this is referred to as ‘being in a bad mood’, and this about sums it up. Technically, too, that feeling comes under the heading of ‘mood’. Back in Part One (Chapter 7) we looked at the kind of things that influence mood, namely: routine, exercise, nutrition, drugs, sleep, illness, stress and social factors. If we can get these factors right, then we are much less likely to find ourselves in ‘a bad mood’ (see Figure 15.1).


Interestingly, many people have got so many of these factors awry that they spend a good deal of their lives in a bad mood, and indeed feel that this is ‘part of life’. The good news is that this is not so; it’s perfectly possible – and reasonably easy – to sort out these factors so that recurrent ‘bad moods’ become past history.


So, let’s take them in turn.


[image: image]


Figure 15.1 A model for analyzing irritability and anger


Routine


The body loves routine, doing the same things at the same time most days. Don’t be tricked by the idea that ‘routine’ need be boring. On the contrary, you can if you wish lead the most exciting life of anybody in the world; just make sure you do it every day!


The two main things that the body wants to do at regular times are eating and sleeping. Of the two, sleeping is probably the more important.


So what you need to do is to go to bed and get up at roughly the same time most days.


Likewise, you need to try to eat at roughly the same times most days. The best way of doing this is to set yourself times for breakfast, lunch, tea and supper (if those are the meals you eat), and then give yourself half an hour’s leeway either way. So, you might say that you eat breakfast at 8 a.m., lunch at 1 p.m., tea or snack at 5 p.m. and supper at 8 p.m., which would in fact mean that you had breakfast some time between 7.30 a.m. and 8.30 a.m., lunch at some time between 12.30 p.m. and 1.30 p.m., tea or a snack at some time between 4.30 p.m. and 5.30 p.m., and supper at some time between 7.30 p.m. and 8.30 p.m.


I labour the point because I have seen some people who become over-meticulous about eating at exactly the same time every day, and that can be constricting and difficult to maintain. All I am suggesting is that you eat and sleep at roughly the same times, most days.


And what happens if you don’t? If you know what jet-lag is like, then that’s what your life becomes, except that you are permanently in a state akin to jet-lag. There is nothing mystical about how jet-lag occurs: it has nothing to do with jet engines or aeroplanes in themselves, it is simply that one moves from one time zone to another, and this upsets the ‘body clock’, one’s physical rhythm or routine. Technically, this is known as the ‘circadian rhythm’ – the rhythm of regularity around a 24-hour cycle that the body likes to maintain.


And when you’re in a state of jet-lag – which is often characterized as ‘tired and irritable’ – you are, sure enough, irritable. So, just by ensuring that you maintain a regular routine you may well massively reduce your irritability.




CIRCADIAN RHYTHM PROJECT






This all leads to a very clear and powerful project.


Step 1: List all of the following:


•   Get-up time:


•   First meal time:


•   Second meal time:


•   Third meal time:


•   Fourth meal time (if any):


•   Bedtime:


Step 2: Stick to the times you have written, within 30 minutes either way.


Step 3: You can make a diary of this if you want; in other words, simply record the actual times you eat and sleep. You might be surprised how difficult it is to keep them regular, especially if you’re not in the habit of doing so. However, persist; this is one of the linchpins in producing a stable mood for yourself.






Taking exercise


Yes, I know you’ve heard it before, that exercise is very good for you. Well, I’m afraid it’s entirely true: human beings are indeed designed to take exercise. It lifts the mood, strengthens up all manner of physical factors, and is generally absolute magic.


The only good news (if you are anything like me) is that exercise does not have to be strenuous. You do not necessarily have to go to a gym and ‘work out’. Walking is just as effective.


Conventional wisdom says that aerobic exercise is best, but more recent research seems to suggest that any exercise is good exercise. So, walk whenever you can, run upstairs – generally just get as much exercise as you possibly can fit in. If you want to go swimming as well, or join a gym, then of course this is excellent too. But don’t do any strenuous exercise without checking things out with your doctor.




A COUPLE OF TIPS






Three factors that have cropped up fairly regularly with people I have seen are as follows:


•   People (especially, but not only, women) say that they would walk but they are inhibited from doing so by the wrong shoes. We are not talking about ‘serious’ walking; just walking to and from the bus stop, or even upstairs sometimes. Clearly there is a question of how much priority is being given to exercising here; give it a bit more priority and make sure you have shoes that are comfortable enough to walk in and, if you like, even look good as well.


•   Some people, whose natural opportunities for exercise are virtually nil, say that when they get home they are too tired to exercise. The first point to make here is that if they could make themselves exercise, then the exercise itself would make them feel more energetic. The second way of looking at it (because it is in fact very difficult to ‘make’ yourself exercise) is again that they should give the exercise more priority: in other words, exercise earlier in the morning, at midday, or at some other time, if they know that they are going to be too tired in the evening. (And, in turn, this would make them feel less tired in the evening too.)


•   Some people are tempted to mix exercise with anxiety. For example, I had one chap who deliberately set off slightly late to catch the bus every morning. This meant that he would have to walk fairly briskly down the road to the bus stop. This is a pity; exercise is meant to be an entirely natural and anxiety-free activity!







EXERCISE PROJECT






This too is a key area with massive potential benefits for you.


•   The best project is simply to keep a diary of how much exercise you get. This can be ‘endemic’ exercise, where exercises are simply ‘built into your routine’ by way of walking from one place to another and so forth. In fact, to make it part and parcel of your routine is probably a very good idea; this means it won’t slip once your enthusiasm wanes! Or it can be ‘scheduled’ exercise: deliberately going for a walk, or for a swim, or for a session in the gym.


•   Either way, it is a very good idea to record how much exercise you’re getting. Take it from me, it can be very salutary indeed to see just how little one sometimes gets!


•   The final question is: just how much exercise should you get? The answer is: pretty well as much as you like. For those of us in a ‘normal’ routine it is very difficult to get too much exercise. Just make sure you get plenty of non-strenuous activity. To be breathing faster than normal and possibly even sweating is a good thing; to be noticeably breathless and in discomfort is not.





Nutrition


In most of the western world people certainly consume plenty of calories. But whether you get a diet that is good for you is perhaps another matter.


There often seems to be a lot of conflicting information around about what constitutes a good diet, and that sometimes means that people feel like giving up and eating whatever they feel like eating. That is a pity, because it is simple enough to get a reasonably balanced diet.


Current conventional wisdom is best summarized by saying there are four main types of foods –


1   fruit and vegetables;


2   foods such as bread, rice, potatoes;


3   high-protein foods such as meat, fish;


4   high-fat foods such as biscuits, chocolates, etc.


– and that we should eat them in that order of quantity. There is nothing ‘wrong’ with any of the four categories; it’s simply a matter of proportion. We should eat most of the fruit and vegetable category, least of the high-fat foods, with the others in between.


Incidentally, it is probably a mistake to actively avoid particular types of food unless you have a clearly diagnosed allergy to them – as in the case, for some people, of nuts. For instance, it can be unwise to actively avoid cholesterol, because excessively low levels of cholesterol have been shown to be associated with low mood. (But, equally, taking a moderate amount of cholesterol does not necessarily mean eating a lot of biscuits and chocolates; some of the best forms of cholesterol occur in oily fish such as mackerel, herring, etc.)


The next thing is: how good are you at digesting your food? No doubt you were told it as a youngster that you need to chew your food properly before swallowing – and it’s still true! The reason for this is not only that digestive juices are secreted in the mouth, but that chewing also stimulates the production of other juices in the digestive tract, so that, when the food arrives there, it is ‘expected’.


Similarly, it is best if you can ‘put your mind to’ eating, rather than eating while you are on the move, talking in too involved a way with other people, and so forth.


And finally, it is still true that most people don’t drink nearly enough water. And it is probably best to say ‘water’ rather than ‘fluids’, even though the latter sounds so much more technical! The trouble is that if you think in terms of ‘fluids’ it opens the door to too much coffee, tea, etc. Best to think in terms of water. You don’t have to drink any more than you want, but do drink plenty.




NUTRITION PROJECT






There’s no need to go overboard on this one. Just ensure the following:


•   Eat an approximately balanced diet, as described above.


•   Give your body a good chance at properly digesting the food you eat by having some respect for mealtimes, food and your digestive tract! Remember, it is not so much the case that ‘we are what we eat’ as ‘we are what we properly digest.’


•   Drink plenty of water.


I say ‘there’s no need to go overboard’ simply because I wouldn’t want you to get obsessed with what you eat, how you eat it and what you drink with it. Nevertheless, nutrition is important; so, if it’s especially relevant to you, make sure you sort it out.





Drugs


In this section I just want to talk about the so-called ‘endemic’ drugs: caffeine and alcohol. They are termed ‘endemic’ because they are part and parcel of everyday life as far as many people are concerned.


Caffeine is probably the bigger offender as far as disrupting mood is concerned – and a worse offender than most people think.


First of all, let’s have a look where it comes from. Table 15.1 below shows us that the major sources of caffeine are coffee (including instant), tea (more or less on a par with instant coffee, which surprises many people), and cola drinks. There is also a fair amount in dark chocolate, especially if you eat lots of it!


[image: image]


Both caffeine and alcohol are listed as substances which produce substance-related mood disorders in the American Psychiatric Association’s Diagnostic and Statistical Manual (4th edition, 1994). It comes as a surprise to many people that caffeine can have the far-reaching effects it does. It has been shown to be associated with low birthweight for babies from high caffeine-consuming mothers and an increased risk of cardiac problems in high caffeine-consuming people; and of course it is known for its sleep-disturbance properties and the ‘jittery’ effect that many people have when they drink too much.


In summary, caffeine is one of those substances that is best taken strictly in moderation. There is some evidence that at such a level (around three cups of instant coffee per day) it has quite a good anti-depressant effect; much more and you really need to be cutting down, back to around that daily level of three cups.


If you are drinking an excessive amount of coffee (and I’ve come across people who drink thirty cups a day), the best way of cutting down is first of all to halve your current consumption. Then hold that level steady for a week or two. Then halve it again. Then hold that level for a week or two, and halve it again if necessary – keeping going until you get to around three cups a day.


You may well find it surprisingly difficult to cut back because, although most people don’t think they are addicted to the amount of caffeine they consume, you probably are. Common withdrawal symptoms include painful headaches and tiredness, although in total it appears that caffeine depletes your energy levels rather than boosts them. Some people who have headaches first thing in the morning or at weekends find that they are associated with caffeine withdrawal because, naturally enough, one doesn’t normally consume caffeine through the night and many people drink a lot more caffeine during the working week than at weekends.


In summary, then, limit yourself to around three cups of instant coffee or its equivalent each day. And even then, don’t have one of those in the evening time or it will probably interfere with your sleep.


Pretty much the same applies to alcohol. In moderation it’s fine, but in excess it really is troublesome.


Recommended weekly maxima in the UK are currently 21 units for men and 14 units for women, where a unit is roughly equivalent to a glass of wine, half a pint of beer or a measure of spirits. Current US recommendations are for a slightly lower intake; the Connecticut Clearinghouse (‘a program of Wheeler Clinic Inc., funded by the Department of Mental Health and Addictions Service’) says that ‘moderate drinking’ should not be exceeded, and defines ‘moderate’ intake as one drink a day for females and two drinks a day for males, where one drink is equivalent to 1.5 ounces of distilled spirit (80% proof), 5 ounces of wine or 12 ounces of regular beer.


Personally, although I confess to being rather fond of drinking, I expect that the UK maxima will be lowered in due course. Anyway, if you drink much more than this and also find yourself troubled by irritability, then you really need to work hard at getting down to these limits as a maximum.


The real problem with alcohol is that it interferes with your sleep. Contrary to popular belief, the chances are that your quality of sleep is actually impaired rather than improved by consuming alcohol. Obviously, taken in large amounts it leaves you hung over, and taken even in not very great amounts it still leaves you under par the next day, partly because it attacks your supply of B vitamins.


It’s no real answer, but if you are drinking too much alcohol and find it very difficult to cut it down to reasonable levels, then at least make sure that you take regular multivitamin supplements. Clearly this is not half as good as not damaging yourself in the first place, but it does go some way to undoing part of the damage.




ALCOHOL PROJECT






•   This one is clear and simple: get down to the recommended maxima of alcohol per week.


•   Obviously this is a very important one, not only because of the implications for your irritability, but also in terms of minimizing the damage alcohol does to your liver and brain especially.


•   If you can manage this by yourself, simply by starting up a new habit of drinking a lot less, then so much to the good. If you need some outside help, it’s worth getting it. Your family doctor might be able to recommend somebody, or you can get in touch with Alcoholics Anonymous (local contact numbers are in the phone book); you don’t have to be drinking as much as you think in order to get help from them.






Recreational (‘street’) drugs


This category covers a great many drugs, and I am not expert on any of them, so I don’t propose to say too much here. I would rather leave it to your own judgement. Given what we have said above about the ‘routine’ drugs of caffeine and alcohol and the damaging effects that they have been proved to inflict upon us, you can probably judge for yourself what effect other drugs might be having on you, if you are taking any, and what you had best do about it!


Sleep


The importance of sleep is very difficult to overstate. If you can get into the routine of having a good night’s sleep, then this will have a major impact on the quality of your mood. There are a number of rules, many of which have been mentioned already:




•   Get up at a regular time; the body likes routine.


•   Eat at regular times; again, the body likes routine.


•   Avoid too much caffeine (not more than around three cups of instant coffee per day) and too much alcohol (not more than three units per day if you are a man, two if you’re a woman).


•   Get a reasonable amount of physical and mental activity into your day; try to break the vicious circle of feeling tired, therefore not doing much, therefore not sleeping very well and therefore feeling tired . . .


•   Have a wind-down period before you go to bed; a low-activity routine so that you go to bed relaxed.


•   Make sure you’re neither too hungry nor too full when you go to bed.


•   Ensure that you have a regular bedtime; again, the body likes routine.


•   Some people find they are able to induce a state of happiness as they lie in bed; if you can do this it’s a good idea – happy people sleep better than unhappy ones!


•   Make sure you’ve got rid of any extraneous sudden noises from central heating or anything else, and that you are warm enough but not too hot.





Well, that isn’t exactly a fully comprehensive account of how to reform your sleeping habits, but it’s a fair start. If you really make sure that you are doing all of those, all at once, then you shouldn’t be sleeping too badly at all. Only one other thing; don’t try to sleep – even if you just lie there awake but relaxed all night your brain will go into a different mode and you’ll have a reasonable amount of rest, so long as you don’t actually harass yourself with trying to sleep.




SLEEP PROJECT






•   Regardless of whether you think of yourself as having sleep problems it is still an excellent idea to get as good a night’s sleep as possible. The importance of a good night’s sleep is very difficult to overestimate.


•   Therefore apply your mind to implementing as many of the above points as you can, including setting realistic times for bedtime and getting-up time in order to ensure that you have enough time in bed but not too much.


•   Of course, if you work shifts, this can be a tremendous problem. Some people seem to be able to manage shift work quite easily, others not. In either case do make sure that you get straight into the new routine as soon as your shift changes; the body isn’t normally too upset about occasional changes in the routine so long as you then stick to it for a substantial period of time. Other people simply cannot tolerate, for example, night-shift work. If you are one of those then you might have to take more radical measures like moving on to a job that doesn’t entail night-working.


•   Come what may, make sure you do everything in your power to get a good night’s sleep.





Illness


If you are going through a period of illness, then the chances are that this will affect your mood.


There may not, of course, be a lot you can do about this. Let’s assume, in any event, that you are doing all you can in terms of overcoming the illness, regardless of whether it’s short-term or long-term, physical or mental.


What we are interested in here is your levels of, and tendency towards, irritability and anger. In that respect there is one major thing you can do: namely, when you find a person who’s irritating you and you suspect it may be because of your illness, make sure you lay the blame fair and square on your illness, not on the person. If you want to swear and curse at anything, do it at the illness rather than the person. And, that being the case, make sure it’s under your breath!


There is a very important general rule here: it is always good to lay the blame fair and square where it belongs rather than dumping it on some poor unfortunate who happens to be nearby!


There is just one illness I’d like us to look at more carefully, because it is so often associated with irritability and anger. And that illness is a mental one, namely depression.


Depression


My friend and colleague Paul Gilbert has written an extremely good book on Overcoming Depression in this series. However, just for the moment, rather than embark on reading a completely new book, allow me to give you a few tips. That is all they are; but just see if any of these fits your needs.




•   Think less, do more. Thinking is one of the great traps in depression. Many people, when they find themselves feeling low, indulge in two types of unhelpful thinking. First, they dwell on and brood over their problems; and second, they ‘introspect’ – in other words, they think too much about where they might be going wrong. As a general rule, too much thinking doesn’t do us any good. Effectively, it digs us deeper into the swamp we are trying to climb out of. Action, on the other hand, is usually helpful. It doesn’t particularly matter what the action is. Doing things of any sort seems to be a good idea.


•   Envisage a future you want. Regardless of whether you are thinking short-term or long-term, next weekend or ten years hence, looking forward to a good future is a powerful antidepressant. Have a clear picture of what it is you want; write it down or draw pictures of what you’re after. But whatever you do, make sure that you have really clear images of the future that you want and how you might obtain it. And do it regularly; it’s not a ‘once and for all’ activity.


•   When you do think, be careful what you think about. Sometimes people spend time thinking about things that make them unhappy. Sometimes the connection is obvious – thinking about sad things makes most people unhappy. Sometimes it is less obvious; you might, for example, spend time thinking about a good relationship you used to have, but when you stop thinking about it find that you have become unhappy. Try to be aware of what effect your thoughts have on you, and spend less time thinking about things that make you unhappy and more time thinking about things that make you happy.


•   Get yourself a good routine with plenty of exercise and sleep, good nutrition, and limited unhelpful drugs. We have probably said enough about this one, but if you get all those things right you’re off to a terrific start.


•   Act as if you are happy and relaxed. The way we walk, sit, stand and talk gives signals to the brain about how we are. So, it’s a good idea to send ‘non-depressed’ signals to the brain. Try an experiment if you want. Normally, if you’re feeling down, you’ll be sitting in a depressed kind of way. If somebody came in and saw you, they’d say you looked depressed. So, right now, sit in a non-depressed way. Very quickly, almost immediately, you’ll feel the difference. It is very difficult to sit non-depressed and yet feel depressed. If you act as if you’re perfectly happy and relaxed, your brain will, to a degree, follow your lead.


•   Have a good day. Life consists of a series of days; if you can make each one reasonably good, then you will have a rewarding life. Of course, most days involve some things we don’t really want to do and other things we do want to do. The best slogan here is: ‘Do the worst first.’ That way you’re always on the ‘downhill run’, each thing leading on to something better. If you do it the other way round, you are constantly being ‘punished’ for everything you do. Also, beware of trying to plan things that will make you happy: you are probably on to a loser here. Happiness is an elusive quality: the more you chase it, the more it runs away from you. It’s maybe better to plan things that you think are ‘right’ or possibly even things that will ‘make you feel good about yourself’.


•   Sort out your environment. Sometimes when I call on people who have been depressed for a while, I look at where they live and think it’s no wonder they’re depressed. Any reasonable person, living there, would be depressed. And it’s not usually anything to do with money; it’s just a badly organized environment. There are three key principles: (1) have things so you feel safe (you’re not going to trip up, electrocute yourself, bump into sharp corners, etc.); (2) have things so you are comfortable (chairs, bed, table, work surfaces); (3) have things around you that you like and that make you feel good (specific furniture, pictures, colours, etc.). Take this further if you want. Watch and listen to television and radio programmes that make you feel good rather than bad. Listen to music that makes you feel upbeat rather than down, and so on.


•   Sort out your social life. Most people are social beings, so it’s important to have this area reasonably well sorted. In the first place, intimate relationships are very important to us, so if you have one it’s important to do your level best to make it as good as it can be. Work at developing a good relationship with your partner. For some people this isn’t very good, but just get it to its maximum! One word of warning: if you are depressed, you tend to be depressed with your partner (in just the same way as you’re probably also depressed with your house, job, car, etc.). This does not mean that your partner is necessarily causing your depression. Of course, s/he may be; but be cautious, think carefully before you do or say anything too precipitate.


•   Non-intimate relationships are important too. Make them as good as you can. But make them ‘real’ relationships. In other words, to paraphrase President Kennedy, ‘Ask not what your friends can do for you, but what you can do for your friends.’ Humans have a rather good design feature whereby if you follow that maxim, your friends benefit a lot and so do you. It’s a question of cultivating a real interest in your friends rather than ‘using them’ to provide yourself with a social life.


•   ‘Gentle up’ on yourself. Sometimes people can be really hard on themselves when they are depressed. In fact, sometimes it is the act of being so hard on themselves that causes the depression. They make rules for themselves that are rigid, extreme and overgeneralized, rules like: ‘I’ve got to be loved by everybody,’ and ‘I’ve got to be 100 per cent perfect in everything I do,’ and ‘It’s terrible if things aren’t just the way I want them to be.’ To lighten up on yourself, soften these rules to: ‘It is nice to have some people who like me (but I can’t be liked by everybody,’ ‘It is nice to do things right (but sometimes things are less than perfect),’ ‘I’d sooner have things go the way I want them (but then again, that’s not always the way life is).’ The rules we make for ourselves are often almost unconscious, so sometimes we really have to work hard on softening them up.







DEPRESSION PROJECT






•   If you feel you are depressed and your irritability is caused by your depression, then clearly what you need to do is to sort your depression out.


•   The points listed above are probably highly relevant for you. You need to go about tackling them methodically. In other words, choose just one of the factors above and really go to town on that one for the next week or two. And then choose another, and then another, until you’ve covered all the ones that you feel are relevant to you. This is a good major project because clearly it will make you happier and less irritable. Indeed, it can be little short of life-transforming.


•   If you want to do a more comprehensive job on your depression, then embark on Paul Gilbert’s Overcoming Depression (Robinson Publishing, revised edition, 2000) or David D. Burns’s The Feeling Good Handbook (Plume Publishing, 1990), both of which are excellent guides to escaping from depression.


•   Alternatively (or in addition), you can also go along to your doctor and get antidepressants, if you haven’t already got them. Modern-day antidepressants are absolutely excellent, and very often you can get the best effect by combining antidepressants with a psychological intervention like that described above or those outlined in the books I’ve recommended.


•   In any case, it’s an absolute shame for you to go through life depressed, so set yourself a real project to resolve it. It can be done, even if you’ve been depressed for ages.







A TIP






Remember, whether your illness is depression or some other affliction, maybe a physical condition, develop the habit whenever you feel irritable of blaming the illness, not the person who seems to be causing the irritation.





Life stresses


Stressful life events come in at least two sorts: repetitive stresses such as overwork; and ‘once off’ events such as bereavement and divorce. Both can affect our mood substantially.


Let’s take the repetitive stresses first of all. We are talking here about things such as overwork, demanding family members (such as difficult children, or having to look after an ageing parent), or demanding friends who need your attention. Any one of these can become overwhelming; or pressure from two or more together can add up to the point where it has a serious effect on your mood.


There are three things you can do:




•   reduce the stresses;


•   learn to cope with the stresses better;


•   view the stresses in a different light.





We’ll look at these briefly in turn in a moment, but before we do there is one other important point to be made. Again, as with illness, if you are feeling irritable because you are ‘stressed out’, make sure you put the blame fairly and squarely where it belongs, in other words, on the stresser: overwork, or whatever it happens to be. Don’t displace it on to whoever happens to be closest to hand.


Take Ken, for example, our stressed-out executive. Ken is under stress because of his work, not his home life. Even so, because he’s stressed, when he goes home to his wife Trish, he is irritable. This means that almost anything that Trish does irritates Ken, not because she is irritating but because he is irritable. So Ken had to learn to snap not at Trish but at his workload. He did this rather clumsily at first. Trish would say something like: ‘What should we do for dinner tonight?’ and Ken, rather than replying ‘I don’t care,’ in an irritable way, had to teach himself to say: ‘All the stuff going on at work is getting me down.’ This was pretty strange to Trish at first, because it is a rather odd reply to ‘What should we do for dinner tonight?’ Nevertheless, Ken got better at it, and eventually was able to say it quietly to himself – making the point that he was stressed out not by Trish but by his work. Further down the line he reduced his work pressures, which was of course the long-term solution.


What I’m trying to say is: blame what deserves to be blamed, rather than the person in front of you. Then, better still, sort out the underlying problem.


So, here goes. The first course of action was to reduce the stresses. Most people’s first response to this is ‘easier said than done’, and there is some truth in that. For example, one woman I saw, Alison, had her mother living a few doors down from her, and the mother for very good reasons needed frequent attention. Alison said there was no way that she could give her mother any less attention than she did, so how could she possibly reduce the pressures on her? And she seemed to be correct; her mother really did seem to need the attention described. However, as we talked I learnt that Alison was (a) holding down a fairly demanding job, (b) coming home to a husband and two children and setting about making a traditional evening meal from scratch, and (c) then going off to give her mother the attention she needed. In fact, she also managed to fit in a brief visit to her mother between coming home and setting about making the meal.


So, although she had to continue to give her mother the same amount of attention, Alison could reduce the pressures on herself in other areas. She chose to cut down on the sheer amount of work involved in making the meal. She couldn’t quite bring herself to delegate it to her husband, but she did go for convenience food and that brought her total workload down to a manageable level.




STRESS PROJECT (1)






•   If you know you’re being ‘stressed out’ by too many pressures, examine the total pressures you are under and do anything you can to reduce that total. The principal pressure may be unalterable, or alterable only to a small degree. Don’t be put off by that, work on some of the other pressures you are under.


•   Also, beware of blocking yourself by assuming that the major pressure is unalterable. Frequently, it isn’t, even when it seems to be. Do some careful analysis and see where you can destress yourself.





The second course of action we looked at was learning to cope with stresses better. By this I mean you don’t change the number or quantity of stresses affecting you; you simply act differently.


I feel that here I should start telling you about time management, self-instructional training and so forth. On the other hand, I don’t know enough about what particular stresses you are under to make such a discussion directly relevant to you. So I will just suggest this:




•   try to clarify in your mind exactly what the stresses are (which can be more difficult than at first sight seems);


•   then ask several people you know how they cope with those stresses.





For example:




•   If you get stressed out by putting two youngsters to bed, neither of whom wants to go and both of whom are liable to be naughty in a hundred and one different ways, ask someone else you know how they cope with it. It doesn’t have to be a contemporary of yours, though it can be if you prefer; it might be someone rather older who knows what they would do ‘if they had their time again’.


•   If you are stressed out by having three deadlines to meet and being aware that it is impossible to meet all three, ask somebody else who finds themselves in a similar situation what they do.


•   If you are stressed out by having an overenergetic friend who always wants to drag you off to the latest new and exciting place, ask somebody else in a similar situation how they cope with that. Again, it does not have to be an exact parallel. The person you ask might have a friend who is always burdening them with their problems, but has found a method for coping with that. Maybe you could still tailor their solution to your own situation.


•   If you are stressed out by being jobless, wanting a job and having too much time on your hands, again ask other people in the same situation how they cope. Possibly, just possibly, you might be able to put together a solution from the various answers you receive.







STRESS PROJECT (2)






If you feel this is a relevant area for you, do your own ‘research project’ on how you might cope better with the stresses affecting you. This method hinges on:


•   being able to identify very clearly what it is that is stressing you;


•   being able to conduct a ‘survey’ of one or more people who might be able to offer you a solution or a partial solution;


•   putting together a personal plan that suits your own situation;


•   having the determination to implement that personal plan.





The third solution we had to life’s stresses was to view them in a different way.


Perhaps you’ll excuse a personal example. Just now, even as I write this, I know that I am past the deadline for submitting this book. In fact, I am passed the third deadline set by the publisher, and I think her patience is wearing thin. But then, I can’t worry too much about that because I have a whole string of people who would like me to run training courses for their organizations, and I know I am going to disappoint some of them. And then, having faced the wrath of the publisher about this book, and disappointed people who want me to run training courses, I know I’m still way behind on writing up three medico-legal reports (reports where I have interviewed a patient and am submitting my professional opinion to the court).


So, if I had any sense at all I should be completely stressed out, pulled in three directions at once – quite apart from all the ‘little extras’, like a journalist just having phoned up wanting to know if I have any opinions as to why knitting has suddenly taken off in popularity, what is therapeutic about it and why women do it more than men . . .


And, of course, there is a part of me that feels stressed by all of that. But not a very big part, because most of me is thoroughly delighted that (a) a publisher will give me money just for saying I will write a book, (b) so many people are keen for me to run courses for their organizations, and (c) so many solicitors want me to give my opinion on their clients. The knitting question is quite interesting too!


As I’m sure you know, this is known as ‘reframing’, which simply means seeing the same situation from a different viewpoint. All the ‘stresses’ are still there, just as they were previously; it’s just that they’re not viewed as stresses any longer, they’re viewed as compliments.


The hurdle you have to get over to use this strategy is that there is a little voice in the back of the head that says you shouldn’t be so ‘complacent’ – in my case, that really I should be stressed out by all the things I haven’t done and work my socks off until I have caught up. Well, possibly; but the argument against that is that such stress is actually counter-productive and means you work less well and achieve what you’re trying to achieve more slowly and less successfully.


Let’s have another example. I have a friend who has a soft spot for Bangladesh. He has a tremendous amount of empathy for the Bangladeshis and the sufferings they endure by way of floods, storms and winds. He is constantly devastated by the number of people who lose their lives in the country, the amount of suffering that goes on there, and he sends regular sums of money to aid programmes associated with Bangladesh.


However, he is far from solemn about this serious concern, and whenever he hits a problem, says: ‘Compared with the problems they have in Bangladesh, this is no problem at all.’ And, although he says it in a flippant kind of way, it clearly has a major impact on his thinking. It is his way of ‘reframing’ his own problems.


Obviously, this is simply a variant on the time-honoured admonition, ‘There are plenty of people worse off than you.’ However, it is a very good variant for my friend because it is so much more specific. My friend really does envisage in his own mind trying to explain his problem to somebody in Bangladesh, and how minor and trivial his own problem would seem to them. Very convincing reframing.




REFRAMING PROJECT






•   Reframing is a very powerful tool if you can get into it. It has the power to transform a situation quickly and permanently, if you’re prepared to undertake it.


•   Use the examples given above to see if there’s a parallel in your own situation. How could you reframe your own situation?


•   Note: This is not just an intellectual exercise! Once you have worked out how it is possible to reframe your own situation you then have to go ahead and do it. Get yourself in the habit of seeing your situation from this new viewpoint.





Social factors


Being social animals, we humans are greatly affected in our moods by how our social lives are progressing.


There are three major areas we have to consider:




•   our most intimate relationships: with our partners if we are adults, more probably with peers, parents or carers if we are children.


•   social relationships at work or wherever we occupy ourselves;


•   social relationships outside of intimate and work ones, namely with friends, neighbours, etc.





To maintain a good long-term mood we need to nurture each of these three areas as best we can: not just ‘using’ other people to provide ourselves with a social life, but taking a genuine interest in others to give ourselves a solid social foundation.


Inevitably, however, things go wrong in one area or another. For example, you might have trouble with your relationships at work – with your boss, with colleagues, with clients, or whoever. The most common mistake in this instance is to come home and be snappy with those at home. In other words, you transfer problems from one area into a second area, immediately doubling the problem.


An alternative habit is just as easy to get into. We have to take it as given that problems do sometimes arise, so that, inevitably, there will sometimes be difficulties in relationships at work, for example. It is then a question of disciplining ourselves to switch into a different ‘gear’ when we get home: a gear that appreciates the support of those with whom we live, or at least one that takes us into a totally different mode at home from that prevailing at work.


And the same applies the other way round: There are sometimes problems at home that don’t need to be transferred to work or friendships. When one area temporarily goes down, we need to make sure we don’t contaminate the other two areas.


This is exactly the trap that Georgina was walking into. She was the teenager who was depressed and irritable because she had repeated problems with her boyfriends: so, at home, she would be snappy with her parents and her brother because of the ‘boyfriend trouble’. In this way she was alienating the very people who would naturally have provided her with support.


Georgina was a particularly interesting instance to me because she grasped this concept straight away. This was very satisfying to me as a therapist, because I could see the immediate impact of her recognition. Immediately Georgina realized what she was doing, she acted upon the idea that the times when she was sad about her boyfriend situation were the very times when she should put more energy into her (good) domestic situation, and the good relationships she had with other friends.




SOCIAL PROJECT






The project in this area has two parts.


•   First, if necessary, build your social support in the three areas of intimate relationships, work relationships (if you go to work) and relationships outside of work and intimacy, such as those with neighbours and other friends.


•   Second, be constantly aware of the trap of displacing trouble from one of the three areas into another and thereby doubling or trebling your trouble. Skirt your way round this trap by acting upon the realization that when you have trouble in one of the three areas, this is the very time to lean on and nurture the other two areas.







SUMMARY






This has been a big chapter that has looked at the all-pervasive influence of our mood on irritability and anger. It is fluctuations in mood that lead to the unpleasant effect of ‘just feeling irritable’ with no apparent trigger. In fact, when you feel irritable, almost anything can trigger off irritation.


But mood is not random. You can work to produce a good, stable mood by achieving the following:


•   Develop a good circadian rhythm or daily routine, particularly in respect of eating and sleeping at regular times.


•   Take exercise – any exercise!


•   Eat a balanced diet, eat it well, and drink plenty of water.


•   Go easy on caffeine (around three cups of instant coffee per day), alcohol (up to 21 units per week if you’re a man, 14 if you’re a woman), nicotine and other ‘recreational’ drugs.


•   Develop a pattern of sound, refreshing sleep.


•   If your irritable mood is due to illness, it’s a question of clearing up the illness if possible, and if not then making sure you blame your irritability on the illness rather than on the people around you.


•   Reduce the stressful effect of life stresses by (a) removing one or more of the stresses – not always the most obvious one; (b) learning to cope with the stresses better, including by asking others how they cope with them; and/or (c) reframing the stresses.


•   Nurture the three key areas in your social life and, when you have trouble in one of the three areas, ensure that you don’t spread it to the other two.







PROJECT






•   A lot of individual projects have been set out in the course of this chapter. Your task now is an enjoyable one: read through the chapter, decide which are the most relevant areas for you, and undertake the project(s) described under that area.


•   Raising your mood is a terrific task to undertake and a very rewarding one indeed. Not only will it make you less irritable, it will permanently brighten up everything around you!
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Testing your knowledge


By this stage we have covered all the theory in Part One, and all the techniques for resolving irritability and anger in Part Two. Now it’s just a question of applying all this knowledge!


Perhaps you have already applied crucial elements of the programme to your own situation and made some good progress. Or maybe you are planning to set about this in a short while. Either way, it’s time now to test yourself out on other people’s problems and see how you get on.


To do this, constantly bear in mind the model we have developed, shown again here in Figure 16.1. Use that model to recommend to each of the following people what they should do, as described in the exercise.


Exercise


Below is a list of people, all of whom have problems with irritability and anger. Which of the options covered in Part Two of this book, and summarized here, would you recommend to each of them? You may choose to recommend more than one option for each problem.


[image: image]


Figure 16.1 A model for analyzing irritability and anger


1   Gerry has noisy next-door neighbours who repeatedly play their music too loud. Over the last three or four months this has made him angrier and angrier until he can hardly control himself. He is now sensitized to the noise and is constantly listening for it. If he has his own stereo on and then thinks he hears loud music from next door he will turn his own stereo down to check.


Which of the following would you recommend?


(a)   He should somehow remove the trigger.


(b)   He should alter his appraisal and judgement of the situation so that he sees it in a different way.


(c)   The trouble is that he is displacing his anger inappropriately, not allowing it to leak away fast enough, or indulging in recreational anger. He should tackle this.


(d)   He should work at strengthening his inhibitions, both moral and practical.


(e)   He should alter his response to the situation, possibly by using the ‘traffic lights’ technique or by modelling himself on someone he knows.


(f)   He should work on his beliefs, it is these that are really making him angry and irritable.


(g)   He should work on his mood; sometimes he is in a good mood and sometimes he is in a bad mood and this is the real problem.


2   Colin is really irritated by his neighbours’ kids playing football in the street outside his house. Often the ball will go across his lawn and sometimes it even hits his windows. Just like Gerry, he has become increasingly incensed over time and is now constantly on the look-out for the football games to start. His anger is now at a high level and is almost constantly with him.


Which of the following would you recommend?


(a)   He should somehow remove the trigger.


(b)   He should alter his appraisal and judgement of the situation so that he sees it in a different way.


(c)   He is displacing his anger inappropriately, not allowing it to leak away fast enough, or indulging in recreational anger. He should tackle this.


(d)   He should work at strengthening his inhibitions, both moral and practical.


(e)   He should alter his response to the situation, possibly by using the ‘traffic lights’ technique or by modelling himself on someone he knows.


(f)   He should work on his beliefs, it is these that are really making him angry and irritable.


(g)   He should work on his mood; sometimes he is in a good mood and sometimes he is in a bad mood and this is the real problem.


3   Steve ‘blows his top’ much more often than he should do. For an example, he tells you about the evening when he was sitting in a bar, near the door, with his friends Ben and Chris. During the course of the evening several people came into the bar and left the door ajar. As it was a cold November evening, each time this happened Steve, Ben and Chris were left in a draft. As the evening wore on, Steve got gradually more angry during the evening until, when a fifth person came in and left the door open, he jumped up and laid into him verbally. However, Steve says this is just one instance of many; he says he’s always a bit prone to behave like this, but some days he is much worse than others.


Which of the following would you recommend?


(a)   He should somehow remove the trigger.


(b)   He should alter his appraisal and judgement of the situation so that he sees it in a different way.


(c)   The trouble is that he is displacing his anger inappropriately, not allowing it to leak away fast enough, or indulging in recreational anger. He should tackle this.


(d)   He should work at strengthening his inhibitions, both moral and practical.


(e)   He should alter his response to the situation, possibly by using the ‘traffic lights’ technique or by modelling himself on someone he knows.


(f)   He should work on his beliefs, it is these that are really making him angry and irritable.


(g)   He should work on his mood; sometimes he is in a good mood and sometimes he is in a bad mood and this is the real problem.


4   Pam is intensely annoyed by the noise her husband makes when he eats his food. She used to tell him about it, but it seems to have made no difference and she has now given up. The trouble is that now it has come to symbolize what she sees as their incompatibility. Just like Gerry and Colin, she is now sensitized to the noise he makes and almost waits for it at each mealtime. And in truth the pair do seem to be incompatible.


Which of the following would you recommend?


(a)   She should somehow remove the trigger.


(b)   She should alter her appraisal and judgement of the situation so that she sees it in a different way.


(c)   The trouble is that she is displacing her anger inappropriately, not allowing it to leak away fast enough, or indulging in recreational anger. She should tackle this.


(d)   She should work at strengthening her inhibitions, both moral and practical.


(e)   She should alter her response to the situation, possibly by using the ‘traffic lights’ technique or by modelling herself on someone she knows.


(f)   She should work on her beliefs, it is these that are really making her angry and irritable.


(g)   She should work on her mood; sometimes she is in a good mood and sometimes she is in a bad mood and this is the real problem.


5   Sue says that her son, Ian, drives her mad. She gives an example of how, recently, he dropped a mug on the kitchen floor and broke it, which caused her to completely ‘lose it’ with him. But she says this is just one example of thousands. She thinks he is careless, but even so she is embarrassed by her overreaction to what she knows are relatively minor events. She also says that on some days she is worse than others.


Which of the following would you recommend?


(a)   She should somehow remove the trigger.


(b)   She should alter her appraisal and judgement of the situation so that she sees it in a different way.


(c)   The trouble is that she is displacing her anger inappropriately, not allowing it to leak away fast enough, or indulging in recreational anger. She should tackle this.


(d)   She should work at strengthening her inhibitions, both moral and practical.


(e)   She should alter her response to the situation, possibly by using the ‘traffic lights’ technique or by modelling herself on someone she knows.


(f)   She should work on her beliefs, it is these that are really making her angry and irritable.


(g)   She should work on her mood; sometimes she is in a good mood and sometimes she is in a bad mood and this is the real problem.


6   Nigel repeatedly gets angry with his wife, though he does not always vent that anger. The main thing that causes him to become angry is when she contradicts him in public. Frequently the level of these contradictions is very minor (for example, whether a particular event happened on a Wednesday or a Tuesday). It is the contradiction itself that really gets to him. He can see that in many ways this is a minor thing, and on the one hand feels that he is behaving rather ‘childishly’ to become so uptight about it. On the other hand he is worried that maybe in some ways his feelings are indicative of something ‘deeper’ that should be sorted out.


Which of the following would you recommend?


(a)   He should somehow remove the trigger.


(b)   He should alter his appraisal and judgement of the situation so that he sees it in a different way.


(c)   The trouble is that he is displacing his anger inappropriately, not allowing it to leak away fast enough, or indulging in recreational anger. He should tackle this.


(d)   He should work at strengthening his inhibitions, both moral and practical.


(e)   He should alter his response to the situation, possibly by using the ‘traffic lights’ technique or by modelling himself on someone he knows.


(f)   He should work on his beliefs, it is these that are really making him angry and irritable.


(g)   He should work on his mood; sometimes he is in a good mood and sometimes he is in a bad mood and this is the real problem.


7   Alan, an electrician, is repeatedly incensed by his boss asking him to do ‘one more job’. He feels he is being ‘put-upon’ and taken advantage of. He has never said anything to his boss for fear of harming his future career prospects. Also, there is a part of him that wonders if he is making too much of it; he thinks maybe most people might not be quite as angry as he is if they were in the same situation. In other words, he is concerned he is overreacting. This is slightly paradoxical inasmuch as his boss knows nothing of Alan’s inner fury.


Which of the following would you recommend?


(a)   He should somehow remove the trigger.


(b)   He should alter his appraisal and judgement of the situation so that he sees it in a different way.


(c)   The trouble is that he is displacing his anger inappropriately, not allowing it to leak away fast enough, or indulging in recreational anger. He should tackle this.


(d)   He should work at strengthening his inhibitions, both moral and practical.


(e)   He should alter his response to the situation, possibly by using the ‘traffic lights’ technique or by modelling himself on someone he knows.


(f)   He should work on his beliefs, it is these that are really making him angry and irritable.


(g)   He should work on his mood; sometimes he is in a good mood and sometimes he is in a bad mood and this is the real problem.


8   Georgina, who is seventeen, sometimes gets very depressed and irritable because of ‘boyfriend trouble’. She would very much like to be in a stable relationship, but only has occasional boyfriends. This upsets her and she takes it out on her family and friends. They see her as ‘moody’ and a very irritable young lady. Gradually this has driven many of her friends away.


Which of the following would you recommend?


(a)   She should somehow remove the trigger.


(b)   She should alter her appraisal and judgement of the situation so that she sees it in a different way.


(c)   The trouble is that she is displacing her anger inappropriately, not allowing it to leak away fast enough, or indulging in recreational anger. She should tackle this.


(d)   She should work at strengthening her inhibitions, both moral and practical.


(e)   She should alter her response to the situation, possibly by using the ‘traffic lights’ technique or by modelling herself on someone she knows.


(f)   She should work on her beliefs, it is these that are really making her angry and irritable.


(g)   She should work on her mood; sometimes she is in a good mood and sometimes she is in a bad mood and this is the real problem.


9   Danny and Vicky are both well-known figures in the public eye. Danny sometimes gets very angry with Vicky because she says things about their private life which he views as best left unsaid in public.


Which of the following would you recommend?


(a)   He should somehow remove the trigger.


(b)   He should alter his appraisal and judgement of the situation so that he sees it in a different way.


(c)   The trouble is that he is displacing his anger inappropriately, not allowing it to leak away fast enough, or indulging in recreational anger. He should tackle this.


(d)   He should work at strengthening his inhibitions, both moral and practical.


(e)   He should alter his response to the situation, possibly by using the ‘traffic lights’ technique or by modelling himself on someone he knows.


(f)   He should work on his beliefs, it is these that are really making him angry and irritable.


(g)   He should work on his mood; sometimes he is in a good mood and sometimes he is in a bad mood and this is the real problem.


10   Graham is intensely irritated by his wife, Fiona, flirting with other men – the more so because their friend Ian doesn’t seem to be bothered at all by his wife, Hannah, flirting. Nevertheless, it really gets to Graham and he now sees this as a real problem which is threatening their marriage. It doesn’t matter what ‘mood’ he is in, it always gets to him.


Which of the following would you recommend?


(a)   He should somehow remove the trigger.


(b)   He should alter his appraisal and judgement of the situation so that he sees it in a different way.


(c)   The trouble is that he is displacing his anger inappropriately, not allowing it to leak away fast enough, or indulging in recreational anger. He should tackle this.


(d)   He should work at strengthening his inhibitions, both moral and practical.


(e)   He should alter his response to the situation, possibly by using the ‘traffic lights’ technique or by modelling himself on someone he knows.


(f)   He should work on his beliefs, it is these that are really making him angry and irritable.


(g)   He should work on his mood; sometimes he is in a good mood and sometimes he is in a bad mood and this is the real problem.


11   Brian has very serious problems with his anger; so much so that it sometimes lands him in front of the courts and indeed in prison. The most severe example is where he was drinking in a bar one night when a man next to him jogged his elbow so that Brian spilt beer down himself. Brian jumped to the conclusion that the man had done this deliberately to somehow show him up and make a fool of him. His anger was immediate and, without thinking, he smashed his beer-mug against the bar and pushed the broken mug into the other man’s face. Or at least, this is how he recollects it. He is now serving a five-year prison sentence.


Which of the following would you recommend?


(a)   He should somehow remove the trigger.


(b)   He should alter his appraisal and judgement of the situation so that he sees it in a different way.


(c)   The trouble is that he is displacing his anger inappropriately, not allowing it to leak away fast enough, or indulging in recreational anger. He should tackle this.


(d)   He should work at strengthening his inhibitions, both moral and practical.


(e)   He should alter his response to the situation, possibly by using the ‘traffic lights’ technique or by modelling himself on someone he knows.


(f)   He should work on his beliefs, it is these that are really making him angry and irritable.


(g)   He should work on his mood; sometimes he is in a good mood and sometimes he is in a bad mood and this is the real problem.


12   Paul gets very frustrated in bringing up his 12-year-old son. He gives the example of how, recently, he found that the boy had lied to him about having done his homework: although he said he had done it, in fact he had not. This led to Paul impulsively hitting his son across the face and sending him to his room for the rest of the evening. It took them days to recover from this episode. Paul describes how sometimes he would take such an incident in his stride, but other times he reacts angrily in this way. He thinks that the variation is sometimes caused by what has happened at work, in that when he has had a bad day he sometimes takes it out on his son. He also thinks there are times when he is just in a bad mood. In any event, he is very worried about the boy’s future, with the result that if he doesn’t do his homework Paul takes it very hard.


Which of the following would you recommend?


(a)   He should somehow remove the trigger.


(b)   He should alter his appraisal and judgement of the situation so that he sees it in a different way.


(c)   The trouble is that he is displacing his anger inappropriately, not allowing it to leak away fast enough, or indulging in recreational anger. He should tackle this.


(d)   He should work at strengthening his inhibitions, both moral and practical.


(e)   He should alter his response to the situation, possibly by using the ‘traffic lights’ technique or by modelling himself on someone he knows.


(f)   He should work on his beliefs, it is these that are really making him angry and irritable.


(g)   He should work on his mood; sometimes he is in a good mood and sometimes he is in a bad mood and this is the real problem.


13   Tina has a problem with ‘bouncers’, doormen at nightclubs. She describes herself as a person who ‘speaks her mind’ generally, but with doormen it goes beyond that. She says that she doesn’t really go looking for trouble, but somehow or other she seems to repeatedly get into arguments with them. As a result she has been in numerous scuffles, and on three occasions it would be more accurate to say that Tina has assaulted the doormen in question. Rather strangely, perhaps, while she has assaulted three different doormen and been in scuffles with numerous others, she doesn’t get into physical fights with anybody else.


Which of the following would you recommend?


(a)   She should somehow remove the trigger.


(b)   She should alter her appraisal and judgement of the situation so that she sees it in a different way.


(c)   The trouble is that she is displacing her anger inappropriately, not allowing it to leak away fast enough, or indulging in recreational anger. She should tackle this.


(d)   She should work at strengthening her inhibitions, both moral and practical.


(e)   She should alter her response to the situation, possibly by using the ‘traffic lights’ technique or by modelling herself on someone she knows.


(f)   She should work on her beliefs, it is these that are really making her angry and irritable.


(g)   She should work on her mood; sometimes she is in a good mood and sometimes she is in a bad mood and this is the real problem.


14   Ken describes himself as ‘stressed out’. He has what most people would regard as a high-powered job, and has somewhat more work than he can cope with. This leads to him feeling bad during the day and, just occasionally, ‘snapping people’s heads off’, as he puts it. However, what worries him most is how irritable he is back home. He feels sorry for his wife Trish having to live with him like this, but says that he cannot help it.


Which of the following would you recommend?


(a)   He should somehow remove the trigger.


(b)   He should alter his appraisal and judgement of the situation so that he sees it in a different way.


(c)   The trouble is that he is displacing his anger inappropriately, not allowing it to leak away fast enough, or indulging in recreational anger. He should tackle this.


(d)   He should work at strengthening his inhibitions, both moral and practical.


(e)   He should alter his response to the situation, possibly by using the ‘traffic lights’ technique or by modelling himself on someone he knows.


(f)   He should work on his beliefs, it is these that are really making him angry and irritable.


(g)   He should work on his mood; sometimes he is in a good mood and sometimes he is in a bad mood and this is the real problem.


15   Chris says that he ‘changes into a different person’ when he gets in the car. From his account it would appear that he is responsible for 99 per cent of all of the nation’s road rage incidents! Somebody only has to drive in a way that he takes exception to and his instant response is to tailgate or intimidate them. He knows this is wrong but ‘cannot help himself’. This is the only area that he has problems with.


Which of the following would you recommend?


(a)   He should somehow remove the trigger.


(b)   He should alter his appraisal and judgement of the situation so that he sees it in a different way.


(c)   He is displacing his anger inappropriately, not allowing it to leak away fast enough, or indulging in recreational anger. He should tackle this.


(d)   He should work at strengthening his inhibitions, both moral and practical.


(e)   He should alter his response to the situation, possibly by using the ‘traffic lights’ technique or by modelling himself on someone he knows.


(f)   He should work on his beliefs, it is these that are really making him angry and irritable.


(g)   He should work on his mood; sometimes he is in a good mood and sometimes he is in a bad mood and this is the real problem.


Most of these cases are based on people I have seen in my professional capacity (with the notable exception of Danny and Vicky), so obviously I have changed their names and minor details (again with the exception of Danny and Vicky) to make them unidentifiable. I should stress that in the case of ‘Danny and Vicky’ I have no inside knowledge as to what irritates either of them or how they resolve matters between them.


The fact that I have seen most of the others professionally means that I feel I have ‘the right answers’. It would be misleading to give these, however, because usually, there is more than one possible answer to the same problem. In fact, rather as a broken-down car is best pushed by several people, problems concerning irritability and anger are best tackled by means of several solutions. So it may be that, for a given case, a combination of two or more of the seven factors would work best.


So, ponder on some of these examples and discuss them with friends and relatives – who knows, you may produce the perfect answers!




PROJECT






Write out your own irritability/anger problem in a similar way to the fifteen examples given here. Then analyze it using the same seven questions (a)–(g). You now have your action plan!







 


 


 



Good Luck!


I hope you’ve enjoyed reading this book and, more to the point, I hope you have found it useful. I have certainly enjoyed writing it and confess to being pleased with the result. I think you have all the information here necessary to sort out your irritability or anger successfully and permanently.


Maybe, indeed, you have done so already, just in the course of your first reading. This is especially likely if you have chosen the projects carefully for yourself and implemented them thoroughly.


A word of caution and encouragement, however. Old habits die hard, and you may very well find that you have to reread parts of this book over months and even years to maintain your success. Indeed, I would urge you to do that, because the more pieces of the jigsaw you get in place, the easier it is to see a good clear picture. It may be that, when you first read through the book, you just ‘cream off’ the most relevant bits for yourself. On rereading you might implement other bits that are relevant, but not quite so relevant as the first level. This is still well worth doing, however, because it makes the whole process clearer and easier. So, do reread, lots of times if you want, because the projects are good ones and will really sort things out for you if you follow them through.


And one final thought: You probably embarked on this book out of consideration for those around you – and very commendable that is. Nevertheless, I hope you find that it has done wonders for your own enjoyment of life, too!





Appendix







Diary 1


Keep a record of when you get irritable or angry. Fill it in as soon as possible after the event. Note as clearly as possible what triggered your irritability/anger, and how you responded
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Diary 1: Fill in as soon as possible after the event
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Diary 1: Fill in as soon as possible after the event
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Diary 1: Fill in as soon as possible after the event
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Diary 1: Fill in as soon as possible after the event
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Diary 2


Fill this in as soon as possible after each time you get irritable or angry
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Diary 2


Fill this in as soon as possible after each time you get irritable or angry
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Diary 2


Fill this in as soon as possible after each time you get irritable or angry
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Useful Resources


Organizations


Great Britain


British Association of Behavioural and Cognitive Therapies (BABCP)


The Globe Centre


PO Box 9


Accrington BB5 0XB


Tel: 01254 875 277


Email: babcp@babcp.com


Website: www.babcp.com


British and Association for Counselling and Psychotherapy (BACP)


BACP House


15 St John’s Business Park


Lutterworth


Leicestershire LE17 4HB


Tel: 0870 443 5252


Email: bacp@bacp.co.uk


Website: www.bacp.co.uk


MIND: The National Association for Mental Health


Granta House


15–19 Broadway


Stratford


London E15 4BQ


MindinfoLine: 0845 766 0163


Email: contact@mind.org.uk


USA


The Association for Behavioral and Cognitive Therapies (ABCT) (Formerly the Association for the Advancement of Behavior Therapy)


305 7th Avenue


16th Floor


New York NY 10001


Tel: 001 212 647 1890


Fax: 001 212 647 1865


Website: www.aabt.org


Institute for Behavior Therapy


104 East 40th Street


Suite 206


New York NY 10016


Tel: 001 212 692 9288


Fax: 001 212 692 9305



Online services


www.wrongdiagnosis.com/sym/irritability.htm


www.cwgsy.net/community/mindinfo/anger.htm


www.mentalhelp.net


Click on ‘Read & Listen’ and select ‘Psychological Self Tools eBook’


www.moodjuice.scot.nhs.uk/anger.asp


www.ezinearticles.com


Select ‘Self Improvement’ from ‘Article Categories’ and then ‘Anger Management’ and look up article ‘Self Help Anger Management’ by John Sullivan.


Useful books


Clark, Lynn SOS Help for Emotions: Managing Anxiety, Anger, and Depression, Parents Press (2001).


Gentry, W. Doyle Anger Management for Dummies, John Wiley & Sons (2006).


Lener, Harriet Goldhor The Dance of Anger: A Woman’s Guide to Changing the Patterns of Intimate Relationships, HarperCollins (2005).


Peurifoy, Reneau Anger: Taming the Beast: A Step-by-Step Program for Managing Anger Calmly and Effectively, Kodansha America (2007).
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Foreword


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 dominated 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 it 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 the psychodynamic therapies and the slender evidence of their usefulness, in the 1950s and 1960s a set of therapeutic techniques was developed, 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 (traditionally the focus of psychoanalysis, the approach developed by Sigmund Freud and his associates). Second, they were scientifically based, in the sense that they used techniques derived from what laboratory psychologists were finding out about the mechanisms of learning, and they put these techniques to scientific test. The area where behavior therapy initially proved to be of most value was in the treatment of anxiety disorders, especially specific phobias (such as extreme 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 many patients were experiencing. In particular, behavior therapy proved inadequate when it came to the treatment of depression. In the late 1960s and early 1970s a treatment for depression was developed called ‘cognitive therapy’. The pioneer in this enterprise was an American psychiatrist, Professor Aaron T. Beck. He developed a theory of depression which emphasized the importance of people’s depressed styles of thinking, and, on the basis of this theory, he specified a new form of therapy. It would not be an exaggeration to say that Beck’s work has changed the nature of psychotherapy, not just for depression but for a range of psychological problems.


In recent years the techniques introduced by Beck have been merged with the techniques developed earlier by the behavior therapists to produce a therapeutic approach which has come to be known as ‘cognitive behavioral therapy’ (or CBT). There are two reasons why this form of treatment has come to be so important within the field of psychotherapy. First, cognitive therapy, 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 anti-depressant 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 a range of anxiety disorders, such as panic disorder, generalized anxiety disorder, specific phobias, social phobia, obsessive compulsive disorders, and health anxiety, as well as for other conditions such as drug addictions, and eating disorders like anorexia nervosa and bulimia nervosa. Indeed, cognitive behavioral techniques have been found to have an application beyond the narrow categories of psychological disorders. They have been applied effectively, for example, to helping people with weight problems, couples with marital difficulties, as well as those who wish to give up smoking or deal with drinking problems. They have also been effectively applied to dealing with low self-esteem.


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 the armory 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 one’s 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 has 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 the need for therapists. Many people with emotional and behavioral problems will need the help of 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 these self-help manuals is at an early stage, the work done to date indicates that for a great many people such a manual is 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 manual will provide a lifeline to a better future.


Professor Peter J Cooper
The University of Reading





Introduction


How to use this book


Thirty years ago, anorexia nervosa (AN) was a condition that few people even knew existed. In the 1970s it was called the ‘Slimmer’s Disease’ and was often mistakenly dismissed as an over-zealous bid to lose weight in order to be attractive. Since then, awareness has greatly increased, and more and more people are aware that this is a very real, and very distressing condition, and one that should be treated, not dismissed.


This book is intended as a self-help guide for those who suffer from AN, or who fear that they may be developing a disturbing obsession with body weight and food. Part One sets out what is currently known about the disorder. In particular, it details the physical and psychological effects of the illness in the long term, from the effects of starvation on your well-being and future health, to the emotional factors that come into play when the disease takes a grip. This is not intended to alarm or distress, but simply to make you aware of the seriousness of the condition, to persuade you of the benefits of healing yourself and to offer some reassurance that you are not alone in your fears about weight gain and food intake. Part Two sets out a sequence of steps through which you can begin to tackle the problem. This is above all a practical plan, and is offered as a flexible framework, not a rigid set of rules. No two people with AN are entirely alike, so you may well find that some of the psychological techniques do not suit you, and you may wish to adapt some elements of the treatment plan. The important point to remember is that the approach described here has proved a useful one for many.


In many cases of AN – particularly those where the illness is quite advanced – professional help may be necessary. How to go about finding the help you need, and what kind of treatments are available, are questions dealt with in Chapter 6 of Part One. However, self-help techniques can be useful even to those simultaneously undergoing professional treatment, and in such circumstances this book may serve as a back-up.


The book may also serve as a useful tool when trying to explain to those around you just what is happening to you, and what you are trying to achieve. AN is a complex disorder. It is both very public and very private. Much of the behavior is secret, and causes the person with AN a great deal of guilt and distress. It is also a very public statement of distress: the starvation state is obvious to all those around, even if apparently denied by the sufferer. AN has been described as an addictive disorder – the addiction being not to food but to food deprivation, to starvation. In many ways it is similar to addiction to drugs or alcohol in terms of the cravings, the preoccupation with the addictive substance and the withdrawal symptoms when it is removed. However, there is one major difference: the alcoholic or drug addict can conquer the problem by avoiding drink or drugs completely; the person with AN cannot avoid food, but has to learn to live with it and develop a healthy, relaxed relationship with it. This is not easy: very few drug addicts or alcoholics can reach such a state of controlled, relaxed use after a prolonged period of addiction.


This, then, is the task that faces you, your friends and your family. I hope that this book will help you through that journey. As you read on, please bear in mind the following points:




• I have used the female pronoun throughout, referring to the person with anorexia as ‘she’ and ‘her’, because AN is much more common in women than in men. I hope male sufferers will understand and not be put off. I am aware that men with the disorder can feel particularly isolated and alone.


• I have deliberately not used the term ‘anorexic’ to describe those with the disorder. The alternative ‘person with anorexia’ may seem unwieldy, but it is important to realize that you are not defined by the disorder; AN is a problem that can be overcome, not your whole identity. Try to think of yourself not as ‘an anorexic’, but as ‘a person with anorexia’. There is at least a part of you that is not anorexic.


• Recovering from AN is not simple: there is no quick fix, no single solution. It will take time and hard work. Spend plenty of time preparing yourself for change. There is no need to rush things. Building up your motivation and strength to begin to change may be the most important step you take.








Prologue


A day in the life


My day began at 7 a.m. I never slept late, because I knew that I would burn more calories out of bed than in it. As soon as I was up, had washed my face, brushed my teeth and put in my contact lenses, I weighed myself. The bathroom scales had to be at an exact angle to the wall, on a certain floorboard, as I had worked out that this was the flattest part of the floor and therefore the place where I would get the most accurate reading. What I weighed at this point of the day was very important to my mood for the rest of it. You see, first thing, I couldn’t attribute any weight gain to the weight of food inside my stomach or to water retention. It could only be fat. If my weight was up, I experienced a sense of dread. It was a terrible feeling, like being sent to prison. The rest of the world seemed to be blotted out, and all I could think about was this awful fact. These were the only moments that I really thought about the idea of getting help, because these moments were so terrible.


If my weight was normal, I could cope, and so didn’t consider trying to get help. If it was down, I felt a mild euphoria, which spurred me on to eat even less during the day. On days when my weight was down I almost loved my anorexia, because I felt like it was mine.


Breakfast was my largest meal and it consisted of a plain, low-fat yoghurt and a sliced apple. From peeling off the yoghurt carton lid, and carefully licking off the yoghurt, to finishing the last slice of apple, I would say it took about 40 minutes. By then, my parents were up, and I was ready to make them tea and toast while I washed up my teaspoon and plate. I took the teaspoon and the plate from the table to the sink in two separate journeys, as this burned off more energy. I would do likewise with the tea and the toast, the milk jug and the butter.


When I was finished, I would sit down and join them. With my mug of black tea in my hand, I used to congratulate myself on getting so far without being challenged. At ten to eight I began the walk to school, which took approximately 40 minutes, because I took a very circuitous route. Because I was in my sixth year, I had quite a lot of freedom to come and go as I pleased; I had a lot of free periods, having passed the exams I needed the previous year. This enabled me to escape from people at lunchtime – I simply couldn’t cope with the remarks of my friends, who had become increasingly impatient with me. I would spend lunchtime walking the streets near the school and be back just as the afternoon bell was ringing.


On my way home I would buy a small chocolate wafer bar and eat one half of it with a cup of black coffee. This had a laxative effect. My bowels didn’t move otherwise. Afterwards, I did exercises. This was a routine of running on the spot, followed by sit-ups and upside-down cycling. I would work at it for an hour, with my bedroom door locked and the radio playing. I read in a magazine that you should vary your exercise routine as your body became more efficient at conserving energy when you did the same routine over and over again. This meant that I had to devise new exercises, including running up and down the stairs.


The evening meal was usually WeightWatchers soup. My mother was always dieting, so I could actually eat with her, though I always said that I would get something else to eat later, otherwise she would nag me. After that, I would say that I was going out to visit friends, but I just went walking.


I weighed myself last thing at night, to check that I was on target. I couldn’t sleep otherwise. In bed, I would lie on my back and trace my fingers over my ribs and hip-bones to check that they were as prominent as they had been the night before. Since my periods had stopped I didn’t experience any pre-menstrual bloating, which I was pleased about.





PART ONE


A Guide to Anorexia Nervosa






1


What is Anorexia Nervosa?


Anorexia nervosa is an eating disorder, especially common in – but by no means confined solely to – women. The disorder usually begins in adolescence or early adulthood, the mean age of onset being 15 years, but can start at any point between 6 and 72 years. If it does occur later in life it is more likely to be associated with severe psychological or physical disease (see Chapter 4). The central physical feature of AN is an abnormally low body weight, 15 per cent below that recommended for the age, height and sex of the person, accompanied by amenorrhea (the cessation of menstrual periods) in girls.


There are many physical and psychological symptoms secondary to starvation, but AN is principally a psychological disorder. Its characteristic feature is a fear of fatness, indeed fear even of existing at a normal body weight. This is accompanied by an intense pursuit of thinness. There is also nearly always a distortion of body image in which individuals perceive themselves as fat or overweight even when everyone else thinks they are grossly underweight. Other methods apart from starvation may be employed to maintain low weight, such as exercising, vomiting or purging.


Although clinical studies have shown AN to be more prevalent in higher social classes, population studies show equal distribution in all social groups, which suggests that there is a degree of under-diagnosis and under-treatment of socially disadvantaged people with eating disorders.


In some cases, what begins as a harmless diet escalates. Success brings with it feelings of achievement and control. Often, individuals vulnerable to AN are in circumstances where they feel trapped and under pressure to succeed; or they feel out of control in their lives. The reward they get from exerting control over their food intake and consequent weight becomes of exaggerated importance and may begin to dominate their existence. Chapter 5 sets out some of the factors which make particular individuals vulnerable to developing AN.


AN is one of a group of eating disorders particularly prevalent in adolescent girls. Also in this group are bulimia nervosa (BN) and binge-eating disorder. BN is characterized by constant dieting punctuated by episodes of loss of control. These binges may be very large, involving many thousands of calories, and are followed by purging, either with self-induced vomiting or laxative abuse, or a combination of the two. People with BN are usually within the normal weight range. Individuals with binge-eating disorder have episodes similar to those with BN but they do not purge. They may have periods of marked starvation between their binges. People with this disorder are generally in the normal or obese weight range. These eating disorders may exist independently and exclusively, but a person may have different variants at different times.


Approximately 0.5 per cent of the female population suffers from AN, 2 per cent from BN and a further 2 per cent from binge-eating disorder. If we include partial syndromes, which may represent those in the early stages of the disorder or those who are partially recovered, these figures can be doubled; that is, some version of these disorders affects approximately 10 per cent of girls and women. The sex ratio for AN is 10:1 female:male (no corresponding figure for BN has yet been established). AN also carries a substantial risk of fatal outcome: follow-up studies of severe hospitalized cases of AN show that between 0.5 and 1 per cent of these individuals will die of causes related to the disorder, two-thirds from the physical effects of starvation and a third from suicide.


These figures may be disturbing, even frightening; but it is important to remember that:




• Eating disorders are common: you are not alone or unique. On the contrary, many others share your problem.


• In order to prepare yourself for treatment, it is good to learn as much as you can about the disorder of AN and how it can be treated.





Some common myths about AN


Misguided, distorted and just plain wrong ideas about AN abound. Some of the most common are worth examining and refuting at the outset, because only with an accurate picture of the disorder can it be effectively tackled.




Myth: AN only occurs in women, particularly young women.


Reality: It occurs in men of all ages and in women of all ages.


Myth: AN is a disorder of privilege, occurring mainly in the upper and middle social classes.


Reality: Clinic attendees tend to be from higher social classes, but it occurs across all social back grounds and all levels of affluence.


Myth: Pressure or influence by the media causes AN.


Reality: This is too simple an explanation. AN has multiple causes. AN is not simply trying to be thin to be more attractive.


Myth: AN is caused by families, by certain patterns of family interaction and by mothers in particular.


Reality: This view, which is widely held, causes parents and daughters alike a great deal of distress and guilt. Most of the problems in families where a member has AN are a result of the disorder rather than the cause of it.


Myth: AN is caused by simple dieting which gets out of control.


Reality: On its own, dieting does not cause AN. The majority of women have dieted at some time, and many have done so frequently. Only a minority get AN.


Myth: AN is not a serious disorder.


Reality: It clearly is. In many cases it is very difficult to treat. The physical complications are severe and the death rate among the most seriously affected is high.


Myth: Once you have AN you will never recover – you will always be ‘an anorexic’.


Reality: This is not true. Follow-up studies show that recovery is possible even after as much as 12 years of continuous severe symptoms.





How to distinguish between AN and dieting


AN is not caused by dieting. However, AN and dieting clearly do have certain things in common:




• Weight loss is the goal.


• To achieve weight loss, food intake is reduced.


• Exercise may be combined with a reduced food intake to increase, or speed up, weight loss.


• Calorie values are learnt and computed, sometimes quite obsessively, to the extent that the dieter/person with AN can remember the calorific values of all the foodstuffs she eats regularly without consulting a calorie guide.





However, despite these surface similarities, the differences are many and substantial.


Someone on a diet, as opposed to someone with AN, will generally:




• admit to being a dieter, and often be keen to discuss the diet, target weight, feelings of deprivation, lapses and triumphs;


• admit to feelings of deprivation and to having cravings for specific foods;


• feel a sense of satisfaction from achieving an ideal weight, and be content to reach that level and not lose any more weight;


• experience an increased interest in food, but try to steer clear of situations involving food so as to avoid temptation;


• not be competitive with family members in terms of reduced food intake, i.e. not feel defeated if she finds that she has eaten more than another member of the family;


• put their diet ‘on hold’ for special occasions that involve eating, such as a birthday meal or a Christmas dinner;


• whether frequently or rarely, bend the rules of the regime, and not be unduly disturbed in so doing;


• not be very consistent: weight loss from dieting is usually uneven with a dieter losing one pound one week and three the next, or even regaining lost weight through excessive rule-bending;


• often fail: most diets are given up quickly and lost weight is regained;


• work to a schedule: diets are generally time-specific, especially fad diets that promise a certain weight loss within a certain time-frame e.g. ‘Thin Thighs In Ten Days’, or regimes embarked upon with a particular end-date in mind, such as the departure date for a foreign holiday;


• have a reasonable goal – at least in terms of projected weight loss, if not always in terms of projected time taken to achieve it: thus some diets seem spectacularly effective at the time, but much of the lost weight will be fluid, not fat, and therefore quickly replaced;


• eat quickly in an attempt to satisfy hunger;


• avoid people who are eating indulgently, or even normally, as this enhances their feelings of deprivation;


• seek the support of others in their attempt to lose weight.





By contrast, the person with AN will generally:




• often deny being on a weight-loss diet;


• not admit to feelings of deprivation, or to craving specific foods, particularly of the high-calorie variety;


• tend to deny weight loss, and even attempt to hide it by wearing baggy, figure-concealing clothes;


• not seem to become distressed by the close proximity of food, but rather actually to enjoy it: many people with anorexia develop a great interest in cookery and preparing food for other people;


• strive to eat less than those around him or her: in the case of female anorexics, eating less than the mother and/or sister(s) is particularly important;


• tend to dish out unreasonably large helpings to other people at mealtimes; this may relate to the desire to eat less than others;


• be wholly dominated by the desire to be thin and the morbid fear of becoming fat;


• continually revise target weight downwards;


• tend to become obsessed with food–like the dieter–but, rather than trying to avoid things associated with food will seek them out, for instance by studying cookery books, visiting supermarkets and cooking;


• linger over food, chewing slowly and thoroughly, and trying to ensure that she finishes eating after everyone else;


• tend to become increasingly phobic about eating in public, and may hoard food in order to eat alone and unobserved;


• see a distorted image, feeling fatter while getting thinner, and become increasingly sensitive and plagued by feelings of low self-worth;


• link self-esteem inextricably with perceived body size and weight;


• never break the rules – or actively fear doing so, and become deeply distressed if she does, whereas a dieter may treat herself to the odd indulgence and at worst be annoyed afterwards;


• tend to become very competitive and obsessional about achieving: exactness about mealtimes, calorie content of foods and eating rituals is mirrored by increasing obsessionality in other areas of life such as schoolwork and relationships.





How common is AN?


The short answer is: Very common. Eating disorders appear to be occurring more and more often in Western countries, with severe conditions such as BN and AN affecting two or three teenagers in every 100 and reaching a peak of one in 100 among those between the ages of 16 and 18.


Unfortunately, some of those affected by AN do die as a result, most commonly from late-diagnosed infection, hypothermia, irreversible hypoglycaemia or suicide, rather than from the direct results of malnutrition.





2


How Anorexia Nervosa affects people physically and mentally


This chapter sets out to examine, in some detail, the physical and psychological effects of AN, including serious and potentially fatal complications. This is not intended to cause alarm. Indeed, frightening people has proved a rather ineffective way of inducing behavioral change. However, it is important that you know as much as possible about what is happening to you, so that you can make an informed decision if and when you decide that you want to instigate change.


Physical effects


There have been people with anorexia who have made a clear and informed decision that, for them, being thin is more important than halting the physical damage they are incurring, such as osteoporosis (bone-thinning), and the risks they are running of heart and kidney damage. On the other hand, there are many who, once they have seriously contemplated the harm they are doing to themselves, and the likely long-term results, have made a clear and informed decision that they wish to change, even though that means gaining weight.


At this stage, try not to dwell on the issue of weight gain, which is the greatest mental stumbling block to anyone with AN. For now, try to look only at the effects that the disorder is having on your body. Reading this information may even help to begin the process of thinking about your body in a different way.


Symptoms of AN


The symptoms listed in Table 2.1 are more common than those listed in Table 2.2. As with any chronic disorder, the longer AN persists, the more complications occur. There is also an increased risk as time goes on of major psychological disorders, such as depression, anxiety disorders and alcohol dependence (see section on ‘Psychological Effects’ on p. 34, and Chapter 3), which can make treatment more difficult.


The metabolism


The human body is a masterpiece of engineering. When it is attacked by a disease organism, it creates antibodies to destroy the invader. When it is injured, it sends signals to the brain to indicate where it needs treatment. And when it is starved of nutrition, it seeks to conserve what reserves of energy it has in order to protect vital tissue. This is why, as you continue to under-nourish your body, the speed at which you lose weight will lessen. Basically, your body is adapting to ‘famine conditions’, seeking ways to burn calories at a slower rate and so to preserve your health. As your metabolic rate slows, so does your growth rate. In pre-pubescent individuals with AN, puberty is delayed; in women of menstruating age, periods often stop. The state of starvation causes feelings of fatigue and weakness as your body seeks to make you reduce physical activity and therefore conserve energy. In many cases, however, the psychological urge to increase activity and thus speed up weight loss will over-ride these physical feelings. As you seek to lose more and more weight, your body is actually pitching against you: hence that feeling, common to those with AN, that you are at war with your body.
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Ultimately, if starvation continues, the regulatory mechanisms of the body will be over-ridden. Epileptic fits are not uncommon in people with anorexia, usually occurring in the context of a disrupted internal environment.


Some people who have been exposed to long-term starvation, whether voluntarily or by force, find it very difficult to learn to eat again, and remain chronically underweight. There are examples of political hunger strikers who, even after they have called a halt to their deliberate fast, have found it very difficult to resume normal eating habits and have developed a syndrome very like anorexia. Some former prisoners of war or survivors of concentration camps have never managed to regain the weight they lost, and have remained chronically thin. Such people often report that they cannot tolerate many kinds of food, or that they eat very slowly, and feel a marked bloating even after normal-sized meals. On the other hand, there are those who gain huge amounts of weight and feel a compulsion to eat as fast as possible and leave nothing on their plate.


Effects of mineral deficiency


The starved body will gradually become deficient in important minerals. This is due in the first place to a basic lack of nutrition, but is greatly exacerbated by vomiting. Lack of minerals can have very serious consequences for your long-term as well as short-term health. Lack of calcium, for instance, the symptoms of which include weak muscles and back pain, can lead to the development of osteoporosis. Young people with AN can be as seriously at risk from this disease as women in their seventies. A lack of magnesium, indicated again by weak muscles, can lead to tetany (muscle tremors), while a lack of potassium, indicated by feelings of thirst and fatigue, can ultimately lead to heart problems. And while excess salt (sodium) can aggravate high blood pressure and fluid retention, a deficiency can cause severe dehydration and dangerously low blood pressure. Those with normal eating patterns will take in sufficient sodium as part of their daily diet without recourse to the salt cellar, but as the person with anorexia has reduced her food intake so greatly, her salt intake will likewise be significantly lower.


The skin


The skin may become dry and crusted due to starvation and low levels of oestrogen and thyroid hormone. Fine downy hair, like the hair on babies, may grow all over the body. At first this has a ‘peach fuzz’ appearance, like the skin of an unripe peach, but the fine white hair can become quite long. This is called lanugo and is related to low oestrogen levels.


The skin may develop an orange tinge, particularly on the palms of hands and soles of feet, and on the rougher skin around knees, elbows and knuckles. This is caused by high levels of carotene in the blood (carotenaenia). Though it can be due to eating lots and lots of carrots, it is usually because the liver enzyme that breaks down carotene has failed due to starvation.


Muscle wasting and muscle weakness (myopathy)


When you reduce your food intake severely, your body turns first to its reserves of fat to nourish itself. There comes a point when there is little or no fat left to lose, and then your body exists on what little food it takes in and by metabolizing muscle. In extreme cases this includes heart muscle. You can literally be said to be digesting yourself. This muscle wastage results in a drawn and haggard appearance, like that of a much older person whose muscles are wasting as a result of old age.


The less muscle you have, the more slowly you will burn calories. Also, as the muscles are not getting all the nutrients they need, they often work even less well than would be predicted just from the wasting. Signs of severe myopathy are difficulty in climbing stairs or in standing up unaided from a squatting position, and a clumsy, flatfooted way of walking.


Low back pain


Low back pain in AN is common. This is not usually due to osteoporosis or bone thinning. It is often caused because the spinal column doesn’t have enough muscle support, posture becomes bad and this puts strain on the spinal joints. Osteoporosis is a silent condition and doesn’t usually cause any symptoms until the fracture occurs. With marked starvation, the discs between the vertebrae and the spine become shrunken and less elastic and this can happen to ligaments around other joints. Pain on exercise is therefore common because the joints are less protected and less supported.


The brain


In advanced stages of starvation, shrinkage of the brain may occur. To try to keep the brain functioning properly, the body will utilize amino-acids usually reserved to form essential body proteins, further weakening other tissues.



The heart



In cases of severe starvation, the heart weakens and its efficacy at pumping blood around the body is greatly reduced. Blood pressure becomes lower, which results in symptoms such as feelings of dizziness and faintness. In extreme cases, cardiomyopathy can develop: this is a condition characterized by the failure of the heart muscle to function efficiently, and can result in chest pains and palpitations.


The kidneys


Low blood pressure, resulting from starvation, also has an adverse effect on the kidneys, making it more difficult for them to function efficiently. They can become damaged with persistent dehydration and also when there are chronically low levels of potassium in the blood (potassium is lost rapidly when someone uses vomiting or laxatives to control weight).


Gastro-intestinal system changes


The whole of the gastro-intestinal system, from the throat to the rectum, eventually shrinks if the body is continually starved. This results in feelings of fullness even after very small amounts of food and drink have been consumed. Starvation also disrupts the activity of enzymes, active throughout the gut in the process of food digestion, and in bacteria growing more rapidly in the small bowel, leading to poor absorption of even the small amounts of food that are being eaten. Constipation is another common problem for those with AN, and can cause severe abdominal pain as well as general discomfort. It is often in dealing with secondary problems such as this that professional help is first sought, and thus it is from this point that AN is often acknowledged.


The immune system


The immune system is responsible for defending the body against attack by bacteria, viruses and other agents of infection. In starving people, this immunity is very much impaired. The ability of the white blood cells to deal with invasive bacteria is reduced, the healing of wounds is grossly impaired (a problem exacerbated by a lack of calcium, which regulates blood clotting) and infection with unusual organisms, such as fungi, is much more common.


Temperature regulation


When the metabolic rate is reduced, the result can be increased sensitivity to cold temperatures. Hypothermia is common among people with AN, partly due to hormonal changes, partly due to the loss of the essential body fat that we require to insulate us from the cold, and partly due to a resetting of the body’s thermostat, which involves a part of the brain called the hypothalamus.


Someone with AN will frequently feel cold and tired, and possibly experience spells of dizziness.


The reproductive system


Starvation impairs fertility by causing the uterus and ovaries to shrink. Amenorrhea (cessation of menstruation) is an inevitable consequence. If a starving woman does, against the odds, manage to become pregnant there is an increased risk of miscarriage, which is often the body’s way of indicating that it cannot sustain a second life. If the fetus survives, there is a huge risk that the baby will be under-sized, undernourished and subsequently liable to impairment in learning capacity in later life.


Energy levels


For many people, the initial response to starvation is over-activity. Slowing down to the point of lethargy tends to occur only with severe malnutrition. For others, however, a lack of energy is experienced after even a small amount of weight loss. This variability is believed to reflect biological adaptations to crises. For instance, a high level of energy is greatly desirable when searching for food in times of famine, while under-activity, induced by a sapping of energy, is useful for preserving essential body tissue. Thus, some anorexic people develop a high activity level quite naturally, while for others it is a question of mentally over-riding the body’s signals to preserve energy.


Physical effects of vomiting


Repeated vomiting eventually causes dental damage, caused by stomach acids passing through the mouth frequently, gradually eroding the teeth. Another effect is a constant sore throat, which may be prone to bleeding. Heartburn is also common, as a result of gastric juices, produced by the stomach in response to eating, having no food to digest (because it has been vomited) and attacking the stomach walls. In the long term, this superfluity of gastric acid can lead to the development of stomach ulcers. Stomach juices contain a lot of potassium, so it can also result in potassium deficiency.


Physical effects of laxative abuse


Laxative abuse, another way of purging the body of food before it can be properly digested, strips the body of fluid, causing severe dehydration. It can also cause ‘lazy bowel syndrome’ – a condition where the bowel has become reliant on laxatives to function, and so comes to a halt when laxatives are not administered. This can result in water retention, bloating and chronic constipation.


Are the physical changes permanent?


The good news is that nearly all the physical complications of AN are reversible. Even the marked physical damage caused by very severe AN can be reversed – but only by weight gain, return of menstruation and maintenance of a normal weight. In 1996, a long-term follow-up study of nearly 200 women with an eating disorder was completed. In the cases of those who had resumed normal dietary habits and were considered ‘cured’, fertility levels and bone health had returned to normal. However, this was a slow process, in some cases taking up to five to ten years after complete recovery from severe AN. The rate of healing is much slower than the rate at which damage occurs – for example, the bone loss which occurs over two to three years of AN may take eight to ten years to reverse – and there may in some cases be enduring effects.


Women who have had no periods for many years as a result of AN may return to normal fertility. However, young girls who have primary amenorrhea – that is, whose periods never start – may permanently damage their reproductive capacity and not start to menstruate even if they gain normal weight in their twenties. Some small studies have shown marked brain shrinkage in severely ill individuals with AN; while this is to a great extent reversed if normal weight is regained, there is a suggestion that a degree of shrinkage may be permanent in some cases. Most people with AN, especially those who also have BN, will require extensive work to repair the damage done to their teeth.


Overall, however, the body has remarkable powers of recovery; the important point to remember is that it is never too late to get better.


Behavioral effects: Changes in the way people act


Changes in activity


Many people with AN become highly active. They try to be constantly busy and on the move, and are often very reluctant to switch off and relax. They may exercise for long periods of time, or find excuses to indulge in calorie-burning activities, such as volunteering to fetch things, and therefore having to walk about or climb stairs, or setting out early to walk to a destination, rather than accepting a lift. Sitting still or doing nothing becomes increasingly alien to the person with AN, whose entire thoughts are focused on the issue of weight loss.


In some cases a person with AN may become compulsive about exercise, using it as a weapon against weight gain. After eating, and especially if the intake is perceived as excessive, compulsive exercisers work out strenuously until they feel certain the calories they consumed have been burnt off with activity. If for some reason they cannot exercise, for instance if they are a guest in someone else’s house and do not have any privacy, they will tend to become nervous and agitated, even going so far as to visualize the calories converting into fat on their bodies. This can be an extremely tormenting experience for the individual.


When they are free to exercise, they will do as much as time and strength will allow. This may increase, as AN takes its grip, to the extent that physical activity dominates the day, and becomes an all-consuming compulsion. As a result, many people with AN have very strict and exhausting daily routines.


Other weight-loss behaviors


Other behavioral patterns associated with AN, geared toward weight loss and/or against weight gain, include purging, by vomiting or using laxatives or diuretics after eating, in order to rid the body of the food it has consumed. This is the behavior characteristic, as we have already seen, of bulimia nervosa (BN).


People with BN are more likely to have been slightly overweight before embarking on a weight-loss diet, and tend to eat much more normally than those with AN alone. However, their diet can be extremely volatile, ranging from a normal weight-loss program to excessive over-eating followed by the urge to get rid of the food eaten, usually by self-induced vomiting. As the latter is done with the utmost secrecy, people with BN are not easily identifiable, especially as their body weight will gravitate toward the norm.


Consequences of weight-loss behaviors


Behavior geared toward weight loss such as starving, self-induced vomiting, laxative and diuretic abuse and excessive exercising may have profound psychological, physiological and biochemical repercussions.




• Psychological repercussions include violent mood swings, feelings of isolation and depression, and the steady erosion of self-esteem.


• Physiological repercussions include dilation of the small intestine, which can cause feelings of extreme bloating and further aggravate existing constipation.


• Biochemical repercussions include dehydration and an imbalance in the body’s electrolyte levels. Dehydration, caused by the lowered levels of blood potassium and chloride resulting from starvation, can cause extreme lethargy and physical weakness, tingling sensations in hands and feet, and, if very severe, heart irregularities.





The psychological effects of starvation: Changes in thinking


AN is a disorder characterized by disturbed thinking. People with AN see the world very differently from other people, and their sense of self is dependent upon the narrowest of factors, namely, their ability to exercise control over food intake, and their consequent weight and shape. Thinking is further disturbed when the individual reaches the point of starvation, which induces a marked alteration in consciousness. Therefore, a person with AN who reaches the point of starvation must first gain weight before underlying psychological problems can be tackled.


In general terms, starvation will make thinking a slower process and short-term memory will be greatly impaired. In very marked starvation, the person with AN develops a slow, ponderous and rather slurred manner of speech, which makes it look as though she has enormous difficulty thinking and speaking at the same time. She will often have a ‘punch-drunk’ appearance, characterized by a vagueness of facial expression and an inability to focus. These changes are believed to be caused by starvation affecting the frontal lobes of the brain. These exert an executive function over the rest of the brain, and provide the fine-tuning to personality, controlling such processes as judgment, making choices and giving emotional expression.


The inevitable consequences of the starvation state include poor concentration, indecisiveness, anxiety, emotional instability, social withdrawal and lack of libido (though many anorexics avoid sexual relations because they have such a low opinion of their personal attractiveness). Each of these develops slowly, but over time they will become noticeable and effect a definite alteration in personality.


The marked changes caused by severe starvation both in the way a person thinks and in how she regards herself in relation to the world can be categorized as follows.



Preoccupation with food



The most striking change in someone with AN is, of course, the person’s preoccupation with food, which becomes involuntary and dominates not just conscious thought, but feelings and dreams. Ruminations regarding food that has already been consumed and food that is to be consumed prevail. Recipes may be collected and pored over, and many people with AN develop a love of shopping for food, cooking and preparing food for others (their own is prepared and eaten separately). This over-riding preoccupation with food reduces the person’s scope of thought and experience enormously.


A person with AN may become an extraordinarily picky eater, and develop extremist food fads that exasperate those around them. Vegetarianism is especially common, and may take a particularly strict form, with an insistence on vegetarian cheese and gelatin-free products. This not only adds extra complications to the whole business of eating, it also rules out many foods and therefore equips the person with extra reasons to refuse to eat. A vegan diet offers even more food-refusal possibilities.


The action of eating tends, in itself, to become very ritualized. This is partly a ploy on the part of the anorexic to mask a reduced food intake, and partly a way to draw out the event. This ritualization may include eating very slowly, and chewing each mouthful a set number of times; eating items of food in a particular order; cutting food up into tiny pieces before commencing eating.


Social occasions that revolve around food are dreaded by the person with AN, as spontaneous eating, governed by appetite, has become alien by the time the disorder has taken a serious hold. The person with AN is panic-stricken about the possibility of losing self-control, and thus overeating, and also about the possibility of being pressurized by others to over-eat. Unfortunately for those with AN, food plays a huge role in our society and its celebrations. Occasions from birthdays to job promotions to holy festivals are all celebrated by eating larger quantities than normal. Food is also the commonest thing with which we reward children who have behaved well and is also the means by which we comfort those in distress. As we are brought up this way, we become strongly inclined to use food as a treat or comfort, for ourselves and our friends and family, when we become adults. For most people this is not a problem, but for the person with AN it can become a nightmare. Not only must she make excuses as to why her portion is tinier than everyone else’s at functions and parties, she must also find excuses for abstaining when the box of chocolates is passed round the office or a friend turns up at the door with a birthday cake.


What may begin as merely the avoidance of food can eventually have dramatic and devastating effects on personal relationships. The person with AN may be able to cope for a certain length of time, but ultimately she will find the effort of resisting the temptations and pressures attendant upon such occasions leads to hostility toward other people and avoidance of such events. Those around her, be they colleagues, family members or friends, will feel hurt and bewildered by this behavior, and this in turn will increase her feelings of isolation and loneliness, allowing the disease to develop an even greater dominance.



Rigidity



Starvation causes thinking to become very rigid and inflexible. This is what is commonly referred to as ‘black-and-white thinking’, where a person can distinguish only between extremes of right and wrong, good and bad, nice and horrible, and loses the ability to distinguish shades of meaning. This greatly hampers the capacity to think in abstract terms; the starving person can work only with very concrete ideas. Amenability to rational argument is also greatly reduced: the mind refuses to entertain ideas and concepts other than its own, and as a result, many find trying to reason with a person affected by anorexia a pointless process.


Immature thinking


There is in AN a reversion to an immature system of thinking which involves the person believing that she is immune to the principles that govern other people’s lives. For example, if an adult tells a seven-year-old boy that, in 10 years’ time, he will be more than happy to kiss girls, he will both believe and not believe what the adult says. He will accept that 17-year-old boys like to kiss girls, probably because he has witnessed such things, but he will not accept that he will behave the same way when he is 17. Similarly, someone with AN will accept that, yes, anorexia nervosa is an illness that distorts the way a person sees herself, but will not accept that it affects her in this way.


Obsessionality


AN brings an increase in obsessionality. This is not restricted to thoughts of and behavior around food; it can affect many areas. There may develop a compulsion toward neatness and order, punctuality and cleanliness. These obsessions can cause the individual’s day to be packed with time-consuming rituals, from folding down the sheets of the bed in a certain way to showering before and after meals or exercise. They may even serve as a way of keeping activity levels high. However, in some cases, the person with AN may excuse herself entirely from these rules and instead, impose them on other people – becoming intolerant, for example, of people who are late, or make a mess, or refuse to finish the food that is on their plate. In short, the person with anorexia has become unable to cope with those who do not cater to these obsessions, and this can increase the sense of isolation she feels, and the sense of frustration and helplessness felt by those around her.


Stereotyped thinking and behavior


This refers to doing and saying the same things over and over again, such as constantly asking for reassurance and repeating phrases and rituals. This kind of thinking makes it almost impossible for the person with AN to progress from one thought or idea, and thus during an argument they will be unable to develop ideas or defences, as they would were they not starving. People often describe arguments with anorexics as being like going round in ever-decreasing circles. As the illness takes hold, it seems to squeeze out the ability to think, so that the frame of reference and any development from it becomes smaller and smaller.
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Anorexia Nervosa and other disorders


Anorexia and bulimia


Anorexic behavior exists on a continuum between the two extremes of absolute abstinence and bulimia. (For more information on BN and binge-eating disorder, see Peter Cooper’s book in this series, Bulimia Nervosa and Binge Eating.) The eating patterns of the person with abstinent AN involve severely restricting food intake, and closely monitoring and pursuing thinness. Typically, all foods considered fattening, such as carbohydrates and fats, are banned and bulky, low-calorie foods, such as vegetables and fruit, are allowed.


If the individual exists in a state of starvation for a sufficient length of time, the rigid diet may be broken by a desperate eating binge in which everything and anything available is eaten rapidly. In such an episode food may be eaten straight from tins, insufficiently defrosted from the freezer – whatever is to hand, without thought as to its calorie content or appetizing nature. The food is usually eaten extremely quickly, without being enjoyed and frequently without being properly chewed and digested. This kind of episode is called a bulimic episode, as it is followed by feelings of self-loathing and disgust, which prompt the person to rid herself of the food as quickly as possible. She may do this by self-induced vomiting or by taking a large quantity of laxatives, in order to get rid of the food before the calories have been absorbed. Between 40 and 50 per cent of people with AN experience bulimic episodes.


Bulimic AN is a different story from ‘pure’, abstinent anorexia, and is characterized by feelings of guilt, self-disgust and failure. It is also self-abusive, in that the person often regards the post-binge purging as a form of self-punishment. In contrast to the control and perfectionism of AN, BN tends to be associated with impulsivity, and can include or lead to such behaviors as alcohol or drug abuse, sexual promiscuity or stealing. The feelings of self-disgust experienced by the person with BN may reach the extremes of self-harm, such as body-cutting or burning, and may prompt suicide attempts. The behavior of the person with BN, characterized by high impulsivity, emotional instability, explosive relationships and self-destructive tendencies, is similar to the condition of borderline personality disorder.


The concept of addiction is also closely related to the behavior of the person with BN, as the binges are compulsive and secretive, and the individual comes to rely on them as a comfort, or escape hatch, when they find themselves unable to deal with life’s problems.


I had to have a ‘perfect’ day, in terms of eating, or it would end with a binge. Some days I knew in the morning that I would go home and do it, and I would stop in at the supermarket on the way home to stock up. Everything would be ready-to-eat, and I would buy things that normally I would never allow myself, things like pies, chocolate and always ice-cream. I always made sure I had a 2 litre bottle of lemonade as well, as it made the process of vomiting much easier afterwards. While I was eating I felt kind of high, but as I began to feel full to bursting point, the panic would set in. As soon as the binge was finished, I would go to the bathroom and begin to make myself sick. This involved putting my fingers down my throat, and sometimes taking gulps of water from the tap to help the food come up. When I was done, I felt quite light-headed and sort of cleansed.


Lucy


The two forms of AN, abstinent and bulimic, are not mutually exclusive. As mentioned, the abstainer will occasionally have bouts of bingeing and the person with BN will have episodes of self-starvation. However, if the patient is more bulimic than abstinent, her body weight will be nearer to normal than that of the abstainer, and she will therefore find it easy to keep the behavior secret. In pursuit of this secrecy, people with BN often purchase the food they intend to binge on separately, and hide the evidence from others. Those with abstinent AN are far easier to detect as their bodies show the symptoms of the illness.


Whatever the primary behavior type, at the core of AN is the individual’s fear of gaining weight, and her efforts to avoid this.



AN and other psychological disorders



Although the ‘classical’ picture of AN is now widely recognized, the disorder often merges into and overlaps with many other psychological conditions. For more information on these, including those mentioned in the following paragraphs, see other books in this series listed in the Useful Books section on p. 241.


AN and depression


When using the term ‘depression’ here, we are not just referring to everyday sadness and unhappiness. The qualities which go to make up what psychiatrists would call a depressive illness or major depressive disorder include persistent low mood or lack of feelings; sleep disturbance; lack of energy; poor memory; poor concentration; feelings of guilt and worthlessness; and a very negative or pessimistic view of yourself, your past and the world around you. Sufferers say they feel empty or dead inside; it is as though their feelings were paralyzed. Many cultures have a quite different set of words to describe this feeling – in the nineteenth century we used the word ‘melancholia’ – but unfortunately in contemporary Western society we use the word ‘depression’ to cover a wide range of feelings from mild, brief unhappiness to persistent and all-embracing despair.


Low mood, persistent depression and depressive illness often coexist with AN. The relationship is a complex one. Some people quite rapidly get ‘dieting depression’ when they go on a strict diet – indeed, their mood may drop even before any significant weight loss has occurred. Others get the opposite reaction and may experience a marked sense of elation, increased energy and well-being when they first embark on a diet. At some stage almost all people who are in a state of severe starvation will get depressed. Sometimes this is a gradual process, the depression getting deeper and deeper the more marked the weight loss; sometimes it can be quite sudden. I have one patient who seems to be fine until her weight drops below 40kg (88lb). At 42kg (93lb) she can be cheerful, bubbly and full of energy, but at 39 kg (86lb) she is physically and mentally slowed up, has a very pessimistic view of herself and the world around her, and experiences major symptoms of depression. This depression does not respond to anti-depressant drugs or to psychotherapy but is dispelled by a small amount of weight gain.


In other individuals the weight loss can be extremely severe before depression sets in. Very occasionally, individuals who have starved themselves close to the point of death (23–4kg or 50–3lb) still appear quite cheerful. However, in these individuals the apparently happy mood is often very brittle and may hide a great deal of personal pain and distress. In these cases there seems a clear relationship between low mood and the starvation state.


In some individuals it appears that the depression may have come first. Many women whose AN began in adolescence can in retrospect identify a clear period of depression over a few weeks or months before they started dieting. It was almost as though their dieting was a response to their low mood, and sometimes a partial solution to it. When they came for treatment there was no sign of the depression at all; but when they recovered from their AN either they were able to remember and recognize the depressive period they’d had, or, more distressingly, their depression came back when they gave up their anorexic coping mechanisms.


A third pattern is when depression occurs after many years of AN symptoms. Depression is a common occurrence in many chronic and disabling disorders, and it is difficult to establish whether there is anything special or different about the depression that occurs in chronic AN compared with that which may occur in someone with a chronic physical condition such as rheumatoid arthritis, epilepsy or diabetes. The depression may be a result of having to cope with a serious disabling disorder which affects all aspects of your life.


In a fourth situation AN and depression occur simultaneously. This is particularly distressing because the individual is beset at the same time by two equally disabling and painful conditions. One positive aspect, however, is that people in this group do tend to seek help early.


Figure 3.1 Elements of AN and other psychological symptoms


[image: image]



AN and obsessional disorders



An obsession is a repeated, intrusive thought that comes into your mind against your will, and that is difficult or impossible to resist. Usually there is a need to do or think something to neutralize or counteract the thought. Compulsions are the rituals that people carry out in response to their obsessional thoughts. Examples are counting, touching, washing and checking rituals. Obsessional thoughts may revolve around themes such as fear of contamination, fear of being harmed or harming others, the need for order or symmetry, or the need to feel clean or to feel things are ‘just right’. These thoughts are not hallucinations. Obsessional individuals do not hear voices; they know the thoughts they have are their own, even though they feel alienated from them and do their best to resist them.


AN and obsessive–compulsive disorder overlap in two areas. First, many of the core symptoms of AN have a definite obsessional quality to them. The repeated thoughts about food, fatness, body shape and size fit all the criteria for obsessional symptoms. The case of Richard is an example.


Richard was a 19-year-old student with a three-year history of AN. His diet had become extremely restricted so that he could only eat white food off large white plates. The plates had to be scrupulously clean and he had to wash them several times before they could be used; no one else could touch the plate. His main diet consisted of boiled white fish. He would boil the fish in plain unsalted water and stand over the pan with a paper towel, dabbing the globules of oil and fat which rose to the surface. The fish would be boiled until it was mush; then it would be ‘safe’ to eat. Although much of his behavior was about avoiding calories, eating mainly protein and particularly avoiding fat, there was a definite ‘magical’, ritualistic quality to it. The whiteness clearly symbolized purity and cleanliness, and was seen as good. He was not particularly afraid of germs; it was just that the food had to feel and look right before he could eat it. Richard’s obsessionality got worse the thinner he got, and largely disappeared when he recovered from his AN.


Second, about half of all individuals with AN develop obsessional thoughts in areas not directly related to food. They have quite separate checking, counting or touching rituals or a repeated need for order, symmetry or having things feel ‘just right’. The case of Jane is an example.


Jane is a 32-year-old woman who has clear symptoms of both AN and obsessive–compulsive disorder. Many of her obsessions, but not all of them, revolve around food. She takes three hours to prepare her evening meal, even though she ends up eating virtually the same every night. She has to weigh and check things repeatedly, and the meal has to feel and look just right before she can eat it. She is constantly on the move; while she is preparing food she goes backwards and forwards between the kitchen and the living room, deliberately only taking one thing at a time. When she moves round the kitchen she always takes the longest distance between two points. These are ways of keeping moving and burning off calories. She lives in a second-floor flat and has to climb up and down the stairs at least 10 times each evening before she can feel satisfied. She will always find a rational reason for this but knows that she is quite driven. She eventually sits down exhausted about 9 p.m. in front of the TV to eat her meal and allows herself an hour of relaxation.


Jane’s other obsessions include cleanliness and tidiness. She cleans the house every day when she gets home from work and tidies it up, even though she lives alone and the room has remained untouched since she left it that morning. Some of these activities obviously also involve exercise, but others are to do with order and symmetry: these include having all the book spines on the book shelf even, the magazines neatly arranged, the ornaments on the mantelpiece positioned in an exactly symmetrical way and the pictures all checked to see that they are straight.


Jane’s hands are red, raw and scaly from repeated washing, and the cuticles around her fingernails are all inflamed.


Jane has no time for any social or recreational activities; work, food preparation, exercising and cleaning take up 19 hours a day. She gets approximately five hours sleep.


For a person to be diagnosed with obsessive-compulsive disorder requires more than simply being obsessed or preoccupied. People may be obsessed with books or model railways or animal welfare and spend a great deal of time thinking about their subject; however, in most cases there is no sense of resistance, the activities are often pleasurable or give a sense of satisfaction, and there is no sense that by carrying out some sort of ritual you will magically alter what has been done.


AN and anxiety disorders


Anxiety is a very common symptom in individuals with AN and has multiple triggers. There is anxiety about food, eating, body shape, the need to exercise and feelings of being out of control.


More specific anxiety symptoms can be seen in a number of areas:




• Social anxiety about eating. Many people with AN find eating in company very stressful. They prefer to eat alone, they hate being observed while they’re eating, and they find eating with strangers worst of all. This can escalate into a severe social phobia where eating in public seems absolutely impossible.


• Social anxiety about appearance. This too can become severe, leading to very withdrawn and isolating behavior. Beset by feelings of disgust with her appearance, convinced that she is fat and repulsive, the individual does not want to be seen at all. Some people become virtually housebound, going out only early in the morning or late at night, covering their faces with long hair and wearing bulky, loose-fitting clothes to hide their appearance completely.


• Agoraphobia. In our experience this is not common in women with AN. Whereas social anxiety refers to a fear of being observed or scrutinized, agoraphobia is a fear of open spaces, of being far from home, of being trapped in a crowd or stuck in an elevator. So agoraphobia refers to a fear of the situation rather than fear of the individuals within it. AN sufferers seem much more concerned with the judgments and appraisals of others, and often feel relatively more relaxed when they are in a crowd and anonymous.


• Anxiety leading to panic attacks. In contrast, these are common. A panic attack is where anxiety escalates rapidly and one feels overwhelmed by feelings of anxiety, sweating, rapid heartbeat and dizziness. Often this is associated with rapid breathing (hyperventilation).





For more information on anxiety disorders and how to cope with them, see the books in this series by Helen Kennerley, Overcoming Anxiety, and Gillian Butler, Overcoming Social Anxiety and Shyness.
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Anorexia Nervosa in other population groups


Anorexia in children


As discussed in Chapter 1, AN usually begins in adolescence; however, it is now known that AN can be identified in children as young as six, and such childhood cases of AN are being increasingly reported. Since diagnosis of AN in children has been quite rare and controversial, care must be taken to rule out the presence of another primary causal condition. Perhaps in part as a result of such caution, diagnosis of AN in children is frequently delayed. This is highly unfortunate, for the condition can have devastating effects if undetected in pre-pubescent children, permanently damaging growth and development; early diagnosis and competent treatment are vital.


The incidence of childhood AN is not known; however, it has become clear that, while the disorder is less common in children than in adolescents or adults, the numbers are rising. A common finding with childhood AN is the relatively high percentage of boys who have the disorder. In adults with AN, men account for only 5–10 per cent of cases, whereas in children boys have been reported to account for between 20 and 25 per cent. It is not yet clear if this is a definite gender difference or whether younger boys are simply more likely to come to medical attention than girls of the same age. One interesting difference has emerged in that while the girls tend to say they want to be thin for aesthetic reasons, the boys often give reasons of health and fitness.


What are the main differences between AN in children and AN in adolescents?


Physical deterioration is more rapid in children, possibly because they have less fatty tissue in their bodies. However, this may appear to be a problem of growth or failure to reach puberty, rather than the more obvious weight loss characteristic of adolescent AN. Depressive symptoms appear earlier and more commonly in childhood AN, possibly as a result of the faster rate of deterioration, and anorexic symptoms escalate with weight loss, creating a vicious circle. While the core features (behavioral and psychological) of the condition are similar to those in adolescents and adults, bingeing and laxative abuse are less common among children.


It is possible that childhood AN may represent a more biological/genetic form of the disorder. Prognosis in this group is comparatively poor. Only two-thirds make a full recovery, the remainder continuing to experience difficulties. Persistent amenorrhea occurs in about 30 per cent of this group, and long-term repercussions include delayed growth, infertility and osteoporosis.



Complications of AN in children



Physical complications include:




• Growth impairment. If the onset of the condition occurs before puberty, there can be permanent effects on adult stature. If the child is still ill at age 14, he or she is unlikely to be able to make good lost growth.


• Exacerbated effects of starvation. Children reach a more severe degree of emaciation for a similar degree of weight loss as they have smaller fat reserves than adolescents or adults.


• Dehydration. Children are more susceptible than adults and deteriorate rapidly when vomiting, laxative abuse or fluid refusal or restriction occur.


• Delayed sexual maturation. Puberty may be delayed; in girls, periods never start, and permanent damage may be done to the potential for breast growth.


• Osteoporosis (bone thinning). This may be more severe since as the disorder starts before the bones are fully mineralized, normal peak bone mass is not reached.





Psychological complications include:




• Depressive symptoms. These are common.


• Regressive behavior. When distressed, children often regress behaviorally, so ‘tantrums’ in children with AN should be viewed as an index of distress rather than naughtiness to be punished.


• Lack of insight. Children think more concretely than adults and are often deeply fearful. Thus they often misunderstand ‘treatment’ as punishment for ‘being bad’.


• Low self-esteem and feelings of rejection. Hospitalization may exacerbate low self-image and feelings of parental rejection or punishment, particularly if operant behavioral programs are the mainstay of the treatment.





Social/familial complications affect:




• Family functioning. A severely ill child creates stress for the whole family. The ill child may exert ‘malignant control’ on the family, with rigid inflexibility, particularly around meal times. Family dynamics may perpetuate the disorder, but there is no evidence of family functioning actually causing AN.


• Parents. Parents may blame themselves for the disorder. Psychological problems in parents may make it harder for them to take charge of their child’s eating.


• Siblings. Siblings suffer emotionally, feeling deprived or guilty. They may be overfed by their sibling with AN and may become embarrassed to bring friends home.


• Schooling. If the child becomes ill enough to be kept away from school, she misses out not only academically but also on peer group socialization. When she does attend, she may be teased and rejected by her peers. If these experiences are chronic, they may result in a deficient social network, poorly developed social skills or social phobic symptoms, thus exacerbating the child’s sense of isolation.





How to recognize if a child has AN


Weight loss or the failure to gain weight accompanied by food refusal may indicate a number of different conditions. The following checklist should be helpful.




• In AN, the core psychopathology, ‘phobic avoidance of normal body weight’, is prominent.


• Food refusal, fads and fetishes are common problems in childhood, especially with young children. In most instances it is not difficult to distinguish these from AN since the characteristic preoccupation with body weight and shape is absent. Weight loss is rare and anorexic psychopathology is absent.


• A different problem is Food Avoidance Emotional Disorder (FAED). Here, weight loss is less marked and anorexic psychopathology is absent. This condition is thought to be an intermediate condition between AN and childhood emotional disorder (with no eating disorder).


• Pervasive Refusal Syndrome is a quite rare condition characterized by a profound and pervasive refusal in many areas, e.g. eating, drinking, talking, walking or self-care. While these children share some features with children with AN, their refusal characteristically spreads across other areas distinct from food or eating.


• The term ‘selective eating’ applies to children who appear to exist on typically two or three different foods. These tend to be carbohydrate-based, such as biscuits, cereal, chips or particular kinds of sandwiches. It is quite common and there is usually no weight loss or anorexic psychopathology.


• BN, characterized by out-of-control eating behavior swinging between the extremes of food avoidance and over-eating usually followed by purging to protect against weight gain, is very rare in children, especially in those under 14. When it does occur the clinical picture is as in adults. The vomiting may or may not be admitted. If weight loss is marked, AN is primary whether or not purging occurs.


• Appetite loss may be secondary to affective disorders, e.g. depression or anxiety. Depressed individuals often suffer a lack of appetite, so children with a history of not eating need to be checked for affective disorder. As mentioned previously, the relationship between depression and AN is not clear, since their coexistence is common and depression may be primary and causal or a secondary effect of AN.


• Appetite loss may be secondary to a medical disorder, e.g. inflammatory bowel disease, malignancy or endocrine disorder. Again, anorexic core pathology will be absent.


• Appetite loss may be secondary to some other cause, e.g. organic brain disease, psychosis, illicit drug abuse (Ecstasy, amphetamines) or prescribed drugs.





The child’s school may be able to provide important information about the child’s eating habits and her academic, social and emotional competence. However, if the school is involved, remember that the staff may also have little experience of AN.


The Great Ormond Street Hospital for Children operates the following diagnostic checklist to assist in identifying children with AN. A child is diagnosed with AN if he/she shows:


1 Determined food avoidance.


2 Weight loss or failure to gain weight during the period of pre-adolescent growth (10–14 years) in the absence of any physical or other mental illnesses.


3 Any two or more of the following:


(a) preoccupation with body weight;


(b) preoccupation with energy intake;


(c) distorted body image;


(d) fear of fatness;


(e) self-induced vomiting;


(f) extensive exercising;


(g) purging (laxative abuse).



Early warning signs of Anorexia Nervosa in children



Many pre-pubescent children are now diet-conscious, often internalizing their mothers’ dieting and media messages. AN can start in the absence of overt dieting (for example, after an episode of viral illness causing loss of appetite), or as a diet with a friend. How can early AN be distinguished from ‘normal’ dieting?




• Severity of the eating restraint. Even early in AN, ‘malignant control’ over eating and inability to break a diet will be evident. The child with AN may become very distressed if pressed to eat what may have been a previously favourite food (e.g. ice cream). In contrast, the normal child can allow herself to be treated.


• Denial and deception. The child may deny experiencing hunger. She may also lie about what she has eaten, and conceal or dispose of food (for example, flushing her school lunch down the toilet or throwing her milkshake out of the window). Deceptive behavior is not a feature of normal dieting but that of an addict to starvation.


• Hyperactivity and compulsive exercising. Relentless activity (running rather than walking, standing rather than sitting, staying awake rather than sleeping) are characteristic features of AN. The compulsive quality and solitary nature of this activity distinguishes it as pathological. Often exercising will be denied.


• Rate and extent of weight loss. Weight loss is rapid and the child may try to conceal it to avoid concern. Normal pre-pubescent children rarely lose weight on a diet, and if they do they will proudly demonstrate their achievement.


• Behavior around food. A child with AN as young as age 10 may insist on preparing her own food and even that of the whole family. She may cook elaborate, high-calorie meals for others without eating them herself. Her eating may become ritualistic: she may cut her food into tiny pieces or eat very slowly. She will insist on eating less than others and may confine eating to night time or in private. Some children will vomit after eating. Such actions on the whole are not those of a normal dieter, who will try to avoid the temptation of being around food.


• Depressed mood. The child is likely to show signs of social withdrawal and irritability. Sleep disturbance in childhood is an indicator of depression and AN; it should arouse concern.


• Obsessive–compulsive behavior. Obsessive preoccupation with diet and exercise, and with rituals concerning food or exercising, are typical of AN. Other obsessions are less common but do occur.





Treatment of children with Anorexia Nervosa


Treatment of AN is always a lot more complex than simple weight restoration, and this is especially so for children, for whom the family system has a relatively important influence.


For all children with AN – that is, all those under 18 years – the family will be involved in treatment. Formal family therapy is not necessarily the preferred choice; family counselling may do just as well. For those families that do not feel comfortable with family counselling or family therapy, parental counselling alongside individual psychotherapy for the child is just as effective and may be preferred. Whatever option is taken, it is important that the family receives support, guidance and education, since AN can have a devastating effect on family functioning.


Individual psychotherapy is a valuable adjunct to family or parental counselling in children with AN, but is not a replacement for it. There is no consensus regarding which type of individual therapy should be used; it is possible that therapist empathy, continuity and a developmental approach may be more important than the type of therapy itself. Emotional change takes longer to bring about than weight change, so long-term therapy may be needed.


Physical treatments and drug treatment may also be used. No drugs directly affect the course of the AN, but some may help with particular symptoms. If depression coexists with AN, low doses of antidepressants, taken with food, may help. If the child suffers delayed gastric emptying, a drug may be prescribed to help this.


Dietary treatment is obviously important as a major goal in the treatment of children with AN is weight restoration. This is especially important in children on the brink of puberty, as growth potential is continually being lost. If the child has reached a very low weight, a skilled refeeding programme must be implemented and the advice of a dietician should be sought; in less extreme cases a high-energy balanced diet using the portion system (see Part Two, Step 5) is advisable. Vitamin supplements are rarely necessary. Food supplements may be useful, especially in severe cases where food refusal is marked, and also if the child’s weight is low but stable and the child is refusing further normal food. However, they should be used in addition to, not instead of, a normal mixed diet.


Hospitalization is likely to be necessary if the child’s weight has fallen to less than 70 per cent of the normal level for age; if there are physical complications (e.g. dehydration, circulatory failure or persistent or bloody vomiting); or when there is depressed mood or other psychiatric disturbance in the child or parents.


Anorexia in men


AN is considerably less prevalent in men than in women; men account for only about 5 per cent of cases. Apart from a few obvious sex-related differences in symptoms (e.g. amenorrhea occurs only in women), on the whole there appear to be few differences between the sexes in terms of the physical features of the disorder. Weight loss, emaciation, hormonal changes and starvation-related symptoms are found in both males and females. Men also display the characteristic fear of fatness, refusal to maintain normal weight and rigidity in thinking.


However, there are three major factors that do differentiate men and women with AN:




• Males diagnosed with AN are often obese to begin with, as opposed to females who ‘feel’ overweight.


• Men with AN, more often than women, diet in order to attain goals in a particular sport, such as running, swimming or athletics.


• More men than women with AN began dieting to prevent themselves from developing medical conditions witnessed in other family members, such as coronary disease and diabetes.





On the whole, most men who develop AN are more obsessed than women with the exercise component. They are often compulsive exercisers, spending long hours each day jogging or doing press-ups and other exercises. While they are often as obsessed about their diet as women, they do not often show the same interest in cooking and recipes. While bingeing, vomiting and anxiety eating are as common in male AN as female AN, there is often less laxative abuse.


Certain features common in men with AN include conscientiousness and obsessionality as children: these applied to approximately a third of one group studied, while a similar proportion described dietary problems, either obesity or finicky eating habits. The presence of significant life events also appears common in the year preceding the onset of the disorder. Identifiable triggers were often related to a change in circumstances, whether through the death or departure of a loved one or a move to a new city.


Men, just like women, are strongly influenced by cultural pressure regarding appearance and roles. Over the years the pressures and expectations imposed on men by society have changed. While the traditional emphasis on strength and power is still propagated through tough, fighting, hero types in films such as Rambo, contemporary trends also require high levels of career success with less regard for personal relationships. Yet it is also seen as important to have a partner. Thus men are subject to conflicting demands: on the one hand to show power and strength, reflected in career and appearance, and on the other to acknowledge and express emotional needs. Internal conflict may result.


‘Reverse’ AN among male body-builders


AN has been found to be markedly more prevalent among male body-builders than among other male groups (2.8 per cent; far higher than the 0.02 per cent reported among men overall). A recent study of athletes who abuse anabolic steroids has revealed the existence of a new body image disturbance referred to as a ‘reverse’ form of AN. The disorder, which may be associated with the abuse of the drug, is characterized by a fear of being too small, and by perceiving oneself as small and weak, even when one is actually large and muscular.


In all points except the reversal of self-perception and associated symptoms, ‘reverse’ AN in body-builders closely resembles AN. The implication is that this body image disturbance may reflect the cultural expectations of the group, just as ‘normal’ AN may for the young women whom it primarily affects. AN in young women has often been attributed to the increasing cultural pressures for slimness. Reverse AN may be an analogous response of young men to the influence of media pressure to be strong and muscular, as propagated through the gym subculture scene, in bodybuilder magazines, and in Hollywood movies.


Anorexia in the elderly


Contrary to popular thought, AN is not restricted to the young; it can start at any time in the life cycle, including during old age. Criteria for the diagnosis of late-onset AN are the same as those for adolescent AN; self-induced starvation and a morbid fear of fatness, along with denial of the seriousness of the low body weight. Since most of these cases occur during or after the menopause, amenorrhea is not relevant. The pattern of this disorder varies greatly: in some it follows a lifelong preoccupation with weight and dieting, whereas in others there may have been no previous eating disorders.


Eating disorders are becoming more common in the elderly. Two reasons have been put forward to explain this increase. First, there has been a dramatic increase in the incidence of eating disorders in the last 30 years. Since at least 20 per cent of these disorders are chronic, and not all of those affected recover by the end of their reproductive life, some are likely to still have AN in their old age. Second, it is possible that even elderly women are beginning to succumb to the social pressures to be slim.


The diagnosis of AN in elderly patients may be more complex than in younger people, for a number of reasons. Elderly patients may be more reluctant to discuss psychological issues, eating habits or sexual issues. In some cases weight loss may have been initiated by coexisting medical or psychiatric disorders, but sustained by the individual thereafter. Weight loss may also be a symptom of one or more of the serious medical conditions that become more common during and after the forties, or be associated with major depressive symptoms, common in later years; in the latter case, there is no weight preoccupation or fear of fatness driving the weight loss. In any event, unexplained weight loss in an elderly person needs careful investigation, and eating disorders should be considered among the possible causes.


As is common with eating disorders in younger individuals, many older people with AN also have other psychiatric problems, particularly anxiety, depression and perfectionism. Overly controlled personalities are often vulnerable, especially to remembered childhood neglect or emotional distress. It seems that childhood experiences of being teased or abused remain salient and sensitive issues for some, and may manifest in an eating disorder when memories are exacerbated by a change in situation or circumstances, for example through the loss of a spouse or close friend.


There seems to be evidence that developmental milestones or phase-of-life events may serve as stressors for vulnerable women at any age, triggering AN as a maladaptive response. Younger patients report that rigorous dieting gives them an enhanced feeling of control when going through periods of loss and uncertainty. In later life, eating disorders may represent a reaction to continuing interpersonal loss – children leaving home, retirement from a job, or the death of friends or a spouse – and a similar perceived need to exercise control over some area of life.


It is important to view AN in its context. Its incidence among older women may be increasing as pressure mounts to retain physical attractiveness and sexuality. It has been suggested that some elderly women may become obsessed with thinness as a way of trying to avoid the ageing process. This particular motivation apart, the picture of AN in the elderly closely resembles that seen in younger people. Indeed, the fear of ageing and loss of sexual power and attractiveness may be as traumatic for older women as the teenage fear of not attaining the necessary perceived standards, and may be dealt with by similar psychological mechanisms (though the experience of sexual conflicts often relevant in adolescent AN does not appear pertinent in AN among elderly people).
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What causes Anorexia Nervosa?


AN is rarely if ever caused by any one single factor – there are nearly always several factors involved – and each individual with AN is unique. This means that there are many possible contributing causes for the condition in any one person. This chapter sets out explanations generated by different schools of thought. You may find that one or more of these applies to you, or triggers thoughts of other factors which are unique to you.


It is useful to look at the causes of AN in three categories:




• factors that make you vulnerable to developing the disorder;


• factors that trigger the disorder;


• factors that maintain it once you’ve got it.





A single factor may act in all three ways, but it is often the case that quite separate factors are involved in the three stages.



Stage I: Factors that make you vulnerable to AN



It is important to understand AN can be caused by factors from within (biological or psychological), from experience or from the family environment. AN can not be accounted for by one over-arching theory, but only by an approach which considers life experiences in all areas.


Figure 5.1 Factors that contribute to the onset and maintenance of AN


[image: image]


While AN is distinct from other eating disorders such as BN or obesity, the themes across the three are similar: the use of food, shape and weight as a means of expressing and or controlling distress.


Early feeding difficulties


Many children develop early feeding difficulties, for a wide variety of reasons. It could be that the child is a naturally picky eater; or that the parent who is responsible for feeding, usually the mother, has a strained relationship with food herself, or has a limited knowledge of how to feed a child appropriately.


There is now good evidence to indicate that psychiatric disorders in parents have the potential to interfere with their childrearing skills and the emotional development of their children. Eating disorders are an important type of psychiatric disorder prevalent in women of childbearing age. The effect of pregnancy on a woman’s body may have a lot to do with this. After all, there are few conditions which cause such rapid and radical change in body weight and shape, and this can trigger off a fear of fatness where it previously did not exist. Many young mothers experience a slump in self-esteem because of weight gain during pregnancy, and this can often be the beginning of years of dieting. Slimming magazines recount tale upon tale of women who struggled for years with their weight and date the beginning of their weight gain back to their first pregnancy. Of course, concerns about body weight may have existed long before a pregnancy.


If a mother has an eating disorder it can affect her child in a number of ways. If she is preoccupied with her own body weight to the extent that she rarely considers her own needs when it comes to eating – that is, if she eats what and when she feels she ‘should’, rather than eating when she is hungry – this may reduce her sensitivity to her infant’s needs. In short, she may have lost the ability to recognize natural feeding needs. Those who suffer from an eating disorder also frequently have difficulties in their interpersonal relationships, which can extend to the relationships that they have with their children.


In adolescence, the child can become very vulnerable to cultural ideals. Supermodels such as Kate Moss and Jodie Kidd, who are extremely thin yet considered extremely attractive, may make a teenage girl, struggling to come to terms with budding breasts and the remains of baby fat, feel overweight and ungainly by comparison. A parent who is equally unhappy with his or her own ‘non-ideal’ body shape may reinforce the teenager’s concerns. If the parent has very strong attitudes regarding shape, weight and diet, s/he may influence the child’s attitude tremendously. Comments suggesting that the child is too fat or too greedy may cause great distress. Problems can also arise if the child models his or her behavior on a parent who has an eating disorder.


One of the difficulties in examining childhood eating patterns and attitudes to body weight is that this is mostly done in retrospect, when the individual has matured and already developed an eating disorder. From this perspective it is often tempting to look back and exaggerate any feeding abnormalities in childhood. Such methods of enquiry tend to lack rigour and fail to generate scientifically reliable data.



Genetic predisposition



There is a tendency for eating disorders, like other psychiatric disorders, to cluster in families. The children of parents with an eating disorder have been found to be much more at risk of developing a similar disorder than those whose parents had a healthy attitude toward food. While the findings are nowhere near specific enough to distinguish environmental causes (i.e. learned habits) from genetic (i.e. inherited) causes, there is more to suggest that the genetic explanation is the stronger one.


Studies have shown that there is a genetic predisposition to AN and other eating disorders. One study of twins showed that if one of a pair of monozygotic (identical) twins developed AN, then the other was four to five times more likely to develop the disorder than in the case of non-identical twins. This finding, along with the evidence which shows that first-degree relatives (children/parents/siblings) of patients with AN are at an increased risk of developing the condition compared to the general population, is firm evidence that there is a strong genetic predisposition toward development of this disorder.


Biological factors


As a species, we are very well adapted to starvation. Consider a situation such as a famine. For the famine-struck society to survive, there has to be at least a small group, particularly of women, who can cope with starvation to the extent that they survive for many months, even years, to ensure that children can be born and cared for. There must also be a group of people whose energy levels are maintained, and who respond to starvation by becoming over-active. These are the individuals who can plan and perform essential tasks despite their weakened physical state: search for food, rebuild shelters, sow and harvest crops. It also makes sense, biologically speaking, to have a group of people who become inactive and die fairly quickly, thus reducing demand on dwindling food stocks.


Starvation has a radical effect on the chemical levels in the brain, particularly levels of serotonin, which stimulates hunger and craving for particular foodstuffs and is related to the development of obsessionality. Generally speaking, serotonin is released in the brain when we start eating. The surge of serotonin, which occurs particularly with a high-carbohydrate meal, is important in producing feelings of fullness and the desire to stop eating. On the other hand, very low levels of serotonin produce hunger and sometimes restlessness. It is interesting to note that serotonin levels drop before ovulation; this may go some way toward explaining why some women have increased food cravings at this time.


Other chemical messengers stimulated by starvation come from the stomach and intestines. An important one is cholecystokinin (CCK). Low levels of CCK produce feelings of hunger and craving.


Family structure


The stereotype of the ‘anorexic’ family is a negative one, in which the parents are overly protective and interfering and have very high expectations of their offspring. This is a somewhat misleading model, and many differences claimed to exist between the so-called ‘normal’ and the ‘anorexic’ family have been shown not to apply consistently. However, there are some features of family life which do seem to relate to the development of anorexia. These are:




• A general avoidance of conflict within the family. This may be due to an overbearing parent or to some unspoken fear that should conflicts be acknowledged they will become uncontrollable. In such a family environment, individuals will often lose (or never develop) the ability to express and work through troublesome emotions, or confront those of others, and become unnaturally afraid of conflict even outside the family. Such people may take a pacifying role in later life, making severe compromises themselves in order to avoid conflict with others.


• One parent tending to be over-involved with a child, while the other parent is more passive. For example, the mother may be solely concerned with the children while the father is absent or adopts a distant attitude.


• Family rules and sense of identity so strong that it becomes difficult for any member to express individuality. For instance, if a family has a long tradition of producing first-rate doctors, it can be difficult for a teenager to express the wish to work in the arts, as such a wish will be seen almost as a betrayal of the family.


• Abuse, whether of a sexual, physical or emotional nature. Sexual abuse may take the form of incestuous relationships between parents and children, or between siblings, or the toleration of sexual abuse by a family friend or relative of a child. Physical abuse may take the form of beatings, administered by a parent or older sibling, or neglect. Emotional abuse may take the form of verbal bullying and deliberate miscommunication.


• High-achieving parents who have similar expectations of their children. In many cases, the child has internalized these high expectations, or may have developed them naturally. This can result in a situation where a child feels afraid of failure, and regards any effort it makes as worthless unless it is 100 per cent successful.


• Acute sibling rivalry. This may be created by parents and teachers who constantly compare siblings and make remarks such as, ‘Your sister wouldn’t do a thing like that.’ However, this rivalry can also arise between siblings without any external forces coming to bear. For example, one 16-year-old girl felt very much in the shadow of her elder sister, and remarked that ‘everything she touched turned to gold’, while she herself felt that she had had to work hard to achieve anything. Things came to a climax when she entered a race, for which she had diligently trained, and her sister, who had not, won it. The 16-year-old did not consider the fact that her sister was older and stronger, but took this event as proof that she was less able. In consequence she began a diet, in order to be fitter and run faster, but within a year had developed AN.






Adolescent crisis



Adolescence is the peak time for the onset of AN. It is in the early teens that a person develops their sense of identity and their views on the world around them. This can be a period of great uncertainty in terms of academic ability, sexuality and social skills. Severe weight loss can halt or delay development in all three areas.


The period of transition between childhood and adulthood is a very tricky one. It is an age when the desire to be older and more mature becomes very powerful, as do the seductions of adulthood (as viewed from a young perspective) such as drinking, having sex and making money. This frantic desire to take on the mantle of adulthood can result in teenagers ‘growing up too quickly’, or behaving in ways for which they are, as yet, emotionally unsuited, such as embarking on sexual relationships at a point where they are still uncomfortable with the physical changes wrought by puberty. Alternatively, teenagers may find it enormously difficult to let childhood go, not just because they are apprehensive about the idea of being an adult, but also because those around them, particularly parents, may prefer them to remain childlike.


It is an important part of the growing-up process that young people can take ‘risks’, such as asking someone for a date and therefore risking rejection. It is also important that they are able to do this against the backdrop of a secure home environment, where there are no risks. This risk-taking is essential as it enables the individual to establish a degree of self-reliance, to develop confidence and engage with the world in a non-fearful way. If the individual is prevented from acting independently and self-sufficiently, most commonly by over-protective parenting, their progress may be even more difficult than it would be normally.


Of course, on the part of the vast majority of parents such over-protective behavior is not malicious interference. Usually they just want the best for their child, and feel that this can only be achieved by exerting external control over their lives, perhaps in the form of pushing them academically and/or athletically. Often this is accompanied by the opinion that time spent with friends and boyfriends is wasted time, and so these activities are dismissed as trivial or actively disapproved of. Initially, a child will toe the line in order to avoid censure from or conflict with parents. However, if the child continues to behave this way, accepting parental dictates wholesale and doing the utmost to avoid conflict, feelings of pressure and entrapment can develop. The child’s urge is to say ‘no’, to make her own demands, to rebel. If she feels that she cannot articulate these feelings then she may, subconsciously, seek other ways of saying ‘no’.


One of these ways is by refusing to eat. The put-upon adolescent comes to see her body weight as the only arena in her life over which she can exert any control. Losing weight can provide an enormous feeling of relief as it provides concrete proof of that control. It can also become a powerful statement of rejection directed at the family and home life. Losing weight can generate feelings of empowerment and superiority in an individual suffering from low self-esteem.



Social pressure to be slim



The Western ideal of feminine beauty has been a slender one since the 1920s. Back then, women smoked, took amphetamines and exercised in order to achieve the boyish figure that was currently in vogue. However, this mania for fashionability was pretty much restricted to the upper classes. Nowadays every level of society is aware of fashion. Magazines show us pictures of Liz Hurley in skin-tight dresses, while newspaper columns detail the extraordinarily strict dietary habits of Madonna and Claudia Schiffer. We are bombarded with images of a glamorous world that does not tolerate imperfection, particularly the avoidable imperfection of fatness. Hollywood film companies are so determined to provide images of female perfection that they often employ body doubles for nude scenes; actresses routinely have bits of their bodies airbrushed out of the final cut if they are deemed too plump. A recent American survey provided the shocking finding that, so phobic has society become about fatness, men would rather date a heroin addict than an overweight woman.


Little wonder, then, that young people growing up in this environment become obsessive about their weight and feel that, above all other aspects of themselves, this is the key to attractiveness. Magazines may very well advise on the need for adequate vitamin intake and healthy attitudes, but they will invariably accompany this sensible advice with pictures of stick-thin models in their fashion spreads. Though this may seem trivial from an adult perspective, it is necessary to remember that for an adolescent the issue of attractiveness is one of paramount importance. Therefore, the urge to be thin can outweigh all other aspirations.


For women there is an added complication. While film stars and celebrities have the legs of teenagers, they are also voluptuous. For most women, this combination is elusive. When they diet, their breasts reduce and they appear more boyish. Without recourse to surgery, they are caught between two ideals of beauty. This reflects many women’s experience of life as well. They still feel caught between the need to be a successful, independent career woman and an attractive partner and loving, nurturing mother. This can be very confusing and distressing, and thus the pursuit of thinness, above everything else, can be something of a relief. Some women can convince themselves, with a helping hand from media-generated ideals, that being slim will solve all their problems, and iron out all contradictions.


The trouble is that the only problem thinness solves is the ‘problem’ of fatness. Being slender will not make any other area of life easier. It will not make you good at your job, popular or more loved. However, lack of ‘results’ in these other areas can often propel the person to pursue thinness all the more obsessively, long after they have achieved their original goal, as they have become so entrenched in the notion that thinness can solve everything. Many non-anorexics suffer from this belief, and throughout their lives devote time, effort and money to dieting and exercise regimes that serve only to undermine their confidence by not delivering them from their perceived state of imperfection. However, for the person vulnerable to AN this can be the point at which they become divorced from reality and see weight loss as the ultimate objective, bar none.



Search for autonomy



When we are children we are generally content to be seen as part of a family unit and to be identified as such. When we reach adolescence, however, the great pursuit of autonomy begins. This is a natural and essential rite of passage, and for most people it goes relatively smoothly. Of course, there will be family showdowns about clothes and haircuts, suitable friends and career ambitions, but most families are able to adjust to change and give burgeoning personalities enough breathing space to grow. It is when the family is unable to adjust that problems can arise.


For instance, a family that prides itself on producing lawyers may react badly against a teenager who has determined that she will go to veterinary college. They may withdraw financial and emotional support in order to bully the child into following the family tradition. The outcome can go either of two ways. The child may react by leaving the family unit and doing her own thing, or buckle under family pressure, do as she’s told and develop a sense of resentment. In the latter case, where the young student feels that she has no control over the future and her identity, she may attempt to establish her autonomy in another way. Eating is one of the classic ways of doing this, as it is so central to family life. By refusing to eat, or developing peculiar or picky habits, the youngster is demonstrating autonomy in front of the family.


This desire for autonomy does not rear its head only in adolescence. It can arise if a sibling feels herself to be in the shadow of a more ‘successful’ brother or sister, indeed is perhaps often referred to as such. The desire to be thin may arise from a need to establish an identity that is other than that of ‘less successful sibling’. It can also arise if a woman finds herself submerged in the role of mother and wife, and seeks to be seen as an individual rather than just an appendage of her husband and children.


However it happens, the pursuit of thinness is often based on a need to be seen as an individual, and to feel that self-will can be exercised, if only in one area of life. Thus the beleaguered adolescent who refuses to finish her lunch may be someone who is screaming to be allowed her autonomy but can find no other outlet for it.


My father was determined that I went to his old university and studied the same subjects as he had, namely physics and maths. I didn’t know how to say no to him. In fact, no one in my family knew how to do that. I did as I was told, even though I had wanted to study English literature and it was actually my best subject. The summer before I left home to begin university, we went on a family holiday to Belgium, and it was then that I began not eating. It became like a game, to see how much I could get away with not eating each mealtime. I don’t remember feeling hungry or lethargic. I think the fact that I was the one in charge gave me a real buzz. When we got home and I found that I’d lost nearly three-quarters of a stone [9lbs], I felt great. It was the first time I really felt like I was doing something that I wanted to do.


Karen



Low self-esteem



Low self-esteem can run in families. Parents with a low opinion of themselves may pass it on to their children by comparing them unfavourably to other people’s offspring. This can result in children growing up with the belief that they are not as worthy as others and having little self-confidence. Low self-esteem can develop in adolescence, when young people invariably agonize over how they match up to others and become self-critical, or when crises, such as loss of occupation or desertion by a partner, occur. Low self-esteem can be dangerous: it makes people very vulnerable, prompting them to accept relationships that may be bullying and unhealthy, or poorly paid jobs where they are put upon by others who see their lack of confidence and exploit it. It can also lead to depression, to a recurrence of illnesses and to a severely reduced enjoyment of life.


When low self-esteem is recognized as the root of your problems, there are ways to deal with it. There are excellent self-help guides (for example, the book by Melanie Fennell in this series; for details see the ‘Useful Books’ section on p. 241), courses and therapy sessions which can go a great way to changing individuals’ perception of themselves. However, when low self-esteem is not identified as the problem, and the person continues to labour under the notion that they simply do not match up to others, the solutions sought can be unhealthy in the extreme. Alcoholism is one example. Many alcoholics turn to drink as a way of masking their negative feelings about themselves and, in a sense, escaping from themselves. AN is another. By unloading all those self-critical thoughts on to body image, a person can convince herself that, if only she lost a stone, two stones, three stones, she would become a better and happier person.


As she loses weight, she will feel a sense of achievement which will heighten her self-esteem. If the weight loss continues after the target weight has been achieved, it may be that self-esteem is now so strongly identified with weight loss that to gain weight – even if it did not rise above the original target minimum – would be severely detrimental to it. Many people with AN know that, by starving themselves, they are not tackling the real problems of their lives, but have become so dependent on extreme thinness as a way of bolstering their self-esteem that they cannot make the break from it. This is not to say that within their emaciated bodies they are bursting with confidence; quite the reverse, in fact. The problem is that, as they see it, to gain weight would make them feel even worse.


Sexual abuse


Studies of the histories of people with eating disorders have found a much higher rate of sexual abuse than among women with no psychological problem. However, the rate of such abuse was no higher than among women with other psychological disturbances, such as depression. Sexual abuse therefore seems to be associated with psychological disturbance in general, rather than with eating disorders in particular.


There has been much debate recently as to whether women who have experienced sexual abuse or been coerced into unwanted sexual experiences are more likely to develop difficulties associated with eating. So far the results have been inconclusive.


For some women, the link between sexual abuse and eating disorders is quite clear. Some sexual abuse victims feel that they have lost control of their lives, and that the eating disorder re-establishes some form of control, however negative. Some even choose to alter their body shape to the extent that they reduce their desirability and therefore stave off further sexual approaches. Others speak of guilt, disgust and self-hatred, and use the eating disorder as a form of self-punishment. An important feature common to the women studied is that their lives had many other major problems and upheavals occurring simultaneously. Hence it is likely that the eating disorders were the result of cumulative problems rather than the single factor of abuse.


It has also been discovered that the eating disorder may have a functional purpose, that is, it is used in an attempt to solve a problem. For example, by developing an eating disorder, a person may be trying to punish the abusive parent, or the parent who failed to protect them adequately. In this instance, the changes in eating patterns and consequent eating disorder are a means of causing disruption and of attaining control. In short, the eating disorder is a stick with which to beat those who are felt to be to blame.


Certainly, for those who have suffered sexual abuse and are now experiencing eating difficulties, examining and working with their feelings relating to abuse can be helpful. A useful resource for those in this situation may be the book in this series on Overcoming Childhood Trauma (for details see the ‘Useful Books’ section on p. 241).



Dealing with separation and loss



Few things in life have the devastating impact of permanent loss or separation. Losing a parent, a close friend, even a beloved family pet, can turn an individual’s world upside down. Death is particularly hard as most of us are without a mechanism to deal with it, especially if we have no religious faith to provide us with some form of comfort, and as those around us are suffering too. For a child it can be even worse, as a death throws up new questions of their own mortality and that of the people around them. Many children who lose one parent become morbidly obsessed with the idea that they will lose the other.


When we lose someone close to us, we experience enormous sorrow which can permeate our general consciousness for a time and lead to depression. A common feature of depression is loss of appetite, and so weight loss is fairly common in this situation. For most people, even children, this is a temporary state, and body weight will return to normal during the process of coming to terms with the loss. Even so, the journey of grief and mourning can be a long and hard one, requiring us to acknowledge our emotional needs and dependencies, and to recognize our own vulnerability. For some, the process of grieving seems an impossible task, perhaps because they feel that the pain will be too great if they give into it or perhaps because they believe that no one fully understands their feelings. They may use food as a means of numbing themselves to emotional pain. Starvation can cause this state of numbness and protect the individual by delaying the active process of grief and mourning. Because eating will restore normal feelings, they may choose to continue with the starvation. Another way of deflecting pain is by bingeing food and then purging the body of it. Eating will provide a sense of comfort and the subsequent feelings of self-loathing and desire to purge the body will occupy the mind and stave off other feelings. In this sense, BN can be seen as a way of crowding out unwanted emotions.


In recent years increasing amounts of evidence have been gathered to support the clinical observation that children and adolescents exposed to undesirable events are at a significantly increased risk of developing depression and other forms of psychopathology, including eating disorders. The most difficult kind of events to deal with are those involving the loss of someone close. This degree of crisis can also trigger adults toward depression and, in some cases, AN.


There are many reasons why a person may be prompted to lose weight and subsequently develop AN. It may be that they are influenced by external pressure to be slim, or by a desire to assert their autonomy within a restrictive family structure. They may be reacting against sexual abuse or the loss of a loved one. Whatever the reasons, it is important to remember at this stage that not all diets result in AN and not all cases of AN derive from a desire to fit into size 8 jeans.


Evidence suggests that self-esteem is one of the most critical factors in the development of the disorder. The life circumstances in which AN occurs are very varied. They may be fraught and difficult, with the vulnerable individual feeling under pressure from parents, put upon by others, or restricted in her future choices. Alternatively, these circumstances may be excellent, with supportive family, unconditional love and great prospects for the future. The common element is that the individual who develops AN, for whatever reason, experiences chronically low self-esteem.


Personality type is also an important factor. Where one personality type reacts to adolescent conflict by indulging in drug-taking or sexual activity, another personality type may exercise self-control, in the form of abstaining from food.


Finally, an inability to cope with change, be it in family structure, body shape or approaching adulthood, can make an individual very vulnerable to the development of AN, as can a similar inability in those around her.


The most important thing to be aware of is that no two cases of AN, or any other eating disorder, are exactly alike, and no one factor is at the root of the condition. It is also important to be aware of the fact that AN creates a state of mind that actually maintains the disease. We shall explore this point further in the final section of this chapter.


Stage II: Factors that trigger AN


The second stage in the development of AN consists of the period between the establishment in a vulnerable individual of a behavioral precursor, such as dieting, through to the establishment of AN in its own right. Some of the factors described above appear to put the individual more at risk for an eating disorder by increasing the likelihood they may diet. While dieting is the common stage-setter for the disorder of AN, there are still many people who diet, successfully or unsuccessfully, without suffering from AN; the critical issue is what factors combine with a diet to result in AN. One particularly prominent element in this process, as discussed above, is low self-esteem. There is also evidence that particular kinds of adolescent conflict and difficulty, and particular personality types, tend to promote the disorder more than others.


Among the factors which have been considered to precipitate the development of the disorder are those normal to healthy adolescent development, including the onset of puberty, development of relationships (especially with the opposite sex) and leaving home, as well as more distressing events including loss of relatives, illness and others’ negative comments about their appearance. Circumstances which are identified as stressful and capable of making growing up difficult are, predictably, parental psychiatric illness, parental strife, parental loss, disturbance in older siblings and major family crises. Difficulties may arise when an individual is unable to adapt well to change, or when close family or friends are similarly unable to adapt themselves well to the individual’s development and maturity. These failures to adapt are usually inextricably linked, one factor enhancing the effect of another.


Stage III: Factors that maintain AN


There are many factors which contribute to the maintenance of AN once it has become established. The behavior of the person will have changed, and so will the behavior of others close to them; therefore they will now be used to being treated differently by others. Whether or not this change in behavior of the person with AN involves adoption of the ‘sick’ role, the individual with AN will rarely seek help. Self-starvation and the physiological consequences of under-nutrition result in a vicious circle of emotional angst and behavioral disturbance. Both the concrete behavioral pattern and emotional upset must be interrupted and addressed if recovery is to be possible.


Figure 5.2 Routes into AN


[image: image]


Adolescence, as noted above, is a period of transition; it is a time for trying new behavior and gaining new experiences. Withdrawal at this time is common, be it via drug abuse, running away or phobic reactions, and AN may be considered to be such a withdrawal behavior. Once energy and effort have been invested in establishing the disorder, the individual is not going to give it up without a fight. The AN will have become so much a part of their identity and their coping strategy for difficult aspects of their life that it will be difficult for them to envisage the benefits of not having it. Some of the following elements may contribute toward maintenance of the disorder and increase difficulties regarding breaking the pattern:


1 Core features of AN itself, including ‘fear of fatness’.


2 The rewards of weight loss, including feelings of self-control and often approval from others before any severe loss is apparent; also avoidance of the difficult changes which occur in adolescence.


3 Body image distortion, which increases with increasing weight loss.


4 Biological effects of weight loss, which due to the starvation syndrome help to maintain the disorder, including preoccupation with food; decrease of social interest; slowing of gastric emptying, giving feelings of fatness.
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How can Anorexia Nervosa be treated?


The earlier AN is recognized and treated, the quicker and less painful the route to recovery. Delay in recognition can lead to the condition becoming more severe and therefore requiring more intensive and long-term treatment. It is a feature of the condition that individuals with AN are initially vehemently opposed to acknowledging that there is a problem and are therefore reluctant to ask for help. Thus, the average delay between onset of the disorder and its treatment is five years. Effective treatment focuses on helping the individual to take responsibility for their own eating habits, and so depends on the willingness of the person with AN to accept help. This is why forcing the issue, and strong-arming a person with AN into treatment, is unlikely to be successful.


If treatment is never sought, some individuals will develop a very severe form of AN which is resistant to all forms of treatment currently available. Such cases require prolonged and intensive treatment and care. In the one long-term follow-up study published to date, some people recovered even after 12 years of continuous symptoms; but for those who suffered for longer than 12 years, no such recovery occurred. These latter remained either chronic sufferers or died as a result of the disorder. In the light of this finding, it is clear that speed is of the essence when it comes to tackling the disorder.


Initial steps to recovery




• The first and most important step is for the person with AN to acknowledge that she has a problem. Though she may remain frightened of the treatment process, which requires weight gain and a challenge to her own viewpoint, recognizing that she is severely underweight and that her relationship with food is disturbed is the vital first stage.


• The second step is to acknowledge the disorder to the extent that she is willing to ask someone for help. This may be a parent or close friend, but in many cases the person with AN may be more comfortable seeking outside, professional help.


• Third, the patient must relinquish her severe dietary restrictions. This will relieve the effects of severe starvation and begin to loosen the bonds of obsession with food intake. Initially the move toward regular eating may be pitifully small, but it is a critically important change.





Specialist treatment services


When seeking treatment for AN, the best place to begin is with your family doctor or GP. If this is not possible, contact your nearest hospital-based general psychiatry or clinical psychology department, or a local community mental health team.


Most people with AN may be successfully treated as outpatients, using some form of counselling approach. This may be undertaken by a psychiatrist, nurse therapist or clinical psychologist: the precise designation does not matter provided the practitioner is adequately trained and experienced. Usually there will be one principal therapist who will see the patient most frequently and liaise between the GP, psychiatrist or clinical psychologist, and other health professionals. Someone seeking help with AN is likely to come into contact with a range of professionals, all with their own particular areas of expertise, working in association with one another. The following are the practitioners most likely to be involved in treating a person with AN.


General practitioner (GP)


The GP or family doctor is usually the first professional with whom the person with AN will come into contact, either on her own initiative or through being referred by parents. In many cases, the individual will present her GP with a condition secondary to the disorder, such as depression, cessation of menstruation or constipation. The GP will take a detailed history of the condition with which she has been presented, which will lead her to diagnose the patient as suffering from AN. The stage to which the disorder has progressed will determine whether the doctor decides to refer the patient on to more specialist services or conduct the treatment herself.


In cases where the disorder is not greatly advanced, the doctor may choose to manage the patient within the practice. This may involve a nurse therapist, who can provide basic nutritional and health education, and referral of the individual to a local self-help group. This can be useful in providing information – such as resources and services that are available, including national eating disorder groups, books and dietary advice services – and assisting the acceptance and treatment of the disorder. Initial consultations will alert the person with AN to possibly unrecognized problems or conflicts in her life, encouraging her to redefine what has been troubling her. This may provide a certain degree of comfort, as some people with AN are unaware that they are suffering from a recognized condition and that their thinking is distorted. The individual will be encouraged to see her problem as a psychological one, involving a response, albeit a maladaptive one, to stress or low self-esteem, rather than as one of being in the grip of a slimming or exercise disorder. If marked improvement is not made or the condition continues to worsen, the GP will refer the patient to a specialist.


Physician


The physician may be involved in confirming the diagnosis of AN, through the administration of simple but thorough tests analyzing blood and bone density. She will also undertake checks aimed at excluding other physical origins for the marked weight loss, such as diabetes or endocrine disorders.



Psychiatrist



The primary role of the psychiatrist is in the assessment and diagnosis of the patient’s condition. Once this is done, she will make a decision on what form of treatment is best. The psychiatrist may choose to treat the patient herself, or refer her on to a therapist. If the psychiatrist decides it will be beneficial to prescribe drugs – as part of a comprehensive treatment approach – then she will continue to see the patient to monitor progress. Some people are strongly opposed to the idea of taking drugs as part of their treatment; they may be advised to request treatment by a therapist or clinical psychologist, who will not prescribe drugs. (For more on the use of drugs, see the section on p. 106.)


Clinical psychologist


The clinical psychologist also assesses and diagnoses the patient, but their primary means of treatment is psychological rather than pharmacological. They may offer group or individual therapy, or a combination of both.


Psychotherapist


A psychotherapist uses long-term exploratory work, usually within a psychodynamic framework. This can involve exploring the patient’s past and uncovering the initial factors contributing to the development of AN. In this form of therapy, the therapist takes an interpretative rather than a directive role, thus allowing the patient to lead the session and explore issues with which she is concerned.



Counsellor



The counsellor is there to provide psychological treatment for the patient. If the counsellor is specialized in a particular area of therapy, such as psychodynamic or cognitive behavior therapy (on the latter, see the section on p. 110 below), they will be particularly effective in that area. An unspecialized counsellor will be experienced in more than one therapy type and will be able to use that which is most suitable for the individual, possibly even using two or more kinds of therapy simultaneously.


Dietician


The dietician’s role is to assess dietary intake, and to educate the person with AN on the need for a balanced and healthy diet which will provide sufficient nutrients and calories for recovery. They will also encourage the consumption of an expanded range of foods. This is particularly important as people with AN tend to subsist on an ever smaller range of foods that they deem ‘safe’. This may come about because they have a ‘bad’ experience with a particular foodstuff, perhaps because it makes them feel bloated and therefore ‘fat’, or because they rule out more and more foods on account of an unacceptably high-calorie content. Expanding the food range helps to dismantle some of the fear and distrust of food.


Dieticians also encourage the use of food diaries, which they will then assess, going through them with the person under treatment. They may see the individual for a one-off treatment, or for a series of time-limited sessions. They will also liaise closely with the primary therapist, whether psychiatrist or clinical psychologist.



Pediatrician



Children as young as six have been found to be preoccupied with body shape, weight and dietary behaviors, and there have been reports of an increasing number of prepubescent cases of AN (see Chapter 4). Pediatricians are therefore becoming increasingly aware, when dealing with children who show signs of weight loss or poor physical development, that such symptoms may be indicative of juvenile AN.


Art therapist


Art therapy can be especially helpful where a patient is struggling to express feelings of frustration or pain. It may be used in conjunction with other forms of treatment, or as an independent therapy. It is a welcome alternative to more traditional therapies and can be useful in illuminating important issues.


Occupational therapist


The occupational therapist uses a variety of strategies, including projective art, relaxation, anxiety management, assertiveness training and psychodrama. A program will be devised to suit the individual patient. For instance, body-oriented exercises may be used to correct body image disturbances, which are particularly characteristic of AN.


Principles of comprehensive treatment


Any soundly based program of treatment for AN will have three core objectives:




• To increase weight so that it is within the normal range. This is the priority; only when this has been achieved can physiological functions such as temperature control and menstruation resume their normal operation.


• To help the individual re-establish normal eating patterns and to avoid extreme weight-control measure such as vomiting, laxative abuse or excessive exercising.


• To explain the physical symptoms caused by AN.





Where there is a state of malnutrition or starvation, this is treated as a priority. Starvation is known to have profound effects psychologically as well as physically, and can seriously hinder the efficacy of other types of treatment. Some form of psychological treatment is then seen as essential to confront underlying personal, interpersonal and social factors believed to foster and maintain the disorder. This may involve supportive psychotherapy, counselling about eating and dangerous purging habits and, where appropriate, other supports including relaxation, family therapy and marital therapy. The treatment programme is multidimensional, with emphasis on different forms of treatment at different stages of the disorder. One person (the primary therapist) will be the main coordinator to whom the patient can relate and through whom other health professionals liaise.


Of primary importance once weight is at a safe level is the teaching of normal eating patterns. It is important that the individual takes control of her diet as soon as possible and that, with support, she begins to manage a more normal dietary intake.


Drugs are seldom necessary but may be useful if there are complicating additional medical problems (see the section on ‘Drug Treatment’ below).


Hospitalization and inpatient treatment


Treatment as a hospital inpatient is the most intensive form of intervention that may be offered to a person with AN. Cases where hospitalization may be necessary include the following.




• Those in which weight loss has reached an extreme degree (usually defined by a body mass index below 13.5kg/m2, see chart on p. 246). In these circumstances the sense of helplessness felt both by the person with AN and by her family can often be relieved by an intervention to break the cycle. Even so, whether hospitalization is appropriate is unlikely to depend on absolute weight alone; several other factors would usually also be considered, for example the rate of weight loss, the severity of starvation symptoms and the degree of inflexibility on the part of the person with AN.


• Those in which other disorders or associated symptoms, such as depression, self-harm, suicide attempts, obsessional symptoms, diabetes or severe purging behavior may make admission necessary to prevent the individual inflicting further severe damage on herself.





Inpatient treatment is often a lengthy process, lasting for 6–12 months; it is intensive and aims to bring about both weight gain and changes in behavior and attitude.


In hospital the individual will first be given the opportunity to take responsibility for her own weight gain, supported by the dietician and nursing team. She may exercise mildly and attend discussion groups with other AN patients to gain insight into the condition; she will also be encouraged to pursue non-food-related interests, such as art, crafts or computer skills.


If this method is unsuccessful at initiating weight gain a more structured treatment plan will be implemented. At its extreme this could involve continual observation or isolation in a single-bedded room, with bed rest until weight has risen beyond the dangerous range. Such measures are necessary at times to counteract the extremes to which people with AN will go to avoid taking nourishment, by hiding or disposing of food, or by vomiting. The fundamental aim at this stage of treatment is to treat the person with AN until she has emerged from a critical state of health; only then is it possible to embark on less aggressive treatment types, such as the various kinds of therapy outlined above.


Admission to hospital has traditionally been the mainstay of treatment for severe AN, but is now the exception rather than the rule, since it carries a number of disadvantages. Removing the person from her everyday environment can be counterproductive and may confirm her identification with the ‘sick role’. It also drastically reduces a person’s sense of control; for someone with AN, who has fostered a sense of control for a long time through not eating, this is a severe blow, and may only strengthen the resolve to achieve further weight loss as soon as she is discharged. For these reasons, hospitalization is primarily of value to preserve life where an individual’s condition has become critical and emergency refeeding and rehydration are required, followed by weight stabilization and prevention of further weight loss.


There are several important features that characterize successful inpatient treatment:




• Development of a trusting relationship between the patient and those there to help him/her.


• Joint discussions regarding meals, target weights, visitors, groups, all those involved and the general ward routine.


• Appropriate and gradual restoration of control back to the patient.





Inpatient refeeding


There are a limited number of ways in which emaciated patients can be given the crucial nourishment they need. Intravenous feeding and tube feeding are two examples, but it is preferable if the patient can be encouraged to eat normal foods supplemented with nutritional high-calorie drinks.


Three types of inpatient refeeding programmes are discussed here: behavioral, percutaneous endoscopic gastroscopy and total parenteral hyperalimentation.




• Behavioral. This involves linking weight gain or ‘good’ eating habits with rewards, and was in the past used intensively with inpatients. It may begin with the individual confined to strict bed rest in a bare room, with gradual rewards for weight gain including increased visiting rights, movement about the ward and physical comforts, such as TV, books or radio. This approach has not proved very beneficial in the long term; people with AN experience it as abusive and coercive, further lowering their self-esteem and increasing depression. It is, however, still used in some hospitals and is effective in some cases.


• Percutaneous endoscopic gastroscopy. This is a method of supplying nutrients to the patient via a tube connected directly into the stomach, and is the form of feeding most likely to be used in very severe cases of AN. It does not affect the mobility of the patient and is used in conjunction with oral feeding. It is the more flexible form of assisted refeeding.


• Total parenteral hyperalimentation. This is a means of supplying essential nutrients via peripheral or central veins. Originally used with surgical patients with gastrointestinal illnesses who could not absorb food, it has been used less extensively with AN. This treatment is useful in removing the responsibility of eating from the patient and reducing anxiety. Trials have shown the possibility of physical complications when using this technique, so it is advocated only in life-threatening cases when weight loss is extreme and unresponsive to other means of correction.


Other disadvantages of this treatment type are its long administration time, the reduced mobility it causes the patient and the distress it may cause to someone with AN who is used to total control of calorie intake and may experience a state of panic when such knowledge is removed from her.





Involuntary treatment


The issue of an individual with severe AN refusing treatment is rare, but on the occasions where it does happen the legal system in most countries makes it possible to admit a severely emaciated individual with AN into hospital against her will to protect against the risk of death. The individual with AN may play the system – eating to get out, resisting therapeutic measures and once away continuing in their AN as before. Therefore hospitalization is best avoided unless the patient is especially vulnerable or seeking help.


Hospital outpatient treatment and refeeding


Hospital treatment as an outpatient is a more convenient and less disruptive form of help. It involves regular attendance as a day-patient for a combination of treatments that may include individual and group therapy, dietary advice, education and social activity. There is an expectation that eating is involved, at least in the form of one communal meal, and food shopping and food preparation are included. One or perhaps two meals are supervised, and participants usually attend on five days a week for as long as necessary.


The advantages of outpatient treatment are that the person with AN can gain weight at her own speed, and so can feel safe and in control. She can take responsibility for eating and, with the support and encouragement of a therapist and dietician, can relearn eating patterns and resume a normal eating regime. This maintenance of the individual’s sense of autonomy is very valuable, and though weight gain is usually slow in outpatients there are pronounced behavioral and attitudinal changes which are sustained for longer periods after discharge than with inpatient treatment.


Drug treatment


Drugs play a relatively small part in the treatment of AN, and are seldom used as the primary form of treatment. No drugs will directly affect the course of the illness, though some may be used to relieve certain symptoms: for example, antidepressants may be given to a patient also suffering from depression, just as antibiotics would be given to someone who has an infection. If drugs are used, it is as just one component of a wider treatment program.


Drugs of the following types may be prescribed:




• Minor tranquillizers. These may be prescribed as a means of reducing anxiety, which is a common feature of AN, particularly around food. It used to be believed that taking these anti-anxiety drugs prior to a meal would reduce anticipatory anxiety and therefore encourage normal eating, and they were sometimes used in the initial stages of refeeding. However, concern over the addictiveness of tranquillizers has meant that they are now rarely used for such purposes, especially as they in no way address the underlying causes of the disease.


• Anti-psychotics. The distorted thought processes at the root of AN are at times so extreme as to be almost of a delusional nature. This prompted the use of antipsychotic medication, in the hope that it would reduce obsessionality and distortions of perception with regard to body weight. Chloropromazine was the first drug of this type to be used (sometimes in conjunction with insulin), but is now used less frequently as evidence of its efficacy is lacking.


• Antidepressants. These are the most commonly prescribed drugs for patients suffering from eating disorders. Their use stems from the knowledge that many people with AN suffer from depression, have had a higher than average record of depressive episodes prior to developing AN and have a family history of depression. However, although it is clear that people with AN suffer from low self-esteem, low mood and a range of depressive symptoms, it is also known that starvation can produce these symptoms, and relief from starvation can reduce them drastically. A lack of controlled drug studies and of evidence of their use in relation to AN make it difficult to assess the value of antidepressants in treatment. They are potentially helpful to those who have depressive symptoms, and it must be acknowledged that AN may be a product of a depressive illness, and that an eating disorder which has emerged in this way will serve to deepen the depression. However, even in these cases, the eating disorder requires treatment in its own right, independent of the depression.





Group work


There are several different forms of group therapy for AN, of which the following are the main types.


Psychoeducational therapy


This focuses on how thought processes are influenced by AN. It is a strongly education-based therapy; those who attend sessions will be taught the basic facts about what AN does to the body and what the physical and psychological symptoms are. This is not a shock therapy, and is not intended to frighten participants; rather, it presents the facts and encourages discussion and the comparing of notes.


Dietary therapy


Carried out in conjunction with a dietician, this form of therapy concentrates on food issues, such as nutritional needs, meal planning and how to change eating patterns.


Social skills/Assertiveness training


Many individuals with AN suffer from a lack of assertiveness, and develop the disease almost as a means of expressing their needs. Learning to assert yourself and to interact socially can be valuable in overcoming the disorder by eliminating the need to express yourself in that way.


Peer group support helps individuals to develop a more realistic attitude in their self-appraisal, and group discussions enable them to investigate their attitudes to body weight and shape in a wider context than that to which they are accustomed, that is, within their own minds. The presence of others when undergoing therapy can be an important stage in the dismantling of the isolation that is such an insidious feature of AN.


Family therapy


For those under 16, involvement of the family in therapy is recommended. Beyond 16 it is up to the individual whether they wish to involve family members or not. In most cases a formal family therapy programme of 6–8 weeks is unnecessary, and more relaxed family counselling is just as effective.


Family counselling involves the parents being seen as a couple, but as a separate unit from their son or daughter with AN. The main aim of this kind of therapy is to help the parents manage the symptoms and behavior of their child, and to help them overcome the sense of helplessness that they feel. Such therapy also allows the individual with AN to ‘come out’ – to be open about their feelings and fears, with the practical support of the therapist and the emotional support of the family.


Research results are so far supportive of this type of treatment, particularly with adolescent AN. It is also proving effective with those just leaving hospital inpatient treatment programs, and those who have failed to respond to an outpatient program.


Cognitive behavioral therapy


Cognitive behavioral therapy (CBT) is a form of short-term psychotherapy. Aaron Beck, the father figure of cognitive therapy, coined the term ‘collaborative empiricism’ to describe the nature of the therapeutic enterprise where an individual, closely assisted by a therapist, investigates the basis in reality for a personal hypothesis concerning the world. In other words, both the therapist and the person undergoing therapy examine the truths on which the latter’s worldview is based. It is a very rational form of therapy, in that it guides the individual toward a realistic view of their situation by examining facts rather than feelings.


CBT is not about the therapist arguing with or haranguing the individual, or confronting them with the absurdity of their beliefs. It is about encouraging the individual to collect evidence which may support or refute their beliefs, and then re-evaluating those beliefs in the light of the hard empirical evidence.



CBT and AN: An introduction



A central characteristic of standard cognitive behavioral therapy is its structured, time-limited framework, with each session directed by a previously planned agenda. This can suit the frame of mind typical of the person with AN, who tends to be most comfortable with order and a tight control of events. Cognitive behavioral therapy is non-historical in nature – that is, it deals purely with the present, not the past – and uses a scientific methodology. These two features often appeal to people with AN who are not prepared to delve deep into the past, perhaps because they are not yet ready to face certain deep-rooted issues, but are ready to deal with their disorder.


Individual and therapist work together to identify particular problem areas, for instance, the individual’s belief that she is fat. In her own time, the individual embarks on a fact-finding mission regarding this area. These facts are then used to challenge the negative thought patterns that have arisen, using the cognitive skills learnt in the therapeutic sessions. An important feature of CBT is its open nature, encouraging the individual to view treatment as a series of stages without a pass/fail definition.


Mood, behavior and thoughts can all affect each other, and in the mind of the person with AN this can result in a vicious circle. A predominant belief in your own fatness can affect mood, making you feel low and panicky, which can affect behavior, making you withdraw from other people, which means that your belief in your own fatness is never challenged, thereby affecting mood and so on. The circular entanglement of mood, thought and behavior is illustrated in Figure 6.1.


Figure 6.1 Mood, thought and behavior: the vicious circle


[image: image]


During CBT, the person is introduced to this concept as she reveals her negative, self-defeating thoughts. These are often automatic, and may rarely be held up to the light for examination. Such thoughts might include: ‘People are staring at me because I am so fat!’ This thought would be described as a result of a preoccupation with body shape and weight. Discussion would also cover how the presence of this thought influences mood and behavior. Thinking errors would also be looked at. For instance, the belief that: ‘If I lose weight, all my problems will be solved’ is a common thinking error in people with AN – and a dangerous one, as it allows the disease to maintain its grip. CBT is used to challenge errors such as these, which have become rooted in the mind, by seeking rational alternatives.


The self-help manual in Part Two of this book is based on the CBT model, and contains more detailed explanation of the techniques and approaches involved.





PART TWO




A Self-Help Manual






Introduction



It occurred to me, slowly but surely, that I was missing out. I was 15 years old, I hadn’t had a period in over a year, and I never went out the house except to go to school. I listened to records a lot and they sometimes made me feel very sad, because they were all about people being in love and having relationships and I was on the outside of it all. A year later, I was well on the road to recovery, my weight had reached nearly 7 stones and my skin was beginning to look healthy. I remember the morning I went to the toilet and discovered that I was having a period. I bet there can’t be many 16-year-old girls who literally want to whoop because they have to wear tampons again. I felt as if I had come back to life.


Jane


If you think you have Anorexia Nervosa, or are some way along the road to developing the disorder, the very fact that you are reading this book is a good sign. It shows that you have recognized that you are having problems in your approach to body image and that you want to be rid of those problems. Getting from A to B is not easy, but you are probably aware of that already. The important thing at this stage is that you want to change.


To motivate yourself now, and as you progress, think of the reasons why you want to change. It could be simply that you feel so unhappy that you believe any state would be better than this one. However, if you allow yourself to think about your situation more closely, you will come up with more than enough positive reasons to start to change. Maybe you feel lonely and know that without AN you would feel better able to re-establish social contact. It could be that you avoid relationships with the opposite sex because you feel disgust at the thought of your own body, but wish to overcome that; or that you would like to take on a new job or course of study, or pick up an old hobby again, but are prevented from doing so by the demands that AN makes on your time and energy.


Take time now to list these benefits of change, and try to create some kind of mental picture of how you would like to be. Often, being able to pinpoint exactly where you would like to end up makes it easier to get there.





Step 1



Assessing the problem


It is important to bear in mind that you can change your attitudes to food and to your own body, but that it is not an instant process. After all, developing AN in the first place was a gradual process, not something that happened overnight.


It is also important to be aware that, if you have AN, you are likely to be very self-critical and to make unreasonable demands of yourself. When following the self-help program that follows, bear this in mind, and consciously try not to criticize yourself when the going gets tough, or you feel that you have taken one step forward and two steps back. Congratulate yourself on every successful move forward and be easy on yourself for any slips; otherwise you may feel so hopeless that you decide to abandon the attempt altogether.


A key feature of the self-help program is the diary templates printed at intervals through the manual. Extra copies are also printed at the back of the book but you might want to photocopy these so that you have fresh pages at hand when you need them. It is also helpful to have a notebook for recording your progress as you go along, as well as for noting down your current state of mind, what you hope to achieve and what your current patterns of eating and behavior are. It is up to you whether you wish to share your written thoughts with anyone else, but it is important that you are honest with yourself, and feel uninhibited about what you write. This is, first and foremost, a record for you.


The first steps: Where are you now?


To begin with you need to establish where you are now. Take time to read through the following points, and write down your thoughts as they occur to you.




• Try to recall the things that prompted you to diet in the first place. Were you overweight, or did you diet as a means of proving yourself or asserting your individuality? For instance, did you embark on a diet because you were told not to, and you wanted to do something that showed you did not always have to do as you were told? Then ask yourself: Why was this diet so successful? For instance, did the loss of weight give you such a sense of achievement that you wanted to keep it going?


• If you feel that AN has taken a hold of you, consider the things that may be maintaining it. Try to look at your situation dispassionately, and be as truthful as you can. Your thoughts, and any notes you make, are for yourself and need not be shown to anyone else; so do not feel vulnerable acknowledging that you have developed secretive habits or deceive others in order to keep your food intake low.


• Remember that the factors which are maintaining your AN may be quite different from the ones that triggered it in the first place. It will be very helpful to consider what these initial triggers were, but be aware that understanding these is not the solution in itself.





Now try to establish what stage of AN you are at.




• You may have ‘pre-anorexia nervosa’, which means that you have some anorexic thoughts, possibly a great fear of fatness and feelings of panic around food in situations which you cannot control, such as a family occasion. You may also have lost some weight, but do not yet have a disorder to the extent that food intake dominates your consciousness and your body weight is severely low. Refer to the Body Mass Index reckoner and the charts for boys and girls on pages 247–8, which give the means to assess your situation.


• Or you may be further along the line and have ‘clinical anorexia nervosa’, which means that you have lost at least 15 per cent of your body weight and have been surviving on a drastically reduced food intake for over three months. At this stage, food may dominate your daily thoughts and you may be morbidly obsessed with the idea of weight gain.


• If you have been living on a severely reduced food intake for six months, your AN has become an illness, and you may be developing some of the physical symptoms described in Chapter 2. You may feel that you are locked into anorexic behavior, that you are constantly weighing yourself, planning when and what to eat, and living an existence quite divorced from that of those around you. This is a very distressing stage of AN. You may feel very isolated and as if your view of your situation is the only accurate one.


• If your AN is more long-standing than this, the chances are that it has become a way of life for you. You may find it hard to imagine living without it, and have lost interest in everything but your AN.





If you have put yourself in either of the last two categories, take time to consider what caused you to progress through and beyond the first two stages. Was it simply the passage of time, or did the onset of depressive symptoms reduce your self-confidence and make it hard for you to reverse the process? Or did you develop rituals and obsessions that gradually expanded to dominate your life?


Keep the notes you have made, and add to them as new thoughts occur to you. You may be surprised by seeing it all written down in black and white, and the record may help you to monitor your state of mind in the future.


Most importantly, by tackling this first exercise, and thereby acknowledging that you have a problem, you have taken a giant step toward your recovery.


Should you seek professional help?


It is a sensible precaution to seek professional help if you have AN, if only to ensure as you embark on the self-help program that your restricted food intake has not triggered any further medical complications. However, there are some situations in which it is particularly advisable that you consult professional medical practitioners.




• If your AN is of a bulimic nature, it is wise to have your heart and blood pressure checked regularly.


• It is particularly important for women who have ceased to menstruate as a result of AN to seek medical advice. (In most cases menstruation will resume upon the return to a normal body weight.)


• You should also seek professional help if you are suffering from severe depression, either independent of or as a result of AN. The reason for this is that depressive illness may hinder any attempts on your part to improve your situation on your own, as it may rob you of the necessary motivation and self-belief that a self-help program requires. In such cases, a doctor may prescribe antidepressants to alleviate some of the depressive symptoms.


• You may wish to seek external help if you feel that you need support to make change, and have no one in the family or close environment who can fulfil that role. In such cases a therapist, GP or support group may be able to help.


• Finally, if you find that, upon reading through the following steps in the program, you instinctively react against the changes suggested, and find that you cannot counteract this instinct, do seek help.





Awareness of obstacles


It is only realistic to acknowledge that changing your behavior and attitudes is not going to be easy. Reviewing the likely obstacles to change does not mean taking a negative or defeatist attitude: on the contrary, if you take a clear-sighted look at the ways in which resistance to change might affect you, you will be better prepared to deal with them if and when they arise, rather than taking them as reasons to give up.


Lack of commitment


If this self-help program is to work, you must make a commitment to change. Initially this will seem alarming – even like stepping off a cliff into space – but in fact you are not stepping into the unknown. You have been free from AN before, and there is no reason why you cannot be again.


Be aware of any tendency to procrastinate, and try to stop yourself from reasoning yourself out of making the change now. There will be no time that seems exactly right, so commit yourself to beginning, and stick with that commitment. Keeping a diary, as described below, can help to reinforce commitment; in the following steps of the program you will learn techniques to counteract your wavering, and be able to record your use of them and build on them.


Fear of losing control


The chances are that your life is completely organized around your AN. In a sense, although you may feel that AN gives you a way of exercising control, it is your AN that has taken over the reins and is controlling you. What you are seeking to do now is to regain genuine control for yourself – even though at times it may not seem that way as you will be faced with challenges that are difficult to overcome, and will have to break your previous strict patterns of rigorous self-control. Try to keep to the forefront of your mind the essential fact that you are not relinquishing control, but restoring it to yourself. Currently, it is not you who are in control – your AN is.


Fear of change


All major life changes can be terrifying – even the positive ones, such as having a child or getting a promotion at work – and yet without change, our lives stultify. For people with AN the fear of change is especially strong because they cannot conceive that it will make them anything other than more unhappy than they are currently. Challenge this thought as it occurs. Even when it is hard to believe, the truth is that you will be happier once you have made, and accepted, these changes. Following this program and combating your AN is one of the most positive and rewarding changes you will ever make in your life.


Isolation


AN works in a very insidious way, and isolates the person suffering from it. If your AN is reasonably advanced, you may already have withdrawn from social relationships and feel that you have become separated even from close friends and family. However, you are less alone than you think. Those around you may seem distant, but much of this is to do with the fact that they do not know how to approach you, and are frustrated by their seeming inability to help. If you crave support, ask for it. If it is not available close at hand, then seek it from professional services or from an eating disorder support group. Not only will this take you out of your isolation, you will find that you are not the only person in the world to be dominated by anorexic thoughts, and not the only person seeking to be free from them.


Self-defeating mechanisms


Be aware of the fact that your AN is not going to give up without a fight. You have probably already developed a complex system of thought that is hard to break free from, and one aspect of this is a tendency to tell yourself you are not capable of change. Avoid interpreting every setback as proof that you cannot achieve change. Think of the example of a smoker, who quits entirely for three months and then, one night at a party, smokes five cigarettes. Is that single occasion proof that the person is incapable of quitting and should therefore just give in and return to smoking regularly? Of course it is not, and most would-be ex-smokers will recognize this. Learn to concentrate on your successes and count them as proof of your ability to change. Self-defeating mechanisms can themselves be defeated; all you need to do is recognize them for what they are.


Developing motivation for change: The pros and cons of Anorexia Nervosa


It is important to remember that AN may have helped to solve many of your problems. You didn’t develop AN because you are crazy, neurotic or self indulgent. You developed it because it was a solution to many of your problems or feelings that were present before the AN started. Looking at the advantages of having AN symptoms may help you understand why the disorder developed and why it is so hard to consider giving it up.


Make a detailed list of all the advantages of having AN. Don’t be defensive about this. Remember that developing AN was an adaptive solution to your problems at the time. Always start with the advantages first. Then make a list of all the disadvantages. It is likely that at this stage the pros will outweigh the cons. If this is the case don’t panic. It merely emphasizes that AN was an adaptive and understandable solution for you. If you find it difficult to do this exercise enrol the help of a trusted friend or relative. Ask them what they see as the advantages and disadvantages for you. Again, urge them to be open and honest. Encourage them to put points in both columns. Listed on p. 127 are some typical advantages and disadvantages that AN sufferers often report.


What to do with the pros and cons list


First, simply making the list may help you look differently at your current situation. Maybe writing down all the disadvantages will help you realize how hard it is to maintain the AN. The list will give you lots of experiments you can do using the cognitive techniques described later in this book. Take each statement in turn and look at it in detail. Re-phrase each statement as a question, for example, ‘Does starvation really improve my mood?’ and then test it out over a few days keeping note of what evidence you find.


Projecting into the future


Perhaps it is the case that the advantages clearly outweigh the disadvantages just now. Try imagining what it would be like in one year, two years, five years or ten years’ time. A good way of doing this is to imagine a meeting with a close friend who doesn’t have AN. At each meeting, imagine that you are the same, and that you have to say what you’ve been doing and what has been happening in your life since the last meeting. Then turn things around and imagine what he or she might say. If you cannot do this on your own, try it for real, with a close friend. Some times it is only when you can look five or ten years ahead and see how much of life you may have missed out on because of the AN that it will really come home to you that you do need to change. For example, in ten years’ time you might still be saying ‘Well, I’ve still got anorexia nervosa; I’m still very thin; I’m still in control; it is still a battle every day; I haven’t formed any new close relationships; I never completed college. My life revolves around food and dieting.’ In contrast, your friend might be saying that she has a new job and is about to get married; that she is moving to a different part of the country; she has developed a new circle of friends; and that she had a really good trip around Europe last summer with her fiancé.
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Writing a letter to your Anorexia Nervosa



If you do finally decide to change, giving up AN will not be easy. You may go through a period of grief or a sense of loss, as the AN may have served you well over a number of years. One way of coping with this is to write a letter to your AN as though it were a friend you were saying goodbye to and will never see again. Write about all the good times you have had together, what you will miss, and how you will cope without it. This exercise might help you distance yourself from your AN and come to regard it as something that is separate from you, rather than an integral part of you.


It might also be useful when you have written the letter to do something symbolic with it, such as put it in an envelope and seal it up and put it away, or to burn it. Sometimes keeping the letter and re-reading it may be helpful. Following is an example of a letter written by a patient of mine who eventually decided to change after 10 years of severe AN.


Dear Anorexia Nervosa


I am sorry that we have to part. You have been my best, most loyal and most trusted friend for the past ten years. You have never let me down, always been there for me, and I could always turn to you when I was most distressed.


No one else has stood by me like you, day in day out, year after year.


I don’t know how I will cope without you, but I am determined to try. I feel very frightened about not being able to turn to you in future.


I also feel angry with you. I thought that I could control you, but gradually you came to control me. You never left me alone, even when I thought I was coping without you, you tormented me and tricked me back into your grasp. At times I really hate you for what you have done to my life. Maybe I will cope without you. I am certainly going to try. I want you out of my life. I want you separate from me, I want peace from you, leave me alone.


I’ll miss you.


Love, Anna


Coping with your family


In many cases, this section might be better entitled ‘The Family’s Guide to Coping with You’. The following paragraphs are written under the assumption that you live at home, though the suggestions made can easily be adapted to help you cope with your family (and them with you), no matter what your family circumstances are. The idea is to encourage you to do some preparatory work, including considering a number of questions about your close relationships, before you move on to the next step of the program. In this way you can start to change your environment in such a way as to support you better as you set about making changes in your behavior and attitudes.




• First of all, read again the section entitled ‘Family Structure’ in Chapter 5.


• Next, read through and answer the questions below (‘Assessing the Relationship of your AN to your Family’). Note that these questions do not have correct or incorrect answers; they are designed to start you thinking about your AN in the context of your home and family life.


• Finally, work out a plan, either alone or with your family, to cover the areas you wish to tackle.





Assessing the relationship of your Anorexia Nervosa to your family


Consider what would change for the positive within your family if your AN disappeared this instant.




• Would familial tension be reduced? That is, would there be fewer arguments or potential arguments?


• Would you be able to eat meals together like a normal family?


• Would your parents/siblings/partner/children be less anxious about you? Or less frustrated with you?


• Would you be able to enjoy activities as a family?


• Would you be closer, as a family? Would you individually be closer to any family members?


• Are there any other changes which would be positive?





Now consider what negative changes might occur if your AN did not exist. If you cannot think of any, cast your mind back to the first few weeks and months of your AN and try to remember the differences between then and now.




• Did your family/members of your family show more interest in you? And would that interest diminish if your AN disappeared?


• Did you get to have things your own way? And would you return to not having things your own way?


• Did you/do you enjoy playing the ‘sick role’, and being regarded as incapable of doing certain things and in need of extra care? Would the relinquishing of that role distress you?


• Are there any other changes which would be negative?






Formulating a plan of action



The actual process of formulating a plan can be of enormous benefit, particularly for family members who feel frustrated and helpless in the face of AN. It is important to be assertive when formulating this plan; allowing yourself to be bamboozled into doing what others want may only exacerbate your condition by increasing the desire to assert control over your life through food.


Use your answers from the assessment above to help you. For instance, if you feel that one of the positive aspects of not having AN would be being able to have normal meals with your family, then this should be written down as an aim. Discuss this issue with your family, and set yourself a target of, perhaps, sitting down with them to one meal per week. At first you may be unable to eat exactly as your family do, but keep in mind that that is what you are working towards. Perhaps they could meet you halfway, by eating a meal which you could comfortably share.


Though it may seem a little scary at first, it can be a tremendous relief to engage with your family in this way, and to allow them to help you loosen your self-control – and your isolation.


If you found that one of the negative aspects of being free from AN was that you would receive less attention from your family, then request the time to discuss this with them. Do other family members feel this way? Is yours a family in which only negative behavior and events get attention, while good things are ignored? If so, try to think of ways in which the focus can be turned toward the positive. Instead of emphasizing where problems lie, and devoting energy to lamenting situations, try emphasizing the good aspects of situations, focusing on achievements and successes.


When implementing a plan of action, try to approach it in a reasonably businesslike way. Take it seriously, and take note of its progress. It is unlikely to go 100 per cent smoothly, and you may suffer setbacks, but don’t let this put you back at square one. The very fact that you are involving your family is a step forward, and you may make unexpected leaps and bounds as they become more involved.


Anorexia as a weapon


Some people with AN use the disorder as a stick with which to beat their family. It may be that the family focuses on the negative, as described above, and that the individual with AN feels that she has been consistently ignored in favour of siblings/relatives/parents who are ill/in trouble/in distress. In some cases this can result in a sibling developing AN in response to another family member’s AN.


Alternatively, someone may feel that she is expected to conform to a family pattern, such as high academic achievement, and develop the illness as a way of declaring her individuality and rebelling against constraining expectations.


If you feel that your AN is in some way a weapon, it is important to establish, even if only in your own mind, why this is so. If you want to broach the issue with your family but feel that they won’t listen to you, or simply that you don’t know how to begin talking to them about such issues, then family therapy may help. A family therapist can act as an intermediary, helping you and your family to articulate how you feel and assisting in negotiation.


As in relation to obstacles generally, awareness of the factors affecting your family relationships is extremely important, and can be a vital first step in tackling AN. The next stage is to act on it rather than hide behind your AN. However angry or impotent you feel, be aware that holding on to your AN, though it can be a powerful weapon and can produce the responses you want, is only a temporary expedient. You are only treading water emotionally if you stop here.


Anorexia and other relationships


Anorexia can be enormously destructive to relationships outside as well as within the family, whether with friends or partners. AN can halt any kind of natural development in partnerships, and make the partner feel very hopeless and isolated. Many people with AN find that, due to a chronically poor self-image, they become reluctant to have sex, and may terminate the physical side of the relationship altogether. Naturally this can be devastating for the partner, who feels rejected.


The most destructive effect of AN on a relationship is that the partner may feel responsible, and is almost certain to feel in the dark. This can result in showdowns about eating and weight, which have little effect other than to put further strain on the relationship.


The first step here is to enlighten your partner, as far as you are able. Explaining how you feel and why you are driven to restrict food intake to such an extent will ease some of the strain; setting ground rules, such as requesting that your eating patterns are not interfered with, can go some way to re-establishing links. If your partner feels uncomfortable discussing your AN, which can happen if they are fearful or reluctant to acknowledge the existence of the disorder, then a therapist who can talk to you both may be helpful.


When you are ready to make changes, enlist your partner’s support. Not surprisingly, they are usually more than happy to help. The important thing is to make it clear at what rate you intend to make these changes, and that you should not be criticized when you lapse. Above all, keep open the lines of dialogue.


We had reached a stalemate. My husband asking for sex, and my avoiding it. Occasionally this would erupt into a confrontation, and I could see that he felt hurt and rejected, but he couldn’t see that, as I lost more and more weight, I felt increasingly disgusted with my body and found the thought of intimacy unbearable. I did try to explain how I felt but he didn’t want to hear it. He would listen in stony silence and say nothing. I began to realize that he was frightened of the idea that I wasn’t ‘normal’.


When I asked my GP to refer me to a therapy group, I told my husband, but he seemed uninterested. He would drive me to the group, wait outside for me, and drive me home, all the time saying nothing.


After a few weeks, he wanted to know why I wasn’t getting better!


The breakthrough, such as it was, came in fits and starts. I was learning assertiveness techniques, and how to articulate what was happening with me, through talking to other people with AN. It began with me making long, rambling speeches and him listening, silently. Finally I asked him to help me by reading through my plan of action. I wanted to stop thinking along anorexic lines, and to do so meant that I had to face the fact that weight gain was necessary. I told him that I found the idea frightening, and that I needed someone to reassure me. He promised to help me. Though he found it awkward, and would refer to the difficulties I was having as ‘the problem’, we did start to feel more at ease with each other, and my AN stopped being something that kept us at arm’s length and began almost to be something that made us closer.


Angela





Step 2



Monitoring your eating




• The next step after assessing the problem is to monitor your current eating patterns. It is important to do this before attempting to make any changes.


• Recovery from AN involves you learning to relax over eating and reprioritizing your life so that food takes a less prominent position.


• Recovery from AN involves risk-taking and challenging your previous patterns of eating.


• Change may seem daunting, even terrifying; but if you feel intimidated by the prospect, try to remember how miserable you were feeling when you initially asked for help.





Keeping a food diary


The first concrete step is to record daily everything that you eat and drink. You may find it helpful to use the diary sheets provided here (and at the end of the book). If you have access to a photocopier, copy the blank sheets printed here and keep them together when you have filled them in. If you do not, buy a notebook and make a diary yourself, following a similar layout. It will help if your notebook is of a small, convenient size so that you can carry it with you at all times.


You will see that the diary sheets have four columns to the right of the spaces where you will record what you eat and drink. The first column, headed ‘Por’, is where you will record the number of portions you have eaten when you use the portion system outlined in Step 5; don’t worry about this for now. You can and should, however, record from the beginning in the appropriate columns when and how many times you vomit (‘Vom’), take laxatives (‘Lax’) and/or exercise (‘Ex’) after eating. You should also record in the wide left-hand column any binges you may have and what you consumed in them; these foods and drinks should be placed in brackets.


Try to keep your food diary up to date through the day rather than waiting until the evening to remember what you have eaten throughout the day. If you write down everything as soon as possible after eating and drinking, it will be easier to make sure the record is accurate.


People take differently to diary writing. Some find it helps them feel in control and easily maintain a full, accurate diary, while others find it hard and time-consuming. If you find it difficult, try to focus your efforts on particular days: two fully recorded days out of a week will be more valuable than a whole week of semi-completed days.


You may well find at first that your diary shows a very self-restrained diet, with lots of black coffee and diet drinks and very definite patterns of ‘allowed’ foods. You may also notice how you use exercise after eating to ‘work off’ the meal. The next step is to try to make yourself more aware of, and to move toward, the principles of normal eating.
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Principles of normal eating



The principles of normal eating, shown below, are a set of targets toward which you should aim – not a set of rules which must all be kept rigidly all at once. Your plan is to take steps toward normal controlled eating, testing out each new practice at a pace that is tolerable to you, even if this means that progress appears to be very slow. Remember, you are more likely to lose heart and give up if you try to be too ambitious too soon than if you persevere little by little and give yourself time to get used to different ways of eating.


Once you have managed to follow these guidelines for some time, you will then be in a much stronger position to make more substantial changes to your diet and eating patterns.




• Eat in company, not alone.


• Do not do anything else while you eat (except socializing), even if you are bingeing. For instance, do not watch TV or read. You can listen to music, especially if this helps you relax, but the important thing is that you should try to concentrate on enjoying your meal.


• Establish a regular eating pattern. Plan to eat three meals a day plus three snacks, at pre-determined times, in the sequence: breakfast; snack; lunch; snack; dinner; snack. Plan your meals in detail so that you know exactly what and when you will be eating. The idea is that you should try to keep one step ahead of the problem.





It cannot be stressed too much that these principles are recommendations to aim for; you are highly unlikely to achieve them quickly or without taking risks and experimenting. The important thing is that you become aware of a different, healthier way of fitting food into your life.


Helpful tactics


There are various ways in which you can help yourself as you set out on your journey towards change. The task ahead of you is a hard one, so do take every opportunity to make it a little easier.




• Try to think of an activity you may enjoy doing that does not involve food (avoid cooking) or intense calorie-burning (avoid aerobic exercises or sport.) Examples could include drawing, painting, reading, learning a new language, pottery, visiting the cinema. It could be some activity you used to enjoy but have not participated in for years. Make time to do this.


• Identify triggers that are most likely to cause you to restrict food intake, using your recent experience and the evidence provided by your diary. Examples could include comments about your weight or eating habits, or a friend or relative starting a diet and eating less. Think through these situations and write them down, along with reasons why you think they should not affect you. Then you can refer to these later should any of the situations arise and tempt you to cut back on your eating.


• In whatever ways possible, avoid obsessing about food and weight. If you have spent time poring over recipes and cookbooks, or have been cooking for the family, try to wean yourself off these activities and fill your time differently (this will be easier if you have identified other activities, as suggested in the first point in this list).


• Try hard not to weigh yourself more than once a week. If possible, stop weighing yourself altogether.


• If you suffer from the anxiety and depression that commonly accompany AN, remember that they will become less severe as you gain weight. However, if you can identify particular problems which are clearly getting you down, focus on them and try to do something positive toward solving or at least minimizing them.


• If you are exercising, ask yourself what you get from it: if it is merely to burn calories, try to think of a sport or activity that is more fulfilling and will give you more genuine satisfaction for its own sake.


• Do not worry if you have not had a period for some time, or indeed ever. When your body returns to a healthier weight your periods will also return, symbolizing the return of your whole body to normal functioning.


• The occasional drink of alcohol may be beneficial in helping you to relax and cope with eating a fuller diet. Taken now and then, and in moderation, it may help ease you out of the pattern of restricting.


• Set aside some time daily to reflect on how you are coping. If some of your strategies are not working, try others.


• Set yourself limited, realistic goals; work from hour to hour rather than from day to day. One failure does not mean that a succession of failures will follow.


• Note your successes, however modest, in your diaries. Every time you eat normally you are reinforcing your new good eating habits.







CHAPTER SUMMARY







• In order to begin to change, it is important to record your current eating and drinking patterns. A daily food diary is a good way to do this.


• It is also important to begin to become aware of, and to try to work toward, the principles of normal eating.


• There are various ways in which you can make life easier for yourself as you embark on the self-help program.








HOMEWORK ASSIGNMENT FOR STEP 2







• Use a food diary to monitor your eating patterns. You could use the diary sheet provided here, or make up your own in a notebook.


• Try to work on at least one of the ‘principles of normal eating’ each week. Write it down in your notebook.


• At the end of each week, review your food diary and note any changes, positive or negative, in your eating patterns. Spend some time thinking about how these were brought about and whether you found them hard or easy to make.


• Try to put into practice some of the tactics suggested to make it easier for you to begin to change.


• If you find you are unable to keep up a diary, or to make any progress at all towards principles of normal eating, don’t worry; just go back to the beginning and try again. Remember, you wouldn’t expect miracles from other people; so don’t expect them of yourself.


• Don’t forget to reward yourself for any achievements you have made, no matter how small.








Step 3



Challenging the way you think I: Automatic thoughts


How thinking affects behavior


The diagram below shows how thoughts, behavior and mood are inter-related, and how a vicious circle can arise as a result.


Figure S3.1 The inter-relation of thoughts, behavior and mood
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For instance, imagine for example you caught a cold. The physical effects that this has on you (biology) make you feel weak and apathetic. This in turn may make you think more negatively, e.g. ‘I look so awful today – all pale and puffy faced. I’d better stay in.’ The result of thinking this in turn affects your behavior in that you stay inside longer. By staying in, you may get bored and start to feel more negative about yourself – and thus the cycle is perpetuated.


In the same way, a vicious circle is set up in AN. The effect of thinking about fat and how you ought to be thinner has a direct effect on your behavior, prompting you to diet, starve, exercise, vomit, etc. These behaviors lead to restricting food intake and therefore trigger more thoughts about food and eating. This restrictive eating pattern also has a direct effect on your biology – it causes lack of concentration, sleep disturbance, irregular periods and so on – and often results in you feeling low in mood.


Figure S3.2 Effects of starvation on biology
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Can you think of any examples of vicious cycles like this affecting you? Write down some examples using the model contained in the diagram to make links between biology, behavior, thinking and mood.


There is little you can do directly to change your mood, although some medications may help by working on the biological symptoms of depression. What you can do is learn to think less negatively about yourself, about food and about your weight. This will enable you to change your behavior, introducing the principles of normal eating, and thus to break out of the cycle. Cognitive behavioral therapy provides a way of doing this.


AN and distortions in thought


AN is an eating disorder which affects your mood and the way you think, feel, behave and interact in relationships. Even when the behavioral symptoms of AN have disappeared and you are eating normally, the anorexic thoughts or preoccupations with food, weight and eating often remain.


Figure S3.3 AN affects your behavior, thoughts, mood and relationships
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Typical anorexic thoughts include:




• People are staring at me because I’m so fat and gross.


• Everything will be all right when I lose some more weight.


• I must always exercise after eating to stop the calories turning to fat.





These thoughts, while they seem to make sense on the surface, are distorted and are not helpful to you, because the issues around which they revolve may have come to preoccupy most if not all your thoughts, so that you are unable to apply yourself properly to anything else; in other words, they have come to dictate how you lead your life. These thoughts also impede progress because they represent arguments that encourage you to maintain your faulty eating pattern.


Typically, someone with AN believes that she is the only person in the world who thinks and behaves as she does, but when she talks to others with AN is amazed to find that there are many in exactly the same position as herself.


Cognitive distortions – distortions in the way you think – don’t just affect you. If you think in this way, you will have a negative view not only of yourself, but of the future and of the world around you. (This triad can also occur in depression, BN and severe anxiety.)


What CBT can do to help


Cognitive behavioral therapy is aimed at helping you learn to recognize errors in your thinking which prevent you from changing your behavior. By using this manual, which is based on a cognitive behavioral approach, you will:




• learn to apply your reasoning skills to situations you find difficult, in particular those related to your eating;


• learn to find alternative ways of thinking that will help you to change your behavior and make you feel better;


• be encouraged to think of yourself as a scientist, testing out or experimenting with your ideas to find out how realistic or helpful they are, by choosing practical tests to undertake at each stage of the program.





Understanding automatic thoughts


Having automatic thoughts is normal. Everyone has them, and they can be ‘good’, ‘bad’ or ‘indifferent’. We will all have thoughts running through our minds the whole time, although we are not always conscious of what we are actually thinking. Nor do we normally question our own thinking; therefore, even if it becomes excessively negative or self-critical, we tend just to believe that the thoughts are factual. However, how one thinks about oneself can be very strongly affected by all sorts of factors such as life circumstances, self-confidence, body image, etc.


If you have AN, you probably have powerful automatic thoughts that come into play to prompt you to starve or exercise excessively. In this step you will learn to recognize and counter your own ‘automatic thoughts’; but first you must be quite sure of what an automatic thought is.



Characteristics of automatic thoughts





• They are automatic: they are not actually arrived at on the basis of reason or logic, but just seem to happen. It can help to think of them as part of the running commentary on life that goes on inside our heads almost constantly while we are awake.


• They are our own interpretations of what is going on around us, rather than facts. They depend on all sorts of factors, such as our level of self-confidence and how things are going in our lives generally. If we feel confident and happy, then the automatic thoughts we have are likely to reflect this by being positive and optimistic; however, if we feel unhappy and low in confidence, the automatic thoughts are likely to be negative and pessimistic.


• Negative automatic thoughts are often unreasonable and serve no useful purpose. They are based on an individual’s view of herself, and often do not coincide with reality. Even if they are not actually irrational they make you feel worse. They can prevent you from getting better by persuading you that there is no point in trying to change, even before you have tried to do so. They may allow you to justify putting things off. ‘There is no point in my working through this manual, I’ll be wasting my time; I’ve had AN for such a long time, I must be a hopeless case.’


• Even though these thoughts may be unreasonable and/or unhelpful to you, they probably seem very believable at the time when you actually think them, and because they are automatic it is very unlikely that you stand back from them and evaluate or question them. You tend to accept them as easily as an ordinary automatic thought such as ‘I should answer the door’ when the doorbell rings.





Recording negative automatic thoughts


The next step is to record your negative thoughts in your diary. If you start to feel bad for any reason, review your thoughts. Try to catch exactly what has just passed through your mind. These are the thoughts to write down; they can be seen as your automatic reactions, either to something that has just happened or to an issue which you have been thinking about, such as your AN. You will probably find that these thoughts are very negative and that you believe them.
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It is important to try to recognize some negative thoughts of your own. Below is an excerpt from the cognitive therapy diary of a 21-year-old student who had suffered from AN for four years. This may help you to identify some of your own negative automatic thoughts. If so, jot some of them down in the blank diary page provided (or on the larger, blank versions provided at the back of the book). Don’t worry if none comes to mind immediately. You will have a chance over the next week to add some to your food diary.


The typical automatic thoughts of a person suffering from an eating disorder tend to be preoccupied with food, weight and shape. Some further examples are:




• If I lose a stone, my life will be OK.


• I feel ashamed of my figure. If I was slim people would like me more.


• I’m no use – I’m so fat and ugly, I have no control of my life. When she said ‘You look well’ she meant ‘You look fat.’


• It’s not worth living if I get any fatter than this.


• I’ll never be the person I want to be.
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CHAPTER SUMMARY







• Anorexia nervosa affects not just the way you behave but also the way you think.


• Preoccupations with food, weight and eating often remain even once the behavioral symptoms of AN disappear; these need tackling to prevent faulty eating patterns from reappearing.


• There is a close interrelationship between thoughts, mood and behavior. If one becomes disturbed a vicious negative circle can then ensue.


• Automatic thoughts are those that just pop into the mind without being consciously formulated. Everyone has them but they become detrimental when they are repeatedly of a negative nature.


• Cognitive therapy involves recognizing and altering negative automatic thoughts.







HOMEWORK ASSIGNMENT FOR STEP 3







• Continue completing your food diary as outlined in Step 2.


• Remember to continue trying to work toward the ‘principles of normal eating’.


• Using the diaries set out here, try to write down some negative automatic thoughts during the coming week.


Put the date in the first column and fill in the other three columns headed ‘Emotions’, ‘Situation’ and ‘Automatic thoughts’, describing how you felt, what the situation was at the time, and what thoughts came into your head.


• If you find it difficult to identify your automatic thoughts, don’t worry; it is a difficult technique to master. Imagine yourself in some situations and think how you would react in each one. For example, ask yourself: What went through your mind when you first looked at this self-help manual? What do you think when you look in the mirror? (Or, if you avoid doing this, what thoughts stop you from doing so?) What goes through your mind when you first meet a new group of people? This may get you in the swing of catching the thoughts that just pop into your mind.








Step 4



Challenging the way you think II: Thinking errors


In Step 3 we saw how easy it is to slip into repetitive patterns of thinking that are all too often negative and based on interpretations rather than fact. These negative automatic thoughts can be categorized into various types of thinking errors. The table below lists the most common types, with a description and example of each.
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If we look again at the excerpt from the cognitive therapy diary of the student mentioned in the last Step, we can now add an extra column to the table to identify the thinking errors involved.


With the help of this example, now look back over any negative automatic thoughts that you have recorded and try to decide if these thoughts contain any of the types of thinking errors listed in the table. Write down beside the negative automatic thought which thinking error it contains. Sometimes a thought will fit into more than one category, so don’t worry if you can’t find just one slot for each of your thoughts.


You will probably find that there are certain patterns of errors you keep on making; in other words, you will have your individual repertoire of habitual thinking errors.


Do not try to think of rational responses to your thinking errors until you have learned to identify the type of error first. This stage is important; in order for rational responses to be effective, it is necessary to understand the negative bias or erroneous thinking that you are trying to challenge.




CHAPTER SUMMARY







• Every negative automatic thought has at least one THINKING ERROR underlying it.


• There are various forms of thinking errors, some of which will be more applicable to you than others.


• Identifying which thinking errors frequently occur for you is a necessary first step on the way to replacing negative automatic thoughts with more rational responses.







HOMEWORK ASSIGNMENT FOR STEP 4







• Continue completing your food diary, and working toward the ‘principles of normal eating’.


• This week, every time you record a negative automatic thought in your diary, try to identify the type (or types) of thinking error it represents.


• Try to become aware of the particular kinds of thinking error most common in your own thoughts.








Step 5



Changing your eating patterns


This Step begins with an overview of the effects of AN and dieting on metabolism. People with AN often believe in many myths about changes in weight and what will happen to them if they eat normally; for example, you may have a powerful fear that you will gain weight in a completely uncontrolled way if you relax your strict controls in the tiniest degree.


Having set out the information relating to the possible barriers that may prevent you from making changes to your diet – in particular, how and why normal fluctuations occur in an individual’s weight, and the ways in which the body responds to starvation and to a resumption of normal eating – a system of food portions is introduced by which you can begin to regulate your food intake in a manner which is controlled but not rigid.


AN, dieting and metabolism


Weight fluctuations


In studies that have investigated the normal changes in body weight in healthy, free-living individuals, a fluctuation of 1kg (2.2lb) between consecutive days is common, and fluctuations of 0.5 kg (1.1lb) very common. In order to understand the reasons for these variations in body weight during short periods, it is worth considering the various components of the human body which can change in size and thus result in change in weight. These are set out in Table S5.1.
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Although loss of mineral from the bones is a common side-effect of starvation, the effects of this on body weight are small. The body’s glycogen stores are specifically designed to provide energy in the short term, i.e. between meals, and in normal circumstances they last only for a few hours. Only when glycogen stores are almost exhausted does the body start to break down muscle and fat stores to release energy.


Figure S5.1 shows what happens when someone does not eat or goes on a very restricted diet. When that person starts to eat or to increase their intake, the diagram will flow in the opposite direction. That is, the excess glucose in the blood will be taken up into the liver in combination with water and stored as glycogen. This may occur either following a binge or when someone increases their diet in a more planned way. In either situation, if weight is checked a rapid increase will be observed, which frequently leads to further dietary restriction in order to reverse the weight gain.


Figure S5.1 Effects of eating and not eating on energy stores and body weight
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If you look again at the bottom left-hand side of Figure S5.1, you see that burning glycogen gives you energy but no weight loss. The weight loss comes on the right-hand side, but in fact all that is lost is water; and so, as soon as you start to eat again the weight is rapidly regained, even though you have not taken in many calories.


There are two important messages from this analysis for people with eating disorders contemplating dietary changes:




• The first is that the initial rate of weight change (whether up or down) in the first few days of changed eating will not continue.


• The second is that long-term weight maintenance does not mean that your weight has to be the same every time you get on the scales.





The body’s response to starvation


During the millions of years over which the human body has evolved it has developed a number of mechanisms to attempt to protect it from adverse environmental circumstances – for example, temperature regulation, responses to lack of oxygen at altitude, etc. Among these adverse environmental circumstances is lack of food, and to protect itself in times of shortage or famine the body lowers the metabolic rate, enabling itself to survive on less food. This process reinforces the fear of weight gain in people who have rigorously dieted.


Figure S5.2 shows the changes in the metabolic rate and subsequently in body weight which occur with changes in energy intake. It can be seen that, when a body is starved and then there is an increase in dietary intake, there will be a weight gain in the short term at a greater rate than for a non-starved person. This short-term gain can be a difficult time, but after a spell of higher intake the metabolic rate and therefore energy requirements are increased. There is no evidence of permanently lowered energy requirements in people who increase their intake following starvation. In other words, your body’s energy thermostat always resets itself.


Figure S5.2 Changes in metabolic rate
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These processes of decreasing and increasing metabolic rates apply not just to periods of starvation resulting in weight loss, but also to those who starve, binge and vomit at a stable weight. The reduction in metabolic rate is reversed when regular eating patterns are re-established, particularly if food intake is distributed throughout the day.


The portion system


This section sets out a techniques for regaining control of your eating by applying a ‘portion’ system. The potential benefits of this system for the person attempting to overcome AN are:




• It allows you to remain in control of dietary choice.


• It gives you a flexible alternative to calorie counting.


• It allows a structured but non-rigid pattern of meals.


• It encourages you to introduce ‘difficult’ foods within a planned system.


• It generally leads to a nutritionally adequate range of foods as long as you are not restricting excessively.





What is the portion system?


A system of food ‘portions’ is used to vary the overall level of food intake. These ‘portions’ are applied primarily to what are usually termed carbohydrate foods, including bread, potatoes, fruit, crackers and biscuits, rice, cereals, pasta, cakes and puddings. Protein foods, such as meat, fish, eggs, cheese and beans, are taken in relatively fixed amounts and are not included in the ‘portion’ total. Vegetables and drinks such as tea and coffee can be taken as you wish, but avoid taking them instead of carbohydrate ‘portions’. Milk (or a suitable alternative, such as soya milk) should be used in tea and coffee and with cereals.


The foods to which the portion system is applied are of variable calorie content, but so long as a variety of foods is chosen each day a constant intake will result.


The following amounts of typical foods each count as one portion:




• one slice of bread


• two plain biscuits


• one chocolate biscuit (digestive etc.)


• two oatcakes, crackers etc.


• three crispbreads etc.


• one bowl of porridge, breakfast cereal


• one piece of fruit


• one ‘diet’ yogurt


• one small potato or scoop of mashed potato


• one bowl of soup


• two tablespoons of rice


• one glass of fruit juice


• two tablespoons of pasta





The following amounts of other foods count as two portions:




• one bread roll


• one Greek bread


• one large (e.g. baked) potato


• one scone, pancake etc.


• one croissant


• one fruit yogurt


• one bag of crisps


• one large chocolate biscuit


• one individual pudding (rice, custard, tart, pie, etc.)





How do I use the portion system?


To start with, you should try to aim to eat 15 ‘portions’ per day, preferably spread across breakfast, midday meal, evening meal and snacks. It is important to spread the intake of food through the day to avoid feelings of over-fullness, which may make the planned intake difficult to achieve if you try to eat too much at once. You should aim to include a helping of protein-rich food – meat, fish, eggs, cheese or beans – with your midday and evening meals (for example, in a sandwich at midday and as part of the main course in the evening).


Once you have established a regular pattern of meals, adjustments can be made to the total number of ‘portions’ in order to bring about controlled changes in your weight. These adjustments are best made infrequently, i.e. no more than one change every two weeks or so.





CHAPTER SUMMARY







• It is normal for fluctuations in weight to occur daily.


• Establishing a healthy eating pattern allows the body to hold some energy in reserve in the liver in the form of glycogen.


• Water held with this store of glycogen causes an initial rise in weight when food intake increases, but this will rapidly stabilize.


• Water released from glycogen and excreted in the urine causes an initial weight loss when you starve for a day. This weight loss is not due to loss of muscle or fat.


• Starvation, even as part of a starve/binge/vomit cycle at a stable weight, leads to a decrease in metabolic rate.


• The reverse happens when a normal healthy eating pattern is resumed – that is, metabolic rate increases again. However, a lag in the rise in metabolic rate results in a further initial weight gain, but again this rapidly stabilizes.


• Developing a system of ‘portions’ in your eating plan allows you to remain in control of dietary choice without calorie counting, and gives your body a nutritionally adequate range of food.


• Fifteen ‘portions’, spread over three meals and two snacks, is a good pattern to minimize bloating and break the habit of long periods of fasting.


• The number of portions can then be changed as necessary, in order to alter your average weight.







HOMEWORK ASSIGNMENT FOR STEP 5







• Continue completing your food diary and working toward the ‘principles of normal eating’.


• Have a go at implementing the portion system. You will see that there is space in the diary sheets set out in Step 2 to record how many portions you are eating in the first right-hand column headed ‘Por’).


• It is a good idea to attempt all the exercises suggested so far before moving on. If you have been unable to do this, don’t worry; just go back and try again. There is no limit on how long you can stay with one Step.


• Remember that no stage in getting back to a normal eating pattern is easy to accomplish. Don’t expect miracles from yourself, and don’t forget to reward yourself for any achievements you have made, no matter how small.


• When you feel ready to move on, continue with the next treatment section.








Step 6



Improving your body image


AN and body image distortion


‘Body image’ refers to the mental picture that a person has of her own body. It is therefore based on how she feels about her body, and not on its actual physical appearance. People with AN tend to have a very negative body image. Look at Figure S6.1. Do you recognize any of the statements in the diagram as comments you have made about how you feel about your own body?


Figure S6.1 Body image distortion in AN
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It is not unusual to mistake strong feelings for facts (e.g. ‘I feel lumpy all over, therefore I must be lumpy all over’). This is, however, a thinking error (emotional reasoning; see Table S4.1 on p. 157). These feelings can become so strong that the person becomes convinced that her body actually looks as bad as it feels. The result is body image distortion, one of the most distressing features of AN.


Julie, a 25-year-old student, had suffered from AN for two years. When she initially came for help with her eating disorder she had a very distorted body image. Despite being within the normal weight range for someone of her age and height, she was convinced that she looked ‘pudgy’ all over and that her thighs and buttocks were out of proportion to the rest of her body. As she described herself, ‘I just wobble like a jelly.’ She could not try on clothes in shops because she felt so ashamed about how she looked and hated places that had numerous mirrors. Whenever she felt down, she dwelt on how fat she was, and whenever she was anxious, e.g. before a job interview, she would get very unhappy and all she could focus on was how awful she looked.


Like Julie, many people with AN tend to feel worse about their bodies when they are feeling low and hopeless in general. It appears that any negative feelings about themselves can be very readily displaced into feelings of fatness. These negative feelings can be the result of all sorts of things. This is especially clear for Julie before her job interviews. She looks in the mirror prior to going into the interview and sees herself as fat and ugly. In this instance she may well be displacing other negative thoughts, such as anxiety about the interview going badly, on to her body.


Misplacing feelings about yourself on to your body sets up a potential problem: losing weight and trying to change your body shape does not really solve anything as the underlying issues remain unchanged.


As can be seen from Figure S6.2, body image dissatisfaction can begin when someone focuses solely on the negative aspects of their body and disregards any positive features. It can arise from dissatisfaction with the whole body or with part of the body; in the latter case that dissatisfaction is then generalized over time. The way someone feels about their body is often reflected in how they view themselves as a person. The last stage of Figure S6.2 shows that having a negative or distorted body image may seriously undermine an individual’s self-confidence.


Figure S6.2 Interaction of thinking error and body image distortion


[image: image]



Ideal and reality



Perfectionism can result in a negative body image. The media provide us with an image of the female, in particular, that is portrayed as the ‘ideal body’. This image itself is often a distortion: photographs of models are frequently elongated to make the model look taller and thinner than she really is. Therefore very few people can even approach this ideal body shape. Indeed, some ideas of beauty stress the rarity value of ‘beauty’, and what is considered beautiful or ideal in any particular culture is nearly always unachievable by the generality of the population, e.g. small feet in China, plumpness in some Third World countries, thinness in Western society. However, people who feel that they have to achieve perfection in all aspects of their life can quickly become obsessed with the fact that their body is not how they want it to be, and this leads to distortion of their own image and further distress as they strive to reach an unattainable goal.


If you avoid looking at and touching your body, and recognizing it as it is, this can perpetuate negative feelings about it, possibly to the extent that you become phobic about your body, or parts of it. As with all phobias, the best way of overcoming this is to reduce avoidance behavior and confront the fear. The more you avoid the subject of the phobia, the stronger the phobia becomes. Therefore, the rest of this Step sets out some suggestions for ways you can come to accept and appreciate your body more. Like all the other stages in this program, they will take perseverance and practice.


While you are carrying out these activities, use the cognitive techniques you have learnt to challenge thoughts about your body.


Writing your body’s history


Understanding where your negative body image or even body hatred comes from may help you gradually change it. One way of doing this is to write a history of your body and the way you view this.




• It is probably easiest to do this by taking particular points in time say, at age 5, age 8, age 11 and age 15.


• It is sometimes useful to get out old family photos and use those as triggers to the way you were feeling at the time.


• Sometimes it may be a particular family event or scene which hasn’t been captured in a family photo but which you can remember clearly. Try and think back to a time when you felt comfortable about your body and start here.


• If you are looking at a family photo, ask yourself where am I standing in relation to other family members? Do I look happy or sad? Do I look part of the group, or am I alone? Is the family including or excluding me? What was going on in the family at this time? How was I feeling about myself and my body?


• Do this for each page and write a story of how your negative body image developed.


• Don’t stop at the point at which your AN has developed. If there are photos after that, include these and ask yourself the same questions.





Learning to accept or even like your body again is not going to be easy. It is going to take a lot of time and a lot of repetition of small simple tasks. Here are some things that may help.


Re-writing the story. Re-write your story as though you hadn’t developed a negative body image. What would have been different? Would you have been more effective at changing things within the family? Would relationships have worked out differently? This may be hard to do and it may feel unbelievable, but try and persevere. Anything which puts different ideas, alternatives, in your mind may help.


Create an alternative body image (schema). Make this a kind, warm, benevolent compassionate ‘you’. One that is not critical of you, not judgmental, less perfectionistic. Take this other ‘you’ around with you. Imagine it sitting on your shoulder or standing behind you. When you have negative body experiences, listen to what it has to say about you and the way you are.


Try to disregard the media. Not all women with AN develop their problem because of media images or media pressure, but some do. Remember that we live in a very distorted world. Images that you see in magazines and on TV are frequently unreal. They are photographed in certain ways with particular lighting, they are often air brushed and sometimes vertically distorted. You may have had the experience of seeing someone famous and being surprised at how much shorter and dumpier they actually looked in real life compared with on the screen. Repeatedly say to yourself when you see these images: this is not reality this is a distortion.


Keep a positive diary. Your body image has been maintained by thousands of occasions when you have said to yourself something critical about your body or negatively compared yourself with others. Anorexia nervosa causes you to focus on these negative aspects and miss out the positive ones. Try and experiement for a week, only noting down positive or pleasurable experiences you have in relation to your body and ignoring the negative ones. This will help you correct the bias that is built into your thinking.


Body image activities


The following suggested activities may help you to think more about your body image distortion and focus on why this may have come about. For each exercise, set aside some time when you know that you will not be required to do anything else and will have peace and quiet. You may find it helps to work through each one on paper. It is a good idea to use a notebook – it could be the same one in which you keep your food diaries, or a different one – to record your thoughts and feelings as you work through these exercises; you will then have the notes readily to hand and can refer back to them when you want to in the future.


1 Try to imagine yourself in 10 or 20 years’ time. Where are you and what are you doing? What are your aims and ambitions? Ask yourself if you are on track for achieving these goals, or if you need to make changes. Write your goals down, and look at them when you are low and in need of a focus.


2 Look at who you are now. Ask yourself how you see yourself, and write this down. Then ask yourself how you think you are seen by others, and write this down. Compare the two. What are the differences and what are the similarities? Turn over on to a new page. Consider how you would like to see yourself, and how you would like to be seen by others. Write both down. What would need to be changed in order for you to be seen as you would like, both by yourself and by others? How would you go about making such change or changes?


3 Think of some woman who impresses you yet is not excessively thin. It may be a relative, a friend, an actress, a sportswoman, a businesswoman . . . What is it that impresses you – that makes you notice and respect her? It could, for example, be style, posture, confidence, energy, vivaciousness, intelligence, sense of control and purpose, or any one or more of a number of things. Ask yourself if you have any of these qualities; if not, think what you could do to cultivate them. Do you think weight and shape are of such importance to the person you respect? If not, what do you think is likely to be important to her?


4 Stand in front of a mirror and look at your body. For each negative statement you come up with about your reflection, make yourself say something positive – even if you do not believe it yet. Write these positive affirmations down and practise repeating them when you find yourself criticizing your body. Though this will feel quite forced to start with, try to persevere.


5 Does your body image restrict you in any way? Are there some things you avoid doing? Examples may be looking in a full-length mirror, wearing a bikini on holiday, trying on clothes in a communal changing room, using communal showers, etc. Write a list of these and make a resolution to try to confront rather than avoid these uncomfortable situations. Try to do these things and see if you can think differently. For example, when changing in a communal changing room, or sunbathing on holiday, look at other women’s bodies. Are they perfect? Would you swap? Usually the answer will be no. Be critical: think of a reason why you prefer your body to theirs; remember this, and record it in your notebook.


6 Pamper yourself physically. Though you may be in a pattern of being critical about yourself, take time to look after what you do have. Treat yourself to a long, luxurious, hot bath and afterwards spend time massaging aromatic oils into your skin from head to toe. Take time to linger on each part of your anatomy and try to counterbalance each negative thought with a positive one. If you think ‘My thighs are so fat and flabby’, set against this ‘My skin feels so soft and smooth’. Put on some nail polish, have a make-over, try a new hair style or shade. Make the effort to be kind to yourself, and try hard to stop being habitually self-critical.


7 Let’s talk exercise. Do you do exercise for pleasure – or out of guilt and anxiety? What is exercise for? For your pleasure, enjoyment and fulfilment? Or to burn calories and fat and make you thinner? I suggest it may be the latter. If so, try to think of something you would actively enjoy doing: if you really do want to be physically active, perhaps a dance class, or aqua-aerobics; or it could be something less strenuous, such as seeing films, visiting art galleries, reading novels. The important thing is to allocate time for activities you genuinely enjoy. If it helps, write down a selection of possibilities and score them on a scale of 1–10 for enjoyment. Make the effort to give highest priority to the ones you think will give you most enjoyment.


Breaking the cycle


As you try to break the cycle of body image distortion and renewed urges to eat less and get thinner, ask yourself the following questions. They may help you to be more aware of the patterns of thought that have become habitual to you, and of why you think the way you do, and so help you to begin to break the automatic connection between perceived/distorted body image and self-esteem that reinforces the symptoms of AN.




• Try to identify the times when you feel worst about your body. Are you in fact misplacing other problems on to your body? What might these underlying issues be? Boredom? Anxiety? Anger? Try to identify what is really troubling you.


• Many people have described the onset of their dieting as being associated with a feeling of being ‘out of control’ of some aspect to their life. Dieting to them felt like something that they could control, and this was a relief at the time. Is there anything in your life that feels out of your control, and is increasing the urge to control your body weight by way of compensating for this?


• Is your body image distortion making the problem worse?


• Are you seeing only the negative aspects of your shape and forgetting the rest of your body?


• Could you see your body more positively? Try not to focus on body parts that you are dissatisfied with. See your body as a whole.





The key point is to try to break the connection between how you view yourself as a person and how you visualize your body.




CHAPTER SUMMARY







• People who suffer from AN tend to have a very negative body image, i.e. they feel that parts of themselves are much fatter and uglier than they really are, and they translate this feeling into a belief that they are fat and ugly.


• A person with AN often has a view of herself as a person that is strongly influenced, if not dominated, by her feelings about her body, which severely undermines her self-confidence.


• Perfectionism can lead to a negative body image and much misery while striving for the unobtainable goal of the ‘perfect’ body.


• For someone suffering from AN, general negative feelings, e.g. feelings of hopelessness or depression, can readily be displaced into feelings of fatness.


• Avoiding looking at or touching your body perpetuates negative thoughts and feelings about it.







HOMEWORK ASSIGNMENT FOR STEP 6







• Continue with your diary as before.


• Look back through the diaries you have amassed over the past few weeks, and ask yourself the following questions:


– What connections are there between eating and feelings?


– What are your automatic thoughts about weight, shape and food?


– Do the same thoughts tend to keep cropping up?


– Are you able to challenge any of these thoughts?


– If you are able to challenge them, does it make any difference to your behavior?


– Which of the various coping strategies presented in the manual so far are you finding helpful to you?


• Try to work through all the activities 1–7 on body image listed above and write your body history (see p.175). This may be quite draining for you, but do try to persevere; they may well give you a lot of useful information.


• If you have been unable to carry out these exercises so far, don’t worry; go back and read through them again, and have another go.


• When you feel ready, continue with the next treatment section.








Step 7



Developing assertiveness


For someone with AN, the rationale behind learning to be more assertive is that it may provide you with a tool other than food avoidance to get what you want. Learning to be assertive requires practice, and it is not easy to teach by way of a self-help manual. However, the information presented here can be used as a set of guidelines with which you can experiment, to give you a starting point on which you can build as you gain in confidence.


What is assertiveness?


What does ‘being assertive’ mean? To start with, it may be useful to review a ‘Bill of Assertiveness Rights’, taken from Manuel J. Smith’s book When I Say No, I Feel Guilty:


1 You have the right to judge your own behavior, thoughts and emotions and to take the responsibility for their initiation and consequences upon yourself.


2 You have the right to offer no reasons or excuses for justifying your behavior.


3 You have the right to judge if you are responsible for finding solutions to other people’s problems.


4 You have the right to change your mind.


5 You have the right to make mistakes – and be responsible for them.


6 You have the right to say, ‘I don’t know.’


7 You have the right to be independent of the goodwill of others before coping with them.


8 You have right to be ‘illogical’ in making decisions.


9 You have the right to say, ‘I don’t understand’.


10 You have the right to say, ‘I don’t care.’


In any form of communication, be it verbal or non-verbal, there are three different ways to act:




• assertive;


• aggressive;


• non-assertive.





So what differentiates these three different types of behavior?


Assertion


As you can see from Figure S7.1, assertive behavior involves standing up for your own rights – expressing your thoughts, feelings and beliefs in a way which




• is direct, honest and appropriate, and


• does not violate the rights of another person.





It involves respect, not submission. You are respecting your own needs and rights as well as accepting that the other person also has needs and rights.


Figure S7.1 Assertive, aggressive and non-assertive behavior
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Aggression


This involves standing up for personal rights and expressing your own thoughts, feelings and beliefs in a way which




• is often dishonest and usually inappropriate, and


• always violates the rights of the other person.





The usual goal of aggression is domination and winning, forcing the other person to lose. Winning is ensured by humiliating or overpowering other people so that they become weaker and less able to express and defend their needs and rights. The message is:




• This is what I think – you’re stupid for believing differently.


• This is what I want – what you want isn’t important.


• This is what I feel – your feelings don’t count.





Non-assertion


This involves not standing up for your own rights by




• not expressing honest feelings, thoughts and beliefs, and thereby


• letting others violate your personal rights.





The message communicated is:




• I don’t count – you can take advantage of me.


• My feelings don’t matter – only yours do.


• I’m nothing – you’re superior.





So, it means you are not respecting your own rights and needs. The goal of non-assertion is to appease others and avoid conflict at any cost.


Different responses in the same scenario


Figure S7.2 shows three different possible responses to a single scenario: one aggressive, one assertive, one non-assertive. The following exercise will help to clarify what we mean by the words ‘assertive’, ‘non-assertive’ and ‘aggressive’, consolidate the different types of responses available to you and help you to see which type you routinely use.


Figure S7.2 Assertive, aggressive and non-assertive responses
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For each situation below, make suggestions for what you think the three types of responses might be: i.e. not how you would behave under the circumstances, but how you think an aggressive, non-assertive or assertive person might respond.
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Now look back over your answers and note, for each case,




• which response of the three you would normally use, and


• which one you feel is most appropriate in the situation. Imagine yourself as the person at the receiving end of your statement and see which response feels the most comfortable.





Reasons for acting assertively




• Why be assertive rather than non-assertive? Nonassertive people often fear losing the respect of others. However, non-assertion does not guarantee approval. People may pity rather than approve of non-assertion, and this pity can eventually turn into irritation and finally into disgust or contempt.


• Why be assertive rather than aggressive? Aggression does not guarantee successful control over other people. It just means they will probably go ‘underground’ with their feelings. Assertive behavior increases your feelings of ‘self-control’ and makes you feel more confident. Aggression will probably make you feel more vulnerable. Assertion rather than aggression results in closer relationships with others. You won’t necessarily win, but both parties can at least partially achieve some goals and get their needs met.





Assertive behavior increases your own self-respect, leading to greater self-confidence and thus reducing the need for others’ approval. Usually, people respect and admire those who are responsibly assertive, showing respect for self and others. Assertion results in individuals having their needs satisfied and preferences respected.


Types of assertion


Now that we can differentiate assertive behavior from aggressive and non-assertive, we need to look to different types of assertion and when to use them.
Figure S7.3 shows five different types of assertion, each of which suits a different situation. We will now look at each one in greater depth and give examples to show the type of situation in which it is used most appropriately.


Figure S7.3 The five types of assertion
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Basic assertion


This is expressing basic personal rights, beliefs or feelings, e.g.




• When being asked an important question for which you are unprepared: ‘I’d like to have a few minutes to think that over.’


• When it is apparent you don’t need advice: ‘I don’t want any more advice.’


• Also, expressing affection and appreciation to others: ‘I like you.’ ‘I care for you a lot.’ ‘You’re someone special to me.’





Empathic assertion


This is expressing your needs/feelings, but also showing sensitivity to the other person, e.g.




• When two people are chatting loudly while a meeting is in progress: ‘You may not realize it, but your talking is starting to make it hard for me to hear what’s going on in the meeting. Would you keep it down?’


• When having some furniture delivered: ‘I know it’s hard to say when the truck will come, but I would like an estimate of the arrival time.’





Escalating assertion


This starts with a minimal assertive response, usually achieving the goal with minimum of effort. When the other person fails to respond and continues to violate your rights, you gradually increase the assertion and become increasingly firm without becoming aggressive. For example, say you are in a bar with a friend and a man repeatedly offers to buy you drinks.




• Your first response is: ‘That’s very nice of you to offer, but we’re here to catch up on some news. Thanks anyway.’


• Next time you say: ‘No thank you. We really would rather talk to each other.’


• Finally you say: ‘This is the third and last time I am going to tell you we don’t want your company. Please leave.’





The final, blunt refusal was appropriate because the earlier assertions were ignored.


Confrontative assertion


This is used when the other person’s words contradict what he/she does. This type of assertion involves describing what the other person said would be done, what they actually did, and what you want done, e.g.




• ‘I said it was OK to borrow my CDs as long as you checked with me first. Now you’re borrowing them without asking. I’d like to know why you did that.’





I-Language assertion


This is assertively expressing difficult negative feelings. e.g.




• ‘When your half of the desk is so messy, I start feeling angry and that upsets me. I’d like you to be more neat and organized.’


• ‘When I’m constantly interrupted, I lose my train of thought and begin to feel that my ideas are not important to me. I start feeling hurt and angry. I’d like you to make a point of waiting until I’ve finished speaking.’





Use of assertion


If behaving assertively is new to you, you might find it helpful to use Figure S7.4 to formulate a basic plan of how you are going to approach each new situation. If, to begin with, you don’t feel confident enough to behave assertively with everyone, then try doing some role-playing with a close friend at home before launching the new, assertive you on the rest of the world.


Figure S7.4 An approach to behaving assertively
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Beccie, a 27-year-old office worker, had suffered from AN for five years. She had low self-esteem and was very miserable both at home and at work. After a hard day at work she came home to start the cooking, cleaning and ironing, running after the children and her husband. The list of tasks was endless. She was unable to see any way out, feeling that it was her duty to do all this work and feeling guilty for moaning about it. Occasionally she felt like screaming at her husband for help but was scared of what he might do in response.


A friend suggested that Beccie join an assertiveness class with her. She decided to go along although she was doubtful that it would help. She was taught about ‘The Bill of Assertiveness Rights’ and how to act assertively, practising in class by role-playing. Soon she began to realize that looking after the home was not her sole responsibility and that it was acceptable to ask her family for help. Her family put up some resistance initially as they did not like having to do ‘Extra’ work, but she prodded them along, using her new-found assertive techniques. Soon Beccie found that life was somewhat easier and more enjoyable.


Why don’t people act assertively?


Reasons why people act non-assertively


Like Beccie in the case history described above, you may have more than one reason why you don’t act assertively. In her case it was a combination of failure to accept that she had personal rights, and anxiety about the negative consequences. Once she became convinced that she did have rights and feelings, that she was entitled to just as much consideration as any other human being, she was able to act more assertively, at which point she found that the negative consequences were not as bad as she had feared.


Other reasons for acting non-assertively are:




• Mistaking firm assertion for aggression.


• Mistaking non-assertion for politeness . . . but is it polite, or is it actually dishonest?


• Mistaking non-assertion for being helpful, when really it is exactly the opposite!


• Poor social skills. This is where role-playing can be particularly helpful, allowing you to practise assertion in safe surroundings.





If you are frequently non-assertive, you will feel a growing loss of self-esteem, and an increasing sense of hurt and anger. Internal tension may result (as with Beccie). Close relationships can be difficult without honest expression of thoughts and feelings. Other people may feel irritation about the non-assertive person, leading to a lack of respect.


Reasons why people act aggressively




• Out of powerlessness and a feeling of being under threat.


• As an extreme counter-reaction to previous non-assertion.


• In over-reaction due to past emotional experiences.


• Because of mistaken beliefs about aggression, i.e. that this is the only way to get through.


• Through not knowing how to be assertive.





If you are frequently aggressive, you might lose or fail to establish close relationships and feel that you have to be constantly on the watch for counter-attacks. You might lose your job, miss out on promotion, develop high blood pressure, and feel misunderstood and unloved; and you may feel guilt, shame or embarrassment after your aggression.




CHAPTER SUMMARY







• Assertion involves standing up for your own personal rights while not violating those of others.


• Non-assertion allows others to violate your personal rights and may lead to them losing respect and pitying you.


• Aggression violates the rights of others and does not guarantee successful control over them.


• Assertive behavior increases your own self-respect, leading to greater self-confidence and thus reducing the need for others’ approval.


• There are several types of assertion; to maximize the impact of any of them it is important to use timing and tact.


• Role-playing is a good way of increasing your confidence in using assertive behavior before trying it out in the ‘real’ world.







HOMEWORK ASSIGNMENT FOR STEP 7







• Continue your diary as before.


• Review last week’s diary. Identify situations in which you are not assertive. Write them down. In what way are you not assertive in each situation? How could you be more assertive in each situation?


• Practise being more assertive in the situations you have identified as being problematic. Record the results of your more assertive behavior, and compare them with when you are less assertive. How does it feel to be more assertive?


• Changing your behavior from aggressive or non-assertive to assertive can be a difficult and slow task. Remember that it has probably taken you years to perfect your present behavior, so it will take rather more than a day to change it!


• An important first step is to recognize the three types of behavior and which one you most commonly use. If you have not managed this yet, don’t worry; work through the step again at your own pace until you feel comfortable with it.


• When you feel ready, continue with the next treatment section.








Step 8



Dealing with anxiety


It has been calculated that as many as 70 per cent of women with anorexia nervosa also experience some type of anxiety disorder at some stage. Anxiety can have significant effects on your quality of life, as the following example shows.


Megan, a 25-year-old shop assistant, had been suffering from AN for seven years. She hated going out to parties, but her friends always nagged her to go and she was afraid she would look ‘different’ if she refused.


On the days leading up to a party she would nd herself becoming irritable and edgy, worrying excessively about what to wear, what she would say and what others would think of her. At the parties themselves, she found herself to be sweating profusely and often felt others would hear her heart beating, it was so loud. She was always exhausted and miserable by the time she arrived back home.


Overcoming anxiety involves first understanding the causes and symptoms.


Figure S8.1 shows the many ways in which anxiety and AN interact. Are you a stress eater (turning to food for comfort, grazing, etc.) or a stress dieter?


Figure S8.1 AN and anxiety
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Symptoms of anxiety


The effects of anxiety can be felt as physical sensations, as in Megan’s case, described above. These physical effects are very real and are determined by the body’s automatic response to perceived danger, whereby the body prepares itself for ‘fight or flight’ in the face of perceived danger by raising the heart rate, quickening breathing and producing adrenaline. Problems arise when this reaction occurs in a situation which would not normally call for such a dramatic response, i.e. in an inappropriate setting.


Hyperventilation, or ‘overbreathing’, can itself produce a range of frightening sensations which may trigger a continuous rise in anxiety and thus further symptoms. For this reason, if you find yourself hyperventilating, it is worth learning how to calm your breathing. Other books in this series deal with the causes and symptoms of anxiety in greater depth and contain useful suggestions on counteracting symptoms: see Overcoming Anxiety by Helen Kennerley, Overcoming Panic by Derrick Silove and Vijaya Manicavasagar and Overcoming Social Anxiety and Shyness by Gillian Butler. (For details see the ‘Useful Books’ section on p. 241.)


Anxiety can also produce changes in your thinking, again as we saw with Megan, who found herself to be irritable and edgy before social events. Figure S8.3 shows some of the other effects of anxiety on thinking.


Figure S8.2 The physical effects of anxiety
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Figure S8.3 Anxiety-induced changes in thinking
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Figure S8.4 How anxiety levels change over time
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Figure S8.5 How anorexic feelings about food change over time
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Looking at Figures S8.2 and S8.3 and Megan’s case history, think about your own experience of anxiety:




• Note down any symptoms, either mentioned above, or any others that you have experienced, which you think may be attributed to anxiety.


• Have you ever had a panic attack? If so, what physical and psychological symptoms occur for you?


• What does anxiety feel like to you?






Anxiety and eating



Take a look at Figure S8.4, which shows how your level of anxiety changes if you are in, and stay in, a stressful situation. The most important point is that anxiety subsides with time. However, if the anxiety-provoking situation is avoided it becomes quite difficult to believe that the symptoms can decrease; therefore, one of the first steps in learning to deal with anxiety is to stay within the situation, however uncomfortable it seems, in order to discover that the symptoms can be tolerated and will decrease.


Can the same curve apply to feelings about food and eating? Imagine the same graph with a different label on the left-hand axis, as shown in Figure S8.5 – and the answer is clearly ‘yes’. Again, it can be difficult to believe that these feelings are tolerable; the easiest option seems to be to ‘give in’ and avoid eating. But this could in fact be described as avoiding the anxiety; and the result is that the anorexic behavior is reinforced. In order to overcome anorexic symptoms you may have to learn to cope with the increasing tension by using anxiety management techniques and finding distractions from eating-related anxiety. It is also important to tackle the negative automatic thoughts that could trigger a binge; refer back to Steps 3 and 4 to remind yourself about how to do this.


Relaxation techniques


Increasing tension can be tackled directly by using relaxation techniques. Relaxation can also be used to develop an awareness of physical tension that may build up to the point where it becomes problematic.


To begin with, it may be useful to use one of the many relaxation tapes commercially available. These will take you through a sequence of stages, prompting you to relax the main muscle groups of the body in turn and often inviting you to imagine yourself in a safe, relaxing situation, e.g. in a sunny garden or on a private beach. Figure S8.6 sets out some guidelines for using such a tape.


Figure S8.6 How to approach a relaxation exercise
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Remember:




• Concentrate on breathing slowly, smoothly and evenly, and not too deeply, throughout the exercises.


• Practise relaxation only when there is no time pressure – not, for example, 15 minutes before you are due to leave for work.


• As daily practice is crucial, set aside a regular time each day for your relaxation exercises, e.g. after work, after your evening meal or just before going to bed. Do not just use the tape when you feel a bit anxious. Outside your practice times the tape may be used as often as you wish.


• Using the tape is a training phase. Once you have learned and are comfortable with the relaxation exercises, you will be in a position to use relaxation to combat anxiety in ‘real-life’ situations.





Other suggestions of ways to relax, including how to make your own relaxation tape, are given in Step 10 below, ‘Coping Strategies for the Future’.




CHAPTER SUMMARY







• People who have AN very often suffer from symptoms of anxiety.


• Symptoms can be physical e.g. palpitations, hyperventilation, or emotional e.g. irritability.


• If you stay in an anxiety-provoking situation, with time the symptoms of anxiety will decrease.


• To overcome anorexic symptoms it may be necessary to learn to cope with increasing tension using relaxation and distraction techniques.


• Relaxation must be learned and practised regularly before it can be used to combat anxiety in ‘real-life’ situations.







HOMEWORK ASSIGNMENT FOR STEP 8







• Continue your diary as before.


• Remember the ‘principles of normal eating’.


• Practise relaxation (if possible using a relaxation tape), taking care to follow the instructions given in Figure S8.6.


• Learning relaxation techniques can be very worthwhile in helping you to overcome your eating disorder. If you have not managed to practise relaxation regularly so far, then decide right now what time of the day is easiest for you to set aside for relaxation practice and make sure that you use that time solely for that purpose. Spend a few days practising the technique before moving on.


• If you feel that you have managed to grasp the basics of a relaxation technique, then in your own time, turn over the page to start the next step.








Step 9



Managing your relationships


Neither you nor your AN exists in a vacuum, and it is important to consider how family, friends and work relationships are entangled in your situation. Interpersonal difficulties may be involved in the development and maintenance of the disorder and in preventing you from recovering; whether or not your close relationships have anything to do with the development of your eating disorder, they will almost inevitably be markedly affected by the fact that you have AN. This step is designed to help you understand your personal relationships and to manage them effectively.


Stage I: An interpersonal map


Draw a map which includes all your interpersonal relationships. An example is given in Figure S9.1. Think of all the people you interact with and include them in the map: family, friends, those involved in treating you. It need not be limited to humans; include pets if you have them, as they can be significant in your life. It may be useful to include the AN itself, if you experience it as an entity with which you have a relationship. Sometimes it is useful to draw separate maps, one for before your AN began and one for afterwards.


Once you have done this, set the map aside for a day or two and then go back to it again. You may be surprised to find that you have overlooked important relationships that you can now add.


Why draw an interpersonal map?


1 It helps you to summarize all your relationships on one page.


2 It presents your relationships in picture form.


3 It may help you identify what relationships you want to try and change.


How to draw an interpersonal map


1 Make a list of all your important relationships. Think of all your different social settings, home, school or work and recreation. Include pets if they are important. Include good, bad and distant relationships – any that are important.


2 Begin by putting yourself in the middle of the map.


3 Add each person’s name in a circle. The closer the relationship the closer to you, in the middle, that circle should be.


4 Indicate the intensity of the relationship with multiple lines.


5 Indicate the direction of the relationship with arrows, e.g.


[image: image] mainly my giving


[image: image] mainly me receiving


[image: image] balanced


6 Try out different versions of the map – pick one that feels right for you:


a) How I would like my interpersonal world to be.


b) How my interpersonal world was before my AN.


c) How my interpersonal world might be now, without AN.


d) How my interpersonal world will be in ten years if my AN stays the same.


7 Notice the differences, and set yourself goals for the relationship you would like to try and alter.


8 Show the maps to those who are important in your life and get their comments.


Comments on Sally’s maps


In the first map, as things are now:




• Sally has included her AN as a relationship. Currently it is the most powerful and closest relationship she has.


• She would like to have a more equal and balanced relationship with her mother and father, with both of them a bit less involved in her life


• She has grown apart from her sister and her best friend Paula, and would like to repair these relationships.


• She spent much time thinking about her relationships with her friends and found she couldn’t reliably assess them.


• She would like to have a more direct and more balanced relationship with her boss. She supports him a great deal, he demands a lot from her, and she feels she gets little in return.


• Only her relationship with Mango, her cat, remains unchanged.





Figure S9.1 Sally’s first map – as she sees it now


[image: image]


Figure S9.2 Sally’s second map – as she would like it


[image: image]


In the second map, as she would like them to be:




• Sally realizes that for these things to change she will have to separate from her AN.


• She remembers her granny, who lives 400 miles away, and how important she used to be to her. She wants to revive that relationship and give back to her granny, who is now old and ill.


• She decides to suspend judgment on her relationships with Dawn and Peter, about whom she still feels confused. She needs to gather more evidence and feedback.


• She decides to confide in her sister, and to try to change that relationship first.






Stage 2: Examining your relationships



Now, working through your relationship map, take each relationship in turn and begin to examine it. Ask yourself questions such as:




• How often do I see this person?


• Who initiates the contact?


• Who decides what we do or what we talk about?


• Who terminates the contact?


• How happy am I with the frequency of contact?


• How happy am I with the quality of this relationship?


• How balanced or mutual does it feel? (Is it a relationship where I feel I give but don’t receive, or a relationship where I take and give little?)


• How would I like this relationship to be?


• Do I want to increase the frequency of contact or decrease it?


• Do I want to alter the nature or intensity of contact?


• Am I happy leaving things just as they are?





Obviously, going through each relationship asking all these questions may take quite a time – but it is an exercise that is worth doing.


If you feel stuck, you can ask questions about the whole of your interpersonal network, such as:




• If I suddenly became ill, who would I turn to for help?


• If I wanted to borrow money at very short notice, who would I ask?


• If I wanted to confide in someone, who would I choose?


• If I wanted practical advice, who would I choose?





You should now have a very rich picture of your interpersonal world. If you have done the whole exercise twice, once for the map before you developed AN and once for the map with AN, you should also have a clearer picture of how your eating disorder has altered and interacts with your relationships.


You should also have some idea of how you would like your interpersonal world to be and how balanced your network of personal relationships is. People differ markedly in what sort of network they feel comfortable with, but in general a reasonably wide pattern involving home, work and social activity, with different levels of intensity and closeness in each of those areas, is best at protecting you from loss, stress and the development of psychological disorders.


Stage 3: Testing out your analysis


Now you can continue examining your relationships in practice, as both participant and observer. Taking each relationship in turn, try to monitor what happens the next time you have contact. Use the questions above to explore how the contact went. Try to behave as naturally as possible and not to alter things. If it is difficult both to take part and to observe, then set aside some time afterwards to go through what happened. Pick a specific and time-limited period of contact to examine, rather than looking globally at the whole relationship.


Were your predictions about the relationship correct? If not, what aspects were different and what surprised you? Remember that at this stage you are not trying to change things, just to get as detailed and accurate a picture as you can of how your relationships actually work.


It may take you some time to gather the evidence you need. Some relationships, though important, may involve quite infrequent contact.


Stage 4: Deciding what to change and when


Once you have got a complete picture, take some time to consider which relationships you would like to change, which are the most important ones to change and which ones you think you have the most chance of altering. At this stage be quite optimistic; don’t assume that certain relationships will be impossible to shift.


For each, consider what part you play in maintaining the current relationship and how much you are prepared to change.


At this point, you may ask: Why bother changing? There are two very important reasons.




• First, having a rich, balanced, safe and supportive network of relationships is one of the most important ways of maintaining your well-being and your psychological health. Research from many different areas and in many different disorders shows that having a good social network and supportive but balanced interpersonal relationships is an excellent protective against adversity.


• Second, one of the themes that runs through this book is that AN is centrally linked with beliefs and feelings about control. If you feel in control of your life, your future, your relationships, it will be easier to give up your AN. If you feel out of control, overwhelmed, intruded upon, then AN can seem your best option. Trying to make some shifts in your relationships may help this sense of control. It is important to emphasize that this is not about being controlling in your relationships; you have to play your part in being open and balanced.





Stage 5: Starting to make changes


There are two main ways of doing this.




• You can start to make small changes and monitor what happens. For example, if you have decided you would like more contact with your grandmother, start to make more regular phone calls and monitor how things go. Even if it is a relationship that you have previously given up on, if you would like it to be rekindled, then have another go. If it’s a relationship with a friend where your assessment has been that you give a great deal and receive very little back, try setting some limits. Start occasionally saying ‘no’. Again, monitor what happens.


• The second way is to put all your cards on the table. Gather all the information you have learned about one relationship and try to discuss this with the individual involved. Be open and not too challenging about this. Use statements such as ‘This is the way I see things’, and ask questions such as ‘Have I got it right?’ ‘Is your view different?’ Obviously this is easier to do when you increase rather than decrease intensity and frequency of contact, and it is also more appropriate when the relationship is one in your close interpersonal circle, e.g. a partner, parent etc.







CHAPTER SUMMARY







• Interpersonal relationships are an extremely important aspect of human life, and a full, balanced network of relationships is a very good way of protecting your well-being.


• Whether or not difficulties in particular relationships are involved in your developing AN, those around you will almost certainly be significantly affected by your having this disorder.


• Improving your personal relationships will help your self-confidence and sense of control, and thereby help to make it easier for you to recover from AN.







HOMEWORK ASSIGNMENT FOR STEP 9







• Continue to keep your food diary and to work towards the ‘principles of normal eating’.


• Work through the five-stage plan outlined in this Step. You may find it helpful to refer back to Step 7 on ‘Developing Assertiveness’ in working out how to approach and talk to the individuals in your circle.


• If you find it very stressful to approach individuals openly, as described in the second option in Stage 5, try the anxiety management techniques outlined in Step 8; or try using the first option until you feel confident enough to tackle direct discussion.


• Draw your interpersonal maps and practise different versions of these








Step 10



Coping strategies for the future


The fluctuating nature of AN means that you will experience relapses during self-help or professional treatment. One of the themes of cognitive behavioral therapy is that it is not a cure – for AN or any other disorder – but a set of skills that you will learn during therapy and which you should continue to apply when active therapy is over. This applies to skills learned through self-help, and includes strategies for coping with setbacks. It is not defeatist to expect relapses, only realistic, and you are more likely to overcome these difficulties if you have prepared ways of coping with them in advance.


Preparing for crisis moments


Donna, a 35-year-old housewife, had suffered from AN for four years before seeking help. She had been shown the ‘principles of normal eating’ but although in theory she found them very sensible, she found it very difficult to put them into practice. She had been able, in the cold light of day, to sit down and write rational alternatives to her negative automatic thoughts but in the heat of the moment often lapsed back into her old ways.


Look back at the anxiety curve which relates to the increasing urge to starve (Figures S8.4 and S8.5, p. 204). Imagine yourself in a situation where you have a very strong urge not to eat what everyone else is eating – or anything at all. You may feel you need to stay in control, and that if you eat normally you might overeat and feel fat and terrible. You may have attempted to rationalize negative thoughts but still the drive to starve is overpowering.


At this point, you need to be able quickly to stop your train of thought and realize that you do actually have a choice in your decision to starve or not; and then to distract yourself from the preoccupation with eating/not eating. Step 3 on negative automatic thoughts should have helped you to be more aware of the ways in which you think and thus make it easier to break the cycle of unhelpful thought patterns. Here we introduce the next step in the coping strategy, which will direct you away from the focus on the drive to starve.


You will need a few small cards – postcards cut in half would do well, or small index cards. What you will do is write on each one a distracting activity that you can do at any time, without preparation. Each activity should fall into one of the three categories listed below, and you should try to think of at least three activities for each category. Some people have found it useful to have different sets of cards – one set for home, and another for work etc. – as some activities (e.g. going to bed!) are not appropriate in all situations. Some examples are given here to help you.


Category 1: Things that you know are helpful, e.g.




• doing your relaxation tape


• listening to music


• going to bed





Category 2: Things that you enjoy doing, e.g.




• taking a bath


• drawing


• doing some yoga/exercise


• reading a chapter of a novel





Category 3: Things that you must do, e.g.




• writing a letter


• housework (be specific, e.g. vacuuming)


• phoning a friend


• writing a diary





Put the cards into a box or your handbag, where you can easily get to them as you need them.


The strategy, described above, helps you to discover that you do have a choice and to find out that there are alternatives available to cope with tension and stress. This discovery also helps you to become aware that you have control over your bulimic symptoms.


Long-term coping: A maintenance plan


You may by this time be feeling that you ‘should’ be improving and beginning to reduce your anorexic symptoms, but have perhaps not been able to make any great changes in your behavior. It is normal to feel some distress at the prospect of ‘giving up’ AN – we have seen repeatedly during this manual how it gives people a sense of control that is otherwise lacking in their lives, and how it comes to dominate life. It is difficult to replace the perceived advantages with alternative ways of coping, and you are certainly not a failure if you have not yet managed to do this.


By now you will have developed a better understanding of your AN, and so you will know that eating problems may recur at times of stress. It may be helpful to regard your eating problems as an ‘Achilles heel’ – a vulnerable area, so that this is how you may react at times of difficulty. This does not mean you can never get better; it just means that you might have to be more aware of your reaction to stressful situations.


You will hopefully have discovered while working through this manual that certain strategies help you regain control over eating. These strategies should be reestablished under two sets of circumstances:




• if you sense you are at risk of relapse, or


• if your eating problem has deteriorated.





At such times there will often be some unsolved difficulty underlying your relapse or fear of relapse. An appropriate response would therefore be twofold:




• First, examine what is happening in your life and look for any events or difficulties that might be of relevance. Once these have been identified, consider all possible solutions to these problems and construct an appropriate plan of action.


• In addition, you could use one or more of the following strategies to help you regain control over eating. Some of these will sound familiar to you, as they echo guidance given in Step 2 of this manual. You may well find it helpful to go right back to these basic points when you find yourself in difficulty.





Set some time aside to re-evaluate your progress every day or so. Some strategies may have worked; some may not. If you find that something isn’t working, don’t berate yourself for failure; try something else.


Additional coping strategies




• Recommence monitoring everything you eat, when you eat it, using the food diary format set out in Step 2.


• Try to eat in company, not alone.


• Stick to eating three or four planned meals each day, plus one or two planned snacks. Try to have these meals and snacks at predetermined times, in the sequence: breakfast, mid-morning snack, lunch, mid-afternoon snack, dinner, supper. The diet should be able to maintain a healthy weight or approach it at an appropriate rate of weight gain.


• Plan your days ahead. Avoid both long periods of unstructured time and overbooking. If you are feeling at risk of losing control, plan your meals in detail so that you know exactly what and when you will be eating. In general, you should try to keep one step ahead of the problem.


• Try to eat at least four starch-based meals/snacks per day, and if possible five or six. Starch is better than high-sugar foods at normalizing hunger/satiety.


• Try not to eat all or most of your calories at one time. There is a tendency for calories taken over a short period of time, with long periods of fasting in between, to lead to proportionately more weight gain than calories spread evenly.


• Introduce different or new foods into your diet regularly. If this is not possible while weight is being gained, leave this stage until weight gain has been established; but do be sure to include it!


• Try not to do anything else while you eat, except socializing – remember that meals are times of important social contact. For instance, do not watch television, do not read books or magazines. It is usually all right to listen to music or the radio, but you should try to concentrate on enjoying the meal.


• Don’t weigh yourself more than once a week. Remember that fluctuations of up to 1kg (2.2 lb) either up or down are quite normal; therefore if you weigh yourself too often you may feel that you are gaining or losing weight when you are merely monitoring this daily variability. Remember that short periods of severe dieting tend to lead to transient weight loss of fluid, and similarly resuming normal eating will lead to temporary rapid weight gain.


• Remember that each time you diet and lose weight you tend to lose equal amounts of fat and muscle from your body. When you start to regain weight, initially it is nearly all fat that you put back on. This means that each time you diet, lose weight and then regain weight, the percentage of your body which is composed of fat increases.


• If you are thinking too much about your shape, ask yourself whether this is because you are anxious or depressed. You probably tend to feel fat when things are not going well. See whether you can identify any current problems and do something positive to solve or at least minimize them.


• Try not to be ‘phobic’ about your body. Do not avoid looking in mirrors or using communal changing rooms.


• If possible, confide in someone. Explain your present predicament. A trouble shared is a trouble halved. You would not mind any friend of yours sharing his or her problems with you, would you?





Take some time just now to highlight which of these strategies are most helpful to you. When you find yourself in difficulties, or going through a relapse, try to use them before seeking professional help; remember, you have used them with benefit in the past. But if you do need further help with your eating problem, do contact your GP or local self-help group. Contact details for some organizations that could put you in touch with a local group are given on p. 243.


Ways to relax


Learning to switch off, particularly from our own thought processes, is not as easy as it sounds. It is particularly difficult for someone with AN, as these inner thoughts are very insistent and constant. However, there are many techniques for relaxation, from aromatherapy to yoga, and one of them is going to suit you. Remember, however, that worrying about not being able to relax will jeopardize your chances of any technique being effective.


Before you attempt any of these relaxation techniques, be aware of why you must give time to yourself. Many people with AN make unreasonable demands of themselves, and have little patience with what they perceive as their weaknesses. You must learn to be kinder to yourself, and to see your relaxation periods as an important part of your routine. If you fail to give yourself time to switch off, you may become very distressed and tired, and feel your motivation to change begin to diminish. Try to regard these periods as a form of battery recharging, and as essential to your progress as drinking enough water.


Aromatherapy


Aromatherapy has become incredibly popular over the last few years, and aromatherapy products are now widely available. The basic principle of aromatherapy is that the fragrances of essential oils can be used to improve health, and it has been shown to be particularly effective when dealing with stress and anxiety. Camomile and lavender oils are particularly good for treating anxiety and aiding relaxation, and blend well together. However, when using pure essential oils it is important to avoid the undiluted oils making contact with the skin; and they should never be taken internally.


A good way to use them is to run a warm bath and add five drops of each to the running water. Alternatively, you could buy ready-made bath oils and bubble baths, which are available from most department stores and pharmacies, and are ready formulated to treat particular conditions.


Another excellent method is to invest in an aromatherapy oil burner, which allows the scent vapours to permeate the room. If you choose this method, you will need to invest in a carrier oil, such as wheatgerm, to dilute the main oil. Add two teaspoons of carrier oil to three drops of camomile and two of juniper, which has a very clean, peaceful scent.


Oils and oil burners are available from most health shops, as are books that give further details of the properties of essential oils and how to use them. If you feel that aromatherapy is particularly suited to you, you would be well advised to consult a trained aromatherapist who can prescribe the oils that are especially suited to you and your needs. An aromatherapist will also take into consideration your lifestyle and circumstances, and the fact that you are seeking to combat AN, when prescribing treatment.


Meditation


Despite its image as the practice of bearded mystics, meditation need have no religious or cultish overtones at all. Nor does it affect normal thought processes. In face, when you are meditating, you are intensely aware of yourself and your surroundings, but in a way that might appeal to the person with AN, in that it teaches you to focus within yourself, rather than on your physical body. As you become expert in meditation, you will be able to stop the flow of negative and self-defeating thoughts that dominate your consciousness, and this can provide a tremendous feeling of release. It will also enable you to examine the way that you think in a more dispassionate way, rather than being at the mercy of it.


Being taught is the ideal way to learn this art, though it is important to find a teacher who is trained and whom you trust. Self-help guides are also available. Meditation requires 100 per cent concentration, and may be based on a visual image or a repetition of sounds or words, known as a mantra. This need have no significance other than that the sound appeals to you and induces a sense of peacefulness. Many who have learned to meditate report increased feelings of self-confidence as well as vastly reduced anxiety and susceptibility to stress. Furthermore, as you are undergoing a period of great change in your life, regular practice of meditation will help you to feel more in control of your situation and more ‘grounded’.


Another useful feature of meditation is that, once you have mastered it, you will be able to devise ‘quick fixes’ for yourself. For example, if you know that your anxiety levels will rise prior to a meal, even to the extent that it just seems easier to avoid the whole thing altogether, you could devise a five-minute meditation, perhaps based on an image or a mantra, that will release that anxiety and allow you to face the task ahead.


Relaxation Tapes


There are many excellent relaxation tapes available, with soundtracks varying from whale song to spoken journeys. If you find it hard to relax and to concentrate on abstract sound, a spoken relaxation tape will probably suit you. You can buy a pre-recorded one, or you can record your own. Below is an example of a relaxation script which you can adapt to suit your tastes, or use as a springboard for creating your own. Remember to choose images and sensations that appeal to you, and that you associate with being relaxed.


Close your eyes and imagine yourself standing on a newly mown lawn on a warm summer’s morning. You can feel the springy grass, still slightly wet from the dew, beneath your feet. You can feel the sun, already warm, across the back of your shoulders. Take a deep breath and suck in the smell of the grass and the sunlight on your skin. Through your closed eyelids the sunlight seems red.


As you breathe out you become aware of the sounds of birds singing in the trees, and in the far distance you can hear the hum of a lawnmower. Otherwise there is silence all around. Look around you and see that you are standing on a lawn before a magnificent country house. Look at the way the sun lights up the stonework, and at the clear blue sky above it. In the distance you can see the road leading from the house through lush green parkland. In the far, far distance is the sea, glittering at the horizon. Your body feels very light and clean, and you move easily, almost without effort.


Take another deep breath and begin to walk away from the house. Feel the grass under your feet give way to sun-warmed stone, and see that you are standing at the top of a shallow flight of stone steps. These steps lead down to an ornamental garden. As you slowly descend them, you begin to hear the splashing of a fountain. The sound is very cool and light, and makes you feel refreshed.


As you reach the bottom step, you breathe in the fragrance of summer flowers. All around you is vibrant colour – bright yellows and violets and pinks and reds. Stems reach up from stone urns and from flower beds. You walk along the stone-flagged paths that surround these flower beds. Trail your fingers across the heads of the flowers and feel the softness of the petals. Breathe deeply. Take slow, langorous steps and allow yourself to sink into the atmosphere. Stay as long as you like.


When you are ready to move on, take the right-hand path from the garden and let it lead you through the trees. Under their canopy it is very cool, and the noise of the water becomes louder. As you emerge into the sunlight, you are standing in front of a stone fountain, set in the middle of an ornamental lake. The water rises high, and you can feel flecks of spray on your arms and face. Take a seat beside the lake and let the spray cool your shoulders as you turn your face to the sun. Take a deep breath and smile. This is your own, peaceful place, and you can stay as long as you wish.


When you are ready to go, return through the trees to the garden. Feel the cool stones under your feet and smell the flowers as you pass. Climb slowly back up to the lawn. Take your time. As you emerge from the top step you note that the sun is higher in the sky, and the grass is warmer and drier beneath your feet. As you walk closer to the house, you see that the hallway looks cool and dark and inviting. Walk slowly toward the house, feeling the sun on your face. Hear the birds in the trees and the distant lawnmower, almost imperceptible now. Look up and see the faraway glitter of the sea. As you walk, get ready to say goodbye to the garden. As your feet touch the smooth flagstones of the hall floor, slowly open your eyes.


At the end of the ‘relaxation journey’, always give yourself a couple of minutes to readjust to where you are.


If you prefer to construct your own journey, cast your mind back to a time and place where you were happy. Maybe you would prefer to imagine yourself on a beach, with the sand between your toes and the sound of the waves in your ears. Maybe you like mountains or rivers. Don’t worry about creating perfectly detailed pictures in your mind’s eye. The important thing is that you can, even to a small extent, sink into this imaginative landscape and recreate, in your imagination, sounds and scents. If the first time is a little disappointing, don’t be discouraged. You will improve with practice. The important thing is to set aside some time, probably 15–20 minutes, every day for this exercise.


Yoga


Yoga is a wonderful way of learning to relax as it requires total concentration. It is also beneficial for the person with AN in that it helps you to develop excellent posture and muscle tone, which in turn can assist the development of a more positive body image. Ideally, you should be taught by a teacher, either individually or as part of a class. If the idea of learning such a physical art in front of others makes you feel too self-conscious, then you could try teaching yourself using a self-help guide.


As with the relaxation tape, you must find a regular slot in the day to practise and be able to do so without distraction or interruption. You will also have to be patient, as the benefits of yoga take at least a few sessions to become apparent. However, once you become adept at it, it is an excellent means of switching off from your thoughts and worries.



Other suggestions



Gentle exercise is beneficial to relaxation, so long as it is undertaken for the purposes of winding down, rather than burning off calories. Reading can also be effective if it is done purely for enjoyment. Alternatively, you might want to consider taking up a new hobby. Try to find something that does not require vast amounts of preparation or money. Ideally, you want something which you can pick up at any point during the day. Resist the notion that it must be educational or improving in some way; this is something just for you. Even completing jigsaw puzzles might do the trick, if it is absorbing enough to distract you from worries and negative thought patterns.


Avoiding backsliding


There is no easy solution to the problem of backsliding, that is, reverting to old ways of thinking and old routines. We noted at the very beginning of this step that it would be unrealistic to expect never to relapse. Sometimes you will feel that you have achieved nothing, and are as trapped by your AN as you were when you started trying to change. Try not to let these feelings overwhelm you, and keep to the forefront of your mind that what you are trying to achieve is not easy. The following summary points may help you to get back on track and persevere with your efforts.



Accept rocky progress



You may have very high expectations of yourself, and expect yourself to be able to achieve whatever you set your mind to. You can overcome your AN; but you may not be able to do it as quickly and smoothly as you would wish. If there are issues that you stumble over, such as that of breaking the habit of constantly weighing yourself, do not give up. Begin each stage of change, even if you are doing so for the umpteenth time, in the state of mind in which you first approached it. You will have breakthroughs, and you will make progress. The hard part is accepting that sometimes this progress will be slow, and sometimes it will seem to be non-existent.


Reverting back to old ways of thinking


Sometimes you may find yourself becoming reabsorbed into your old anorexic ways of thinking. If this happens, look back over your diary and, if necessary, work through Steps 3 and 4 again on ‘Challenging the Way you Think’. It is hard to change the way you see things, but it is far from impossible. However, be wary of the tendency to revert out of the fear of change. You will be happier, and more in control of your life, without your AN; so resist any notion that AN is something that offers you refuge and safety.


Depression


Constant or increasing depression will hinder your attempts to change, as it will rob you of motivation and make you feel that your efforts are hopeless. If you find this to be the case, consult your GP or a counsellor, who will be able to offer advice on how to treat your depression. Don’t fall into the trap of thinking that you will work on your AN once your depression has lifted. Remember that there will never be a time that seems ‘right’ for making these difficult changes, and once you have made the commitment to change, don’t let anything stand in your way.


Changes in circumstance or lifestyle


Many people feel very stressed by change, whether it takes the form of a new job, a new member of the family, or a move of house. In such situations, we often reach out for the familiar, clinging to old routines and behaviors, and in most cases this is a harmless part of the readjustment process. However, for the person with AN, it is not harmless, and could be the beginning of your sliding back into the grip of the disease. Be kind to yourself, and aware that lifestyle changes are stressful for everyone. Keep going with your efforts; remember that being free from AN will leave you much better equipped to cope with life events, including further changes of circumstance, in the future.





A final word



The model for treatment contained in this book has proved to be a successful one, and I hope that by the time you read this, it is proving to be successful for you too. However, if it is not, this does not mean that your case is untreatable, and the very fact that you have persisted thus far proves that your case is far from hopeless. If you feel that you are back at square one, or have made a small step in the right direction but find yourself unable to move any further, now is the time to seek professional help.


Your first step may be your GP or family doctor. If you feel that your doctor is unable to help you, ask to be referred to a specialist, or contact an organization such as Overeaters Anonymous or the national Eating Disorders Association, contact details for which are given on p. 243. They will be able to offer advice and put you in touch with groups and specialists in your area.


It is very important that you do not become discouraged. Try to take each day as it comes, and count your successes, not your failures. Enlist support from friends and family, and maintain awareness of your situation, your state of mind and your physical health. And remember that many, many thousands of men and women have been in just such circumstances as yours, and have recovered and gone on to lead fulfilling and happy lives. You can do that too.





Useful books
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Helen Kennerley, Overcoming Anxiety (Robinson, 2009 and Basic Books, 2009)


Derrick Silove and Vijaya Manicavagasar, Overcoming Panic and Agoraphobia (Robinson, 2009 and Basic Books, 2009)


Manuel J. Smith, When I Say No, I Feel Guilty (Bantam Books, 1975)





Useful addresses



Eating Disorders Association (beat)


103 Prince of Wales Road


Norwich NR1 1DW


Tel: 01603 619090


Youthline: 0845 634 7650


Txt: 07786 201 820


helpline: 0845 634 1414


website: www.b-eat.co.uk


email: help@b-eat.co.uk


Overeaters Anonymous


OAGB Ltd


483 Green Lanes


London N13 4BS


Tel. 07000 784 985


website: www.oagb.org.uk


email: oagbnsb@hotmail.com


Scottish Association for Mental Health


Cumbrae House
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Glasgow G5 9JP
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website: www.samh.org.uk


email: enquire@samh.org.uk



Priory Group (specialists in the treatment of eating disorders)
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Surrey KT22 7TP
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website: www.priorygroup.com
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Body mass index charts





The chart on the next page can be used to determine your body mass index (BMI) and is applicable to both men and women, at any age. Once you have found your BMI on the first graph, there are two subsequent graphs plotting the full BMI range, one for boys and one for girls, with ‘at risk’ levels shown as shaded areas. Between the ages of 0 and 20 the graph is curved, to take into account the growth rates and growth spurts that naturally occur at different ages. It is important to remember that weight gain is usual up until the late teens, and that staying the same weight for prolonged periods during these years is equivalent to losing weight once growth has stopped. At around 20 years of age the graph will plateau, so this level should be used to determine your potential risk status from that age onwards.









Body mass index reckoner (BMIR)
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BMI chart for girls from birth to 20 years



 


Work out your BMI from the chart on page 246, and check below to see where your rating falls.


A girl should be considered for referral if her BMI falls above the 99.6th centile (significantly overweight) or below the 0.4th centile (significantly underweight). It is possible that a girl whose BMI falls in the tinted areas should also be referred.
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BMI chart for boys from birth to 20 years



 


Work out your BMI from the chart on page 246, and check below to see where your rating falls.


A boy should be considered for referral if his BMI falls above the 99.6th centile (significantly overweight) or below the 0.4th centile (significantly underweight). It is possible that a boy whose BMI falls in the tinted areas should also be referred.
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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 one’s 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 now 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 sixties, 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 can’t 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 dominated 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 people’s depressed styles of thinking. He also specified a new form of therapy. It would not be an exaggeration to say that Beck’s 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 one’s 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 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, 1997





Preface


This book is in the form of a self-help programme 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 night’s rest;


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 programme 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 programme 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 which 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
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The Stress Response


Worries, fears 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 couldn’t have been more idyllic. A peaceful summer’s 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 son’s safety. I had got 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 don’t 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 which 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 which 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 son’s safety. I had got 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 don’t 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 behaviour, I would find myself trapped under a branch or caught up in an uncontrolled skid.
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Figure 1 Stress and performance


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. 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 I’ve 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 doesn’t end there because I go home worrying about the business and about my performance. I can’t get these things out of my mind so I don’t even bother to try to be sociable any more. Sometimes I feel quite ill with it all and I haven’t slept properly in months. I can’t understand how I can push myself and not seem to get anywhere.’
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Figure 2 The stress–performance curve


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 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.


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. There’s something wrong with my heart!’ or ‘This feeling is unbearable and there’s 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 behaviour, 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 one’s 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 one’s 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 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.
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Figure 3 The stress–distress 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.
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When it Becomes a Problem


‘Once I start to worry, I don’t 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 doesn’t 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 behaviour 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 can’t breathe: I’ll suffocate!’, or the light-headedness of tension might be misunderstood as ‘I’m getting dizzy. I’ll collapse. I’m having a stroke!’ Alternatively, the reaction might simply be ‘I can’t cope!’ Reaching such alarming conclusions would worsen anyone’s distress.
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Figure 4 How 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 person’s 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 one’s driving skill would be consistent with a fear of driving; overestimating the likelihood of failing an examination and underestimating one’s 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 one’s ability to cope recedes further. Imagine that you are running late for an appointment and you can’t immediately spot your car keys on the kitchen table. If you weren’t 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 can’t afford to miss!’ (overestimating the danger) and the expectation of finding your keys diminishes: ‘I’ll never find them in time!’ (underestimating ability to cope). You become more anxious and your mind goes blank. You can’t 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: ‘I’ll 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 which 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 isn’t perfect, it isn’t 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 one’s 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: ‘I’ll 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 I’ll lose my job [catastrophizing].’ Of course, this would increase the man’s 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 one’s 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 you’s 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. A person who did not fear spiders would probably walk into a room without noticing cobwebs, dusty corners or even spiders. 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 one’s 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 aren’t 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! I’ll 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 it’s 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 won’t 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 behaviour 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 behaviour 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 short-lived 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 one’s situation can have a significant impact on stress levels, but we all know that it is not always possible to change one’s 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 individual’s 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 person’s 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 husband’s 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 person’s 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 which 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 I’m just like them! I always see and fear the worst and I’m just as concerned about contamination as mother. I have a stressful job and I don’t suppose that helps. I cope by restricting the things I do because so much worries me. This means that I don’t 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 behaviour 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 had 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 over-react 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 father’s 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 child’s 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 one’s own difficulties helps to put them into perspective. A man who has a panic attack after his daughter’s 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 which 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 which 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, one’s risk of developing worries, fears and anxieties can be modified by altering one’s social situation.


Summary


Typically, a person’s 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: Image]


Figure 5 Assessing the problem


By now, you will appreciate that it’s all too easy to develop problem fears, phobias and anxieties. So it’s 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 one’s quality of life. It is important to remember that some intense fears are very healthy – fear of putting one’s hand into fire, fear of dogs which are frothing at the mouth and so on – and that some intense fears do not impair the quality of one’s 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 it’s 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 can’t 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 don’t visit anyone without first checking whether they or their neighbours own a cat. I don’t browse in card shops – do you realize how many greeting cards have cats on them? I’m glad that I’m a man and I get sent ships and trains at birthdays! Although I’m joking a bit now, it’s no joke if I see a cat, or if I think I’ve 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. It’s 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 can’t face walking down our main street. There are so many places where people can get drunk and might vomit, that I can’t 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 won’t visit anyone who is ill and I don’t 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.


I’ve never been comfortable around sickness, but I’ve 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. I’d 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 person’s 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 I’m 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. I’m OK at parties because I just merge with the crowd – but I won’t play party games because I feel so vulnerable and scared if I’m 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 didn’t 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 didn’t 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 baby’s baptism. I couldn’t 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 wouldn’t go out for weeks. I was so miserable that I couldn’t 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 can’t 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 daughter’s school events but I dread them and I keep myself to myself once I’m 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 doctor’s 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 don’t get the awful feelings, but I’m 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 can’t do that now – even with the sherry. Just talking about it make 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 I’m 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 individual’s tendency to jump to frightening conclusions: ‘I can’t 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 I’d have to rush to get to Bobbie’s 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 couldn’t 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 day’s stress. This should have reassured me – and it did for a day or two – but then I had another and, again, I couldn’t 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 I’m always worried and I avoid places where I’ve 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, I’m even more edgy than usual – perhaps I haven’t got enough to occupy my mind, I don’t 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 isn’t easy because I am so tired that I can’t 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 can’t 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 behaviour 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 family’s health and so I’ve 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: “You’re OK.” If I don’t do this, or if I do it in the wrong sequence, I can’t get rid of the worries. The images stay in my mind and I feel so distressed that I just can’t bear it.


‘I know that this must sound really weird, and I would think it was weird if I didn’t know how easy it is to get caught up in these worries which will only go away if I wash or go through my “You’re OK” ritual. I can’t actually remember a time when I didn’t think like this, although there have been times in my life where it’s hardly been a problem, and times when it’s 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. That’s why I don’t 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 can’t do this, than I have to wash or to go through my “You’re OK” ritual as soon as I can. Sometimes I can’t 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 couldn’t 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, I’ve 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 can’t 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


‘It’s all very well for my doctor to say “Just relax and then you’ll find that you sleep better,” but she’s 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. I’m a teacher and I find it impossible to control a classroom full of children if I am feeling exhausted, and that’s how I feel every day. I do avoid coffee now but it doesn’t 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 won’t sleep properly and then I can predict that I won’t be able to cope well the next day at school. Knowing this winds me up so much that the last thing I’m able to do is relax!’


Gastric Problems


‘I get so irritated with my sister who keeps saying: “It’s all in your mind.” When I go on a car journey, I assure you that it’s all in my stomach! While I’m 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. That’s why I rarely go anywhere now. I stopped using public transport ages ago because I can’t stop to get out. I don’t 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 they’re 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. I’ve 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. I’d 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 haven’t missed anything. He’s getting fed up with this and we row a lot and this just makes me worse. Recently, my doctor has told me that he doesn’t 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 person’s 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 individual’s drive overrides the awareness of stress, as with the ambitious person who is determined to succeed at all costs; or simply because a person can’t 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 wouldn’t 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 hadn’t been left to me – I don’t 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 I’d 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 didn’t 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. She’s been so understanding about this and she has really put herself out to help. Although it’s now been six months since the crash, I still don’t feel confident that I will be able to drive again and being so restricted in my freedom to travel is affecting my work.’





Despite this 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.





5


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 haven’t 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 programme is organized in a way that helps sufferers to pace themselves realistically and as long as the techniques in that programme are very well rehearsed. Part Two of this book presents a recovery programme 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 don’t 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 overeating 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


1   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.


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


3   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.








PART TWO


Managing Worries, Fears and Anxieties
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What Can I Do?


‘I had given up thinking that things could be different. My old doctor had always given me tablets to help me deal with difficult situations. When a new doctor told me that I could manage without them, I thought that she did not realize what she was asking. She explained that, over time, I could develop ways of managing my distress for myself and then I could cut down on my pills. It didn’t happen overnight but I did manage to learn how to deal with stress by myself. That boosted my self-confidence and then it became even easier to cope. I felt so much better in myself for not having to turn to drugs and much more able to take on new challenges.’


Strategies for Coping


In Part One of this book, we established that worry, fear and anxiety are common and crucial to survival, but that they can develop into problems when cycles of distress become established. You can learn to break these cycles by developing practical ways of overcoming the unpleasant symptoms. There is a range of coping strategies which can help you to modify the bodily, psychological and the behavioral responses associated with problem worry, fear and anxiety, and these will be described in detail in the chapters that follow in Part Two of this book. In summary, you will be introduced to:


•   stress awareness training;


•   techniques for the management of bodily sensations:
controlled breathing;
applied relaxation;


•   techniques for managing the psychological symptoms:
distraction;
thought challenging;


•   techniques for dealing with problem behaviour:
graded exposure to fears;
problem-solving strategies;
assertiveness training;
time management;
sleep management;


•   techniques for coping in the long term:
blueprinting;
coping with set-backs.


By using these approaches, you can often bring your problems under control. However, you should remember that coping techniques rarely come naturally and that you need to think of them as skills which will only be learned through regular practice. The process of developing these skills is rather like learning to play a musical instrument or to master a new language: if you want to learn how to do it properly, you have to find time to practise. With practice, you will find that you develop effective coping techniques to use whenever you are under stress or anxious. You will then be able to cope with the unpleasant feelings and thoughts that you have associated with stress and this will allow you to face a range of situations which were once very difficult for you.


Some of the strategies which you will read about in Part Two of this book may seem familiar, as they could be similar to coping techniques which you have tried already. If certain techniques do seem very like ones which you have used in the past, don’t dismiss them straight away as redundant or unhelpful. Instead, read through the sections carefully and check that you have been using the technique properly. If a particular technique was not helpful to you in the past, also consider whether or not you have been practising enough for you to become proficient at putting it into action.


Some of the coping techniques laid out in Part Two will be quite new to you. Don’t be put off by novelty, as some of these might prove to be your best coping strategies. However, do recognize that the unfamiliar strategies are likely to need extra attention and practice.


When you have taken yourself through the entire programme, you will discover which techniques, or combinations of techniques, suit you best: these will form your ‘first aid kit” for coping. Each person’s ‘kit’ will be different and it is important that you tailor yours to meet your needs. Thereafter, you can relax in the knowledge that you are carrying around with you effective ways of dealing with worries, fears and anxieties so that you can simply get on with your life.


Choosing Your Strategies for Coping


You cannot choose the appropriate strategies for dealing with your difficulties until you have reviewed your own personal experience of worry, fear and anxiety. You also need to put this in the context of what is feasible for you: you can’t plan to overcome your fear of flying by taking flying lessons unless you have the finances and freedom to do so; you can’t anticipate relaxing at an expensive gym if you have three small children at home and no money; but you can make plans which involve the support of others if you have helpful family and friends, and you can make plans that impinge on your daily work if you have sympathetic employers. You will discover more about keeping diaries to identify your personal needs and resources in the next chapter.


As a general guide, look for coping strategies which ‘match’ the problems which you have. For example, if you suffer from the physical discomfort of stress, make sure that controlled breathing and relaxation (Part Two, chapters 3 and 4) are on your skills list. If, on the other hand, you are more bothered by the constant worries and nagging fears, invest extra time in learning distraction techniques (Part Two, chapter 5) and how to challenge worrying thoughts (Part Two, chapter 6). The best way to match strategies to your needs will be covered in more detail in the next chapter, after you have had an opportunity to keep some records of your difficulties.



Coping Alone or with the Help of Others?


Although this is a self-help guide to managing your worries, fears and anxieties, you can enlist the support of others if doing so will improve your stress management. Partners, family and friends can be very helpful as allies in coping, as can professionals such as counsellors and medical practitioners. It is worth spending some time reflecting on what would be most helpful to you: perhaps it would be a partner’s company when you are learning to relax, or a friend’s support as you try the exercise of facing your fears, or your doctor’s help in reducing your medication. If you plan ahead with your needs in mind, you will have a greater chance of being successful in your battle against worries, fears and anxieties.


What to Expect from the Self-Help Programme


Many sufferers from worry, fear and anxiety have already benefited from the self-help plan in this book. It is important, however, to recognize that some individuals will gain relief from using the self-help programme but might not feel that they have taken control of the problem. For example, a person with OCD might well learn to relax, and will gain physical relief from this, but might not be able to resist the impulses to check without the help of another person; someone with GAD might learn to sleep better and derive benefit from this, but she might not be able to dismiss her daytime worries without the guidance of a therapist. Although these individuals would need some extra support from a friend, a general counsellor or a specialist therapist, they could still gain much benefit from following the programme – as long as they recognized the need to seek additional help.


Nonetheless, the self-help approach is an excellent first step. Many do benefit from this programme and familiarity with the techniques described here will be fundamental to further therapy. If you find that you are one of those persons who does require more support, don’t be dismayed; simply contact a professional who can advise you where to go for help.




Summary


1   You can gain relief from problem worry, fear and anxiety by developing techniques which will enable you to become aware of stress and then to deal with the bodily sensations, the psychological symptoms and the problem behaviour. You will also need to learn strategies for coping in the long term.


2   By doing this you can learn to break the cycles that maintain your problems and you might well find that you can control your anxieties completely.


3   However, you do not have to do this alone. You can use friends and professionals for extra support. Sometimes this might even be necessary if you are to learn to take full control of your problem.
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Awareness Training and Self-Monitoring


‘For a long time, I thought that my panic came out of the blue. This made me even more frightened because I felt out of control. Then I started to keep a diary of my panicky feelings and, to my surprise, I saw a pattern. This made me feel less helpless and I started to reorganize my life to minimize the panics. For example, I got the feelings if I hadn’t eaten for hours, so I began to carry snacks in my briefcase; I felt panicky when I had to see my boss, so I attended an assertiveness training class to help me feel more confident around her. I took control again.’


Getting to Know your Worries, Fears and Anxieties


The experience of worry, fear and anxiety is different for each of us. We do not all experience the same bodily sensations, each of us has our own worrying thoughts, we each behave differently and the triggers for anxieties vary from person to person. Before you can begin to learn how to manage the problem you must really understand that problem. You can do this quite easily by keeping a record of the times when you are particularly worried, fearful or anxious and then noting your physical feelings, your thoughts and what you do in response to this distress.


Diary l is a typical record for logging stress reactions which will help you to structure your record keeping. You will see that, as well as having columns for noting the onset and the experience of stress, there are two columns (‘Rating’ and ‘Rerating’) for rating the level of your discomfort from ‘Wholly calm’ (1) to ‘The worst possible reaction’ (10), and a column for ‘What did you do?’ This is because it is useful to differentiate levels of distress in different situations, and also to note what happens to your distress levels after you have tried to cope. You need to know what coping strategies work for you (i.e. reduce your distress) and what strategies do not (i.e. increase your distress).
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If you keep a note of your stress for one or two weeks (you’ll find extra diary sheets at the end of the book) and then look back over your entries, you should find that you can answer the questions:


• What things or situations trigger my distress?


• What are my bodily feelings and my thoughts when I am distressed?


• What differing levels of distress do different situations cause?


• What do I tend to do when I am distressed?


• What helps me best to cope with my distress?


The last question is particularly important as you must distinguish between the coping strategies which help and which are good for you in the long run, and those which might make you feel better in the short term, but are not helpful over time.


To help you see how this sort of diary might be used, three examples are given in diaries 1(a)–(c). These are records made by a person with a dog phobia (1(a)); a person with social anxiety (1(b)); and someone with OCD (1(c)).


Getting to Know your Coping Skills


When you review the last columns of your diary (‘Rerating’), you will begin to see what strategies reduce your distress in the long and the short term and what responses to stress are not helpful at all. The strategies which are of no help can be dismissed straight away, leaving you to consider your ‘short-term only’ and ‘long-term’ coping methods.


‘Short-term only’ coping would include any response which gave immediate relief but which would be counterproductive if you kept on relying on it – for example, turning to tranquillizers or alcohol, avoiding difficult situations or scolding yourself. ‘Short-term’ strategies can be useful if they give you sufficient respite from distress for you then to put into action a ‘long-term’ strategy, or if the ‘short-term’ strategy is a planned last resort.
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Consider the following example: a very tense businessman gets home from work far too stressed to settle. His relaxation exercise of choice is running and, if this is not possible, getting on with physical work around the house. Generally, if he is unable to run or to busy himself, he would rely on talking through his stress with his wife; if she weren’t available, he would telephone a friend. On this occasion, he gets ready to run but finds that he is too stressed and physically tense to engage in physical activity. Unfortunately, his wife is not at home and he cannot get his friend on the phone. He then falls back on his ‘last resort’ strategy and heads for the kitchen and starts to snack. Soon, he has unwound enough to go running after all.


Clearly, comfort eating would have been an unhelpful strategy if he had simply spent the evening overeating or if he routinely turned to eating in response to stress. However, in this instance, when his preferred strategies were not available to him, a snack enabled him to go on to a more healthy alternative.


It can be useful to make a list of your ‘short-term only’ strategies for reference when you are feeling stressed (see figure 1).
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Figure 1 Coping strategies: short-term


‘Long-term’ coping strategies are those which are beneficial both in the short term and in the long term. However, their impact might not be as immediate as some of the ‘short-term only’ strategies, and therefore we often need more self-discipline to put them into action. In the example above, the businessman’s ‘long-term’ strategies were physical activity and talking through his problems. Other ‘long-term’ coping skills could include yoga exercises, planning and problem-solving, or talking to yourself in a soothing constructive way. Again, it might be helpful for you to make a list of your long-term strategies (figure 2).
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Figure 2 Coping strategies: long-term


Don’t feel that you have to abandon all your ‘short-term’ coping strategies at once: this can be too alarming a prospect to be sensible. Instead, think how you might begin to integrate more helpful coping strategies into your repertoire of techniques.


A final note about coping with stress concerns the use of stimulants. When you are trying to cope, it is especially important not to turn to substances such as alcohol and nicotine, or caffeine-containing food and drink such as chocolate, chocolate drinks, coffee, cola drinks or tea. In the short term these can provide a pleasant distraction from your problem; but as soon as the caffeine or nicotine enters your system, they will increase the unpleasant bodily symptoms and make managing your stress more difficult. Alcohol is deceptive, in that it is relaxing in the short term; however, the breakdown products (metabolites) of alcohol are stimulants, and so you can find yourself more tense than ever once the alcohol has been processed, or metabolized, by your body. Also, if you drink heavily, you can find yourself with a hangover which will impair your ability to cope. Instead, try to acquire a taste for decaffeinated or non-caffeinated drinks and foods, and try to cut back on smoking and drinking alcohol when you are stressed.


Using your Diaries


When you have kept a diary of stress for a short while, you will become familiar with the way in which your problem presents itself and how you tend to deal with it. Study your diary and try to identify the vicious cycles which keep your problems going. Are your cycles of distress driven by bodily sensations, or by worrying thoughts, or by avoidance, or by a lack of social confidence, or by a lack of planning skills? If you need a reminder about the way in which problems are maintained, look back over chapter 2 in Part One. When you have done this, you will be ready to read through the following chapters in Part Two on self-help skills and to relate the coping strategies to your problem(s).


From your diaries you should be able to see what bothers you most when you are anxious and what keeps your problems going. Is it physical discomfort? If so, focus particularly on the techniques for managing bodily sensations – especially if you find that you hyperventilate when stressed. If worrying thoughts are your main source of stress, make sure that you learn well the techniques of distraction and thought challenging. Should you find that your main difficulty is rooted in avoidance and a lack of confidence, make plans to prepare yourself for a programme of graded exposure to your fears. If you discover that your fear is one of interpersonal stress, emphasize the assertiveness training in your personal programme.


Table 1 Creating the best personal programme


[image: Image]


The coping strategies in this book are laid out so as to make it easy for you to emphasize particular areas. The summary in table 1 will help you to decide which strategies will be most useful to you. It is advisable to try all of the strategies, as you will most probably need to use them in combination, but it is also important to remember that each of us has different needs and different capacities, so aim to tailor your self-help programme to meet your needs and reflect realistic goals for you.




Summary


1   In order to manage your worries, fears and anxieties, you need to monitor them and become very familiar with their triggers and the sensations, thoughts and behaviour which they evoke. You can do this through keeping a diary.


2   You also need to identify your current coping methods so that you can turn the useful ones to your best advantage, while limiting your use of the less helpful ones. Again, you can do this through diary keeping.


3   In order to manage your problems you will have to work through the entire self-help programme.


4   You can use your records of your stress responses to identify your special needs. You should then match these with the different elements of the recovery programme so that you can see which aspects of the programme you should emphasize.
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Managing Bodily Sensations:
Controlled Breathing


‘I was in agony, my chest hurt and my limbs ached. Now I realize that stress is very physical and I learnt how to keep the physical discomfort to a minimum simply by learning how to breathe properly. I had been breathing far too quickly and making matters worse for myself by doing so. Now, I take things easy, breathe slowly and am able to be more relaxed in stressful situations. I still get some discomfort but nothing that I can’t tolerate.’


Although breathing comes naturally and we can all do it, there is a comfortable and an uncomfortable way to breathe. The uncomfortable way is rapid and shallow breathing, which uses only the upper part of the lungs and results in the inhalation of much oxygen. This is the sort of breathing that you will find yourself doing after you have just run to catch a bus or raced to get to an appointment on time. This rapid breathing is a perfectly normal response to exertion and stress and is called hyperventilation.


We all hyperventilate whenever we are tense or when we are exercising. We breathe faster at these times in order to provide our muscles with oxygen to burn during activity. In this way, our body is prepared for action to relieve the stress – running away, for example – or to sustain the exercise. Rapid breathing is not troublesome in the short term – in fact, your body will need the extra oxygen if you have just run to catch a bus; but continued fast respiration causes physical discomfort which can be quite frightening.


Habitual overbreathing causes problems because it results in too much oxygen entering the bloodstream so that the usual oxygen–carbon dioxide balance is disturbed. As the oxygen level rises the relative carbon dioxide level falls, and this imbalance causes many unpleasant physical symptoms, which could include:


tingling face, hands or limbs;


muscle tremors and cramps;


dizziness and visual problems;


difficulty in breathing;


exhaustion and feelings of fatigue;


chest and stomach pains.


Understandably, these sensations can be very alarming, and so they often trigger more anxiety and therefore more hyperventilation. This can then set up another cycle of stress and can often lead to a panic attack. Figure 3 shows how this cycle of reactions can escalate.
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Figure 3 Hyperventilation and stress


Although it is common to worry about losing control, this is very unlikely. You can easily learn to correct overbreathing and control the symptoms for yourself by simply developing the habit of correct breathing. This means learning to breathe gently and evenly, through your nose, filling your lungs completely and then exhaling slowly and fully. The breathing exercise outlined below will help you to develop the ability to control the symptoms of hyperventilation.


The Breathing Exercise


Use your lungs fully and avoid breathing from your upper chest alone. Breathing should be a smooth action, without any gulping or gasping. When you first practise, it can be easier to do this exercise lying down, so that you can better feel the difference between shallow and deep breathing. As you become more practised, you can try the exercise sitting or standing.


• Place one hand on your chest and one on your stomach.


• As you breathe in through your nose, allow your stomach to swell. This means that you are using your lungs fully. Try to keep the movement in your upper chest to a minimum and keep the movement gentle.


• Slowly and evenly, breathe out through your nose.


• Repeat this, trying to get a rhythm going. You are aiming to take eight to twelve breaths a minute: breathing in and breathing out again counts as one breath. This might be difficult to gauge at first, so practise counting five to seven seconds for a complete breathing cycle (i.e. breathing in and out).


• Do not deep breathe rapidly.




Controlled Breathing in Action: Managing a Panic Attack


‘After my very first panic attack, I was really sensitive to every bodily sensation – especially discomfort in my chest. When I had the first attack, I was sure that the ache in my chest meant that I was having a heart attack. That fear stayed with me even though my doctor had helped me to recognize that I had a healthy heart and that we all suffer aches and pains from time to time. His words reassured me in the surgery, but as soon as I had the chest pains again, I began to panic.


‘Then he tried something else. He explained how we all breathe quickly when we are frightened and this can bring on chest pains, which in my case made me more frightened, and so I breathed even faster, and so on. I wasn’t convinced at first, but after he had shown me how to breathe slowly and evenly, he asked me to start panting in the surgery. Well, it was a real lesson to me. Within seconds of beginning to pant, I started to get the chest pain and the dizziness just like when I have the “heart attacks”. Next, he began to talk me through controlled breathing, and my dizziness went away and the chest pains eased. He asked me to do the exercise again, and again I seemed to be able to switch on and switch off the symptoms.


‘After that, I was more confident and I found that, whenever I got anxious, the controlled breathing would take the edge off my fear. The doctor told me to practise slow breathing during the day so that it would become a habit. So, every time I go to the bathroom, where it’s nice and peaceful, I spend two or three minutes doing my breathing exercises. I find it really relaxing and I get to practise half a dozen times a day. As time goes on, I am getting better and better at switching off the sensations and they bother me less and less.’





Difficulties when Using Controlled Breathing


Difficulty in Breathing Naturally


At first you may feel that you are not getting enough air, but with practice you will find this slower rate of breathing is comfortable. If you continue to feel that you can’t breathe in deeply, begin the exercise by exhaling as much as you can. In this way, you will empty your lungs and the in-breath should be deep and comfortable.


Forgetting to Practise


It is important to practise the exercise whenever you can, as you are trying to develop a new habit which will only come through repeated rehearsal. To help you to practise, try putting a coloured spot somewhere eye-catching to remind you to use correct breathing each time you see it. A small dot of bright nail varnish should do the trick; or try a sticky spot from a memo board. You might find it useful to put the marker on your watch, as most of us look at our watches very regularly throughout the day.


As your skill improves, you will find it easier and easier to switch to correct breathing whenever you feel anxious. As with all anxiety management techniques, you will be most successful if you tackle your stress when it is at a low level.




Summary


1   Everyone breathes more rapidly when under stress. When hyperventilation goes on too long or happens in the absence of stress, very unpleasant physical sensations result.


2   These sensations can be controlled by breathing slowly and smoothly through the nose and filling the lungs completely.


3   In order for this to be effective the technique of controlled breathing must be very well rehearsed.
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Managing Bodily Sensations: Applied Relaxation


‘My tense and panicky feelings began to diminish as soon as I began to do my relaxation exercises regularly. At first, I hadn’t done them often enough and I did not get much benefit. Then I decided to make a real effort and it paid off. I found that I got mental relief as well as physical relaxation and this gave me hope that I could learn to manage my anxiety. Now I can feel relaxed very quickly and I can “switch off” the tension in all sorts of situations which used to bother me.’


Under stress, the muscles in our bodies tense, and muscular tension causes uncomfortable sensations such as headache, stiff neck, painful shoulders, tight chest, difficulty in breathing, trembling, churning stomach, difficulty in swallowing, blurred vision and back pain. Of course, these sensations can trigger more tension and so a vicious cycle is set up.


The most effective way of controlling bodily tension is learning how to relax in response to tension. This applied relaxation isn’t just a matter of sitting in front of the television or having a hobby (although these recreations are important too); applied relaxation means developing a skill which enables you to reduce physical tension whenever you need to. You can then relieve anxiety and the associated unpleasant bodily sensations in a variety of situations. Furthermore, when your body is free of tension, your mind tends to be relaxed, too.


The ability to relax at will is achieved by progressing through a series of structured exercises, such as the four which follow. These are designed to help you to learn to relax step by step. The first two routines are quite long and you may find that taped instructions are helpful. You can make your own tape following the relaxation script (see pp. 158–165), being sure to use slow, gentle speech.


General Guidelines for Relaxing


• Plan when you will practise, and try to keep to this time each day so that you develop a routine which you will be able to stick to.


• Practise the relaxation routine two or three times a day: the more you practise the more easily you will be able to relax.


• Make sure that you choose somewhere quiet to practise, and that no one will disturb you during your relaxation exercises.


• Do not attempt your exercise if you are hungry or have just eaten; or if the room is too hot or too chilly. This will make it difficult to relax.


• Start the exercise by lying down in a comfortable position, wearing comfortable clothes. Later, you can also practise relaxation while you are sitting or standing.


• Try to adopt a ‘passive attitude’, which means not worrying about your performance or whether you are successfully relaxing. Just ‘have a go’ and let it happen.


• Breathing is important: try to breathe through your nose, filling your lungs completely so that you feel your stomach muscles stretch. Breathe slowly and regularly. It is important that you do not take a lot of quick, deep breaths as this can make you feel dizzy or faint and even make your tension worse. If you place your hands on your stomach, you will feel movement if you are breathing properly. Try this out before you exercise to make sure that you are used to the feeling.


• Record your progress so that you can assess if the relaxation procedure is working for you. Use a record sheet like figure 4 (overleaf) to keep details of your experiences. Expect day-to-day variation in your ability to relax – we all have days when relaxation comes easily and other days when it is more difficult.
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Figure 4 Relaxation record



The Exercises


As you will not be able to relax and read the instructions at the same time, first familiarize yourself with all the exercises. You can then start to work through the routines, which get progressively shorter. When you are able to relax using the first exercise, move on to exercise two; when you have mastered this, begin exercise three. Finally, learn exercise four, which is a rapid relaxation routine. This whole process should be done gradually, over several weeks. The length of time needed will vary from person to person, so don’t worry that you are not progressing fast enough as this will diminish your ability to relax. Only move to the next exercise when you feel fully relaxed at the end of a routine: there is nothing to be gained by rushing through the programme.


Progressive Muscular Relaxation (PMR)


PMR is a well-established relaxation routine which was devised by Edmund Jacobsen in the 1930s. His aim was to develop a systematic programme which would achieve a deep level of relaxation. His solution was a series of tense–relax exercises focusing on the body’s major muscle groups. An additional advantage of this approach is that you will also learn to make the distinction between tense and relaxed muscles, so that you can better recognize when you are tense and then relax in response to this.


The basic movement which you use at every stage of the exercise is as follows:


Tense your muscles, but do not strain, and concentrate on the sensation of tension. Hold this for about five seconds and then let go of the tension for ten to fifteen seconds. Discover how your muscles feel when you relax them.


PMR requires you to do this for smuscle groups throughout the body. It is important to breathe slowly and regularly between each stage in the procedure and during the exercise. In your chosen place and position, focus in turn on parts of the body, as follows:


• Feet Pull your toes back, tense the muscles in your feet. Relax and repeat.


• Legs Straighten your legs, point your toes towards your face. Relax, let your legs go limp and repeat.


• Abdomen Tense your stomach muscles by pulling them in and up – as if preparing to receive a punch. Relax and repeat.


• Back Arch your back. Relax and repeat.


• Shoulders/neck Shrug your shoulders as hard as you can, bringing them up and in. Press your head back. Relax and repeat.


• Arms Stretch out your arms and hands. Relax, let your arms hang limp and repeat.


• Face Tense your forehead and jaw. Lower your eyebrows and bite hard. Relax and repeat.


• Whole body Tense your entire body: feet, legs, abdomen, back, shoulders and neck, arms and face. Hold the tension for a few seconds. Relax and repeat.


If you still feel tense when you reach the end of the routine, go through it again. If only parts of your body feel tense, repeat the exercise in those areas. When you have finished the exercise and feel relaxed, spend a few moments relaxing your mind. Think about something restful: whatever scene or image works best for you. Breathe slowly through your nose, filling your lungs completely. Continue for a minute or two, then open your eyes. Do not stand up straight away; when you are ready, move slowly and stretch gently.


PMR should be practised about twice a day until you always feel fully relaxed at the end of the exercise. Then you can move on to shortened PMR. Remember, it takes time to learn how to relax. Give yourself a chance and do not expect to succeed too soon. Some people find it easier to follow this exercise if they have taped instructions to guide them. As mentioned earlier you can make your own audio-tape by reading the relaxation script. Be sure to speak slowly and gently.




PMR in Action: Managing Sleep Problems


‘After my operation, I was quite ill and it took me some time to get back to being my old self. However, I never did get rid of the general aches and pains which I developed during my recuperation. My worry was that I had not completely recovered and that I was going to relapse and become ill again. My doctor was very helpful and she organized a range of tests so that she could rule out illness. All the tests were negative and I must say that I was relieved when she showed them to me.
Unfortunately, the aches did not go away and they were particularly troublesome at night.


‘I’ve never been a “good” sleeper and it usually takes me a while to drift off, but I became a terrible sleeper after my illness and one of the thoughts that used to keep me awake was: “I’ll never be able to get to sleep while I’m this uncomfortable” and pretty soon I would also begin thinking: “Perhaps I am getting ill again!” These thoughts and the physical discomfort would keep me awake for hours. Needless to say, the next day I would feel tired and the aches and pains would seem worse.


‘My doctor explained that the aches and worries were probably feeding on each other and contributing to my sleeplessness. She went on to say that I could break out of this vicious cycle if I learnt to relax when I was trying to go to sleep. She described a relaxation exercise which involved systematically untensing all the muscle groups in my body and she gave me a tape of instructions to follow at home. I then practised relaxing with the tape once or twice daily. This was no hardship because it gave me relief from my aches and pains during the day.


‘I soon knew the exercise well enough to be able to use it when I went to bed. Instead of dwelling on the discomfort in my body, I focused on relaxing my body and I rarely stayed awake long enough to complete the exercise! I would then wake up better able to cope with the strains of the next day, and if I did get very achey, I would simply do the relaxation exercise in a chair. It’s made a real difference to me.’





Shortened PMR


You can begin to shorten the routine of relaxing by missing out the ‘tense’ stage. Simply go through the sequence of systematically relaxing the different muscle groups. When you can do this effectively, you can adapt the routine to use at other times and in other places. For example, you might try the exercise sitting, rather than lying down; or you might move from a quiet bedroom to the living area which is not so peaceful. In this way, you will be learning to relax in a range of environments, which is what you need for real-life coping.


Simple Relaxation Routine


This is an even shorter exercise which you can practise as you become more experienced at achieving the relaxed state. It was developed in the 1970s by a cardiologist named Herbert Benson who wanted to help cardiac patients reduce the stress which worsened their physical condition. However, it has become established as a universally helpful relaxation technique. For the exercise, you will need to find a restful mental device to use during the routine. You might use a sound or word which you find relaxing, such as the word ‘calm’ or the sound of the sea; or a particular object which is restful, perhaps a picture or an ornament which you like; or a scene which you find calming, such as a quiet country spot or a deserted beach.


When you have worked out what is most effective for you:


• Sit in a comfortable position with your eyes closed. Imagine your body growing heavier and more relaxed.


• Breathe through your nose and become aware of your breathing as you inhale. As you breathe out, think about your mental image, while breathing easily and naturally.


• Don’t worry whether or not you are good at the exercise; simply let go of your tensions and relax at your own pace. Distracting thoughts will probably come into your mind. Don’t worry about this and don’t dwell on them; simply return to thinking of your mental image or your breathing pattern.


• You can keep this going for as long as it takes you to feel relaxed. This might be two minutes or twenty minutes: the criterion for finishing the exercise is your feeling of relaxation. When you do finish, sit quietly with your eyes closed for a few moments, and then sit with your eyes open. Don’t stand up or begin moving around too quickly.


As this is a brief exercise, you can practise it more frequently than the earlier ones. You could practise for a few minutes every hour; or at coffee, lunch and tea breaks; or between appointments; or at every service station if you are driving on a long journey and feeling stressed. The options are endless and the most useful thing you can do is to discover what fits in best with your lifestyle.




Simple Relaxation in Action: Managing Health Worries


‘My family has always said that my problem is that I never unwind and that’s why I feel so tense and physically unwell all the time. The truth was that I didn’t know how to unwind. I’d tried sitting with a book or watching TV, but my mind always wandered back to some worry or other and I’d soon become tense and uncomfortable again. Then I learnt a simple relaxation routine which gave me something constructive to focus on as well as easing the aches and pains which used to concern me so much.


‘I had to find a few minutes each day, at regular intervals, to sit and concentrate on breathing calmly and then imagining a soothing scene. My first choice didn’t work too well – it was a tropical beach and I thought of myself lying in the sun, listening to the sea. I’m such an active person that this quickly began to irritate me! My next choice did work. I remembered a formal garden that we had visited earlier in the year and which I’d loved. So, in my mind, I went for a stroll around this garden, noticing all the different trees, shrubs and flowers and imagining the scent of the roses and the feel of the sun on my shoulders. I managed to find a postcard of the garden which helped make my mental picture more vivid.


‘I did this exercise three or four times a day – whenever I got to the end of one chore and before I began the next. It was wonderful. No physical pains to worry me and I found that I had more energy if I relaxed during the day. Every now and then I get a twinge or an ache and I am alarmed, but I use this as my cue to relax and, so far, the discomfort has always gone away.’





Cued Relaxation


When you are able to relax using these three exercises, you can begin to use your relaxation skills throughout the day and not just at your designated ‘relaxation time’. In this way, you will progress towards being able to relax at will. All you need for cued relaxation is something which will catch your eye regularly and remind you to:


•   drop your shoulders;


•   untense the muscles in your body;


•   check your breathing;


•   relax.


As a cue, or reminder, you could use a small, coloured spot on your watch or something else which you look at regularly during the day. Every time you see the cue, you will be reminded to relax and so you will be practising your relaxation skills several times a day. There are all sorts of cues which you might use; work out what catches your eye frequently and use this as a reminder.



Applied Relaxation


The final stage of relaxation training is its application whenever you need to use it. With time and regular practice, relaxation will become a way of life and you will be able to relax at will. Of course, you are bound to continue to experience some tension from time to time – this is normal – but you will now have a better awareness of it and the skills to bring it under control.


A useful analogy for relaxation training is learning to play the piano. You would start with the laborious, but necessary, scales (PMR) and graduate to arpeggios (shortened PMR). With this as a foundation, you would be able to play simple tunes (simple relaxation) and gradually more sophisticated music (cued relaxation). Only after a lot of practice would you be able to sit at a piano and play spontaneously (applied relaxation). You would fail at spontaneous piano playing if you had not worked through the earlier stages, and you can fail to relax if you have not done the groundwork.




Applied Relaxation in Action: Managing GAD


‘It was helpful for the psychologist to give me a label for my problem – GAD – but I was still plagued with the worrying and the tension. She explained that it would take time to get the GAD under control and that she would first teach me how to relax my body and mind. I remember thinking that I had tried everything to relax and that she wasn’t going to teach me anything new. I told her that I’d hired romantic videos, I’d gone out to dinner with friends, I’d even joined an exercise class. Then she explained that she was going to teach me a further way to relax so that I could add this to my list of relaxing activities.


‘Her method was different from my other relaxing activities because I did the exercise alone and focused on myself and the way I felt. It was quite difficult to get into at first, especially as the early exercises took fifteen to twenty minutes and they were a bit boring. As the exercises got shorter, I began to enjoy them more and I was more motivated to practise. However, I didn’t think that it was going to take so long – I spent weeks learning to relax!


‘Eventually, I reached the stage of being able to identify when I was tense and then I was able to drop my shoulders, regulate my breathing and empty my mind of worries. This is no mean feat, believe me. It was hard work and I nearly gave up several times, but now I’m glad I persevered because it has changed the way I feel. I am no longer dogged by that sense of doom and gloom because I can shake it off by relaxing whenever and wherever I need to.’





Difficulties in Relaxing


Relaxation training is not without problems. Some of the most common are the following.


Peculiar Feelings when Doing the Exercises


It is usual to feel strange if you are doing something physical which you are not used to. Don’t worry about this, as your tension will rise if you do. Try to accept that it will take a few practice sessions before you begin to feel comfortable with the exercises and you will find that the unusual sensations will soon disappear. Also, make sure that you are not hyperventilating during the exercise, or standing up and moving around too soon, or practising when you are too hungry or full, as this can cause unpleasant feelings when you try to relax.


Cramp


This can be painful but never dangerous. Avoid tensing your muscles too vigorously and use a warm room for your practice. Ease the pain by rubbing the affected muscle; then you can resume your exercise – gently.



Falling Asleep


Sometimes this is what you will hope for, but if sleep isn’t the object of your exercise, you can try not lying down as this tends to encourage sleeping. You could also hold something (unbreakable) so that you would drop it and wake if you dozed off.


Intruding and Worrying Thoughts


These are quite normal and not a serious obstacle to your practice. The best way of making sure that the thoughts go away is by not dwelling on them. Try to accept that they will drift into your mind from time to time and then simply refocus on your relaxation exercise. If you try not to think of the intrusive thoughts, they will not go away.


Not Feeling Relaxed


This can be a problem when you first begin relaxation training. When you are new to the exercise, you may not feel much benefit, because the benefits come with practice. The most important thing is not to try too hard as this will create tension. Just let the sensations of relaxation happen when they happen. It is also worth asking yourself whether you have made your environment conducive to relaxation.




Summary


1   Stress causes muscular tension, which gives rise to a range of unpleasant physical sensations.


2   These unpleasant feelings can be controlled by learning and practising a series of relaxation exercises: this takes time.


3   Eventually one can respond to physical tension by using relaxation to offset the physical discomfort.


4   Physical relaxation has the benefit of promoting mental tranquillity.
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Managing Psychological Symptoms: Distraction


‘What I liked about distraction was its simplicity. Instead of dwelling on my worries and feeling worse and worse, I learnt to switch off from them. With practice, I became more efficient and I found that I could do this in almost any situation. Furthermore, I discovered that nothing terrible happened if I didn’t worry and that I’d been wasting such a lot of time, in the past, fretting about things.’


In this chapter and the next we will focus on strategies for keeping psychological aspects of worry, fear and anxiety under control. This means addressing the worrying thoughts and images which are associated with distress. Sometimes these are easily identified; sometimes you might simply be aware of feeling fear or anxiety and it will have seemed to come out of the blue.


What Triggers Psychological Symptoms?


Sometimes it is difficult to articulate what is going through your mind because the link is so well established that the reaction seems to happen automatically. This can apply to pleasant or to stressful reactions. A pleasant automatic response might occur as you walked by a bonfire or smelt old paint and felt contented without realizing why. If you thought about it you might discover that this was because the smells reminded you of happy childhood experiences of firework displays or helping your grandpa in the shed. Even when the automatic response is a stress reaction, it is often no bad thing: when a car comes round the corner too quickly, you jump out of the way; if a child looks as though he is about to stumble into a fire, you grab him. There is a chain of reasoning behind such actions; but it becomes so well established that it is almost as if we short-circuit the conscious thinking process and thus save precious time in dangerous situations.


This ‘short-circuiting’ can underpin problem anxiety, too. Imagine a woman who is happily walking round a church filled with flowers. She suddenly has a surge of anxiety and feels compelled to flee from the church, which spoils her enjoyment. Later, she realizes that her feelings of distress were triggered because she smelled chrysanthemums, which took her back to childhood when she was terrified of her piano teacher who always had a pot of them on the piano. On this occasion she ‘short-circuited’ the reasoning process and suffered inappropriate feelings of distress.


As we have already noted, cycles of worrying thoughts and increasing anxiety can develop which will keep tensions high. For example, at a party, symptoms of anxiety such as blushing or not being able to speak easily would cause more worry and increase stress and social worries. A cycle of social anxiety could develop. If the situation were one where someone had a slight chest pain and thought: ‘This could be a heart attack!’, stress levels would rise and the person would experience symptoms such as increased muscular tension, which would worsen the pain, and so the thoughts might become even more alarming: “This is a heart attack!’ The anxiety would get worse and a cycle of increasing tension would develop.


Whether or not you can put your finger on the mental component, alarming thoughts or images keep anxiety going and the symptoms of anxiety maintain the alarming thoughts. There are, however, two ways of breaking the cycles of worrying thoughts: distraction, which refocuses attention away from the cycle, and challenging, which helps rationalize exaggerated worries. Distraction is dealt with here; challenging is covered in the next chapter.



Distraction


It is possible to concentrate on only one thing at once, so when you turn your attention to something which is neutral or pleasant, you can distract yourself from worrying thoughts and images. By using specific techniques of distraction, you can break the cycle of worrying thoughts and prevent your anxiety increasing.


There are three basic distraction techniques which you can tailor to suit your needs. These are: physical exercise; refocusing; and mental exercise. The key to successful distraction lies in finding something which needs a great deal of attention, is very specific, and holds some interest for you. If a distraction task is too simple, too vague or too boring, it tends not to be effective.


Physical Exercise


This simply means keeping active when you are stressed. If you are physically occupied, you are less likely to be able to dwell on worrying thoughts. You could try taking exercise such as walking, jogging, playing squash and so on. These sorts of activities are particularly beneficial as they help use up the adrenaline which can otherwise make you feel tense. If, at a party, you began to feel self-conscious, you might offer to take drinks around to people to keep yourself and your mind busy. If your physical task requires mental effort, so much the better, because the distraction effect will be more powerful.


In different situations you will need different activities. You might play squash in the evening in order to work off the day’s stress; take a brief walk up and down the corridor when you are very tense at the office; reorganize your desk when you are not able to leave the office but are alone; unwind and rewind paper clips to take the edge off your anxiety in meetings. Other distractions that you might try are taking the dog for a walk, reorganizing your garage or a room in the house if you are unable to go out, tidying your handbag, updating your diary if you are physically restricted in what you can do – in a doctor’s waiting room, for example.



Refocusing


This means distracting yourself by paying great attention to things around you. If you were in a crowded street you could try counting the number of men and women you could see with blonde hair, or look for certain objects in a shop window; in a café, you could listen to others’ conversations or study the details of someone’s dress or of a picture. You don’t have to be sophisticated, you just need to find a range of objects which absorb your attention. For example, if a woman were anxious about using the supermarket, she could read car number plates as her friend drove her to the store, attend closely to her shopping list while moving round the supermarket and, at the checkout, read the details on food packages, count the number of items in her own or another person’s basket or browse through a magazine.


Mental Exercise


This requires you to be more creative and to use more mental effort by generating a distracting phrase, picture or mental exercise for yourself. You might try reciting some poetry, recalling a favourite holiday trip, practising mental arithmetic or studying someone nearby and trying to guess what they do, what interests they might have, where they are going and so on. You could try dwelling on an imaginary scene to take your mind away from worrying thoughts; by making your scene come alive with colour and sounds and texture, you can distract yourself even better. Examples of this would be imagining your dream home and then walking through every room, studying detail; ‘listening’ to a well-loved tune; cycling over a familiar and much-loved track, paying attention to the scenery; recalling all the stages involved in making a complex flower display; or redesigning your home. The more detailed the mental tasks, the more distracting they are.


General Rules for Distraction


• Before you use a distraction technique you must select one which is suited to you and the situation in which you need to be distracted. There is no point in dwelling on a picture of a sun-soaked beach if you hate the sea and you sunburn easily, or if your real love is skiing. Similarly, relying on physical activity to distract you will not be helpful if your anxiety attacks happen during interviews. Work out your preferences and needs and then tailor distraction to suit you. Try to make use of your own interests: if you are a keen gardener, you might use pruning and weeding as your physical activity; looking through the bus window at gardens and identifying plants as a refocusing exercise; and holding an image of a beautiful formal garden as a mental task.


• When you have established what you need, be inventive in developing your own selection of distraction techniques, but always be specific in your choice of task and choose exercises which demand much attention.


• When you have a repertoire of distraction techniques for different occasions, practise them whenever you have the chance. In this way, when you are stressed, you can switch your thoughts to your distraction quite easily.


Now consider when and where you could use distraction techniques by recalling the situations which you find difficult and then planning which of your techniques you might use. An example is shown in figure 5(a). Try compiling a list for yourself using the blank figure 5(b), or on a separate piece of paper.


[image: Image]


Figure 5 (a)   Sample of distraction technique


[image: Image]


(b) List of distraction techniques for anxiety-provoking situations


Give your distraction techniques a try. Use them when you are feeling anxious and see what happens. If the technique isn’t very effective, think why this might be and try to do something about it.




Distraction in Action: Managing Claustrophobia


‘I just can’t bear enclosed spaces – I’m all right in the street where I can breathe and I can manage at home because I feel relaxed there. But theatres, churches, lifts, crowded shops: no! I had accepted that I wouldn’t be able to get about as much as most people, but it wasn’t too much of a burden: we hired videos, I went shopping in the week when things are quite quiet and I never felt inclined to go to church, anyhow. However, things changed. It seemed that my children and my nieces and nephews were all getting married and having babies and then having them baptized. Suddenly, I was expected to go to church and go into hospitals. I was so torn. I wanted to see my children married and my grandchildren baptized but I was also terrified and I wanted to stay away.


‘Fortunately, I discovered a way of getting through the ceremonies – although I always sat near the back of the church so that I could escape, if necessary. I taught myself ways of distracting my mind from my panicky thoughts. There were three things which helped me. First, I always carried a really good book so that I could get lost in that if we had to sit around for any length of time. I know that it might seem rude to sit in a pew reading until the bride arrives, but it was often that or not going to the wedding. Second, I took my worry beads with me everywhere I went so that I could fiddle with them to take my mind off my worries – these were more acceptable in church but alarmed a few visitors at the hospital! Finally, I taught myself a sort of meditation: I would be able to stand or sit, just like everyone else, but I imagined that I was somewhere else, somewhere safe. In my imagination I was back on the farm where I grew up and I could imagine walking through our fields with my father.


‘These strategies have enabled me to be present at some of the most important occasions of my life and, little by little, I feel more confident about attending the next one.’






Difficulties in Using Distraction


If your strategy does not work well, this could be because:


• You are not practised enough. You need to practise more, especially when you are not anxious.


• The technique was not suited to the situation. Think what other strategies you have in your repertoire and give them a try.


• You were already too stressed to manage your anxiety effectively. Try to catch your anxiety earlier next time – any coping technique will work better if you are less stressed.


A final note: Many people find distraction invaluable in dealing with worries, fears and anxieties, and it can give you an opportunity to think and plan more productively. However, it does not suit everyone and it can even be counterproductive if it is used as a means of avoiding difficult situations. For example, if you were anxious about speaking with guests at social gatherings and you always distracted yourself by handing round the drinks, then you would never face your real fear and it would not go away. If this applies to you, you need to try a different means of thought management, namely ‘challenging’; this is described in the next chapter.




Summary


1   Worrying thoughts and images can trigger a cycle of increasing anxiety.


2   It is possible to distract yourself from the worries, and so break this cycle, by using the techniques of physical exercise; refocusing; and mental exercise.


3   These techniques have to be personalized and practised to be effective.
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Managing Psychological Symptoms: Challenging Worrying Thoughts and Images


‘I had always known just what thoughts set off my worrying and feeling miserable, but it had never occurred to me to ask myself if these thoughts were reasonable. When I started to do so, I found that I could challenge most of my worrying thoughts and that took the sting out of them. Sometimes, I enlisted my partner’s help in questioning a negative thought and between us we’ve managed to make life a lot more bearable for both of us.’


The technique of challenging requires you to recognize a worrying thought and ask yourself. ‘Is this a realistic worry?’ If it isn’t a realistic concern, you need to replace it with a constructive statement. You already know that anxiety causes us to think differently and that we can get caught up in a cycle of worry and increasing anxiety. Challenging is another way of interrupting the cycle of increasing tension by decreasing the impact of the worrying thoughts.


It is not always easy to recognize unrealistic worries and to rationalize them, but the procedure described in this chapter should help you to develop the skill of checking out your automatic thoughts and images. First, however, you must be able to identify anxious thoughts. Your best cue is feeling anxious. When you are aware of your tension rising, ask yourself: ‘What is going through my mind?’ Your worries may be in the form of sentences, such as ‘I am going to make a fool of myself’ or ‘I think that I am having a heart attack’, or in the form of a picture, such as a scene where you are losing control or an image of something terrible happening. It is not always easy to recognize worrying thoughts and images, but with practice you will become better able to identify what is going through your mind.


[image: Image]


A very helpful and structured procedure for challenging stressful thoughts and images was developed by an American psychiatrist, Dr Aaron T. Beck, in the 1970s and 1980s. The strategy which he suggests involves three steps: identifying what is going through your mind; questioning this; and finding a rational alternative.


Identification of Worrying Thoughts and Images


When you are feeling calm, it is not always easy to recall the thoughts or images which triggered your anxiety. Keeping a record of what goes through your mind near the time of the anxious episode can be the best way of discovering the words, images or phrases which cause your tension. Use the thought diary (diary 2, page 91 and at end of book) as a daily record, writing down whatever is in your mind when you are anxious.


With practice, this task will become easier; but if you do continue to find this exercise difficult, remember that timing is important: if you do not ‘catch’ a thought as it occurs, you can lose it. Also, try not to shy away from examining what you feel and think. Although in the short term you may feel upset by looking closely at your thoughts, in doing so you will eventually be able to take control of your worries and anxiety.


Questioning Anxious Thoughts


When you have recorded your stressful thoughts, you will need to look for the common thinking biases which, you will remember, fall into the general categories of:


• catastrophizing: anticipating total disaster if something minor goes wrong;


• black-and-white thinking: viewing things in ‘all or nothing’ terms and overlooking degree and compromise;


• exaggerating: magnifying negative or weak aspects, forgetting the positive aspects and the signs of your strengths;


• overgeneralizing: concluding everything to be awful always because of one bad experience;


• ignoring the positive: overlooking personal strengths and good experiences and dwelling on the negative aspects of yourself and your life;


• scanning: searching for the thing you fear.


At this stage you are trying to evaluate whether or not your thoughts are rational. At the time of feeling anxious or worried, you might not be able to spot irrational thinking patterns or predictions; if that is the case, look at your record later, when you are feeling calm and more able to view the situation clearly. If you still have difficulty in gaining a rational perspective, ask a friend to look through your diary entries and to comment on the accuracy of your perceptions and predictions.


Finding Alternative Ways of Thinking


When you are familiar with the mental component of your anxiety and the particular thinking biases to which you are prone, you can begin to find constructive alternatives to anxiety-promoting thinking. Rational thinking will make you feel less anxious and better able to cope with difficulties.


There are five questions you should ask yourself in order to generate a more confident way of thinking:


• Are there reasons for my having this worrying thought? This will help you to understand why you have the worry and make it less likely that you feel silly or embarrassed about it.


• Are there reasons against my holding this thought? Now you are beginning to look for evidence to undermine and weaken your worry. You might use a friend or a partner to help you find statements to challenge your worry.


• What is the worst thing that could happen? Be brave and consider the worst outcome of the situation which bothers you.


• How could I cope with this? Now work out a plan for coping in the worst situation. If you can cope with the worst thing that could happen, you can feel confident that you can manage your anxiety. Reflect on your own assets and skills and on your successful coping experiences in the past. Think about how you might change the problem situation or change how you feel about it. Also consider how others can help: what advice and support are available from family, friends or professionals? Again, you might find it helpful to get someone else’s views on this.


• What is a more constructive way of viewing the situation? Look back over the notes you have made and try to form a new, rational statement in response to your initial worry.


Challenging is a demanding technique, and when you first start to do this exercise you might find that it takes you some time and that you need to keep notes. A few examples might help you to see how this strategy can be used.




Challenging in Action, 1: Anxieties about a Friend


‘Sara is late for our meeting. She might have had a car crash and have been injured.’


1   Are there reasons for my having this worrying thought? Yes, there are: I read about people being killed in road accidents and she is travelling on a main road where she could have an accident. So I am not being completely ridiculous.


2   Are there reasons against my holding this thought? Yes, there are: plenty of people use that road day in and day out and never have an accident. The weather conditions today are very good for driving and so an accident is even less likely than usual. Even if Sara were in an accident, she need not be badly hurt – quite a few of my friends have had accidents and experienced very minor injuries, if any. There are road works on the road she uses – they could account for her being late.


3   What is the worst thing that could happen? The worst thing is that she’s had an accident and is injured.


4   How would I cope with this? This would be a difficult situation for me, but I could get my husband to support me. We could contact the accident services at the hospital to find out how badly she’d been hurt. I would want to visit and could take my husband with me. I would tell myself that she will be well looked after in the hospital.


5   What is a more constructive way of viewing the situation? It is unlikely that Sara has had an accident and she’s probably late because of road works. If she has had an accident, then she is not necessarily badly injured; and if she were, I could reassure myself that the hospital staff are the best people to deal with this and use my husband to support me if I am distressed.







Challenging in Action, 2: Dealing with Physical Symptoms


‘I feel dizzy and light-headed. I am beginning to sweat and feel sick. I am sure that I am going to pass out in this shop and make a fool of myself.’


1   Are there reasons for my having this worrying thought? Yes, there are: my friend works in a shop and says that customers frequently feel faint and sometimes pass out in public. I once fainted in church, so I know that it is possible.


2   Are there reasons against my holding this thought? Yes, there are: I have often felt like this when I have been anxious. I now know that symptoms of anxiety are like the sensations that I am experiencing now – and I know that worrying and overbreathing will make them worse.


3   What is the worst thing that could happen? The worst thing is that I would faint here in the shop and I would look foolish.


4   How would I cope with this? I could get myself to reception and find a chair and someone to help me if I needed help. Meanwhile, I can try to cope with the unpleasant feelings by practising my controlled breathing and brief relaxation exercises. If I did actually faint, someone would come to my rescue : my friend says that shop staff are always ready to deal with this kind of emergency.


5   What is a more constructive way of viewing the situation? It is very hot in here and that could have triggered these unpleasant feelings; my anxiety is probably making them worse and I know that I can control things by finding a quiet spot and using my anxiety management skills. Even if I fainted, I would recover and feel all right because I felt fine when I came round after I passed out in church. However, I was ill at that time and that is why I fainted – I am not ill now. My friend says that people do feel faint in large shops, so a staff member won’t be surprised if I ask for help. I never think that someone is foolish if they feel unwell, so people are unlikely to think that I am.







Challenging in Action, 3: Fear of Spiders


‘It’s a cobweb. That means a spider – I have to get out of the room.’


1   Are there reasons for my having this worrying thought? Yes! Cobwebs and spiders go together and I know that I can go to pieces if I see a spider.


2   Are there reasons against my holding this thought? Sometimes I have mistaken cracks and pieces of hair for cobwebs and I have recently had experiences of being able to cope with small spiders.


3   What is the worst thing that could happen? It could be a spider and I could become terrified and feel sick.


4   How would I cope with this? In the recent past, I have used controlled breathing and distraction which has helped me to calm down. I could also call Carl for support and, if the worst came to the worst, I could always run away.


5   What is a more constructive way of viewing the situation? This might or might not be a cobweb and that might or might not mean that there’s a spider here. Even if there is a spider, it could be small enough for me to tolerate or I might be able to use some coping strategies to deal with the situation. Carl is only in the next room if I need him and even if he couldn’t come to support me, I could simply leave this room – although that would be my last resort.’





Difficulties in Challenging


‘Can it be as simple as that?’


These examples might make thought challenging seem simple. It’s not simple: if it were, you would be doing it all the time and would not need to read this book. Like all other skills it comes with practice, and practice should begin when you are not feeling anxious so that you can be as objective as possible. Remember that it is difficult to challenge worrying thoughts when you are distressed, so don’t be surprised if you have to start by keeping a thought diary (see diary 2 in the previous chapter) and challenging your worries after your anxiety has subsided. As you become more skilled, you will be able to work through the five questions quickly and challenging your worrying thoughts will become more automatic. Eventually you will be able to challenge your thoughts in the anxiety-provoking situation itself.


‘I can’t hold on to my worrying thoughts’


Do write down your thoughts, because thought management is more effective if you clearly spell out your worries. Anxious thoughts often come in the form of questions: ‘What is going to happen, will I pass out?’ or ‘Are they thinking that I look foolish?’ It is difficult to argue with a question, so turn it into a statement: ‘I am worried that I will pass out,’ or ‘I am worried that they think that I look foolish.’ It is very likely that the same thought or the same types of thought will crop up again and again. The more often a worry occurs, the more opportunity you have to devise a way of challenging it.


‘I can’t hold on to the challenging statement’


Do write down your challenging statements in full, as they will have more impact if you spell them out and you will better develop the skill of thought challenging if you get into the habit of examining your worries thoroughly.


‘It’s taking too long to take effect’


Eventually, the rational response to worrying thought can become as automatic as the anxiety response is now. However, you should expect to have ‘good’ days and ‘bad’ days: we all do. There are going to be times when you are not feeling well, or feeling tired or just too distressed to put challenging into action in the stressful situation. Do not worry about this too! Try to use distraction as a way of coping with the anxiety and, when you are feeling calmer, think about the rational response to your worries and also try to understand why challenging was difficult for you on this occasion.




Summary


1   Everyone has worrying thoughts and they only become a problem when they are not easily dismissed.


2   Worrying can develop into a cycle of increasing anxiety if irrational beliefs are not challenged.


3   With practice, you can challenge your worries. You can do this by asking yourself how real is your fear and then generating a rational statement in response to it.
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Managing Avoidance: Graded Practice


‘My father always used to say that if you fell off a horse you should get on again as quickly as possible. He was right and that’s what I’ve learnt to do. I’ve learnt to face my fear by taking it one step at a time and building up my confidence in the process. Sometimes this is a slow process, and sometimes it requires a lot of planning, but I always get there in the end.’


As we saw in Part One of this book, there are many different fears or phobias: fears of heights, public speaking, arguments, travelling, animals, busy places . . . the list is endless. Avoidance or procrastination, more than any other behaviour, will maintain worry, fear or anxiety, and this section is devoted to strategies for helping you to give up avoidance. Facing what you fear is the most important aspect of overcoming it.


Where possible, it is best to face the fear at your own pace, not taking on too much too soon. The technique of graded practice is designed to help you to do just that. Sometimes, however, you might have to respond to a challenge within a limited time; on these occasions the strategy of problem-solving (chapter 8) will help you to generate solutions. Procrastination can heighten anxiety and the section on assertiveness (chapter 9) will help you to face difficult interpersonal situations, while time management (chapter 10) will help you to deal with tasks which you might otherwise put off.


Before you start to develop the techniques to help you face your fear, it is advisable to have learnt how to deal with the unpleasant bodily sensations of anxiety and your worrying thoughts. These are the areas we have tackled in chapters 3–6. This will build up your confidence about coping in difficult situations.


Facing Fear through Graded Practice


First you must understand your fear: you need to know exactly what frightens you. For example, you might say that you are afraid of spiders, but this could mean quite different things to two persons. One might be able to tolerate a medium-sized spider at the other side of the room, and only become frightened if that spider moved nearer, while the other would become panicky just looking at a picture of a small spider. In this instance, you need to ask yourself.


•   What size of spider makes me feel anxious?


•   How near can I tolerate the spider?


•   Does it make a difference where I am, or what time of day it happens to be?


•   Does it make a difference if I am with someone?


When you have answered these questions, you will be able to describe your fear in more detail. You might discover that your anxiety is only triggered by large spiders, and that you can tolerate medium-sized or small ones; that you cannot bear a large spider in the same room as yourself, but you are reasonably comfortable if you know one is in another room; that you are more afraid of spiders at night, when you can’t see them; and that you feel much less anxious when you have someone with you.


Another example could be a fear of shopping. This is a rather vague description and so, if you have this type of fear, you need to ask yourself questions such as:


•   Which shops make me particularly anxious?


•   What time of the day is worse or better for me?


•   What makes it easier or harder for me to cope?


You might then redescribe your problem as being ‘a fear of large supermarkets (but not small shops) which is worse during the busy times of the day’. You might also add that you find it easier to shop if you have a friend with you, and if you have planned your shopping trip thoroughly beforehand.


A further example might be a fear of public speaking. Again, this is a very general description, so you would need to ask yourself.


•   What settings make me particularly anxious?


•   What sort of audience or subject matter disturbs me most?


•   What makes it easier or harder for me to cope?


You might discover that your problem is ‘a fear of speaking in front of an audience of a dozen or so in a semi-formal setting’. You might find that you are not fearful of small, informal discussions or of large, very formal lectures when you read from a script. You might also realize that it is more difficult for you if you are already stressed – when you are abroad, for example, or very tired. You might find it easier if you have a colleague sharing the responsibility and if you have planned your presentation thoroughly beforehand.


By asking yourself these sorts of questions for each of your fears, you will be able to describe your problem in sufficient detail for you then to devise a plan of graded exposure to the difficult situation. This means facing the fear one step at a time by changing one aspect of your feared situation at a time. You may have more than one specific fear; if so, do this exercise for each of your fears. The first step is to describe your fear accurately: figure 6 provides a space for you to write it down.


[image: Image]


Figure 6 Accurately describing your fear


Although the notion of facing your fear might seem alarming, you can learn to do it gradually, so that you never need feel very afraid. Graded practice helps you to overcome your fear by providing you with the opportunity to learn that certain situations or objects are not really dangerous, thereby building up your confidence. Practising in the situation which makes you feel uncomfortable or frightened actually reduces anxiety in the longer term – as long as the practice tasks are organized to lead you up to success. Attempt something relatively easy at first, and then gradually move on to more challenging situations at your own pace. In this way, you will build on success and increase your confidence.


There are three stages in graded practice:


•   setting targets;


•   grading tasks;


•   practising.




Most difficult


1   Shopping in the hypermarket, alone, on Friday evening, when it is most busy.


2   Taking the bus from home into town (four miles), alone, in the morning when the bus is crowded.


3   Using the elevator at work (from the bottom floor to level seven) when there is nobody around.


 


Least difficult


4   Sitting in the centre of the row at a movie or in a theatre, with my partner.





Figure 7 Making a list of targets



Setting Targets


Take your description of objects or situations which you avoid or which make you very anxious. Remember to be very specific in describing your fears. If you have several, compile a list, arranging your fears in order of difficulty. These are your targets.


You might end up with a target list something like that shown in figure 7.


Only list targets which you want to achieve, as these will be the ones which you are most motivated to tackle. You don’t have to take on every target which presents a challenge, only those which are relevant to you. For example, you might well be frightened by the idea of walking a tightrope, but if it does not make a difference to your life or you really don’t want to walk a tightrope, you don’t have to make it a target just because it is frightening.


When you have your targets ranked according to difficulty, select the easiest one to start with. However, if one of the targets is particularly urgent, you might have to begin with that one instead. At this stage, you should only tackle one target at a time. You will then need to work out a way of achieving this target in small, safe, graded steps or tasks.


Grading the Tasks


Grading the tasks requires you to plan a series of small, specific steps of increasing difficulty, which culminate in achieving your target. The first task has to be manageable, so ask yourself, ‘Can I imagine myself doing this with a bit of effort?’ If you answer ‘No,’ then make the task easier. It is essential that you do not take risks: the aim of graded practice is to build on a series of successes, so you have to plan for success. In describing your fear, you asked yourself the question: ‘What makes it easier for me?’ Now you can incorporate as many of these factors as possible in order to increase the likelihood that the earlier tasks will be manageable. Later, you can increase the difficulty of the tasks so that you ensure that you build up your self-confidence.


For example, in the early stages of tackling a fear of shopping, you might find it easier to go with a friend, at a quiet time. If you were to continue to use your friend and to avoid busy times, you would not overcome your fear of shopping alone, but it is an ideal starting point for going on to develop greater independence.


Each task should be described in detail, as for example in figure 8.




TARGET


Shopping in the hypermarket, alone, on Friday evening.


Tasks


1   Shopping in the local store, with my friend Bill, on Thursday afternoon, when it is quiet. Buying just one item, which I can pick up easily and take to the shopkeeper. I will have the correct money in my hand.


2   I’ll repeat step one but I’ll buy three items which I can pick up easily and pay by credit card so that I have to wait for the transaction.


3   This time I will buy at least ten items from a shopping list and pay by credit card.





Figure 8 Formulating tasks for each target


This is the starting point for graded practice; the tasks could develop in various ways before reaching the target. For example, this person could start to shop on her own and build on that, or could begin to take on larger stores, or could start shopping at busier times. Only one aspect of the task should be changed at a time and the choice of task would depend on what was most manageable and on practical constraints. For example, if Bill were only available for a short time, this person would try to become independent of him before changing the task to a busier time or a larger store. Each task presents an opportunity to use your coping skills (relaxation, controlled breathing, distraction, challenging).


In summary, the rest of the graded practice begun in figure 8 might look like figure 9.




Tasks


4   Using the local shop, at a quiet time on my own.


5   Using the local store, alone, at a medium-busy time.


6   Using the local store, alone, at the busiest time.


7   Using a mini-market, alone, at a quiet time.


8   Using a mini-market, alone, at a busy time.


9   Using the supermarket, alone, at a quiet time.


10   Using the supermarket, alone, at a busy time.


11   Using the hypermarket, alone, at a quiet time.


12   Using the hypermarket, alone, at a busy time.





Figure 9 Tasks building up to the target


Now try breaking down your target into small, specific tasks (figure 10).
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Figure 10 Compiling a list of tasks building up to a target


Practising


Rehearse each step, using your coping skills, until you can manage it without difficulty; then move on to the next task, and so on. Don’t be put off by some feelings of anxiety – these are only natural, because you are learning to master anxiety instead of avoiding it. To be helpful, practice has to be:


• regular and frequent enough for the benefits not to be lost;


• rewarding – recognize your achievements and learn to praise yourself;


• repeated until the anxiety is no longer there.




Graded Practice in Action: Managing a Spider Phobia


‘I’ve always been scared of spiders and I became really worried that I’d pass this on to my children. So, I asked a friend to help me overcome my fears by making me face spiders. She wasn’t spider-phobic and so she was able to catch a really big one and keep it in a jar for me to get used to. I soon realized that, as long as there was a choice, I would not go near that spider. That’s why she surprised me one day by putting the thing right in front of me. I say surprised me, but it really terrified me and I burst into tears and my fear was greater than ever.


‘Next, I asked my doctor what I should do and she explained that I’d done the right thing in trying to face my fear, but that I could have gone about this in a much more gradual fashion. With her help, I described my fear very precisely and then we drew up a series of steps which culminated in my tolerating a spider in the corner of the room. She also taught me a relaxation exercise which I was to use to overcome my anxieties while I was carrying out the practice.


My fear: Being alone in a room with a large spider (with a diameter of more than 2 cm), particularly if I am in the bedroom in the dark.


Target: To sit in my living room, on my own, with a 2 cm spider somewhere loose in the room.


Step 1: With my friend, sitting in the living room with a 1 cm dead spider, in the corner. Tolerate this until my anxiety is low.


Step 2: With my friend, sitting in the living room with a 2 cm dead spider, in the corner. Tolerate this until my anxiety is low.


Step 3: With my friend, sitting in the living room with a 2 cm dead spider 2 m away. Tolerate this until my anxiety is low.


Step 4: With my friend, sitting in the living room with a 2 cm dead spider 1 m away. Tolerate this until my anxiety is low.


Step 5: With my friend, sitting in the living room with a 2 cm dead spider next to me. Tolerate this until my anxiety is low.


Step 6: With my friend, sitting in the living room with a 1 cm live spider in a jar in the comer. Tolerate this until my anxiety is low.


Step 7: With my friend, sitting in the living room with a 2 cm live spider in a jar in the corner. Tolerate this until my anxiety is low.


Step 8: With my friend, sitting in the living room with a 2 cm live spider in a jar 2 m away. Tolerate this until my anxiety is low.


Step 9: With my friend, sitting in the living room with a 2 cm live spider in a jar 1 m away. Tolerate this until my anxiety is low.


Step 10: With my friend, sitting in the living room with a 2 cm live spider in a jar next to me. Tolerate this until my anxiety is low.


Step 11: With my friend, sitting in the living room with a 2 cm live spider somewhere in the room. Tolerate this until my anxiety is low.


Step 12: Alone in the living room with a 2 cm live spider, somewhere in the room. Tolerate this until my anxiety is low.


I felt reassured by this gentler plan and, luckily, my friend was still willing to help me so we both practised the relaxation exercises and then began at step 1. The doctor had checked with me that this step was something that I felt that I could achieve and so it was no surprise that it seemed easy. We moved on to steps 2 and 3 in the same day. Step 4 was rather more taxing and I had to practise this a few times before I could relax myself; and I did wonder if step 5 wasn’t over-ambitious as we had to go over this many times: with hindsight, I should have put in an extra step somewhere between 4 and 5. In contrast, steps 6 and 7 seemed hardly necessary once I had learnt to tolerate the dead spider so close. Within a few weeks, I had reached the top of the hierarchy and the children are really pleased with me, which is the biggest reward.





Difficulties in Using Graded Practice


‘I can’t keep going: I keep failing’


If you find that a task is too difficult, don’t give up or feel that you have failed. Instead, look for ways of making the task easier – perhaps as two or three smaller steps. Expect set-backs from time to time – this is only natural – and, when it happens, think about your task. Did you overestimate what you could do and make the task too difficult? Did you practise when you were feeling unwell or tired? Did you have other things on your mind so that you could not put enough effort into your practice? If you keep a record of your practice, you can more easily work out why you have difficulties on certain days.


‘I’m not getting anywhere’


As you move up your hierarchy of tasks, it is all too easy to downgrade or fail to appreciate your progress. By keeping a diary (see diary 3, p. 111 and end of book) you will create a record of your achievements and you can review this as a reminder of your progress.


Don’t forget to give yourself credit for your achievements, no matter how small. Try not to downgrade your successes and try not to criticize yourself: encouragement works better. In this way, you will manage to reach your goals and face your fears with confidence.
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Summary


1   Everyone has different fears: get to know just what your fears are and describe them very specifically. These are your targets.


2   Rank the targets in order of ease or priority. Take the first one.


3   Reduce the target to a series of achievable steps. Take no risks – you are planning to build on success.


4   Practise each step regularly and reward yourself each time you master your task.
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Managing Avoidance: Problem-Solving


‘I’m still no good at keeping really calm in a difficult situation, but at least I can now do something constructive in a crisis. Others think that I am calm because I always ask sensible questions, come up with lots of solutions and I am very structured in putting them into action. I’m amazed how much I can achieve, even when I’m upset, by simply following a problem-solving protocol. Knowing this keeps my anxieties in check.’


Graded practice is the best way of facing your fear if you have the time to organize a programme for yourself. Sometimes, this isn’t possible because a stressful event is imminent and you don’t have time to follow a step-by-step approach. Occasions such as weddings, examinations or holidays tend to be fixed and we can suddenly find them almost upon us. Whatever the situation, being faced with an immediate problem can trigger panic and then it becomes even more difficult to plan how to cope. You might be confronted by a wholly unexpected event, or you may have to tackle something that you have faced in the past but now find that you have little time to prepare for.


The problem-solving approach can help you to organize and focus your thinking so that you devise solutions to your dilemma rather than panic in the face of it. There are six steps in problem-solving:


•   defining the problem;


•   listing solutions;


•   evaluating the pros and cons of the solutions;


•   choosing a solution and planning to put it into action;


•   doing it;


•   reviewing the outcome.


Define the Problem


Be specific about the task ahead and try not to confuse several tasks. Where possible, distinguish the different aspects of your problem and separate it into a collection of more manageable tasks, then make a plan for each. For example, an imminent wedding might give rise to the following worry:


‘I have to attend Mary’s wedding next week and stand beside her as her best friend. Afterwards, I’ll have to go to a reception.’


This might reflect several problems:


1   ‘I have to deal with my claustrophobia in the church. This means being able to stand behind Mary for at least twenty minutes, in a confined space and without the support of my partner.’


2   ‘I have to cope with being a focus of attention for several hours, without having a panic attack.’


3   ‘I am expected to attend a reception of about fifty guests. This will last for three or four hours and will be in the marquee.’


Once you have defined your task(s), select one and ask yourself:


•   What is going to happen?


•   When will this happen?


•   Who is involved?


Only work on one task – it is false economy to try to problem-solve more than one difficulty at a time. Select your task and state your goal in very specific terms. Example 1, below, reflects the third aspect of the wedding guest’s problem, while example 2 focuses on a different type of difficulty.


Example 1: ‘I have to go to Mary’s wedding reception, alone, next Saturday.’


Example 2: ‘I have to see my boss about a rise in pay within two days or lose the chance of an increase in salary.’


List Solutions


Think of as many ways of dealing with the problem as you can, without censoring your ideas. At this stage, you are aiming to generate a wide range of possible courses of action and you will slow down the process if you try to judge your responses. The more solutions you generate the better. Write down all your ideas, no matter how trivial or outrageous they might seem, as some of your ‘trivial’ or ‘outrageous’ solutions might turn out to be most useful. It might be helpful to put yourself in someone else’s shoes and consider how that person would respond if asked to deal with your problem.




Problem-Solving in Action, 1


Problem


‘I have to go to Mary’s wedding reception, alone, next Saturday.’


Solutions


Send my apologies, with an explanation of my problem


Take one tranquillizer to calm me


Send my daughter in my place


Recall how I coped at the last wedding and try to use these coping strategies again


Plan ‘escape routes’ which I could use if I found my anxiety was too great during the reception


Talk all my fears through with my friend – it puts things in perspective


Ignore the invitation







Problem-Solving in Action, 2


Problem


‘I have to see my boss about a rise in pay within two days or lose the chance of an increase in salary.’


Solutions


Quit to avoid the confrontation


Ask a colleague how I might phrase my request


Ask my friend to rehearse with me what I might say


Have several lunchtime drinks to give me courage


Prepare myself by relaxing before I see my boss


Ask for a time extension so that I am better able to prepare


Decide to keep quiet and miss the opportunity of a rise this year





Evaluate the Pros and Cons of each Solution


At this point, you need to consider each of your solutions and decide which will have to be rejected because of unsuitability or impossibility. Then reflect on the remainder and rank in order the solutions according to usefulness for you at this time.




Problem-Solving in Action, 1


Problem


‘I have to go to Mary’s wedding reception, alone, next Saturday.’


Reject


Ignore the invitation


Send my daughter in my place


Accept


1st: Recall how I coped at the last wedding and try to use these coping strategies again


2nd: Talk all my fears through with my friend – it puts things in perspective


3rd: Plan ‘escape routes’ which I could use if I found my anxiety was too great during the reception


4th: Send my apologies, with an explanation of my problem


5th: Take one tranquillizer to calm me







Problem-Solving in Action, 2


Problem


‘I have to see my boss about a rise in pay within two days or lose the chance of an increase in salary.’


Reject


Quit to avoid the confrontation
Have several lunchtime drinks to give me courage


Accept


1st: Ask a colleague how I might phrase my request


2nd: Ask my friend to rehearse with me what I might say


3rd: Prepare myself by relaxing before I see my boss


4th: Ask for a time extension so that I am better able to prepare


5th: Decide to keep quiet and miss the opportunity of a rise this year






Choosing a Solution and Planning to Put it into Action


When you have done this, simply take your first-choice solution and start to plan how to put it into action.


In very specific and concrete terms, decide how you are going to implement your chosen solution. Be sure to answer the following questions:


•   What will be done?


•   How will it be done?


•   When will it be done?


•   Who is involved?


•   Where will it take place?


•   What is my contingency plan?


A contingency plan is a back-up plan which you can put into operation if your task is more difficult than you anticipated or something unexpected turns up and prevents you from carrying through your original course of action. For example, you might carry the telephone number of a friend whom you can ring to collect you from the wedding, or to whom you could talk if you got nervous just before your interview with your boss.




Problem-Solving in Action, 1


Task: Recall how I coped at the last wedding and try to use these coping strategies again


‘I will sit in my study, where I shan’t be disturbed, and I will try to recall all the details of the last wedding I attended. I will then write down all the strategies that I can remember using to help me get through that reception. If I find that I cannot remember enough or if I am disturbed too often to be able to do this task, I will try solution 2.’







Problem-Solving in Action, 2


Task: Ask a colleague how I might phrase my request


‘I will telephone Robert this evening and explain my situation, and I will ask him what he would say to his boss if he were to argue for a pay rise. I will wait until the kids are in bed because I don’t want to be disturbed by them. If Robert is not helpful or is not at home, my back-up will be Rose, whom I will try next. If she is not able to help, I can try Jean.’





Where possible, rehearse dealing with your task, either in imagination or with someone who could role-play with you. Also, scan all your solutions to see if you might profitably combine them. For example, you might find that ‘Asking my friend to rehearse with me what I might say’ links very well with ‘Preparing myself by relaxing before I see my boss’.


The next step is putting this into action.


Do it


Try out your solution, making sure that contingency plans are in place and that you are properly prepared both physically and mentally. Whether or not you regard your action as successful, review it and see what you can learn.


Review the Outcome


If your solution works and is sufficient, congratulate yourself and remember this successful experience for the future. Ask yourself why it was successful: what did you learn about your strengths and needs?


If your solution does not solve your problem, try to understand why it didn’t – perhaps you were over-ambitious, perhaps you were not feeling strong that day, perhaps you misjudged someone else’s response to you. Whatever conclusion you reach, remember that you did not fail. Expect some disappointments, but commend yourself for having tried. Learn as much as you can from the experience and go back to your solution list and select the next one.


You can continue to return to your list of solutions as often as you need to. The more solutions you are able to generate, the greater will be your store of options.


Problem-solving is a useful technique when you find yourself in a situation which requires prompt action. However, it is always better to plan well in advance if you can; so try not to put off thinking about a difficult task until the last moment.


Difficulties in Using Problem-Solving


‘My solution didn’t work and I didn’t know what to do!’


Remember how important it is to prepare thoroughly. Thorough brainstorming is essential to problem-solving; without this, you will be short of solutions and contingency plans. When you do make specific plans for action, always ask yourself what could go wrong and prepare a back-up solution. If you do this, you should be able to devise a coping plan even if your chosen solution doesn’t work.


‘I can’t possibly include such unhelpful solutions as avoidance and using drugs’


Why not? If the time isn’t right for you to tackle the problem head-on, it is perfectly acceptable for you to use a compromise solution. If you have tried other ways of coping before resorting to your ‘unhelpful’ solution, accept that you have tried your best. Sometimes we all have to handle difficulties in ways which aren’t entirely satisfactory to us. With time and practice in dealing with problem situations, you will be better able to use strategies with which you are happier.




Summary


1   When a problem is immediate, you can tackle it by using a structured ‘problem-solving’ approach.


2   This involves six steps: defining the problem; listing solutions; evaluating the pros and cons of the solutions; choosing a solution and planning to implement it; implementing your chosen solution; evaluating your performance.


3   If your chosen solution does not work, choose another from your list and repeat the six steps. Be prepared to compromise.
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Being Assertive


‘It was a bit of a joke to others – I was either a mouse or a raging bull. I could not seem to get the balance right in confrontations and, as a result, I never achieved what I wanted. Assertiveness training helped me to find a position which was neither mouse-like nor bullish, and the more I practised achieving a stance which was not extreme, the easier it became. I found that I could do this even when I was upset and so my job became more enjoyable and the workers around me relaxed because they could trust me to be fair.’


Assertiveness is another skill which can help you to manage worry, fear and anxiety. It describes a way of communicating your needs, feelings or rights to others without infringing their rights, and so it is particularly useful in dealing with interpersonal stresses.


Some find it difficult to be assertive because they do not recognize their basic entitlements, which would include the right to:


• ask a person for what you want;


• say ‘No’ without feeling guilty;


• have opinions, feelings and emotions;


• make your own decisions and cope with the consequences;


• choose whether or not to get involved in the problems of someone else;


• not to know about something and not to understand;


• make mistakes;


• be successful;


• change your mind;


• be private;


• be independent;


• change.


In learning to be assertive you will develop the ability to communicate these rights in a way which is clear and respectful of yourself and of others. This means not being passive, nor aggressive, nor manipulative, as these positions are not mutually respectful.


• The passive type of person opts out of conflict, can’t make decisions and aims always to please others. This can be a very frustrating position because the passive person never respects her or his own needs. At best, this could leave the person disappointed, and at worst s/he would feel resentful and thwarted.


• The aggressive type appears loud and forceful, belittling the thoughts, actions and personal qualities of others. He or she must win, has no time for the feelings or rights of others and has no reservation about behaving selfishly and attacking unfairly. At best, the aggressive person gets what s/he wants but can hurt others and damage relationships in the process.


• The manipulative type is indirectly aggressive and controlling. In this case, the attack is concealed. Thus, this person may appear to be supportive and understanding, but s/he will use emotional blackmail and will subtly undermine the other person in order to achieve a selfish goal.


• The assertive type, by contrast to all the other types, sees both sides of a situation and recognizes the rights and needs of all parties. S/he takes responsibility for his or her own actions and does not need to put down others in order to feel comfortable.


The goal of assertive behaviour is to confront without undermining oneself or others, whereas the goal of passive behaviour is to avoid conflict and the goal of aggressive or manipulative behaviour is to win. Passivity and aggression are easy to spot, while the manipulative person is less easy to recognize as an aggressor.


Asserting Yourself


In preparing to be assertive you need to follow five steps:


• Decide what you want: this reflects your rights.


• Decide if it is fair: this reflects the other person’s rights.


• Ask for it clearly.


• Be prepared to take risks.


• Keep calm.


You will find it easier to be assertive if you draw on your other stress management skills, which will help you to keep physically and mentally calm. You will also find it helpful to:


• Prepare yourself: brief yourself so that you know that your arguments are sound. Your argument does not have to be elaborate to be sound: simple explanations and requests can be effective. Script your argument in advance and organize it in terms of the explanation, your feelings, your needs and the consequences. See figure 11 for an example. It can be useful to draft a script for yourself, so that you can rehearse your arguments in advance. Try them out on a friend if necessary. The more confident you are, the more effective you will be in confrontation.




The explanation: ‘I want to discuss a problem with you. In the last few weeks, your children have been playing ball near to my fence and the ball often comes into my garden. In reclaiming the ball, they often damage my flowers.’


Your feelings: ‘Although I realize that they are not doing this on purpose and that they need to play, I am tired of arriving home to find the garden trampled.’


Your needs: ‘Therefore, I would appreciate it if you had a word with them, asking them to play elsewhere.’


The consequences: ‘Otherwise I will have to tackle them about it.’





Figure 11 Being assertive: the four key points


• Be positive: a safe way of beginning is by using a compliment or a positive statement. For example, ‘This is an excellent piece of work, but I would like you to write more clearly so that it is easier for me to read next time.’ ‘That is a very good idea, but I don’t think that it would work here.’


• Be objective: do not get involved in personal criticism, but do explain the situation as you see it. Never criticize the person, only the behaviour.


• Be brief: in order to avoid the other person switching off, butting in or side-tracking, be succinct. Don’t theorize, just describe the facts.


• Be aware of manipulative criticism: don’t expect that others will always be cooperative and concede your point. Although you might get an agreement, this is not inevitably the case. The other person could try to distract you and undermine your efforts by using manipulative criticism. This either masquerades as caring or takes the form of frank criticism.


Dealing with Manipulative Criticism


Imagine that you had asserted that your boss gave you too much work to do. You had thought this through and discussed it with a friend, and, although you recognized that the department was very busy, you still felt that you were being unreasonably burdened. Your boss, rather than respecting your statement, reacts by using manipulative criticism such as:






	Nagging


	‘Never mind that, haven’t you finished yet? Your problem is that you are too slow. Now get on with the job.’







	 

	 






	Caring


	‘That’s all very well, but I really do think that it is in your best interest to improve your skills by carrying a substantial workload.’







	 

	 






	Lecturing


	‘Well, quite obviously the real problem is . . . and you should . . .’







	 

	 






	Insults


	‘Typical woman: can’t cope in the real world.’







	 

	 






	Concern


	‘If you are having these problems, are you sure you’re right for this job, after all?’







	 

	 






	Advice


	‘Let me tell you what I would do if I were you . . .’







	 

	 






	Expert advice


	‘Believe me, I know what sort of a person you are and what’s best for you, so you should . . .’







	 

	 






	Hurt


	‘You’ve made me feel terrible . . .’








 


Each of these responses is aimed at undermining your needs and your rights and deflecting your argument. To deal with this, you will need to develop skills in standing your ground. There are two particularly useful approaches which will help you to be more assertive and handle manipulative criticism: the ‘broken record’ and fielding criticism.


The Broken Record


An unassertive person takes ‘No’ for an answer far too easily and is not persistent in making a point. A basic assertiveness skill is being persistent and repeating what you want over and over again – calmly. Once you have decided that what you want to say is fair, go ahead and assert it. Repeat your message until the other person gives way or agrees to negotiate with you.


This is a particularly useful approach when dealing with situations where your rights are clearly in danger of being abused, or where you are likely to be diverted by articulate but irrelevant arguments, or where you feel vulnerable because you know the other person will use criticism to undermine your self-esteem.


Once you have prepared your ‘script’ you can relax and repeat your argument. You know exactly what you are going to say, however abusive or manipulative the other person tries to be.


Fielding Criticism


This is particularly helpful in dealing with manipulative criticism which might otherwise leave you feeling so badly about yourself that you agree to do something which you would rather not. There is often an element of truth in what is being said, but it is exaggerated. For example: ‘Typical! You’re always late . . . insensitive . . . selfish . . . expect others to do your work . . .’ might well trigger some guilt and a subsequent unassertive response. In fact, the only truth in the statement might be ‘You are late’.


You can field criticism by calmly acknowledging that there may be some truth in what has been said. It can be left at that, if you do not want to get into a dialogue; or you may follow up with an assertion of your view, if you still have a point to make. Fielding also keeps the situation calm and allows you some time to think clearly. For example, when your boss yells: ‘A typical woman: can’t cope in the real world!’ you might respond, ‘That’s right. I can’t cope and that is why I am asking you to recognize that you give me too much to do.’ When he says: ‘Never mind that, haven’t you finished yet? Your problem is that you are too slow. Now get on with the job,’ you might respond with: ‘You are right, I am too slow, given the amount of work that I have to deal with and that is why I am asking you to recognize that you give me too much to do.’ When he says: ‘You’ve made me feel terrible . . .’ you might reply: ‘I am sorry that you feel terrible but I still want you to recognize that you give me too much to do.’


Negative Assertion


This is another means of avoiding being undermined by manipulative criticism. It requires you to agree calmly with the true criticism of your negative qualities. If someone says: ‘Your appearance is a disgrace. You are so untidy and should be ashamed of yourself,’ you might reply: ‘Yes, I could be neater.’ If you are able to accept yourself with all your faults, then your acknowledgment of them will not distress you and should put an end to your attacker’s remarks.


Negative Enquiry


This is the most difficult of the criticism-fielding strategies. It involves encouraging criticism so that you can decide whether your critic is genuine or engaging in manipulation. For example, your workmate might say: ‘I wouldn’t go for that job if I were you, you’re far too diffident.’ You could reply: ‘In what ways do you think that I am diffident?’ A manipulator might then be hard pressed to justify the statement, while a genuinely concerned colleague could elaborate. Once you have established your critic’s real intentions, you can deal with the situation appropriately.


Negotiating


The aim of being assertive is not to win at all costs, but to reach a solution which is reasonable to all parties. This will involve compromise and negotiation. Negotiating can be made easier if you:


• ask for clarification of the argument so that you understand the issue and are aware of the other person’s position, reasoning and needs;


• keep calm by using controlled breathing and adopting a relaxed attitude;


• are prepared: if you have time, do your homework – get the facts to support your case and rehearse your script;


• acknowledge the other side of the argument (‘I understand your position, but . . .’); try to empathize;


• never attack the whole person, only the behaviour with which you disagree;


• keep to the point: don’t get led away from your argument: make your point and repeat yourself as often as is necessary;


• are prepared to take risks and to compromise. Do not be stubborn and determined to win at all costs: this is aggressive! Decide in advance how far you are prepared to compromise.


Being assertive isn’t very difficult once you are aware of, and have practised, these strategies. However, while you are a novice it is crucial to plan and rehearse, otherwise you will slip too easily into the position of aggressor, manipulator or passive avoider.


Remember that assertiveness is a skill and it improves with training and practice. You might find that it can be most effectively learnt in a class. See if there are assertiveness training classes in your area.




Assertiveness in Action: Managing Social Phobia


‘I stopped being able to mix with others after a bus driver humiliated me because I didn’t have the right money for my ticket. I was already feeling fragile after a row with my husband and I was completely unprepared for the hostility of the driver. Right in front of twenty passengers, he called me names and finally yelled: “Get the right money or get off the bus. Now!” I just stood by the side of the road crying as the bus drove away.


‘The next day, I avoided using the bus and I walked into town. I was still upset and anxious so when an assistant in the delicatessen was brusque with me, I simply fled without finishing my shopping. After that I stopped going out alone.


‘Fortunately, I found a local assertiveness training class which helped me to learn that I could regain my confidence – as long as I remembered to prepare myself. I made a list of difficult situations, decided what I wanted from them and how to ask for this. I started with the easiest and worked my way up to taking a bus into town. On the day that I tackled that task, I really did not have the correct money for the fare. I thought about it and decided that it was reasonable for me to ask for a ticket anyway. I prepared my speech: “I realize that you ask passengers to have the correct money for the fare, but I have been unable to find it today. I appreciate that you might not be able to give me change, but if you could, I would be very grateful.” I had also prepared myself in case the driver was hostile; I had planned to say: “I made a reasonable request and I am sorry that you haven’t respected that. I am perfectly prepared to walk but shall now have to report your conduct to the director of the bus company.” I practised these phrases until I felt confident with them.


‘In the end it all went smoothly and the driver let me travel without a fuss! Once I’d tackled that situation my old confidence started to return.’






Difficulties in Being Assertive


‘I get too nervous at the last minute’


It is not unusual to feel anxious when you are about to tackle a difficult situation, although there are steps you can take in order to minimize your fear. It always helps to start with the least threatening and work up to the most difficult challenges, developing your confidence as you go. It is most essential that you prepare yourself, rehearse and have a contingency plan for coping if things do not go smoothly.


‘I have to back down: I can’t achieve my goal’


The aim of being assertive is not to win (although this is often a welcome bonus) but to reach a reasonable conclusion. Good planning and practice will increase your chances of gaining the outcome which you desire, but you should always be ready to compromise.




Summary


1   Familiarize yourself with your basic rights.


2   Decide what you want or need and review this in the context of your right and the rights of others.


3   Rehearse your arguments.


4   Be prepared to have to repeat yourself, field criticism and negotiate.
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Time Management


‘Time management reduced my stress and my worries by helping me to find enough time in the day to do what was necessary. At first, I had to invest some time in planning and organizing myself, but now things run smoothly and I find that I am less pressured and frustrated with my work and I can enjoy my family more. I feel as though I have a good balance in my life and that helps me to relax and to keep things in perspective.’


Procrastination and poor organization can be a source of stress, and learning to manage time efficiently would reduce certain stress-related problems for many people. Time management is not complex: it’s very straightforward, but it requires a great deal of organization and good preparation. Difficulties arise when the groundwork for time management is neglected.


The Groundwork


You need some basic information about yourself and your routine before you can begin to reorganize your time, as you will need to balance your strengths, needs, priorities and goals with the demands on your time. You will need to address:


•   the way you work;


•   your routine;


•   your priorities;


•   reasonable goals.


The Way You Work


Review the way in which you work, exploring your strengths and your needs. For example, are you the sort of person who:


Plans ahead?


Prioritizes?


Is able to focus your concentration?


Is punctual?


Puts things off?


Is obsessional?


Makes lists?


Works on a cluttered desk?


Can say ‘No’?


Conforms/innovates?


Is able to delegate?


Prefers to work alone?


Reflecting on such questions, you might conclude that your strengths are that you are an innovator and forward planner with much energy and drive; however, you are untidy and disorganized and you need to have diaries and wall charts around to keep you mentally organized. You might also realize that, in order to work well, you need others around you to bounce off ideas and to give you inspiration – and so on.


What do you see as your strengths and needs? List them opposite each other (figure 12).
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Figure 12 Listing strengths and needs



Your Routine


You cannot manage time effectively until you know how you use it at present. The best way to find out is by keeping a record of your use of time which you can then analyse. By reviewing your time diary, you will get an indication of where and when you use time productively, when you waste time and where you can make savings. No one form of diary will suit everyone and you will need to tailor one to suit you. There are three basic ideas for time diaries:


Figure 13 Three kinds of time diary: (a) Dividing
time into 60-minute periods; (b) Listing activities and how
long they take, in sequence; (c) Listing usual tasks and noting
how long you spend on each
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• Listing your activities over set periods of time during the day. For example, you might break the day into 60-minute periods and record how you spent that hour at the end of each period (see figure 13(a)).


• Listing everything that you do, with a note of the start time and how long it takes (including interruptions and changes of task). A list of activities might include dealing with mail, answering the telephone, writing letters, etc. (see figure 13(b)).


• Listing the tasks which you habitually perform and logging the amount of time you spend on each (see figure 13(c)).


The amount of detail that you put into your diary and whether or not you combine these formats depends on you and your requirements. As a rough guide, the worse your problem with time management, the more information you need in order to regain control. If you are recording paid employment, don’t forget to log the time you spend on work when you are at home or the times when you slip into the office at weekends or in the evenings.


Although this sort of record keeping might seem laborious, you need only do it for a sample week or two and it is a wise investment of your time. Once you have your log, stand back and analyse it by asking questions such as:


•   Do I have a healthy balance of work tasks?


•   Am I carrying out my important tasks at the optimum time of day for me?


•   Does my work day incorporate necessary breaks?


•   Do I have time to plan? To review? To accommodate crisis?


Note where you could make useful changes to your daily routine. If you find it difficult to review your own record objectively, ask a friend for comments.


Your Priorities


Now that you are familiar with your optimum way of working and ways in which you can make the most of your working time, you need to consider how to allocate time. This means reviewing all the important areas of your life: career, health, family, money and so on, and deciding how to prioritize each. For example, you might rank your family above health and health above money and career. In the light of this, you can begin to get your necessary tasks in perspective and allocate only a reasonable amount of time to each.


Unless you do this, you can find that you are poorly motivated or overstretched. For example, if you do not really prioritize tidiness and feel that it is more important to develop your interests or career, you are not going to be motivated to be tidy; if your family is more important to you than your business but you spend long hours in the office, you might feel frustrated because you are not spending time with your family and are overstretched when you do try to be with them. Yet it is not unusual for any of us to allocate time to tasks which we don’t prioritize. As a consequence, we can be disappointed or frustrated and we are much less likely to do a good job.


If often helps to identify all the areas that are important to you and to rank them in order of personal priority. You can do this on the blank list provided in figure 14.
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Figure 14 Listing personal priorities


Do you allocate realistic amounts of time to your priorities? If not, perhaps you need to rethink and reorganize so that you give priority time to priority values. Unless you put your necessary tasks into the wider context of your personal priorities, you are creating a source of stress for yourself.


In prioritizing, it is crucial to be clear about your responsibilities. If you are unclear, you run the risk of taking on too much and/or letting down others and/or wasting your time. If you have a job description, get it out and check whether or not you are matching it. If you do not have a job description, ask yourself questions like: ‘Is this my responsibility?’ ‘Is this reasonable?’ ‘Do I want to do this?’ Are you prioritizing shopping for the person next door because it matters to you or because you can’t say no? Are you taking on extra teaching because it is a work priority for you or because it is a priority for your boss? It might be helpful to review the previous chapter on assertiveness to help you limit the tasks you undertake to those which are reasonable or to those which you genuinely choose.


Goal Setting


Now you can reflect on your immediate and long-term goals to see how realistic they are, given your general characteristics and priorities. Do not undermine important areas of your life in pursuit of your goals, otherwise you will create stress for yourself. For example, if your current business venture is your first priority and you know that it is important for you to establish yourself within the next two years, do not undermine this by getting side-tracked into social commitments in order to please your friends. Later your goal might be to widen your social circle and take more leisure time with them. Learn to compromise and to rethink your goals regularly.


When defining your goal, remember that you need to be concrete. A vague or ambiguous notion of what you hope to achieve is a poor motivator. Also, if the goal is not clearly defined, it is difficult to appreciate when you have achieved it and you might not even realize that you have. Be specific: who, what, when, how much, must be spelt out clearly. For example, the goal ‘to be a better timekeeper’ is too vague. A more useful definition would be:


Goal: To arrive at the school, with the children, no later than 8.30 a.m. on quiet days and not later than 8.50 a.m. when I’m busy; to take a lunch break between 12.30 and 1.00 p.m., which should last at least 30 minutes; to leave work by 3.00 p.m. when I have a quiet day, but never later than 3.15 p.m., even when we are busy; to collect the children by 3.30 p.m. so that we can be home by 4.00 p.m.


This goal is unambiguous, so it is difficult to bend the rules and easy to appreciate when the goal has been achieved. The goal also recognizes personal needs for breaks during the day and flexibility.


Sometimes goals can be achieved in a single step: the revision of a diary can achieve several time management goals at once; one telephone call can allow you to delegate a series of tasks; a single interview can find you the au pair which will make a big difference to your stress levels. However, some goals need more planning. Try to recognize when the attainment of a goal requires more than one step – if you don’t, and you expect to reach your target by a single action, you will be disappointed. If a target seems overwhelming, you are very likely to procrastinate unless you reduce the goal to several manageable steps.


It might be helpful for you to think about your goals now, in the light of what you have discovered about your strengths, needs, routine and priorities.


Scheduling Your Time


When you have done the groundwork, you will be in a position to reschedule your use of time for greater efficiency. Be prepared to reorganize each day and allocate time for this, learning as much as you can from mistakes you have previously made in organizing your time. Don’t be rigid in your forward planning, because from time to time you will have to act in response to a crisis or a sudden opportunity.


First, get yourself an organizer, such as a desk diary, a wall chart or a personal organizer – whatever best meets your requirements and personal style. Next, sort your goals into the long, medium and short term and list them. Long-term goals could cover six months or more; you can write in target completion dates as deadlines. Medium-term goals might be those which you can carry over to the next month, and short-term goals are those which need to be tackled this week. Make a review time for each list so that you can reassess and re-evaluate your progress, update your values and priorities, and plan for further goal attainment.


Once you have a system like this in operation you will find that it takes little time to organize – but you must make available organization time each day. And you must budget for monthly review. If you don’t, the system breaks down.


Daily Time Management


Certain aspects of time analysis should be carried out each day; with practice, this can become part of your daily routine. Each day you will need to generate a ‘To do’ list of tasks which have been prioritized (A–D) according to the criteria.


A: must do today;


B: should do today;


C: could put off;


D: delegate.


This involves more lists but is worthwhile because it can save you time. Delegation is fundamental to time management, and we will deal with delegation next.


Make sure to review how effectively you managed time at the end of each day, as this exercise yields useful information. If you did not achieve your objectives for the day, ask yourself why and then ask yourself what can be learnt from this. Did you fall short of your objective because you underestimated your workload? If so, how might you replan? Did you not meet your day’s goals because you were not able to say ‘No’ to interruptions? If so, you might try an assertiveness training course. Did you lose time because your work environment is badly organized and you can’t get hold of things as you need them? If so, try rearranging your office.


You can further increase your efficiency by learning to plan and problem-solve (see Part Two, chapter 8) and by learning to delegate.


Delegation


Few of us can manage to do everything ourselves, and it is often unnecessary to expect to do so. Many tasks can be delegated and this is fundamental to using time wisely. It might mean giving up some enjoyable jobs, but to be effective under time pressure you have to limit yourself to appropriate work. It isn’t faster to do everything yourself, and although training someone might take up time right now, it will pay off in the future. Delegating requires you to:


• Identify the task to be delegated.


• Identify to whom it should be given. The task must be suitable for the person who is to take it on: it is no good asking your five-year-old son to wash and dress himself in his school uniform if he is not yet able to button buttons and tie laces; it might be unwise to entrust your secretary with the task of typing your business letters in French if she does not know the language.


• Brief the relevant person(s) and train them by close supervision, with gradual withdrawal ending with monitoring of progress.


Training, gradual withdrawal and monitoring are emphasized because delegation will fail if the delegate is not supervised and paced appropriately, and the standard of the delegated task can deteriorate if progress is not monitored. You need to budget for review time with the person to whom you delegate, whether this is an executive, a spouse, a child or a student.


Delegation is different from simply telling someone what to do, and will fail if the person to whom you delegate is not also given the authority to carry out the task with minimum need for your intervention. If you delegate a job to your small son, you will have to accept his mistakes; and if you give a worker a task, you will have to be able to stand back and risk that person making errors. Error can be minimized by good training and supervision; but in delegating you should be giving over responsibility with authority, even if you still retain overall legal responsibility or accountability.


It is also important to remember that delegation is not an excuse for passing on all the boring or unrewarding tasks. Others need fulfilment and challenge if they are to cooperate and to develop in their own right.




Time Management in Action: Managing Burn-Out


‘The stress crept up on me over several months. My department received more and more requests and I was really excited by this. I realized at the time that I was working at the expense of my home life, but I thought that this was only temporary and I really loved being in such demand. The reputation of my department was so important to me that I made sure that I was involved in every project and I even revised colleagues’ work because I didn’t feel that it was up to my standards. My partner warned me that I was working too hard but I didn’t pay too much attention. Then I got the chest pains. They were so severe that I thought that I was having a heart attack. My doctor said that they were stress-related but that if I didn’t change my work hours, I could put my health at risk.


‘So I had no choice but to review how I worked. The first step was accepting that I must work less than a ten-hour day. I was worried that I’d find life dull without my work projects, so my partner and I planned to do much more together when I came home. Working fewer hours meant that I did need to use my time more effectively and so I asked our personnel officer to send me on one of the firm’s time management courses. It was a few hours well spent. Within the week, I had reorganized my work day so that I no longer wasted time doing jobs that others could manage better and I stopped floating from project to project in an unproductive way, focusing my energy instead on the most important ones for me. I had to overcome my reservations about delegating – but my health was more important and delegating turned out to be the most useful thing I did.


‘I learnt, to my surprise, that I produced more in less time once I became better organized, and I also discovered that there is more to life than work – for which I am very grateful.’






Difficulties in Using Time Management


‘I haven’t the time!’


This must be the most common stumbling block to using time management strategies. It’s true it does take time to organize yourself, but this is an investment for later.


‘It’s no good: it doesn’t work for me’


This is most likely to reflect poor planning and not giving enough time to the task of analysis and reorganization. Don’t compromise by reorganizing your use of time half-heartedly. Also, you need to allow time for your new system to become accepted by those around you. Others may have to make adjustments as you delegate or as you give less attention to them, and some might even rebel. Accept that there might be a period of settling in.


‘I can’t delegate’


Among the most common objections to delegating are: ‘It’s easier/faster to do it myself’; ‘If you want a good job doing, do it yourself’; ‘I haven’t the time to show her how to do it’; ‘He couldn’t manage it’; ‘She wouldn’t do it properly’; ‘At the end of the day, I’m responsible’. Think now about ways in which you can challenge such statements, and when you find yourself using them, consider how justifiable your objections really are.




Summary


1   The following are fundamental to good organization:


knowing your strengths and needs;


knowing your routine;


knowing your priorities;


knowing how to set reasonable goals.


2   In order to manage time effectively, you need to devise a workable system for yourself which meets your needs and which you review and revise regularly.


3   Good time management involves delegating those tasks for which it is appropriate to give responsibility to others. Authority to carry out the task must also be given to the delegatee.
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Getting a Better Night’s Sleep


‘Once I had fallen into the pattern of exhausted day and sleepless night followed by another stressful day, I couldn’t break out of it. I felt trapped and frustrated. I felt ill and tired and I thought that I would never cope again. Discovering how to break the pattern gave me back a sense of control over my life and I began to feel like my old self again.’


Sleep problems are common, with as many as one in five people complaining of difficulty in dropping off to sleep, of waking too frequently during the night or of waking too early in the morning. It is quite normal not to have a solid night’s sleep. Delay in falling asleep and waking up early only become a problem when you worry about them, because worry, more than anything, will interfere with your sleep. Worrying about not sleeping can be more uncomfortable and tiring than the lack of sleep itself. Lying awake when you want to be asleep is unpleasant and can leave you feeling exhausted the next day.


Some facts about sleep which might ease your concerns are:


• There is no such thing as the ideal length of sleep: some people need ten hours and some three. If you sleep fewer than eight hours a night, you are not necessarily depriving your body – you might not need eight hours. Your best indicator of need is how you feel after different periods of sleep.


• As you get older, you need less sleep.


• Everyone has ‘broken’ sleep. We all wake several times during the night and simply go back to sleep, often without registering the waking. It is only when you worry about waking that you will notice it, and then this worrying can keep you awake.


• It is not harmful to lose a few ‘good’ nights’ sleep. Everyone has the odd period of poor sleep, especially when under stress. The only ill effect of this is that you will feel tired during the day and might find yourself more irritable or less able to cope with things. Once your sleep pattern is restored, you will feel fine again.


• Sleep is affected by many things – stress, mood, exercise, food, medicines, alcohol. By modifying some of these things, you can take control of your sleeping pattern without resorting to sleeping medication.


Why Avoid Medication?


The simple answer to this question is that sleeping tablets are not helpful in the long term and are often addictive. An occasional sleeping pill, taken on your doctor’s advice, might be useful in a crisis, for example, but your body can begin to rely on them and it can then become difficult to sleep without medication. When you stop taking sleeping tablets, you can find that your sleep pattern is worse than ever and that you are tempted to go back on the tablets. This can be the beginning of a cycle of poor sleep and dependency on drugs. Fortunately, you can deal with sleep problems without resorting to medication, simply by changing your behaviour.


Know Your Own Sleep Patterns


First, keep a sleep diary (see diary 4, p. 145 and end of book) to find out more about your sleep patterns. All you need to do is fill in the following details for a week or two:


• The date and any event which might affect your sleep: e.g. what food you ate before going to bed, what level of stress you were under, what exercise you took, etc.


• How many hours of sleep you had and how many waking episodes you recalled.


• What you did when you could not sleep: e.g. made a cup of tea, read, looked at the ceiling.


• Whether or not this helped.
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• How alert or awake you felt the next day. You could rate yourself on a 10-point scale where 1 means: ‘Felt as dull and sleepy as I can imagine’, and 10 means: ‘Felt fully alert and awake.’


• How well you carried out your work the next day, again using a 10-point scale.


When you have kept the diary for several nights, you will be able to see whether or not you have a problem. If you are feeling reasonably alert and working reasonably well on your usual number of hours’ sleep, then you don’t have a problem. If you are feeling tired and your work is suffering, then you can start to help yourself by trying the following suggestions.


Suggestions for a Better Night’s Sleep


• Study your sleep diary: is poor sleep linked with life stresses and therefore likely to improve as the stress eases? Are there particular behaviours associated with poor sleep which you could change? Can you identify unhelpful ways of coping, such as watching TV in bed which keeps you awake? What helped you to go back to sleep? Try these things again, and avoid those which did not help.


• Try to relax: remember that no one has unbroken sleep and everyone has the odd period of poor sleep. If you don’t worry, you will sleep better. Make time to relax an hour or two before you go to bed. For example, take a gentle stroll or a warm bath, or sit and listen to soothing music. Use relaxation exercises and distraction exercises (see chapters 4 and 5 in Part Two) to keep your tension at a minimum when you are in bed.


• Keep your daily stress low by making sure that you are not overworking and that you are dealing with problems as they arise and not taking them to bed with you as worrying thoughts. You might consider getting the support of friends or a professional counsellor if you find it too difficult to deal with work stress or emotional problems by yourself.


• Take exercise in the day.


• Avoid caffeine (in chocolate, tea, coffee, cocoa and cola). Try having a warm milky drink before bed. Cut down on alcohol and nicotine at night: although these are sedative in small doses, alcohol becomes a stimulant as it is broken down and nicotine becomes a stimulant in larger doses. Avoid spicy food or a heavy meal in the evening, but do not go to bed hungry as this will keep you awake. Try having a light snack.


• Make sure that your bedroom is quiet and that your bed is comfortable, and empty your bladder before you try to go to sleep.


• Go to bed only when you are sleepy, and use your bed only for sleeping – not eating or reading or watching the television – until you have re-established a good sleep pattern. It is important that your bed becomes associated with sleep and not waking activities.


• If you have not fallen asleep after fifteen to twenty minutes, or if you wake and do not go back to sleep, get out of bed and do something else until you feel sleepy. Do something simple and not too energetic, like light housework or reading, then try to sleep again. Keep repeating this until you do fall asleep rather than lie in bed tossing and turning, as that will tend to increase your agitation.


• Set an alarm so that you wake at a regular time each day: you will find that you sleep better if you have a regular routine. Get up when your alarm goes off and don’t be tempted to catch up on your sleep during the day or through ‘sleep binges’ at the weekends. For the time being, you are trying to establish a good sleep pattern.


If you follow these suggestions, and practice relaxation, you should have little difficulty in sleeping. If the problem does persist, particularly early morning wakening, then see your doctor for further advice.


Other Sleep Problems


From time to time, you might worry about other sleep-related experiences which are not harmful. For example:


• Sleep paralysis During some parts of sleep, our bodies are ‘paralysed’ so that we do not act out our dreams. Sometimes, on drowsing or waking, we can experience a very temporary episode of wakefulness without the ability to move. This can be frightening but it will last only a second or so.


• Sensory shocks These are harmless bodily sensations in the form of jerks or the sensation of falling which might be vivid enough to wake the sleeper.


• Hallucinations These can occur when a person is in a state of half-sleep or dozing or waking. They are normal and fleeting but can be vivid enough to be alarming.


None of these experiences is harmful and accepting them is the best way of dealing with them. However, sleepwalking can be dangerous and it is advisable to discuss this with a general practitioner or a specialist.




Sleep Management in Action


‘I thought that I was simply a light sleeper, that I could never expect to sleep as well as my wife. Then we took our dream holiday – not a few days away with my mobile phone and laptop computer to keep us company, but a real get-away-from-it-all vacation. We swam, we walked, we forgot work and I slept like a log.


‘Once we returned home, my sleep again became broken and I felt tired the next day. So we sat down and worked out how I could get a good night’s sleep again. We realized that the things that had made a difference for me were: I did not worry about the business; I exercised and relaxed every day; and we ate and drank healthily. Now that I knew that it was possible for me to sleep well, I was very motivated to try to restore my holiday sleep pattern.


‘I gave up coffee and alcohol in the evenings: I left work in the very early evening so that we had time to do something relaxing each night – this might be going to the theatre, or hiring a video or playing a game of squash. On those evenings when I could not avoid working late, I made sure that I took a relaxing bath with a good book before going to bed – this way I could clear my mind of worries. I began to sleep better within days. I wish I’d done it sooner.’





Difficulties in Using Sleep Management


‘I still have the odd night of poor sleep’


You can expect this to continue. We all have the occasional night when we don’t sleep well and this should not impair our work or the quality of our lives. It is a good idea to note when you have a poor night’s sleep so that you can learn what affects your sleep pattern.


‘I still can’t sleep for more than a few hours’


Study your sleep diary – do you function well on a few hours’ sleep? If so, don’t worry, just make the most of it. If you do not function well, revise your sleep programme: perhaps you need to include more active relaxation, or to cut down even more on stimulants, or develop better distraction techniques to keep your mind from worrying.


‘I would sleep well if only my partner didn’t keep waking me’


If your partner wakes you because s/he is a poor sleeper, direct her/him to this chapter. If your partner wakes you because of her or his disturbing behaviour (sleepwalking, snoring, sensory shock, etc.), you might have to consider sleeping separately if you want a good night’s sleep. Also, you could suggest your partner seek a doctor’s help for such problems.




Summary


1   Worry, more than anything, will interrupt your sleep.


2   Familiarize yourself with facts about sleep so that you do not worry unnecessarily.


3   Prepare yourself before going go bed: watch what you eat and drink, relax, don’t lie awake in bed and don’t ‘catnap’ during the day.
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Coping in the Long Term


‘At first I thought that stress management was like taking antibiotics: take the course and feel better. Well, I did feel better, but stress management is a long-term commitment, rather like exercise: the more you practise, the better you feel, but it won’t always be plain sailing. I’ve learnt how to make stress management part of my life and I learnt how to predict and to handle the occasional setback. This isn’t an onerous task, it’s enjoyable and a wise investment of my time and effort.’


So far, this book has aimed to help you to change your view of stress and to develop coping skills. This final chapter will explain how you can maintain your achievements so that worry, fear and anxiety need not be a problem in the future. The skills which you have now learnt will become easier to use and more effective with practice, but you must keep on practising.


You can further ‘stress-proof’ yourself by always planning ahead, or ‘blueprinting’, and by learning to use set-backs to help you continue your progress. Changing your lifestyle to minimize stress will also help you to continue to build up your confidence. Finally, familiarizing yourself with how to cope with panic attacks should help you to feel more able to manage unforeseen crises.


‘Blueprinting’


This is also known as ‘troubleshooting’. It requires you to set aside some time for thinking about future challenges and identifying where and when you will be vulnerable to stress. You might list challenges like: ‘Giving a brief presentation to colleagues about my work’ or ‘Taking this faulty iron back to the shop’ or ‘Going into the garden shed, which has spiders inside.’ Try to identify your challenges for the next week or two and list them in figure 15.


[image: Image]


Figure 15 Identifying future challenges


 


Once you have predicted those situations which will be stressful for you, plan how you will deal with each challenge. Think how you might prepare yourself by relaxing and by rehearsing before you are in the situation, and then plan how you will deal with the stress when you face it. Which of your coping techniques will help you? Consider how you will deal with the situation if everything does not go according to plan; have a back-up scheme.


If you anticipate difficult times and predict your needs during such periods, you can organize your life to minimize your distress and the risk of losing confidence. For example, if you know that Christmas pressures always cause stress and leave you feeling miserable and likely to turn to chocolate and alcohol for comfort, you could reorganize your Christmas activities to limit your stress. You might plan a holiday abroad; you could make sure that you did not have easy access to alcohol and chocolate; you could schedule time to yourself, you could practise saying ‘No’. Look at your list and work out some plans for coping; make a note of these in figure 16.


[image: Image]


Figure 16 Making plans for coping with future challenges


Coping with Set-backs


Even the best laid plans can come unstuck, and on occasion you will be disappointed in your performance. This is a time of vulnerability to relapse. If you view a set-back or a disappointment as a ‘failure’, you will feel demoralized and this will begin to sap the confidence which you have been building over the course of this programme. If, however, you use a set-back as an opportunity for learning more about your strengths and needs, you can turn a disappointment to your advantage.


Each set-back tells you something about yourself and your vulnerability in a particular situation. If a woman had a disappointing shopping expedition she could leave it at that – or she could consider as many explanations for the disappointment as possible. In reviewing the outing, she might realize that it was the first time she had tried shopping alone in a long time, that the crowds were so dense that she felt that she could not breathe, that the shop did not have what she wanted so she grew frustrated. She might also realize that her period began the next day. This would help her to plan her next shopping trip so that she increased the likelihood of success. For example, she might decide not to take on a major challenge when she was premenstrual; she might now appreciate the importance of not taking too big a step at once and arrange for a friend to accompany her next time; she could shop at a quieter time; and she might decide to telephone the shop to check that they had what she wanted so that she could avoid frustration.


It is important to


• accept that slips, or setbacks, will happen: a lapse in your progress does not necessarily mean its collapse;


• recognize that a setback is a chance to learn: use this knowledge to plan how to cope in the future.


Changing your Lifestyle


There are simple modifications which you can make to your day-to-day routines which will further ‘stress-proof’ you in the future.


• Build a ‘relaxation slot’ into your daily routine. This might only take a few minutes but it will be a valuable use of your time. Try to develop the habit of relaxing.


• Do as many pleasurable things as possible: if your pleasurable activities release tension too, so much the better. You might try physical exercise and yoga.


• Don’t let stress build up. If something is worrying you, seek advice from friends or professionals. Find out now where you might seek help – have a list of useful telephone numbers which will include friends and organizations such as the Samaritans.


• Organize yourself at home and at work. If you need professional help, find a time management course in your area.


• Assert yourself at home and at work. Avoid the unnecessary stress of being a doormat or being exploited. Look out for local assertiveness training classes or search the library for books on this topic.


• Avoid getting overtired or taking on too much work. Recognize when you have reached your limit and stop. Take a break and try to do something relaxing and/or pleasurable.


• Don’t avoid what you fear. If you find something is becoming difficult for you to face up to, don’t back away – if you do, that situation will only grow more frightening. Instead, set yourself a series of small and safe steps to help you meet the challenge.


• Remember to recognize your achievements and to praise yourself. Never downgrade yourself and don’t dwell on past difficulties. Give yourself credit for what you do achieve, plan and look ahead.


Coping with a Panic Attack


It is always easier to cope with anxiety in its early stages, and this is why it is helpful to recognize the onset of tension, and to use this as your cue for putting coping techniques into action. However, there may be times when you miss the early signs and you become panicky. At this point it is hard to think clearly and act sensibly, so it is important to have learnt what to do if you get extremely anxious or have a panic attack. If you are well prepared, you will be able to manage your feelings.


• Remember, your feelings are normal and harmless.


• Use controlled breathing to ease your discomfort.


• Accept what is happening to you. If you wait, the fear will pass; if you run away, it will be more difficult to cope with the situation in the future.


• Control frightening thoughts. Try to use distraction or to think of the situation in a more logical way.


• As soon as you are able, make a plan to ease the situation. You could rest until you feel calmer or get the help of a friend, for example. Whatever you decide, try to carry it out in a relaxed way.




Summary


1   Coping in the long term requires regular practice of all that you have learnt.


2   Establish blueprints for the future.


3   Have plans for coping with set-backs.


4   Review your daily routine and consider changing your lifestyle to minimize stress.


5   Know how to manage a panic attack.








Postscript



For some, this self-help guide will be all that is needed to learn how to manage worries, fears and anxieties. However, some individuals might find that they need more guidance in learning to deal with the problem. If this is the case, your medical practitioner should be able to offer support and/or specialist referral if necessary. If you should find that the exercises in Part Two are not sufficient, do not regard this as a failure but as an indication of the complexity of your needs. You might well have had the same experience if you were to teach yourself a foreign language. First, you would try learning from tapes and teach-yourself books; but, if your lifestyle or your learning style were not suited to self-teaching, or if you have trouble with languages, you might feel the need to join an evening class which would structure your learning. In this case, you probably would not view yourself as having failed. Nor have you ‘failed’ if you find that this programme is more helpful if it is supplemented by a support group or some individual work with a specialist.





Scripts for Making Your Own
Relaxation Training Tapes



Although many discover that relaxation training is an invaluable exercise in stress management, some do find that it is difficult to remember all the elements of each exercise and to pace the exercises properly. If you find that this is so, you can make your own instruction tapes by recording the scripts below. The aim of making the tape is to provide you with soothing instructions, so choose a time when you are feeling reasonably relaxed and your voice is not strained and you are not hurried. If you prefer the sound of a friend’s voice, ask her or him to make the tape for you.


Exercise 1: Progressive Muscular Relaxation or Deep Relaxation


This exercise will help you to distinguish between tension and relaxation in your muscles, and teach you how to relax at will. You will work through various muscle groups, first tensing them and then relaxing them. You will start with your feet, then work up through your body slowly and smoothly. Don’t rush, just let the sensation of relaxation deepen at its own pace.


First, get as comfortable as you can . . . Lie flat on the floor with a pillow under your head, or snuggle in your chair . . . If you wear spectacles, remove them . . . Kick off your shoes and loosen any tight clothing . . . Relax your arms by your side and have your legs uncrossed. Close your eyes, and don’t worry if they flicker – this is quite usual.


Instructions


‘You are beginning to relax . . . Breathe out slowly . . . Now, breathe in smoothly and deeply . . . Now, breathe out slowly again, imagining yourself becoming heavier and heavier, sinking into the floor or your chair . . . Keep breathing rhythmically, and feel a sense of relief and of letting go . . . Try saying “relax” to yourself as you breathe out . . . Breathe like this for a few moments more . . .


(Read once)


‘Now, begin to tense and relax the muscles of your body . . . Think of your feet . . . Tense the muscles in your feet and ankles, curling your toes towards your head . . . Gently stretch your muscles . . . Feel the tension in your feet and ankles . . . Hold it . . . Now let go . . . Let your feet go limp and floppy . . . Feel the difference . . . Feel the tension draining away from your feet . . . Let your feet roll outwards and grow heavier and heavier . . . Imagine that they are so heavy that they are sinking into the floor . . . More and more relaxed . . . growing heavier and more relaxed . . .


(Repeat)


‘Now, think about your calves . . . Begin to tense the muscles in your lower legs . . . If you are sitting, lift your legs up and hold them in front of you, feeling the tension . . . Gently stretch the muscles . . . Feel that tension . . . Hold it . . . Now release . . . Let your feet touch the floor and let your legs go floppy and heavy . . . Feel the difference . . . Feel the tension leaving your legs, draining away from your calves . . . Leaving your calves feeling heavy . . . Draining away from your feet . . . Leaving them feeling heavy and limp . . . Imagine that your legs and feet are so heavy that they are sinking into the floor . . . They feel limp and relaxed . . . Growing more and more heavy and relaxed . . .


(Repeat)


‘Think about your thigh muscles . . . Tense them by pushing the tops of your legs together as hard as you can . . . Feel the tension building . . . Hold it . . . Now, let your legs fall apart . . . Feel the difference . . . Feel the tension draining away from your legs . . . They feel limp and heavy . . . Your thighs feel heavy . . . Your calves feel heavy . . . Your feet feel heavy . . . Imagine the tension draining away . . . Leaving your legs . . . Leaving them feeling limp and relaxed . . . Leaving them feeling so heavy that they are sinking into the floor or your chair . . . Let the feelings of relaxation spread up from your feet . . . Up through your legs . . . Relaxing your hips and lower back . . .


(Repeat)


‘Now tense the muscles of your hips, and lower back by squeezing your buttocks together . . . Arch your back, gently . . . Feel the tension . . . Hold the tension . . . Now let it go . . . Let your muscles relax . . . Feel your spine supported again . . . Feel the muscles relax . . . Deeper and deeper . . . More and more relaxed . . . Growing heavier and heavier . . . Your hips are relaxed . . . Your legs are relaxed . . . Your feet are heavy . . . Tension is draining away from your body . . .


(Repeat)


‘Tense your stomach and chest muscles, imagine that you are expecting a punch in the stomach and prepare yourself for the impact . . . Take in a breath, and as you do, pull in your stomach and feel the muscles tighten . . . Feel your chest muscles tighten and become rigid . . . Hold the tension . . . Now slowly breathe out and let go of the tension . . . Feel your stomach muscles relax . . . Feel the tightness leave your chest . . . As you breathe evenly and calmly, your chest and stomach should gently rise and fall . . . Allow your breathing to become rhythmic and relaxed . . .


(Repeat)


‘Now think about your hands and arms . . . Slowly curl your fingers into two tight fists . . . Feel the tension . . . Now hold your arms straight out in front of you, still clenching your fists . . . Feel the tension in your hands, your forearms and your upper arms . . . Hold it . . . Now, let go . . . Gently drop your arms by your side and imagine the tension draining away from your arms . . . Leaving your upper arms . . . Leaving your forearms . . . Draining away from your hands . . . Your arms feel heavy and floppy . . . Your arms feel limp and relaxed . . .


(Repeat)


‘Think about the muscles in your shoulders . . . Tense them by drawing up your shoulders towards your ears and pull them in towards your spine . . . Feel the tension across your shoulders and in your neck . . . Tense the muscles in your neck further by tipping your head back slightly . . . Hold the tension . . . Now relax . . . Let your head drop forward . . . Let your shoulders drop . . . Let them drop even further . . . Feel the tension easing away from your neck and shoulders . . . Feel your muscles relaxing more and more deeply . . . Your neck is limp and your shoulders feel heavy . . .


(Repeat)


‘Think about your face muscles . . . Focus on the muscles running across your forehead . . . Tense them by frowning as hard as you can . . . Hold that tension and focus on your jaw muscles . . . Tense the muscles by biting hard . . . Feel your jaw muscles tighten . . . Feel the tension in your face . . . Across your forehead . . . Behind your eyes . . . In your jaw . . . Now let go . . . Relax your forehead and drop your jaw . . . Feel the strain easing . . . Feel the tension draining away from your face . . . Your forehead feels smooth and relaxed . . . Your jaw is heavy and loose . . . Imagine the tension leaving your face . . . Leaving your neck . . . Draining away from your shoulders . . . Your head, neck, and shoulders feel heavy and relaxed.


(Repeat)


‘Think of your whole body now . . . Your entire body feels heavy and relaxed . . . Let go of any tension . . . Imagine the tension flowing out of your body . . . Listen to the sound of your calm, even breathing . . . Your arms, legs and head feel pleasantly heavy . . . Too heavy to move . . . You may feel as though you are floating . . . Let it happen . . . It is part of being relaxed . . .


‘When images drift into your mind, don’t fight them . . . Just acknowledge them and let them pass . . . You are a bystander: interested but not involved . . . Enjoy the feelings of relaxation for a few more moments . . . If you like, picture something which gives you pleasure and a sense of calm . . .


‘In a moment, I will count backwards from four to one . . . When I reach one, open your eyes and lie still for a little while before you begin to move around again . . . You will feel pleasantly relaxed and refreshed . . .


‘Four: beginning to feel more alert . . . Three: getting ready to start moving again . . . Two: aware of your surroundings . . . One: eyes open, feeling relaxed and alert.’


Exercise 2: Shortened Progressive Muscular Relaxation


When you can use the first exercise successfully, you can shorten the routine by missing out the tensing stage.


Instructions


‘You are relaxing . . . Breathe out slowly . . . Now, breathe in smoothly and deeply . . . Now, breathe out slowly again, imagining yourself becoming heavier and heavier, sinking into the floor or your chair . . . Keep breathing rhythmically, and feel a sense of relief and of letting go . . . Try saying “relax” to yourself as you breathe out . . . Breathe like this for a few moments more . . .


(Read once)


‘Now, begin to relax the muscles of your body . . . Think of your feet . . . Let your feet go limp and floppy . . . Feel the tension draining away from your feet . . . Let your feet roll outwards and grow heavier and heavier . . . Imagine that they are so heavy that they are sinking into the floor . . . More and more relaxed . . . growing heavier and more relaxed . . .


(Repeat)


‘Now, think about your calves . . . Let your feet touch the floor and let your legs go floppy and heavy . . . Feel the tension leaving your legs, draining away from your calves . . . Leaving your calves feeling heavy . . . Draining away from your feet . . . Leaving them feeling heavy and limp . . . Imagine that your legs and feet are so heavy that they are sinking into the floor . . . They feel limp and relaxed . . . Growing more and more heavy and relaxed . . .


(Repeat)


‘Think about your thigh muscles . . . Feel the tension draining away from your legs . . . They feel limp and heavy . . . Your thighs feel heavy . . . Your calves feel heavy . . . Your feet feel heavy . . . Imagine the tension draining away . . . Leaving your legs . . . Leaving them feeling limp and relaxed . . . Leaving them feeling so heavy that they are sinking into the floor or your chair . . . Let the feelings of relaxation spread up from your feet . . . Up through your legs . . . Relaxing your hips and lower back . . .


(Repeat)


‘Now relax the muscles of your hips, and lower back . . . If you feel tension, let it go . . . Let your muscles relax . . . Feel your spine supported . . . Feel the muscles relax . . . Deeper and deeper . . . More and more relaxed . . . Growing heavier and heavier . . . Your hips are relaxed . . . Your legs are relaxed . . . Your feet are heavy . . . Tension is draining away from your body . . .


(Repeat)


‘Relax your stomach and chest muscles . . . As you breathe out, let go of your tension . . . Feel your stomach muscles relax . . . Feel the tightness leave your chest . . . As you breathe evenly and calmly, your chest and stomach should gently rise and fall . . . Allow your breathing to become rhythmic and relaxed . . .


(Repeat)


‘Now think about your hands and arms . . . Gently drop your arms by your side and imagine the tension draining away from your arms . . . Leaving your upper arms . . . Leaving your forearms . . . Draining away from your hands . . . Your arms feel heavy and floppy . . . Your arms feel limp and relaxed . . .


(Repeat)


‘Think about the muscles in your shoulders . . . Now relax . . . Let your head drop forward . . . Let your shoulders drop . . . Let them drop even further . . . Feel the tension easing away from your neck and shoulders . . . Feel your muscles relaxing more and more deeply . . . Your neck is limp and your shoulders feel heavy . . .


(Repeat)


‘Think about your face muscles . . . Focus on the muscles running across your forehead . . . Relax your forehead and drop your jaw . . . Feel the strain easing . . . Feel the tension draining away from your face . . . Your forehead feels smooth and relaxed . . . Your jaw is heavy and loose . . . Imagine the tension leaving your face . . . Leaving your neck . . . Draining away from your shoulders . . . Your head, neck, and shoulders feel heavy and relaxed . . .


(Repeat)


‘Think of your whole body now . . . Your entire body feels heavy and relaxed . . . Let go of any tension . . . Imagine the tension flowing out of your body . . . Listen to the sound of your calm, even breathing . . . Your arms, legs and head feel pleasantly heavy . . . Too heavy to move . . . You may feel as though you are floating . . . Let it happen . . . It is part of being relaxed . . .


‘When images drift into your mind, don’t fight them . . . Just acknowledge them and let them pass . . . You are a bystander: interested but not involved . . . Enjoy the feelings of relaxation for a few more moments . . . If you like, picture something which gives you pleasure and a sense of calm . . .


‘In a moment, I will count backwards from four to one . . . When I reach one, open your eyes and lie still for a little while before you begin to move around again . . . You will feel pleasantly relaxed and refreshed . . .


‘Four: beginning to feel more alert . . . Three: getting ready to start moving again . . . Two: aware of your surroundings . . . One: eyes open, feeling relaxed and alert.’



Exercise 3: Simple Relaxation Routine


You can use an even shorter exercise, which you can practise at almost any time you need to. For the shorter routine, you have to imagine a mental image or mental device to use during the relaxation exercise. This can be a pleasant, calming scene, such as a deserted beach; a particularly relaxing picture or object; or sound or word which you find soothing, like the sound of the sea or the word ‘serene’. The important thing is that you should find a mental device which is calming for you.


From time to time, distracting thoughts will come into your mind – this is quite usual. Don’t dwell on them, simply return to thinking about your soothing image or sound. Once you have started the exercise, carry on for 10 to 20 minutes and, when you have finished, sit quietly with your eyes closed for a few moments. When you open your eyes, don’t begin moving around too quickly.


To start the exercise, sit in a comfortable position. First, focus on your breathing. Take a slow, deep breath in . . . Feel the muscle beneath your rib cage move . . . Now let it out – slowly . . . Aim for a smooth pattern of breathing.


Instructions


‘Close your eyes, and, while you continue to breathe slowly, imagine your body becoming more heavy . . . Scan your body for tension . . . Start at your feet and move up through your body to your shoulders and head . . . If you find any tension, try to relax that part of your body . . . Now, while your body is feeling as heavy and comfortable as possible, become aware of your breathing again . . . Breathe in through your nose, and fill your lungs fully . . . Now, breathe out again and bring to mind your tranquil image or sound . . . Breathe easily and naturally as you do this . . . Again, breathe in through your nose, filling your lungs . . . and out, thinking of your soothing mental device . . . When you are ready to breathe in again, repeat the cycle . . . Keep repeating this cycle until you feel relaxed and calm and refreshed.


‘When you have finished this exercise, sit quietly for a few moments, and enjoy the feeling of relaxation.’





An A–Z of Worries, Fears and Anxieties



Earlier in this book, I said that fears and phobias were numerous and varied. The A-Z lists just some of the most common of fears and might help you to identify your phobia more easily. Once you have labelled your fear, it is important that you remember that this is only a first step in the management of your problem. You must then understand exactly what it is that you fear so that you can devise your personal management plan. For example ‘agoraphobia’ is a useful label to describe the common fear of leaving a safe base. However, the origin of the fear can be varied. One person might experience agoraphobia because she has panic attacks in public places and her phobia will be best managed through learning how to control panic and through graded exposure to public places. Another person’s agoraphobia might occur because he fears that something terrible will happen to his home in his absence and his fear is best helped by learning distraction and thought challenging. Yet someone else’s agoraphobia might arise because she is frightened of being embarrassed in public and so lacks social confidence that she has become house-bound. In this case, assertivness training would be most helpful.


Whatever your fear, it can be understood and it can be overcome.


Agoraphobia


Strictly speaking, agoraphobia means ‘fear of the market place’ – a fear of open spaces. In fact, sufferers most often experience it as a fear of venturing from a place that feels safe, and the best way of overcoming agoraphobia is to leave the safe base as often as possible.


Blood phobia (haematophobia)


Blood phobia is different from other fears because it does not result in the usual increase in blood pressure which is associated with phobias. For all of us, the sight of blood causes a drop in blood pressure, which is why a person can feel light-headed and faint. The treatment of blood phobia is essentially the same as for other fears, except applied tension is used rather than applied relaxation. Instead of relaxing in response to unpleasant bodily symptoms, a person learns to tense muscles and raise blood pressure.


Claustrophobia


This is a fear of being in an enclosed space (a lift, a small room, the middle of a row in the theatre) and is often associated with a fear of panic attack and anticipation of not being able to escape. The management of claustrophobia involves learning to cope with panic, combined with exposure to difficult situations.


Darkness phobia (nyctophobia)


This is common in children who have catastrophic fears of things happening in the night. The kindest way to help them is to explain that they are quite safe and to build up their confidence by leaving fewer and fewer lights on for them. This fear also affects some adults – often those who suffer from nightmares or traumatic memories. Although the gradual exposure to darkness can be helpful to adults, the management of nightmares and traumatic memories is likely to need specialist help.


Fear of flying (aerophobia)


There can be many reasons for a fear of flying – it can be a form of claustrophobia, a catastrophic fear of crashing or hijack, a fear of heights. It is important that the sufferer discovers the particular basis of the fear so that it can be managed appropriately.


Gynophobia


This is a fear of women; its counterpart is androphobia, a fear of men. Such fears are often an expression of social phobia but can sometimes be associated with interpersonal trauma in the past. When this is the case, specialist counselling or therapy can be helpful.


Height phobia (acrophobia)


We are all born with a fear of heights which we usually outgrow. Sometimes, we simply do not ‘unlearn’ this fear and it persists into adulthood. These innate fears can sometimes be difficult to describe because they are so deeply rooted, yet they respond very well to graded exposure.


Insect phobia (entomophobia)


We are also born with a fear of crawling creatures, including insects, spiders and wasps. This fear is often experienced as an unpleasant ‘creepy’ sensation under the skin.


Lyssophobia


A fear of insanity is not uncommon among sufferers of severe worries, fears and anxiety. The mood changes and difficulty in thinking clearly can be misinterpreted as losing one’s mental faculties. Of course, this perception will fuel the worry and set up a maintaining cycle of distress.


Mirror phobia (elsoptrophobia)


A person who avoids seeing her/himself in the mirror usually dislikes that image. This might be because of a real or an imagined disfigurement or ugliness. Such avoidance is almost invariably linked with low self-esteem and the sufferer might need expert help in overcoming his or her negative self-image.


Novelty phobia (neophobia)


Some are made anxious by new things or persons. It is important to identify the meaning of the threat: perhaps the sufferer is socially phobic and new persons are particularly frightening; perhaps the sufferer fears failure and predicts not coping in a new situation. Once clarified, the neophobic person can begin to face the fear.


Ornithophobia


This is a fear of birds. Most commonly it is a dislike of the flapping movement of the animal and is often accompanied by vivid images of a bird being caught up in one’s hair. In this respect, it is similar to bat phobias. Again, exposure to the feared object is the best form of treatment.


Pain phobia (algophobia)


Because stress is such a physical experience, this fear can actually bring on or worsen pain. The best remedy is to learn to relax and build up confidence that pain can be managed and can be bearable.


Reptile phobia (batrachophobia)


This is another of the fears that we seem to be born with and which some do not ‘unlearn’. The most common of the batrachophobias is a fear of snakes, which is highly appropriate in some circumstances. As with all problem anxieties, when the fear is excessive or occurs out of context, the solution is anxiety management training.


School phobia (scholionophobia)


This is found in children and is almost always associated with unhappiness. Sometimes the child is the victim of bullying, sometimes s/he cannot keep up with the school work, sometimes the child has agoraphobia or social phobia. It is important that the parent or teachers help the child to feel safe enough to explain the fears.


Touch phobia (haptophobia)


A fear of touch might be associated with a fear of contamination, in which case exposure with thought challenging is the best intervention. Sometimes its roots are more sinister and the fear is associated with an abusive past. When this is the case, specialist counselling or therapy can be most helpful.


Vomit phobia (emetophobia)


This might reflect a fear of choking, a fear of being embarrassed in public or a fear of illness. Sufferers will avoid seeing others who might be sick (for example, avoiding hospitals and bars) because of the natural tendency of a witness to vomit feeling nauseous themselves. Again, management of emetophobia involves unpacking the fear and overcoming avoidance.


Weather phobias


The commonest weather-related fears are of lightning (astradophobia), of thunder (brontophobia) and of wind (anemophobia). The marked anxiety which is provoked by changes in the weather is usually associated with catastrophic predictions such as being struck by lightning, a roof being blown away or flooding. The sufferer needs to identify the meaning of the anxiety and begin to question its validity.


Xenophobia


This fear of foreigners or foreign countries might be a form of social phobia, a fear of novelty or simply a prejudice.





Useful Books and Addresses



Useful Books
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Ramona S. Adams, Herbert A. Otto and Deane S. Cowly, Letting Go: Uncomplicating your life, New York, Macmillan, 1980.


Yetta Bernhard, How to Be Somebody: Open the door to personal growth, Millbrae, California, Celestial Arts, 1975.


Richard David Carson, Taming Your Gremlin: A guide to enjoying yourself, Dallas, The Family Resource, 1983.


D. Burns, The Feeling Good Handbook, London, Plume, 1990.


G. Butler and A. Hope, Manage Your Mind, Oxford, Oxford University Press, 1995.


E. A. Charlesworth and R. G. Nathan, Stress Management, London, Corgi Books, 1987.


Donald W. Goodwin, Anxiety, New York & Oxford, Oxford University Press, 1986.


D. Greenberger and C. Padesky, Mind over Mood, London, Guilford Books, 1995


John H. Griest et al., Anxiety and Its Treatment, New York, Warner Books, 1988.


Matthew McKay and Patrick Fanning, Self-Esteem, Oakland, California, New Harbinger Publications, 1987.


J. W. Mills, Coping with Stress, Chichester, W. Sussex, Wiley 1982.


Hans Selye, Stress without Distress, Philadelphia, J. P. Lippincott, 1974.



Assertiveness



Robert E. Alberti and Michael L. Emmons, Your Perfect Right: A guide to assertive living, San Luis Obispo, California, Impact Publishers, 1982.


A. Dickson, A Woman in Your Own Right, London, Quartet Books, 1982.


W. Dyer, Pulling Your Own Strings, New York, Avon Books, 1979.


G. Lindenfield, Assert Yourself, London, Thorsons, 1986.


Mathew McKay, Martha Davis and Patrick Fanning, Messages – The Communication Skills Book, Oakland, California, New Harbinger Publications, 1985.


M. Smith, When I Say No I feel Guilty, New York, Bantam Books 1976.


Time Management


J. M. Atkinson, Coping with Stress at Work, London, Thorsons, 1988.


H. Reynolds and M. E. Tramel, Executive Time Management, Aldershot, Hants, Gower, 1979.


Useful Addresses


 


 


Institute for Neuro-Physiological Psychology


Warwick House


4 Stanley Place


CHESTER CH1 2LU


Tel.: 01224 311414


MIND, The National Association for Mental Health


Granta House


15–19 Broadway


Stratford


LONDON E15 4BQ


Tel.: 0181 519 2122 (can also give you details of local tranquillizer withdrawal support groups)


No Panic


93 Brands Farm Way


Randlay


Telford


Helpline: 01952 590545


The Phobics Society (a self-help network for those with phobias)


4 Cheltenham Road


Chorlton-cum-Hardy


MANCHESTER M21 1QN


Tel.: 0161 881 1937


Relaxation for Living (courses and information to combat stress)


Dunesk, 29 Burwood Park Road


Walton-on-Thames


SURREY KTI2 5LH


Tel.: 01932 227826


Stresswatch (workshops and information to deal with phobias and anxieties)


PO BOX 4


LONDON W1A 4AR


(No telephone number available)


Triumph Over Phobia


TOP U.K.


PO Box 1831


BATH BA1 3YX


(No telephone number available)


Open Door Association (information for those with agoraphobia and anxieties)


447 Pensby Road


Heswall


Wirral


MERSEYSIDE LR1 9PQ


(No telephone number available)


Release (advice and information on drug use and abuse)


388 Old Street


LONDON EC1V 9LT


Tel: 0171 928 1211


ISOD (Institute of Drug Dependency)


Waterbridge House


32–36 London St


LONDON SE1 0EE


Tel.: 0171 928 1211


United States


 


American Mental Health Foundation


2 East 86th Street


New York


NY 1008


(Written enquiries only)


Association for the Advancement of Behavior Therapy


305 7th Avenue


New York


NY 10001


Tel.: 212 647 1890


The Behavior Therapy Center of New York


115 East 87th Street


New York


NY 10028


Tel.: 212 410 6500


Behavior Therapy Institute


San Francisco


Tel: 415 989 2140


Behavioral Psychotherapy Center


23 Old Mamaroneck Road


White Plains


NY 10605


Tel.: 914 761 4080


Institute for Behavior Therapy


137 East 36th Street


New York


NY 10016


Tel: 212 686 8778


Institutes for Neuro-Physiological Psychology:


Dr Larry J. Beuret, MD


4811 Emerson, Suite 209


Palatine


IL 60067


Tel.: 847 303 1800


and


Mrs Victoria Hutton


6535 North Shore Way


Newmarket


Maryland 21774


Tel.: 301 607 6752


White Plains Hospital Center


Anxiety and Phobia Clinic


Davis Ave., at Post Road


White Plains


NY 10601


Clinic tel.: 914 681 0600


(Mon, Wed, Fri only, 9.00 a.m.–4.00 p.m.



Australia and New Zealand



 


Triumph Over Phobia


TOP NSW


PO BOX 213


Rockdale


New South Wales 2216


Institutes for Neuro-Physiological Research:


Dr Mary Lou Sheil


80 Alexandra Street


Hunters Hill 2110


Sydney, Australia


Tel.: 298 796 596


and


Heather Jones


501 North Willowport Road


Hastins


New Zealand


(No telephone number available)
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Why a cognitive behavioral approach?


The approach this book takes in attempting to help you overcome your body image problems is a ‘cognitive behavioral’ one. A brief account of the history of this form of intervention might be useful and encouraging. In the 1950s and 1960s a set of therapeutic techniques was developed, 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 (traditionally the focus of psychoanalysis, the approach developed by Sigmund Freud and his associates). Second, they were scientifically based, in the sense that they used techniques derived from what laboratory psychologists were finding out about the mechanisms of learning, and they put these techniques to scientific test. The area where behavior therapy initially proved to be of most value was in the treatment of anxiety disorders, especially specific phobias (such as extreme 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 many patients were experiencing. In particular, behavior therapy proved inadequate when it came to the treatment of depression. In the late 1960s and early 1970s a treatment for depression was developed called ‘cognitive therapy’. The pioneer in this enterprise was an American psychiatrist, Professor Aaron T. Beck. He developed a theory of depression which emphasized the importance of people’s depressed styles of thinking, and, on the basis of this theory, he specified a new form of therapy. It would not be an exaggeration to say that Beck’s work has changed the nature of psychotherapy, not just for depression but for a range of psychological problems.


The techniques introduced by Beck have been merged with the techniques developed earlier by the behavior therapists to produce a therapeutic approach which has come to be known as ‘cognitive behavioral therapy’ (or CBT). This therapy has been subjected to the strictest scientific testing and has been found to be highly successful for a significant proportion of cases of depression. It has now become clear that specific patterns of disturbed thinking are associated with a wide range of psychological problems, not just depression, and that the treatments which deal with these are highly effective. So, effective cognitive behavioral treatments have been developed for a range of anxiety disorders, such as panic disorder, generalized anxiety disorder, specific phobias, social phobia, obsessive compulsive disorders, and hypochondriasis (health anxiety), as well as for other conditions such as drug addictions, and eating disorders like bulimia nervosa. Indeed, cognitive behavioral techniques have been found to have an application beyond the narrow categories of psychological disorders. They have been applied effectively, for example, to helping people with weight problems, couples with marital difficulties, as well as those who wish to give up smoking or deal with drinking problems. They have also been effectively applied to dealing with low self-esteem. In relation to the current self-help manual, over several years effective CBT techniques have been developed for helping people overcome their problems with their body image.


The starting-point for CBT is the realization that the way we think, feel and behave are all intimately linked, and changing the way we think about ourselves, our experiences, and the world around us changes the way we feel and what we are able to do. So, for example, by helping a depressed person identify and challenge their automatic depressive thoughts, a route out of the cycle of depressive thoughts and feelings can be found. Similarly, habitual behavioral responses are driven by a complex set of thoughts and feelings, and CBT, as you will discover from this book, by providing a means for the behavior, thoughts and feelings to be brought under control, enables these responses to be undermined and a different kind of life to be possible.


Although effective CBT treatments have been developed for a wide range of disorders and problems, these treatments are not currently widely available; and, when people try on their own to help themselves, they often, inadvertently, do things which make matters worse. In recent years the community of cognitive behavioral therapists has responded to this situation. What they have done is to take the principles and techniques of specific cognitive behavioral therapies for particular problems and present them in manuals which people can read and apply themselves. These manuals specify a systematic programme of treatment which the person works through to overcome their difficulties. In this way, cognitive behavioral therapeutic techniques of proven value are being made available on the widest possible basis.


The use of self-help manuals is never going to replace the need for therapists. Many people with emotional and behavioral problems will need the help of 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 these self-help manuals is at an early stage, the work done to date indicates that for a great many people such a manual is sufficient for them to overcome their problems without professional help. Sadly, many people suffer on their own for years. Sometimes they feel reluctant to seek help without first making a serious effort to manage on their own. Sometimes they feel too awkward or even ashamed to ask for help. Sometimes appropriate help is not forthcoming despite their efforts to find it. For many of these people the cognitive behavioral self-help manual will provide a lifeline to a better future.


Peter J Cooper


The University of Reading, 2009





1


Appearance matters


First impressions


Appearance is important. First impressions depend partly on what we look like and partly on how we behave. Faces, in particular, have a number of functions. Our faces allow us to express ourselves and communicate. Our emotions – such as happiness and sadness, disgust and anger – are all conveyed through our facial expressions. When we communicate with someone, we are constantly noting (whether consciously or not) what their eyes, mouth and stance are telling us, as well as what we are hearing in their words and tone. Is the other person interested in what we are saying? Or are they bored? Faces communicate vital information as we find our way through a conversation, showing that we are listening, indicating questions or taking turns to speak. Faces also indicate age and attractiveness, ethnicity, gender, and familial or racial characteristics. There are many reasons, therefore, why faces are important in human behavior, and this is why it can be particularly difficult if something about your own face worries or disturbs you.


Similarly, we all pay attention to ‘body language’ (meaning the way we use our bodies and behave to convey additional information to other people). If you are excessively concerned or anxious about your appearance, changing the way that you look may seem the obvious or only way of changing how you feel. But you can also manage your concern about your appearance by thinking and behaving differently. So the goal in this book is for you to become less preoccupied with your appearance rather than to radically change your appearance in itself. It also means being able to get on with what is important in life, despite what your mind is telling you. This will be explored in later chapters. First we will discuss appearance and body image in more detail. What is a normal appearance? And what is normal in terms of how much we think about it and try to change it?


What is body image?


Psychologists use the term ‘body image’ to describe our internalized sense of what we look like. This can be thought of as a mental representation or map of our body, against which we judge our external appearance. The idea of body image was first developed by neurologists, who were investigating how the brain interprets information that it receives from different parts of the body. For example, after people lose a limb they often experience phantom pain or sensation – as if the limb were still there. For this to occur, the brain must have some kind of internalized representation of the limb. This mental image takes time to adjust once the external appearance has been altered. The body image of people with eating disorders has also been studied, and their perception of their body size may differ greatly from their actual size. People with anorexia may feel normal or fat even though, in reality, they are very thin. Once again, their internal body image is providing inaccurate information about what they look like.


For most of us, there is a relatively good match between what we think we look like (subjective appearance) and how we appear to other people (objective appearance), although it is interesting how often people dislike photographs of themselves. To some extent, our body image is idealized (based on how we would like to look). It is also based on a mirror image of our actual appearance. Other people see animated or moving images, whereas we view our own image mainly through photographs or mirrors where expression is still. Body image also changes slowly as we get older. We recognize our image as ‘our self’ when we are children and as we grow into adults. However, when our appearance changes suddenly, perhaps after an accident or as a result of disease, it can be very disconcerting, and it can take quite a long time before we ‘see ourselves’ once more when looking in the mirror. Even a dramatically different haircut can be quite shocking when we catch sight of an unexpected reflection, for example in a shop window.


Body image can also be studied in terms of what we look like in the eyes of an observer. What other people see and what we think they can see – the outside and inside view of body image – are like two sides of a coin, as they both contribute to how we feel about our looks. For example, we might receive positive or negative feedback about our appearance that might influence the way we think and feel. Equally, the way we act and feel about our appearance will have an impact on others. For example, if you keep your head down, don’t make eye contact and say very little then others will think you are not interested in them. They could be critical and reject you, not because of your appearance but because of your actions.


Body image can therefore be positive or negative and can vary over time. It is just one aspect of the way you feel about yourself. For instance, you might have a negative body image and a high sense of worth about other aspects of yourself or vice versa. Ideas about body image overlap with feelings of high or low self-esteem. If low self-esteem is a problem then it may take longer to overcome your body image problems, and we will discuss this in Chapter 2.


Body image changes as we get older


Attractiveness is difficult to define but there are several common factors across different cultures. For instance, someone with a very symmetrical, balanced face is usually rated attractive. More symmetrical features may be a sign of good health and fertility, as an infection at a young age can interfere with facial symmetry. One theory is that the human brain has a built-in mechanism for detecting symmetry because it demonstrates to others that the person has good genes and does not have any serious illness. Even babies are born with a tendency to pay attention to attractive faces. Studies have found that a baby’s attention is held for slightly longer by images of faces that that have been rated as very attractive compared to images of unattractive faces. Older children also play for slightly longer with attractive dolls.


Very young children show little awareness of their own appearance, and they don’t make value judgements about other people based on the way they look. However, from the age of about seven, children become more aware of their own appearance, and may begin to discriminate between ‘good’ and bad’ appearance and ascribe characteristics to other people based on what they look like. Children’s literature reinforces this development by linking the ideas of beauty and goodness. Fairytales such as ‘Cinderella’ or ‘Beauty and the Beast’ (variations of which can be found in all cultures) reinforce the idea that beauty is rewarded and is therefore to be prized, and ugliness is associated with evil. This assumption appears even in films where the hero is generally strong and good-looking and the villain characterized with a scar or disfigurement. One of the few ‘plain’ heroines in literature is Jane Eyre, but she is not married to Mr Rochester until he has been blinded in a fire and has acquired additional disabilities! Media images from publications such as Hello! and OK! magazine increasingly link physical attractiveness with exceptional success and celebrity, although in reality the celebrities featured often seem to find that their fame brings them problems rather than happiness.


Adolescence is the period when people’s appearance changes most noticeably, and over a very short period of time, as they reach puberty. Before puberty, male and female children have very similar body shapes. After puberty, girls develop breasts and curvier hips. For boys, the trunk slims, the shoulders broaden, facial features become more masculine, and facial hair starts to grow. Although breast development is characteristic of girls, some boys also experience breast changes. ‘Man boobs’, as they are sometimes called, can be very worrying for teenage boys and may lead to teasing but they usually disappear as puberty continues.


Most importantly, appearance becomes linked with sexuality during puberty. The way people look affects their attractiveness in the eyes of other people. It also influences the way they see themselves. Whilst girls are usually thought to worry most about their physical appearance, young men are also very concerned with how they look. However, whilst girls aspire to an ideal weight and shape, boys focus more on fitness and bulging muscles.


The hormonal surge that occurs at puberty not only triggers the physical changes mentioned earlier; it can also impact on other very visible aspects of appearance, such as people’s skin. For example, acne (caused by excessive production of sebum in the skin) can cause very visible and painful pimples across the face and shoulders in particular. Although associated with adolescence, acne can continue throughout someone’s life and often causes considerable unhappiness and anxiety about appearance. Fortunately, this condition can usually be well controlled with a combination of medications, which reduce the production of sebum and combat infection. Acne is a good example of a condition that is common but often misunderstood. Although it is usually seen as a minor issue or a ‘normal’ part of growing up, the level of distress experienced by some acne sufferers may be highly significant. While it may be assumed that someone with severe facial burns will experience more distress than someone with acne, this is not necessarily true. Any form of altered appearance may cause distress if the individual feels that it makes them different from their peer group, and puts them at a disadvantage compared with other people.


The self-consciousness associated with these rapid changes in appearance is perfectly normal. Adolescence is a time when people can become acutely aware of body changes, particularly if they are either first or last in their peer group to, for example, develop breasts. Whilst some people enjoy the sense of being different or exceptional, it is far more common to want to ‘fit in’ or to be ‘unremarkable’. Therefore comments about appearance can make people feel acutely uncomfortable. Unfortunately, adolescence is also a time when bullying is most common. And, since appearance is the most immediately obvious thing about people, bullying remarks will often concern their appearance. Thus weight, shape, hair or skin colour, height, obvious scars or birthmarks, and skin conditions such as acne, can all become the focus of bullying.


However, it is important that the problem here is recognized as the bullies’ behavior rather than the young person’s appearance. Bullies pick on the things about which people feel vulnerable, and schools should therefore take measures to prevent bullying about appearance in the same way as they try to prevent the expression of racism and sexism. Bullying is not a good reason for seeking to make changes in your appearance, particularly during adolescence. But it is a good reason to develop some strategies for managing intrusive or bullying behavior from other people. Furthermore, ‘ghosts from the past’ can influence us in the present. People who have been bullied or abused when they were younger often feel, in adulthood, that they are still being humiliated by others (when they are not) and may become excessively preoccupied with their appearance.


Body image is often assumed to be less important for older people. Look at the vast and lucrative industry devoted to helping people slow down or prevent the obvious signs of ageing, however, and a different picture emerges. Many older people are clearly still very interested in their appearance. Likewise, younger people often anticipate that they will be more relaxed about their appearance once they ‘reach 40’ but people whose sense of self-worth is largely determined by their appearance are unlikely to change as they grow older. In some work settings, particularly those in the media, such as television, personal appearance has great importance and an attractive individual is likely to do better when competing for a high-status job. This has led many older employees to worry about the effects of ageism and pursue a more youthful appearance in order to protect their employment.


Cultural factors and changes in the body image ideal


Some body image ‘ideals’ have remained relatively unchanged over the centuries. For example, a smooth and unblemished skin has been prized in women across all the cultures that have been studied throughout history. Thus smallpox, which left the skin very pockmarked in previous centuries, led to women wearing veils and being considered less attractive as potential wives. In modern times women in some developing countries are sometimes attacked with acid in order to cause facial burns that may result in them being unable to find a husband. Unblemished skin is thought to be prized because it is associated with youth and therefore fertility; ageing is most visible in the skin, compared with other organs. Disease is also very apparent in skin appearance, so smooth, healthy skin is likely to have a strong evolutionary advantage and to be prized in all cultures.


Other aspects of appearance may vary with socioeconomic conditions. Weight is a good example. In cultures or at times when food is short, plumpness becomes a sign of wealth and is valued. However, with the advent of cheaper mass-marketed food in the West, obesity is becoming prevalent, and a slimmer, more muscular, ‘physically fit’ ideal has developed. Tanned skin, associated with wealth in European populations before the advent of cheap travel, is becoming less desirable as it becomes more easily achievable for all, although this may also be a result of the negative link between sun exposure and skin cancer and premature ageing. This particular change in ideal body image therefore associates appearance with wealth and status.


Promotion of unattainable ideals


Playboy magazine centrefolds, as well as images of models used in fashion advertising, from different decades of the twentieth century show that our idealized female body shape has become increasingly androgynous, and in some ways more male than female. Over the years, models’ hips have become slimmer and their waist-to-hip ratios have been reduced. (However, well-defined breasts are still widely valued, leading some women to opt for cosmetic surgery.) This change in the ideal female body shape is probably partly due to the requirements of the fashion industry, clothes being easier to drape and photograph on a thinner form. However, an idealized female form that is unattainable (or only attainable by means of extreme dieting) is a potential problem for all of us. If we compare ourselves to the ideal and find ourselves wanting, we are more likely to become anxious about our appearance.


Those who are influential in fashion are now being asked to select models from a wider range of body shapes and sizes in order to help reduce the pressure felt by vulnerable young women. However, there is much that still needs to be done to redress this balance. Another related problem arises from the increased use of modified photographic images, in which a perceived defect can be airbrushed out, or the image can be created by combining images from a variety of sources. For the average person, it is impossible to tell a real image from a fabricated one, and this is an additional concern for those working in the field of body image research where images are still idealized and sought after by some people even when they are impossible to achieve. Different racial characteristics may also be idealized. Thus fairer or whiter skin is prized and promoted by manufacturers of skin-whitening creams in Asia; while plastic surgeons may be asked to modify Chinese eyelids to provide wider, more characteristically Western-looking eyes.


‘Normal’ body image


How can we define a normal body image, if it is clear from research and from the vast amounts spent on clothes and make-up that most of us attempt to modify or change our appearance to some extent on a regular basis? Even without knowing the cultural history of body image, most of us recognize that there is a certain pressure on women, and increasingly on men, to look good. Magazines that promote celebrity status and unachievable body images also carry critical articles that mock popular figures for their appearance, weight and choice of clothing. Whilst this does help to show that no one looks like a magazine photo all the time, it is very similar to the bullying experienced in the school or workplace by those whose appearance is unusual. Most people respond to this pressure, for example, by dressing in an appropriate way for work.


In the Western world, the majority of us shower or bath regularly. We have more than one set of clothing, and whilst most of us have a certain ‘style’ that we adhere to, there is a tendency to take more time and trouble over our appearance in situations where we are meeting people for the first time. This is perhaps because we know that, whilst some judgements about us will be made on the basis of our appearance in an initial meeting, subsequent meetings will focus much more on our behavior, personality, and competence (in a work setting). Appearance therefore becomes less important in longer established relationships.


Use of make-up, removal of some body hair, colouring of hair, body piercing and tattooing are all regarded as normal in modern western society. Using surgery to enhance our appearance is much more accepted than it used to be, although someone who undergoes multiple or repeated procedures may be excessively concerned with his or her appearance.


The factors that distinguish someone with a normal body image from someone who has a body image problem are linked with the way they think and act. Different kinds of body image problems will be described more fully in Chapter 2. However, it is important to realize that you don’t have a body image problem simply because you dislike certain parts of your body, think that you would like to lose a few pounds, regularly wear make-up or love clothes. Nor do you have a body image problem if you have a significant disfigurement or an unusual appearance. Many people whose appearance falls outside the ‘norm’ live perfectly happy lives and celebrate the things that make them exceptional. Body image disorders are much more to do with thinking about your appearance to the exclusion of other activities, and avoiding social situations, workplaces or relationships because of the way you look. Believing that you can only feel confident or be happy if you change the way you look or that your appearance is preventing you from participating in certain activities are also typical of body image disorders. Excessive worry, repeatedly checking your appearance, consistent use of very heavy make-up or refusal to leave the house without make-up are all extremes of normal behavior, though they tend to reinforce the idea that your appearance is abnormal, thus increasing body image anxiety.


Why does being attractive matter?


Being attractive might have a ‘halo effect’; in other words others might believe that ‘what is beautiful is good’. For instance, all things being equal, a very attractive person might have a very slight advantage in getting a particular job. Attractiveness is important in the first encounter and influences initial impressions; other qualities, such as social skills and self-confidence, are then more important in the long term. However, being attractive is about much more than just your physical appearance. For example it includes:




•   Your body language and posture. For example, are you playful and do you flirt appropriately? (Or do you keep your head down, make little eye contact and hope that others will go away?)


•   Your sense of style. Do you dress well in clothes that suit you? (Or do you wear worn-out, badly fitting clothes?)


•   Your manner. Do you act as if you have charisma and enthusiasm? (Or are you someone with little to say and not much interest in others?)





There are many couples in which one partner is much less physically attractive than the other. In such cases, the less attractive partner may be valued highly because of their other qualities. Being very attractive can also have disadvantages such as attracting unwanted attention, or inhibiting others who feel that they can’t match such a high standard.


Research has shown that the way someone feels about their appearance has far more influence on their quality of life than how physically attractive they are to others. Thus an individual who is extremely disfigured can have a good quality of life and an individual who is generally considered attractive may be deeply distressed and have a poor quality of life. The examples of Katherine and Tom, described below, illustrate either end of this spectrum.


KATHERINE


Katherine’s face was severely disfigured from burns in a road traffic accident. Most people would rate her appearance as unusual and would not have come across someone who looks so visibly different in their everyday experience. To start with, after the accident, Katherine was shocked by her appearance, and failed to recognize herself in the mirror. After a period of rehabilitation, she is now familiar with her new looks, accepts that no amount of surgery is going to restore her previous appearance, and has rebuilt her self-esteem by acknowledging all her talents, abilities and skills. She is a good partner and parent and a full member of the community, functioning well in society. Sometimes the questions and curiosity about her story get her down, but generally she has learned to manage other people’s curiosity and is confident and at ease in social situations.


TOM


Tom is someone who most people would agree now has a reasonably attractive appearance. However, he was teased and bullied as a child about his acne and has carried the feeling of being insecure and conspicuous into adult life. He believes that others will be critical of him and blames his appearance for his lack of confidence. He repeatedly checks his facial appearance in mirrors and avoids a wide range of social situations and intimacy because of his fear of being humiliated. Like many people with body image problems, he believes that if he could change what he looks like he would feel more confident and be more successful, both in his social life and in close relationships.


We are not saying that individuals who are disfigured do not experience problems or that an attractive person does not have an advantage in life – but we are saying that people’s quality of life does not depend on their objective appearance. What makes the difference is how you think and act about your appearance. For instance, Katherine knows that she has a disfigured appearance but she also recognizes that this is only a small part of how she is perceived by other people – particularly those who know her best. Tom, however, sees his appearance as the major factor defining who he is and how he relates to others. But rather than changing his appearance, the key to changing his quality of life lies in changing the way he thinks and acts. This is the key to understanding and changing all body image problems. We understand this is not going to be easy, as these patterns of thinking and behaving have often built up over many years, but many people have succeeded in overcoming body image problems using this approach.


Making the most of life


Appearance is important. It influences how people view us, particularly when they meet us for the first time. Beauty has always been and remains highly prized, though most of us aim to fit in rather than stand out. This may lead us to modify our appearance to some extent to fit in with our job, lifestyle and peer group. Feeling happy with our appearance may make us feel positive about ourselves, as well as giving us the sense of others being attracted to us and being positively regarded.


If we don’t keep this in proportion, however, we can become excessively preoccupied with appearance in a way that is very unhelpful. Far from working to our advantage, this will increase any beliefs about being abnormal and viewed negatively by others. If we check our features excessively or avoid certain situations, we end up not only limiting our own lives severely, but also affecting those around us, and this in turn has an effect on how attractive we are to others.


In the following chapters we will help you to assess the way you think and act. We will also help you to make changes that will allow you to enjoy taking an interest in your appearance without this limiting your life and opportunities.
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Have you got a body image problem?


This book will discuss a whole range of problems that are broadly described as body image problems. We will cover body dysmorphic disorder (including compulsive skin-picking), eating disorders and certain medical disorders. For example, skin problems (such as acne and eczema) and disfigurements, such as burns, sometimes cause difficulties that are the same as those caused by other body image problems, in terms of the resulting preoccupation and distress interfering with people’s day-to-day lives. For this reason, we are including these conditions within the scope of this book, although we recognize that not everyone who has a visible difference in appearance is distressed or worried by it.


We will start by describing each of these problems and how they affect body image.


Body dysmorphic disorder (BDD)


Body dysmorphic disorder (BDD) involves an extreme preoccupation with one or more features that are not that noticeable or abnormal to others. People with BDD usually feel they are ugly, that they are ‘not right’ and are very self-conscious. They usually have compulsive behaviors such as mirror checking that are difficult to resist. They may resort to needless cosmetic and dermatological procedures with which they are either dissatisfied or that have little impact on their preoccupation and distress. People with BDD also tend to be very secretive and reluctant to seek help because they are afraid that others will think them vain or narcissistic. (Of course they are not vain at all, as their goal is to fit in rather than to stand out and they usually hate their appearance.)


The older term for BDD, ‘dysmorphophobia’, is sometimes still used. The media sometimes refer to BDD as ‘Imagined Ugliness Syndrome’. This isn’t particularly helpful, as the ugliness is very real to the individual concerned.


Some people with BDD acknowledge that they may be blowing things up out of proportion. At the other extreme, others are firmly convinced of the reality of their supposed abnormality. Whatever the person’s degree of insight into their own condition, someone with BDD usually knows that others believe their appearance to be ‘normal’ and will have been told so many times.


The degree of disability caused by BDD varies from slight to very severe. Many people with BDD are either single or divorced, which suggests that they find it difficult to form relationships. It can make regular employment and family life impossible. Those who are in regular employment or who have family responsibilities would almost certainly find life more productive and satisfying if they did not have the symptoms of BDD. Their partners may also become involved and suffer greatly.


The questionnaire below highlights the key characteristics of BDD and your answers should indicate whether or not you have the condition.




QUESTIONNAIRE 2.1: HAVE I GOT BDD?


1.   Do you feel that you have one or more features that are very noticeable, abnormal, ugly or ‘not right’?


Yes [image: Image]   No [image: Image]


2.   Have others close to you or a health professional said that the feature(s) are not that noticeable, abnormal or ugly or look ‘OK’?


Yes [image: Image]   No [image: Image]


3.   If you add up all the time your feature(s) is/are at the forefront of your mind and make the best estimate for a typical day, do you worry (or brood) about it/them for an hour or more a day?


Yes [image: Image]   No [image: Image]


If you answered ‘yes’ to all the first three questions, proceed to question 4. If you did not answer ‘yes’ to all these questions, then you don’t have BDD and there is no need to finish the questionnaire.


4.   Does your worry about your feature(s) cause you marked distress?


Yes [image: Image]   No [image: Image]


5.   Does your worry about your feature(s) significantly interfere with your ability to work or study, or in your role as a homemaker?


Yes [image: Image]   No [image: Image]


6.   Does your worry about your feature(s) significantly interfere with your social life? Or do you try to avoid social situations because of your feature(s)?


Yes [image: Image]   No [image: Image]


7.   If you have no current partner: Has your worry about your feature(s) had a significant effect on dating or interfered with your ability to form an intimate relationship?


If you have a regular partner: Has your worry about your feature(s) significantly interfered in the relationship with your partner?


Yes [image: Image]   No [image: Image]


If you answered ‘yes’ to the first three questions and to one or more of questions 4 to 7 then you may have BDD. However, only a health professional can give you a firm diagnosis, as there could be another problem (such as an eating disorder) that may account better for your body image concerns. Thus if you are mainly preoccupied about being ‘too fat’ or overweight and are significantly restricting your food or binge eating, then this is probably not BDD. However, some individuals with an eating disorder may also have a form of BDD, which does not involve their weight or shape. (For example, a person with anorexia and BDD may also be preoccupied by their weight and shape as well as feeling ugly and scarred on their face.)


 





Up to 1 per cent of the world’s population may have BDD, and it may be more frequent in some cultures where cosmetic surgery is more common. It is recognized to be a hidden disorder, as many people with BDD are too ashamed to reveal their problem.


Both sexes are equally affected by BDD. People with BDD are most commonly concerned with their skin, followed by concerns about their nose, hair, eyes, chin, lips or overall body build. People with BDD may complain of a lack of symmetry, or feel that something is too big or too small, or that it is out of proportion to the rest of the body. Any part of the body may be involved in BDD, including the breasts or genitals. Although women are more likely to have hair concerns (e.g. that hair is the wrong colour, or it lacks body, or there is excessive body hair), men are significantly more concerned with hair thinning or baldness.


The sex differences also occur with body size and shape. Women are more likely to be preoccupied by their breasts, hips, weight and legs, usually believing that they are too large or fat. In contrast, men tend to be preoccupied with their body build, which has also been described as muscle dysmorphia (described below). Another significant sex difference is that men are more likely to report preoccupation with their genitals (usually a concern that their penis is too small), or be concerned about breast development, which they see as too feminine. Women may also feel that their genitalia or labia are too large and seek cosmetic surgery to reduce their size.


Muscle dysmorphia is a variation of BDD in which a man is usually worried about being too small or too skinny or not muscular enough. Despite such concerns, many such men are unusually muscular and large. Many of them spend hours lifting weights and pay great attention to nutrition. Others may abuse steroids. In our experience, such individuals are less likely to seek help than other people with BDD and may be less disabled by the condition.


BDD usually begins in adolescence, a time when people are generally most sensitive about their appearance. However, many people wait for years before seeking help. They may repeatedly consult dermatologists or cosmetic surgeons but often get little satisfaction from these treatments. When they do finally seek help from mental health professionals, they often ask about other symptoms such as depression, social anxiety or obsessive compulsive disorder (OCD) and do not reveal their real concerns. However, people with BDD are often also depressed with a high rate of attempted suicide.


Treatments for body dysmorphic disorder


In the UK, the body responsible for producing treatment guidelines is the National Institute for Health and Clinical Excellence (NICE), which is highly regarded throughout the world. Experts in BDD, including doctors, therapists, and individuals who have experienced BDD, have got together to review the evidence and produce the guidelines, based on published research into BDD. At present, unfortunately, there is very little research into BDD – compared with, say, depression. Furthermore, the published research is only a snapshot of current evidence, which will be updated as new evidence becomes available.


The treatment guidelines on OCD and BDD can be downloaded from the NICE website (see Appendix 1).


The guidelines are based on scientific ‘evidence’ – that is, studies in which people with BDD are randomly selected to receive one or more different treatments or to remain on a waiting list. One group might be given a placebo (or dummy) treatment so that researchers can see to what extent the attention of a doctor or therapist and the passage of time affects the outcome. At the end of the study the researchers then re-test participants to see which treatments are more effective.


In all the guidelines, there is particular emphasis on patient choice and on the patient’s experience with previous treatment. However, treatment options partly depend on the availability of therapists and local resources. If you are seeing a doctor or therapist, he or she will advise you as to what is best for you given the resources available. It isn’t always obvious which treatment is most effective for a particular person. Sometimes you may have to try two or three different approaches before you find one that works for you. The core message is that there is evidence that BDD is treatable and you can get back to a normal life.


COGNITIVE BEHAVIOR THERAPY (CBT) FOR BDD


CBT was initially described by Aaron T. Beck, who revolutionized the psychological treatment of depression in the early 1970s. It has been adapted for BDD and has been shown to be effective for adults in a few small studies. CBT is therefore recommended by NICE for treating BDD. This book is based upon the principles of CBT and is ideally used with the support of an accredited therapist (see Chapter 15). However, change is possible with the support of a friend, family member, or even alone. Many people with body image problems find that they may have to wait many months to see a therapist, so getting started with self-help can be a really good first step.


MEDICATION FOR BDD


Anti-obsessional medication (a serotonergic reuptake inhibitor) is not recommended for mild symptoms of BDD. However, it may be recommended if a patient’s doctor believes that the BDD symptoms are likely to get worse (or if the symptoms have lasted for a long time). Anti-obsessional medication is also a recommended option in treating moderate to severe symptoms of BDD. We discuss the use of medication in both adolescents and adults in more detail in Chapter 14.


COMBINING MEDICATION WITH CBT


In general, we do not recommend using medication alone because there is usually a higher rate of relapse when a person stops taking his or her medication. Results tend to be better when the medication is combined with CBT (and for relapse prevention purposes most people need to take medication for at least a year, which may be beyond the course of therapy). However, a few people can do fine on medication alone – the difficulty lies in identifying such individuals.


If you are seeking treatment for BDD, you need to think about the function of medication for you. If you have tried more than one course of medication and you are hoping that your doctor will come up with a drug that will get rid of your bad feelings, you are not really helping yourself. As we will show in Chapter 4, trying to escape from a bad feeling actually becomes part of the problem and maintains the problem. The main goal of medication is to stop you feeling distressed, whereas the psychological approaches described in this book are generally geared to helping you do the things you value in life, despite the way you feel. We have no evidence that one approach interferes with the other. People with more severe problems may do better on a combination of medication and CBT.


It’s worth being aware, though, that more research is needed on the long-term effects of combining medication and effective psychological therapies. Mental disorder is complex and there are no easy answers. Whatever approach you take, make sure you monitor your progress with the rating scales in this book so you can decide (with your therapist or doctor) what is helping and whether to try something else.




INEQUALITIES IN FUNDING FOR MEDICATION AND PSYCHOLOGICAL TREATMENTS


After you recover from your body image problem, we hope that you will think seriously about campaigning for better access to evidence-based psychological treatments so that there is a real choice for everyone. For this to happen, there needs to be better funding for research into the use of psychological treatments in BDD. For example, we need to measure the effectiveness of combining CBT and medication and compare it with the effectiveness of using either treatment alone for severe BDD in the long term.


We also need to measure the relative cost-effectiveness of each treatment. For example, medication may seem a cheaper option in the short term, but if there is a high rate of relapse it can, in the long term, become a more expensive option, as patients have to take the medication for many years. Proving this can be difficult and expensive because researchers need to recruit a very large number of participants. Pharmaceutical companies have plenty of money for research, whereas scientists who want to investigate psychological treatments have great difficulty in obtaining grants because the pot of money available is much smaller. This is partly related to the stigma of mental disorder – scientists studying cancer or heart diseases have a relatively easier time raising funds for research.


 






Psychogenic excoriation


Psychogenic excoriation is popularly known as ‘compulsive skin-picking’. However, it includes a broader range of behaviors such as excessive scratching, picking, gouging, lancing, digging, rubbing or squeezing of the skin. ‘Psychogenic’ implies a psychological factor for the excoriation. Psychogenic excoriation is not yet recognized as a formal diagnosis but is sometimes referred to as a habit disorder or compulsive skin-picking.


People with compulsive skin-picking (CSP) often have body image problems and feel ashamed about the damage they have caused. A minority of patients may pick skin only in response to sensations such as a feeling of itchiness or an underlying dermatological condition. CSP may be a symptom of BDD, as a way of coping with minor irregularities in the skin that are hardly noticeable to others. However, once the skin-picking has started, then it may develop into an automatic or impulsive behavior and the original reason for picking may be forgotten. CSP can also be a symptom of other mental health problems such as borderline personality disorder or obsessive compulsive disorder.


There are treatments for compulsive skin-picking, whether it is part of BDD or not. This is a very under-researched area so the relative effectiveness of medication and psychological therapies is not well known. Expert opinion is that the best psychological therapy for overcoming CSP is a method called ‘habit reversal’ and this is discussed in Chapter 11.




QUESTIONNAIRE 2.2: DO I HAVE COMPULSIVE SKIN-PICKING?


1.   Do you repeatedly scratch, pick, gouge, dig, rub or squeeze your skin and does it lead to noticeable skin damage?


Yes [image: Image]   No [image: Image]


2.   Are you preoccupied with scratching, picking, gouging, digging, rubbing or squeezing your skin and are the urges intrusive or irresistible?


Yes [image: Image]   No [image: Image]


If you answered ‘yes’ to both questions, then proceed to question 3. If you did not answer ‘yes’ to both questions then you do not need to complete this questionnaire.


3.   Do the urges or behaviors associated with skin-picking cause you marked distress?


Yes [image: Image]   No [image: Image]


4.   Are the urges or behaviors associated with skin-picking significantly time-consuming or do they interfere with your social life or work?


Yes [image: Image]   No [image: Image]


5.   Do the behaviors result in medical problems (e.g. infections or significant scarring)?


Yes [image: Image]   No [image: Image]


If you answered ‘yes’ to the first two questions and to one or more of the questions 3 to 5 then you probably have compulsive skin-picking. However, only a health professional can diagnose you as suffering from psychogenic excoriation or tell you if there is an underlying problem such as BDD. Sometimes a medical condition can account better for your behavior.


 





Skin disorders and disfigurement


Individuals with disfigurement can have many or all of the body image problems related to preoccupation, shame and worry about appearance. They may also have to cope with social problems such as intense curiosity from others, teasing and bullying, staring, comments and questions. Disfigurements can be caused by a congenital disorder (people are born with them) or they may be acquired at any stage in life as a result of injury or disease.


Because severe disfiguring conditions are relatively rare, most people seldom come across someone who looks visibly different. This means that when they do, they tend to notice, do a ‘double take’ or even ask the person how their condition was caused. This response to anything out of the ordinary is a natural human reaction; our brains are ‘hard wired’ to take notice of the unique or unusual. But for someone who is constantly being stared at or asked questions, life can become frustrating and annoying. It can then be easy to slip into a pattern of avoiding social situations, particularly when there are likely to be lots of new people present.


Medical and surgical solutions are not always possible. Therefore treatment is based on understanding the responses of others, learning to pre-empt problems by taking the initiative in social situations, and building on the research evidence that people respond to behavior as much as to appearance in building relationships. These issues are explored more fully in Chapter 12.


As yet, there have not been any controlled trials comparing one psychological treatment with another for people with disfigurement or physical defect. However, there have been a number of small studies in which CBT has produced promising results, both when delivered to individuals and in group settings. There is also evidence that CBT methods are much more effective than no treatment at all, and that written programmes – such as this book – are also effective.


This book uses the principles of CBT, which can be applied to body image problems involving disfigurement, and the specific problems of disfigurement are discussed in more detail in Chapter 12. The charity Changing Faces (see p. 376) has also recently funded a study, which has developed and tested a computerized program for treating disfigurement. The results of this study are looking very promising and this development will enable people to access treatment from their own homes.


Trichotillomania


Trichotillomania involves repeated hair-pulling. The hair pulled is commonly on the scalp or eyebrows but may also be pulled from under one’s armpit or pubic area. Having pulled the hair, people often feel less tense and sometimes have a sense of gratification. They may then become ashamed of the consequences of hair-pulling and will strenuously try to cover any resulting patches of baldness. People with trichotillomania often have body image problems as a result of bald patches on their scalp. Like compulsive skin-picking, hair-pulling can sometimes occur in BDD when an individual pulls hair from themselves as a way of coping with a ‘defect’ to improve their appearance. The principles of overcoming skin-picking can also be used to overcome trichotillomania and these principles are discussed in Chapter 11.


Anorexia nervosa


Anorexia nervosa is a condition in which a person keeps their body weight low by restricting what they eat. Someone with anorexia is severely underweight, with a body mass index (BMI) of 17.5 or under. The best way to find out whether or not you are underweight is to calculate your BMI. To do this, you need to divide your weight (in kg) by your height (in metres) squared. For example, if you weigh 46 kg and you are 1.72 metres tall, then your BMI is 46 ÷ (1.72 × 1.72) = 15.5, which is underweight. An even easier way to calculate your BMI (for which you can also use old-fashioned feet and inches and stones and pounds) is to use the automatic calculator on the website http://www.globalrph.com/bmi.cgi


Anorexia is more common in girls and young women but can also occur in boys and men. People with anorexia are preoccupied with their shape and weight. At one level, people with anorexia nervosa ‘feel’ fat. They fear losing control and becoming overweight. However, at another level, they may know that they are underweight and that others do not view them as ‘fat’. Some people with anorexia may vomit food or exercise excessively after binge eating. They often wear baggy clothes and may avoid looking at their own bodies, even in the shower or bath or in the mirror. Or they may constantly check their features in their own mirrors or feel the feature that worries them with their fingers (e.g. pinching any fat on their bodies).


If your preoccupation with your appearance is predominantly focused on being ‘too fat’ or overweight, then this is not BDD. However, about 20 per cent of individuals with anorexia nervosa may also have a form of BDD, which does not involve their weight or shape. (For example, a person with anorexia and BDD may be preoccupied by their weight and shape but also feeling ugly and scarred on their face.)


If you have anorexia, we would not recommend trying to overcome a body image problem without also tackling the anorexia. The priority is to get back to a normal body weight and to stop trying to control your thoughts and feelings. Recommended psychological treatments for anorexia include CBT and, for adolescents, family therapy. However, work on body image in this book might be helpful during recovery from anorexia. A whole range of psychological therapies, including CBT, may be considered for anorexia nervosa, and treatment must also take into account the person’s physical state. We recommend reading the book Overcoming Anorexia Nervosa by Chris Freeman in this series.


Bulimia nervosa


Bulimia nervosa is an eating disorder in which a person goes through cycles of binge eating, followed by vomiting, taking laxatives or diuretics, or exercising excessively and then restricting their diet in order to avoid gaining weight. In contrast to anorexia, people with bulimia usually have a normal weight and shape but ‘feel’ fat and fear becoming fatter. They may excessively check their body by pinching the skin around their tummy and avoid revealing their body to others. They might hide their tummy behind a bag or make sure their thighs do not rest on a chair if they are sitting down.


Like anorexia, bulimia nervosa is more common in young women but can also occur in men and at any age. People with bulimia nervosa often have mood swings and low self-esteem.


CBT is the most effective psychological treatment for bulimia nervosa. As with anorexia, we would not recommend trying to overcome a body image problem on its own if you have bulimia. Working on your body image may, however, be helpful as part of an overall CBT package. You can also get help from reading Bulimia Nervosa and Binge-Eating by Peter Cooper in this series and Overcoming Binge-Eating by Chris Fairburn.


People with bulimia nervosa are commonly preoccupied by concerns about becoming too fat or being the wrong shape. If you are mainly preoccupied with being ‘too fat’ or overweight and have other symptoms of bulimia, then you don’t have BDD. BDD and bulimia nervosa can, however, occur together when someone is preoccupied by feeling ugly or by perceived ‘defects’ in their appearance which are unrelated to weight, shape or being ‘too fat’ (e.g. the appearance of their nose, skin or hair). More attention needs to be focused on BDD in people who are in eating disorder units in order to find out what happens to the symptoms of BDD when anorexia or bulimia is effectively treated.


Other eating disorders


Most people with an eating disorder do not fulfil all the diagnostic criteria for anorexia or bulimia. They might have some of the symptoms of these disorders, such as dieting, binge eating, vomiting, and a preoccupation with food, but not all; or they might move from one set of problems to another over time. Another common pattern is of disordered eating and a preoccupation with weight and shape. A woman may have normal weight and shape but feel fat. She will do everything she can to camouflage her body and will probably be fearful of intimacy.




QUESTIONNAIRE 2.3: HAVE I GOT AN EATING DISORDER?


Only a health professional can diagnose you as having an eating disorder but the key issues are covered in this questionnaire.
(Reproduced with kind permission of Dr Morgan.)


 


1)   Do you make yourself sick because you feel uncomfortably full?


Yes [image: Image]   No [image: Image]


2)   Do you worry that you have lost control over how much you eat?


Yes [image: Image]   No [image: Image]


3)   Have you recently lost more than one stone in a three-month period?


Yes [image: Image]   No [image: Image]


4)   Do you believe yourself to be fat when others say you are too thin?


Yes [image: Image]   No [image: Image]


5)   Would you say that food dominates your life?


Yes [image: Image]   No [image: Image]


If you tick two or more of the ‘yes’ boxes, you may have an eating disorder and may benefit from being assessed by a health professional.


 






Amputee identity disorder (AID)


BDD is sometimes confused with ‘amputee identity disorder’ (AID) or ‘body integrity identity disorder’ (BIID). These are conditions in which people want one or more of their fingers, toes or limbs to be amputated. Individuals with AID feel that one or more limbs are not part of their ‘self’ and that amputation will lead to them becoming more able-bodied. This preoccupation is based not so much on a feeling of being defective as on a feeling that they would be so much more comfortable if one or more of their limbs or digits were amputated. Prior to amputation, people with AID may live as if they had a disability and are known as ‘pretenders’. For example, they may live with a wheelchair, crutches or leg braces. When surgeons refuse to operate, some individuals hasten amputation (e.g. by chainsaw wound or shooting) or carry out self-amputation (e.g. on railway lines).


Although such people are preoccupied with becoming disabled, they do not believe their limbs to be defective or ugly (as in BDD), nor do they wish to alter their limbs cosmetically. AID is therefore more akin to a gender identity disorder in which an individual feels that he or she is trapped in a body of the wrong gender. AID is a strange condition but people who have it are suffering a great deal, and there are some reports that they may benefit from amputation. Fortunately, this condition is rare and it should not be confused with BDD.


Body modification or self-mutilation


There is a group of individuals, sometimes mistakenly thought to have body image problems, who modify or mutilate their bodies as a form of art. Alternatively, some of them may transform their body so that it resembles a particular animal. Self-mutilation commonly occurs in young women – for instance, they may cut themselves on the forearms with razors or other sharp implements. A number of studies have linked childhood abuse with subsequent self-mutilation, especially in people with borderline personality disorder. In the 1990s, body piercing and tattooing became increasingly popular, partly because of the rise of punk fashion, which has now become mainstream. (The growth of gay sadomasochism may also have been a factor in these trends.) Decorative implants of various sorts are also popular, including some inserted under the skin. These include lobe stretching, ear scalpelling, tongue piercing, and various modifications of the genitalia. For most people, body modification appears to be simply a lifestyle choice. However, a few people who have modified their bodies might have BDD and be using the modification as a way of camouflaging their ‘defect’ or distracting attention from it.


Additional problems that may coexist with a body image problem


People with body image issues often have other problems as well. This can make the body image problem harder to treat, and it might be difficult to separate the problems from each other.


Depression


The most common additional condition to that of body shame is depression, especially in individuals with BDD. Everybody feels down from time to time but the feeling usually passes fairly quickly and doesn’t interfere too much with the way we live our lives. When most people say ‘I’m depressed’ they mean that they are feeling low or sad, or perhaps stressed, which are normal human experiences. However, when health professionals talk of depression, they are using the term in a different way. They are referring to a condition that is different from the normal ups and downs of everyday life. This is the type of depression we shall be discussing: it is more painful than a normal low, lasts longer and interferes with life in all sorts of ways.


Depression nearly always occurs after the onset of a body image problem. This suggests that the feeling of depression comes on as a result of the frustration caused by body shame. Often, individuals with body shame do not necessarily have a full-blown clinical depression but experience mood swings, irritability and a sense of frustration. If you suffer from depression, you might also find it helpful to read our book called Manage Your Mood in this series, and Paul Gilbert’s Overcoming Depression. After years of social isolation, individuals with body image problems often have low self-esteem relating to areas other than their appearance. If this is a problem, then we would also recommend the book in this series on Overcoming Low Self-Esteem by Melanie Fennell.


A good way to rate the severity of depression and anxiety is to use the Hospital Anxiety and Depression scale, reproduced in Appendix 2 by permission of Dr Phillip Snaith.




HAVE I GOT DEPRESSION?


So how do you know if you are experiencing depression or you are just going through a period of feeling low? Depression can be diagnosed only by a health professional, but to meet the criteria for a diagnosis you must have been feeling persistently down or lost your ability to enjoy your normal pleasures or interests for at least two weeks. The symptoms should be sufficiently distressing or seriously interfere with your normal activities. The lowered mood should vary little from day to day, and not usually change according to circumstances. However, it’s not unusual for people who have depression to find that their mood is worse in the morning. There is a lot of variation from one individual with depression to another, especially among adolescents. In some cases, anxiety and agitation can be more prominent than the depression, or the depression might be masked by irritability, excessive use of alcohol, or a preoccupation with your health. Typical symptoms of depression include feeling tearful or irritable; being socially withdrawn or inactive; having poor concentration; experiencing disturbed sleep or appetite; and being very negative in your thinking and brooding a lot on the past.


 





Social phobia


Most people with BDD or body shame have varying degrees of social anxiety and worry what others think about them. Social phobia (or social anxiety disorder) consists of excessive anxiety in situations where you feel you might be scrutinized or judged by others. People with social phobia fear they will do or say something that will be humiliating or embarrassing. They may fear that other people will see them blush, sweat, tremble or look anxious. They try to avoid participating in meetings, talking to strangers or people in authority, eating or drinking in public, dating, or being the centre of attention.


Social phobia is diagnosed when social anxiety significantly interferes with a person’s life and stops him or her from doing things that he or she would like to do. When it is persistent and chronic, it is often linked to low self-esteem and depression. It may be diagnosed in addition to BDD or an eating disorder, when the concerns are not only about appearance. For example, the person is not only worried about how they look to others but also about their performance and how they come across (for example, if they are being funny enough or if their hands are shaking).


Effective treatment of social phobia often helps reduce body image problems, although some people will require specific treatment of body image disorder. For more information and advice, read Overcoming Social Anxiety and Shyness by Gillian Butler.


Obsessive compulsive disorder (OCD)


OCD is a condition involving recurrent intrusive thoughts, images or urges that the person finds distressing or disabling. These typically include thoughts about contamination; harm (for example, that a gas explosion will occur); aggression or sexual thoughts; and an excessive need for order. The person often becomes very concerned with avoiding thoughts and situations that might trigger the obsession or compulsion. Actions such as obsessive washing or checking might have to be repeated over and over again until the person feels comfortable or certain that nothing bad will happen. For more details see our book in this series, Overcoming Obsessive Compulsive Disorder, which contains a useful questionnaire, devised by Professors Foa and Salkovskis, that may help establish whether you may have OCD.


Sometimes the symptoms of OCD and BDD overlap – for example, a person may believe that their skin is contaminated and this may lead to washing compulsions or compulsive skin-picking. Others who are preoccupied with perfection and symmetry in their home extend this to their appearance and their clothing. Such people do not believe their feature to be defective or ugly, but might feel a need for their hair to be exactly symmetrical or their make-up to be perfect or ‘just right’.


Generalized anxiety disorder (GAD)


Generalized anxiety disorder (GAD) is a condition characterized by persistent worry that is difficult to control. However, people with GAD often describe themselves as ‘having been a worrier’ all their life and seek help only when their condition has become severe and uncontrollable. For a diagnosis of GAD to be made, the anxiety should occur most of the time and not be focused only on body image. In most people with GAD, the worries are most commonly about relationships or health or money. People usually experience some of the following feelings most of the time:




•   restlessness or feeling keyed up or on edge


•   being easily fatigued


•   difficulty concentrating or mind going blank


•   irritability


•   muscle tension (for example, headaches)


•   sleep disturbance





GAD can also cause a number of physical symptoms and interfere with your ability to function normally. It is a very common problem either alone or in combination with depression and body image problems. For more information, see Overcoming Worry by Mark Freeston and Kevin Meares in this series.


You can use the Hospital Anxiety and Depression scale in Appendix 2 (page 385) to monitor your anxiety levels.



Health anxiety


Health anxiety, or hypochondriasis, consists of a preoccupation with a fear that you have a serious disease. Some people have both BDD and health anxiety: these individuals have usually misinterpreted normal blemishes or sensations as evidence of an illness. They may compulsively check the relevant feature, follow a special diet or take measures to protect the particular area on their body. They will have a lasting suspicion or belief that not only is the feature ugly or defective but that they must be suffering from an illness despite repeated medical investigations and reassurance. However, the degree of illness (in a condition such as acne) will often be very mild and will not require the measures that are being used. The principles described in this book can also be used for health anxiety.


Alcohol and substance misuse


Sometimes people ‘cope’ with body image problems by excessive use of alcohol or illegal drugs such as cannabis or stimulants like cocaine. However, the alcohol or drugs then become the problem, as cannabis or stimulants increase paranoia and depressed mood and decrease motivation. Individuals will usually need to stop drinking or using illegal drugs first, as they interfere with therapy. Regular use of substances such as cannabis or ecstasy may also trigger the onset of BDD.


Consuming excessive amounts of alcohol or binge-drinking are another form of avoidance – they make you emotionally numb and reduce unpleasant thoughts and feelings about the way you look in the short term.




QUESTIONNAIRE 2.4: HAVE I GOT A DRINK PROBLEM?


One way of helping you decide whether you have a drink problem is the CAGE questionnaire for your current drinking.


 


•   Have you ever felt you should Cut down on your drinking?


•   Have people Annoyed you by criticizing your drinking?


•   Have you ever felt Guilty about your drinking?


•   Have you Ever had a drink first thing in the morning to steady your nerves or to get rid of a hangover?


 


If you answer ‘yes’ to two or more of these questions (or have more than 21 units a week if you are a man, or 14 a week if you are a woman), you need to reduce your drinking.


 





Olfactory Reference Syndrome (ORS)


Olfactory Reference Syndrome (ORS) is a condition in which an individual is preoccupied by body odour or bad breath or farting, which is not noticeable to others. It is sometimes regarded as part of BDD. Such individuals may be using perfume to hide the presumed odour. They frequently shower, brush their teeth, change their clothes and ultimately avoid public and social situations where they think their body odour will be noticed. Some people seek frequent reassurance about their body odour. Others go to great lengths to avoid being around people and may become housebound. We have seen some people with BDD who are also preoccupied with their body odour. This blended easily with their preoccupation with aspects of their appearance. For example, if you believe you look hideous, it is not surprising if you also believe that you smell disgusting.



Schizophrenia


People with schizophrenia may have a distorted body image and may make dramatic changes in their appearance (for example, bizarre use of make-up, sun-glasses or unnecessary clothes). They may ‘hear’ voices commanding them to act in a particular way or have other unusual experiences. They may be inaccurate in their body size estimations, feeling that parts of their body are unusually small or that their body size has changed. They may also feel that they are no longer at home in part of their body or that their body is torn apart.


Borderline personality disorder (BPD)


People with borderline personality disorder (BPD) usually have unstable and intense relationships. They have great difficulty being alone and fear being abandoned. They have a poor sense of their own identity, with a feeling of worthlessness and emptiness. They have frequent mood swings and have difficulty tolerating unpleasant feelings. They can be easily hurt and this leads to frequent expressions of anger. They may cut or harm themselves (e.g. take an overdose) or carry out other impulsive behaviors (e.g. spending excessively, binge-eating, drinking or taking illegal substances). They may lead chaotic lives and have had a background of abuse or neglect. Being ashamed of your body or having BDD is a very common feature of borderline personality and is often regarded as part of the disorder.


Celebrities with body image problems


Many celebrities have been ashamed of their bodies or may have had BDD. Note that in most of these examples there is a discrepancy between how others rate their appearance (or whether it is important to them) and how the person rates themselves.


Andy Warhol, who died in 1987, probably had BDD. The pop artist, who became famous for his paintings of Campbell soup cans and coloured photographs of Marilyn Monroe, was very self-conscious and preoccupied by ‘redness’ on his nose. In his autobiography he reveals:


I believe in low lights and trick mirrors. A person is entitled to the lighting they need . . . At one time, the way my nose looked really bothered me – it’s always red – and I decided that I wanted to have it sanded. . . I went to see the doctor and I think he thought he’d humour me, so he sanded it and when I walked out of St Luke’s Hospital, I was the same underneath but had a bandage on. . . If I didn’t want to look so bad, I would want to look ‘plain’. That would be my next choice.


Carl Withers, who became his lover in 1952, confirmed in a magazine interview that Warhol ‘was incredibly self-conscious and had such a low opinion of his looks, it was a serious psychological block with him.’


Shirley Manson, the lead singer in the pop group Garbage, has said in a magazine interview that she had symptoms of BDD:


I always turned up five hours late because I’d be fussing about my hair and make-up. I would change into a million different outfits, and make them change the lighting a million times, I would spend two hours crying in the toilet – and whatever the result, I always thought I looked disgusting. I would look in the mirror every morning and be upset. I would get dressed and look in the mirror again, and be upset. It could be anything; I could be too fat, too thin, too flat-chested. My hands were not long enough, my neck was too long. My tummy stuck out, my bum was too big. . . It was driving me crazy and I was wasting energy – precious energy – that I should have been putting into my music or my family or friends.


Uma Thurman, whose beauty is recognized worldwide, has stated in interviews that:


I spent the first 14 years of my life convinced that my looks were hideous. I was tall, with big feet and bony knees. I felt quite ugly. I had a big nose, big mouth and those kind of far-apart eyes that looked like I had two fish swimming between my ears. Even today, when people tell me I’m beautiful, I do not believe a word of it.


She is an attractive six-foot blonde and has admitted to ‘being troubled about her weight’ ever since giving birth to her daughter, Maya, in July 1998.
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How body image problems develop


This chapter summarizes what is known about the ‘causes’ of body image problems and what makes a person vulnerable to experiencing one. Although it can be important and useful to have some understanding of how you have come to develop a problem, we do not want to encourage you to look endlessly for reasons or causes. When you fall down a hole, you don’t need to know the exact route by which you arrived at the bottom in order to climb out again. Usually there are fairly obvious triggers for body image problems (for example, being teased during adolescence) or vulnerability (for example, being abused as a child). If there is a family history of a mental disorder such as depression or anxiety, genetic inheritance could also be a factor.


Possible causes


When considering possible causes for your symptoms of body image problem, it is usually helpful to think of three groups of factors, those that:




(a)   have made you vulnerable to developing symptoms (for example, childhood abuse, trauma, genetic inheritance and unknown factors)


(b)   have triggered your symptoms (such as experiencing acne or being disfigured, or living or working in an environment that places exceptional pressure to ‘look’ a certain way)


(c)   have helped maintain your symptoms (for example, the way you react, with particular patterns of thinking and acting).





We will discuss the third group – that is, the patterns that maintain your body image problem – in Chapter 4. It is not only within your ability to change them but doing so is the cornerstone of self-help and CBT. In this chapter, we will examine the first two factors.


As we outlined in the previous chapter, there are many different types of body image problems, and no one can be sure exactly what causes them. What we can safely say is that a body image problem is usually the result of a mixture of psychological and biological factors and life experiences since birth. In some cases long-term parental neglect, and a deep sense of being unloved from childhood, may be important factors. Likewise, a person might be teased by their peers over a long period, or a trauma such as a car crash occurs and the person is left with a disfigurement.


Bullying is not uncommon in schools, particularly during adolescence. Bullies tend to pick on the thing that singles someone out or makes them different from their peer group. Unfortunately, appearance is the thing that is most apparent to others. Many people who have body image problems can recall being picked on in a way that made them feel vulnerable and alone.


Bullying also occurs in relationships, and this can be more subtle. Someone who knows another well tends to know about their insecurities, and may pick on things that they know to be the most hurtful. Unfortunately, this can sometimes be taken as confirming evidence – for example, that the person is fat, or ugly, or has a big nose – when in fact they look perfectly normal.


Bullying does not have to be sustained, or a hurtful remark be made intentionally. One very thoughtless comment can haunt someone for years – a ghost from the past – and sustain a body image problem many years later. Often, when challenged, the person who said it will have had no idea of the lasting preoccupation that this comment has triggered, and will be amazed at the upset caused by something that to them seemed inconsequential.


When you consider possible causes of body image problems, it’s important to remember that life experiences all interact with each other. Imagine that the cause of a body image problem is like a cocktail in a glass. The ingredients of the cocktail will be different for each individual and they will also mix and interact in different ways.


What makes a person vulnerable to a body image problem?


Vulnerability to a body image problem could be due to three types of factors, which may overlap:




•   physical conditions, including medical, biological and genetic causes


•   personality or psychological traits, and


•   life experiences






Genetic factors


A mental health problem can sometimes run in families. For instance, if you have a close relative who has had BDD, depression, an eating disorder or obsessive compulsive disorder, you could be at increased risk of experiencing a body image problem at some time in your life. However, having a genetic factor does not mean that you will inevitably develop a body image problem. Similarly, it is possible to develop a body image problem without any evidence of genetic risk, so there is no point in worrying that you may be at greater risk than other people.


Psychological factors


Certain aspects of your personality can make you more vulnerable to developing a body image problem. For example, you might be a perfectionist or excessively shy and reserved. Such traits, in combination with one or more triggers, can make you more vulnerable to developing a body image problem.


People with body image problems might also be more aesthetically sensitive than the average person. According to a small study that compared people with BDD with people suffering from post-traumatic stress disorder, depression or obsessive compulsive disorder, people with BDD were much more likely than the other three groups to have had an education, training or occupation in art and design. At present, it is unclear whether being more aesthetically sensitive makes you more vulnerable to developing BDD or is a consequence of developing BDD.


Other studies suggest that healthy people might be slightly positively biased (or ‘wearing rose-tinted glasses’) when it comes to rating their own attractiveness, compared with how others rate them. This tendency can be beneficial, as such individuals are more likely to have happy relationships and to be working successfully and doing the things in life that are important to them. In contrast, people with a body image problem seem to have lost their ‘rose-tinted glasses’ and have no positive bias when rating their own attractiveness. People with body image problems can appear to have problems with their perception – for example, in perceiving their body size to be larger than it really is in anorexia – but the problem lies more in their emotional reaction to their appearance, the degree of importance they attach to appearance and the way they judge themselves. We shall discuss these psychological factors in Chapter 4.


Life experiences that may make you vulnerable during childhood or adolescence include emotional neglect, rejection, bullying or sexual abuse, which can all lead to a sense of being worthless or unloved. Traumatic experiences, such as accidents resulting in scars or a skin condition such as acne or eczema, can lead to a lot of attention being focused on appearance. For others, the importance of appearance might be positively linked with success during childhood (e.g. comments such as ‘You were wonderful on stage and you looked so good,’ rather than ‘Your performance was excellent’). Alternatively, a particular body part, or a person’s height or weight, might have been highlighted. Early dating success, and other adolescent experiences where the importance of appearance is at a premium, could also play their part.


Social factors


Most cultures value appearance. Less attractive leading female television or movie stars are in the minority, and several recent TV reality shows have focused on unattractive women who undergo a radical transformation. In addition, we are bombarded by advertisements telling us that physical attractiveness is necessary for success and that we need cosmetic products and surgery to achieve the appearance we want.


Some cultures seem to put a greater emphasis on the importance of looking attractive. For example, cosmetic surgery in Brazil is very common and out of proportion to the wealth of the country. Equally, in western culture gay men seem to feel that they are under increased pressure to look attractive. Other cultural aspects can be relevant in individual cases. For example, a Puerto Rican woman was intensely distressed by a small facial scar that she received in an accident. This was because, in her community, a scar was inflicted as a punishment for adultery.


Apart from cultural factors, immediate peers and family can have a big influence on the importance of appearance to an individual. For example, research has shown links between a daughter’s recollection of her mother’s earlier attitudes to her own body and the daughter’s own current body image. In addition, having a more attractive sibling may encourage a person to rate their own attractiveness unfavourably.


Medical conditions


There are many medical conditions that can alter someone’s appearance, such as polycystic ovary syndrome (which leads to weight gain and excessive hair growth), or an under-active thyroid (which might lead to weight gain, forgetfulness, excessive tiredness, a hoarse voice, slow speech, constipation, feeling cold, hair loss, dry rough skin, irregular periods and infertility as well as symptoms of anxiety and depression). There are also many medical treatments that alter personal appearance (for example, there may be facial wasting after anti-retroviral treatments for HIV, or ‘moon face’, altered body shape and skin thinning after use of steroids).


However, a change in appearance does not inevitably lead to a body image problem. Body image problems are more closely related to how much you believe that others will notice your abnormality, the importance you attach to appearance and the unfavourable comparisons you might draw with a former self.


Biological causes of BDD


There are a very few medical conditions that might aggravate or mimic BDD. If your medical history suggests a possible physical cause or if you are not getting better with conventional treatments, such causes should perhaps be investigated despite their relative rarity. For example, a thyroid problem could be linked to BDD.


Some theories are based on biological explanations – for example, that a ‘defect’ in brain chemicals or an ‘illness in the brain’ causes BDD. This sort of explanation may reduce the stigma and blame attached to individuals with BDD by ignorant people who think that they should just ‘pull themselves together’. However, biological factors alone do not fully explain the symptoms of BDD, and the social stigma will not necessarily be reduced by this approach. Furthermore, such explanations don’t place enough emphasis on the social context and psychological factors involved in BDD and therefore underplay the importance of psychological treatments for the condition.


Trying to unravel the biology of BDD or depression is a complex business, and statements that BDD (or any other mental disorder) is caused by an imbalance of serotonin or other chemicals in the brain are simplistic nonsense. Unfortunately, some pharmaceutical companies have placed far too much emphasis on this aspect and have thus spread misinformation.


In general, any biological changes observed in the brain of a person with BDD can be reversed by psychological treatment or physical therapy. Permanent structural damage in someone who recovers from BDD is unlikely, and the use of medication does not tell us anything about the cause of BDD.



What can trigger a body image problem?


A body image problem usually occurs as an understandable response to specific events and in a particular context. Many of the triggers in a body image problem are long-term difficulties that may drain someone emotionally and psychologically over time. The most common triggers for a body image problem are:




•   being teased or bullied about being different, for example your height, being chubby or your legs being thin


•   being aware of a change in your appearance such as being found attractive and then developing acne or a skin condition


•   being involved in an accident and developing a scar.





Sometimes a body image problem such as BDD seems to occur out of the blue, without any identifiable trigger or social factors. In this case there could be more biological factors at work.


Understanding the psychological causes of a body image problem


Even when there are strong biological influences in your body image problem, the way you react to the problem still influences the severity of the symptoms. For example, if there is a significant genetic component you may be ashamed both of having a family history of mental disorder and of your body image disorder. The way you respond (for example, by being withdrawn and inactive and brooding on how awful you are for having a body image problem) could determine the severity of your symptoms and the speed of your recovery.


Even if a health professional recommends that you take medication for BDD or another problem such as depression or an eating disorder, there is nothing to stop you easing your symptoms by also using the approaches described in this book. This will involve developing a more compassionate and caring view of yourself, acting as if you truly believe you have nothing to be ashamed of in your appearance, and doing more of the activities you are avoiding.


One way of thinking about your mind is that it consists of a large number of modules, each designed to do certain jobs. For example, there is a module for fear, another for memory, and so on. In some mental disorders, there may be damage to a particular module. In conditions like dementia, for instance, there may be damage to the module for memory. In other disorders, certain modules are trying too hard or shutting down because there is an excessive load on the system.


A body image problem can be regarded as a failure in the brain’s system because it is overloaded and is trying too hard to solve a problem with the way you feel about your appearance. In such a case, the mind’s solutions become a problem. The system is overloaded because of the way you try to escape from unpleasant thoughts, images and feelings, or control your feelings by brooding about the past or worrying about all the bad things that could occur. The mind normally tries to fix unpleasant thoughts and feelings by escaping from them or finding ways of controlling them, and it copes the best way it can. This process can be seen in abnormal brain scans and serotonin activity. In our opinion, these biological changes do not cause the body image problem but are more of a reaction to it – the consequence of the mind desperately trying to escape from and control the way you feel.


This is not to say that the biology is not important, as it does become part of the process. For example, when you are stressed, your cortisol goes up, and over time this will reduce your serotonin levels. As your serotonin goes down, you may feel more tired. This will affect your sleep and the next day this will affect the way you cope with everyday events. Your body and your mind work together and one has an effect on the other. However, you can switch off these biological responses by acting against the way you feel about your appearance, and this will lead to better feelings. We shall develop this psychological understanding of body image problems in Chapter 4.


Each of us is a product of our genes and what we have learnt since we were born. The way we think and act is shaped by our experiences. Throughout this book, we emphasize the importance of the context. For instance, lots of ‘bad’ events may occur, especially in childhood, from emotional and physical abuse and neglect to lack of boundaries or learning about the importance of appearance. If we experienced unpleasant events when we were younger, we tend to avoid anything similar and anything that reminds us of them when we are older. If you were teased or not loved during childhood or adolescence, it would not be surprising if you grew up believing yourself to be ugly.


Much of our development occurs without our being aware of it, and we are exposed to literally millions of moments of learning. It is utterly impossible to unravel or organize them into a causal order. This is why therapies that promise to ‘get to the bottom of it all’ and discover the cause of your body image problem in childhood are often unhelpful. In fact, such therapies may sometimes make things worse by encouraging you to brood on the past.


If you do have very low self-esteem and are very self-critical, you may justify your actions as a way of protecting yourself (or even punishing yourself before others can punish you) and making sure you are not hurt or not criticized by others. In this book, we will be examining if this really prevents bad things from happening or whether it makes it more difficult to achieve what you really want to achieve in life.


Identifying your triggers and vulnerability


In the following drawing, we use the metaphor of a flower to identify areas of vulnerability to, and triggers for, body image problems. You will see that the roots represent the biological causes of vulnerability, such as your genes. Your psychological make-up and life experiences (the other two factors that lead to vulnerability) form the stem and leaves. Triggers (bad things that have happened recently and have triggered the body image problem) are shown by clouds and lightning – as life is never going to be all sunlight and warmth.
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Now try this exercise for yourself on a blank flower with its stem and roots (see page 54). You can consider the risk factors under the following headings.


BIOLOGICAL FACTORS (THESE FORM THE ROOTS OF YOUR FLOWER)


Are there any possible genetic or biological risks? For example, do you have a family history of mental disorder? Did you have a persistent skin problem like eczema or acne? Were you born with a visible difference in your appearance? Have you regularly taken an illegal substance?


PSYCHOLOGICAL FACTORS (THESE FORM THE STEM AND LEAVES OF YOUR FLOWER)


Are there aspects of your personality that make you vulnerable? For example, have you always had low self-esteem, been a perfectionist, had an anxious temperament, or been someone with a particular appreciation of art and beauty?


LIFE EXPERIENCES (THESE ALSO HELP TO FORM STEM AND LEAVES OF YOUR FLOWER)


Did you have any bad experiences like bullying or neglect when you were younger that might have made you more vulnerable and less able to cope well with stress now? Did your parents or culture emphasize the importance of appearance? Does success in your work depend on what you look like (e.g. modelling or acting)?



TRIGGERS (THESE FORM THE CLOUDS AND THUNDER IN YOUR FLOWER)


Have there been social or personal problems in your life, like the break-up of a relationship or an accident such as a car crash? Have been there any major changes in your role in life?


By writing down the factors that might have made you vulnerable to your body image problem and inserting labels on the roots, leaves and thunderstorms in your picture, you are building an understanding view of the ‘history’ behind your body image problem. This will help you to be less critical of yourself for having a body image problem, and will help put your problem in context.
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I CAN’T IDENTIFY ANY FACTORS IN THE CAUSE OF MY BODY IMAGE PROBLEM


Don’t worry if you can’t identify particular factors that make you vulnerable to developing a body image problem. It can sometimes be difficult to be certain of the causes, especially if a problem developed from a young age. As yet, we do not fully understand all the causes of body image problems. Constantly searching for a reason might seem like a good idea if you think that you need to find the reason before you can fix the problem. This approach usually works with physical problems: if you have a chest pain caused by a lack of oxygen to your heart because of a blockage in an artery, then a doctor can do the right investigations to find the blockage and bypass the blocked artery with a graft. However, this approach does not work if you have an emotional problem, because – the more you try to stop feeling bad by searching for an elusive ‘root cause’, the more you focus on how bad you are feeling. As a result, you are likely to end up making yourself feel worse.


Inevitably, you will read or be told different things by different therapists or doctors. The more opinions you seek and the more books and websites you read, the more your doubts will increase. Some experts may emphasize the role of brain chemicals, while others may empathize with your childhood experiences. Change involves learning to tolerate uncertainty and accepting that you will never know the ‘exact’ combination of factors that might be relevant for you. Some of the ‘causes’ are probably in the unknown category and, even if you knew the exact order of events, you probably can’t do anything effective about them. Just say no to any therapy that offers to find the route you took into the hole. Instead, insist on a proven psychological treatment for a body image problem that helps you get out of the hole!





4


What keeps a body image problem going?


Any attempt to solve a problem is only as good as the definition of what the problem is. Imagine that the light-bulb in a room stopped working. Naturally you might assume that the problem is that the light-bulb has broken, and go ahead and change it. However this would not be an effective solution if a fuse on the light circuit had blown. The light will never work if you make the wrong assessment about what the problem is and therefore use the wrong solution. In the same way, if you have a body image problem, then you probably see your appearance as the problem. However, in this chapter we can start to build a more accurate explanation of the problem and of how it is being maintained. Only when we have agreed on the true nature of the problem can we find helpful solutions to it.


Body image is a thinking and emotional problem


How many hours a day do you spend thinking about the feature you dislike? For many people with a body image problem, the feature they dislike is at the forefront of their mind for between one and several hours a day. (For some people, it is on their mind all day and sometimes they dream about it as well.) Can you recall the last time anything else in your life occupied that much time? Being preoccupied with or thinking about your features is at the very heart of body image problems. Anything that brings your feature to the forefront of your mind is part of the problem. This includes even positive feedback on your appearance or ‘helpful’ suggestions about how you could improve your looks.


How will it ever be possible to put your worries about your appearance to the back of your mind, and get on with what is important in your life, if your actions keep bringing your appearance back to the forefront of your mind? Even if some of things you do (such as checking in a mirror) temporarily reduce your doubt and help you to stop feeling bad, they are very much part of the problem because they serve to prime your attention and re-train your brain that appearance is highly important. In this chapter, we shall therefore discuss the different ways we maintain body image problems, often without realizing that we are doing so.


Perception in body image


Perception is the way we make sense of what we see or hear or smell. In the previous chapter, we saw that many people with a body image problem have lost their ‘rose-tinted glasses’ and in some ways have a heightened sense of awareness of particular aspects of their appearance.


Imagine, for a moment, that a pair of identical twins have been brought up separately. One of them has a body image problem and the other does not. The one without a problem has a positive slant and rates herself as slightly more attractive than others would rate her. When she is in front of a mirror she focuses her attention on those features that are more attractive and less time on those features that are less attractive. The other twin (who has a body image problem) tends to focus on the features that she considers ugly and ignore the features that are more attractive. In addition, she rates the features that she hates as being important in defining who she is. For example if she is preoccupied and distressed by her hips and tummy, she tends to see herself as a walking pair of hips and wobbly tummy and not much else. This twin has a different way of rating her appearance because she has lost the positive slant used by the twin without a body image problem. She focuses her attention on those features that are less attractive and bases her rating of herself on those features. For these reasons and others, the effects of a cosmetic procedure would be unpredictable, as the surgery might not alter her heightened sense of awareness of her appearance or give her back a positive slant. Neither would a cosmetic procedure affect some of the emotional links with ‘ghosts from the past‘ that are still influencing her in the present.


The twin with the body image problem might say she does not want to be ‘deluded’ into thinking that she looks ‘OK’ when she does not, as she fears that she will then be humiliated or rejected when she is not expecting it. However, this reaction is not surprising, as being over-aware of your features fuels the fear of being humiliated.




EXERCISE 4.1: WHICH FEATURES DO YOU VIEW AS ATTRACTIVE AND UNATTRACTIVE?


Complete the following statements. Describe each feature that you view as ugly or unattractive and say what you think is wrong with it.


 


I focus my attention on the following features that I view as ugly or ‘not right’:


1. ____________________________________


2. ____________________________________


3. ____________________________________


4. ____________________________________


 


I focus less attention on these features, which others view as being attractive:


 


1. ____________________________________


2. ____________________________________


3. ____________________________________


4. ____________________________________


 






Mental images


Intrusive images are pictures or felt impressions that just pop into your mind, especially when you are more anxious in social situations or in front of a mirror. Images are not just pictures in your mind but can also be felt sensations or impressions you have of how you appear to others.


People with body image problems often experience such images from an observer’s perspective – that is, as if they are looking back at themselves. They believe that the picture in their mind is an accurate representation of how they appear to others. However, this is questionable, as such pictures might be linked to bad experiences and are like ghosts from the past, which have not been updated. Thus if you have been teased or bullied, and learnt from your tormentors that you were ugly or defective, then that memory becomes ingrained and influences you in the present.


Pictures often reflect and reinforce your mood. For example, if you are very anxious, you might have mental pictures of being humiliated in the future. However, treating images as reality can create many problems. Change involves recognizing that you are just seeing a picture in your mind and that this is not current reality.
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Intrusive thoughts


When you are ashamed of your body, you may think negatively about your appearance by comparing and rating yourself against others unfavourably. You might judge yourself as ‘ugly’, ‘abnormal’, ‘not right’, ‘too fat’, ‘too masculine’ or ‘too feminine’ or ‘not muscular enough’. You may think that others will view you as inferior, flawed or defective. You probably believe that you are extremely noticeable and that others are looking down at you. It might be just your features that you think others are looking down on; or you might assume that the whole of you is being condemned or humiliated.


For some people, their appearance becomes the single most important aspect in defining them as individuals and they hold attitudes such as ‘I am my nose’ or ‘My skin defines who I am’. If you hold such an attitude, and are satisfied with your appearance, then you may be worried and anxious about losing your looks. If you are dissatisfied with your appearance, then you are more likely to brood on how helpless you are to do anything to change it.


We hope to show you that your appearance is only part of who you are, and that, even if you are visibly very different from other people, this does not mean you can or should define yourself by your defect.




EXERCISE 4.3: SELF-DEFINITION PIE CHART


The amount of importance someone attaches to their appearance in defining their ‘self’ identity can be represented by a pie chart. In the following example, Amy has filled in a pie chart to show how she defines herself. The divisions in the chart show the relative importance she gives to her appearance and to her roles as partner, friend, parent, member of the community and student. Below the sample, there is an empty pie chart for you to complete.


 


1. Amy’s completed pie chart
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2. Empty pie chart for completion. Indicate how much of the pie is focused on your appearance and how much on all your other roles.


[image: Image]


 






Fusion of thoughts and reality


One of the problems in body image disorders is that your thoughts become fused with reality and accepted as facts. As a consequence, you develop a pattern of thinking that is like holding a prejudice against yourself. The same process may occur with the picture in your mind or the felt impression of how you appear to others; your brain fuses the mental picture or impression with reality (the reality that has already lost its positive slant). So what you ‘see’ in a mirror is what you feel (and not what others see or feel and why your loved ones may get so exasperated with you). Fusion is a major factor in keeping body image problems going.


Another way of thinking about this is to consider that what we see in our surroundings is based upon a process that is a bit like waving a torch in the dark. Your mind is constantly creating a picture of the world around you in order to make sense of the world. If your mind is important in creating what you see, then it is not surprising that ghosts from the past and other experiences will influence your body image. From this point of view, what you hear is probably more accurate than what you see. Your mind is less likely to influence what you hear – unless of course you have been conditioned to associate a particular sound with panic.


Later in this book, you will learn how to deal with these thoughts by prefacing them with ‘I am having a thought that I am ugly’, thus underlining that it’s just your thought or a mental event and not reality. Learning to accept these negative thoughts and images willingly as ‘just thoughts’ and not buying into them has been shown to be an important part of overcoming body shame.




EXERCISE 4.4: INTRUSIVE THOUGHTS AND REALITY


What intrusive thoughts do you experience that fuse with reality? List four of them. Then ask yourself: how believable are your thoughts about your appearance? Which of them seems most real to you?


 


1. ____________________________________


 


2. ____________________________________


 


3. ____________________________________


 


4. ____________________________________


 






Self-focused attention


When you are ashamed of your body, you become more focused on your own thoughts and feelings. This makes you more likely to assume that your view of the way you look and the picture in your mind are reality. This in turn interferes with your ability to make simple decisions, pay attention or concentrate on your normal tasks or what people around you are saying. When this problem is severe, it may make you feel more paranoid. Your view of the world now depends on your thoughts and how they chatter away, rather than your experience. In other situations, you may be so focused on comparing yourself with others that you fail to take in the context and find it difficult to concentrate on what people are saying or their body language.


When you have a picture in your mind of the features that you feel look ugly you become self-focused, as you have to monitor exactly how you look when you don’t have a mirror. It’s as if your features are like a dangerous tiger that has to be watched very carefully. Once a threat is on your mind, you will find that this has an impact on what you notice in the world; you develop a bias in your attention and you become more aware of the way you look. In contrast, someone without a body image problem tends to be focused on what they see in their surroundings or on a task (like talking to the person in front of them), rather than looking back at themselves and constantly monitoring how they think they are coming across.


An attentional bias happens all the time in everyday life. For example, when a woman becomes pregnant, she starts to notice other pregnant women and babies everywhere. It is not that there are more pregnant women and babies – just that she is just more aware of them. Another common example occurs when you or someone you know is about to buy a certain type of car. Suddenly it seems as if there are many more of that type of car on the roads. If you were to concentrate now on how your big toes feel, after a minute or so you might start to feel a sensation that you were not aware of before. A person with a spider phobia will notice a spider in a room far more readily than someone without that kind of fear.


People with body image problems are a lot more aware of a feature (or any changes that occur in their appearance) than someone without a body image problem. This ‘attentional bias’ is a result of their over-concern about their appearance, and also contributes to its maintenance, since their personal world can seem flooded with information about the importance of appearance, reinforcing their own sense of the exaggerated importance of appearance. If you have experienced this, you will know that, because your own fears are related to threats about certain features, you are very likely to want to focus on those features. In this way, a vicious circle is set up, whereby the more preoccupied you are with your features, the more you focus your attention on them, further fuelling your preoccupation and so on. We discuss how to overcome self-focused attention in Chapter 6.




EXERCISE 4.5: WHAT DO YOU ‘OVER-NOTICE’?


Take a moment to consider the past day or past week, and complete the following statements. Try to identify the things about yourself that you tend to notice too much. (These are things that your imaginary twin without a body image problem would hardly notice, if at all.)


 


I’m over-aware of: _________________________


___________________________


 


The unintended consequences, for myself, of being over-aware of certain features are:


 


 


 


 


The unintended consequences, for others, of my being over-aware of certain features are:


 


 


 





To tackle this aspect of a body image problem, start by recognizing that biased attention will very probably lead to biased conclusions. For example, if you constantly monitor your feature, you are more likely to rate it as ugly. Once you recognize this, you can correct for this bias in your mind.


Imagine riding a bicycle that tends to veer to the right when you point the handlebars straight ahead. What would you do to make the bicycle go straight? You would correct for the bias by steering slightly towards the left. You can do exactly the same in your mind. So, if you tend to over-assume ugliness, you can correct your thinking by deliberately assuming that most people, most of the time, do not hold the same view as you and do not notice what you are aware of.


However, it is also important to realize that trying not to notice something, in an attempt to correct this bias, is doomed to failure. This is because it is impossible not to think of something – by telling yourself not to think of something, you inevitably focus your thoughts on that very thing! However, later on we will be teaching you how to practise being absorbed in your surroundings, rather than your own thoughts.



Body shame


Body shame usually consists of a mixture of different emotions. Typically, someone experiences disgust (directed against the self) and anxiety or depression. Disgust is an emotion that means literally ‘something offensive to the taste’. Objects of disgust may include waste products, injuries and wounds to the body, and moral disgust. With disgust, there is a reflex closing up of the muscles around the mouth. When disgust is directed against the self it is called shame, and when it is directed specifically against your own body, it is called body shame.


Shame about your appearance can be broken down into ‘external’ and ‘internal’ body shame. External shame means believing that others think you are unattractive or ugly; this may lead you to feel anxious in social or public situations. People have learnt that it is humiliating or painful to be rejected and therefore try to avoid it. Human beings are social animals. We want to be part of a group, even if we feel under constant scrutiny. External shame is therefore based on what you worry other people think about you.


Internal shame is what you think about yourself. It occurs if you rate yourself negatively, sometimes even feeling a sense of disgust about all or part of yourself. You feel unattractive or ugly to yourself and feel you have to limit the damage to yourself either by avoiding or giving in to others. However, what matters is the sense of not meeting your own standard and being something less than you want to be. Often people continue to feel damaged and spoiled in some way long after the specific events that caused the shame have passed.


Internal and external shame often go together but not always. Thus, someone may rate himself or herself as ugly according to their own standards but know that others are not bothered by it. Equally, someone may believe that others think they are ugly but not care about their opinions.


Shame is not something that we are born with. It is something we probably learn over time. Positive feelings about ourselves usually come from parents and peers when we are loved and given compliments. Thus, from a young age, children develop a sense of pride when they know others feel positively about them and this enables them to feel positive about themselves. We discussed some of these issues in Chapter 3 on how a body image problem develops.




EXERCISE 4.6: INTERNAL OR EXTERNAL SHAME?


How much is your problem driven by concern about what you think others think (external shame)? And how much is it driven by your own standards (internal shame)? For example, would you still have a body image problem if you had a guarantee that no one was thinking negatively about your features? Or would you still have a body image problem if you were completely alone on a desert island and knew that you were not going to be rescued?


Write down one or two thoughts based on external shame, then estimate what percentage of your shame is external.


 


External:


 


 


 


Now write down one or two thoughts based on internal shame, then estimate what percentage of your shame is internal.


 


Internal:


 


 






Effect of mood


You might feel anxious in social situations, or before checking in the mirror, hoping you might see something different from how you think you look in your mind’s eye. However, after you look in a mirror you may feel worse. You might feel disgust as you rate your feature as ugly. During a long session in front of a mirror, some people might experience feeling disconnected from their bodies and a sense of being very unreal. Some might become angry or feel more shame for wasting so much time.


Anxiety is usually triggered by a sense that you are in danger. The threat might be real or imagined and may be from the past (for example, a memory), present or future. When anxiety dominates the picture, your mind will tend to think of all the possible bad things that could occur (‘catastrophizing’) and will want to know for certain that nothing bad will happen in the future. This leads to people worrying about how to solve non-existent problems. The natural desire is to escape or avoid situations that are anxiety-provoking. Anxiety can produce a variety of physical sensations, including feeling hot and sweaty, having a racing heart, feeling faint, wobbly or shaky, muscle tension (for example, headaches), upset stomach or diarrhoea.


If, however, you are becoming despondent about the future, you may feel down or emotionally ‘numb’ or feel that life has lost its fun. These are core symptoms of depression.


Others may frequently feel hurt and angry because they feel they are being unfairly treated and humiliated when they don’t deserve it, or don’t deserve to be born the way they are. They may become irritable or lash out.


If you are feeling stressed by a conflict in a relationship or you have been depressed, withdrawn, inactive and brooding on the past, it will probably make you more self-focused and more preoccupied with how you look, creating a further vicious circle. Anything that improves your mood and decreases other stresses is likely to improve your body image.




EXERCISE 4.7: THE EFFECT OF YOUR MOOD ON YOUR BODY IMAGE


Completing the following statements will help you assess the effect of your mood on your body image.


 


I feel __________________________________________


 


 


When (in what context)?


 


 


 


The unintended consequences of such feelings on my preoccupation with my feature(s) are:


 


 


 


 


The unintended consequences of such feelings on others are:


 


 


 


 





Thought suppression


Many people with body image problems experience negative thoughts, images, or doubts relating to their appearance. One way of coping is to try to push them out of your mind or to suppress them. Unfortunately, the main effect of suppressing intrusive thoughts is to increase the frequency of the upsetting thoughts and make the person feel worse. This is quite normal, since your brain will keep putting them back into your mind while it is trying to sort them out.


To understand how trying not to think of something increases rather than decreases its intrusiveness, try the following experiment. Close your eyes and try really hard not to think of a pink elephant. For a minute, try and push any image of a pink elephant out of your mind. Every time you think of a pink elephant, try to get rid of it from your mind.


What did you notice? Most people find that, when told not to think of a pink elephant, all they can think of is a pink elephant. Understanding this apparent paradox is the key to understanding and overcoming a body image problem. Many people with this problem are caught in the trap of trying too hard to rid themselves of thoughts and doubts, and in fact this brings about the very opposite of what they want.


If you are still not convinced that trying to get rid of intrusive thoughts, images, or doubts makes them worse, try an experiment. Spend one day dealing with your thoughts in the usual way, and record their frequency and the distress they cause you. Spend the next day trying to get rid of your thoughts or images, and record their frequency and your distress levels. The following day, repeat the first step, and then the next day the second step.


What happened? Most people discover that the harder they try to get rid of their thoughts and images, the more frequent and disturbing they become. If you don’t try so hard not to have the thought or image that’s bothering you, it will bother you much less! After all, a thought is intrusive only if you don’t let it in and recognize it for what it is. Embrace such thoughts, fully accept them and carry them as part of you. You will learn later not to engage with them, as they are, after all, just thoughts.


Trying to avoid or escape from difficult situations is a very natural response and can be the right thing to do in certain situations. For example, it may sometimes be helpful to keep your distance from a bully but at other times you may have to engage with them. It’s all about finding the appropriate response for a particular problem and not avoiding your thoughts and feelings about what seem like bad events. Escaping from difficult thoughts and images is always unworkable.


If you have fused your thoughts with reality and believe them to be true, it’s not surprising that you want to escape from them. In order to escape unpleasant thoughts and feelings, you might start to:




•   avoid activities and people that you have previously enjoyed, and become more focused on yourself


•   withdraw from friends or family


•   spend more time in bed


•   use alcohol or drugs to numb your feelings


•   brood about the past and try to work out reasons for the way you feel


•   avoid calling friends because you think you may be humiliated or rejected


•   try to distract yourself with the Internet or DVDs


•   ‘put your head in the sand’ and pretend that the problems around you will go away if you ignore them


•   ignore the door bell or telephone





Such behaviors become habitual so you may not even be aware of why you are doing them. In many ways, escape is a natural response to try to avoid bad feelings. However, it merely digs you deeper into your hole.




EXERCISE 4.8: CONSEQUENCES OF THOUGHT SUPPRESSION


What thoughts and pictures in my mind related to my appearance am I trying to suppress or escape from?


 


 


 


 


 


What are the unintended consequences of trying to suppress or avoid these thoughts and pictures?


 


 


 


 





Brooding and worrying


Some people cope by trying to ‘put right’ or make sense of past events or their appearance by brooding, constantly mulling the problem over. If this sounds familiar, you are probably trying to solve problems that cannot be solved or analyse a question that cannot be answered. This usually consists of lot of ‘why?’ questions. ‘Why am I so ugly?’ or ‘Why did I get that surgery?’. Another favourite is the ‘if only. . .’ fantasies, as in ‘If only I looked better. . .’. Alternatively, you may be constantly comparing yourself unfavourably with others and making judgements and criticizing yourself. Brooding invariably makes you feel worse, as you never resolve the existing questions and may even generate new questions that cannot be answered.


The process of worrying is a variation on the same theme, in which you try to solve non-existent problems. These usually take the form of ‘What if. . .?’ questions. Examples include ‘What if my partner leaves me?’ and ‘What if I get called names in front of others? Chapter 6 will help you ‘think about thinking’ in more detail and explain how you can best cope with your mind’s tendency to try to solve such worries.


You may also find yourself brooding on why you look the way you do, or why you had a particular cosmetic procedure. This brooding process may reduce your distress for a brief period so you get a payoff because brooding seems to ‘work’. Then the next time you feel bad, you will have trained yourself to brood or avoid activity again. Unfortunately, in the long term this will make you feel more depressed. All the time spent alone means that you miss out on what is important to you in life and prevents you from having any positive experiences. The belief that you are ugly or unlovable is therefore strengthened, as you are unable to test out or disprove your negative expectations.




EXERCISE 4.9: WHAT DO I BROOD OR WORRY ABOUT?


Write down the three things that you most often brood or worry about. For each one, write down the main ‘Why?’, ‘If only’ or ‘What if?’ question.


 


 


 


 


 





Avoidance and safety behaviors


As well as ways of thinking, people with body image problems use a variety of different behaviors to cope with their condition. However, these strategies usually make the situation worse in the long term. For example, if you have a body image problem you may try to escape from or avoid social or public situations – in severe cases you may become housebound or only go out at night or when you are heavily madeup. This is an example of a ‘safety behavior’, which is intended to prevent harm and reduce anxiety but usually leaves people feeling worse and prevents them from testing out their fears. For instance, you might be:




•   repeatedly checking your appearance in a mirror


•   seeking reassurance about your feature


•   feeling your skin with your fingers


•   cutting or combing your hair to make it ‘just so’


•   picking your skin to make it smooth


•   comparing your feature against models in magazines or people in the street


•   measuring body parts to see ‘how bad they are’


•   covering up or altering the shape (padding out) body parts using clothing


•   styling hair to cover up a flaw, draw attention away from a flaw, or until hair is ‘just so’


•   re-touching your hairstyle throughout the day


•   using make-up to conceal flaws, or applying it until it is ‘just so’


•   re-touching make-up repeatedly throughout the day


•   looking for and trying out new beauty products


•   researching or seeking cosmetic surgery


•   collecting magazines for photographs and appearance-related articles


•   making frequent trips to beauty salons or hairdressers


•   doing ‘DIY’ cosmetic surgery, having dermatological treatments, and dental procedures


•   changing posture or covering a feature with your hand


•   avoiding social situations


•   avoiding ‘attractive’ people


•   being careful about the choice of lighting


•   being careful about choice of certain mirrors


•   using alcohol or drugs to alter your mood


•   using ‘mental’ cosmetic procedures in your imagination


•   brooding about the past





It’s worth reflecting on what you think might happen to someone with a relatively healthy body image who practised a number of these activities on a regular basis. We tried this once for just a few hours, and we soon started to become preoccupied and dissatisfied with our own appearance. Thus a further vicious circle has been set up, as the unintended consequence of safety behaviors is to increase preoccupation and distress.


All methods of escaping from a situation or checking how you look are safety behaviors. A message we shall return to over and over again is that safety behaviors maintain your worry. They prevent you from testing out your fears, allow the worry to persist and make the problem worse in the long term. Clearly, you have to stop all your safety behaviors if you are to overcome your body image problems successfully.


Effects of safety behaviors on others


Many of these safety behaviors therefore also have an effect on others around you. Examples include:




•   Frequently seeking reassurance. This can leave another person feeling frustrated and impotent when they are unable to have a lasting effect (if any) on how you feel.


•   Other people thinking you are obsessed with yourself and finding this boring or unattractive.


•   Your worries placing restrictions on socializing, reducing your friends’ or partner’s pleasure at seeing you, and increasing your sense of isolation and conflict.


•   Your worries about your looks increasing feelings of jealousy, placing strain on a relationship.


•   Your worries about your looks restricting physical intimacy.


•   Wearing particular types of clothes to hide a feature, which might provoke comments.


•   Keeping your head down and avoiding eye contact, leading others to assume that you are not interested in them. They will then back off and you are more likely to think there is something wrong with you


•   Being distracted by your worries about your looks causing you to seem aloof or uninterested. This in turn may lead people to be less warm towards you than they would otherwise be.





All these examples show how a safety behavior can leave you trapped in a cycle, where the behavior you have put in place to protect you becomes the problem in two different ways. First, it preoccupies you and prevents you attending to what is really happening. Second, it stops you developing a positive and helpful way of behaving with other people.


When your solutions are the problem


The US psychologist Steve Hayes uses a metaphor to describe people who are trying to cope with a body image problem through no fault of their own. Imagine you’re blindfolded and placed in a field with a tool bag. You’re told that this is what life is all about and that your job is to run around this field, with the blindfold on. Now, what you don’t know is that there are some deep holes in this field. So you start running around and enjoying life. However, sooner or later you fall into a deep hole. You can’t climb out and you cannot find an escape route. So you feel inside your tool bag for something you can use to get you out. The only tool is a shovel. So what do you do? You start digging. It’s seems so obvious because you are stuck and can’t get out. Soon you notice you’re not out of your hole, so you try digging faster; but you’re still in the hole. So you try big shovelfuls, you try throwing the dirt far away from you and so on, but you’re still in the hole.


Does this relate to your experience of trying to solve your body image problem? You might be seeking help from this book or going to a therapist in the hope that you can find a bigger or better shovel to help you feel better. Well, the fact is that you can’t dig your way out. However, if you let go of the shovel, you can feel around to see whether there is anything else to help you out – a ladder, for example. Remember, you are blindfolded and you won’t be able to find the ladder or anything else until you drop the shovel. From the perspective of this book, your shovel represents the attempts you are making to control or escape from the way you feel about your appearance.


Looking at your actions compassionately


It is important to remember that, like falling down a hole in the example above, having a body image problem is completely understandable. Yes, life is unfair but it’s not your fault – you’ve fallen down a hole. You have the ability to get out but, before you started to read this book, you did not know what to do, and you did what you did because it seemed natural. We are not saying that the situation is hopeless but, and this is very important, your solutions – trying to avoid or control the way you feel about your appearance – are not working. All they do is make the situation worse and make you feel more stressed and depressed. Remember, working out how you fell into your hole is not going to get you out of it. Some therapies unintentionally provide you with a bigger shovel.


Only when you stop shovelling can you feel around for something to help you out – like a ladder or rope. This may seem like a leap of faith but if you don’t accept the uncertainty, it’s guaranteed to get worse.


Building alternative explanations: Theory A versus Theory B


The essence of overcoming a body image problem using the various techniques outlined throughout this book is to gather evidence to see ‘which theory fits the facts’. Doing the various tasks will allow you:




1.   to find out whether what you fear will happen does in fact happen, and


2.   to learn new ways of behaving by acting against the way you feel.





You will also be finding out whether the results of your experiment best fit your existing explanation for your body image problem or an alternative. In body image problems there are two broad alternatives to be tested:




Theory A: I have a problem with the way my hair looks. My solution is to take every possible step to avoid being humiliated and rejected. This has led me to avoid people, hide my hair, and repeatedly check in mirrors.


Theory B: I have a problem with being excessively preoccupied by my hair and am worried about being humiliated and rejected; my ‘solutions’ (driven by theory A) have become my problem and feed my preoccupation.


 


Try thinking of your own body image problem in terms of two competing theories. Remember that only one theory can be correct – they can’t both be true. In the space below, write under ‘Theory A’ how you have viewed the problem, and how it has led to you using avoidance and safety behaviors. Then write against ‘Theory B’ another way of looking at your experience that would enable to test out your alternative.


 


Theory A:


 


 


 


 


 


Theory B:


 


 


 


 





If you have a body image problem, you will probably have been following Theory A for many years. However, in order to determine whether Theory B might be the correct explanation for your problems, you will have to act as if it were correct, at least for a time while you collect the evidence.


This may seem rather scary. But think of it like this: if, after, say, three months, you remain unconvinced, you can always go back to Theory A and carry on with your current solutions. Remember the image of the hole and the spade? You might believe that the risk of being humiliated or being rejected through testing out Theory B is too high to risk dropping your spade to see if there is in fact a ladder there. However, if you don’t let go of the spade, then you won’t ever know if there is anything else there to take hold of. If there’s nothing there, you can always go back to your spade; but if you don’t test out the alternative theory, all you will ever have is your spade – and all you will do is dig yourself further into the hole, causing yourself more distress and limiting your life even more.


When problematic solutions seem to work


It may seem to you that digging your way out of a hole works because you are doing something with the tools you have and stopping bad events from happening. It is therefore likely that you will avoid or escape from unpleasant thoughts and situations in the future because such behavior has been ‘reinforced’; it has apparently been successful. However, as we have already pointed out, if you cope by avoiding or escaping from unpleasant thoughts or situations, the technique becomes unworkable for a number of reasons:




1.   Your ‘solutions’ of avoidance and escape will make you feel worse and more depressed as you come to realize that they are not going to work and you begin to worry more about problems.


 


2.   Avoidance often prevents you from finding out whether something is true or not. For example, if you never ask a person why he appeared to ignore you, you will never find out if it was because he dislikes you or whether, for instance, he was not wearing his contact lenses or was busy worrying about a problem of his own.


 


3.   Avoidance and escape have unintended effects on the people around you. Your friends and family might stop trusting you and end up taking on your responsibilities. This in turn could create a vicious circle in which you feel incapable of doing certain things.


 


4.   Avoidance stops you from doing what is important to you. For example, you want to be a person to whom your friends and family can turn for support or to be a good parent. When you can’t do these things you will inevitably feel more depressed. You might spend more time focusing on yourself and beating yourself up. Your behavior then has an effect on the people around you. Others may be critical or unsupportive and you will probably become more depressed, in a vicious circle.





While you focus on your negativity, you totally buy into the content of your thoughts as if they were facts. These thoughts are just mental chatter, not objective evidence. In general, the aim should be to ‘understand’ these thoughts, not so that you can question whether they are true or not, but to consider how you react to them.


Perfectionism and high standards


Many people have their first taste of being really worried about their appearance when they are teenagers. This is not only a time of considerable change in appearance, but also a time when humans are biologically programmed to become more aware of being physically attracted to others and wanting others to be physically attracted to them. For some people with body image problems it seems as if their attitude to their appearance has not been updated since they were much younger. Many still treat their appearance every day as if looking their best is as important as it would be on a special occasion, TV appearance, or first date. Part of recovery is becoming more flexible in the standards you set for your appearance, and on most days prioritizing other aspects of your life.


The way you’ve trained your brain


One way of thinking about the way your actions might be maintaining your problem is to think about the message they send your brain. The more you act as though an aspect of your appearance is something shameful, or has potential for you to be humiliated, the more your brain understands that a flaw (or flaws) in your appearance is an important problem. Because of this, your brain will frequently send you thoughts about your appearance so that you don’t forget to solve the problem. It will also keep your nervous system on ‘red alert’ in situations you have trained it to believe are threatening. It will do this by, for example, over-preparing for the situations, using safety behaviors or avoiding them, or escaping from them. This ‘red alert’ means anxiety, and a tendency to jump to the conclusion that something threatening is happening. This just makes your life more difficult and less enjoyable, as you can’t relax and fully engage in experiences that you would otherwise find rewarding.


Building connections between your coping strategies and their results


Really understanding how your solutions are the problem is a crucial step in overcoming a body image problem. Here are some examples of how coping strategies and ‘safety behaviors’ backfire and in fact fuel a body image problem:


 


[image: Image]
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Use the blank table provided in Appendix 2 (page 390) to monitor your safety behaviors and their consequences over a period of time.


You can use what you have written in this table to build up your own ‘vicious flower’, diagram, as described in the next section.


Building your own vicious flower


A vicious flower is a model you can use to help think through the effects of your current methods of coping. There are several completed vicious flowers in Chapter 9 and we have provided an example on page 93. This visual illustration of how a body-image problem is being maintained can be very striking. Many people are surprised to see just how much is ‘going on’ in the maintenance of their body image problem.


We have also provided a blank vicious flower on the next page for you to fill in yourself, though it’s sometimes easier to draw your own on a blank sheet of paper so that you can have as many ‘petals’ as you wish. Once you have filled in or drawn your own vicious flower, you can return to it as you progress through the rest of this book. You might add a new petal if you identify a new safety behavior, but we hope that most of your time will be spent pulling the petals off your flower by facing things you have been avoiding, re-training your attention, and dropping unhelpful safety behaviors.



Vicious flower of body image problems
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Setting yourself on the right course


This chapter is designed to help you define your problem and monitor the severity of your body image problems and their impact on your life. Identifying and rating the current severity of your body image problem at the outset will give you a reference point against which you can measure your progress. You may find it helpful to make additional copies of these questionnaires to help you to measure your progress. They are designed to help you define the nature of the problem and its effect on your life. Some of them can be completed weekly to determine whether you are making progress or not.


Identifying the problem feature


Please study this example before completing Questionnaire 5.1. In a moment, we shall ask you to describe the feature(s) of your body that you dislike or would like to improve. If you want to improve more than one feature, please list all the features. The example is based on a woman whose main worry was her nose and who was concerned to a lesser extent by her skin and bottom. She is currently seeking cosmetic surgery for her nose.




SAMPLE QUESTIONNAIRE


   Features causing concern


Please describe the feature(s) of your body that you dislike or would like to improve and tick the box if you are seeking a cosmetic or dermatological procedure for the feature either now or in the future.


 


Please tick the appropriate box.


[image: Image]


 


We will then ask you to draw a pie chart and estimate the percentage of concern allocated to each feature. The person above completed her pie chart like this.


[image: Image]


 


 







QUESTIONNAIRE 5.1: IDENTIFYING THE PROBLEM FEATURE


   Features causing concern


Describe the feature(s) of your body that you dislike or would like to improve.


[image: Image]
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Now draw a pie chart and estimate the percentage of concern allocated to each feature. Please ensure that your percentages add up to 100 per cent!


[image: Image]


From now on, we will refer to these concerns as your ‘feature(s)’.


 






Noticeability of your feature


The next set of questions relates to how noticeable you think your feature is. You may find it helpful to discuss this aspect of the problem with a trusted friend or therapist. You could ask this person to rate the features using the same scale without him or her knowing how you rated yourself.




QUESTIONNAIRE 5.2: RATING THE NOTICEABILITY OF YOUR PROBLEM FEATURE


1.   How noticeable do you feel your feature is to other people (if you do not camouflage yourself, e.g. with clothes, padding and/or makeup, and the feature has not been pointed out to them)?


a.   Please specify the first feature you are rating


[image: Image]


 


b.   Please specify the second feature you are rating (if applicable)


[image: Image]


 


c.   Please specify the third feature you are rating (if applicable)


[image: Image]


 


d.   Please specify the fourth feature you are rating (if applicable)


[image: Image]


 


2.   How do you feel your feature compares to the same feature possessed by other people of the same age, sex, and ethnic group?


 


a.   Please specify the first feature you are rating
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b.   Please specify the second feature you are rating (if applicable)
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c.   Please specify the third feature you are rating (if applicable)
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d.   Please specify the fourth feature you are rating (if applicable)


[image: Image]


 





Severity of your body image symptoms


The following questionnaire has been designed for you to use weekly or fortnightly to monitor your progress in overcoming your body image problems.




QUESTIONNAIRE 5.3: RATING THE SEVERITY OF YOUR BODY IMAGE SYMPTOMS


Answer the following questions by circling a number that best describes the past week.


1. Frequency – How much of your time on an average day has been occupied by worries about your appearance and related behaviors (e.g. checking, comparing) over the past week?


 


[image: Image]


 


2. Distress – How much distress have your worries about your appearance caused you? Or how much distress have you felt when confronted with a situation you wanted to avoid?


 


[image: Image]


3. Handicap – How much have worries about your appearance and related behaviors (e.g. checking, avoiding) interfered with friendships, relationships, family life or your ability to perform at work or study?


 


[image: Image]


4. Avoidance – How much have you avoided situations or activities or thoughts that are related to your worries about your appearance?


 


[image: Image]


 





Avoidance of situations because of your preoccupation


The next questionnaire focuses on the extent to which you avoid situations, people, or activities because of your preoccupation with your appearance. You can use a number of the items you avoid in order to test out your fears in Chapter 7 (Taking action).




QUESTIONNAIRE 5.4: AVOIDING SITUATIONS


What do you avoid because of the way you feel about your feature(s)? Please read the situations below and in the second column rate the degree of anxiety that you anticipate in each of the situations on a scale between 0 and 100 where ‘0’ is no anxiety at all and ‘100’ is total panic. In the third column, rate the degree to which you currently avoid each of these situations on the following scale:
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Please add other situations or activities that you avoid at the end of the list.
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Rituals and safety behaviors


The following questionnaire focuses upon the things you may be doing excessively or more precisely because of your preoccupation with your appearance. You can use this checklist to help identify the rituals and safety behaviors that you are going to target for change in Chapter 7.




QUESTIONNAIRE 5.5: PERFORMING RITUALS AND SAFETY BEHAVIORS


Please read the list of actions below that you might perform because of the way you feel about your feature(s). In the second column, rate the frequency with which you use each of the behaviors on the following scale:
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The impact of your symptoms on your life


The next step is to rate the impact of your problems on your everyday life. We have provided a standard questionnaire that serves this purpose. It can be repeated at regular intervals (for example fortnightly) to monitor your progress.




QUESTIONNAIRE 5.6: RATING THE IMPACT ON YOUR LIFE


1. If you have a long-term partner, please answer a. If you do not have a partner, please answer b.


a. To what extent does your preoccupation with your feature(s) affect your relationship with an existing partner (e.g. affectionate feelings, number of arguments, enjoying activities together)?


[image: Image]


b. If you do not have a long-term partner, to what extent does your preoccupation with your feature(s) currently affect you and your potential partner when you are dating or developing a relationship?


[image: Image]


2. To what extent does your preoccupation with your feature(s) currently have an effect on a sexual relationship (e.g. enjoyment of sex, frequency of sexual activity)?


[image: Image]


Tick box, if you have no sexual relationship for reasons other than avoiding sex because of your preoccupation with your feature(s).    [image: Image]


 


3. To what extent does your preoccupation with your feature(s) currently interfere with your ability to work or study, or your role as a homemaker? (Please rate this even if you are not working or studying: we are interested in your ability to work or study.)


[image: Image]


How many working days have you lost in the past year because of your preoccupation with your feature(s)?


 


4. To what extent does your preoccupation with feature(s) currently interfere with your social life with other people (e.g. parties, pubs, clubs, outings, visits, home entertainment)?


[image: Image]


5. To what extent does your preoccupation with your feature(s) currently interfere with your private leisure activities done alone, (e.g. reading; gardening; collecting; walking alone, etc.)?


[image: Image]


6. To what extent does your preoccupation with your feature(s) currently interfere with your home management (e.g. cleaning, tidying, shopping, cooking, looking after your home or children, paying bills, etc)?


[image: Image]


7. To what extent does your preoccupation with your feature also cause you difficulty in its functioning? (For example, if you dislike the shape of your jaw, it might cause difficulty with a poor bite with your teeth; or if your nose is crooked, it might cause difficulty breathing.)
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Rating the severity of your depression and anxiety


Rating the severity of your depressive symptoms at the start and at regular intervals will help you to monitor your progress and assess whether what you are doing is effective or not. Even if you decide not to use any self-help techniques or decide to take medication, it is still important to monitor your progress so you should still do these exercises. You can then report back to the doctor and decide whether to try an alternative approach. You can also use the Hospital and Anxiety Depression Scale in Appendix 2 (page 385) to monitor depression and anxiety.



Listing your problems


Building a list of your problems helps in a number of ways. First it helps you to break down your body image problem into specific areas to tackle. It also gives you a chance to rate these problems overall now, so that you can re-rate them to help measure your progress. This is Catherine’s list of problems.




SAMPLE PROBLEM LIST


Severity rating: 0–10 (10 being most severe)


1. Feeling very preoccupied and ashamed about my skin, leading me to worry about it most of the day, and to spend approximately 4 hours applying make-up if I have to leave the house.


Rating: 10


2. Feeling depressed, leading me to spend as much time as I can at home and not keeping on top of my bills and domestic chores.


Rating: 8


3. Frequently checking in mirror and comparing my skin to people in the media, leading me to feel envious towards people with far better skin than me.


Rating: 7


 





Now make your own list of problems and rate the severity of each one.
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Describing your goals


Next, you need to write a description of your goals relating to the problems that you have described and the values you have identified. Start with short-term goals, which are easier to tackle, and set yourself a realistic timetable by which you intend to move onto the next set of goals. Here is Catherine’s list of goals.
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Try to make your own goals as specific, observable and realistic as possible.


Some individuals with body image problems have forgotten what is normal or healthy. To help generate ideas for healthy alternative behaviors, consider the following questions:




•   What did you do before you had a body image problem?


•   If you had a twin, who was the same as you in every respect but without a body image problem, what would they do?


•   What would a healthy role model of yours do?





You will need to ask yourself these questions for goals in the short, medium and long term. You can then monitor your progress towards your goals on a scale of zero to 10, where zero is no progress at all towards the goal and 10 means the goal has been achieved and sustained. Your goals should relate to your valued directions in life and tackle what you have been avoiding. The next section will help you identity your valued directions.




EXERCISE 5.2: GOAL LIST


Progress rating: 0–10 (10 being most severe)


Short term


1._______________________________________


2._______________________________________


3._______________________________________


Medium term


1._______________________________________


2._______________________________________


3._______________________________________


Long term


1._______________________________________


2._______________________________________


3._______________________________________


 





Focusing more on what’s important to you, and less on appearance


Many body image problems are the result of becoming overly focused on your own appearance; other people’s appearance; appearance in the media; or the role of appearance in our culture. The aim of the next exercise is to gain an understanding of your values or what you want your life to stand for. This will enable you to engage in a life that has a better balance and is less dominated by appearance. Once you know what your valued directions are, you can start acting towards them.


We have adapted the ‘Valued Living Questionnaire’ from Acceptance and Commitment Therapy (Guilford Publications, 2004) by Steven Hayes, Kirk Strosahl and Kelly Wilson. There are various prompts for each area to help you write down a brief statement. You don’t have to fill in every area; just leave an area blank if you think it is inappropriate for you. After writing down your statements, you may want to clarify them with a friend or therapist. Be careful not to write down values that you think you should have just because others will approve of them. Only write down what you know to be true for yourself. It is probably a valued direction if you acted on it consistently before you experienced your body image problem. If you have had a body image problem for many years, you may struggle with this exercise, but you should persevere because it is very important.


Note that values are not goals – they are more like compass points, and they need to be lived out by committed action. Goals are part of this process. With values, you never reach your destination because there is always something more you can do to work towards them. If your valued direction in life is to be a good parent, then your first goal might be to spend a few hours just hanging out with your son or daughter and playing with him or her. Other goals might be to get your son or daughter through school or college. It might take some time to discover all of your values, so here are some prompts to help you:




•   Imagine what aspects of life you would be engaging in if you were not feeling shamed or preoccupied with your appearance at this moment. We understand that you might feel upset at the things you seem to have lost but this exercise will help you chart your course on the journey you wish to take.


•   Brainstorm all the activities/interests you can think of, and consider which might be close to your valued directions.


•   Remind yourself of what you used to value or aspire to when you were younger. Have any of these values simply been ‘squashed’ by your body image problem?


•   Consider whether a fear of what other people will think, or a fear of failing, might be holding you back from pursuing your valued directions.


•   Consider a role model or hero and the values he or she holds.


•   Have a chat with a trusted friend (or therapist) who knows you well and see what he or she would guess your values to be.


•   Be prepared to experiment and ‘try on for size’ living consistently with a given valued direction to see how it ‘fits’.
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Now try to define your own valued directions in life.
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Thinking about thinking


As we mentioned in Chapter 4, body image problems often occur when your thoughts and images become fused with facts. Thus, if you feel ugly then your ugliness is taken as a given fact and you assume that others will get the same impression as you. Being fused with your thoughts and images thus makes your reality very unpleasant. Many people naturally respond by trying either to escape from the thoughts and images or to control them, but this means that you miss out on rewarding life experiences. This chapter is about developing a different relationship with your thoughts and images so you can treat them as ‘just thoughts’ or ‘just a picture in my mind’. Your life will be more rewarding when you truly accept your thoughts and images about your appearance because trying to suppress (or ‘control’) them only makes the preoccupation worse and amplifies your discomfort into pain. This chapter also contains a number of practical exercises to help you examine your relationship with your thoughts and refocus your attention away from your mind.


Label your thinking style


You may have forgotten how to observe the process of thinking because you have become bound up with the content of your thoughts. The first step is to thank your mind for its contribution to your mental health. Try to distance yourself from its endless chatter and commentary and rating of yourself. This is a difficult skill, which will take time and practice to master, using a number of different exercises (described below).


Just as having an infection might give you a fever, emotional problems will affect your thinking. In common with other emotional problems, body shame will drive your thinking in a more negative and extreme direction. This unhelpful way of thinking will in turn make you feel worse, and influence what you focus upon and what you do. It thus plays a key role in the maintenance of your problem.


Two of the founding fathers of cognitive behavior therapy, Albert Ellis and Aaron Beck, both identified particular patterns of thinking linked with emotional problems. The great advantage of knowing the ways in which your thinking might be affected by your body image problem is that you can more readily spot a negative thought and learn to take these thoughts (and images) with a huge pinch of salt. Think of it as body shame propaganda, aiming to keep you preoccupied, distressed, and restricted. Just as people during the Second World War had to learn to ignore the negative Nazi propaganda (aimed at lowering their morale) that invaded their radios, you can learn to notice unhelpful thoughts without believing them to be true.




BODY SHAME THINKING STYLES


Here are some of the more common types of thinking styles that arise in body shame.


Catastrophizing
Jumping to the worst possible conclusion, e.g. ‘someone will notice my nose and make a really upsetting comment.’


All or nothing (black and white) thinking
Thinking in extreme, all-or-nothing terms, e.g. ‘I am either very attractive or very ugly.’


Over-generalizing
Drawing generalized conclusions (involving the words ‘always’ or ‘never’) from a specific event, e.g. ‘because that person rejected me I know I’ll never find a partner.’


Fortune-telling
Making negative and pessimistic predictions about the future, e.g. ‘I know I’ll never get over this.’ ‘I will be unhappy unless my appearance changes.’ ‘If someone saw me without my makeup they’d be really surprised at how bad I look.’


Mind-reading
Jumping to conclusions about what other people are thinking about you, e.g. ‘that person is looking at me, I can tell they are noticing my bad skin and thinking I’m disgusting.’


Mental filtering
Focusing on the negative and overlooking the positive, e.g. paying far more attention in your mind to the one person who was not friendly to you and overlooking the fact that the others were very warm towards you; or tending to overlook the positive aspects of yourself and what you have going for you.


Disqualifying the positive
Discounting positive information or twisting a positive into a negative, e.g. thinking ‘That person was only nice to me because they thought I was repulsive and felt sorry for me. They’ll probably have a good laugh about me with their friends later.’


Labelling
Globally putting yourself down, in an extreme and self-attacking way, e.g. ‘I’m a worthless, hideous freak.’


Emotional reasoning
Listening too much to your negative gut feeling instead of looking at the objective facts, e.g. ‘I know I’m hideous and will end up alone because I feel it deep inside.’


Personalizing
Taking an event or someone’s behavior too personally or blaming yourself, e.g. thinking ‘That person pushed in front of me when I was trying to get on the train because they think my appearance makes me inferior.’ Recognizing this tendency to misinterpret events in the world around you because of your preoccupation with your appearance can help you reduce the extent to which your body image problem causes you distress.


Demands
Rigid ‘should’, ‘must’, ‘ought’, or ‘have to’ rules about yourself, the world, or other people. Demands for certainty can be a particular issue for any kind of anxiety problem, e.g. ‘I must know just how I look so that I can do whatever I can about it. I should always try to look as good as possible.’


Low frustration tolerance
Telling yourself that something is ‘too difficult’, or ‘unbearable’, or that ‘I can’t stand it’, when it’s actually hard to bear, but bearable. It is in your interests to tolerate these things, e.g. experiencing some degree of discomfort as you face your fears.
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Labelling your thoughts and feelings


Another strategy for intrusive thoughts is to label the thought or feeling by saying it out aloud and writing it down. For example:


‘I am having a thought that I am fat.’


‘I am having a memory of being bullied as a child.’


‘I’m having the feeling of being anxious.’


‘I’m making a rating of myself that I am ugly.’


As an alternative, some people find it more helpful to distance themselves from such thoughts by labelling them as products of their mind, e.g. ‘My mind is telling me I am ugly.’
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Labelling your thoughts may feel awkward at first, but with practice it will help you to accept your thoughts or feelings without buying into them. Some people find it helpful to speak their thoughts out loud in a funny voice or the voice of a cartoon character. Again, this can help you to distance yourself from your thoughts and de-fuse them from your ‘self’.


The aim of all these exercises is to acknowledge the existence of such thoughts and label them for what they are. It’s usually best not to challenge their content, as they are strongly bound up with past memories and in body image problems that are often rigidly held. As you progress, you’ll discover that you can experience unpleasant thoughts and feelings and still do what’s important for your life, despite their presence. If you keep doing this, they will slowly fade.



Keeping a record of your thoughts


Try making a list of all your recurrent body image thoughts and feelings, label them for what they are, and put a tick in the relevant box each time they occur. Such thoughts are more likely to appear in difficult situations. It can be helpful to monitor them just to see which ones turn up in particular situations and try to bully you. We don’t want you to do this repeatedly – just to see what happens over a few days. You will soon start to develop different ways of looking at your thoughts and not buying into them, brooding, comparing, or paying attention to what your mind is telling you. Here is David’s chart as an example.
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A blank thought monitoring chart which you can photocopy can be found in Appendix 2 (page 408). Note that the purpose of monitoring your thoughts is not to challenge their content, or to control or reduce their frequency – just to acknowledge them and to thank your mind for its contribution. If your thoughts are very frequent (and in some people it may be a thousand or more times a day), you might find it easier to use a tally counter and transfer the total at the end of each day to your chart. (You can purchase a tally counter by post. You will easily find a supplier if you type ‘buy tally counter’ into an Internet search engine.) You can also note the situations in which the thoughts most commonly occur in order to see if there is a pattern. It would be useful to know if there is such a pattern so that you can predict what thoughts will turn up and ensure that you are better prepared for them.



Watching your thoughts pass by


You have gathered by now that what we want you to develop is a sense of distance from your thoughts and feelings. This means not buying into them but being aware of them as a passive observer.


This is best illustrated by closing your eyes and bringing to mind, say, a bowl of fruit, then watching it without influencing it in any way. It’s okay if your attention strays away from the orange or if the image changes (for example, the orange falls off the top of the bowl). You should merely be aware of the changing content of your attention without influencing the content in any way. This may not be easy at first, but it’s worth persevering. The technique of distancing your thoughts can also be used just to notice your intrusive thoughts and not to engage with them.


Another analogy for watching your thoughts is to imagine them as cars passing on a road. When you are depressed, you might focus on particular ‘cars’ that tell you that you are a failure and life is hopeless. You cope either by trying to stop the cars or by pushing them to one side (if you’re not in danger of being run over, that is!). Alternatively, you may try to flag the car down, get into the driving seat and try to park it (that is, analyse the idea and sort it out until you feel ‘right’). Of course, there is often no room to park the car and as soon as you have parked one car another one comes along.


Distancing yourself from your thoughts means being on the pavement, acknowledging the cars and the traffic but just noticing them and then walking along the pavement and focusing your attention on other parts of the environment (such as talking to the person beside you and noticing other people passing you and the sights and smells of the flowers on the verge). You can still play in the park and do what is important for you despite the thoughts. In other words, such thoughts have no more meaning than passing traffic – they are ‘just’ thoughts and are part of the rich tapestry of human existence. You can’t get rid of them. It’s just the same as when you are in a city and there is always some slight traffic noise in the background and you learn to live with it. Notice these thoughts and feelings and acknowledge their presence, then get on with your life.


An exercise in distancing


In this exercise, you will need to get into a relaxed position and just observe the flow of your thoughts, one after another, without trying to figure out their meaning or their relationship to one another. You are practising an attitude of acceptance of your experience.


Imagine for the moment sitting next to a stream. As you gaze at the stream, you notice a number of leaves on the surface of the water. Keep looking at the leaves and watch them drift slowly downstream. When thoughts come, put each one on a leaf, and notice each leaf as it comes closer to you. Then watch it slowly moving away from you, eventually drifting out of sight. Return to looking at the stream, waiting for the next leaf to float by with a new thought. If one comes along, again, watch it come closer to you and then let it drift out of sight. Allow yourself to have thoughts and imagine them floating by like leaves down a stream. Notice now that you are the stream. You hold all the water, all the fish and debris and leaves. You need not interfere with anything in the stream — just let them all flow. Then, when you are ready, gradually widen your attention to take in the sounds around. Slowly open your eyes and get back to life.



Attentional biases in body image


In Chapter 4, we described how various attentional biases influence your awareness of your feature (pages 68–70). Our attention seeks out the subjects that interest us: it is biased towards those subjects and we become more aware of them. What is on our minds will influence what we notice; it’s just part of how the human brain works.


However, in body image problems, this attention bias towards monitoring how you look is one of the factors that keeps the condition going. Being self-focused means being on the outside, looking in at yourself, with an observer’s perspective and being very aware of your thoughts and feelings. Being externally focused means being on the inside, looking out at the world around you and at what you see or hear or smell. People with body image problems are frequently self-focused and constantly monitoring their felt impression or picture in their mind. You might want to know exactly how you look and therefore how likely you are to be humiliated (although whether this is accurate or not is a different matter). Or you could be trying to avoid the gaze of someone who you think is being critical.


Another situation where self-focused attention occurs is in front of a mirror. We know from research that people with body image problems are more likely to focus on their felt impression and on certain features that are viewed as defective compared with people without a body image problem. Furthermore, when individuals without a body image problem look at themselves in a mirror then they tend to focus more on features that they consider attractive.


Re-focusing your attention onto the outside world gives your brain a rest and allows you to take in what the world has to offer.


Overcoming a body image problem will mean broadening your attention to take everything in, not just focusing on your features and refocusing your attention away from your inner world.


It is important to recognize that biased perception is very likely to lead to biased conclusions. For example, if you constantly live in your head and monitor your impression of how you look, you will feel uglier. Excessive self-focus will also mean that your appearance is much more likely to be on your mind and this will increase the number of hours a day you spend being preoccupied. If you know that you tend to overassume that your features are ugly or likely to lead to humiliation, you can correct your thinking by deliberately acting as if you look OK and are safe from attack.


As we also saw earlier, trying not to notice something, as a way of attempting to correct this bias, is always doomed to failure. (The more you try not to think of the pink elephant, the more you end up thinking about it!) However, you can improve the extent to which you focus on other things. The key question is whether focusing your attention inwards helps you to achieve the goals and valued directions you want.


In summary, most people find that being self-focused causes them to dwell more on the ‘ghosts from their past’ and to feel more preoccupied, which in turn makes them feel worse and therefore likely to do less, and become more self-focused. The alternative is to be less ‘on the outside looking in’ at yourself, and more ‘on the inside looking out’ at the world, and doing what is important to you, despite what your mind is telling you.


Monitoring your self-focused attention


In any given situation, especially when you are feeling more anxious or withdrawn, you can estimate the percentage of your attention that is being focused on:




(a)   yourself (e.g. monitoring how you appear to others or how you feel)


(b)   your tasks (e.g. listening or talking to someone or writing)


(c)   your environment (e.g. the hum of traffic in the background).





The three must add up to 100 per cent, and the ratio is likely to vary in different contexts. When you are very self-focused, about 80 per cent of your attention might be on yourself, about 10 per cent on the task you are involved in, and 10 per cent on your environment. Someone without a body image problem might normally focus about 10 per cent on him- or herself, 80 per cent on the task, and 10 per cent on the environment. This is an important observation because it means you can train yourself to be more focused on tasks and the environment and less on yourself.




EXERCISE 6.3: RATING YOUR ATTENTION PERCENTAGES


How self-focused are you? Over the next few days, make a note of different situations (e.g. being in front of a mirror, talking to someone of the opposite sex of the same age, reading, etc.) and then rate the percentage of your attention that is on:


a.   yourself (0–100 per cent)


b.   your task (0–100 per cent)


c.   your environment (0–100 per cent)


d.   total percentage (remember the three above must add up to 100 per cent)


e.   degree of distress (0–100 per cent)


 


Try to compare the same situation with a different percentage of attention on yourself. For example, compare talking to someone you know well:


a.   being very self-focused (for example 80 per cent of attention on self or your felt impression) with


b.   concentrating on what you are saying and really listening to your friend (for example, 80 per cent attention on the task).


 


How does your degree of distress compare in (a) and (b)?


What effect does your change in attention focus have on your friend? Does he or she find you warmer and friendlier?
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Adjusting your attention


We hope we have convinced you that it would be helpful to reduce your self-focused attention. When this is difficult, you can use specific exercises that have been proven to help people focus their attention better on the outside world. Think of these exercises as helping you to build the psychological muscle that places your attention on the world around you, rather than on yourself.


Task-concentration training


The first technique is called ‘task-concentration training’ (TCT), and it was devised by the psychologist Sandra Bogels in the Netherlands. This technique requires practice within progressively more challenging situations.




The technique is that every time you notice that your mind is self-focused (say, above 50 per cent) then you should immediately refocus your attention on to the task or the environment.





Practise being absorbed in a particular task (e.g. having a conversation) and, when you notice your attention is drawn towards yourself, deliberately refocus your attention away from yourself onto something else around you. Similarly, if you tend to focus all the time on how you feel, refocus attention outside yourself on some practical task in hand or on the environment around you. Every time you notice your mind’s endless chatter and focus on how you feel, refocus your attention back on to the task or your environment. As a guide, try to aim for self-focused attention in most contexts to be reduced to 30 per cent or less.


If you are alone and have no specific task to do, you will need to refocus on your environment and make yourself more aware of:




•   the various objects, colours, people, patterns and shapes that you can see around you (e.g. fabrics, decor, cars on the street, trees, litter)


•   the sounds that you can hear (e.g. the hum of a heater, the sound off traffic, a clock ticking)


•   what you can smell (e.g. scent of flowers, traffic fumes, fresh air, fabric softener)


•   what you can taste (in the case of food or drink)


•   the physical sensations you can feel from the environment (e.g. whether it is hot or cold, whether there is a breeze, the hardness of the ground beneath your feet)





This training is done in a graded manner for specific situations. For example, if you experience marked anxiety in social situations, you can practise the exercise starting with easier situations (e.g. listening to someone telling you about his or her holiday) and moving on to the most difficult situations (e.g. being at a party with strangers). This exercise is normally combined with the exercise in exposure and dropping safety behaviors from Chapter 7 (see page 178). You should also keep a record of each exercise on the self-focused attention chart from this chapter (see page 184).


FIRST LISTENING EXERCISE


You and another person (e.g. a relative or friend or a therapist) sit with your backs against each other (so that there is no eye contact). Then other the person tells you a two-minute story (e.g. about his or her holiday). You must concentrate on the story (task) and summarize it afterwards. You should estimate the percentage of your attention that was directed towards your self, towards the task, and towards the environment. Then both of you should estimate the percentage of the story you were able to summarize. The exercise is repeated until the concentration directed towards the task is at least 51 per cent (more than half the total).


SECOND LISTENING EXERCISE


You and the other person now turn your chairs, so that you make eye contact. The other person tells you another two-minute story. As in the first listening exercise, you have to concentrate on the story and summarize it afterwards. You should then estimate the percentage of attention directed towards your self, the task, and the environment. Then both of you should estimate the percentage of the story you were able to summarize. Typically, you may become more self-focused because of the eye contact with another person, and, as a result, memorize less of the story than in the first exercise. Think about how this relates to everyday life. The exercise is repeated as before until the concentration directed towards the task is at least 51 per cent.


THIRD LISTENING EXERCISE


The other person tells you another two-minute story. Try to distract yourself while listening by looking at your appearance in a mirror (and then try to concentrate again on the story). As in the first listening exercise, estimate the percentage of attention directed towards your self, the task, and the environment. Then both of you should estimate the percentage of the story you were able to summarize. Typically, you may become more self-focused while thinking about your feature, and, as a result, have gaps in the summary of the story at the moments where you thought about the problem. Think about how this relates to problems in your everyday life. Repeat the exercise as before, until the percentage of concentration directed towards the task is at least 51 per cent.


FOURTH LISTENING EXERCISE


The other person tells you another two-minute story, which involves worries about being rated (e.g. meeting somebody who has a large nose, if this is the main feature that concerns you).


All four exercises need to be repeated until at least 51 per cent of your attention is focused on the task. The effect of the more complex elements in the later exercise means that most people will become more self-focused as a result, but are able to re-focus on the task after some practice.


SPEAKING EXERCISES


The speaking exercises are practised in the same way as the listening exercises. This time you tell a two-minute story to the other person, while concentrating on the task (speaking and observing whether the other person listens and understands what he or she is being told). The other person listens. The speaking exercises are repeated in the same way as in the second, third and fourth listening exercises (above) until your attention on the task is greater than 51 per cent.


NON-THREATENING SITUATIONS


Practise focusing your attention in non-threatening, everyday situations. An example is walking through a quiet park. You should pay attention to all aspects of the park (what you see, what you hear, what you smell) as well as to each one of your own bodily sensations while walking.


Another example is to listen to music, first to each instrument separately, then to all the instruments at the same time. Focus your attention first on one instrument, and then on all aspects of the music together.


THREATENING SITUATIONS


Draw up a list containing approximately ten social situations in which you are anxious. Arrange these situations in a hierarchy, with the first item being the least fear-inducing. This exercise can be combined with the exposure exercise on page 178, and repeated until the attention you place on the task is greater than 50 per cent.


Your goal is to employ task concentration in each situation and quickly re-focus attention to the task after being distracted by fear of being rated. The exercises are built up hierarchically, since in very fear-inducing situations the feelings will absorb most of your attention. As a result, directing your attention to the task is more difficult. It takes practice to train your brain to stay focused on the world around you and away from thoughts and feelings related to your appearance.


Re-training your attention


The second technique is called ‘attentional training’ and it was devised by the psychologist Adrian Wells from Manchester University. It will help you reduce self-focused attention in the long term and increase your flexibility at switching attention.


This technique has been shown to be of some benefit in depression and some anxiety disorders for reducing self-focused attention in the long term. It is a form of mental training, like going to a psychological gym and getting your attention muscles in shape. It is also something you can practise at home, rather like practising a musical instrument at home in readiness for playing with an orchestra.


The following exercise should be practised when you are alone and not distracted. In other words, this is not a technique you should use to distract yourself when you feel upset or are brooding. In the long term the training can help you to interrupt the cycle of being self-focused so that you eventually become more naturally aware of your external environment. The technique may seem difficult at first but it is worth persevering and doing it in small steps.


MONITORING HOW SELF-FOCUSED YOU ARE


You can monitor how self-focused you are at any given moment on a scale of between –3 and +3, where –3 represents being entirely focused on your own thoughts and feelings or the impression you have of yourself, and +3 means being entirely externally focused on a task (e.g. listening to someone) or the environment (e.g. what you can see or hear). A zero would indicate that your attention is divided equally between being self-focused and externally focused. Being excessively self-focused is a rating of –2 or –3.


LABELLING SOUNDS


The exercise involves collecting together about nine sounds that you can hear simultaneously. Examples could be: the hum of a computer, the noise of a water filter in an aquarium, a tap dripping, a radio at a low volume, a hi-fi, a vacuum cleaner in a room outside and the noise of traffic. Label each sound – for example, sound number one, the hum of the computer. Try to ensure that one or two sounds do not drown out the others. Sit down in a comfortable chair, relax and focus your gaze on a spot on the wall. You should keep your eyes open throughout. You may experience distracting thoughts, feelings or images that just pop into your mind during the exercise. This doesn’t matter – the aim is to practise focusing your attention in a particular way. Also, don’t blank any thoughts out or try to suppress them while you are doing the exercise.


FIRST PHASE


The exercise consists of three phases. In the first phase, focus your attention on each of the sounds in the sequence in a sustained manner. Pay close attention to sound number one, for no other sound matters. Ignore all the other sounds around you. Now focus on the sound number two. Focus only on that sound, for again no other sound matters. If your attention begins to stray or is captured by any other sound, refocus all your attention on sound number two. Give all your attention to that sound. Focus on that sound and monitor it closely and filter out all the competing sounds, for they are not significant. Go through all the sounds in sequence until you have reached sound number nine.


SECOND PHASE


Now move on to the second phase. You have identified and focused on all the sounds. In this next stage we want you to rapidly shift attention from one sound to another in a random order. For example, you could pass from sound number six to number four to three to nine to one, and so on. As before, focus all your attention on one sound before switching your attention to a different sound.



THIRD PHASE


Then move on to the third phase. Expand all your attention, make it as broad and deep as possible and try to absorb all the sounds simultaneously. Mentally count all the sounds you can hear at the same time.


PRACTISING THE EXERCISE


The exercise needs to be practised twice a day (or a minimum of once a day) for 12–15 minutes. If possible, try to introduce new sounds on each occasion so you don’t get used to them. We appreciate that this is difficult. Keep a record of your attention training on the form below. Like physical training, the exercise needs to be practised repeatedly or your attention muscles won’t get bigger.


Motivation for being self-focused


If you are excessively self-focused, and you are having difficulty in switching your attention externally, it can be helpful to explore (a) the contexts in which you tend to be self-focused; (b) the pay-off you think you get from being self-focused; and (c) the motivation for being self-focused. For example, some people might use the picture of themselves as a portable ‘internal mirror’ that can be easily carried around with them. Thus, you might want to check your appearance internally so you can know exactly what you look like at all times (and especially when there is no external mirror available). After you have completed the exercises on the following pages it will be helpful to discuss what you have written with a trusted friend or therapist.
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EXERCISE 6.4: THE A, B, C, D, E OF SELF-FOCUSED ATTENTION


Activating Event


Describe a recent typical situation in which you were excessively self-focused:


 


 


 


 


Behavior


Describe what you were doing. For example, were you checking the picture in your mind to see how you looked?


 


 


 


 


Immediate Consequences


Was there any pay-off from being self-focused? Did it give you a sense that you were taking action to prevent something bad from happening?


 


 


 


 


Unintended Consequences


What effect did being self-focused have? Did it make you more distressed or preoccupied with your appearance?


 


 


 


 


What effect did being self-focused have on the people around you? Did you appear to be less friendly or warm?


 


 


 


 


Alternative Directions


Could you be more externally focused on an activity that is consistent with your goals and valued directions?


 


 


 


 


Effect of Alternative Directions


What effect did following your alternative direction have?


 


 


 


 


Identifying a pattern


Can you see a pattern to the way you cope? What are the typical situations in which you are self-focused? Is there a pattern to these situations that you could change? Can you do anything to prevent such situations?


 


 


 


 







EXERCISE 6.5: QUESTIONING YOUR MOTIVATION FOR BEING SELF-FOCUSED


What is your motivation for being self-focused? Do you sometimes think that being self-focused could help you? Do you feel as if it might prepare you for being humiliated or something bad happening? Try to write down your motivation in the form of an assumption. (For example, ‘If I am self-focused I can prevent others from humiliating me.’)


 


  


  


The types of questions to ask yourself are:


•   Does this assumption or rule about being self-focused help you in your goals and valued directions in life?


•   Would you recommend to others checking in an internal mirror or being self-focused? If not, why not?


•   Is it possible that the picture in your mind is different from how others might see you?


•   What doubts do you have about being externally focused and concentrating on what you see, hear and smell?


•   Can this assumption be made more flexible?


•   Is the cost of being self-focused too high?


 


Now decide whether holding such assumptions about being self-focused is really helpful and whether you could try an alternative – being externally focused. Write down what you plan to focus on in your external environment.


 






Brooding, self-attacking thoughts


We described earlier in this chapter how people often have thoughts or images about the way they look that just pop into their minds. Brooding is different and describes a reaction to an intrusive thought or image. It may also be described as ‘ruminating‘. This is a word derived from the term used for the way cows or sheep naturally bring up food from their stomachs and chew the cud over and over again. It describes perfectly the way a person thinks for long periods of time, going over something in their mind time and time again. Sometimes thinking can be productive and creative in terms of trying to solve a specific problem. However, it is not productive when it involves thinking excessively about past events or questions that cannot be resolved.


There may also be a relentless stream of thoughts comparing yourself to others. These are self-critical, self-attacking thoughts. Your mind can be made up of different parts, which may be in conflict (e.g. one part may want to eat some chocolate and another part tells you that would be stupid when you want to lose weight). When you attack yourself, one part of your mind may tell you, for example, ‘You are so ugly compared with him’, or ‘You deserve to look like an alien’. Such thoughts tend to make you fall into submission and you can end up feeling very small.


Other examples of self-attacking thoughts are:








	You’re disgusting


	You’re a failure


	You’re stupid







	 







	You’re inferior


	You’re useless


	You’re worthless







	 







	You’re inadequate


	You’re not good


	You’re bad






	 







	 


	    enough


	 







	 







	You’re unlovable


	You’re worthless


	You’re defective







	 







	You’re repulsive


	You’re nothing


	You’re a freak










People with body image problems tend to put themselves down about:




•   their appearance


•   having an emotional problem and not being able to ‘pull themselves together’


•   having done something that may have worsened their appearance


•   the consequences of having a body image problem, such as not having a partner.





Here are some examples of what we mean:




•   George, who was preoccupied with the idea that his eyes were too big, attacked himself for being ‘a freak’.


•   Harry viewed himself as a ‘total idiot’ because he believed that pushing certain areas of his face, initially in an attempt to improve his appearance, had made his looks worse.


•   Sarah thought she must be unlovable because she didn’t have a boyfriend, although it was really her BDD that meant she tended to stay at home and made it very difficult for her to meet men.





Brooding or self-attacking can lead to a number of unintended consequences, such as:




•   feeling more distressed about your appearance


•   feeling more depressed


•   thinking more about bad events from the past


•   believing thoughts in which you put yourself down


•   being more pessimistic about the future


•   being less able to generate effective solutions to problems and less confident in the ones you do generate


•   becoming more withdrawn and doing less of what is important to you


•   becoming more likely to be ignored and criticized by others.





When most people brood, it makes them feel worse and they are more likely to avoid getting involved in life. Any counselling that encourages you to search endlessly for reasons why you have a problem can also encourage you to brood.


By contrast, excessive worry is thinking about all the possible things that could go wrong in the future (also called ‘catastrophizing) which will make you more anxious. Many people with body image problems therefore use a mixture of brooding and worrying, depending on their mood. When you are more depressed brooding tends to focus on the past, with ‘Why?’ types of question, for example: ‘Why did I have that surgery?’, or ‘Why was I born this way?’ There are variations on this theme, including fantasy thinking, which starts with ‘If only’, for example: ‘If only I could look better’; ‘If only I could win the lottery and get the surgery done’. By contrast, worries tend to start with ‘What if’ type of questions, for example, ‘What if my make-up doesn’t hide my spots today?’


Spot when, where and how often you brood


The first step is to monitor yourself to see in what times of day, places, and situations you brood and how often you do it. You can do this with a tally counter or a simple tick chart for whenever you ruminate (use the same chart below). This awareness will help you to change your behavior.


[image: Image]



Understand your brooding, self-attacking thoughts


Now you have understood how difficult brooding is to stop and how powerful these thoughts can be when they are pulled by emotions. However, they can also be very harmful and we are now going to show you ways in which you can begin to escape the power of brooding.


The first step in understanding brooding, self-attacking thoughts and worries is to do a functional analysis on the process. Work out the unintended consequences of your brooding or worrying or self-attacking below.


Your goal will be to stop engaging in the content of your brooding or worries and not respond to the incessant demands. As soon as you have noticed yourself brooding or worrying, refocus attention outwardly on the real world. Choose to do something that you value and which is consistent with the goals that take you closer to long-term reduction in preoccupation with your appearance. Then monitor the effect of this change. This means having a realistic plan or timetable for the activities you are avoiding and what is important in your life rather than doing what you feel. Eventually you will be able to stand back and observe your thoughts, not buy into them and act in a valued direction in your life.




EXERCISE 6.6: THE A, B, C, D, E OF BROODING, WORRYING OR SELF-ATTACKING


Activating Event


Describe a recent typical situation in which you were brooding, worrying or attacking yourself. Did it start with an intrusive thought, image or memory? What were you doing at the time?


 


 


 


Behavior


What did you tell yourself? Was it a ‘Why’ or ‘If only’ question? Were you trying to find a reason? Can you label it as an example of brooding, worrying or self-attacking, or some combination of the above?


 


 


 


Immediate Consequences


Was there any pay-off from brooding or worrying? Did you avoid anything that was uncomfortable as a result of brooding or worrying?


 


 


 


Unintended Consequences


What effect did the brooding, worrying or self-attacking have on the way you felt?


 


 


 


What effect did it have on how self-focused you became on a scale between –3, which is totally focused on what you were thinking, to +3, which is totally focused on environment or tasks?


 


 


 


What effect did brooding, worrying or self-attacking have on the time you could devote to what is important in your life?


 


 


 


What effect did the brooding, worrying or self-attacking have on your environment or the people around you?


 


 


 


Did you do anything in excess as a consequence (e.g. drink more, use drugs, binge-eat, purge?)


 


 


 


Overall, how helpful was it to buy into your brooding, worrying or self-attacking?


 


 


 


 


Alternative Directions


What alternative direction could you find that are consistent with your goals and valued directions instead of brooding or worrying?


 


 


 


 


Effect of Alternative Directions


What effect did following your alternative direction have?


 


 


 


 


Is there a pattern to the situations that are typically linked to brooding, worrying or self-attacking that you could change? For example, can you do anything to prevent such situations?


 


 


 


 


 






Be sceptical about ‘searching for reasons’


As we mentioned earlier, a common preoccupation in body image problems is to try to find reasons for why you look the way you do or what you should have done in the past. The problem is that this type of enquiry takes your mental focus straight back into your mind (trying to solve it as an appearance problem) again, whereas your aim should be to focus on the ‘here-and-now’ problems in the outside world – like being a good partner, a good parent, employee and member of the community.


Assumptions about ruminating and worrying


Sometimes people brood because they feel they have a good reason to do so. If you are struggling to stop brooding or worrying, it may be helpful to understand your motivations about brooding (or your thoughts about your thoughts). Here are some examples of the motivations that people with body image problems give:




•   ‘I can prepare myself for the worst.’


•   ‘I can figure out where I went wrong and I won’t make the same mistake again.’


•   ‘If I don’t it will let people who have hurt me off the hook.’


•   ‘It means I don’t have to think about the bad things that are happening now.’





People can hold positive motivations about worrying (e.g. ‘I must worry in order to think through all the things that could possibly go wrong’) as well as recognizing the negative consequences, (‘If I worry, then I will go crazy and I won’t be able to think straight’). Not surprisingly, this brings on more anxiety and depression. Feeling anxious and depressed will pull you back into brooding and being self-focused. Learning to distance yourself and break free from your emotions is tough and requires a lot of practice.


What is your motivation for brooding or worrying?


Do you sometimes think that brooding or worrying could help you? Do you feel as if you need to prepare yourself for being humiliated or something bad happening? Try to write down your assumptions about the benefits of brooding or worrying, e.g. ‘If I brood, then I can prepare myself for the worst.’




1._______________________________________


 


2._______________________________________


 


3._______________________________________





Now ask yourself:




•   Does this assumption about brooding help me in my goals?


•   Can this rule about brooding or worrying be made more flexible?


•   Does my assumption help me to follow the directions in life that I want to follow?


•   Is the cost of brooding or worrying too high?


•   While I hold this assumption about my brooding or worrying, do I become more preoccupied and act in ways that are unhelpful?


•   For how long am I going to carry on with my solution?





Now decide whether holding such assumptions about your brooding is really helpful. Then write down some alternatives you can try.




1._______________________________________


 


2._______________________________________


 


3._______________________________________


 


4._______________________________________


 





Assumptions about self-attacking thoughts


People who are critical of themselves (feeling, for example, that they are ugly, weak, or pathetic) might also have reasons for allowing themselves to be bullied by their minds. It is often helpful to ask yourself: What is my greatest fear if I give up criticizing and bullying myself? Criticism can also act as a warning (‘If I don’t tell you how fat you are and you don’t lose weight, then nobody will love you’). Sometimes self-criticism can be triggered by a memory or be linked to your identity. Examples of assumptions behind self-criticism in depression are:




•   If I don’t put myself down, then I’ll be arrogant.


•   If I don’t get in first with criticism, someone else will.


•   I attack myself so I can improve myself.


•   I attack myself so I get the humiliation I deserve.


•   If I don’t criticize myself, I’ll get fat.





This sort of reasoning is probably an important factor in maintaining long-standing depression and low self-esteem. You might like to consider the costs and benefits of keeping up such a strategy.


BENEFITS OF SELF-ATTACKING THOUGHTS


What do you think is your motivation or the assumptions behind your self-attacking thoughts?




1._______________________________________


 


2._______________________________________


 


3._______________________________________


 


4._______________________________________


 





COSTS OF SELF-ATTACKING




•   Does self-attacking make your preoccupation and mood worse?


•   Does it help you achieve the goals you have set yourself?


•   Does it help you stick to your valued directions in life?


•   Is self-attacking something you would teach a friend or relative in a similar position? If not, why not?





Having identified what you believe to be the costs and benefits of self-attacking, you could talk these ideas through with a friend or health professional to see whether self-attacking helps or whether there is an alternative to your strategy. You might want to consider whether an alternative compassionate approach might help you to achieve the goals you want in life. Compassion is putting yourself in another person’s shoes and being able to understand their emotional experience and be moved by it. It means being non-judgmental and sensitive to the distress and needs of your mind. Thus it is very understandable for your mind to want to try and protect you and prevent you, for example, from being arrogant or being rejected. However, there are other ways of achieving the same goal. It may be helpful to talk to someone about an alternative that does not lead you to feel more distressed and to miss out on life.


Trying to solve the wrong problem


Another activity that takes up a lot of mental time in body image problems is trying to solve the wrong problems. Problemsolving is a good skill to have if the problem is current and exists in the real world, but not if it doesn’t. For example, if your car has broken down and you have to get to a job interview, you could brood on ‘Why does this always happen to me?’ (and just make yourself more frustrated and depressed). Alternatively, you could worry about ‘What if I don’t get the job?’ (and make yourself more anxious). You can problem-solve only if you can turn brooding into a ‘How?’ question. For example, you could ask yourself: ‘How am I going to get to the centre of town on time? I could ring for a taxi, but that will be a bit expensive. I could get a train, but I might now miss the one that would get me there in time. Getting this job is important, so I’ll take a taxi.’ The most important point is to solve only existing problems or ones that you can do something about. You can also practise for an event, though there aren’t that many situations where this applies. For example, if you have an interview coming up, then you might ask a friend to do a role-play and practise being interviewed.


People with body image problems might spend a lot of time trying to solve the wrong problem in their heads. They will spend hours making mental plans about how a ‘defect’ can be fixed or camouflaged (e.g. ‘If I can get my nose fixed, then I can do things I want to do in life’ or ‘If I can get the right skin product, then it may fix my skin’). Mental planning might appear to instil hope but it usually leads to an endless search for solutions that never help (or make it worse) or do not reduce the preoccupation or distress. If you try to solve it as an appearance problem, rather than an emotional problem, then it will increase your preoccupation and distress about your appearance. If you treat it as an emotional problem, it has a completely different solution. Instead you start to focus on what you are avoiding in life and what you want your life to stand for. You can then begin to test out alternatives to see whether the bad things you are predicting actually happen, or whether there are better ways of coping with the bad things that might happen (for example if you are rejected).




EXERCISE 6.7: THE A, B, C, D, E OF MENTAL PLANNING AND TRYING TO SOLVE THE WRONG PROBLEM


Activating Event


Describe a recent typical situation in which you were mentally planning or investigating a solution for what you believed to be an appearance problem.


 


 


 


 


Behavior


What mental plans were you making or what did you do?


 


 


 


 


Immediate Consequences


Was there any pay-off from mental planning and investigating? Did it give you a sense of hope that you were doing something to solve your ‘defect’? Did you avoid anything in life that you find difficult?


 


 


 


 


Unintended Consequences


What effect did the mental planning have? Did it eventually make you more frustrated or angry?


 


 


 


 


What effect did your mental planning have on how self-focused you became on a scale between –3, which is totally focused on what you were thinking, to +3, which is totally focused on your environment or tasks?


 


 


 


 


What effect did the mental planning have on the time you could devote to your valued directions and what is important in your life?


 


 


 


 


What effect did your mental planning have on the people around you?


 


 


 


 


Did you do anything in excess as a consequence (e.g. drink more, use drugs, binge-eat, purge)?


 


 


 


 


Overall, how helpful is it to do your mental planning?


 


 


 


 


Alternative Directions


What alternative direction could you find that is consistent with your goals and valued directions instead of mental planning?


 


 


 


 


Effect of Alternative Directions


What effect did following your alternative direction have?


 


 


 


 


Is there a pattern to the situations that are typically linked to mental planning, worrying or self-attacking that you could change? For example, can you do anything to prevent such situations from occurring? Can you plan the day using an activity schedule that follows your valued directions? What can you do to stop yourself from being alone at certain times?


 






Comparing


Another repetitive thinking pattern in body image problems is to compare your feature with someone else’s and then judge yourself against that feature. Comparing is fairly common in people without body image problems (especially in women) but it occurs more frequently in people with body image problems. People typically compare the feature they don’t like with the same feature in someone else of the same age and sex. They may compare themselves with air-brushed models in the media or people they meet in everyday life. There is nearly always an upward comparison with people who have the same feature that is considered more attractive. Alternatively, you may compare your feature with the way the same feature looked in the past.


Spot when, where and how often you compare


The first step is to monitor yourself to see in what contexts (times of day, activities and situations) you compare and how often you do it. Being more aware of when you are comparing will help you change your behavior. Self-monitoring, using a tally counter, can increase your awareness of your comparing tendency, as it may be occurring many hundreds of times a day.


[image: Image]



Identify the motivation for comparing


The motivation for comparing is usually to know where you stand in relation to someone else as a form of threat monitoring (e.g. ‘I have to know where I stand in case I am humiliated’). This usually leads to safety-seeking behaviors such as keeping your head down and trying to camouflage your ‘defect’. This makes sense if you are an animal – for example, a puppy will roll over in front of a larger dog and be submissive. This strategy is highly effective at avoiding a conflict and preventing the puppy being harmed. However, when you ‘roll over’ this is another example of treating the body image issue as an appearance problem and has a number of unintended consequences.


Try to understand the function of your comparing using the table below. Instead of comparing, we would encourage to you broaden your attention to all the sights, sounds and smell and textures around you or focus on the whole of a person’s appearance rather than just a part – and to fully listen to what another person is saying.




EXERCISE 6.8: THE A, B, C, D, E OF COMPARING


Activating Event


Describe a recent typical situation in which you compared your feature? What were you doing at the time?


 


 


 


 


Behavior


Who or what did you compare yourself with?


 


 


 


 


Immediate Consequences


Was there any pay-off from comparing? Did you think it prevented something bad from happening?


 


 


 


 


Unintended Consequences


What effect did the comparing have on the way you felt?


 


 


 


 


What effect did it have on how self-focused you became on a scale between –3, which is totally focused on what you were thinking, to +3, which is totally focused on environment or tasks?


 


 


 


 


What effect did the comparing have on your valued directions and the time you can devote to what is important in your life?


 


 


 


 


What effect did the comparing have on the people around you?


 


 


 


 


Did you do anything in excess as a consequence (e.g. drink more, use drugs, binge-eat, purge)?


 


 


 


 


Overall, how helpful was it to compare?


 


 


 


 


Alternative Directions


What alternative direction could you find that is consistent with your goals and valued directions? What could you do instead of comparing?


 


 


 


 


Effect of Alternative Directions


What effect did following your alternative direction have?


 


 


 


 


Is there a pattern to the situations that are typically linked to comparing that you could change? For example, can you do anything to prevent such situations occurring? Do you need to buy that celebrity magazine? Can you put old photographs back in the album, etc?
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Taking action


This chapter will help you do things in life that are important to you. It will also enable you to enter situations that you have been avoiding because of your anxiety that something bad might happen. This might include public and social situations that you have been anxious about. Some people may be completely housebound. Others may avoid going to family or social gatherings; going to school or university; going to work; going to a doctor to be examined; dating or being intimate; being outdoors or being in bright lighting; having a haircut; shopping for clothes; using a public changing room or going swimming. Sometimes avoidance can include trying to suppress distressing pictures in your mind. Other people might avoid looking at a bodily feature in mirrors (as this might trigger unpleasant thoughts or memories) or because it takes too long to finish a ritual such as checking in the mirror.


We strongly recommend that you work through Chapter 4 (What keeps a body image problem going?) and Chapter 5 (Setting yourself on the right course) before working through this chapter. The earlier chapters will help you to identify the behaviors that are maintaining your anxiety, shame and preoccupation. You can then use those behaviors as targets for change, applying the principles outlined in this chapter.



Behavioral experiments and graded exposure


Behavioral experiments involve making predictions to see whether something is true or not. For instance, you might be predicting that, if you enter a social situation and look into people’s eyes and smile, then they will humiliate and tease you.


Such experiments can be incorporated into the principle of graded exposure. With a body image problem, ‘exposure’ means facing the situations and activities you fear and have been avoiding. This is best done gradually and step by step (‘graded’).


Exposure also needs to be done without using any safetyseeking behaviors. In body image problems these include many different ways of escaping and trying to cope – for example, keeping your head down, using excessive make-up, wearing bulky clothes, keeping your hand up to your face, checking in a mirror or brooding in your head. However, safety behaviors can have a number of unintended consequences. They may prevent you from finding out that what you are predicting is not true. They also tend to make you more self-conscious, more preoccupied with your appearance and more distressed, as you also have to monitor whether your safety behavior is working. Lastly, they may make you appear cold and unfriendly in social situations.


Sometimes people fear that too much anxiety can be harmful. It’s true that exposure is best done in a graded manner, with a series of steps (called a ‘hierarchy’), so that you face your less intimidating fears first and confront the most difficult last. But grading your exposure is just a means to an end, and the sooner you can reach the top of your exposure hierarchy the better. Remember that anxiety, though uncomfortable, will not damage you. In dealing with a body image problem, you have to turn your thinking ‘upside down’: the more you try to avoid anxiety in the short term, the more of it you’re likely to get in the long term.


With any exposure program, it really is important to stick with the session until your anxiety has reduced, otherwise you may end up reinforcing the idea that anxiety is harmful. On average, exposure might take up to an hour, but sometimes it doesn’t take that long. If the anxiety is persisting for longer than this, then you may be performing a subtle safety behavior or not fully engaging in the exposure. Think really carefully about whether you are doing anything to temporarily reduce or control your fear within the situation. If you think that something you are doing might just be a way of staving off your fear, try your exposure without it. If you still find that your anxiety does not subside even when you’ve ‘stuck with it’ for at least a couple of hours then it might be best to seek professional help to make progress.


When you experience fear without a safety behavior, the anxiety gradually fades and the urge to use your safety behavior will also fade. When you repeat the exposure (preferably as soon after the first exposure as possible), the anxiety will decrease further, and so on each time you do the exposure. Exposure is best done in a way that allows you to test out your predictions – for example, you might want to test a prediction that your anxiety will go on for ever and ever. This is called a behavioral experiment to see whether your predictions come true, and we will discuss this in more detail on page 186.


One way of remembering what exposure and response prevention means is the ‘FEAR’ acronym:


Face


Everything


And


Recover.



The ten golden rules for exposure and behavioral experiments



1. WRITE DOWN A HIERARCHY OF FEARS


A ‘hierarchy’ is a ranked list of your triggers – the things you tend to fear or avoid because they activate your worries. These may be activities, situations, people, words or ideas – the range will depend on your particular worry. A checklist of situations or activities that you might be avoiding can be found in Chapter 5. You can use this list as a basis for developing a hierarchy. We have included a table for you to complete on page 178.


The nature of an exposure task will depend upon your problem and whether you are someone who is avoiding lots of situations or activities (where it’s easier to come up with suitable exposure) or if you are a person who has lots of safety-seeking behaviors (such as checking) where you may need to be a little more creative. We discuss this on page 182. Always plan your exposure in a series of steps, within a particular timeframe, that lead up to your final goals. You then attempt to carry out the steps in sequence, like a set of instructions.


You can measure the amount of distress caused by each trigger using a rating scale of ‘SUDs’. SUDs stands for Standard Units of Distress, in which 0 is no distress at all and 100 is overwhelming distress. In the second column of the table, you can give each trigger a rating according to how much distress you would expect to feel if you experienced that trigger and didn’t perform a safety-seeking behavior. For example, you may rate being intimate as causing 90 SUDs out of 100. Another individual might rate going swimming as 99 SUDs out of 100, and so on.


Here is a sample hierarchy table.


[image: Image]


[image: Image]



2. FACE YOUR FEAR – ‘JUST DO IT’


Decide which targets you will take from your hierarchy and deliberately face your fear. Choose targets that are challenging but not overwhelming. Some of the situations will need to be broken down into smaller steps – thus for someone who is housebound, the first step may be to open the curtains or go into the garden. However, don’t spend too much time on the easier targets, if they are not sufficiently challenging. You may need to ask a friend to come up with suitable tasks that are more anxiety-provoking. Always ensure that your exposure is challenging and potent enough. Don’t spend time on targets that are mild and only increase anxiety slightly.



3. MAKE PREDICTIONS THAT CAN BE TESTED


One of your predictions might be how severe the distress is going to be, or how long it might go on for at the end of exposure. Or it may be helpful to test whether the result of the exposure bests fits ‘Theory A’ or ‘Theory B’ (see Chapter 4, page 85). Theory A (the one that you are following) is that you have an appearance problem, which will lead to you being alone and rejected. Theory B is that you have a problem with being preoccupied and worried by your appearance. This predicts that by following Theory A you are increasing your preoccupation and distress about your appearance. When you act as if Theory B is right, then your preoccupation and distress about your appearance will decrease. Other predictions for exposure tasks might include that you will be humiliated or that people will recoil in horror, and these are all testable.


Always ensure that the predictions you make are based on objective information – for example, what you think someone will say or how they will behave towards you. Thus it won’t be helpful if your prediction is that people will think that you are ugly, as you can’t read their minds. It is more helpful to observe people’s behavior and go by what they say and do. In this situation, you need to be especially careful not to use any safety-seeking behaviors. For example if you keep your head down, give poor eye contact and say very little, then you are less likely to be aware of how people are acting towards you, and they are more likely to assume that you are not interested in them and to avoid you. You may, in turn, interpret this as evidence that you are ugly. You should therefore try to practise giving appropriate eye contact and smiling. Make a conscious effort to stand upright and look straight ahead. If you smile, strangers are more likely to respond positively. When you have your head down, hurrying past, then you are more likely to be self-focused and get information about your surroundings from what your mind is telling you.


You should also maintain good eye contact. This signals that you have an interest in others and that you are listening, and tells you whose turn it is to speak in a conversation. Trying to avoid the gaze of others will always be viewed negatively. You are signalling that you do not want to engage in any kind of contact with the other person.


Try to engage in conversation whenever you can. It is harder to do so if you are focused on how you look and how people are responding to you, rather than listening and being involved in what people are saying. Anxiety tends to heighten the temptation to ‘self-monitor’ so it is harder to focus on what is going on around you. Asking people about themselves, what they do for a living, whether their children go to the local school and similar questions are all ways of initiating a conversation. Similarly, topical subjects are things that other people will have a view about. The result of the latest big football match, the latest soap, the price of petrol, or news headlines are all good subjects to start conversations about.


If you are doing exposure in front of a mirror that you have previously avoided, then do not make predictions about how ugly or unattractive you think you are. Rating yourself as ‘ugly’ or ‘unattractive’ is an evaluation that others may or not agree with. We know that such ratings are usually based on ‘ghosts from the past’ and that various emotions will bias your rating. Stick to objective information, like the colour of your eyes and your height and weight. We will discuss this further in the section on mirrors (see page 188).


Keep a record of your predictions and whether they occurred or not on your record sheet (see page 184).



4. MAKE EXPOSURE LONG ENOUGH


Face your fear long enough for your anxiety to subside of its own accord, ideally by at least half. For example, when you enter a swimming pool, don’t rush into the water so that your body is under the water immediately. Sit beside the pool for a while or stroll up and down the side and smile at others before getting in to the water. Distress will decrease only when you give it a long enough time and learn that bad things won’t happen when you face your fears.



5. MAKE EXPOSURE FREQUENT ENOUGH


Repeat the exposure as often as possible – several times a day – until the anxiety has subsided between the sessions. Remember, you can never do too much exposure. Always think about how you can incorporate exposure into your everyday life so that it makes it easier to carry it out on a daily basis.



6. MAKE EXPOSURE CONTINUOUS


Ensure exposure is done with a constant stimulus, rather than escaping or using a safety behavior and then returning to the situation.



7. DO NOT USE ANXIETY-REDUCING STRATEGIES


Do the exposure without using distraction, drugs, alcohol or a safety-seeking behavior such as saying a phrase to yourself or obtaining reassurance. It’s important to ‘fully engage’ with the situation, allow the intrusive thoughts and images to enter your mind, and for your anxiety to increase and fall naturally. Re-read the section on attention and task-concentration training in Chapter 6 (page 138) and make sure that when you do exposure you are focused on the world around you and fully aware of what you can see, hear and smell.


If you are not sure whether what you are doing is a safety-seeking behavior, ask yourself what the aim is before you carry it out. If the aim is to reduce what you think is potentially harmful to you, or the degree to which you would be able to control the harm, then it is a safety-seeking behavior.



8. IF YOU DO A SAFETY-SEEKING BEHAVIOR, THEN RE-EXPOSE YOURSELF


If you can’t resist doing a safety behavior, you must redo the exposure so that you always finish with exposure. For example, if you put your hand up to your face to hide your skin and keep your head down to avoid any eye contact, then you need to re-expose yourself. This means taking your hand down and smiling at the person.
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6. Recreation [What is important
o you in what you do to follow
any interests, sports or hobbies?
Fyou are ot following any
interests, what would you ideally
fike to be pursuing?)

7. Spirituality What is important
o you in e way you want o
follow a spirtual path IF you
are not spiriual, weuld you like
o be and how?

8. Voluntary work [What would
you like o do for the community —
2.g. voluntary or charity work or
political activity?]

9. Healh/physical well-being
[What is impertant fo you in
how you act for your physical
healh?)

10. Mental health (What s impor-
fant fo you generally in how you
ook fer your mertal heaih?)

Id like to get back fo playing
tennis and swimming. | might
fike 10 learn to play o musical
nstrument

I'd like to leam more about

Buddhism.

1 like to do more fo hep
others in a chariy for body
Gysmorphic disorder and raise

money for them

Not relevant.

I like to ke beter of managing
my stess t the end of the
working day.
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WORKSHEET 7.5.2: TESTING ALL OR NOTHING THINKING WITH
CONTINUUMS

1. Whatis my all or noihing thought?

2. Spacify the all or nothing categeries on the confinuum

3. Examples of when tere are paints dlong the confinuum in the
thought/behavior [is it rly the case that it is completely all or
nothing?|

Example 1

Example 2:

Example 3

4. What | leamed from the confinuum
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DIARY 1: MONITORING YOUR EATING
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Por Vom lax | Ex

Breakfast

Snack

Lunch

Snack

Evening Meal

Snack

Totals.
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Exercise 7: Categorizing your triggers

[ 2 L d
Least difficult most difficult
1 Triggers that | | 2 Triggers that | | 3 Triggers that |4 Triggers that |
might be able to | can't cope with | seem really hard | will always want
handle now yet, but | may be | to gain control |10 avoid (for my
able to handle | over at the own and others’
s0n (maybe in | moment, but that | safety)
afewweeks'or | | would eventu-
months'time) | ally like to tackle
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TABLE 6.3 HASSLES AND UPLIFTS WORKSHEET

Hasses Ratethehosteona  Uplfs Rotethe upif ana
scaleof 0-10 scale of 0-10
0 = nohasl, 0 = nouglt
10= extreme hossle 10= edreme uplift

Hassles fofal score: Uplifs totol score.
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Benefits of activity for me

What's stopping me being more active?

What would I need to change to be more active?

Which activities might work well for me?
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Difficulty concerirating or mind going blark
Initabiity

Muscle fension

Sleep distibance (dificuly faling or siaying aslesp, or
resfless unsafisfying slesp)

6. To what extent does worry or anxiety interfere with your life,
for example, your work, social adivities, family lfe, efc.2

o 1 2 3 4 5 6 7 8
Nt o ol Moderately Very seversly

Source: © 2006 Taylor & Francis Group LLC. M. J. Dugas,
M. H. Freeston, C. Doucet, ]. Rhéaume, M. Provencher, R.
Ladouceur and F. Gagnon, Université Laval, Québec, 1996.
Reproduced with permission of Taylor & Francis Group LLC.
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VWORKSHEET 6.1: CONSIDERING THE IMPORTANCE OF CHANGING
PERFECTIONISA AND YOUR CONFIDENCE THAT YOU CAN MAKE CHANGES

Firs think of he imporiance of changing perfactionim as being a nler marked from
01010, a5 shown below, where O equals nat imporart ot al and 10 equals
exremely imporian. What score would you give yourself out of 10 Put a circle
round the approprate numbsr.

Now ack yourself the follwing questons:
(1) Fhe scors st O, why nofe VWha are the reasons tht change is more
imporiant o you than 02

(2) Fthe score s ot 10, why nof? What would have fo happen fo malethis score
higher? What would you be nofcing about yoursefif he score vias o be
higher? What resources would you have fo daw upon fo get o e higher
score? Wha pecple in your e may be able o help you get here?

Now tink of the uler as indicating your evel of confidence in being able to
change, where O squak no confidence at ll and 10 equals exemely confider.
Decids what score you would you give yourself out of 10 and circe hat rumber.

Now ack yoursel the following questons:
(3) Fthe score snt 0, why nof? What arethe reasons that your confidence in your
abill fo change is grecter than 02

{4) Fthe score s not 10, why nof? What would have to happen fo malethis score
higher? What would you be nofcing about yoursefif he score vias o be
higher? What resources would you have fo aw uponfo get o e higher
score? Wha pecple in your e may be able o help you get here?
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EXERCISE SOUNDS AND LOCATIONS

Wiite down your sounds and locations:
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[b) You are with friends deciding which mevie you are all geing
o see. Someone suggests a movie which you have already seen

ard didn't like at all

Aggressive:

Non-asserfive:

Assertive:

(el A colleague from work crificizes another munval collsague. You
feel the crifiism is unjusifed

Aggressive:

Non-asserfive:

Assertive:

{d) You bought an expensive designer dress hat you really iked
Aer the first wash the stiching around the left shoulder seam
stared 1o come undone,

Aggressive:
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Situation or activity Degree of Frequenc,

anxiety (0-100) (0-4)
| avoid going to a party or social
gathering because of my Featurels).
| avoid having o medical
examination or freatment because
of my featurels).
| avoid going to a public changing
room because of my featurels).
| avoid exercising in a gym o
playing a sport because of my
features).
| avoid wearing a swimming
costume on a beach because of
my featurels).

I avoid being physically close to
someone because of my featurels)
| avoid making love or infimacy
because of my features [or only
under certain conditions e.g. lights
off or wearing makeup).

| avoid certain types of clothes
because of my features

iz cpsi

| avoid certain ypes of lighting
because of my features

fei=zre cpsi

1 avoid looking at pictures in
magazines or on felevision because
of my featurels).

| avoid all or certain mirrors that
are unsafe because of my features
(=
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Stress and major life changes
Stressful experiences, for example relafionship problems or
financial pressures, sleeplessness or shyness
Major lfe changes, such s leaving home or bereavement.

leading to

Emotions
Anxiety, depression, anger, guill, shame.
Negative beliefs about curself and others.

producing or causing
s fo notice

Internal and external events
Ambiguous or negative events, often involving other people.
Emofional feelings, anomalous experiences, arousal.

leading to
Our explanation of events

Searching for undersianding; worrying about
what events mean.
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BOX 7.8.7 HOW SIMON BROKE DOWN THE TASK OF
CLEANING HIS FLAT INTO MANAGEABLE

CHUNKS TO OVERCOME PROCRASTINATION

Step 1: Defins the task/goal
Clean my flot

Step 2: Break the fask down in fo manageable chunks and rate chunks
from sasiestto hardest (0-100]

0~ Think about problem of procrastinating cleaning my flat
10 - Write this list of tasks fo be done for cleaning my flat
20 - Put away clothes in bedroom

30 - Vacuum bedroom

40 - Vacuum hallway and lounge

50 - Clear ifems from floor and couch in lounge room

60 - Clear books, papers, objects off dining table

70 - Put away books and papers in study

80 - Mop kitchen floor

90 - Clean pantry

100 - Clean oven in kitchen
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TABLE ‘OUR PACING PLAN

Activity Good day Badday  Everyday  Times
plan per day

Sitling

Standing

lying

Walking

Other e.g.: work
hobbies
driving
reloxation

Own aclivity e.g., exercises
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June 3 Awakened by a loud
storm outside; afraid
of thunder and
lightning

June 4 Had too much to
drink the night before

June 5 2 Worried about work,
couldn't fall asleep
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1 Cognitive i.e, hougts, belisfs, mearings, etc
For example, I think there s someshing wreng with my
2 Emotiondl i, how you fesl, your mood efc
For example, ‘Il fee! ke | have no emor
3 Behovioral .2 what o you do more or ke o, things you avoid
For example, ‘| don't go out anymere in case peaple think I'm weird,
4 Physical .. what senstions you have insde your body
For example, I see floaters in front of my eyes
5 Environmental .e. extemal factors such as alcohel, seep, exercise

example, ' had 1o give up my job because |l spaced out ol

& fime.
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WORRY AND ANXIETY QUESTIONNAIRE

For numbers 2 to 4 and &, circle the numbers most relevant fo you.

. What subjects do you worry about most often?

a d

b) e

ol f
2. Do your worries seem excessive or exaggerated?
o 1 2 3 4 5 6 7 8
Not af all Moderately Totally
excessive excassive excessive

3. Over the past six months, how many days have you been
bothered by excessive worry?

0 1 2 3 4 5 6 7 8
Never 1 day out of 2 Everyday
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TABLE 6.2 ALLIE'S HASSLES AND UPLIFTS WORKSHEET
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scale of 0-10 scale of 0-10
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10+ extreme 10+ edreme
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1. Losing dao 9 1. Gaing shopping for 5
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friend
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Trigger ——> Physical reaction Conclusion

eg.  Chestpain This is a heart attack
Breathing changes | am suffocating
Dizziness 1 will collapse/have a
stroke
1 can't cope,
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TABLE 2.1 MOST FREQUENT PHYSICAL SYMPTOMS OF
ANOREXIA NERVOSA

Symploms Fotigu, weokness,feing col,dzines, chest pains, bt
eliaons, constipaton, dorboeg, amenorea (ockof
perods), swolln rkes/ pufy honds, cof hnds andfet.

Ifcovmiing,dend eoson (poor e, st oot ond  hoarse

v o ot
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suoln fc.
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Diary 4

performed during the day (Rating 2), using the following scales.
1. Alertness:

12 3 4 5 6 7 8 9 10
Not atal lert Reasonaby aert Very alert
2. Performance:
1__2 3 4 5 6 7 8 9 10
Poor performance Moderate performance Porformed well
Date | Notes N

Waking | Activityifnotsleep: | Hodts | Rating1| Rating2
episodes helpful YN sleop o
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DIARY 1: MONITORING YOUR EATING

Date: Day:
Por Vom lax | Ex

Breakfast

Snack

Lunch

Snack

Evening Meal

Snack

Totals.
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5. Education and training
(Wha is imporian fo you in your
educaion or aining? Wha sort
of student do you want o be? I
You are nof in education, would
You like o be?]

6. Recreation (Wha s imporian
o you in what yau da fo folow
any inferests, sports or habbies?
¥ yau are not following any.
infrests, what would you ideally
like fo be pursuing?)

7. Spiritaliy [F you are spi
ual, wha is imporiant fa you in
the way yau want fo follaw @
spiitcl paih? I you are ol
would you ik fo be and what
do you ideally wanf?)

8. Voluntary work [Wht would
you like fo do for the larger
communit? For example, vl
tary or charily wark or polfical
aciivin?]

9. Healh/physical well being
(What is imporant o you in
hew you act for your physical
health?)

10. Mental healh [What is
important o you generaly in
haw yau look affer your menial
healf?)

11, Any cther vabes thet are
ot lsted above
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BOX 7.4.3 EXAMPLES OF PERFECTIONIST BELIEFS AND
PREDICTIONS THAT CAN USEFULLY BE TESTED

IN BEHAVIORAL EXPERIMENTS

Belief/ prediction Experiment

Belief: I'l do betier if | work hard  Work excessively hard for one
Prediiction: Il get A if | work piece of work, moderately for
hard, B if | work mederately and  another and minimally for a third.
I'lfail if | don't work at all s the outcome as you predicted?

Balief: | don't come top, [l feel  Deliberately don't come top in
like o faiure for ages something frvialfe.g. a running
Preciicion: I fes anxious, tace with a friend down the
miserable and think that | am a  sirest. Is the outcome as you
failure as @ person all day, every  predicied? Build up to festing the:
day, for of least @ week. prediction in more
meaningfl/important sfuafions

Balief: || stort someting, | have  Leave something halffinished

to fnish it completely Does it prey on your mind? How
Preciiction: I lleave something  much? For how long? Did you
halfdore, itwil prey on my mind  sleep? For how long?

{100 per cent)and | won't be

able fo dleep for mare than a

couple of hours
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NG YOUR COMMON

Wite down examples of your five most common thinking styles

1. Thinking shle

Sampe

2. Thinking stle

Sampe

3. Thinking stle

Sampe

4, Thinking stye

Sampe

5. Thinking stye

Sampe
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WHAT IS HAPPENING
Has part in the school pla

WHAT SHE'S THINKING
Everyone whois in the play will

They'll understand if I look.

feel nervous.

nervous.

/\

WHAT SHE IS FEELING
Mild aniety.

WHAT SHE DOES
Performs in the play.
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Advantages and disad-
vanfages

Evidence for an alferna-
five view.

We reviewed the
advaniages and disad-
vantages of faking risks
o learn new things

We looked for good
evidence fhat suggesied
that the earth was
indeed round.

W might review the
advariages and disad-
vanlages of worrying o
solve problems. For
insiance, you may get
some good ideas, bt
do you really want the
emafional baggage that
comes wih solving
problems in his way?

We would lack for
good evidence that
worying fo solve prob-
lems was nof as helpful
as ofher methods. We
might ask what ofher
ways, aside from
worrying, have you
solved problems?
Which is the best way?
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Which are the lecst srassful elationships in my lfe?

Which are the most stessful rlationships in my lfe?
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3. L wory in
order fo know
what fo do.

4.l wory in
advance, | wil
be less disap-
pointed if some-
thing serious
oceurs

5. The fact that |
worry helps me
plan my actions
o sohe @
problem

6. The act of
worrying isel can
prevent mishaps
S————
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TABLE 14.9 WORRY DIARY

Dafeand  Situadion ond Brief summary How siressed
fime. ‘what friggered of your worry did you feel?
Yourvorrying? (0-100%)
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Assertive:

{g) You have gone 1o a newly opensd restaurant for linch. They are
very slow 10 take your order and when your food arives, it is cold

Aggressive:

Non-asserfive:

Assertive:
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TARGETS FOR THE NEXT THREE MONTHS

Please write down fargets that you plan to work towards during the

next three months.

Write a detailed plan of how you aim to work towards each of your

targets.

Evaluate your progress at the end of three months and then turn fo the

next page to plan your targets for the next three months.
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6 Recreation (What is importont o you in what you
do to follow any interests, sports or hobbies? If you
ate not following any inferests, what would you ideally
fike fo be pursting?)

7 Spirituality (If you are spiitual, what is importont
1o you in the way you want to follow a spiitual path?
¥ you are o, would you i fo be and what do you
ideoly want?)

8 Voluntary work (What would you like to do for the
lorger community? For example, voluntary or charity
watk or polcal acity?)

9 Healb/physical welkbeing (Whet s impornt o
ou i how you actfor you hysc halh?)

10 Mental health (What is important fo you generally
in how you lock afte your mental heahh?)

1'd like to get back fo playing
tennis and swimming. | might
like 1o leam o ploy @ musical
instument.

I'd fike to leam more about
Buddhism.

1d like to do more to hep others
in a chaity for healfy anxiety or
for obsessive compulsive disoder
and rise money for the.

Fating o healihy diet and foking
execie.

1'd ke fo be befier ot managing
my shess af the end of the working
day.
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If 1 worry about
my kids ...
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I have images of:

1. Myself looking
fike an alien

Mon

4
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Tues

4
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Wed Thurs Fri

ass
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ass
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Sat

Sun
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TABLE 10.2 'S BEHAVIORAL EXPERIMENT WORKSHEET

Predicion Experiment Review
What om | predicing wil Whatis my plon for Did my predicion come
happen? designing an experiment? frwe? What have | leamt?

IF 1 tellmy boss that | am 1. EmailRichard ond ask if Richard wos really

Hoving dfcaly keeging up we can oganize @ understondingand od me
it the volome ot wark he meeting. ow much he valued my
will get angry and shout at 2. Gather information — ‘contribufion fo the team. He
‘me. He wil ell me that I'm fime sheet that includes ogreed that my cwrent
weak and pothefic ond tasks and hours worked. ‘workload wos unsustuinable:
should considerlookingfor 3. Be open ond hoestwith ond heled me o piize
another ob. ichor, tayviththe my work. We agied fo meet
focts and figures. in two weeks for a review. |

feltso refeved. | leart hat
you cannot secondiguess.
how someone will eact and
that s bettr o ace the
problem than avoidt.
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BOX 7.4.1 JEFF’S BEHAVIORAL EXPERIMENT TO TEST
THE BELIEF THAT REPEATED CHECKING HELPS
'MEMORY AND HELPS REDUCE ANXIETY AND
'WORRY

Prediction

Iflrepeatedly check my calculations, | won't warry so much afferwards
and wil feel more certain | haven!thortchanged someone than f | only
check my caleulafions ence.

Experiment
Day 1: Repeatedly check calculations as usual [or even more]

Make ote of wory level [0-10) immediately affer checking (0=no
wrry, 10 =extteme worry) and again 1 hour later

Make note of certainty that haven't shortchanged someone immedi-
atelyafter checking 0= nofcariain; 10 = cariain] and again 1 hour later
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| have o meet my boyfriend at the
airport and [m worrying about haw
fo gel here.

My wife is late home from work and
we have some fickets for a show later

1 have a fever and feel dreadkil,
I've st he passwords o my lnfemet
banking accounl.

My child has a emperature.

Myyoungest is nof wearing his cycle
heimel fo school

My neighbours are nalsy

My car was siolen.

There could be a ferrorist afiack

My wife could have had o car acck
dent.

1 might become seriously il and die
alone.

Somebody will ‘hack’ inia my
account and fake all my savings

11l be inerviewed on local felevision
about how | failed fo spol a serious
flness.

He'll flloff his bike and gef a head
injory and then go off he ralls and
end up in care.

'l never be able to sell the house,
11l be stuck here for ever.

It will be used in @ bank roid and
' beprosecuted for this and end
up In fail. Alone.
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WVORKSHEET 8.2: WHAT VALUES ARE IMPORTANT TO YOU IN YOUR
FRIENDSHIPS? (Circle all those that apply]

Acceptance Caring Compassion

To accept my To be caring To feel concem for

friends no mafter fowards others others

what they do

Courtesy Forgiveness Generosity

To be polie and | To be forgiving of | To give people the

considerate fo others bensfitof the

others

Helpfulness Hope Fun

To be helpful fo To keep believing | To have fun with

others in my friends friends and share @
sense of humor with
them

Justice Service Respect

To freat my friends  To be of service To treat my friends

fairly fo others respect and not n

them down
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Take a moment to reflect on the following questions. Jot down
the answers in your notebook. Are there any things you would
like to do as a consequence of thinking these through? Any
new goals?

How has worry or uncertainty What are the advantages of
impacied on the circunference lating go of certainly and
of your worlde

letting new experiences in?

i here aryhing you avoid
PSS A there any disochartages?
What does worry siop you from

g

What have you stopped doing
since worry became a problem?
When can you gef back fo if2

Are thers things that you would
like fo start doing? What are
they? When can you start?
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TABLI

‘GRADED TASK ASSIGNMENT WORKSHEET

1. Descabs th os thtyou e fding difilt o do.

2. What s the first step that you can fake? (Remember that small achievable steps must-

come first)

3 Hovig ccomplshd h iststep, how coyou foel? How mafated do yo fol?

4. What i the second step you can foke?

. Whoti th idstep you con tke? Andsoanul he fosk s compleed

6. Wht hove you found helful outusing i tfegy?
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Examples of safety-
seeking behaviors
 will act normal.
Iwon' look af myself
in the mirror
11l distact myself
1l avoid ceriain people
and/or places

My own safety-seeking behaviors
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Spialling down

in mood

Diirking fo0 much

Selfinjury

Atlmping suicide

Being negaiive feels
familiar and I'm good o
i, Ifs the easy opfion

It makes me feel
sociable and less of

i 1 1 foin in

1 don't fesl 50 numb
and dead inside when
1 hurt myself: 1t reminds
me I'm dlive

1 want some peace:
1 take the risk

Im alone and all | can
think about is how bleak

and hopeless hings are

It helps me drown out my
sormows

Hurling mysel dlishacts
me from the real
deepdown pain

1 don't care f | lve or die;
1l leave it o fate





OEBPS/imagesb8/f0163-01.png





OEBPS/imagesb2/f0213-01.png
Assess fhe situation, «
s this o good time?

B clear in your own mind what
your rights are in the sifuation

!

Decide before speaking exactly Ifthe other person i
what you want 1o say coniinues 1o violole
your rights

B specific ond direct
o the other person

Use fact to show you respect the
other person and be sure you
are not violating their rights
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| wear something fo distract atiention from my feature,
eg. jewelley, a fatioo (please specifyl

I change my postre o avoid my feature being
seen at @ certain angle [please specify)

I hide my fecturels] with something, e.g. my hand,
o baseball cap, ht, scarf, baggy clthing,
newspaper (please specify.

I se padding in my clothes fo camosflage or
increase the size of a feature [please specify)

Iy to convince others about how unattractive my
featurels is/are,

I ask others to confim the existence of a defect in
my featurels]

| seek reassurance about whether my featurels
has/have got worse

| seck reassurance about whether my featurels
is/are camovflaged, e.g. by makeup

I kesp changing my clothes before | go out,

I get my parier or farmily member to “help’ me in
cameuflaging or checking my appearance
(please specify

I kesp measuring my featurels
Hair: | wear o wig because of my featurels].

I grow or artange my hair fo hide cerfin fectures
(Flease speciy)

I/ comb or groom fsmooh/shaighten] or adjust my
hair more than most people
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Stess Relationships
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I'm pathetic
You're inferior
I'm inadequate
You're unlovable
I'm fragile

I'm a failure

I'm useless

I'm not good enough
You're worthless
You're nothing

You're stupid
You're worthless
You're bad

You're defective
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QUIZ12)

fien do you paricipate in your hobbies?
v ofien do you paricipate n group aclhies?
v ofien do you paricipate n indvidual hobbies?
v ofien do you check your achievement n a hobby2
v ofien do you avoid participating in a hobby?
v ofien do you tminaie obout your perfomance in @ hobby?2
v ofien do your standards inkerfere wih your achievement in a hobby?
Appearance
30 How ofien do you wosh?
1 How often do you wash your hair2
32 How ofien do you do you brush your teeh?
33 How ofien do you go out without your makeup or hair done?
34 How ofien do you clean your ears?
35 How ofien do you cu/He your naik?
36 How ofien do you ook in @ minor?
37 How ofien do you check your appearance?
Oer g
38 How important is the complefion of a task fo you?
39 What ot of checks do you make on a daytoday basis?
40 What influence do the standards you set yourself have on the tasks that you
underake?
41 Are there any other specific perfectionist behaviors that you carry ouf?
doptd Fom ha CliclPctorism Qussionare devlopad by Forbum and coleogues






OEBPS/imagesb10/f0108-01.png
o jueo
12d 0z Ao g
o 1yN [ouBuo.
fw anaipq mou
| ‘aouspine mou

ay Bupojoy

LvN puBlo
10 ybueug

any jueo sed
08 29 o yBnoy:
i nayeq |

100 WO | vopn
Joshu Aolus |
1210 “hopsen|
0] awy pog
o poy | yBroyry

1oy
pasudiog

sui 3y o oy
uoy siow 5 oy
1no sBuuana |
o0 g pedolus |
o1 i} | 1B Syt
1o pua oy Aq puo
110 pekors | yuow

uen3 “au) pooB
© poy pub ausf Y
uows (50| oweu>
sy 0108 pip |

1su1oBo e2uapiAz

‘on jued sad

poo 06 51 sy 3r31q |
swoy uem
1 Aolus
sseussapedol|  Janau | 4o BuoB
110 1 | UBA ssaupog  ur juiod ou s@iy]
(LYN) #yBnoy
10 83u8piA7 spooyy  2owojno anyoBeN

1’9 :avL

SIHONOHL JILVWOLNY JALLYOIN S.AVI ONIONITIVHD :






OEBPS/imagesb2/f0264-01.png
Age in Years






OEBPS/imagesb3/f0199-01.gif
Other relevant
information
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SAMPLE GOAL LIST

Progress rafing: 0-10 (10 being most severe)
Goal: Progress rafing
Short ferm

1. To cut down the number of foundations | use fo one
2. To invite a friend round for a coffee

oo
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Situation: New friend promised to phone and did not do so
Emotions: Sick to my stomach, despairing
Thought: He's forgotten
If that was true, what would it mean about you?

That I'm not worth remembering

And what would that tell you about yourself?
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Running summary of weekly acfivities

Date: Week:

Date Wins Losses
Day |
Day 2
Day 3
Day 4
Day 5
Day &
Day 7

Total
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Parasomnias

Norcolepsy and
hypersomnia

Sleepwolking -~ occus duing incomplee arousals fom deep
sloep, dficul o waken, usualy amresic for vent
Sleeplolking - nomally occus during fansiions bohveen
sloep siages

Nighierors - ofien il p inbed, siong enolional display,
diffclfo comfor o woken, usually amnesic for event
Confsionol orousals ~ smilr o sleepwaking, corfused cfer
wokening

Nighimares ~ emotionalyloden cheam contet, ofen wken
fightened from REM sleep

Teothgrinding [roctumol bussm  occurs n diferentsages of
sloep and of onsiions

REM behavior disorder — muscle tone refained during REM
deep, cheom enaciment ofen oggressve

Full narcolepsy syndrome compises
Sleep alocks - sucden il seeps i he doylime
Fypersomnio - excessive sleepiness and exlended deeps
Cotoplexy~ sudden loss of muscle one in maior muscle
groups, in esponse fo emofion

Hypnogogic/hypropompic hallcinaions - dream ke
Holucinotons upon enfeing/leving sleep

Sleep poralysis~ nabilty to move voluniriy, especiclly when
amerging fiom deep
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Demoralization/Exhaustion

‘What if I miss the rain

On my way o work
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IRIGGER
Life event/hassle/demand

Primary appraisal
(how you think about
the situation)

Coping response Secondary appraisal
whatever you do when {how you think about
you feel stressed) your ability to cope)

Stress response
(cognitive emotional,
physiological
behavioral)
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WHAT DO YOU PLAN TO FOCUS UPON THE
EXTERNAL WORLD?
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WORRY

1 have AIDS

1 have somach
cancer

1 have a brain fumour

'm going fo have @
hear affack

Thoughs of ilness
and deah

'm going fo die of
breast cancer

I'm going o gef a
degeneraiive nerve
disease from foxic
chericals

WAY OF COPING

Celing more
information
on e Infemet

Seeking more medical
opinions and
invesigations

Selfreassurance

Reviewing past
reassurances

Trying fo push the
thoughis out of my
g

Try fo replace bad
thoughis wih happy
thoughts

Avoiding or escoping
from new o fhvecien-
ing sitafions or
acivilies

UNINTENDED
CONSEQUENCES

Increases doub and
unceriainly; generales more
questions fo ressarch

Makes the concem seem
more real; increases doubl;
genercles more false fals
makes me less able fo
tolercte dobi

Increases doub and un-
cerfanly; generales more
questons fo ressarch

Increases my preaccupafion
and doubt and makes me
less ierested in my values

Increases the number of
disressing thoughis. Makes
hem mote Infusive and |
cannol generdle new
informaion

Increases the number of
disressing thoughis. Makes
hem mote Infusive and |
cannol generdle new
informaion

Camot generale new infor-
mafion; increases my fear of
flness; feel more depressed
as | come fo redize fhat
avaidance doss not work
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TABLE 3.1: MAUREEN'S HIERARCHY OF EXPOSURE

TO FEARED TRIGGERS

Trigger (object, word,
place, person, situation,
substance)

Theme — Order

Leave drops of water on my
shower door

Make soapdish holder in
bathroom not straight

Mess up towels in bathroom
50 not aligned

Mess up floor mats in bathroom
50 not straight

Put pillow to the side of the bed

Rearrange shirts without being
grouped by colour

Make sleeves on tops and dresses
look crooked

Theme — Checking

Deliberately leave the shower
dripping

Leave the house without checking
my handbag

Park the car without pulling the
handbrake up foo hard

Park the car without checking it

Estimated  Actual
anxiefy or  anxiely at
distress end
(0-100) (0-100)
100

20

00

80
80

70

60

00
80

80
70
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ENVIRONMENT

V.

EMOTION

COGNITION BIOLOGY

BEHAVIOR






OEBPS/imagesb28/f0070-01.png
Event/Situation:
gnored by friend

Example

Tve dore something to offend afrend.

Feeling:
Guily and Upset [~

\

a
Sensations: Actions:
Tense, edgy, Go over fhe last meeling

knols in stomeich in your mind, avoid him,/her, gossip
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Sadness
I need scmething 1 cheer me up.

Norhing ese fun i going fo happen,
201 may as weleat scmehing.

There's n poin exercising — 1wl
never wark,
Pleasure

1 need o allow myzel some
pleasures]

Yeu crlylve cnce. Is beter o enjoy
Hhis than wrry about dietng.

| dont want fo exercise. | want o
have mare fun.

Anger

I notfair tht | sheud have o
change my eating and exercise.

Pecple who sare af me are idict
V'm not geing fo go cut and et them
mock me.

What on idict. How can | stick to my
plans when they behove like that? |
might o3 well not bosher,

Boredom

1 may as well have a snackto breok
up the fe.

Exercioe is bering - | can't be
bohered

Al of is new food is boring -1
can't be botherd.

Hunger
m it full et = | need some more,
m hungry. | nesd some food

This is awhul. | can't bear i,

Cravings

Iwon't be able to concenfate.
unil | have saten his.

There's no it fightng #~ 1
dossrtwark,

m ust addicted to chocclate - ifs
best o occept .

Tiredness.
I need o est

F1.do that | will be exhaused

I need a snock for energy.

Warm and comfortable

I desere a rest

1 don't want to moke my ife ary
horder than it alheady i

Going aut on o day lke tis wil be
horrble.
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Resssurance
secking
Focuses atention
ontoappearance  Aveidance of
and puts reltionships
under strain

Prevents testing of
negative predictions
‘nd incresses

soci siuations

self<onsciousness

Incressed isohtion

leading to greater sense of
undesirabily,others

Aveiding being seen assume not interested

from certain anges
o incertan lhts

Preoccupation
and sheme
about my
appearance

‘Checking with hands,
"mirrors and photogrphs

May jump to wrong
conclusions, increases
selfconsciousness and

being prickly with others

Re-focuses atzrtion
on appearance,
increases preoccupation

Refocuses atention oyl ehs

on to appearance,
preventsfers from
beingtested and annoys
others when causing
ey to planned sctities

Being watchtul for
people laughing
o making commerts
about sppearance
Camoufige
using

makeup

“or clothing
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Short-term only coping strategies
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BIOLOGY
Physical)

BEHAVIOR MOOD

COGNITIONS
(Thinking)
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/ impw on moodl

Negalive
inferprefation
of

DPAFU

Scan and monitor Notice more
symploms symploms

\t\m o on moodl

{Feeling onious, depressed or numb)
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SCORING THE QUESTIONNAIRE

You will see that the responses are arranged in four groups. For
each group of questions, add up your tofal score and enter it
below:

A Emotionbased coping:

B Stress carrying:

C Avoidancebased coping:

D Problembased coping:
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BOX 7.5.4 EXAMPLE OF USING A CONTINUUM TO
CHALLENGE ALL OR NOTHING THINKING

ABOUT WORK
Step 1. Idenify the al or noihing thought

Step 2. Specify the all or noting categories an the confinuum
Step 3. Think of examples when tere are different points along the
confinuwm

Step 4. Reflect on what | leamed from the continuum

1. What is my all or nothing thought?
I sither work excessively for several weeks, when | am able fo achisve
alot of work, or abandon work aliogether for several weeks and get
noting done at ol

2. Specify the all or nothing categories on the confinuum
No work Exdreme work





OEBPS/imagesb8/f0103-01.png
TABLE 6.1: SETTING GOAI

Area

Social acfivities
Work

Hobbies
Household fasks

Increasing physicol
adtivity

Caring for myself

Example

Going out for a meal

Staying at or retuming to work, fraining, learning new skills
Gardening, fishing, decorating, bowling

Vacuuming, ironing, making the beds, cocking meals

Doing some stretches and exercises, being up and about more:

Gelling chessed on my own, sewing on buttons, having a bath
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Nolicing a red mark on my arm

v
This could be a sign of AIDS

2

Image of myself dying slowly on an ADS
ward surrounded by misery

v
This must be happening for a reason

The mark gefs redder and s
now sore, maybe ifs serious

|

Poke and rub the mark fo sae.
what itis

Depressed

Fulura looks black

Ifs inevitable
that 11l get AIDS
and die alone

But sha's not an axper,
1 should ask o doclor

“Ask a friand fo fake a look

Fseams evan mora

likely that 'm really il af my red mark; she says she's

sure s nothing fo worry about

1 wonder i hs is
evidence that 'm
really il

Foal sick, my heart
s racing
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Process of change

Deciding Preparing
o change 1o change.
Thinking cbout Changing
chmgmg /
Rs\upwvg
Moiriaining

Not inferesied
in changing chonges

ng w
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EXERCISE UNDERSTAN

IG YOUR VALUES

Mrea Valued direction

1 Infimacy (What is imporfant fo you in how you act
in an infimate relafionship? What sort of parier do you
want fo be? If you are not involved in a relationship
af present, how would you fike fo act in o relafion
ship?)

2 Family relationships (What is important fo you in
how you want to act as a brother/sister; son/
daughte; father/mother o parentindaw? If you are
nof in contact with some of your family members,
would you lke 1o be and how wauld you oct n such
o relfionship?)

3 Social relationships (What is important o you in the
way you ac in the fiendships you hove? How wodd
you bke yourfends o remermber you?  you hove no
finds, waud you lie 1o hove some and what role
would you lke in o fendship?)

4 Work (What is important to you in your work? What
sort of employee do you want fo be? How important
fo you is what you achieve in your coreer? What sort
of business do you want fo run?)





OEBPS/imagesb21/f0102-01.png
way Jo ssnoosq
BUBLP palEs §UsHDY | "m0 1oy D 1y Apo o] pup
Pyt ‘usnbeLjur Aenipfe: 21 Ao snoy | sBunerd 2y | p]

Ajpnuana i pup Bupjap wois yupip | ing “skop
221 10 omy 10j paisD] 101 Buthm © poy Ausss
"enaio} 50|
10U PIp 4 puncy | pL § i pap o) padey Ajpnipo
sy *Bunoi som | sty spods Aod pup spusty
x5 “y1om 0} 0B o} paBruw saby | ‘sswl iy (4]
papoisp
SO | USHM 10 BWOY 4D {0 SO | UBy BuADI>
Auw o o of jou peBouby | sawyEwoS Sy 525 Apeg
AL DLy LDL JBLID! JUBLLILIOIALE BLj LM Op O] 310
1oy Buinoio 12BBy UL oy sucspel Aubw aib 28y | (o]

1su10Bo 920pi3

%600 1-0) 1Bnoys yooe u

auy o) sun woy sBunoso o
peipadaosp

BUppp L paipUILN L1 pup *shop ey

10 100y 10§ P20 jou) 1s0d 3y) Ut Buires> suo poy &

Pl

‘200ds posy Au o dn seye | {oyeopo Bunor
W | uatys BuAUD uo ejpie0U> of wees joues | (g)

oyoopp ay Bupesu
Apod au si esneoag UL 04 5 11 i [o2p of Ao
Auo =y puo ‘Butuere 2y u Buinoid e|quia, 26

10§ 20u8pIAg

[pruara yup
o oyou | Aoy pup o0q Butuioo desy jwk sBuirerd (p)
aqeinel!
Buppp Buryow ‘wo puo uo of |1 Bulken
uolUn 1ouUIDS | [o4ea(e BuABID Wp | UsyAA (9]
Jinoq
BuLo op oLt | 05 “Loipoal [aiskyd b 51 Buno (o)

siyBnoy) Buinois

ONIAVED 40 ALNIYTIOILNOINN LSNIVOY ANV 304 3IDN3AIAT
INNYOT ‘€1 3510343X3





OEBPS/imagesb10/f0085-01.png
TABLE 6.6: BLANK GOAL-SETTING SHEET
Problemalic sensafion | Increased acfvifies
Current score 0-10
Torgel score 0-10

Decreased acfivities
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DIARY 3: CHALLENGING THINKING ERRORS

Dot Emofons  Siuation Adtomatic foughs  Thinking errers

12.509 Disgust/  Siting alone | must not eat Al or nothing.

angerat  inmyroom  anyhing fomorrow
myself  dfierabinge. up for the
binge | hod
fonight,

14509 Fear/panic Sitinginthe  People are staring  Jumping fo
dining atmebecowse  conclusions.
room atlunch. | am so fat

and ugly.
15509 Asamed  Ina Ifl canitfitasize  Catastophizing
Miserable  departmert 101 must be
sorefying  overweight
on a dress. ook so fatinthis  All or nothing.

dress | may as well
go home.
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Anxiety
rating
(1-10)

Other relevant
information
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TABLE 6.1 QUESTIONNAIRE: LIFE EVENTS

ko 0t f comony e o e, Rend oughech e el od by kg e
box he rt ook o in st . ot o s oufundhe vt s he s e
it 0= ot sesfulond 10 = el s, cld o v b worss.

Ufoevent Yes Stres rating

1. Fooncd dfes 012345678910
2 egungy 012345678910
4. Diore 012345678910
4 Seporatonfom st/

wil/pter 012345678910
. Mol /patrer pobens 012345678910
. oroe 012345678910
7. Retment 012345678910
. Unepoment 012345678910
9. Fed fon wak 012345678910
10, Nade eddant 012345678910
1. Seod oems 012345678910
12 Sufleg foma s physial

oot pblm oy 012345678910
13, Gangforaoved one vih o

Heoh poblm 012345678910
4. e ino oy menber 012345678910
15, Inscment o oo 012345678910
16, Exdngafo ltionstp 012345678910
7. ety 012345678910
18 et 012345678910
19. Bk engogement 012345678910
20, Getngbock ogeer i o e 012345678910

21, Woking ot thon 7.5 hous
awsk 012345678910
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'WORRY GAUGE

Severs Worry
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4 The 'Responsibility Pie Chart'

Example: A project at work is delayed and | feel that it is my fault

Listed below are all the people and their respective
involvement in the project

15% Engineers: didn't repair the
photocopier when asket

20% Colleagues: didn't complete.
the work for the project on time

25% Boss: was unrealistic about the
time to complete the project

10% Secretary: didn't check for
typographical errars; therefore,
amendments needed to be made

30% Me: | could have checked on the
progress of the respective
individuals sooner

Conclusion: Although the project went wrong,
Ican see that | didn’t hold total responsibility






OEBPS/imagesb20/f0070-01.png
— Selfevaluation overly based on achievement

Seis high standards contained in rigid rules,
e.g. | must go over things to make sure they
are perfect, I should always do things
perfectly’

Knows that tasks will take a long fime ond cause stress

Puts off doing tasks+avoids responsibility

Makes mistakes Not successful at work
because in a rush

Perceives self as failure
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PROVISIONAL LIST OF ACTIVITIES






OEBPS/imagesb13/f0117-01.png
WHAT DO YOU FOCUS ON?

Take a moment to consider the past day o past week, and fry
to identify what you tend to nofice more of than the average
person in the street. Do you monitor your thoughts, images o

body sensations or part of your body? Do you look out for thrects
and dangers?

I'm overaware of
1
2
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TABLE 1

HOW DO Y¢
RELAXED?

What do you nofice about yourself
when you feel relaxed?

Tick those that apply to you:
Warm

Heavy o light

Slow, contralled breathing

Less muscular fension

Clearer mind, more dlert

Good concentration and memory
less pain

Maood — lighter and brighter

Others?

KNOW WHEN YOI

What do you nofice about yourself
when you feel sressed or worried?

Tick those that apply to you:
Shallow, fast breathing
Muscular tension

‘Clouded” mind

Poor concentration and memory
Difficulty making decisions
More pain

Racing or repeated thoughts
Mood ~low or warried moods

Others?
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By s it
wart fo see fhem
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Your pattern of symptoms when you are depressed:
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FS ABOUT WORRY

Example.
Positive belief about worry: "Worrying mentally prepares me for
the worst

Alternative belief about worry: “In reality | can only deal wih
being diagnosed with a serious ilness if and when it happens.

Worry just makes me feel more anxious and inferferes in my
ability do things that are important now.”

Allernative actions: ‘| can stop avoiding the situations | fear
and just experience the infrusive thoughts and images when they
are riggered without trying to solve them as current threats.”

Now consider your own beliefs:

Positive,/negative belie:

Aliernative belief:

Alternative actions:
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Avoidance Difficulty rating to do this

Driving 10
Spending fime around people 8
Locking ot reflecions o myself 6
Safety-seeking behavior Diffculty rating to not do this
Pinch mysel o ses ifl can feel 7

Only go supemarket shopping very ety in the morming when
itis et

Check my eyesight for visual distrbances 4
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Negative inferpretations of the sensations
Iam going mad  These are carly signs of schizophrena »
I have @ brain fumour » There is something wiong with me:

Viewing oneself as disengaged from the world,
other people and reali
Ifeel cut off + | don' feel connected » Everything looks flat and lifeless «
I don't feel part of things anymore » | feel unreal +
My surroundings feel unreal
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Successful people dort watch
trashy TV or read trashy
mogazines,

IFl went out without makeup,
pecplewould tink | was a slob,

Most people believe that fa job
is worth doing, it s worth doing
well

This suvey would be given to
people who are objectively
successhul

Do you wach soap operas?

Do you read 'rashy’ magozines
such as OK or Hello?

Do you know any successful
people who do waich rashy' TV
or read 'rashy magazines?
Would you be less successful i
P ="

You would want to recor
whether the responses were
given by men or women,
What do you tink of women
who go out during the day
without any mokeup?

What do you tink of women
who go out at night to a party
without any makeup?

What do you tink of women
who ahways wear makep fo
everything?

What do you tink of women
who wear too much mokeup?

Do you believe that fajobis
worth doing, it s worth deing
wel?

Ave thers any exceptions o this?
Can you give an example of
when you have not done a job
as thoroughly as it could have
been done because you had
other priorties?
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3. Specify the prediction precisely: People will comment that the
smudges really stand out (85 per cent) and express dissatisfaction with
the overall effect. | will feel amiaus [70 per cenfl

4. Experiment: Conduct a survey of people fo see what they think of
the painting

5. Results: No one said they could particularly nofice the smudges and
that they liked the painting

6. Reflection: Bacause of my perfectionism | focus in on finy flaws that
others do not nofice.

7. Revised belief: Small imperfecions in a task around the house do
not mean the job is completely rined [65 per cenf|
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VWORKSHEET 7.1.1: WHICH AREAS OF PERFECTIONISM APPLY TO MES

Step 1: G
Step 2: What
Step 3: VWhat do

Area of perfectionism

e

Behaviors
Eafing

Shape

Weight

House cleanliness

Appearance
Hygiene

Atsic perfomance

Musical perormance

A

Work performance

Infivcte ehionships

Porenling
Healh and finess
Enteraining

mpleing s worksheet?
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TABLE 9.3 ANNA'S UPDATED DIARY OF STRESSFUL
AUTOMATIC THOUGHTS

Date Situation Mood Stressful automatic Ahemative:
od  (whereyws  (eg.sad,  thoughts (exacty way ofsesing
time ore,what ansious,  what s gong things
you're sressed)  through your
doing) ‘mind vhen you
feel bod)
Mon.  Sitingothwme— Amdous  Thewsnopantme | knowrealy
2pm memtobe  (twifed  dongthis, Fmoever  thot my boss
wifing 0 actually)  going fo be able to ‘wouldn't have
reportfor Stressed  get it done. Everyone put my name.
ny coure, il know that downif she
but Ikeep Ishouldn't have been ~ didn'tthink |
puting it off sgned up for his calddoit.
and can't
concentate.

Seemyselfbaingto My collagues

gointo the fea room ‘were preffy nice

‘and no one willlock to Sam lost week

atmebecusethey  when he messed

know I've messed his first assignment

. up! They di't
ignore him.

I've been mind-

veading ond
fornedeling!
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TABLE 2 HOULD I REST AND TAKE IT EASY IAVE
A PAIN PROBLEM?

Activity Acute pain Chronic pain

Rest in bed No No

Pofter af own pace Yes Yes

Increase activity steadily Yes Yes

Cut down on all activities No No

Cut down some activities if bad pain period ~ Yes Yes
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TABLE 7.1 INCREASING ACTIVITY LEVELS

Success in achieving Possible reasons for  How fo change your
achievement/ activity level/program
non-achievement

success
0-25% Activity level set Reduce the level of those
much too high; activities that you did not
an acute llness achieve on a regular basis*
Other factors; Keep activity levels the.
e.9. moving house, same, or reduce oly.
holidays, other slightly
commilments getting
in the way
25-50% Acivity level may Reduce your activity
have been set slightly  level slightly if nearer
too high 25% achievement level;
otherwise keep activity
level the same
50-75% Acivity level set Keep your activity level
about right the same if nearer the
50% achievement level;
otherwise slightly increase
the activiy level**
75-100% Acivity level set Increase™* your activity

about right level, unless you have
reached your fargel, in
which case keep the
activty level the same

* For exampl, if you plannad to cook o meal once a day and did not manage fo do

30 atal, maybe plan fo cook @ mel just twics o wesk. Or i you planned 1o gt up.

a1 9 am. every day and managed to do so only once, mayb resat getingup fime.
9.150m

The amount oftime by which you increase your activity will depend on wh the

actity s and the ime thet you ore aheady spending on . For guidance, plaase rafer

1o Chapter 5 on seing argats.
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‘COMPARING SELI

WEEK BEGINNING

Wiite in your most common comparing thoughts and fick the
relevant column ecch fime you have that thought, o add the fofal
fiom your fally counter.

Mon Tves Wed Thurs Fri  Sat  Sun

I compared my:

I compared my:

I compared my:
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Table 9.2 My child's step-by-step plan

Goal Helpful thought Reward

10 (ultimate goal)

easiest step)

al copy can be found in Appendix 2.
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Bottom Line
I am not good enough

Rules for Living
Unless | get it right, | will never get anywhere in life
IF somecne criicizes me, it means | have failed

Policy
Go for perfection every time
Do everything you can to avoid crificism

Advantage
I'do a lot of redlly good work and get good feedback for it

BUT: Problem
At heart, | still believe my Botiom Line 100 per cent
Obeying the rules keeps it quiet, but it doesn't go away

Plus:
However hard | try, it's not possible to be perfect and avoid
criticism all the time

The more | succeed, the more anxious | get
| feel a fraud — any minute now, I'm going to fall off the
fightrope. And whenever something goes wrong, or someone
is less than wholly positive about me, | feel terrible —
straight back to the Bottom Line.
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How we think
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WWORKSHEET 7.8.12: LST OF PLEASANT EVENTS AND ACTIVITIES

Buyan Play cricket
Cook a nice meal Goona pienlc
ke riding Brercise
Goto a football game Goto the beauty therapist
eam a longuoge Play foobal
Watch TV Draw or paint
listeri fo a CD. Play o musical instrument
Go swimming Gotoafim
Join a new clob Look at the infernet
Watch a DVD Go window shopping
Buy @ bunch of o Goboralog
Play gl Have fends over for dimer
Golora valk Go'o he patk
Have o bah Sig
Plan o holday Buy somehing new for he house
Buy o gif for someone Boil cinamon
Play cards Play compuer ganes
Do meditation Bake a cake
Goon a holiday Have a quiet evering at home.
Join a book club Go hiking in the cutdoors
Read @ mogazine Buy some new chihes
Play tennis Join @ community group to help others
Do crossword puzzk ‘Aronge o pholos
light cande Phore o fiend
Have a coffee at your favourite cofé Do something nice for someone else
Read a book listen fo  relecation CD
Play with a pet Take time to read the newspaper
Meet a friend for a meal Bum scented oils
Play o boord game Emoil o iend
Start a new hobby Do yoga
listen to the radio
Play squash
Gofor a drive
Go o a museum o art gallery

dwork
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In the future
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Coping strategy When should | give this special

attention?

Selt-monitoring, ‘Throughout your programme. This wil

diary-keeping help you to build up an accurate picture of
your needs and will also provide a record
of your progress.

Techniques for managing bodily sensations

Controlled breathing If you experience panic attacks, dificulty
in breathing, dizziness. ltis also a good
idea o learn this as part of your relaxation
training.

Applied relaxation 1f you have much physical tension or
bodily discomfort when you are stressed.
“This is also very helpful with sleep
problems.

Techniques for managing psychological symptoms

Distraction 1f you have diffculty dismissing worries
and upsetting mental images. This is also
very useful in panic management.

Thought challenging  If distraction is ot sufficient to manage
your worrying thoughts. If you need a
powerful and enduring means of self-
reassurance.

Techniques for dealing with problem behaviours
Graded exposure to I you avoid what you fear, you must

fears emphasize this, as exposure is the only
sure way of overcoming a phobia or OCD.

Problem-solving 1f you have difficulty organizing your

strategies thoughts and making plans when you are
under stress.

Assertiveness training I interpersonal problems stress you.

Time management I your stress management is undermined
by poor organization/delegation.

Sleep management  If you are not getting enough sleep.

Techniques for coping in the long term

Blueprinting This is an essential part of the programme
for all users.

Coping with set-backs  This is essential and shouid be given
attention throughout the programme.
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Date: Day:
Por Vom lax | Ex

Breakfast

Snack

Lunch

Snack

Evening Meal

Snack

Totals.
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Thought
I'wont be able to do it. The teacher

will think [ am seupid

Behaviour Physical reaction
Refuses fo go to school, Feels sick, sweaty palis,
shaking
Feeling

Worried, panicky
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Event
No phone call

Meanings Consequences
Something has happened to  Anxiety

him /her — maybe an accident.

S/he went to a party and

forgot about me. Anger
S/he doesn't care enough
to remember. Sad

S/he will phone tomorrow
s0 1 can go to bed now. Calm/relief
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EXAMPLE: RAZIA’S GOAL LADDER FOR A SHORT-TERM
GOAL

My shortierm goal i: o be able fo cook o meal at the weskendsfor family and
friends

Time: 3 weeks

Week  Aciviliesfo Things tha Things that
help me achieve helped my. blocked my
my goal progress progress

Start Find cut what cooking Oven's
equipment | need. broken again

Wesk 1 Make alist o what
need fo use. Arrange o
have the oven fixed
Decide who and how  Confact people by Too many

many fo invle, arrange  phane in zarly pecple want
a date with hem, evening fo come! limi
Check f any foods not fo 8 peopk:
suiable o dislke:

Wesk2  Wilklisiof foodsto  Plan ahead Table will be
make, check recipe for foo small
desset,

Make out shopping It Borowed mother's
and buy food needed. easy recipe bock,
Trycutdessert recipeon famly loved the
thefamiy on Fiday  desser,

night

Wesk3  Make desserton Shabia, my Seraj hasa
Saturday. Ask Abdul o daughier, warls 1o fever and had
dothe polaiossand  help moke desserl. o gofofhe
carrols on Sunday doclor’
marning

Wesk3  Make plan for he meal,

Sunday Loy ihe tablelll Moke

am Lamb Pasonda at
9a.m. and putin sow
oven
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Eat a meal

Blood

glucose raised

Glucose Converted
o glycogen in iver

Ghycogen stored in
Tiver wih water

Strict diet/fast
Glycagen broken Water released in
down fo glucose fthese liver
patiens
both
Glucose released happen]  Water passed out info
into blood urine
Energy for Resultant apparent
aciviy rapid loss of weight

(bt cnly water
really lost)
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(@)

9.00 a.m.

Cleared away breakfast dishes, washed
them and sat with cup of coffee, making a
shopping list. Began to read a new novel.

10.00 a.m.

Reading the novel instead of getting on
with chores!

11.00 am.

Into the village to pick up the groceries and
'some wallpaper stripper.

12.00 noon

At home. Start to strip wallpaper in the
children’s room but change mind and begin
to wash and rub down the paintwork
instead. Run out of sandpaper so go into
village to buy some more.

1.00 p.m.

Run into Rose and have lunch in the café
instead of going home.
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EXAMPLES OF ‘NOTICING THE NEGATIVE’

IN DIFFERENT AREAS OF PERFECTIONISM

Area

Wark

Appsarance

House cleanliness

Study

Eoting/shape/
weight

Sport

Example of ‘noficing the negaive’

My performance ot work is poor bacause |
made two spelling errors in the report

Ilooked a mess because | had a smallhole in
my fights

The house is not clean because there are a
few streaks on the windows

| performed poorly in the cral prsenafion
because | mispronounced one or fwo words

Even though | am a size & my body shape is
too big overall bacause my tighs are foo
large

Even though | wes placed in the race, my
performance was poor as | did not startas
quickly as | should have
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3. Have you noticed yourselt eating when in
st you would have lit up a cigarette?

At what sort of times? (Please specify)

4 Thinking back over the last week, have
you found yourself snacking while doing
the following?

watching TV

reading

listening to the radio/music
d) sewinglknitting/writing

¢) cooking

f) working

o
b

a
b,

shopping
driving

Other situations? (please specify)

5. Can you temember yourself cating in
situations whete you were fecling any
of these emotions?

a) angry

b) wortied

o) sad

d) lonely

o) tired

f) depressed

o

h) excited

Other feclings? (Please specify)

i)

i)

nervous

ooooooog

ooooooog

ooooooog

ooooooog

oooooooo

oooooooo
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Ditticulty concentrating

Thoughts 1acing  pearing voices/
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Method

1| Rubber Band around Pack

2 | Recordall Smoking on Card

3__| Program 1 (NURD)

4__| Enter Daily Total on Chart

5 | Program 2 (WESTD)

6 | KeepaListof Triggers

7__| Program 3 (EASY)

8 | Meditation

9 | Imagery Rehearsal
10__| Program 4 (NOGO)
11| TheEight Steps and Sensitization
12| Music Therapy (Side 2, Cassette)
13__| Winthe Argument Game
14| ListPersonal Benefits of Quitting
15| Plan YourD-Day
16__| TryDifferent Ways of Relaxing
17__| Rehearse Positive Programs
18| Increase Activit,
19| Distraction
20| Buddy System
21| Willpower
22| Learn Fail-Safe Procedure
23| Develop Eating Control Programme
24| Rules for Snacking
25__| Develop Exercise Programme
26| Relapse Prevention
27__| AssertNon-Smokers' Rights
28| Deconstruct Tobacco Advertising
29| Develop Time Management Skills
30 | Prevent Stress and Strain
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WORKSHEET 7.8.10: FROBLEM-SOLVING

Step 1. Identify the problem
o Iy to describe it in on objectve and specifc way

Step 2. Generate potential solutions

« bicinstorm all the posible souions o he problern

o keep lising all the deas you can tink of vithout judging ther as good or bad
* underline hwo or three solutions that seem the best o mast possible fo achieve

Step 3. Decide on a solution

« consider e pros and cons of e fop o or e soufons —
one s ond how likely it s to soke he probler

+ choose the sohion that seems best

v feasible each

Step 4. Plon the chosen solution
o phan st o seps of acton ot need 1o be dore o achieve the souion

Step 5. Carry out the solution

Step 6. Evaluate the result
‘What was the effect of carrying out the solufion?

Reflection on Workshest 7.8.10
What did you learn about how you can intervene in your procrastination and
perfectionism niext fime they arise by doing problemsolving?
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7.1 QUESTIONNAIRE:
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1= Use a bl insome stafions
2= Use quite frequently

3= Use in most itations

When | get stressed | tend fo:

A
1. Takk to fiends or family about how | feel
2. Let my feelings out — ay, get upset
3. Wony chout it l he ime.
4.Try to see it in o diferent light, moke something
positve of it
5.Tok to someone | know vill b supporive
6. Accept thtithos hoppened and con'tbe chnged

HAT KIND OF COPER ARE YOU?

0123
0123
0123

0123
0123
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2. Family relafionships [What is
imporiant fo you in how you
want fo act as a brother/sisker;
son/daughter; fater/mother or
parentindaw? I you are not in
contact with some of your family
members, would you like o be
and how would you act in such
a relationship?]

3. Social relationships (What is
imporiant fo you in the way you
actin the friendships you have?
How would you like your friends
to remermber you? IF you have
no fiends, would you like o
have some and what e would
you like in a friendship?]

4. Work [What is important fo
you in your work? What sort of
employee do you want fo be?
How important fo you is whet
you achieve in your career?
What sort of business do you
want fo run2)

5. Education and fraining
WAt o Tt g g
education or fraining? What sort
of student do you want fo be? If
you are not in education, would
you like o be?)

1 like 1o be o good dougher
and less dependent on my
parents for support and o help
them more in the faure. Id ke
o spend more fime wit my
brother, geting fo know him
beter

I like o be o good fiiend,
more open and available fo my

friends.

1d like fo retom o work and be
more approachable and help fo
make it & more successhl

company.

To improve my future prospects
of securing a beter job in the
futore, [d fie fo do more
management and IT fraining.
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BOX 7.5.7 SUZIE'S WORKSHEET: A BEHAVIORAL
EXPERIMENT ON REDUCING THE AMOUNT

OF TIME SPENT ON A TASK

Whatis my perfectionist belief? | must always be completely forough
in my work

Identify the prediction in general: | must spend 4 hours affer work
writing my case notes or | might miss something and my clients wil be
dissatisied with me

Specify the prediction precisely [with rafings from 0-100 per cent]:
¥ spend only 1 hour wring my case notes, | will miss something and
dlents will complain luring the week about my service (80 per cen]

Experiment: Spend one week wiiing case nofes for anly one hour affer
work each night, rather than four hours

Results: No dlients complained about my service ~ in fact there was no
difference in how | raated my dlients and they were as usual saying
how much | help them

Reflections: | leamed that | do not have to spend so long wriing my
case notes; in fact, | was wasting my fime spending four hours witing
notes

Revised belief: | have a good knowledge of my field and | am unlkelyto
miss things even if | spend less fime writing my case notes 80 per cenf)
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WORKSHEET 7.1.2: SEIRMONITORING AREAS OF PERFECTIONISM

Over the next week, idenify examples of when your pedfectionism is a problem.
Step 1: Record boh the area of perfecionism and the particulor situation,

rd your thoughts. Ask yourself: ‘What was going through my mind?’
rongly you believe the thought: O per cent=do not believe at all

100 per cent=complich belice,

Step 3: Record your behaviors, What did you do?

Step 4: Record your eelngs. Bxamples ore: andous, sad) ongry, ashamed,
depressed, scared, embarrassed, initoted, happy, disappoirted, excited. Rate your
feelings: O per cent=no fesling; 100 per cent=strongest feeling.

Perfectionism

behoy 0-100 per cent]
Wotk sendng | Ihaveobe | Take Thorlo | Anous 75 per
anenalioa | pereclyclearand | check and keep cen
coleagie | s Tewordng the

t
wite the email or| | emal fo make

will seem incompetent | sure it is justright
(90 percent] | belore sending

Reflection on Worksheet 7.1.2:
Wht did you leam about your petfectionism by completing this worksheet2





OEBPS/imagesb4/f0102-01.png
U 1 2z 3 4 2 o e
L I

0-5 5-15 15-45 45-60 1-2 23 3 5-8
i

Tins  mins mins  hours hours  hours  hours





OEBPS/imagesb7/f0137-01.png
Eg. lack of proise or interest from ofhers
Criicism from parents/feachers
Loss, boreavemen, neglect
‘Abuse of any kind
'

Temperament
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Forms core belief
Global {negarive] selfjudgment and assessment of
worth/value as person based on early experience

v

Assumptions are formed
These are ruls that guide our dily ives and actions
Eg. fy to do hings perfectly o avoid cricism/gain praise

Activation of assumptions and core beliefs in certain situations

Eg. fail an exam
v
Negative prediction:
Which may lead to
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behavior  moed  thoughts symptoms
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VWORKSHEET ©.3: CONSIDERING THE LONG-TERM COSTS AND BENEFITS
OF PERFECTIONISM

In one year's time ... . still having perfectionism

Area of life What will hove happened i
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soral lfe

Oter {plase specify)

In one year's time . ... no longer having perfectionism

Area of life What will hove happened

social e
ork/education
finances

emotional health

relationship with my parner
rekationships wih my chidien
rekationhips wih close fends
reltonships wit my porents/sblngs
onfribution to the community

My sprual e

Ot [please specy]
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bottom

I hate my fat body, | must Aty brewsts are 5o
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My usual task Total time taken on: Tuesday
1 Sorting bills 30 mins
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4 Preparing meals 3 hours
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My old rule is
This rule has had the

following impact on
my lfe:
1 know tht the rule is

in operation,
because:

It is understandable
that | have this rule,

because:

State the rul in your own words

Summarize the ways in which your old rue
has affected you

Note the clves that tell you your old rule is
active (houghs, feelings, potterns of
behavior

Summarize the experisnces which led o
the development of the rule and have rein-

forced it
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Spend a moment reviewing each item and then score the ques-
fionnaire, spotting those aspects that are closer to your experi-
ence of worry. As a rule of thumb, if you are scoring 5 or more
on an item, you may want to consider sefing a goal to change
this or consider a behavioral experiment. Because not all the
items will apply to you, if an item reminds you of another aspect
of your life then write this down. As you read, be thinking about
what benefits might come your way if you leam to sit with
uncertainty and tolerate it. Secondly, you can use this as another
way of helping you to spot how the intolerance of uncertainty
might influence the way that you live your life. As uncertainty
is everywhere, a huge amount of energy and effort is put info
trying to eradicate it: imagine having this energy and effort for
other things.
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TABLE 7.2: SLEEP HYGIENE CHANGES IN MY LIFESTYLE

Caffeine.

Nicotine.

Aleohol

Diet

Bxercise
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EXERCISE 4.2: SELF-PORTRAI

Can you draw yoursef based on the pictre in your mind or
how you think you appear o others? Once you have drawn your
selportat, discuss it wih sameone you st and ask whether
they view you in the same way?
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Weight
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World

Age 32
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Lost 8l in
1 week

Had regained
15kb 1 month
Iofer

3.5kgin

2 days.
Regained
4.5kg wihin
2 wesks

1 stone.
Grodual
regain when
stopped
going.

Started new
job cfter
honeymoon
and weight was
less of a priorty.

Struggling fo
adjustto lfe af
home with o
young child
Alot of
snacking

Gave up.
Went o a
wedding,
friend's birhday
and universiy
reunion allin

1 week —
disaster — disting
abandoned

All was going
well unil | was
offered a seat on
abus by a man
that thought

| was pragnant.

| wasn'tl

Lost my way @
bit when new

job storted —
wos stressed

and edfing out
wos a regular
part of the job.

Felt very low
about self
when weight
quickly
refuned

Really
sruggled fo
cope with the
restiction

of doing

this one.

Felt low.

People say
hurtl
things!
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C.Get to know your
body's responses:

Record your observations:

What sensations did you
notice in your body during
the flashback?

n~

Try and describe them in
as much detail as you can.

@

How strong were these
sensations? Can you try
and give them a rating
between 0 to 8 (using the
above scale)?

IS

What were your thoughts
about these sensations?

o

How did you react and
respond to those
sensations in your body?

S

What actions did you take
to make yourself feel
better?

<

Can you think of other
ways you may have used
to control flashbacks in
the past?
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Scales of positive  Relevant item numbers My score for
[ edh

Scale A
Worty cids in 3,5,10, 14, 21
problem-sohing

Scale B
Worry helps 8, 15,16, 18, 19
o moivate

Scale C.

Werty helps

protect the

individual from 2
dificu emofions

, 4,13, 22, 23
in the event of a
negative oufcome

Scale D.

The act of worying 6, 11, 17, 20, 24
itself prevents

negative outcomes

Scale E
Worry is a posive 1,7, 9, 12, 25
personaliy frait

Now plot your scores on the graph. Do any of these groups
of worry stand out from the rest? Are you surprised by this2 Do
you agree with it2 Can you review the information on each
group above and see if this makes sense to you?
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Sttuation Feelings Thoughts, impressions, elc.
(be specific) (there may be (ke the different
more than one)  thoushts separate)

The boss asks Nervous He thinks my work is no good
to sec me Waortied

Left alone with Terrificd T'm making a fool of mysclf
an attractive Miscrable Nobody likes me much
person

Going out with Panicky They'l think I'm odd
friends to the Shaky T can't tell jokes

bar Heart racing

An acquaintance  Embarrassed 1 can't relax and be normal
drops in

Remembering Flustered T'm useless

being stuck Mortificd Tcan't do things right

for words

Thought I'd said  Ashamed T as red as is humanly
the wrong thing  Fearful possible

A colleague got Humiliated Feel small and insignificant,

angry with me Rejected like I did at school






OEBPS/imagesb28/f0279-01.png
24. By not

worrying, one 12 3 4 5
can afiract misor-
e

25. The fact that

1 worry shows

batlamagood 1 2 3 4 5
prson.

Source: © 2006 Taylor & Francis Group LLC. D. W. Holowka,
M.]. Dugas, K. Francis and N. Laugesen, ‘Measuring beliefs about
worry: A psychometric evaluation of the Why Worry-II ques-
tionnaire, Poster presented at the Annual Convention of the
Association for Advancement of Behavior Therapy, New Orleans.
Reproduced with permission of Taylor & Francis Group LLC.
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Parents worry about Michael

1o go to Beavers

getting upset if they ask him \

Michael cries when
going to Beavers is | <—————
‘mentioned

Parents comfort
Michael and try to
reassure him

—+

Michael never

discovers that going | <———
to Beavers is okay.

People stop asking
Michael i he wants
to go to Beavers.
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ENVIRONMENT/LIFE CHANGES/SITUATIONS

|

THOUGHTS
(eg- beliefs, imoges, memories]

/ \

EMOTIONS/FEEUNGS Bm\:gk
e.g- frustration, happiness) Wi

\ /

PHYSICAL REACTIONS
(symptoms — e.g. pain, fatigue, dizziness,
harges i docpy appette. anergy evel]
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Step 1. Monitoring

(keeping a systematic writen record of your eating 5o that you
can kniow precisely what has been happening]

Step 2. Establishing o meal plan

deciding on what patem of afing is sensile and atemping o
adhere fo i)

Step 3. Learning fo infervene

(learming what sort of circumstances cause you to binge and wht
cort of tings you can do fo prevent this happening)

Step 4. Problem solving

(learring how to define problems which cause you dificully wit:
your edting and learming fo deal wi them]

Step 5. Eliminating diefing

(systematically widering the range of foods you eaf]

Step 6. Changing your mind

(identiying some of the belefs which underlie your difficulies with
eating ard atempfing to modiy them]
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Objects around you appearing larger than
they el or=

Experiencing disertons o sourds
finchling your own veice]

The wod around yeu appsaring lss
colourd than it el

Fesling dizzy orlosing your balance
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appearing flo o tordimensional

Objects seering ot o be solid

Fesling detached from your own rflection
when osking i miror

Fesling as i e has been sowed down
orspeeded up
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(Ecrly) Experience
Everts, relationships, living condiiions which have implications
for idsas about the self
e.g. rejecion; negeci; abuse; criicism and punishmeni;
lack of praise, interest, warmt; being the ‘odd one ot

The Boftom Line
Assessment of worh/valbe a5 a person
Conclusions about the sef, bosed on experience: fis s e kind of person | am
eg. | am bod; | am worthless; | am siupic: | am nof good enough

Rules for Living
Guidslines, policies or siaegies for geling by, gien fhe uh
of the Bofiom Line
Standards agains! which selfworth can be measured
eg. | must always pul others fisi if | say what | ihink, | will be rejecied;
unless | do evenyhing fo the Highest possible standard, | wil achieve nofting

Trigger situations
Sitations in which he Rules for living are, or may be, broken
e being refecied; fhe prospeci of failre; the possibilly of being
ouf of coniol

Activation of the Boftom Line

Depression Negative predictions

Aniety

Selrifical thoughts Unhelpful behavior
eg. avoidnce; iaking
unnecessary precauions;
dlsrption; dlscoun success

Confirmation of Botiom Line
1 knew i, | really am bad, woritless, supid, nof good enough, efc

What keeps low selfesteem going
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Trigger
13yearold son drops mug on floor

“Appraisal/Judgement
He s just oo careless, unless he Is taught a lesson
he will grow up to be no good

Inhibitions
Insufficent to control anger
0

Response
Parent ‘loses if, rants and raves at son
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Trigger
Customer comes Into bar, leaves door slightly ajar
and thereby allows cold drafi on to another customer

‘Appraisal /Judgement
He's eff the dor open dellberately [ust fo annoy me
and show me up in front of all the other customers
1 don't react everybodys going fo be laughing
behind my back, or worse sl fo my face

Response
Victim jumps to his feet, points finger at man who
left the door open and verbally abuses him
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Trigger
Customer comes Into bar, leaves door slightly ajar

and thereby allows cold draft on to another customer

Response
Victim jumps fo his feet, jabs finger at man who left
the door open and verbally abuses him
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Trigger
Kept waiting with young child
In haspital oufpatient department

“Appraisal/Judgement
The staff in this hospital don't give a damn about us patients.
People should show more consideration

Id befler keep quiet or my youngster won't gef the best reament’
‘Anyway, you just don't get angry with doctors’
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GOOD MOODS AND BAD MOODS, 1

How Tim sees things  How Tim sees things
when he's in a good when he’s in a bad

mood mood
Neighbours ~ Cheerful and symboliz-  Selfsh and inconsidercte
playing music  ing the cheerfulness of
next door ife
Neighbours' ~ Communal thing fo do;  Selfish and inconsiderate;
children playing  somefimes Tim would T will watch for the ball
focball in the ~ even join in going on his garden

street
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Beliefs

These will stem
from your up-
bringing and
experience

These have far-
reaching effects
because you have
beliefs about:

o yourself and
ather pecple
[which will
affect your
appraisal and
Judgement]

o anger and how
it may be
expressed

o inhibitions

o what responses
are legitimate

Trigger

Customer comes into bar, leaves door

slighty ajar, and thersby allows cold
Gt on o another customer

“Appraisal/Judgement
He's left the door apen deliberately just
to annoy me and show me up In front
of all the other cusiomers. If | don't react
everybody’s going to be laughing
behind my back, or worse sl fo my

Response
Victim jumps to his feet, points finger at
man who left the door open and
verbally abuses him
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These willstem
From your up-
bringing and
axperience

These have far-
recching offects

because
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about

« yoursef and
cthr pocple
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appraisal and
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« anger and how
it may be

ressed
« inhibiions
« whot responses

are giinate

Trigger

Customer comes o bar, leaves door

lightly afar, and theroby allows cold
draft on fo anther customer

Appraisal/Judgement
He's lof he door open delberaioly
justfo anncy me and show me up in
ront of all the ofher customers. ¥ |
don't react everybody’ going fo be
laughing behind my back, or worse
sill fo my face

inh
Partally overcome

19

Victm jumps fo his feet, points finger

at man who ket fhe door open and.
verbally abuses him

Mood

Just as when used
‘olloquialy, his
rofers o being in
a ‘good or ‘bad"
mood.

like belef, your
mood inflences
almost every
aspect of your life

The major infi-
ances on your
mood are:

st of health
«circadian
thythm
«oxercise

« uifion

« consumption of
Coron s
«qualiy of sleg
iy g
«social factors
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Assertive

<: Stands up for your own personal rights

Does not violate the ciher person’ rights

Aggressive

<: Stands up for your awn persand rights
Viclates the rights of he other person

Non-assertive

Does not stand up for your awn personl rights

Allows ancther person to viclate your rights
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Breakfast:

Midmorning:
Lunch:

Mid-afternoon:

Evening meal:

Bedfime:

1 Weetabix/V2 cup Whedties with milk, orange, cup
of coffee

apple, cup of tea

ham, fomato and cucumber sandwich (2 slices of
bread), pack of potato chips [crisps), fruit yogur,
carton of fui uice

2 chocolate digestive biscuits/Graham crackers, cup
of tea

gilled chicken breast, 3 bailed potatoss, portion of
peas, portion of carmots, glass of fuit uice, bowl of
it solod, cup of coffee

2 biscuits /cookies, hot chocolate drink

Breakfast:

Midmorning:
Lunch:

Midafternoon:
Evening meal:

Bedfime:

bowl corrflakes wih milk, 1 slice of toast with
margarine and marmalade, glass of fut juice
chocolate biscuit/Groham cracker, cup of fea
Marmite or vegetoble pété sandwich (2 slices of
bread), apple, slice of fuit cake, carton of fut juice
Mars bar, cup of fea

baked potato with margarine and cheddar chese,
sick salad, stewed apple, cup of coffee

scone with margarine, cup of fea

Breakfast:

Midmorning:
Lunch:

Midafternoon:
Evening meal:

Bedfime:

2 dices of toast with margarine and marmalade, glass
o fuit juice, cup of coffee

2 digestive biscuits/Graham crackers, cup of tea
bowl of tomato soup, 2 slices of bread with
margarine, cup of coffee

scone with margarine, cup of tea

cod steak with cheese sauce, 2 scoops of mashed
potato, portion of broccoli, 1 grilled fomato, bowl of
canned or fresh fruit

slice of toast with margarine, hot chocolate drink
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Trigger
Example: Kept waiting with young child
in a hospital oufpatient department

Inhibitions
Id befler keep quiet or my youngster won't gef the best reament”
‘Anyway, you just don't get angry with doctors’
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Trigger
13yearold son arops mug on floor

Inhibitions
Insufficient fo control anger

Response
Parent ‘loses it ranis and raves at son
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WORKSHEET: IDENTIFYING CORE BELIEFS ABOUT

OTHER PEOPLE

Situation:

Unhelpful thought:

Question: What does this say or mean about others?

Answer:

Question: What does this say or mean about others?

Answer:

Question: What does this say or mean about others?

Answer:

Question: What does this say or mean about others?

Core belief:
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TABLE EXERCISE: CHANGING YOUR
RELATIONSHIP SYSTEM

Ask yourself:

 What do | want to change in our relationship?

o Am| expacing the olher person fo change rather than me?
o s there amything that | can do fo change the system?
Use the space on the next page fo ot down your thoughts:
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Useless. Unattractive Incompetent
Weak Unlikeable Ugly
Pathetic Unwanted Stupid
Worthless Inferior Inadequate.
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Behavioral experiments  We fook you over fhe:
edge of the workl

Reviewing leaming  Given all fis informa-
tion and experiences,
what do you belleve
now?

Wihat can you do now  Sail alone around the
o push home the idea? world.

We might ask you fo
solve a minor problem
by using proble-
solving steps, raher
han worrying; whafs
your prediction about
what would happen?
How can you push this
idec?

What have you learned
about worying os @
method of solving prob-
lems?

Save bigger problems
using problemsalving
skils
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Situation and time

12.05. Befween bits of
housework ard paying bil.
Onmyown

1.40. As above. Had jus
waiched some TV for @
breok [bad TV]

240, Frished decring
House now offcallyready
for st

Mood or
sensation

Bored

Bored
Iritoed by
™

Pleased
Relieved

Eating

One fin of baked beans
on two dlices of brown
toast. lowat spread

Three crackers, with ~ best
guess ~ tree tablespoans
of houmous on them

Four chunks of chocolate
the usual suff with my cup
of coffee, and two biscuts
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Relaxing activifies How offen do you do them?
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Your needs:

What do you
already do?

What changes
would you like to
make from now
on?

Taking care of
yourself

continued on next page
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Practical Stuff 5%
Pick them up from school

Make their breakfast and supper

Wash their clothes

Cuddle and kiss them 15%
Listen to them, pay them attention 22%
Give them my time 24%
Put them first 25%
Make sure they learn to look afer themselves. 13%
Worry Less than 1%
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WORKSHEET 7.0.1: NOTICING THE NEGATIVE AND BROADENING
ATTENTION

Step 1. dentfy the arear of perfectionism.
Step 2. Record the nagative thoughts as you nofice them, and rate
how shongly you believe them on a scale of 0-100 per cent

Step 3. Idenify ways fo broaden your afiention to include aff of the
irformation. Ask yoursel: (o] VWhet pasiive aspects of my performance
am | missing? (b] How can | focus my aftenfon on things other then
negative flaws, 2.g. on noficing defaik around me?

Step 4. Record the outcome of braadening your aferfion

1. denty the area of perectionism

2. Record negative thoughts and rate srength of belief n them

3. Ways to broaden my aftenfion n the sifuation

4. Outcome

Reflection on Worksheet 7.6. 1
What did you leam about your perfectionism by completing this
workshest?
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Aromatherapy

CALMING
ACTIVITIES

Nice long hot bath

GREEN ZONE
SAFEEVEN - Gentle exercise
WHEN 46
- Listening to relaxing music
I Reading, watching TV
—~ Watching thriller movies
AMBER ZONE
AVOIDIF L Nights out with Ronnie
GREATER
THAN+ | Meeting members of
college course for lunch
_|_ Going to Discos with Jackie
& Helen
RED ZONE
Night out with the volley ball
T0OMUCH | |- Nigh
IFI'M AT
N | Visit to the Casino for late
+23 night gambling

STIMULATING
ACTIVITIES
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My experiences

My belief systems

My mood My behavior
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RULES FOR SNACKING

Write your personal Rules for Snacking in the spaces below

WHERE:

WHEN:

WHAT:

Give yourself a rating from 1 to 5 at the end of every 24-hour
period, for how well you applied your Rules for Snacking:
5 = Very Well, 4 = Well, 3 = Average, 2 = Poorly, 1 = Very
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Box5 Aand B lists

Activities and tasks to do:
Pay the rent
CGo'to the housing

association weekly coffee
morning

“Take kids to swimming
lesson

Visit doctor to have blood
test

Fetch copy of next month's
theatre programme

Make an appointment for a
dental check (due in three
months)

Wash the car

Alist:

Pay rent

Go to doctor

“Take kids to swimming

Blist:

Housing association (go next
week)

Fetch copy of theatre
programme (delay this - I've
got 0 go past the theatre next
Thursday anyway)

Dental appointment (not
urgent)

Wash car (ask Jack)
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VWORKSHEET 6.1: CONSIDERING THE IMPORTANCE OF CHANGING
PERFECTIONISA AND YOUR CONFIDENCE THAT YOU CAN MAKE CHANGES

Firs think of he imporiance of changing perfactionim as being a nler marked from
01010, a5 shown below, where O equals nat imporart ot al and 10 equals
exremely imporian. What score would you give yourself out of 10 Put a circle
round the approprate numbsr.

Now ack yourself the follwing questons:
(1) Fhe scors st O, why nofe VWha are the reasons tht change is more
imporiant o you than 02

(2) Fthe score s ot 10, why nof? What would have fo happen fo malethis score
higher? What would you be nofcing about yoursefif he score vias o be
higher? What resources would you have fo daw upon fo get o e higher
score? Wha pecple in your e may be able o help you get here?

Now tink of the uler as indicating your evel of confidence in being able to
change, where O squak no confidence at ll and 10 equals exemely confider.
Decids what score you would you give yourself out of 10 and circe hat rumber.

Now ack yoursel the following questons:
(3) Fthe score snt 0, why nof? What arethe reasons that your confidence in your
abill fo change is grecter than 02

{4) Fthe score s not 10, why nof? What would have to happen fo malethis score
higher? What would you be nofcing about yoursefif he score vias o be
higher? What resources would you have fo aw uponfo get o e higher
score? Wha pecple in your e may be able o help you get here?
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They wouldn' make thess
antibacterial and dlsaning
products i they weren' a

good idea, would they?

generating fear and then
providing a ‘solution’
Antibacterial soaps are orly
requied for cartain medical

condiions or by surgeons
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Shopping in  depariment ‘I can't cope with this ansiety’
store

Appointment at the “What if | have a panic ftack

hairdresser and can' get out quickly?’
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Believing our suspicions Behaving as if our suspicions

are frue are frue
Noticing the things that Adopting safety behaviors
seem fo confirm our suspi- (for example, avoiding
cions and failing fo nofice sifuations).

those that don't: the belief Acting differently around
confirmation bias. other people.

Failing to consider alternative Not trying to improve
explanations for events. difficult relationships.

Suspicious thoughts

Feeling anxious Feeling down

Feeling worried Feeling miserable, sad or
Becoming focused on depressed

ourselves and our worries. Feeling powerless.
Worrying about our warties; Thinking we deserve to be
feeling as if things are threatened.

geftingout of control Feeling negative about

ourselves and the world
around us
Becoming inactive.
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Situation

Going o a party

Feeling andous

Being accused of o minor
fuult

Losing my femper and

shouting

Wantng oty

Feeling self- conscious
when | ay

Making a misfake

I feel it, therefore it
must be true

I feelfightened, therefore
this stuationis dongerous
and threatening

I feel as f | will have o
heart attack, therefore | will

I feel guily, herefore | am
quilty and o bad person

1 feel terrible when | get
angry, terefore angeris
tertble and | am bad and
tejectuble

1 feel that, if | sturt crying,
the flood gates will open
and | will never stop;
therefore | must stop myself
from arying

I feel ashamed when | ay,
therefore crying is shameful
and asign of veakness

I feel stupid, therefore | am
stupid

Alternative baloncing ideas

This i related to my shyness and confidence,
not any actual danger — | can go a step ata
time and be kind with my feelings.

This is understandable ansiety which can feel ke
this — but | have had these feelings many fimes
before and it was anxiety not a heart atfack.

Itis understandable fo be disappointed but
there is so much more fo me than that — feeling
a bad person s maybe a reflection of my
annoyance at being cricized. Leaning fo

cope with riticism will srengthen me.

Yep anger is not a nice feeling but its very
much part of human nature — | did not design
these feelings —and | am frying fo understand
and work with my anger.

Itis easy to feel overwhelmed especially i one
s not used to crying and being in fouch with
one’s pain — but crying does subside and | have
shown myself o be effective in tuming off my
emotions if | eally need to. Maybe a little at o
fime, and staying with my emotions might
actually help me.

Crying is a very important human response built
into our bodies. Crying is the display of our pain
and is basic fo our humanity. Other people have
probably shamed me for crying o it is their
shame | am feeling.

Who hasn’tfelf that awkward when one does
something a bit thoughtless careless and daft —
but one cannot sum up o complex self like this.
My annoyance is probably diving this feeling
and my compassion can actually get stronger

if 1 used it right at these moments.
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Guilty

Sad

Disappointed in yourself
Frustrated

Hopeless

Ashamed
Embarrassed

Angry with yourself
Depressed
Despairing
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ERARCHY OF EXPOSURE TO
FEARED TRIGGERS

Trigger (obiject, place, person, situation): Estimared
distress
(0-100)
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TABLE 6.1: MEASURING THE INTENSITY OF DPAFU:
AN EXAMPLE

Numerical PROBLEMATIC SENSATION
valve Feeling emofionally numb
o Ifeel nohing. | never laugh or cry. | feel emofion for O

minutes on O days of the week. | have no emations.

1 Momentary feelingl| lasting O-5 minutes one day per
week

2 Momentary feelingl| lasting O-5 minutes 2-5 days per
week

3 Awareness of some emationd feelingls lasting 5-30

minutes one day per week

4 Awareness of some emationd feelingls lasting 5-30
minutes 2-5 days per week.

5 Being aware of some emofional faelings [negative or
postive] for ane hour or more per day for af least two days
per week.

6 Being aware of some emofional faelings [negaive or
postive] for one hour or more per day for of east five days
per week.

7 Being able to idznify af lzast two diferent mocd states ot
least five days per week but without being consciously
aware of them

8 Being able to identify 3-5 different mood states every day:

° 1 am aware that | feel a wide varisty of emctions everyday,
butl do not facus on how | feel

10 Ifeel happy, sad, anxious, frusirated, conterted, worriad,
sirassed. | om able fo express how | feel. | am not awere of
~ljustdo it
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Date | Situation Emotion Unhelpful thoughts

What was How did | feel2 | What thoughts

| doing at Rate infensity went through my
the time of (0-100%) mind just before
the thoughts2 | started to feel
this way?
Rate belief in
each thought
(0-100%)
1 Feb. | Sitting Frustrated 70% | | feel so tired,
down affer Worried 80% | *I must be making
a ten-minute myself worse. I'am
walk feeling now foo tired to
exhausted. do anything. 80%
3 Feb.| Meetingup | Sad 80% **1 feel so out of
with a\g touch with
friends from everyone.
work.
**| haven't

worked for over a
year and have
nothing to
contribute to the
conversation.

**They must
think that | am
very boring.

* Thought that particularly provoked emolion is underlined.
** Thought is broken down info separate thoughts.
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DIARY 2: CHALLENGING AUTOMATIC THOUGHTS

Date Emotions

Sitvation

Avtomatic thoughts
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Read useful literature ~ Remember other Make sure there is

and not rash people’s birhdays  faod in the fridge
Eot five porfions of  Keep my office Do something
fuitand vegetables  looking nice productive each day

per day
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BOX 7.8.8 PROBLEM-SOLVING: THE EXAMPLE OF AIMEE

Step 1. Identify the problem

« irytodescribe it in an objective and specific way

Friends are coming round for dinner. | need fo vacuum the whole house
toget i ready, but f o that 1l be exhausted; stressed and won tenjoy
the dinner.

Step 2. Generate pofential solutions

« brainstorm all the possible solutions fo the problem

« keep lsting dll the ideas you can think of without judging them s
good or bad

+ tnderline two or hree solutions that seem the bestor most possible to
achieve

Ask my pariner o do ail of the vacuuming; | vacuum only the rooms we.

will be in; do not vacwm af al; ask parier o vacuum one room and

Tvacuum the other room
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really push this, make sure and double
check that you tie up all the loose ends.
What happens? What happens when you
think things through so completely2 Are
things clearer or less clear? Are thing more
certain, or less certain? What, if you just
left it hanging, is the worst thing that could
happen2 Make a prediction, leave it
hanging and see i your prediction comes
rue.
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IVE BELIEFS ABOUT WORRY

List your own posiive beliefs about the process of worrying over
your health. What are your most important beliefs that mofivate
you to worry about your health?
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TABLE 'S PACING PLAN

Activity Good day  Bad day Everyday Times
plan per day

Standing and cocking 20 mins 10 mins 12 mins 6

Lying down for rest 15mins 65 mins 25 mins 2

Walking 20 mins 8 mins 14 mins. 2
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AVOIDANGE REACTIONS ON .....

. (date)

Your total score for

frequency i If your total scores
on both measures are:
7 or below = they are low
Your total score for 7 =14 = they fall into
upset is: the mid-range

14 or more = they are high
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Doing well af work comes
naturally fo other people but |
have fo work af t.

lam a 'fraud" and will be
discovered.

Successful people always fake
their BlackBerrys away with
them.

This suvey would be given to
people that are objectively
successfu of worl

How much are you achieving in
your work/studies? Please rate
from O fnct at all o 10
(exremely)

How much would you say your
success 'came naturaly'? Please
tate from O fnot ot ] o 10
(exremely)

How much would you say you
had o work at your success?
Please rate from O [not ot all to
10 [extemely)

What are the reasons for your

success?

The aim of tis survey is o

demonstrate that the belief that

discovered i extremely
common. t weuld be given to
someone whose opinion the.
person respecied. How much do
youbslieve you are a ‘fraud' and
will be discovered? Please rate
from O fnct at all to 10
(exremely)

What are the reasons for your

success?

This suvey would be given o
people who are objectively
successfu of wor

Do you check email when you
are on holiday?
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{a) You are out for @ werks right cut in mixed company. During @
friendy difference of pirion one of the men says quite serioudly,
OF course women are definitely the irferior race. Is been proved

Aggressive:

Non-asserfive:
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Challenge

Plan for coping
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DECISION SHEET 1 (PAST SLIPS): JOANNE
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sitction | decision | done differeny | difereny _ differenty
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ewning. | waking | focused ioken mind orgo
Working | aund | acthitythet | off work wiring.
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fstiaied. | onmy awn. | pleasure my mood.
Recenlly fe. cinema,
found out wring.
exboyfriond
has new
gifend.
Marning. | layinbed | (o) Golupand | (o) Woukd Get vp and
Inbed. Fel | for mosiof | immediotely | have ‘siopped o ning
lowond | heday. | donesome | therof and
angry. thing enioyable | lfied my.

and posiive | mood,

eg. waming].

{b) Manogeatle Have plon
bl Hada plan would forday
manageable | have increased thats
planforthe | likeihood of manage-
day tht geing oui of able,not
included bed and mode over
hings falook | me feelbater whelming,
farwardfa. | about he day, and includes

esp. i plan aciiies

included o lack.

plegsurable farward o
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lyingin | Viswolzed | Getouof | Wauldhave Reploce
bed during | dikond | bed. Replace | foken my posilve’
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images i | inducing negaiive
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realisc images. | reduced anes. Do
Do someting | craving somathing
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Box4 Monitoring activities to evaluate if they may be
too stimulating

Actual activity

Mood and energy
before

Mood and energy
after

Swimming Mood = +4 Mood = +4
Energy = +5 Energy = +3

Meeting at social | Mood = +4 Mood = +5

club; dance with | Energy = +5 Energy = +8

four other friends

Ratings: mood ~10 to +10; energy level 0 to +10.
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Performance

Alert and performing well

Less relaxed, more alert and
able to perform better

Relaxed but not alert and not
able to perform well

Stress level
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Exercise 7: Categorizing your triggers

[ i
Least difficult most difficult

1 Triggers that | | 2 Triggers that | | 3 Triggers that |4 Triggers that |
might be ableto | can't cope with | seem really hard |will always want
handle now vet, but | may be | o gain control |t avoid (for my
able to handle | over at the own and others'
s00n (maybe in | moment, but that | safety)
afewweeks'or | | would eventu-
months'time) | ally like to tackle
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REASONS FOR:

Giving up gambling altogether | Simply rechcing your level

REASONS AGAINST:

Giving up gambling altogether  Simply rechcing your level
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Area

1. Infimacy [Wha is imporiart
o you in haw you act in an inf-
mate relafionship? Wha sori of
pariner do you wan fo be? I
You are nof involved in  rela-
fonship af present, how woukl
you lke fo oct in @ relaonship?]

2. Family relationships [What is
impariant o you in how yau
want fo ac as a brother/ siser;
son/daughier; father/mather or
parentiniaw? K you are not in
contact with some of your family
membars, wauld you like fo be
and how would you act in such
a relationship?]

3. Social relationships (Wh is
impartant o you in e way you
act in the fiendships you have?
Haw would you like your fiends
o remember you? I you have
no friends, would you like o
have some and what role would
you like in a friendship?)

4. Work What s imporant fo
You in your work? What sort of
employee do you want fo be?
Haw imporiant fo you is what
you achieve in your career?
What sor of business do you
want fo rund]

TANI

Valved

G YOUR VALUES

rection
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Diary 4
Record the date and note any events which might affect your abilly to sleep. For example, the
food you ate before retiring, your stress levels, your activity just before going to bed, and so on. if

performed during the day (Rating 2), using the following scales.

1. Alertness:
12 3 4 5 6 7 8 9 10
Notat al alert ‘Reasonably alert Very alert
2. Performance:
1i_2 3 4 5 6 7 8 9 10
Poor performance Woderate performance Performed well

Date | Notes Waking ‘Activity f not sleep: Hours Rating 1 | Rating2
episodes helptul YN sioop
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TICs TOCs
(Task-interfering cognitions)  (Task-orientating cognitions)
If1 take these I might If you are going to get side-
get side-effects effects you would probably

have them by now, you've
been on this dose for 18
months without problems

It's a hassle to take It'd be a greater hassle to
medication every day end up in hospital

Missing doses when [might as well just get info a
Tm well won't hurt regular routine. Anyway, the

leaflets that I read say that |
need to take the medication
long term to stop a relapse

1don't feel in control of Taking control of my life
my life when I take means minimizing the
medication problems [ have because

Tve got manic depression. T
am choosing to control my
symptoms by using medication
and selfxegulation
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WORKSHEET 7.8.9: BREAKING DOWN TASKS INTO MANAGEABLE
CHUNKS TO OVERCOME PROCRASTINATION
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Step 2: Break the fask dow in to managsable chunks and rate chunks
from easiest to hardest (0-100]
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Stress and major life changes
Stressful expariences, for example relationship problems or
financial pressures, sleeplessness or shyness
Major ife changes, such as leaving home or bersavement

leading to

Emotions
Anxiety, depression, anger, guill, shame.
Negative beliefs about curself and others.

producing or causing
us fo notice

Internal and external events
Ambiguous or negative events, often involving other people.
Emotional feelings, anomalous experiences, arousal

leading to

Our explanation of events
Searching for undersianding; worrying about
what events mean
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If I sail over the edge of
the world | will die

We found objects from
beyond the edge of the
world and information in
the form of maps and
charts.

We helped you' under-
siand how your thoughis
might be influencing your
behavior and kesping the
idea of a flat earh alive.

Worying example
Worrying helps me
solve problems

We might ask, how do
peaple in general solve
lfe's problems?

What ideos/fechniques
are there 1o help/feach
you fo do this?

Do good problem-
solvers recommend
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WORKSHEET 7.5.3: DOING THINGS LESS THAN PERFECTLY WITH A
BEHAVIORAL EXPERIMENT

Whatis my perfectionist belif?

denty the prediction in genercl
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performance am | missing? (b} How can | focus my attenfion on things
other than negative flaws, .g. on noficing details around me?
Step 4. Record the cutcome of broadening your afention

1. Identify the area of perfectionism: Enferaining

2. Record negative thoughts and rafe strength of belief in them
The fact that | made o lopsided dessert means | am a bad host (90 per
cent

3. Ways fo broaden my aftention in the situation: (a] | am ignoring
that people said he food was good and they had fur; (b1 can focus
on conversations, ask fiends questions and nofice details around me
(e.g. color of my fiends' cufits

4. Outcome: When| consider the evidence, the dinner was a success
overall. Focusing on conversation and colors broadens my attention
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EXERCISE
THOUGHTS

LABELLING YOUR HABITUAL

Now fry to complete the following for your own habifual
patter of thoughts and feelings:

I am having  thought that (descibe]

I am having  thought that (descibe]






OEBPS/imagesb8/f0228-01.png
TABLE 14.4: MARIA’S GRADED EXPOSURE TASK

Step number Task/activity

Start: Least  Sitting on the side of the bath, fully dressed, holding on fo the
frightening  bath rail, feet on the floor

situation:

1 Sitting on the side of the bath, feet on floor, not helding onto the:
rail at least twice per day.

2 Sitting on the bath side, dressed, not holding on to bath rail.

3 Sitting on bath side, swing ane leg in. Pracise exercise fo help.
swing legs, especially the hips.

4 Sitting on bath side, swing both legs into bath.

5 Siting on bath side, swing both legs and stand in bath dressed,
Practise sittingtostanding movements

6 Siting on side of bath, swing both legs and lower selfnto bath
with stool in bath. Use grab rails to lift out

7 Getinfo bath filled with water and take bath on stool

8 Getinto and out of dry bath without stocl.

Most Getting out of the bath, wefll

frightening

situation:
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Foreboding:
IF I wory
about bad
things
happening,
they will
happen

All thoughts
are imporiant:
If 1 think of
something, then
if must be
important

Think about a couple of specific examples
of when this has happened in the past.
Was your worry an accurate predictor of
the future2 How well did you do predicting
the bad thing2 Think about all the fimes

this has happened and ask how good af
forecasting the future is your worry. Lef's test
it out. Start by worrying about an inanimate
object, your TV, car or MP3 player. What
would happen if you thought about bad
things happening fo these? What do you
find2 Then move on to thinking about other
things happening to you, and then to

others. Make sure you write down clear
predictions about what will happen, worry
about it in detail and see if this works

Wiite down all the little things you have
wortied about in the last hour. Now apply
the following criteria: the end of the world
is coming in half an hour. Which of these
things do you want to spend your fime
thinking about? Any, none, some? What
does this tell you?
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WHY WORRY Il QUESTIONNAIRE

Below are a series of statements that can be related to worry.
Think back to times when you worried and indicate, by circling
a number (0-5), to what extent these statements are true for
you.

tem Not Slightly Somewhat Very Absolutely

number atall e frue  true true
frue

1. I 1 did not

wory, | would

pawed | 2 9 48

iesponsible.

2. f 1 worry, |

will be less distuibed 2 3 4 5

when unforeseen
events occur.
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EXERCISE 5.2: CO.

Costs of worrying Benefits of worrying
about my health about my health
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Appraisal/Judgement: Write here the thoughts that went
through your mind, as dearly as you can remember
them.
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Inhibitions: Leave this blank for the time being.

Response: Write here what a video camera would have
seen you do and heard you say, as clearly as you can.






OEBPS/imagesb1/f0278-03.png
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More helpful appraisal/judgement: How else might
you have appraised the situation? To determine this,
you might like to consider the following: What errors
are you making (selective perception, mind-reading,
awfulizing, emotive language, overgeneralization)?

1f you had an all-knowing, all-wise friend, how would
s/he have seen the situation?
Is a reframing of the situation possible? (A glass that
is half empty is also half full.)

What would your cost-benefit analysis be of seeing
the situation the way you did?
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Anger: Leave this blank for the time bein;
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Appraisal/Judgement: Write here the thoughts that went
through your mind, as dearly as you can remember
them.
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Trigger — object, avent, sensation
Reading a headline about the Pope

Intrusive thought, image or urge
lasphermovs hovghtscbout Jesus Chts

Atteniondl bias
Tryto suppress blasphemous
thoughts and images

Avoidance and salety behaviors
(ivoid going fo church, falking fo priest,
reading anything about he church in
media, reading the Bible

Meaning of intrusiv
thought, image, or urge

“Vshall burn i
the devil’s

1l with
iples”

Compubions
Repeat prayer fo God
o forgiveness

Physical foslings / emofional reacion
Fanic, sweay, shaky
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The drain outside the house needs
fixing, there are hwo inches of water
everywhere whenevr f rains.

We've been invied fo have dinner
wih my pariner's boss, and | don't
wart 1o go

1/fel out with my neighbour.

1 have an iichy rash and the dactor
dossn't know what It s

My child is discbedient and gefing
info fouble af school

1 can't concentiate on work.

1 have too much work fo do.

My three year old watches too much
.

The house might be flooded or there:
may be a landslide.

My parier will go without me, meel
someane have an affair and leave
me.

They l make @ complaint and Il get
info frouble with e police and be
forced 1o move.

1 will die from some horrble finess.

11 be visiing him in prison, how will
1/t he visits in wih work?

1 lose my mind if | kesp worying.

Il lose my job and end up on the
sirsts.

'l have @ 20sione fesnager
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Inhibitions: Leave this blank for the time being.

Response: Write here what a video camera would have
seen you do and heard you say, as clearly as you can.
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Anger: Leave this blank for the time bein,
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Trigger: Describe here what a video camera would
have seen or heard. Include the day and date, but do
not put what you thought or how you reacted.
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More helpful appraisal/judgement: How else might
you have appraised the situation? To determine this,
you might like to consider the following: What errors
are you making (selective perception, mind-reading,
awfulizing, emotive language, overgeneralization)?

1f you had an all-knowing, all-wise friend, how would
s/he have seen the situation?
Is a reframing of the situation possible? (A glass that
is half empty is also half full.)

What would your cost-benefit analysis be of seeing
the situation the way you did?
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More helpful appraisal/judgement: How else might
you have appraised the situation? To determine this,
you might like to consider the following: What errors
are you making (selective perception, mind-reading,
awfulizing, emotive language, overgeneralization)?

1f you had an all-knowing, all-wise friend, how would
s/he have seen the situation?
Is a reframing of the situation possible? (A glass that
is half empty is also half full.)

What would your cost-benefit analysis be of seeing
the situation the way you did?
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Inhibitions: Leave this blank for the time being.

Response: Write here what a video camera would have
seen you do and heard you say, as clearly as you can.
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WWORKSHEET 7.4.1: BEHAVIORAL EXPERIMENT

1. Belief:

2. Identiy the predicton in general

3: Specify he prediction preciely (spacity behaviors and rate
intensity of beliefs and emofions|

4. Experiment

Results:

o

Reflection:

~

Revised belief:
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Appraisal/Judgement: Write here the thoughts that went
through your mind, as dearly as you can remember
them.
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Trigger: Describe here what a video camera would
have seen or heard. Include the day and date, but do
not put what you thought or how you reacted.
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TABLE 6.4 EXAMPLES OF HASSLES AND UPLI
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~ ke of o olenge ~ Being ononied
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Trigger: Describe here what a video camera would
have seen or heard. Include the day and date, but do
not put what you thought or how you reacted.
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Exercise 1: Building your compassionate image
This exercise i to help you build up a compassionate image for you
to work with, and develop key areas of your mind. You can have
more than one image ifyou wish, and they may well change over fime.
Whatever image comes to mind, or you choose to work with, note
that it is your creation and therefore your own personal ideal — what
you would really like from feeling cared for and cared about. In this
practice it is important that you give your image certain qualifies,
including wisdom, strength, warmth, and a nonjudgemental attitude.
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Box 12

Geoffrey’s plan for returning to work

My goal i

To retun to work as a salesman (or similar)

The date 1 aim to achieve this goal by is: Oct 2002 (9 months from now)

Sub-gaal I: Be able to cope
with'a full daily routine by
the end of February

«start by increasing activities on

days when 'm not at the centre
« increase activiy scheduling
«work on selfrégulation

Subgoal 4: Start reviewing
job adverts from May
onwards

« Order newspapers for Tues
and Thurs when travelling
salesman jobs are
advertise

« Send fora few of the
applction pacls o sce
what they re asking for

Sub-goal 2: Wiite my CV o
resumé, so that [ can apply
for jobs when they're
advertised, by end of March

«Get my old CV out and
update it

« sk Gerald fo show me
how o use his computer
tomake CV look

rofessional

« sk Bob to check it over to
see if it reads well

«Cel copies made

NB: Also start o work on my

selfesteern a bit more; I

need to come across a5 a

bit more confident at

interview

Sub-goal 5: Start applying for
jobs in June

«Make sure I've got an
inferview suit

«Keep working through the
things I did with Bol

«Keep working on self-
esteem

Have a fallback plan — even
if T get lots of interviews I
can't guarantee Il get
appointed — I need a plan of
how to spend mytime ina
‘meaningful way; also, | may
need to meet with a career
adviser or join 4 job club to
stast to think of any other
aptions for affer Séptember

Sub-goal 3: Rehearse
interviews with Bob during
April so that I feel ok about
the questions and can start
towork on my answers

Alo Feep woting on
self.regulation and self-
esteern

Sub-goal 6: June-Sept
apply for posts and attend
inferviews with view o
starting in October

Also - work out who to get personal
support from during this fime,
tculays [l probably

ave to have a few interviews
before I get the chance of a job
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CONTINUING TO DRINK | CHANGING MY DRINKING
BEHAVIOR

Benefits Costs Benefits Costs
Helpsme  Damoges my health Feel beter  What about my
unwind Affects my job Sleep betier fiends — willthey
Givesme  Affecsmymood  and feel find me boring
a high Affects my quality  more focused  How will | relax?
of sleep Have more

energy
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RESPONSE (WHAT DID YoU D0?)
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Avoidance gool

| want to give up smoking.

| want to lose weight

| want to stop giving all my
work fo my boss for her
to check.

| want to get rid of worry.

| want to stop telephoning
my husband when he's on
his way home

| want fo reduce the amount
| look into things before |
make even small decisions.

| want to reduce the worry
about my kids by 30 per cent.

Reframed or approach goal

| want to be able to run up two
Hlights of stairs without stopping.

| want to go for a 20minute
walk five times a week for the
next month

| want to handle routine things
more independently.

| want to spend more fime
reading

| want fo write some emails
and catch up with my friends.

| want to manage the
uncertainty by making
quicker decisions

| want to spend at least 20
minutes a day playing with my
children
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RESPONSE (WHAT DID YoU D0?)
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TRIGGER (INCLUDE DAY, DATE AND TIME)
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RESPONSE (WHAT DID YoU D0O?)
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TRIGGER (INCLUDE DAY, DATE AND TIME)
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RESPONSE (WHAT DID YoU D0?)
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TRIGGER (INCLUDE DAY, DATE AND TIME)
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RESPONSE (WHAT DID YoU D0?)






OEBPS/imagesb1/f0271-01.png
TRIGGER (INCLUDE DAY, DATE AND TIME)
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TRIGGER (INCLUDE DAY, DATE AND TIME)
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Medication ~ Lithium 600mg
Sleep Hours/Night
Other Symptoms/Behaviors:
Preoccupied by Religion
(Highs)

Worry about Money
(Depressed)

[ ife Events/Other Information

Mon Tue Wed Thurs Frid Sat

sun
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Table 16.1

Sleep checKlist

Tyes:

s your childs hedroom too hot!?

Is your child’s bedroom too cold!

. s your child’s hed

uncomfortable?

s your childs room too light!

s your childs room too dark?

s your childs room too noisy!

. Ate there distractions keeping

your child awake (such as tele-
vision, DVD, computer games)?

. s your child tired enough?

. s your child ‘charged up’ at

bedtime (from playing computer
games, watching DVDs, for
example)?

s your child drinking a lot

hefore bhed?

. s your child eatingldrinking

caffeine before bed?

. Does your childs body not know

when to go to bed!

Turn the heaters down. Open
windows slightly. Use a fan.

Turn the hearers up. Add a blanket.
Change the mattressfbed. Change
the bedding.

Hang a towel over the curtain or
invest in blackout blinds.

Use a night light.

The solution depends on the source
of the noise. Can you ask people to
be quieter! Can the room

insulated at all (such as hanging a
heavy towel over the window)!

Restrict their use or remove them!

Cu down/eut aut daytime naps if
your child has them. Wake your
child earlier. Build an ourdoor
activiry into your early-evening
routine (hut not tao near to
bedrime, s0 there s plenty of time
o wind down).

Restrict these exciting activities to
carlier times in the day.

Cur downjeut aut drinks in the hour
before bedrime. Make sure your
child visies the toilet before bed.

Cue down/eut aut caffeinated drinks/
foods (such as cola, chocolate) in
the hours before bedtime.

Make sure your child has a regular
bedrime routine (do the same things
in the same order before bed) and
goes to bed at the same time each
day.
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WORKSHEET 7.5.1: TESTING ALL OR NOTHING BEUEFS WITH A
BEHAVIORAL EXPERIMENT

1. Identify your all or nothing belief

2. Idenify your prediction in general

3. Spacify your prediction precisely (speciy behaviors and rate
intensity of beliefs and emofions)

4. Craate an expariment fo test your all o nothing belief

5. Record the resuls of the experiment

6. Reflection: what have you leamed from the experiment?

~

Devise a revised belief
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et aside 20 minutes per day 4+—————

v
Find @ quiet room where you

won't be disturbed

v
lie on a bed, o the floor, o si

on a comforiable chair To benelitfrom
relaxation raining

you need to leam
the art by practiing

v dail
Loosen fight dlothing e.g. bels, o

top, shit butons; take off shoss

v
Make sure you e comfortable
i.2. not oo hot/cold, before

beginning

v
Start the tape when ready; keep
o pace (don't be fempted fo jump
ahead]
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PROGRAM 3

Each day it is becoming easy
And my mind is becoming calm

So there are no good reasons to smoke
Yesterday's craving is gone

<oPm
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* what roponses

are giinate

Trigger

Customer comes o bar, leaves door

lightly afar, and theroby allows cold
draft on fo another customer

Appraisal/Judgement
He's lof he door open delberaioly
justfo anncy me and show me up in
ront of all the oher customers. ¥ |
don't react everybody’s going fo be
laughing bohind my back, or worse
sill o my face

inh
Partally overcome

1

Victm jumps fo his fod!, points finger

‘ot man who lef the door open and
verbaly abuses him

Mood

Just as when used
‘olloquialy, his
rofers o being in
a ‘good" or ‘bad"
mood.

like belefs, your
mood inflences
almost every
aspect of your life

The major infi-

ences on your
mood are:

st of health
«circadian
thythm
«oxercise

« nuifion

« consumption of
Coron s
«qualiy of sleg
iy g
«social factors
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Appraisal/Judgement meod.
He's of the door open dellerctely
Justto annoy me and show me up
becauso yeu front of ll the other customers IF |
e don' react everybody s going 1o be
laughing behind my back, or worse

« yourself and still o my face

chr peogle

i

aflect your

appratsal and

Jocgemen - « circadion
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at man who ot the door open and.
varbally abuses him
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FOOD:!

ltem

Coffee 5 oz cupl
brewed drip method
brewed percolator
instant

ez, [z
decaffeinated, instant

Tea
brewed (5 oz cup)
instant (5 oz cup]

iced (12 oz glass)

Cocoa beverage (5 oz cupl
Checolate milk beverage (8 oz]

Mik chocolate (1 oz)
Dark chocolate, semisweet |1 oz]

CocaCola (12 oz
Diet Coke
Pepsi Cola
Diet Pepsi
Pepsi Light

HE CAFFEINE CONTENT OF SOME

Average caffeine confent (mg)

115
80

65
3
2

50
30
70

4
5

6
20

456

456

384
36
36

Some weightcontrol aids, alertness tablets and diuretics also contain

significant amounts of caffeine.

Source: US Food and Drugs Administation.
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Belicfs

These willstem
from your up-
bringing and
axperience

These hav far-
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Customer comes o bar, leaves door

lightly afar, and theroby allows cold
draft on fo anofher customer

Appraisal/Judgement
He's lof he door open delberatoly
justfo anncy me and show me up in
ront of all the oher customers. ¥ |
don't react everybody's going fo be
laughing behind my back, or worse
sill o my face
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Partally overcome
V3

Response
Victm jumps fo his fodt, points finger
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verbaly abuses him
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Just as when used
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rofers o being in
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mood.
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Trigger
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Appraisal/Judgement
He's lof he door open deliberatoly
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ront of all he oher customers. ¥ |
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laughing behind my bock, or worse
sill o my face

inh
Partally overcome

g
Response
Victim jumps fo hs feet, points finger

at man who lef fhe door open and.
verbaly abuses him

Mood

Just @s when used
olloguiall, #is
reers fo being in
a ‘good" or ‘bad’
mood

Like belishs, your
mood inflsnces
almost overy
aspect of your lifo

The major inflo-
mood atel

«state of healh
«circadion

chytbm

«axercisa

« uifion
« consumpion of
cartain drugs
«qualiy of seep
«lifo shossos
«social factors






OEBPS/imagesb2/f0276-01.png
ONDINIHL GNV SLHONOHL DILVWOLNY DNIDNITIVHD €/Z A¥VIQ





OEBPS/imagesb1/f0118-01.png





OEBPS/imagesb4/f0137-01.png
(x001-0) (001 | wsuicuso uo x04 U0 i
ssapig oL uowews | wowews | uowssko % woyonisg

LHVHD NOILNILLV G3SNJ04-4135 DNIYOLINOW





OEBPS/imagesb1/f0109-01.png
O

Appraisal/Judgement

O

O

O

[—





OEBPS/imagesb1/f0118-02.png





OEBPS/imagesb14/f0144-01.png
2
3
4
5
6
7
8
9
0

Total amount of eep ver 10 days

My average dsep fime=

10

Amount of ime | slept






OEBPS/imagesb10/f0106-01.png
TABLE EXAMPLE OF JAY’S NEGATIVE AUTOMATIC

THOUGHT RECORD

Negative automatic Mood Evidence fo support

hought your belief

There's no poirt n going out  Sachess When | vert cut st Tsday
as | never erfoy . | believe  Hopelessness | felreclly il and went home
this is 90 per cent fue. early. (Cognitive eror of

overgeneralizatin?)





OEBPS/imagesb10/f0127-01.png
au 100 01 g u

ot asam aydoad soyy 1o od puo Y|
2 10 som Yl pwpuos o 1 epdoad o0 b
1w0p | 10q Buybno)  aq puo awnun 1o uay ‘papron st 11t vauw Buiow
%08 osom sipbousel ouog  eyousechs ol 09 %5/ vaym Buddoys ob
op
pooB 0 som [1yBroys 00 a4 e A Wepo0

aus 2 pp) s Ay spoa snoues 0 k0

%0/ ‘poueddoyBuyoN  sanuw 07 %06 | ey 03 oy o p Bupony
wawpadva {5 woydunsso para)

Jo swooing wouiadig ey Buequoydunssy Jowoyoq 19Bioy

VNIW :13IHSHIOM INIWI¥IdX3 TVHOIAVHIE 31dWVX3 :91°9 318VL





OEBPS/imagesb16/f0228-01.png
My risk list (as Box 1, p. 72)

Risk factors

1 Higherisk activities

2 High-risk situations

3 Higherisk events

Other important information

c.g. High-risk combinations

e.g. Protective factors






OEBPS/imagesb1/f0093-01.png
TRIGGER (INCLUDE DAY, DATE AND TIME)

Thursday 10 April. 6.30 p.m. | had been on at my daughter all
day long to tidy her room and she kept saying she would do it
in a minvte,_or a bit later._Then at about halfpast six | found her
sitting in the bath just washing her hair — and deliberately provoking

me, saying, What are you going to do about that then?”

RESPONSE (WHAT DID YoU D0?)

| really let rip. | shovted and screamed at her for = it must have

been fen minutes. She went really pale. and looking back at it
[ was over the top. But it worked_ she did tidy her room later

on.
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TRIGGER (INCLUDE DAY, DATE AND TIME)

Wednesday 7 June, 3.30 p.m. The boss asked me to go out fo

Scudamore Avenue to sort out a call there. The occupier wanted
some wiring looked at that they weren't sure was safe. The thing
is that the boss knew | already had plenty of work on and he
was just taking advantage of me because he knew | wouldn't
complain.

RESPONSE (WHAT DID YoU D0?)

| was just very short with him so that he would know [ was irri-
tated and thought he was out of order But | finished off the work
that had to be done in the base and then went off and sorted
this other person’s wiring out. And | did the jobs properly.
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RESPONSE (WHAT DID YoU D0?)

1 just blew my top at Phil and criticized him for his atitude. It
was fotally unfair_what he had said was just by way of banter

Me blowing my top was much more to do with my state of mind

than Phils atiitvde. But anyway | apologized to him later on and
things seem to be okay now, mare or less.
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TRIGGER (INCLUDE DAY, DATE AND TIME)

Wedhesday 27 July 4.15 p.m. There was no real trigger beyond

the fact that | was feeling very stressed out as usual. At work

these days there are just so many demands on me from so many
different le that | cannot possibly fulfil everything that e

body expects of me. Therefore, when Phil just made some throw-
away remark_that was the last straw.
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TRIGGER (INCLUDE DAY, DATE AND TIME)

Tuesday 3 June, 8.00 p.m. We were sitting, eating a meal when

t again, my husband was chewing his food so loudly that half

the street would be able to hear him. I'm sure he does it just to

annoy me, o at least he doesn't care that it does annoy me.
What he does is to get his mouth full of food and then spend
ages chewing every mouthful and talking to me while he does
it

RESPONSE (WHAT DID YoU D0?)

| didn't say or do anything, | just felt really tight inside. And |
dich't talk to him properly and | just felt sad being married fo

him. I've told him about it dozens of times before, so what's the

point going on about it again? But somehow it just symbolizes
the way he is — he doesn’t care about me, just about him.
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RESPONSE (WHAT DID YoU D0?)

| completely lost it. | shouted at him and told him to get out

of my sight. It took me a good half hour io one hour to calm

down at all. Even when he was upstairs | went up and told
him_again
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TRIGGER (INCLUDE DAY, DATE AND TIME)

Wedhesday 17 September. 5.30 p.m. lan,_who is 13, dropped
a coffee mug on the kiichen floor and it shatiered. There was no

coffee in it._just the mug = but that’ tvpical of him. He just doesn’t
care, he thinks money grows on frees and anything he breaks |

will replace.
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TRIGGER (INCLUDE DAY, DATE AND TIME)

Saturday 3 June, 11.15 a.m. The kids next door were playing
football in the street cutside. They had already been across the
lawn severdl times and finally the football hit our front window.
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TRIGGER (INCLUDE DAY, DATE AND TIME)

RESPONSE (WHAT DID YoU D0?)
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TRIGGER (INCLUDE DAY, DATE AND TIME)

Friday 28 February, 9.30 p.m. Several peaple had already come
into the bar and left the door open. We were sitting just by the
door,_three of us, and it was very cold outside, so there was a

draft when the door was left open. None of them gave a damn

about us, just marched staight in_and went up and got their
drinks. It wasn't until about half a dozen people had dene ihis
that | reacted.

RESPONSE (WHAT DID You D0?)

Io the first few people that came in | didn't do_anything. But
when the fifth guy came in | just got up and threatened him. |
stood in front of him and told him exactly what | thought of him
and his type so that the whole bar could hear. That was prefty
much an end to_the evening. The other two didn't really get
settled again and we went home afier about half an_hour.
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RESPONSE (WHAT DID YoU D0?)

| went siraight out, took the ball off the kids, rang the bell next

door and gave their mother a piece of my mind.
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BOX 7.1.3 DEFINITIONS AND EXAMPLES OF SPECIFIC
BEHAVIOR ASSOCIATED WITH

PERFECTIONISM
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| worry o
prepare me
for bad
things
happening

| worry o
prevent
something

bad from
happening

We cannot prepare ourselves for the
unknown. Write down one or two specific
examples of when you think this may have
helped you. How effective was it — could
this have been done any other way? Now
think of all the times you have done this —
would you prefer 1o follow the worry path
or use one of these alternative ideas you
have come up with?

The task here is to drop the worry and see
what happens. Does the bad thing actually
happen? Pick an easy situation first and
slowly build up. Make a ladder of
situations that are increasingly difficult. Sit
with the uncertainty. Realistically, how could
worrying stop something from happening?
What else might be involved? (Design a
pie chart.] What are the costs and benefits
of doing this?
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/) You have whizzed home during your lunch breck and are
quickly eating @ bowl of soup before rushing back o work, The
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RAZIA’S DAILY At TY PLAN

Time period  Adtivity
7.00a.m.  Get up. Do some strelching. Rest.
7.30a.m.  Shower and make a drink. Rest.
8.30a.m.  Walk the children o school. Rest.
9.15am.  Make breakfast. Rest 25 minutes.
10.30a.m.  Go to the shops for 30 minutes
12.30p.m.  Make lunch. Rest.
2.00p.m. Do shetches and relaxation.
3.00p.m.  Tidy living room. Visit mother. Rest.

400p.m.  Exercise 20 minutes; 10 minutes walk up shreet and
10 minutes back home.

5.00pm. | Frepams evening medl, fz. Cook med.
6.00pm. | Msal, and wesch TV wih faradly.

7.00p.m.  Help children with reading and getting readly for bed
by 8.00 p.m.

8.30p.m.  Tak to Hassian about family wedding.

10.00p.m.  Bedat 10.15 p.m.; use deepbreathing relaxation. If
wake, get up and try three stretches or relaxation;
maybe read for fen minutes. No TV.
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SAMPLE VALUED DIRECTIONS FORM

Area Valued direction

1 Infimacy (What is imporfant fo you in how you act | wanf fo develop a relationship
in an infimate relafionship? What sort of parimer do you  and be o good parmer and spend
want fo be? If you are not involved in a relationship  fime doing things together.

af present, how would you like fo act in a relation-

ship?)

2 Family relafionships (What is important fo youin  I'd like fo be o good davghter and
how you want to act as a brother/sister; son/ less dependent on my parents for
daughte, father/mother o porentindaw? If you are  suppart and to hel fhem more in
ot in contoct with some of your family members, e ftue. 1d ke o spend more
would you ke to be and how would you actin such time with my bothe; geting fo
a relatonship?) kaow im bettr

3 Social relationships (What is important to you in the ~ /'d fike to be @ good friend, more
way you ac in the fiendships you hove? How wodd  apen and avaiable fo my frends.
you bke your fiends o remermber you?  you hove no

finds, wauld you lie 1o have some and what role

would you lke in o Fiendship?)

4 Work (What is important to you in your work? What  I'd ke fo refum fo work and be
sort of employee do you want fo be? How importont  more approachable and hep
1o you is what you achieve in your coreer? What sort  make if @ more successful company.
of business do you want fo run?)

5 Education ond training (What is important fo you  To improve my future prospedts of
in your education or aining? What sort of student do  securing a betfer job in the future,
you want fo be? If you are ot in education, would  I'd fike fo do more management
you like fo be?) and IT haiing.
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TARGETS FOR THE NEXT THREE MONTHS

Please write down targets that you plan to work towards during the

next three months.

Write a detailed plan of how you aim to work towards each of your

targets.

Evaluate your progress at the end of three months and then turn to the

next page fo plan your targets for the next three months.
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Emotion or sensation

Sadness
Fear or anxiely
Boredom

Anger or fushafion
Happiness

Reseniment

Pleasure

Relief

Guik

Being carefiee

Hunger

Tiredness

An emply somach
Cravings

Feeling sick or dizzy
Pain or soreness

Warm and comfortable
Fidgety

Enjoyable tastes
Fesling fll

Makes you use
extreme activity plans

000000000000 O0O0000000

Makes you use
extreme eating plans

000000000000 O0O0000000
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WHAT IS HAPPENING
Has part in the school pla

WHAT SHE'S THINKING
Tcan'tdoit.
Twill forget my lines.
Everyone will laugh at me.
‘They'Il think I'm stupid.

/\

WHAT SHE IS FEELING WHAT SHE DOES
Asks if she can get out of
doing the play.
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B
7. Get nitable or aggressive
8. Shout ot my family
9. Want o be on my own — cold shoulder everyone:
10. Be nosty /srcasic/kind
11. Bully other people
12. Throw /bang things

C

13. Try and put it out of my mind

14.tide how el fiom cthr people

15. Hope for a mitade

16. Go fo afim or watch T to think about i less

17. Act as though it hasn't happened

18. Tokefo dinking, smaking or bingeing o foke
my mind off it

0

19. Tak o someone wha migh be oble fo give
athice or help

20. Analyse the problem and moke o plon

21. Moke chonges in how | do things

2. sk somenne or help with th procicl sde
o hings

23. Think hard about what steps to toke

24. Take direct aciion to get avound the problem

01
01
01
01
01
01

01
01
01
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16
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SLEEP QUIZ

People need less sleep in oter lf=
We tend o dlezp betier as the night goss on

We should fy to moke up for all our lost slesp on
subsequent nights

Dreaning ot is usually a sign of emetional upset.
Slesp is imporiant for cur merory.

The more sleep we can get, he better we will el
the next day.

Feeling iritable during the day probably means our
sleep qualiy is pocr.

Most aduls sleep 7-8 hours ot right.

There i really o such thing as ‘deep dleep’
Dayime fireciness may be an imporiant sign of a
sleep disorder.

Slesp problems usualy pass away quite quickly
Most pecple don't cope very well after @ bad
night's sleep

Slesping pills = addicive.

Toking a nap should be avoided i atall possible.
Life chonges can figger insomia

Some pecple seem o be able fo do without slezp
Depression causes insomnia

Id be better justgiving up because [ve red it ol
before.

True/False
True/False
True/False

True/False
True/False
True/False

True/False

True/False
True/False
True/False

True/False
True/False

True/False
True/False
True/False
True/False
True/False
True/False
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See my daughter walking out of the bathroom

v

Image of kissing my daughter’s genitals

v

Having this image means | must
wantto do it

T think Im excited and enjoying
the thoughts

)

Feel disgust

/[

1 must be disgusting Physical anxiety sensations

I believe

“Avoid being close
to my daughters

I'm a sick, evil
pedophile

More thoughts, think
that's why | haven't acted

i

Neutralize

TTeel ke
weird fother

1 become ‘aware’ of my
penis and wonder i |
have sexval feclings

Scan my body for
signs of sexual arousal
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TARGET BREAKDOWN SHEET

TARGET

TARGET

STEPS TO ACHIEVING TARGET

1
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WORKSHEET 7.1.2: SEIRMONITORING AREAS OF PERFECTIONISM

Over the next week, idenify examples of when your pedfectionism is a problem.
Step 1: Record boh the area of perfecionism and the particulor situation,

rd your thoughts. Ask yourself: ‘What was going through my mind?’
rongly you believe the thought: O per cent=do not believe at all

100 per cent=complich belice,

Step 3: Record your behaviors, What did you do?

Step 4: Record your eelngs. Bxamples ore: andous, sad) ongry, ashamed,
depressed, scared, embarrassed, initoted, happy, disappoirted, excited. Rate your
feelings: O per cent=no fesling; 100 per cent=strongest feeling.

Perfectionism

behoy 0-100 per cent]
Wotk sendng | Ihaveobe | Take Thorlo | Anous 75 per
anenalioa | pereclyclearand | check and keep cen
coleagie | s Tewordng the

t
wite the email or| | emal fo make

will seem incompetent | sure it is justright
(90 percent] | belore sending

Reflection on Worksheet 7.1.2:
Wht did you leam about your petfectionism by completing this worksheet2
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Steve's evidence i his log over tres days was

Monday I walked for six minutes today, one minute longer
than yesterday.

Toesday I prepared the dinner

Wednesday 1did my exercises. | feltvery calm after my
relaxation

Marios evidence in her diary was

Monday I managed a bad pain day beter by using my
deephrecthing and shetch exercises

Toesday el brighter so | put on my makep and feh even
betr

The Posiive Data Log will help ifyou fill in one eniry every day for ot
lecstfour wesks. This s because there ne=ds fo be a lof o evidence o
help you blieve il
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WORKSHEET 7.5.1: TESTING ALL OR NOTHING BEUEFS WITH A
BEHAVIORAL EXPERIMENT

1. Identify your all or nothing belief

2. Idenify your prediction in general

3. Spacify your prediction precisely (speciy behaviors and rate
intensity of beliefs and emofions)

4. Craate an expariment fo test your all o nothing belief

5. Record the resuls of the experiment

6. Reflection: what have you leamed from the experiment?

~

Devise a revised belief
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. Act only when carlain
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BROODING AND WORRYING SELF-MONITORING CHART

WEEK BEGINNING

Wiite in your most common brooding and worrying thoughts,
and tick the relevant column each time you have that thought, or
add the fotal from your tally counter.

Mon Tues Wed Thurs Fri ~Sat Sun
| brood about:

| brood about:
| worry about:
| worry about:
1 aitack myself

about:

I attack myself
about:
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Anorexia Bulimia Binge-eating
nervosa nervosa disorder
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Behavior

Beravir
Unintended
Uringended Comaqience:
Comaquence:
Urintended
Comseqence:
Seraver
Preoccupation
and shame S
about my
Grincended appearance,
consequence:
Uninended
Contequence:
Uningended
Comeqience:
Behavir

Beravior.
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Long-term coping strategies
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Advantages

1 Ifeel in control of myseff and my.
body this way.

2 No ane can think | am indulgent
or greedy when | look this woy.

3 People fake more nofice of me, |
get complimerts and afertion.

4 1 can wear clothes that | never
dreamt | would be able fo wear.

5 Things in my family have
changzd. They show me concem
rather than ignore me now.

6 When | starve, my mood
improves

7 Ny sefestze is beter

8 | have much more corfidence.

9 My body no longer feels
disgustng.

10 | feel pure and dlean

11 My sex drive has discppeared.

12 | can concentrate on work and
don't have fo bother with food.

13 The thinness profects me from
close relafionships.

14 If| have AN | get psychotherapy.

15 I can run easily, | dor't have fo
train any more.

16 My periods have stopped

17 Men pay me less attention. ff they
do show inerest it is concam.

18 | feel independent and fee this
way.

Disadvantages of AN

1 Although | dont edt, | think about

food allthe fime. Ifs exhausting

2 | have cravings about food which
are hard fo control,

3 1 om ferrfied that | might bings

4 1om cold ol the fime, even in the
summer.

5 Attimes | feel exhausted and
weak

6 1 om missing out on my old sccial
lfe because | cannot eat with
others

7 1 am more iitable.

8 My slesp is distrbed.

9 My conceniration ges bad
particulary ot the end of the day.

10 Ny skin s dry and itchy.

11 I wory about my frtly:

12 | wory about my bones.

13 | have become even more pre-
occupied about my body and
shape.

14 1 feel guity about being this way;
it is sef indulgent.

15 | cause my family a great deal of
worry and sess

16 | have to keep going to the
doctor.

17 1 am ferrified | may end up in
hospital.

18 Itis such an effort, can | kesp
going this way?

19 Ny mood crashes for no reason.
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STEVE’S GOAL LADDER

My goal is to wash the car by hand

Time: 8 weeks

Week  Activities fo Things that Things that
help me achieve helped my. blockedmy
my goal progress progress

St Dalywalkx 10 mins

Wesk 1 Relaxation and
breathing afier walk.

Wesk2  Daily walk x 15 mins.  Noficed my pacing  Handle broken,
Stieches x2/day.  was helping needed a new
Relaxation and progress. bucke.
breathing.
Fill he buce, lake
odive.

Wesk4  Daily wak x25 mins.  Foundusingthe  Carneeded

Stieches x2/day.  musicielalion  senvicing.
Muscle relaxafion. fapa really helphl

Fill he buckel, i, when washing lhe

walkfo the car, wash  bomnel

car bonnel.

WeekS  Dally wokx30 mins. | Rewarded mysaf  Bod pain week~
Sieches x 2/day.  wihabesr! asalback.
Relaxed muscles.
% fill the bucket,
walkfo the car,
wash car bonnet
and 2 doors.

Wesk8  Daily walk x30 mins.  Nicole my pariner
Stietches x 2/day.  made a cup of lea
Relaxation and and said What @
imagery. good achievement.
% fl the bucket wih  [ucky i's o wordoor
water, wak fo e car, carl
‘wash car bonnet and
2 doors and rock
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PROBLEM-SOLVING IN ACTION: EXAMPLE (1)

Problem definition
Difficulty coping with inconsiderate lodger.

Alfemative solutions Evaluation of alternative solutions

(Think of at least (What is a possible outcome:

three) of each alfernative solution?)

1 Put up with it. 1 | need the money from rent.
Inactivity is unlikely to help.

2 Ask him fo leave and 2 Next lodger mc(y be no better.

find @ new home. May not find one for a while
which would lead to money
problems.

3 Discuss problems 3 This will kill or cure problem.

with him.

Decision on best solufion
3 Discuss problems
with him.

Make o defailed plan
When he returns home from work, say that | would ke to speak to him
at his convenience.

Discuss the points that | find difficult about him.

Agree that we can review the situation again in six weeks.

Evaluation of plan
Worked well. Agreed to speak in six weeks time.
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Behavior
I check my featurels] in mirrors
I use @ particular light to check my featurels in @

mirtor [please specily

I check my featurels) in cther refiecive surfaces, =.g.
cullry, windows, CDs (please specity]

I check my featurels) directly by looking at it/hem
without  mirtor,

I check my featurels) by taking photographs of myself
I check my featurels] by feeling it/them wih my
fingerls!

I compare my featurels) with others in magazines or
on television and fim

I compare my featurels) with hose of cther people
| meet.

I compare my featurels] with old pictures of mysel

I pinch the fat on my skin

Frequency
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Problem reaction

Amiety in the sires!

Overealing

What makes sense

of this (Person 1)

I'm afiaid that Il pass
out

1 just wan o put hings
out of my mind and
this helps

What makes sense
of this [Person 2)

'm afraid ofhers are
locking af me and thinking

badly of me

1 feel nervous and this

calms me.
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Make sure
they don't hurt
themselves

kiss them

Tisten to them,
pay them
aftention

Giving them
my fime
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Box9  Geoffrey’s cost-benefit analysis

Advantages of taking
lithium

* Treatment keeps me out
of hospital

© My family are less worried
when I'm on lithium

* Tknow I'm doing
everything I can fo keep my
illnss under control

* It scems to be working for
me; T've been fiee of
episades for two years

Disadvantages of taking
lithium

© I hate blood tests

« I've gained weight as a
side-effect

« Lithium can be toxic; for
example, you can get
Kidney damage if the
blood level is wrong

Advantages of
lithium

(OT taking
* have fewer things to carry
around or remenmber

 I'm in control of me, not
the tablets

Disadvantages of NOT
taking lthium

« There is a greater risk 11
have a relapse

« Imight have to go back
into hospital which may
jeopardize my job

« If my wife finds out
she'll be upset

« The doctor has
expressed cancern for my
well-being f I don'tstay
with medication

* Once when [ was
depressed, I wanted to kill
myself - if was very
frightening and [ don't
want to go through that again
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TARGETS FOR THE NEXT THREE MONTHS

Please write down targets that you plan to work towards during the

next three months.

Write a detailed plan of how you aim to work towards each of your
targets.
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Severity rating: 0-10 (10 being most severe)
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ACTIVITY PROGRAM

How often should I review my program?

Reviewing your program each week will help you to assess your progress,
even hough you oy make changes o f o, 207, once a formgh, o once
a month. From now on, set cxki.\ 15-30 minutes a week fo review your
homework and to plan your next activity program.

Remember to make time for relaxation, with no specific activity allocated.
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CHRISTINA'S HIERARCHY OF EXPOSURE TO FEARED

TRIGGERS

Trigger (object, place, person, situation): Estimated
distress
{0-100}

Going out o the local pub without any makeup on 100

Allowing my frisnds fo see me at home without makeup 80

Allowing my parents fo see me at home without makeup 80

Going out o the local pub with only foundation 80
Allowing my frisnds fo see me at home with only

foundation 80
Going for a whole day without refouching my mokevp 80
lacwing the house without my makeup 80
Walking to the local shop without mascara 80
Wearing an eye<aiching fop fo the shopping centre 70

Standing six feet away from the miror without checking 70

Ty fo group the aclivifies you fear under different themes (e.g. infimacy,
social sitations). Then, witlin the themes, fry fo put them in order of
how much disiress you would feel i you experienced each frigger.
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Table 13.1 Common problems that parents face in overcoming their

child's fears, worries and anxiety

Problem

Tips forfinding a solution

1. Practical problems

(1) L don't have enough time to
do the exercises.

(i) s quicker (easier) to juse

do something for my child, rather
than try to get him or her to

do e hime or herself

(ii)  don't know when to push
my child. Is he or she anxious or
i he or she not interested?

(iv) Other family members have
different ideas about what is the
right thing to do.

(v) When my child ‘acts up’ [
don't know i this is because he
or she upset o being diffcult.

(vi) Pm not there at the times
that my child worries abou

(vii) It scems unfair to my other
children to be rewarding one
child for doing things that they
doall the time.

(viii) We know what our child
needs to do to overcome his or her
fears, but thase situations just don't
happen very often in everyday life.
2. Personal problems

(i) Ifind it hard to keep motivated
to keep ‘pushing’ my child

(i) I can't help worrying about
how my child will be able to
manage if [ give them a push.

(i) I¢s hard to push my child to
do something, when other
members of the family have the
same problem and aren't doing
anything about it

Tiy ‘problem solving.

1 this really true when you think
abou it in the long term as well as
the short term!

1 there a serregy tha you could
use whatever the reason (such as

rewards)!

Tiy ‘problem solving’. Could you

share orher chapters in this book

with your family?

Again, s there a serategy that you
could use whatever the reason (s

as rewards)? Abo see the Chapeer 17
on overcoming diffcult behavior

Tiy ‘problem solving.

Tiy ‘problem solving. I there
anything your other children would
benefit from being rewarded for?

Tiy ‘problem solving. Also think
about creating the right
apportunities.

See Chapter 12 on managing your
own ansiety. Try ‘problem solving.,
What is ic that worries you? Could
there be another way of thinking
about this!

Tiy ‘problem solving.
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WORKSHEET 7.5.4: REDUCING THE AMOUNT OF TIME SPENT ON A
TASK WITH A BEHAVIORAL EXPERIVENT

VWhat is my perfectionist belif?

dentiy the prediction in general

Specify the prediction precisely (with rafings from G-100 per cen

Experiment:

Results

Reflection:

Revised belief:
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Situations where she felt her true (bad) self might be exposed, or
had been exposed

Situations where he feared he might be unable to meet the high
standards he had set himsel, or where he encourtered criicism
Noticing that she had gained weight, o needing fo buy clothes
and fecring that she might afract stares o not it nfo the size she
thought she should be

Feeling high levels of energy and emofion fincluding positive
emofions]; encourtering any signs of disapproval

Situations where he was vulnerable to aftack or rejection, including
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QUIZH

You might want to complete the following quiz to help find out the areas in which
behaviorsassociaied wih perectonism are o problem bor you. You can alo se
some of these questions as the basis for your survey (see Section 7.3) if they are
relevart.

Answes the following questi
1 =never, 2=rarely,

Home
1 How ofien do you spend more than five minues making the bed?
2 How olien doyou spend more than 20 minves ceening the kichen?
3 How ofin do you clean behind th fidge?
4 How ofien do you vaow the bediooms?
5 How ofin do you do clean the windows upsiairs2
& How ofin doyou ron undenvear?
7 How often do your standards interfere with the completion of household chores?
8 How often do you thoroughly clean the oven, including the racks?
9 How often do you check the cleanliness of your house over and over again?
Work
10 Howofien do yeu put o deing vk because you'e afad of faing /nct
doing it right?
fien o you find i ficutsorting asks because you're faid of g of
not doing it right?
12 How ofion do you check your work for misokes?
fen o you prociostincie because you know that you're overly orough

and the task will take a long fime?

fen do you Find i dificu compleing fosks because of your sandrdk?
fien do you work ovetim plete a fask fo make sure itis right?
16 How ofien do your standards inkerfere with the completion of o task?

n

13

Sociol

fien do you uminate about past social interactions?

fien do you arionge sociol mestings?

fien do you avoid social inferactions?

fien do you check ot reassurance from your iends?

fien do you put interactions by doing other fasks2
fien do you soclalze wih groups ger han two people?
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EXER! NEGATIVE BELIEFS ABOUT WORRY

What are your most important negative beliefs about the process
of worrying? For example, Too much worrying will make me
more stressed and make me .’





OEBPS/imagesb29/f0113-01.png
fat samsue ppnos
130 ‘uonsanb
©pe pip [

o “prey sews
puy ey

1aypea a1 ploy
pue &jrea ur s |

31 3noqe yonur
o5 &uiow upiRos Ajgegord

1 pue Funga swes g op po>
[t 13 5012 337 30U pue.
PuEEIZpUN pInoAs 1atpa1 A
sansue e o] 39pIp

141 52yoe1 s o Bupyjer
passertequia nq € 22y p

st sep 107 p
1903

fyddns e aq 31993 1eq)

ssep arcyaq 1oyaea)
01 yeads e duu(





OEBPS/imagesb9/f0158-01.png
Scene 1:

Scene 2:

Scene 3:

Scene 4

Scene 5

Scene 6:





OEBPS/imagesb7/f0105-01.png
s ms| m w ew o w| ws | ws| wm | w en | w Y,

BunuBoq By
pIoD81 JUBWBASIYD JaBID |





OEBPS/imagesb6/f0147-01.png
Misjudgment

Distress





OEBPS/imagesb5/f0091-01.png
Diefing

Purging Binge-eating

Depression





OEBPS/imagesb4/f0098-01.png
Second feature

Third feature

Fourth feature

Fifih feature






OEBPS/imagesb3/f0086-01.gif
My anxiety-provoking My distraction
situation(s) technique






OEBPS/imagesb30/f0279-01.png
N0 sy1 259 | pnod Ao

suonenys s ur araw Ao
313N 250 att0atwos ppnom

480q AUIES 2t U1 seAr 35[0 A0S
1 Sumaddey sea un | pros ey

10y suosear 1o Kue

2q a1t pinoa “uaddey pip — 31

suaddey pno>
as SurgAue e surdeun | uey






OEBPS/imagesb2/f0147-01.png
Feelings
Behavior Thaughts

Mood Relationships





OEBPS/imagesb3/f0135-01.gif





OEBPS/imagesb4/f0102-02.png
I
o
~
Lo
o
~

TR SN M T T
Ve Slight e [






OEBPS/imagesb8/f0113-01.png
MARIA’S REWARDS AND ACHIEVEMENT LIST

Pleasurable rewards

fewed heving he granlkia o the
wodkrd.

Usesd o g o el sy e
Going on holiday fo Spain.
Incking a phete alums,

Going dancing.

Anice cup of feq.

A by ol dork checkie.

Wonder n he gande.

Long, hot bath with nice bath oil in it

unch with my daughier.

Sense of achievement

Baking for family.
Finishing the ironing.

Having the best display of roses in
the garden.

Taking pride in doing a good job at
work.

Paying for our holiday out of my
wages.

Passing the beginners' computer
course.





OEBPS/imagesb9/f0208-01.png
Situation:

Irrational thoughts:

Challenging thoughts:

Positive thoughts:

Situation:

Irrational thoughts:

Challenging thoughts:

Positive thoughts:





OEBPS/imagesb10/f0045-01.png
Sensations.
i spaced ou, visual

distrbances, rumb \

Increased worry/
apprehensiveness
(Whats happening 1o me?)

~

Negative interpretations of the sensations
I am going mad + These are early signs of schizophrenia »
Ihave a broin fumour + There is something wrong with me






OEBPS/imagesb29/f0085-01.png
Lo v sy, 01 ppy>
A pasclje pue yorg pooig
omEns S Ut Py A
N0qE SAOM AW AN
wonEs 211 Woge sy uwo
S poReu | M0y panoyg
prmare prau0

astead

Sypads pur wa) axery
Swynou asnvaso

puy ppyp 4w padiopy
aygnoq

Snorus moqe pagsy
aauemmssear 1m0

Y iop 1 PP YN iop ppy> €t pp a0y
awoom  oN g asuodsay ouegag a1

s pip [ uoym pau
a

J0TARYq SNOIXUE 5 p[Iy> Aw 03 Sutpuodsay g AqeL





OEBPS/imagesb2/f0173-01.png
Focus solely on negative
aspects of body
l «+——— Perceptual error

I feel my stomach sfcks out
and looks 5o fat

l «——— Thinking error
My stomach IS so fat

Media | Thinking error
image of Worrying intensely about somach
the “ideal

fot can lead fo generalization
body
l «+——— Thinking error

Perfectionism | am so fat and ugly, | am lumpy
all over not ke TV models
<« Thinking error
Sefconfidenc then becomes
<eriously undermined





OEBPS/imagesb3/f0191-01.gif
- | putw inok yBnoy
Sugesos | 45w obueyey nok ueo mop | seseia Bupiu | Bunery | Buob semieum | own ‘oieg

owed ainjosay | ssouspomiepoy _ wied ‘ssansip oN
oo 6 8 L 9 s v & & ¢t

ofes Buyolio} oy} uo ssansip Inok erel
“Sjena] sSeuSIp INOA ejeIe) ‘SPIEMIBRY “SIUBNO)
Buponoid-ssans 1ok aBuseyd ol A1) pue Seseiq Bupjuiy) 10) 00| Uay "SSaxISIp eyl paseb
611 S9BBWI 10 SIYENOUI 1eym 810U PUE (0L—1) SBUIISR) JNOK J0 A1UeASS BU) Bl “JoIe] SiiEIep
a1 19640j o) f5Eo 51 Se jaIssod e SSauSIp J0 6L By} O} JEBU SE A BU) BS1) ‘SNOKUE
10 peusiyBuy ‘pewiom Aseinosed (eef oK UM Buriou ‘AEp B8 S|ers) SSaiis InoK JOUUON

zhma






OEBPS/imagesb4/f0109-02.png
0 1 2 3 4 5 6 7 8
L I I I I I I I I

Notatal  Slighy  Moderately  Markedly  Extremely






OEBPS/imagesb28/f0106-01.png
How much doss worry inerfere with my relafionships?  Date,

Nt ot ol Inarferes @ grect decl
0 10 20 30 40 50 60 70 8 9 100
What problems does this cause?





OEBPS/imagesb25/f0157-01.png
TRIGGER:
Mail arrives

Appraisal:

Oh no, there's going to

be bad news, | won't be
able fo manage

Stress:
Feel fense,
anxious, nervous

Stress:
Tension and
anxiety increases

Behavior:
Avoid opening
the letter

Appraisal:
I'm so pathetic, | can't cope with anything,
everything will go wrong





OEBPS/imagesb24/f0070-01.png
> Fear of blushing ———

Feel self-conscious Ty to hide






OEBPS/imagesb26/f0046-01.png
Your needs: What do you What changes
already do? would you like to
make from now
on?
Nurturing
activities
Holidays and

other escapes

Creating
meaning in your
work and life

Challenging
negative beliefs
and assumptions

Social activities






OEBPS/imagesb28/f0264-01.png
Belief/Rule

Worry will
drive me
insane

Ideas o help you challenge your rules and beliefs

When was the last time you thought this2
How did you stop yourself from going
insane? IF you vsed a safety behavior (e.g
counting, making sure you can still read,
doing sums in your head, etc.), then could
you drop this and find out what happens2
Then focus on a smaller worry fo start with
and see if you can actually drive yourself
insane (we wouldn't be suggesting this if
we thought it might workl). You may want
to do this first with someone around, but
then do it alone. Then pick  larger worry
and do the same. And so on. Be aware of
anything you are doing to keep yourself
from going insane. You need to find out for
yourself that there is nothing to be fright-
ened of.





OEBPS/imagesb2/f0219-02.png
‘Worrying
unnecessarily

seing casly " Mind
soted ¥ g
b
CHANGES IN
THINKING
Fdginess re Iribilty

v
Dread of something
terrible happening,





OEBPS/imagesb16/f0118-01.png
INFLUENCESINCLUD]
INDIVIDUAL'S OWN IDEAS - General views of
medication, or about themselves
SOCIAL FACTORS - Views expressed by others

ATTITUDES & B FS ABOUT MEDICATION
FORMOOD DISORDERS

PERCEIVEDTHREAT:
INDIVIDUAL'S VIEW OF LIKELIHOOD OF
MOREEPISODES, SEVERITY & CONSEQUENCES

BENEFITS OF
versus
BARRIERS TO
TREATMENT

CUES or REMINDERS

TOACT:
Eg. increase in symptoms

LIKE]
ORF

IHOOD OF TAKING MEDICATION
GAGING WITH TR IENT






OEBPS/imagesb20/f0056-01.png
BOX 4.1: SOME OF THE REWARDS OF PERFECTIONISM

Reward Descrpton Exmpk

Socioly condoned  People are proied ond ‘She’s amazing — | cbn't
rewerded for werking hord  know how she does it~
cnd having high sondards famil, werk,fcy home

She's rely sypervioman’

Givessiucwe  Eachdoy isfocusedon  Hestor werkat7am., has
achievement ahalfheur lunch breck and
dossn't come heme untl &
o, by which e the kick
cre abeady i bed'

Givessensecf  Each doy fs preccioble 1strt by vouuming the
confol house fomtop o bofom and
idying away s | go. know
that everyghig i n s plce
and I con go about he day's

busines hen’
Brings Hord work bings One ofhe crterta for being
achievemens  achievement and seleced by McDonakd’s o
tecognifon from gotathe Befing Olympics
colleogues such os was tard work'
“employee of the mont
Awidanceof  Spending fme svingfor Twon' leave the chikien
fecred people/  achievement eaves e wih @ bobysiter because
shations imeforsocializngor being that' nof“being @ good
innew stions hat may  mum” soll never go cut
provcke amiely pertes unkess my parents can
babyst’

Awidance of  Many peoplefear hothey Tve dene realy wel but s
discoverng fecred ol do wel because ey cnlybecause | fain sohard —
aspectsof el work hard and thatsuch  harder than al he cther
work compensates fora  ihlts. fm sue | woukd do
innale lock of bty muchworse Flddnt otin o
much efft. | con't hove real
nctu lent ke some ofthe
ihers’





OEBPS/imagesb18/line.png





OEBPS/imagesb18/f0153-01.png
(Rgarxu fo
7¥2Mm YoM 12021 45048 = 0T
[ “Rprxuv ou = () uopnys
Susgus up ofumngd (01-0) Sunry

suoypnyis Bupjorosd-Ajpixun jo isi]





OEBPS/imagesb4/f0117-01.png
SAMPLE VALUED DIRECTIONS FORM

Area Valved

fion

1. Intimacy (What is important 1 want fo develop a relationship
1o you in how you act in an intir  and be a good pariner and
mate relationship? What sort of spend fime doing things

partner do you want to be? If together.

you are not invlved in a rel-

fionship at present, how would

you like to act in a relationship?





OEBPS/imagesb3/f0202-01.gif
doos | NAWGed | seposide
gOumy | 1By | wnow | deosioupmoy | Buem soon | ewa

_..:?eaim‘\‘ _ oousuuopied oieiopo aiﬁ%&.sa
o & 8 £ 9 s v € € &

‘eoueOPRd T
voghon _ WepAqeuoseey vofe fe 18 1N
[ 6 8 £ ] v € 2 T
‘sseupely '}

‘se[eas Buimolio) euy Buisn *(z Buey) Aep ey} Buunp peusiopied
oA oM Mo pUe (1 BueH) SSGULDFE o [0A) IN0A BT PUB PEy ok daers Sinoy AU oy @10u

U "aidurex 1o “dess 0} AIGE INOA 108} IUBILI LM SIUBAS AUE 810U PUT S1Ep Su} PI0JSH
v kg






OEBPS/imagesb10/f0101-01.png
Sensations

|

‘Appraisals of the sensations






OEBPS/imagesb17/f0276-01.png
Chess
Walking
Swimming
Jogging
languages
Enamelling
Martial arts

Tennis
Quizzes
Gardening
Wine tasiing
Mecharics
Anfiques
Reading

Football
Baking
Decorating
Cycling
Raquetbal
Astronomy
Wiiting

Dressmaking  Saling

Flower aranging Fihing

Pottery Painting
Motorsport Singing
Basketball Pets

Jowellery making Cooking

Veluriary work  Drama





OEBPS/imagesb2/f0269-01.png
DIARY 1: MONITORING YOUR EATING

Date: Day:
Por Vom lax | Ex

Breakfast

Snack

Lunch

Snack

Evening Meal

Snack

Totals.





OEBPS/imagesb13/f0146-01.png
(001011 (spoupq Bupes s

P Aot o pun g Ay 0 sy om0 e | oy  uoydosp
K 1 50 01 g g | 10 SAOUNL) G 0 YL i kS (4001-0) 050 0410 64 i | 0 PP “Woyh 4k 0 “no ‘o
0 vy o Buped wo oy p | o oy Bupyed uo | Boopmoy £ | gl Buped ) Gussousp Ay Z | ‘weyn o) paunid oy oL |

04 SINIWRIIX3 40 GHODIY €'Z ISDUIXT





OEBPS/imagesb30/f0033-01.png
Thought

The other children don' want to

play with me.

Behavior

Stands on the sidelines

and watches.
Tries to avoid eye

contact with the other

children.

Phy
Heart beats fast,
butterflies in the
stomach

Feeling
Ansious,scared.






OEBPS/imagesb8/f0085-01.png
MEDICINES USE DIA|

Situation

Rozia

Who am | with?

What am | doing?
When2

Where? [place)

What mood at the fime2

What am | doing?
When2

Where? [place)

What mood at the fime2
Who am | with?

What am | doing?
When?

Where? [place]

What mood af the fime?

What am | doing?
When2

Where? [place)

What mood at the fime2

What am | doing?
When?

Where? (place]

What mood af the fime?

What am | doing?
When2

Where? [place)

What mood at the fime2

Pain level
(0=no pain
10=worst
pain ever]

Bxample: 8

With son

Washing dishes

2pm

At home

Cross and worried

Type of
medication
and how
many foken

louprofen
400 mg
Paracefamol
x2





OEBPS/imagesb6/f0151-01.png
- -

Success or Failure
aJ =]
Trustworthiness or Unrustworthiness

or are there areas which | am not noficing?’

a. o e

Success/Near total success/Partial success/Perhaps not great/Partial failure/Failure

a =
Totally tustworthy/Mostly rusworthy,/Trustworthy with minor things,/Unirustworthy





OEBPS/imagesb13/f0139-01.png
wn ion0
saseaioap sziemu
01.96in o pue
femu & wm uew
saun; poonpa:
Aemuans axuy

E I
Aoy ey

noge
sousom

pa1oBBL oyeisaiop
uoIS59590 - uonuaRIId
osuodsa pue ainsodx3

/

inomeuyoq feges e
10 jemu e 1oum
fymors sonps

o1suibeq Kanuy

\

foueseseanap
[ —n——
sBuppauy






OEBPS/imagesb5/f0106-01.png
Weignt (kgs|
© o0 7 w2 W e

Height (inches]

@
@
E
80 100 120 140 160 180 200 220 240 260 280 300 320
Weight (Ibs)
1 [ Dsfiniely underweight

2 17 Dasiable ranga for health
310 A il overwaighi, but not likely 1o offect hech
4 1 Ovarwaight. Haalh could ba achersaly affeced

190

o

Height (centimeres)

5 Il Considerably overwaight. Definitely af medical risk and in need of reatment





OEBPS/imagesb4/f0099-01.png
o 1 2 3 4 5 & 7 8
T S S M SO T

Nt o ol Sigh Moderat Natked v

il U PR ot AP o PO

oo s hon Songercbont angarabour  rangr poi
P et ol S s LA oy St s





OEBPS/imagesb3/f0091-01.gif
[ zpura ok uBrom
Bugesoy | s oBuoeUO NOK B0 MOH §5§_§...:?§ BuioB sem wup | own ‘oieq

owed ainjosay ___sseusp ojeiopow wreo ‘ssensp oN
oo 8 8 £ 9 s v & g ¢t

:6[e0s Buimojio} s uo ssaisip 1ok eley.

“sjena] ssexsIp JnoA elesel ‘SpIeMIBRY ‘SiUBNOUl

Buporoid-sseus Inok eBueifeyo o) il pue
-1 sebew 1o syyBnout Jeym ejou pue (04-1)
‘ou1 19610} 0) AsEo 51 1 SE 0/qISS0d SE SSEUISIP.
10 peualyBu; ‘poiom Azeinaiiied (86} NoK UL BUOU 'AEp LOE® S{ers) Ssalls InoK JOYUOW

zhma






OEBPS/imagesb2/f0153-01.png
SAMPLE DIARY

Date.
12.5.09

14.5.09

15.5.09

Emotions

Disgust/
anger
at myself

Fear/panic

Ashamed),
miserable

HALLEN( IG AUTOMATIC TH! HTS
Siuation Aviomaic fhoughis
Siting alone | must not eat
in my room anything temorrow.
after edling fo make up for the
some chocoldle  pig out | had fonight
Siting in the People are staring ot
dining room ai me because I'm so
lunchiime fat and ugly

In a department
store fying on
a dress

Ifl can' fitasize 10
I must be overweight

ook so fat n tis
dress, | may as well
go home





OEBPS/imagesb11/f0112-01.png
TABLE INTERNALLY FOCUSED BELIEFS

About the self About others Future and goakocused beliefs
I am @ nuisance fo others Other people are easily upset | am unlikely fo get the

1 stop peaple doing what they a0t become cical corfidence to do what | want
want o do Other eople e more pover- 12

st notdoanghinghat 1l thon me andcon e Myt ey depncenton
couldpush them away Peapledon't el wont e 1ow | eton with others

1 mustbe fo o what they~ 00und

want me fo be Other people won't folerafe or

Eresing ager and/or 1Y 1o understond myfelngs

asserfing my needs could lead  Other people may act ice bur

o tejection they think different things

1 must be grteul forove~~ Underneath

1 am 0 bod /ungrateful person~ Ofher people fink | am
i express my dissafisfacions ~ Sefcentn some way





OEBPS/imagesb20/f0269-01.png
VWORKSHEET ©.2: PROS AND CONS OF CHANGING PERFECTIONISM

Advartages of nat changing Disadvartages of not changing
my perfectionism my perfectionism
Advartages of changing my Disadvartages of changing my

perfectionism perfectionism





OEBPS/imagesb9/f0178-01.png
N o ¥ o N @ o O





OEBPS/imagesb16/f0165-01.png
My idea: Give up work and use the money I get on leaving to buy a farm

Reasons for acting on my idea
(benefits to me, constructive
aspects, gains)

Reasons against acting on my idea
(risk of harm to others, destructive
aspects, losses)

I've always loved the idea of living
in the country

I can leam a whole new set of
skills and become a farmer

I'll be able to do what T want, Il
be my own boss and make lots of
money for my family

My wife prefers living in cities

The children would have to leave
school in the middle of their studies

My wife and children would leave
all their friends behind

Idon't know the fist thing about
funning a farm

‘There may be tensions at home:
My wife would also have to leam
new skills. f she doesn't want to
do this, it will damage our
relationship

My wife and children might not
agree to move to the country

Farmingis actually a very busy job
and some tasks have to be done at
Set times, so T may have less
freedom than I think

Lots of people are struggling to
make money in farming

The thing I ke best about the
countryside is visiting it; that
doesn't mean I would enjoy
working there

Conclusion: Istill think I want to live in the country, but I may not actu-
ally want to run a farm. Use 45-hour delay and contact Ruth and Mark

(third-party advice).






OEBPS/imagesb24/f0063-01.png
Imngger situation

, Activates beliefs and assumptions

—_— NT .
\ The situation is perceived as ‘socially dangerous’
ve y
\

\ - Ln \

\ Sclf—ummnusncs<

Attention focused on self
b

Safety bchavmrs%&gm and sympfm—m

of anxiety





OEBPS/imagesb29/f0222-01.png
ipousddey ey

01-0 210y
fuepd s st
pocd sop]

((mmay s uy Kaspxue
onfsar A o juas Suop g up ua
Py 2u0ys ap ) juonnjos s

wedsp s asoya g uaddey ppnos ey

(iInpapuos 10 prras.
oy oew ou) suonnjos jwajqoid
aqussod o easr] s

Bumjos wopqorg 7701 AEL





OEBPS/imagesb26/f0206-01.png
“weiBoid uonesoises desjs paziienpiaipul
umo JnoA dn pjing ‘Aem siy uj ‘seiBerens [nydjey eyy deey pue seuo njdjeyun ey piedsiq “desis
AnoA uo Joeye eAlsod e 8ABY 1,UOp Jey} 8soy) pue [njdiey eq o} Wees yoiym saibajens asoys 8oN

svezt svezt fepung
svezl svezl fepinies
svezt svezt Aepuy
svezt svezl fepsinyy
svezt svezet Aepseupom
svezt svezl Aepseny
svez svezt Kepuow
(pasal
-lloM =5 0} (poxeies
auBluisel | 12 1e peises jou fion =g o) esuey
deejs hw [ = | woy euo (sinoy | :deeys o) fuen = | woy
Uy ow Buyouo Aq /enuw) | xoeq | :(ewn) e auo Buyoio Aq
pedieu | ©1005 eyeolpu) | 12 oo | 0| 19601| evomi|:ewnie| ei0seieopu) [ :pesn
Bumolo} Vey|'dn| Buwow| eyewe| uewel|wuBuew |desisor|  yeyldesis o} | eunnos
ouL| ovomiueum|  suL| pekersi| uonoy| Bupng| wemi| 1wem|eioeq |ewnpeg feq

“Bupfem Jeye SeInuIW 0Z—G | INOGE IO |
Buuoyuow-des|s 1noA Buunp Aep Aieae yl esn JeIndwoo InoA 0ju 1o 3o0gejou inok ojul oy

0} Jaquiswal pue pouad

n Adop

Boj Buidea)s e Bujdea) :1| esiosex3






OEBPS/imagesb2/f0205-01.png
Teacher gives out inappropriate,
excessive amounts of work

/ How can yiurespend? \

Aggressively Assertively Non-ssertively
You have some Youve given me work  OK, Il do . | uppese
nerve giving the nct related foyour you have a reason,

this ameurt of chass. | would have 1 ot suppose

work. |donthave 1o work inapprapriate you would let
o toke this. *** o, hours. For hese reascns e cof is e

I say "no’ to this work.





OEBPS/imagesb3/f0152-01.gif
[ IE NI NI

Challenges






OEBPS/imagesb31/f0165-01.png
When | am feeling . . .






OEBPS/imagesb4/f0103-01.png
0 1 2z 3 4 2 o e
L I I I I I I I I

Notat i e B some e G s






OEBPS/imagesb30/f0153-01.png





OEBPS/imagesb29/f0111-01.png





OEBPS/imagesb7/f0151-01.png
CONTESTING CORE BELIEF RECORD

Unhelpful core belief:

Evidence or experlences that Indicate that my core belief is
not 100 per cent true all of the fime

Condlusion:






OEBPS/imagesb31/f0049-01.png
304

25

20

1234586 738 910

o Cigs per day





OEBPS/imagesb1/cover.jpg
THE

SERIES

llllllllllll

I’ETER IZUI]PER





OEBPS/imagesb10/f0119-01.png
Avoidances

Safety-seeking behaviors






OEBPS/imagesb13/f0107-01.png
EXERCISE 5.3: COS’

ENEFIT ANALYS|

REDUCING WORRY

Costs of reducing my Benefits of reducing my
worry about my health worry about my health





OEBPS/imagesb14/f0171-01.png
TABLE 'HE PROBLEM OF CLOCK-WATCHING

Avareness of time  Dyshunctonal Saltevoluation  Emolional
thought response

Tookat hat s gone  *....ond I should be | have faled Aoncyance

1230..." wellaskep by now’

e been ling awoke ... if [dontskep I have lostcontiol  Aniely

for most 2 hours now  soon 11 be wrecked
ond only cought a few  fomorron’

minutes’ sleep . ..*
“Awale ogain... o ... I con'tstond s | can'tcope Despair
what's e fime now?  any more; | going

geafl)4am. ... togomad’





OEBPS/imagesb26/f0110-02.png
d 1 2 3

Notatall  Quite Very Extremely

upsetting  upsetting upsetting upsetting





OEBPS/imagesb28/f0278-02.png
21. I | worry
less, | decrease
my chances of
finding the best

solution.

22. The fact that
I worry will allow
me fo feel less
quilty i something
seriows cceurs

23. I 1 wory, |
wil be less
unhappy when @
negative event
occurs





OEBPS/imagesb2/f0046-01.png
Binge or
binge,/vorit
Cycle

Compulsive
exercising

Laxative or
duretic
abuse

N

Depression
Sodial phobia
Obsessionality






OEBPS/imagesb2/f0220-02.png
Fear of ecting
determinaion
o stave

Time





OEBPS/imagesb3/f0193-01.gif
" | zpumnok uBnoiy
19..8& 250 0Buopeyo nok uwo moy | soswa Suptuuy | Bupew | Guiod sem ieum | oun ‘s

owred einiosay. _ssausp awmiepo weo ‘ssensip oN

oo 6 8 L 9 s v € z
:6[95 BUIMOI|0} BY} UO SSEASIP JNOA BBl
“siond] SauISIp Jnok ajeie) ‘spIemIBKY ‘SIuBNOUY
Buptonoid-ssens 1nok 0BUBIIELD o A1 PUB $6SE1Q BUDUIL) 10} Y0O| UBUL 'SSBASIP Ol PoIeD
-6 seBew o SIYBNOY) TeyM elou pue (04-1) sBulles) oA jo Aluenes oy} eleY 'Jeie| SiEIep
4} 19610 0) AsB0 51 58 61qs50d 5B SSRIIIP J0 LI BY) O} JEBU B KIBIP 6Y) B8 ‘SNOPUE
10 poueIUBH; ‘PowIoM ABImoped 199} NoK UM Buou 'ABp 4B S[eAS] SSeS 0K JOUUON

zhma






OEBPS/imagesb20/f0118-01.png
BOX 7.3.2 WHAT BELIEFS CAN BE TESTED BY SURVEYS,
'WHOM TO ASK AND WHAT TO ASK THEM:

SOME EXAMPLES

Belief Sunvey questions

| make more mistakes than other  This survey would be given

people primarily fo people tha the
person respected,
In the last month, how many
‘mistakes’ have you made (e.g
forgotten an appoiniment, sent
an email with o spelling error in
i, said something you later
regretied|2

The mistokes | make are worce  This survey would be given

than other people’s mistakes.  primariy fo people that the.
person respacted
Please lst s many of the
‘mistakes’ you have made in the
last month cs possibl.
“Mistakes' would include giving
the wrong change, forgeting fo
do someting, snapping at
someons. Please rate how bad
youthink the mistake was on @
scale of O fnot ot all) o 10
[exremely). What consequences
did your mistake have? Do you
think other people make similar
mistakes?





OEBPS/imagesb4/f0110-01.png
O 1 Z 3 4 2 o e
L I I I I I I I |

Not atall  Slighly ~ Moderately  Markedly  Extremely






OEBPS/imagesb6/f0045-01.png
Information or experiences
which fit wih the prejudice
are accepted and fuel the
belisf
The
prejudice "
formation or experiences
which DO NOT fit with the
preiudice are refecied or
ignored, 5o the belief is never
realy challenged





OEBPS/imagesb3/f0055-01.gif
Bugeio | ¢6doo 01 A oK pIp MOH | ¢U0 ¥ 146N0iq 12U | Buialy | ¢uorse200 ou Sem 1eum | ouwn "oreq

owsd aimosay ssonsp owiopon  umo'ssonspon
o1 [ 8 z 9 B v € 2 3

:8/e0s BUIMOJI0} 8U} UO SsensIp INok ajey

“sjond| SSaLISIP JNOK 1R18 ‘SPIEMIGYE PUE ‘9000 0 pou) NOK MOy

Pi0os ‘0sfy ‘efdurexe 10} ‘s1e? 'SOUI9B)} ‘SaBEL) ‘SIYBNOY) — SSa1IS Ou) PeIoBLI 1eyM ejou
‘ued nok @ieym “(01-1) sBuriee) 1nok jo Aiuenes et
oy} 19610} 0} ASe® 1 | SE 6/q1s50d SE SSRIISID JO

10 BouoN Domom Aafoyed 106) MOk U BUIOU Aep 556 SoNS!S5aie K KOO

+ hmg






OEBPS/imagesb7/f0214-01.png
Buidds st suyy
1oy snopsuco wo | 50

Aop © 1m0y | 4509] 1o 40 sy
uatioxofa: pauold swos
enoy | o ensus o iy

seio Aop i sBuny) siqokolus
19410 U0 100 Ss1w 1,uop |

1041 05 oM st 49203
0110 06 | vaym iyBiUpIw

Aq ewoy 196 of 1spioy il

syiupioy

ixeu oy Buunp

1 dosy o iy i |
“@unpuso wkb Auw
o Aread prg

1oy meu o puy
o) pabiouou inq Busnoyee
Ajoss sugi punog

whB sy of o6 4,up
siopeiey puo Aop peu
S jnpro Ajjos1 o4
oio] Ajpa. piun auwoy 1ob
o4 @Bouou §upip inq
“4no 1B poo o por

oom puosss sy
Lt puo Yook
151y oy Buunp 5o

wAB 0y o6 of Emcés

1o} meu Ioj junt £

Aop Buimojef enBiioy o
01 pload o 1yBlUpI Aq
swoy aq Aopyd s1viqele>
04 spusLl i 100 00 ¢

i;ﬁ%;of\,
10} x g wkB oy of 09
“s150q 10[1Ba1 © U0 uIoBD
hb a1 B jo auuncs
B ofur 420 495 o i |

7002 AoW ZL

(ssuBIwIoy oM 1xoU

KnuosoH1p op | uo> oUM)
upid

(swinaBoid
At i uo 196 | pIp MOH)
siuewwo)

Otoom oyt 1o unyd |
1DUL SO 1517)
wniBoig

7 ojdwioxe ‘ssaiBoid Jo piodsy






OEBPS/imagesb13/f0204-01.png
uo g ud ¢

wd || ud z
wd Q| uwd |
ud w7
wd g wo | |
wd / we |
wd g uo
wd g uo g
wd p

JINAIHDS ALIAILDY ATIVA :L'ZL ISIDHIXI





OEBPS/imagesb4/f0065-01.png
Role as a student

As a member of
the community

As a good parent Appearance
As a good friend
As a good partner-





OEBPS/imagesb9/f0129-01.png
Amount of money per week pounds

Amount of fime per wesk hours





OEBPS/imagesb8/f0033-01.png
More time with Less time with

e.g. my daughter e.g. the docor





OEBPS/imagesb29/f0112-01.png
a0ueape w mow) 3u0p |
1 wajgoad e aq pnoa sy
auw 10 10 3 3105 03 wny
posu plrow [ nq 31 noqe
ponu os Ariow JuppRos.
fjquqod | pue Surtp aurs
43 0p pinoa a2
a 5019 107 J0u pue
pueisIapun pjnos 1atpesy
tp Tmsue T O] LUPIP

13q2031 2 01

ipouaddey weyy

o LIStpopeoTple  souvonis orwmpyc

Stpeas fpddre noqe —

porazon o 13 1 P Jooson  Buked sou soa

¢ on > 2q plno sucess 7 [ M-,

ay oo ow

o ssoi3 195

S s pue puey

noqe paruon sq [ P i pu

B Loy 01

afgnon w393 prnos | [ sorouos

suoneonb e Joopsie

. o [N S swon feag e fkdng

o1-02°y

wd  onpar

aps oep fuonnjos sup ssoy wajqoid

poch Moy

wepd s s

17 uaddey pnos ey

suonnjos ajqussod aya [[e3sr]

s

aidwexa sAuUS( (Bum[os Wayqoig

101 91¢EL





OEBPS/imagesb30/f0093-01.png
aysnop
st 200 3522 10 pInod M0H

cuonenns
st ur asom Aot 1 yur
(Pup 39t0uT) pioms 2w

Zaroq ures o u sea
a0 ouoawos g1 Suruaddey
sty nog pross e

a1 10y suoseax 190 &ut aq

2193 ppnoo ‘uaddey prp

£l

cuaddey poa aspp
Suradue aeqa sweun nok e






OEBPS/imagesb31/f0108-01.png
PROGRAM 4
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Instant and
perfect answers:
1 must resolve
the issue, right
now and

perfectly

What would happen if you did not try to
resolve the worry and just waited? What's
your prediction? In order to do this, we
need a worry that has some kind of time
limit so we know at the end of the day
whether your prediction has come true — for
example, worrying about missing a train, or
worrying about meefing someone for lunch,
something where you will know how things
will turn out. When the issue appeared in
your mind and you did not resolve it, what
happened? Did your prediction come tue?
If it didn‘t, then what does that tell you?2
That you didn't need to find an instant and
perfect answer? That you did need to
worry? If it did happen, then what did you
do? Would instant and perfect answers
have made any difference? Try not fo tie up
the loose ends. Don't engage, don't worry.
Alternatively, you could pick a less than
perfect solution and see what happens if
you go with this.
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EXERCISE 5.2: SPOTTING REAL VS

HYPOTHETICAL EVENT WORRY

Think cbout Real vs Hypolhefial firs. What makes his ftem hypolhelical?
What makes if real? s there a bil of bolh? Can you separale aut each
element? Tick fo indicate which ype of worry you see.

Worry Real | Hypothetical | Both

1. Ive compleled  piece of work it I've never
done before and I'm worried about whether my
boss will like i

2. ' abou fo go on holiday and am veorred
hat my plane will be delayed, alfiough fhe
weather is fin, and here have been no security
alers o baggage handler sikes,

3. v been 1o he bank, and fhere s ess money
in there than | expecied

4. There are new shesilights in my road and
I'm wored that | won' be able fo gel o sesp
ol night,

5. m having o baby and om worred about
whether my employer vl llow me e exia
maternily leave | wan 1o fake.

&. My daughiers are two and four ysars old
Im worrying how | wil cope with hem as
feenagers wih boyfriends.
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Appendix 3

My child’ step-by-stcp plan

Goal

Helpful Thought

Reward

1
(EASIEST STEP)

10
(ULTIMATE GOAL)
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People don't respect slackers'

Being ecrly for @ mesting or
social eventis simply ‘wasling
fime'

Doyoutake work calls when you
are on holiday?

Do you believe that having a
complete brack from work helps
you'recharge your batteies' and
therefore be more successhl
when you retr2

What do you tink of pacple
who work excessively hard?
What do you tink of pacple
who work modertely hard?
What do you tink of pacple
who do the mirimum of the work
necessary fo get he job done?
What do you tink of pacple
who let other people do their
work for them?

What do you tink of pacple
who ariive exremely sarly for a
meeting/social event?

What do you tink of pacple
who ariive approximately 10
minutes before a meefing,/sccicl
event?

What do you tink of pacple
who ariive jus in fime for a
meeting/social event?

What do you tink of pacple
who ariive a few minutes affer
the start of o meefing/sacial
event?

What do you tink of pacple
who arive late for a social
event?
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TABLE 9.2 ANNA’S DIARY OF STRESSFUL AUTOMATIC
THOUGHTS

Datecnd  Siuation Mood Stessol atomatic thoughts
fme  (whereyovor,  (eg.sod, (exadlywhots ging through
whal you're amsious, your mind when you el bod)
doing) sresed)
Mon.  Sitingothome—  Amious There's no point e doing this,
2pm ‘meant fo be (tenified I'm never going fo be able fo get
wiinga aly) itdone. Everyone will know that
report for Stressed I shouldn’t have been signed
ny couse, upforhis
but I keep.
putiing it off ‘See myself having to go info the.
and can't tea room and no one will look ot
concentrate. ‘me because they know I've

mesed tup.
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Day Pain level

ever pain
Monday 89
Toesday 3
Toesday 4
Toesday 56
Toesday 4
Toesday 5
Wednesday 7
Wednesday 4

Dose and time
{0=no pain; of medicines

15ml
15ml
15ml
15ml
15ml

15ml

15ml

15ml

8.55am
430am
12.55pm
455pm
9.10pm

4.30a.m.

9.05a.m.

1.05pm

Comments/situation

Orly woke oncell
Feltlow

Out walking

2 paracetamol at bedfime:

Woke, morphine. Helped
sleep in until 8 a.m

Driving a lot; took
paracetamol x 2 tablets
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What was How did | feel2 | What thoughts
I doing at Rate intensity went through my
the time of (0-100%) mind just before

the thoughts?

| started fo feel
this way?

Rate belief in
each thought
(0-100%)
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WORKSHEET 7.5.4: REDUCING THE AMOUNT OF TIME SPENT ON A
TASK WITH A BEHAVIORAL EXPERIVENT

VWhat is my perfectionist belif?

dentiy the prediction in general

Specify the prediction precisely (with rafings from G-100 per cen

Experiment:

Results

Reflection:

Revised belief:
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However, the rule is
unreasonable,

because:

The poyoffs of

obeying the rule are

But the disadvantages

are

A more realistic
and helpful rule
would be:

In order fo testdrive
the new rule, |
need fo:

Summarize the ways in which your re doss
not fit the way the world works

Summarize the advariages of cbeying
the rle and the riks of lefing it go.
Check to se= f these ara more apparent

than real

Summarize the harmful side effects of abeying

the rule

Witte out your new rule, in your own words

Wit down how you plan fo senghen your
new e and put it info practice in everyday
Ife
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TABLE 14.11 TICS AND TOCS

Task-Interfering Cognifions (TICs) Task-Orienting Cogitions (TOCs)
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17. The act of
worrying isel
reduces the risk
that something
seriows will occur

18. By worying,
I do certain things
which | would not
decide fo do
otherwise.

19. The fact that
I worry molivates
me fo do the
things | must do.

20. My worries
can, by them-
selves, reduce the
risks of danger.





OEBPS/imagesb20/f0267-01.png
WORKSHEET 5. 1: QUESTIONS TO HELP YOU DRAVW YOUR DIAGRAM
OF WHAT IS KEEPING YOUR PERFECTIONISM GOING

Q1. s how you think about yoursel, feel about yourself or judge
yourself dependent on achievement or stiving? Is it too
dependent? Would you feel bad about yourself as a p
youdid not achieve or sfive fo achieve high standardk? F so, this
is lkely o be a factor in keeping your perfectionism geing, and it
can be put at the top of the diagram

@2. Do you have excassively high standards? i <o, this needk fo be
in the diagram, and as these demanding standards are likely fo
stem from how you judge yourself on the basis of friving andl
achievement, it might go undemsath the firt point above,
connected by @ downward armow.

@3. Do you have rulss fo help you achieve your high standards? If
s0, list some of the most bwvious ones and put those nfa the
diagram below high standards

@4. Doss ‘al or nohing thinking’ mean that you feel you often don't
mest your standards and that you percaive yourself as a failure
as aresulf? o, put s ino the diagram with o recent example.

@5. Do you react fo te percived failre with selfcricism? I so, tis
should be in the diagram too, again with examples.

@6. Put examples of ‘courferproductive’ behavior such as
avoidance, procrastination, repeated checking, being overly
dtailed or overly thorough, and multiasking info your diagram
and think about what leads to these. I it failure fo meet your
standards? I it sefrificism? s it amisty, low mood or sress? Put

in the answers you come up wih

@7. Think about how anxiety, low mood and stess contribute fo the
cycle of perfectionism. Add these fo the diagram.

@8. I you do perceive that you somelimes meet your standards, put
this in the diagram (as in Figure 4.1}, with a recent example.
Think about how you react fo such success, how long those
feelings lost and whether you discount your successes. All hese
features should be in your diagram.
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TABLE 10.2 ALTERNATIVES TO DEPRESSING THOUGHT:

Depressing thought Balanced and compassionate alternatives

Things wil never work out for me  When | am upset it s typical for me to think ke this — so | can be
wise and kind to myself by recognizing it is my upset that is doing
the thinking
“Never' and ‘ahways” are big words. | have thought ke this before
and things did work out — at least fo a degree

Let's toke some soathing thythm breaths and slow myself down a bit
and give myself some space fo think

Now what would | like a really kind and compassionate person fo say fo
‘me right now (teally spend o moment on this idea and go with thar)

Rather than just blanking out everything | could think tht things
‘might go okay

Predicting the future s a chancy business. Maybe | can learn how to
‘make things go betfer. | don’t have fo load the dice against myself

If afriend had a setback, | would not speck to them like this. Maybe
I can leam to speck to myself as | might fo a friend.
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My preoccupation

Nose too big

Nose foo big

Example of

safety behavior

Change posture to
avoid being seen
sideon

Pressing nose with
hond o fry ond
reshape

Uninfended

consequence

Increases
selfconsciousness,
srenghens belief that
people wil nofice and
think negafively

Incraases focus of
aftenfion, nose feels
ed and sore fswollen
and bigger]
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Starvation o) weight loss ) starvation syndrome ) continuing
restriction = AN

Starvation % weight loss = starvation syndrome = loss of
control = AN with BN

Compulsive excessive exercise and starvation = weight loss
= extreme AN

Binge eating and purging c BN o increased weight loss at
some point < AN

Physical illness causes weight loss = gradual further weight
loss =5 AN
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Table 9.1  How anxious does my child feel doing each step?

Steps to include in my child's step-by-step  How anxious does
plan my child fecl in
this situation?
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ing through doubts or reses

Doubt or reservation Response

Where dirt and germs are I¥s true that germs may
concemed the risk is real — offer a slight risk of illness
not like other types of in some people, but you
och need fo offset that small

risk against the substantial cost
of OCD and the relative ease

of treating an infection

But living with that risk is I'm no different from anyone

different for me — I've got else in terms of the level of risk.
OCD and Il feel I'm taking, and my anxiety will
anxious. reduce when | siop carrying out

ritvals and avoiding

You say | shouldn't use Ifs true that other people
antibacterial soap, but use these products.
normal people use it However, manufacturers

50 why shouldn't I2 have crected @ market by
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WHATIDO
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Hyperventilation/overbreathing

Increase in Physical symptoms

(light-headedness,
dizziness, tingling)

breathing
rate

Misinterpretation

Panic symptoms fpanic attacks
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13. If misfortune
comes, | wil feel
Jess responsible if
I have been
wortying about it
beforehand

14. By worrying,
I can find a betler
way to do things.

15. Warrying
stimulates me and
makes me mere
effective.

16. The fact hat
I worry incites me
o act
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Fesling like an observer of yourselt
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Problems with your tinking processes
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Fesling ke your ind has ‘gone bark
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and cortused

Having problems remembering everyday
things
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Physic ol mbns in parsar all of your

body
Feslings of weightessness or hollovness
Losing your ssnse o tate, fouch o sl

Objects around you appearing smaller
than they really e





OEBPS/imagesb31/f0204-01.png
5 = Very Well, 4 = Well, 3 = Average, 2 = Poorly, 1 = Very
Poorly.
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Upsetting thoughts
(take one at a time)

Possible alternatives
(there may be more than one)

['sound really stupid

They can see how
nervous | am

That person completcly
ignored me

Perhaps cveryone docs once in a while
Even if I did, it would not mean I was stupid

Possible, but that needn’t make them think
I'm a bad person. Maybe they arc thinking of
other things altogether, and have not even
noticed me






