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INTRODUCTION 

This guide is for people with anxiety disorders, their families, partners,

friends and anyone else who might be interested. The many aspects of anx-

iety disorders discussed in this book will answer some common questions,

and help readers discuss anxiety disorders with treatment providers.
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Sandie Leith, msw, rsw, Mary Lalonde, ot and Donna Weick, msw, rsw.

We would also like to thank past authors of other guides in this series

whose work provided a foundation for the information presented here. In

particular, we would like to thank Christina Bartha, Carol Parker and

Cathy Thomson.
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disorders is distinct in some ways, but they all share the same hallmark 

features:

• irrational and excessive fear

• feelings apprehensive and tense

• difficulty managing daily tasks and/or distress related to these tasks.

In the following examples, Susan, John and Linda* show these common

features, although the precise nature of their fears differ.

Susan has had recurrent and unexpected panic attacks for the past five years:

“It started on a night when I was driving home in the rain. I began to feel

shaky and dizzy, and had trouble focusing. At first, I thought it was something

that I had eaten earlier, but then my mind started to drift, and I thought,

“What if I pass out?” and “What if I’m dying?” I started to shake all over, and

it was as if my entire body was wired. I quickly pulled the car over and called

my daughter to come and get me. Since then, I’ve had dozens and dozens of

these attacks. At first, the attacks occurred just when I was driving, but now I

experience them in shopping malls, standing in line-ups and even on the bus.

It seems as if I spend most of my day worrying and waiting for the next 

attack.”

John describes a lifelong pattern of being excessively shy and fearing embar-

rassment in social situations: “For as long as I can remember, and as far back

as when I was seven years old, I hated being the centre of attention. In class,

I tried to remain as invisible as possible, praying that the teacher would not

call upon me to answer a question. When it was my turn to make presenta-

tions, I wouldn’t sleep for a week, worrying that I would forget what I was

supposed to say, stumble over my words, and look completely stupid. It’s as if

nothing’s changed: now at work I dread having to attend meetings, meet with

the boss, have lunch with colleagues, and the worst, give monthly reports to

1 ANXIETY AND 
ANXIETY DISORDERS

Everyone feels anxiety from time to time. Few people get through a week

without some anxious tension or a feeling that something is not going to

go well. We may feel anxiety when we’re facing an important event, such

as an exam or job interview, or when we perceive some threat or danger,

such as waking to strange sounds in the night. However, such everyday

anxiety is generally occasional, mild and brief, while the anxiety felt by the

person with an anxiety disorder occurs frequently, is more intense, and

lasts longer—up to hours, or even days.

Unfortunately, anxiety disorders are common. Research shows that up to

one in four adults has an anxiety disorder sometime in their life, and that

one person in 10 is likely to have had an anxiety disorder in the past year.

Anxiety disorders are the most common mental health problem in women,

and are second only to substance use disorders in men. Anxiety disorders

can make it hard for people to work or study, to manage daily tasks and to

relate well with others, and often result in financial strain and profound

personal suffering.

People often live with anxiety disorders for years before they are diagnosed

and treated. If you suspect that you have an anxiety disorder, it is impor-

tant to seek professional treatment as soon as possible. Anxiety disorders

are treatable, and early treatment can help to ensure treatment success.

The six main categories of anxiety disorders are phobias, panic disorder

(with or without agoraphobia), generalized anxiety disorder, obsessive-

compulsive disorder, acute stress disorder and post-traumatic stress disor-

der (American Psychiatric Association [apa], 2000). Each of these anxiety

* all names and identifying details have been changed 
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Increased adrenaline causes us to feel alert and energetic, and gives us a

spurt of strength, preparing us to attack (fight) or escape to safety (flight).

Increased adrenaline can also have unpleasant side-effects. These can in-

clude feeling nervous, tense, dizzy, sweaty, shaky or breathless. Such effects

can be disturbing, but they are not harmful to the body and generally do

not last long.

How does anxiety affect us?

Whenever the fight or flight response is activated by danger, either real or

imagined, it leads to changes in three “systems of functioning”: the way

you think (cognitive), the way your body feels and works (physical), and

the way you act (behavioural). How much these three systems change

varies, depending on the person and the context.

1. cognitive: Attention shifts immediately and automatically to the poten-

tial threat. The effect on a person’s thinking can range from mild worry

to extreme terror.

2. physical: Effects include heart palpitations or increased heart rate, shal-

low breathing, trembling or shaking, sweating, dizziness or lighthead-

edness, feeling “weak in the knees,” freezing, muscle tension, shortness

of breath and nausea.

3. behavioural: People engage in certain behaviours and refrain from oth-

ers as a way to protect themselves from anxiety (e.g., taking self-defence

classes or avoiding certain streets after dark).

It is important to recognize that the cognitive, physical and behavioural re-

sponse systems of anxiety often change together. For instance, if you are

spending a lot of time worrying about your finances (cognitive), you are

likely to feel physically on edge and nervous (physical), and may spend

quite a bit of time checking your household budget and investments (be-

havioural). Or if you’re preparing for an important exam, you may worry

the team. I’m pretty sure everyone knows how uncomfortable I am, and they

all probably think I look weird and sound stupid.”

Linda, a 34-year-old married woman, has struggled with doubting obsessions

and checking compulsions since she was 15. She describes her current prob-

lems: “I am worried that unless I take every precaution necessary to prevent

harm, I am going to be responsible for something terrible happening. I have

to check, recheck, check again, return to check, continue checking—the

kitchen stove, the lights, the iron, my curling iron, the tv cable—to ensure

that I don’t cause a fire. Then, when I’m about to leave the house, it starts

with the door locks: check once, check twice, check again, maybe leave, get

halfway to work and return to check again, to be 100 per cent sure that I did

not leave the door open. At work, I can start, correct and restart a simple 

e-mail to the boss 20 times to make sure that I don’t say the wrong thing.”

To better understand the nature of anxiety disorders such as those experi-

enced by Susan, John and Linda, we need to first explore the nature of

“normal” anxiety. Later in this chapter, we’ll describe the key fears and

components of each major anxiety disorder.

What is normal anxiety? 

A certain amount of anxiety is normal and necessary; it can lead you to act

on your concerns and protect you from harm. In some situations, anxiety

can even be essential to your survival. If you were standing at the edge of

a curb, for example, and a car swerved toward you, you would immediately

perceive danger, feel alarm and jump back to avoid the car. This normal

anxiety response, called the “fight or flight” response, is what prompts you

to either fight or flee from danger.

When we feel danger, or think that danger is about to occur, the brain sends

a message to the nervous system, which responds by releasing adrenaline.



6 Anxiety Disorders An Information Guide 7

3. behavioural: avoidance of feared situations (e.g., driving), avoidance of

activities that elicit sensations similar to those experienced when anxious

(e.g., exercise), subtle avoidances (behaviours that aim to distract the

person, e.g., talking more during periods of anxiety) and safety behav-

iours (habits to minimize anxiety and feel “safer,” e.g., always having a

cell phone on hand to call for help).

Several factors determine whether the anxiety warrants the attention of

mental health professionals, including:

• the degree of distress caused by the anxiety symptoms

• the level of effect the anxiety symptoms have on a person’s ability to work

or study, socialize and manage daily tasks 

• the context in which the anxiety occurs.

What are the anxiety disorders?

An anxiety disorder may make people feel anxious most of the time or for

brief intense episodes, which may occur for no apparent reason. People

with anxiety disorders may have anxious feelings that are so uncomfort-

able that they avoid daily routines and activities that might cause these

feelings. Some people have occasional anxiety attacks so intense that they

are terrified or immobilized. People with anxiety disorders are usually

aware of the irrational and excessive nature of their fears. When they come

for treatment, many say, “I know my fears are unreasonable, but I just can’t

seem to stop them.”

The major categories of anxiety disorders are classified according to the 

focus of the anxiety. A brief description of each is given below, based on

the diagnostic criteria outlined in the Diagnostic and Statistical Manual of

Mental Disorders (dsm-iv). Although each anxiety disorder can have many

different symptoms, one representative example has been chosen to illustrate

about doing your best (cognitive), feel tense and maybe even have “but-

terflies” (physical), and initially avoid studying and then cram at the last

minute (behavioural).

The key points to remember about anxiety are that it is:

• normal and experienced by every living organism

• necessary for survival and adaptation

• not harmful or dangerous

• typically short-lived

• sometimes useful for performance (at low or moderate levels).

When is anxiety a problem?

Everyone experiences symptoms of anxiety, but they are generally occa-

sional and short-lived, and do not cause problems. But when the cognitive,

physical and behavioural symptoms of anxiety are persistent and severe,

and anxiety causes distress in a person’s life to the point that it negatively

affects his or her ability to work or study, socialize and manage daily tasks,

it may be beyond normal range.

The following examples of anxiety symptoms may indicate an anxiety 

disorder:

1. cognitive: anxious thoughts (e.g., “I’m losing control”), anxious predic-

tions (e.g., “I’m going to fumble my words and humiliate myself”) and

anxious beliefs (e.g., “Only weak people get anxious”).

2. physical: excessive physical reactions relative to the context (e.g., heart

racing and feeling short of breath in response to being at the mall). The

physical symptoms of anxiety may be mistaken for symptoms of a phys-

ical illness, such as a heart attack.
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Specific phobia 

D E S C R I P T I O N  

• A specific phobia involves a “marked and persistent fear of clearly dis-

cernible, circumscribed objects or situations” (apa, 2000, p. 405).

• There are five subtypes of specific phobia: animal type, such as fear of

mice or spiders; natural environment type, such as fear of storms or

heights; blood-injection-injury type, such as fear of seeing blood or 

receiving an injection; situational type, such as fear of public trans-

portation, elevators or enclosed spaces; and other type, such as fear of

choking or vomiting.

E X A M P L E S  O F  S Y M P T O M S

Cog nit ive  

• “This plane will crash.”

• “We are all going to die.”

Phy sical

• sweating

• muscle tension

• dizziness

B ehav ioural

• avoidance of air travel

• need to escape

Social phobia

D E S C R I P T I O N

• Social phobia involves a “marked and persistent fear of social or perfor-

mance situations in which embarrassment may occur” (apa, 2000, p. 450).

the typical cognitive, physical and behavioural symptoms of each disorder.

Panic disorder (with or without Agoraphobia)

D E S C R I P T I O N

• Panic disorder involves “repeated, unexpected panic attacks (e.g., heart

palpitations, sweating, trembling) followed by at least one month of

persistent concern about having another panic attack” (apa, 2000,

pp. 432–433).

• Panic attacks may be accompanied by agoraphobia, when someone

avoids or endures—with marked distress—specific situations, such as

being outside the home alone, being in a crowd or standing in a line.

E X A M P L E S  O F  S Y M P T O M S

Cognit ive

• “I’m having a heart attack.”

• “I’m suffocating.”

Phy sical

• accelerated heart rate

• chest pain or discomfort

• dizziness ornausea

• trembling or shaking

• shortness of breath

B ehav ioural

• avoidance of places where the person had anxiety symptoms in the past

(e.g., a certain grocery store) or similar places (e.g., all grocery stores) 

• avoidance of travel, malls, line-ups

• avoidance of strenuous activities (e.g., exercise)
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E X A M P L E S  O F  S Y M P T O M S

Cog nit ive

• “I’m going to get sick and infect the entire family if I touch this door

handle.”

Phy sical

• muscle tension

• discomfort

B ehav ioural

• excessive washing, cleaning and/or checking 

• avoidance of doors and public washrooms

acute stress disorder 

D E S C R I P T I O N

• Acute stress disorder can occur after someone has “experienced, witnessed

or was confronted with an event or events that involved actual or threat-

ened death or serious injury, or a threat to the physical integrity of self

or others” (apa, 2000, p. 431).

• The disorder occurs within one month of a traumatic event.

• Disturbing memories of the traumatic event cause an emotional reac-

tion and a sense of reliving the event.

E X A M P L E S  O F  S Y M P T O M S

Cog nit ive

• “I’m going to be trapped and die in a car crash.”

• “I’ve escaped being killed once—I won’t be so lucky a second time!”

• “The world is not safe.”

• Fears might be associated with most social situations related to public

performance or social interactions, such as participating in small groups,

meeting strangers, dating or playing sports.

E X A M P L E S  O F  S Y M P T O M S

Cognit ive

• “I’ll look anxious and stupid.”

• “People will think I’m weird.”

Phy sical

• blushing

• sweating

• dry mouth

B ehav ioural

• avoidance of social gatherings, parties, meetings

• avoidance of public speaking

Obsessive-compulsive disorder 

D E S C R I P T I O N

• Obsessive-compulsive disorder (ocd) involves “recurrent obsessions or

compulsions that are severe enough to be time consuming or cause

marked distress or significant impairment” (apa, 2000, p. 417).

• Obsessions are uninvited or “intrusive” thoughts, urges or images that

surface in the mind over and over again, such as concerns about con-

tamination (e.g., from touching door handles) or doubting (e.g., “Did I

lock the door?”).

• Compulsions are behaviours or “rituals” that the person follows to try

to reduce or suppress his or her obsessive thoughts (e.g., hand washing,

checking).
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B ehav ioural

• avoidance of thoughts, feelings, conversations, activities, places or people

associated with the trauma (e.g., emergency vehicles, parking lots)

Generalized anxiety disorder 

D E S C R I P T I O N

• Generalized anxiety disorder (gad) involves “excessive anxiety and worry

occurring more days than not for a period of at least six months, about

a number of events or activities” (apa, 2000, p. 472).

• gad is characterized by “difficulty in controlling worry” (apa, 2000, p. 472).

E X A M P L E S  O F  S Y M P T O M S

Cog nit ive

• “Something’s going to go wrong.”

• “This worry is going to make me nuts.”

Phy sical

• muscle tension

• inability to relax

• restlessness, irritability

• sleep disturbed by worry

B ehav ioural

• avoidance of news, newspapers

• restricted activities due to excessive worries about what could happen.

Phy sical

• restlessness, difficulty sleeping and concentrating

• exaggerated startle response

• feeling tense and on edge and/or numb

B ehav ioural

• avoidance of situations that arouse recollections of trauma

• intense emotional reaction or absence of emotional responsiveness

Post-traumatic stress disorder 

D E S C R I P T I O N

• Post-traumatic stress disorder (ptsd) involves the “development of

characteristic symptoms following exposure to an extreme traumatic

stressor” (apa, 2000, p. 463).

• “The person’s response to the event must involve intense fear, helpless-

ness, or horror” (apa, 2000, p. 463).

• “Symptoms usually begin within three months of the trauma, although

there may be a delay of months, or even years before the symptoms 

appear” (apa, 2000, p. 466).

• The traumatic experience is repeatedly relived through intrusive mem-

ories, distressing dreams and flashbacks.

E X A M P L E S  O F  S Y M P T O M S

Cognit ive

• “I now realize that I’m never safe.”

• “People aren’t to be trusted.”

Phy sical

• sleep disturbance, nightmares

• irritability or outbursts of anger

• hypervigilance for danger



14 Anxiety Disorders An Information Guide 15

2 WHAT CAUSES 
ANXIETY DISORDERS?

There are no clear-cut answers as to why some people develop an anxiety

disorder, although research suggests that a number of factors may be in-

volved. Like most mental health problems, anxiety disorders appear to be

caused by a combination of biological factors, psychological factors and

challenging life experiences, including:

• stressful or traumatic life events 

• a family history of anxiety disorders

• childhood development issues

• alcohol, medications or illicit substances

• other medical or psychiatric problems.

Psychological factors 

The two main schools of thought that attempt to explain the psychologi-

cal influences on anxiety disorders are the cognitive and behavioural theo-

ries. The ideas expressed by these theories help us to understand cognitive-

behavioural treatment, which will be outlined in the next chapter. A third

way of looking at the psychological causes of anxiety is developmental

theory, which seeks to understand our experience of anxiety as adults by

looking at what we learn as children.

C O G N I T I V E  T H E O R Y

Danger is a part of life. To protect us, evolution has genetically prepared us

to fear danger. We know to avoid vicious animals and to be careful at great

heights. Cognitive theory suggests, however, that people with anxiety dis-

orders are prone to overestimate danger and its potential consequences.

For example, people may overestimate the danger of particular animals,

such as spiders or snakes, and thus believe that harm from that animal is

far greater and more common than it actually is. Thinking of the worst

possible scenario, they may imagine that a snake will bite and poison them,

when it may be completely harmless. This is known as catastrophizing, and

is common among people with anxiety disorders.

People who overestimate danger tend to avoid situations that might expose

them to what they fear. For example, a person who fears flying will avoid

trips that require air travel. Such behaviours are referred to as safety behav-

iours because they momentarily allow a person to feel less anxiety. However,

when feared situations are avoided, the fears are strengthened. Cognitive

theory suggests that fears can be reduced when people are able to experience

the thing that they fear, allowing them to see that it is not as dangerous as

they once believed.

B E H A V I O U R A L  T H E O R Y

Behavioural theory suggests that people learn to associate the fear felt dur-

ing a stressful or traumatic life event with certain cues, such as a place, a

sound or a feeling. When the cues reoccur, they cause the fear to be re-ex-

perienced. Once the association between the fear and the cue is learned, it is

automatic, immediate and out of conscious control. The fear is felt before

there is time to tell if danger is near. Such cues may be external or internal.

An example of an external cue might be a certain smell that occurred at

the time of the stressful event. When this smell occurs again, even at a time

when there is no danger present, the person is reminded of the event and

becomes fearful. Internal cues, such as a rapid heart rate, may also provoke

fear if the person’s heart raced during the actual threat. Later, when the

person’s heart beats rapidly during a workout routine, he or she may be-

come fearful.
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People with anxiety disorders may go to extreme lengths to avoid such

cues. The original cues may even generalize to other similar cues, such as

a bad encounter with a bulldog leading to the avoidance of all dogs. When

people avoid such cues, they may feel more secure, but in the long run,

these avoidance behaviours actually increase the anxiety associated with

the cues. Avoidance prevents the person from “unlearning” the association,

which can only be done when the person is exposed to such cues in a safe

situation.

D E V E L O P M E N T A L  T H E O R Y

According to developmental theory, the way in which children learn to

predict and interpret life events contributes to the amount of anxiety they

experience later in life. The amount of control people feel over their own

lives is strongly related to the amount of anxiety they experience. A per-

son’s sense of control can range from confidence that whatever happens 

is entirely in hands, to the person’s feeling complete uncertainty and help-

lessness over upcoming life events. People who feel that life is out of their

control are likely to feel more fear and anxiety. For example, these people

may feel that no amount of preparation or qualifications will give them

any control over the outcome of an upcoming job interview, and they 

arrive at the interview fearing rejection.

Biological factors 

The biological causes and effects of anxiety disorders include problems

with brain chemistry and brain activity; genetics; and medical, psychiatric

and substance use issues.

R E G U L A T I O N  O F  B R A I N  C H E M I S T R Y

Research has revealed a link between anxiety and problems with the regu-

lation of various neurotransmitters—the brain’s chemical messengers that

transmit signals between brain cells. Three major neurotransmitters are

involved in anxiety: serotonin, norepinephrine and gamma-aminobutyric

acid (gaba).

Serotonin

Serotonin plays a role in the regulation of mood, aggression, impulses,

sleep, appetite, body temperature and pain. A number of medications used

to treat anxiety disorders raise the level of serotonin available to transmit

messages.

Nore pinephr ine

Norepinephrine is involved in the fight or flight response and in the regu-

lation of sleep, mood and blood pressure. Acute stress increases the release

of norepinephrine. In people with anxiety disorders, especially those with

panic disorder, the system controlling the release of norepinephrine ap-

pears to be poorly regulated. Some medications help to stabilize the

amount of norepinephrine available to transmit messages.

gaba
gaba plays a role in helping to induce relaxation and sleep, and in pre-

venting overexcitation. Medications known as benzodiazepines enhance

the activity of gaba, producing a calming effect.

C H A N G E S  I N  B R A I N  A C T I V I T Y

Modern brain-imaging techniques have allowed researchers to study the

activity of specific areas of the brain in people with anxiety disorders. Such

studies have found, for example:

• abnormalities in cerebral blood flow and metabolism, and also structural

anomalies (e.g., atrophy) in the frontal, occipital and temporal lobes of

the brain

• that serotonin, norepinephrine and gaba activity in the limbic system,

which controls memory and anxiety and fear responses, is most likely 



responsible for anxiety about the future 

• that activity in the locus ceruleus (with a high number of norepinephrine

neurons) and the median raphe nucleus (with a high number of serotonin

neurons) appears to be involved in the production of panic attacks

• that activity in the norepinephrine systems in the body and the brain

produces physical symptoms of anxiety, such as blushing, sweating and

palpitations, which may cause people to become alarmed; these systems

have also been linked to the production of flashbacks in people with

post-traumatic stress disorder.

G E N E T I C  F A C T O R S

Research confirms that genetic factors play a role in the development of

anxiety disorders. People are more likely to have an anxiety disorder if they

have a relative who also has an anxiety disorder. The incidence is highest

in families of people with panic disorder, where almost half have at least

one relative who also has the disorder.

M E D I C A L  F A C T O R S

Alcohol , medicat ions  and i l l ic i t  substances

Substance use may induce anxiety symptoms, either while the person is in-

toxicated or when the person is in withdrawal. The substances most often

associated with generalized anxiety or panic symptoms are stimulants, in-

cluding caffeine, illicit drugs such as cocaine, and prescription drugs such

as methylphenidate (e.g., Ritalin®).

Medical  condit ions  

A range of medical conditions can cause anxiety symptoms and result in

anxiety disorders. For example, both panic and generalized anxiety symp-

toms can result from medical conditions, especially those of the glands,

heart, lungs or brain. Most often, treatment of the medical condition re-

duces symptoms of anxiety.
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Obsessive-compulsive symptoms in children may occur following strep

infections. Obsessive-compulsive symptoms may also result from other in-

fectious and degenerative syndromes affecting the central nervous system,

but this is rare.

Mitral valve prolapse (a heart condition in which a heart valve is not work-

ing properly) has been associated with panic disorder, but there is no evi-

dence supporting this link.

Psychiat r ic  condit ions

People with other psychiatric disorders often also have symptoms of anxiety.

Sometimes it is the symptoms of the other disorder, such as depression or

psychosis, that heighten a person’s anxiety. In such cases the person may

not be diagnosed as having an anxiety disorder.

People who are diagnosed with anxiety disorders may also have other psy-

chiatric disorders; most often, these are other types of anxiety disorders, or

substance use disorders or depression. Two out of three people with panic

disorder will have a major depressive episode at some point in their life-

time. When depression occurs in someone with an anxiety disorder, it is of

particular concern since these two problems in combination increase the

person’s risk for suicide.

Other factors

Studies show that people who are anxious tend to have an irregular pattern

of breathing, alternating from hyperventilation to holding their breath.

This pattern of breathing contributes to further symptoms (e.g., light-

headedness, dizziness and possibly fainting) and increases the feelings of

anxiety. Breathing retraining techniques can help these people cope or

manage anxiety symptoms.



3 TREATMENTS FOR 
ANXIETY DISORDERS

Many psychological treatments—such as relaxation training, meditation,

biofeedback and stress management—can help with anxiety disorders.

Many people with anxiety disorders also benefit from supportive coun-

selling or couples or family therapy. However, experts agree that the most

effective form of treatment for the anxiety disorders is cognitive-behav-

ioural therapy (cbt). Medications have also been proven effective, and

many people receive cbt and medication in combination.

Cognitive-behavioural therapy

cbt is a brief, problem-focused approach to treatment based on the cogni-

tive and behavioural aspects of anxiety disorders. Typically, cbt consists of

12 to 15 weekly one-hour sessions. In the initial sessions, the person with

the anxiety disorder works with the therapist to understand the person’s

problems. The person’s symptoms of anxiety are assessed within a cogni-

tive-behavioural framework, and the goals and tasks of therapy are estab-

lished. As the therapy progresses, behavioural and cognitive tasks are as-

signed to help the person with the anxiety disorder learn skills to reduce

anxiety symptoms. As the symptoms improve, the therapist also focuses on

underlying issues that may pose a risk for “relapse,” a term used to describe

the return of symptoms. Homework assignments between sessions can 

include facing a feared situation alone, recording thoughts and feelings in

different anxiety-provoking situations, or reading relevant material. Fol-

lowing treatment, therapists often schedule less frequent “booster” sessions.

W H A T  D O E S  C B T  I N V O L V E ?

A standard component of cbt treatment is exposure therapy, which involves

gradually exposing the person, either directly or through the person’s
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imagination, to his or her feared situation that triggers anxiety. For in-

stance, the person who fears dogs will be asked to spend time with dogs,

the person who has panic attacks in the mall will be requested to go to

malls, and the person who fears embarrassing him-self or herself in social

situations will be asked to attend gatherings and speak with others.

The rationale behind exposure therapy is that by practising exposure to

their fears, people have the opportunity to learn that their fears are exces-

sive and irrational, and that the anxiety decreases with more and more

practice. This process is called habituation. Because many people find it hard

to face their fears, exposure therapy typically starts with exposing the per-

son to situations that create only mild to moderate symptoms of anxiety,

and gradually progresses to exposing the person to situations that create

severe anxiety. In the case of someone who fears dogs, therapy may begin

with the person discussing dogs, then progress to the person looking at

photos of dogs, watching movies that showcase dogs and watching dogs

from a distance, until eventually he or she can approach and pat different

types of dogs.

Again, with repeated exposure, these situations begin to elicit less and less

fear and anxiety for the person, and he or she feels less of an urge to avoid

them. As the person makes progress in conducting exposures with the as-

sistance of the therapist, he or she is increasingly requested to complete ex-

posure tasks as part of homework between sessions. The time it takes for

people to progress in treatment may depend on the severity of their fear

and their ability to tolerate the discomfort associated with arousing their

anxiety.

An important part of cbt is helping people with anxiety disorders to iden-

tify, question and correct their tendencies to overestimate danger and their

perceived inability to cope with danger. Cognitive strategies are developed

in combination with exposure therapy to help people recognize that their



thoughts, attitudes, beliefs and appraisals can generate and maintain anx-

ious states.

For example, people who fear dogs may have the mistaken belief that all

dogs are dangerous, based on an earlier experience with a single dog bite,

and people experiencing panic attacks are likely to overestimate the likeli-

hood of or the threat associated with, having another panic attack in the

mall. People with social phobia tend to overestimate the degree to which

they are going to make social blunders and subsequently be judged and

ridiculed. People with contamination obsessions and washing compul-

sions exaggerate the perception of danger associated with benign objects,

such as door handles, chairs, money or shoes.

With repeated practice in therapy and then as part of homework, people

with anxiety disorders develop skills that enable them to identify anxiety-

related thoughts and beliefs, identify common distortions in their think-

ing, examine the evidence that supports and does not support their fear-

ful appraisals, and develop less-threatening alternative responses to the

feared object or situation. Cognitive restructuring exercises are also intro-

duced to help the person recognize why behavioural avoidance, reassur-

ance-seeking behaviours and “safety” behaviours (e.g., the person experi-

encing panic who always carries a cell phone just in case he or she needs

to call for help) are unhelpful long-term strategies.

cbt has been found to be effective for all the anxiety disorders. Most peo-

ple experience a significant reduction in their symptoms and stay well af-

ter the treatment ends. Given the success of this therapy and its ability to

reduce relapse, cbt is established as the first-choice psychological treat-

ment for anxiety disorders. cbt should be offered to all people with anxi-

ety disorders, except for those who have already completed a course of cbt

and failed to improve, those who do not want to try cbt, or people who

cannot access a well-trained cbt therapist. Step-by-step workbooks are
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available for each anxiety disorder. (See pages 41–42 for recommended 

titles.)

Medication options

Research has shown that people with anxiety disorders often benefit from

medications that affect various neurotransmitters, particularly serotonin,

norepinephrine and gaba. Medications can help reduce symptoms of

anxiety, especially when combined with cbt.

The main medications used to treat anxiety are selective serotonin reup-

take inhibitors (ssris), norepinephrine and serotonin reuptake inhibitors

(nsris) and benzodiazepines (bzds). ssris and nsris belong to a class of

drugs called “antidepressants,” which are commonly prescribed to treat

both anxiety disorders and depression. Benzodiazepines are classed as

“sedatives” and are generally used to treat anxiety or insomnia.

Doctors treating anxiety disorders will usually prescribe an ssri or an

nsri. Research indicates that these medications help reduce the symptoms

of anxiety for about 70 per cent of the people who take them. For those

who do not benefit from taking an ssri or nsri, other drug treatments

can provide relief. In some cases, specific symptoms of anxiety may be 

addressed with other medications, such as “betablockers” to reduce hand

tremors or slow down the heart rate, or “anticholinergics” to reduce sweat-

ing. Such medications can be taken in addition to an ssri or nsri.

A N T I D E P R E S S A N T S

Antidepressants are usually the first medication prescribed to treat anxiety

disorders. These medications are safe, effective and non-addictive, and have

not been shown to have any long-term effects. The drawback of anti-

depressants is that they often have side-effects. For most people, the side-

effects are mild and short-lived, an easy trade-off for the benefits of the



medication. For others, the side-effects might be more troubling. People

often experience the side-effects of an antidepressant within the first few

weeks of treatment, before experiencing its benefits.

While ssris and nsris are the most commonly prescribed antidepressants

in the treatment of anxiety disorders, other classes of antidepressants 

are also effective. These include tricyclic and tetracyclic antidepressants

(tcas) and monoamine oxidase inhibitors (maois). Newer antidepres-

sants are also available, but their effectiveness in treating anxiety disorders

has not yet been established.

What’s  involved in  t r y ing ant ide pressants?

For best results, antidepressants should be taken regularly, generally once

or twice each day. These and all medications should be taken only as 

prescribed. Taking more or less than the prescribed amount can prevent

medications from working, and may even worsen some symptoms. Most

doctors recommend starting at a low dose and then, if the person tolerates

the medication well, slowly increasing the dose until the ideal dose is

found. The ideal dose is one that provides the greatest benefit with mini-

mum side-effects.

Once a person has begun taking an antidepressant, he or she should con-

tinue for a trial period of at least three months. This allows time for the

dosage to be adjusted correctly, for the initial side-effects to subside, and

for the benefits of the drug to become clear. When these drugs work, the

effects come on gradually. Usually several weeks pass before any change in

symptoms is noticed. Then, the anxiety is reduced and it is easier for 

people to work on changing the way they behave in response to anxiety. It

is important to realize that although these medications can be of great help

to some people, not all symptoms of anxiety will be relieved.
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If no benefits are derived from a particular antidepressant after a trial 

period of three months, doctors often recommend that another anti-

depressant be tried. Some people respond well to one drug and not at all

to another. If a person does not benefit from the first medication (e.g., an

ssri), a second choice would be another ssri or an nsri, and the third

choice would be a tca. It is not uncommon for someone to try two or

three antidepressant drugs before finding the one that works best.

The question of whether or not to take an antidepressant while pregnant or

nursing should be discussed with your doctor. In some cases, the benefit of

the drug clearly outweighs the possible risks.

How long should I  take  an ant ide pressant?

When the right antidepressant has been found, doctors usually advise tak-

ing the medication for at least six to 12 months. In some cases, the doctor

may recommend taking the medication for several years, as there might be

a greater risk of relapse if the medication is stopped. Even when taken for

the long term, these medications are safe and non-addictive. No long-term

side-effects have been associated with the use of antidepressants.

If a person begins to feel better and stops taking medication too soon or

too quickly, the risk of relapse increases. The decision to stop taking med-

ication should only be made in consultation with a doctor. The following

guidelines can help lower the risk of relapse when a person wants to dis-

continue using medication:

• Lower the dosage gradually by “tapering,” or reducing, the medication

over a period of time, possibly several weeks to months.

• Follow up regularly with a health care professional to help monitor the

severity of any recurring symptoms of anxiety.

• Combine cbt with medication and use the skills learned to control any

symptoms of anxiety that may arise when medication is discontinued.



Side-e f fects  of ant ide pressants

People who take antidepressants are likely to experience side-effects. Side-

effects often begin soon after the person starts treatment, and generally di-

minish over time. In the early stages of treatment, side-effects may resem-

ble anxiety symptoms, causing some people with anxiety disorders to

abandon the treatment before it has had a chance to take full effect. Such

side-effects, however, usually only last a couple of weeks. Some side-effects

may be reduced by adjusting the dose, or by taking the medication at a dif-

ferent time of the day. If this approach does not improve the side-effects,

the doctor may prescribe another medication.

The side-effects of antidepressants are not permanent and will disappear

completely when the medication is discontinued. When taking anti-

depressants or any medication, it is important to discuss with your doctor

any side-effects that are troubling you. Each class of antidepressant and its

common side-effects are discussed below.

Dr ug interact ions  w ith  ant ide pressants

When taking an antidepressant, or any medication, it is important to check

with your doctor or pharmacist for possible drug interactions before taking

any other prescription or over-the-counter drugs, or any herbal products.

Check also with your doctor before using alcohol or illicit drugs, as these

may also interact with certain medications or reduce the effectiveness of

treatment. Even on their own, alcohol and illicit drugs can create symp-

toms of anxiety.

Select ive  serotonin reuptake  inhibitors

ssris are often the first medication prescribed to treat anxiety disorders.

These medications are known to reduce symptoms of anxiety, to be safe,

and to have milder side-effects than some other antidepressants. ssris have

their primary effect on serotonin neurotransmitters.
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The ssris currently available in Canada are fluoxetine (Prozac®), fluvox-

amine (Luvox®), sertraline (Zoloft®), paroxetine (Paxil®) and citalopram

(Celexa®). Of these, citalopram  is the newest on the Canadian market and

its effectiveness for all anxiety disorders has not yet been proven through

research. These medications are considered to be equally effective, although

each may work for some people and not for others. They work less rapidly

than benzodiazepines, especially in panic disorder, but are better tolerated

in the long term and do not cause dependence.

Common side-effects: sexual inhibition, gastrointestinal complaints, weight

gain, headaches, anxiety, insomnia or sedation, vivid dreams or nightmares.

Nore pine phr ine  and serotonin reuptake  inhibitors

The only medication of this class currently available in Canada is ven-

lafaxine (Effexor®). It is used to treat depression and generalized anxiety

disorder, and also panic disorder, obsessive-compulsive disorder and social

phobia.

Common side-effects: nausea, drowsiness, dizziness, nervousness or anxiety,

fatigue, loss of appetite and sexual dysfunction; in higher dosage, ven-

lafaxine may increase blood pressure, and should only be taken on the

doctor’s advice by people with hypertension or liver disease.

Tr icycl ic  and te t racycl ic  ant ide pressants

Although there are 10 tcas available in Canada, not all of them have been

shown to be effective for the treatment of anxiety disorders. Imipramine

(Tofranil®), desipramine (Norpramin®) and clomipramine (Anafranil®)

have been the most studied for the treatment of panic disorder, general-

ized anxiety disorder and post-traumatic stress disorder. Clomipramine is

most helpful for treating obsessive-compulsive disorder.



tcas may interfere with certain medications, especially other mental

health or heart medications. Review with your doctor the medications you

are currently taking to check for possible interactions.

Common side-effects: dry mouth, tremors, constipation, sedation, blurred

vision and change of blood pressure when moving from a sitting to a

standing position (orthostatic hypotension). Because tcas may cause heart

rhythm abnormalities, ask your doctor for an electrocardiogram (ekg)

before taking this medication.

Monoamine ox idase  inhibitors  

maois are highly effective medications for the treatment of depression and

anxiety. However, maois are used less frequently than other antidepres-

sants because people who take them must follow a diet that is low in tyra-

mine, a protein found in, for example, foods that are aged, fermented or

high in yeast. If tyramine is taken in a too large a quantity while taking an

maoi, it can cause severe high blood pressure, which may be life-threaten-

ing. If you are taking an maoi, your doctor or pharmacist will provide you

with a list of foods to avoid. Examples of maois are phenelzine (Nardil®)

and tranylcypromine (Parnate®).

maois also interact with a number of medications. Some painkillers, for

example, should be avoided. Ask your doctor or pharmacist for a list of

medications to avoid. If you plan to have surgery, let your dentist or sur-

geon know you are taking an maoi at least a few weeks before the sched-

uled date. You may be asked to discontinue the maoi prior to the surgery

to avoid possible drug interactions. If you require emergency surgery, your

doctor will monitor and manage any possible drug interactions during

and after the surgery.
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Common side-effects: change of blood pressure when moving from a sitting

to a standing position (orthostatic hypotension), insomnia, swelling and

weight gain.

Other  ant ide pressants

Moclobemide (Manerix®) is an antidepressant related to the maois, but

which does not require diet restrictions and has fewer drug interactions,

making it safer than maois. It is used to treat social anxiety disorder. Mir-

tazapine (Remeron®) and bupropion (Wellbutrin®, Zyban®) are newer

antidepressants whose effectiveness in the treatment of anxiety disorders

has not been established.

B e nzodiaze pines

Benzodiazepines are a group of medications that increase the activity of

the gaba neurotransmitter system. bzds reduce anxiety and excessive 

excitement, and make people feel quiet and calm. They also produce

drowsiness, making it easier to fall asleep and to sleep through the night.

For a long time, before ssris were available, bzds were the drugs of choice

for managing anxiety disorders. However, these drugs have potential for

abuse and can be addictive, so the long-term use of bzds is discouraged.

bzds are often used to treat generalized anxiety disorder, panic disorder,

social anxiety disorder, obsessive-compulsive disorder and post-traumatic

stress disorder. They are usually prescribed in addition to an ssri or other

antidepressant for two to four weeks at the beginning of treatment, until

the antidepressant becomes fully effective. The advantage of bzds is that

they can rapidly relieve and control anxiety.

The bzds most commonly used to treat anxiety disorders are clonazepam

(Rivotril®), alprazolam (Xanax®) and lorazepam (Ativan®).



Common side-effects: drowsiness, sedation, dizziness and loss of balance;

effects are most serious when bzds are combined with alcohol or with

other sedative medications.

Other  medicat ions

Buspirone (Buspar®) can be used to treat generalized anxiety disorder. It

works mainly through the serotonin neurotransmitter system and usually

takes two to three weeks to become effective.

Antipsychotic medications are rarely used to treat anxiety disorders. When

prescribed, they are generally given at a low dose in combination with anti-

depressants to people with severe anxiety who do not respond to antide-

pressants alone.

Herbal  therapies

Over the years, many herbs have been thought to have some effect on

mood and mental health. Although many plants may have active ingredi-

ents that can be somewhat effective in relieving various symptoms, their

effectiveness has not been formally tested. In North America, the herbal

industry is unregulated, meaning that the quality and effectiveness of

herbal products is not consistent. Adverse effects are possible, as are toxic

interactions with other drugs. If you are considering herbal medicines, you

should discuss this with your doctor and review the medications you are

already taking.

Some herbal products have sedative effects and are believed to reduce

symptoms of anxiety. These include German chamomile, hops, kava kava,

lemon balm, passion flower, skullcap and valerian. Other herbs without

sedating effects, such as St. John’s wort, have also been suggested for treat-

ing anxiety disorders. The effectiveness of all of these medicines in the

treatment of anxiety disorders, and their effectiveness in comparison to

antidepressants have not yet been studied.
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4 RECOVERY AND RELAPSE 
PREVENTION

When someone begins treatment for an anxiety disorder, the first goal is

to reduce and manage symptoms. The process of achieving this goal,

known as “recovery,” often includes a combination of medication, cbt and

supportive psychotherapy, and may also include other support such as oc-

cupational, recreation and nutrition therapy. Recovery also includes the

way you apply the skills learned in treatment to real life situations. Your

idea of what you hope to achieve through recovery is unique to you. Long-

term goals may include improved relationships with others, a full and sat-

isfying work life, increased self-esteem and improved overall quality of life.

Once recovery is underway, and you are ready to focus on getting your life

back to normal, the next step is “relapse prevention.” Anxiety is not an ill-

ness with a “cure.” Medication and therapy can help to bring symptoms

under control, but some of the symptoms of anxiety, such as worry and

fear, can arise for anyone during everyday life. To prevent relapse, you need

to be ready with a plan to manage symptoms as they appear. Moving

through the process of recovery and relapse prevention depends on a com-

bination of planning and attitude. Achieving and maintaining your goals

is easier when you develop:

• awareness of warning signs and strategies to respond to setbacks

• a healthy lifestyle 

• hope and optimism about the future

• self-confidence.



Preventing relapse and promoting wellness

S O M E  T H I N G S  Y O U  C A N  D O  T O  P R E V E N T  R E L A P S E :

1. Become an expert on your condition. Learn about your symptoms and

how to recognize when symptoms begin. Many resources are available,

including books, videos, support groups and information on the Inter-

net. Be aware that not all Internet sites provide reliable information; see

the resources section beginning on page 41, for recommended sites and

other suggestions for further information.

2. Develop and stick to a plan for managing symptoms of anxiety. Main-

taining improvements in symptoms of anxiety requires commitment

and dedication. Resist the urge to limit your life in the same way that

you did when you were in the grips of your anxiety disorder. Develop a

plan that includes a commitment to:

• Take medications as prescribed. Any changes in your medication routine

should be discussed beforehand with your doctor.

• Learn warning signs that the anxiety disorder could (e.g., if you begin

again to avoid situations you associated with anxiety).

• Respond to warning signs by using the skills learned during therapy. To

remain well, continue to expose yourself to situations you associated

with anxiety.

3. Develop a social support network. Family, friends and a support group

can help you to recognize when stressful situations may trigger anxiety

symptoms, and can remind you of your strengths when you feel dis-

couraged.

4. Learn to cope with stress. Stress, fatigue and feeling out of control can

trigger symptoms of anxiety. Pay attention to which situations are stress-

ful for you. Learn ways to manage stress. Here are some suggestions that

can help you to return to a calm state:
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• Diaphragmatic breathing: One way to do this is to lie on your back with

one hand over your navel. Breathe so that your hand rises and falls with

each breath, allowing your lungs to completely empty and fill. Ask your

clinician about other approaches to this technique.

• Pleasurable activities: Do something you enjoy that is relaxing, such as

reading an inspiring book, walking in nature or talking to a supportive

person.

• Take action: When you take your mind off the things that cause you

stress, it can make them seem less important. Take a class or try a new

interest; learn something new.

• Become more aware of the present moment: Yoga and mindfulness medi-

tation are two ways to help you focus your mind on the here-and-now.

5. Live a healthy life. Eat a healthy diet, sleep well and exercise. Regular ex-

ercise, including sports, can help to manage stress. Use your faith, reli-

gion or spiritual practices to support your recovery. Remain connected

with the aspects of life that nurture you, and explore new ways to nur-

ture yourself.

6. Focus on developing a well-balanced life, with time for work, family,

friends and leisure activities.

Relationship with a partner 

An anxiety disorder can affect your relationship with your partner. When

your symptoms are severe, it may be hard for you to be supportive and in-

timate. When you are most affected by your anxiety disorder, your partner

may take on more responsibilities than he or she feels is fair. Over time,

this can lead to distance and even hostility in the relationship. It takes

time, patience and effort to rebuild what may have been lost.

Include your partner in your recovery. Let him or her know about your

progress, and begin to offer to take on more responsibility again as you
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make improvements in managing your symptoms. It may be helpful for

your partner to meet with your clinician, to better understand your treat-

ment. Your partner may benefit from a family support group as well.

Couple therapy with a marital or couple therapist who understands anxiety

disorders can help you to improve communication and to work together

as a couple once again. A good therapist can help to remind couples of

what brought them together in the first place.

5 HELP FOR PARTNERS 
AND FAMILIES 

What happens when someone you love has 

an anxiety disorder? 

When someone in a family has an anxiety disorder, everyone is affected.

Having someone with an anxiety disorder in the family brings added 

pressures. Because most people experience some degree of anxiety in life,

it may be quite some time before your relative receives an accurate 

diagnosis and begins to receive treatment. Your relative may have heard

well-meaning advice, like, “You worry too much. Relax.” Or, “What’s the

problem with going out of the house? Just do it!” You may even have said

these things to your relative. To a person without an anxiety disorder, these

statements would be good advice, but having an anxiety disorder involves

more than the usual worry. Your relative may require professional help to

get better.

It is natural for families and partners to feel resentful or disappointed when

anxiety interferes with normal family life. Acknowledging the illness can

be the first step toward understanding and making the family work again.

When your relative is first diagnosed 

When a member of your family is diagnosed with an anxiety disorder, you

may experience varied and conflicting emotions. Often when a family

learns that an anxiety disorder is the cause of their relative’s worry and be-

haviour, they feel relief to finally know what the problem is, but they may

also feel uncomfortable emotions, such as sadness, fear, guilt or anger. You

may fear how the illness will affect the future for your relative, and for you.
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If you are the parent of a child or young adult who has been diagnosed

with an anxiety disorder, you may feel guilty and blame yourself for the 

illness. You may fear that you have done something to bring this on, even

when health care professionals tell you that this is not the case. Not sur-

prisingly, you may feel angry that an anxiety disorder has disrupted the life

of your family.

It is normal to experience this wide range of feelings. Understanding this,

and learning to accept and manage your feelings, will reduce your stress

and help you to be more helpful to the person who is struggling with the

anxiety disorder.

H O W  T O  R E L A T E  T O  Y O U R  F A M I L Y  M E M B E R

1. Learn as much as you can about the symptoms of and treatments for

your relative’s anxiety disorder. This will help you understand and

support your relative as he or she makes changes.

2. Encourage your family member to follow the treatment plan. If you

have questions about your relative’s treatment, ask your relative if it

would be possible to speak to a member of his or her treatment team.

3. Try to keep anxiety from taking over family life. Keep stress low and

family life normal as much as possible.

4. Be supportive of your relative, without supporting his or her anxiety.

Your relative may look to you for reassurance when he or she is anxious,

or ask you to arrange things to help him or her avoid an anxiety-pro-

ducing situation. If you have helped your relative to reduce or avoid

anxiety in the past, it may take time and practice to change this pattern.

When you resist supporting your relative’s anxiety behaviours, such as

avoiding anxiety-provoking situations or performing a ritual to try to

block feelings of anxiety, you are supporting his or her efforts to get

well.

5. Communicate with your relative positively, directly and clearly. You

may see things differently from your relative, who may become over-

whelmed by fears. Avoid personal criticism even when disagreeing. For

example, if your relative does not wish to seek treatment at the time that

you think it is needed, take time to listen to his or her concerns. Express

your point of view, while respecting your relative’s concerns.

6. Remember that life is a marathon, not a sprint. Progress is made in

small steps. Applaud your relative’s progress at confronting anxiety and

encourage him or her to use skills learned in treatment to manage

symptoms.

Partners and families need to take care 

of themselves 

When family members or partners are caught up in caring for a relative

with an anxiety disorder, they may neglect to take care of themselves. At

times they may give up their own activities and become isolated from

friends and colleagues. The isolation could go on for some time before

they realize how emotionally and physically drained they are from caring

for their relative or partner. The stress can result in disturbed sleeping pat-

terns, feelings of irritability and/or episodes of exhaustion.

Family caregivers or partners need to be aware of their personal signs of

stress and know their personal limits. They need to take actions to main-

tain their physical and mental health. Taking time out for oneself and

keeping up interests outside of the family, and apart from the relative with

an anxiety disorder, can help the family caregiver to recharge. Recovery

from an anxiety disorder can be a long process. Caregivers need to set aside

feelings of guilt, or of pressure to focus always on the relative who needs

help. When caregivers take the time to have their own needs met, they have

more energy and patience to support their relative, and are less likely to

feel resentful or overwhelmed.
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Family and friends can offer valuable support. However, when seeking such

support, it is important to be aware that some people are more informed

and understanding about mental health problems than others. It is wise to

be selective when choosing who to confide in, and what advice to follow.

Family caregivers are encouraged to seek professional support that is spe-

cific to families of people with mental health problems. Support could in-

clude individual or family counselling, family support and education

groups to improve understanding of their relative’s anxiety disorder, and

self-help groups where families of people with anxiety disorders provide

support to each other. Counselling and groups may be offered by a com-

munity hospital, clinic or mental health organization.

Explaining anxiety disorders to children 

It can be challenging to explain anxiety disorders to children. Sometimes

parents will not tell their children that a family member has been diag-

nosed with an anxiety disorder because they do not know how to explain

it to children or they think children will not understand. In an effort to

protect children, they sometimes continue with family routines as if noth-

ing was wrong.

The strategies of saying nothing and continuing with routine activities are

difficult to maintain, and over time will only be confusing to children try-

ing to understand their relative’s problem. Because children are sensitive

and intuitive they will notice when a member of the family has emotional,

mental and physical changes. Parents should avoid being secretive about

the relative’s anxiety disorder, as children will develop their own—often

wrong—ideas about their relative’s condition.

Children from three to seven years of age tend to see the world as revolv-

ing around them. As a consequence they blame themselves for unusual

and upsetting events or changes in the family, or for unusual changes that 

occur with other people. For example, if a member of the family has a fear

of heights, and becomes upset when a child climbs a ladder, the child may

assume he or she is the cause of the person’s unusual behaviour.

To explain anxiety disorders to children, it is important to provide them

with only as much information as they are mature or old enough to un-

derstand. When providing information to toddlers and preschool chil-

dren, parents should use simple, short sentences. That is, the sentences

should be worded in concrete language and be free of technical informa-

tion. For example, “Sometimes your father doesn’t feel well and it makes

him upset.” Or, “Your father has an illness that makes him feel upset when

he sees someone climb a ladder.”

Children in elementary school can process more information. They are

more able to understand the concept of an anxiety disorder as an illness;

however, too much detail about the nature of the illness and how it is be-

ing treated could overwhelm them. One way to explain anxiety disorders

to elementary school children is to say, “An anxiety disorder is a kind of ill-

ness that makes people worry a lot about heights and getting sick. Worry-

ing so much makes them avoid tall buildings.”

Teenagers can manage most information, and often need to talk about

what they see and feel. They may worry about the stigma of mental health

problems and may ask about the genetics of anxiety disorders. Teenagers

will engage in conversations about anxiety disorders if information is

shared with them.

There are three main areas that are helpful for parents to cover when

speaking with children about anxiety disorders:
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1. The parent or family member behaves this way because he or she has

an illness. It is easiest for children to understand an anxiety disorder

when it is explained to them as an illness. Tell children that a member

of the family has an illness called an anxiety disorder. You may explain

it like this: “An anxiety disorder is like a cold, except that you don’t catch

it, and rather than giving you a runny nose, it makes you worry a lot,

sometimes for no reason. This worry makes people with an anxiety dis-

order avoid heights, or stay away from things that bother them, or

check things over and over. Sometimes, they want others in the family

to act the same way that they do. An anxiety disorder takes a long time

to get better. People with an anxiety disorder need help from a doctor

or therapist.”

2. Reassure the child that he or she did not make the parent or family

member get this illness. Children need to know that their actions did

not cause their loved one to develop the illness. People with anxiety dis-

orders may become depressed as they struggle with their symptoms. It

is important to reassure children that they did not make their loved one

fearful or anxious.

3. Reassure the child that the adults in the family and other people, such

as doctors, are trying to help the affected person. It is the responsibil-

ity of adults to take care of the family member with an anxiety disorder.

Children should not worry about taking care of anyone who is ill. Chil-

dren need their parents and other trusted adults to protect them. Chil-

dren should be allowed to talk about what they see and feel with some-

one who knows how hard it is for a relative to struggle with the

symptoms of an anxiety disorder. The changes that occur in a loved one

because of an anxiety disorder are often scary to children. They miss the

time spent with the person who is ill. Participating in activities outside

the home helps children as it exposes them to healthy relationships. As

the relative with an anxiety disorder recovers, and he or she gradually

resumes family activities, this will help to improve his or her relation-

ship with the children in the family.

If the relative with an anxiety disorder is a parent, he or she and the other

parent should talk with the children about explaining the anxiety disorder

to people outside the family. The support of friends is important for every-

one. However, because anxiety disorders can be hard to explain, and some

families worry about the stigma of mental illness, family members will

have to decide how open they wish to be about their situation.

Some parents who are affected with an anxiety disorder may find that they

are less patient and more easily irritated than usual. They may find it hard

to tolerate the loud, messy, chaotic play of their children. For them, the

family may have to design and develop structured routines to ensure that

the parent with an anxiety disorder has quiet and restful time away from

situations that might trigger symptoms of the illness. Times should be

planned to allow for children to play outside the home, or for the parent

with an anxiety disorder to rest for part of the day in a quiet area of the

home.

When the relative with an anxiety disorder is in recovery, it helps for the

person to explain his or her behaviour to the children. The recovered rel-

ative may need to plan some special times with the children to re-establish

their relationship and reassure the children that he or she is now more

available to them.
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