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Foreword

By Magda Szubanski AO

We need this book. As I write this foreword my country, Australia, is on fire. As a consequence, anxiety on both national and personal levels will, without question, escalate. So, we need to understand this beast. Although not written in response to this national crisis, Mark’s book is an expert, deeply compassionate, practical guide to anxiety, in all of its manifestations. It will help us all educate ourselves so we can be more understanding and less judgemental about our own anxiety and that of others.

Anxiety moves in mysterious ways. I, too, have GAD – generalised anxiety disorder, along with lashings of intergenerational Polish–Irish trauma – and know this first hand. I’ve muddled my way through life and done okay, working around it. But recently I was forced to take it very seriously. At the end of 2018, after a particularly stressful few years which included my mother dying and the same-sex marriage postal survey (among a host of other shitty things you don’t need to know about), I ended up in the neurology ward at The Alfred Hospital in Melbourne with a suspected stroke. The chief symptoms were tingling fingers and aphasia – the inability to speak. Not great for someone who makes their living from talking.

My speech would come and go. It was, frankly, terrifying. Late one night, during a speak phase, I sat chatting with one of the young nurses – these people are the true angels – and she said to me, ‘We see this every single day – neurological change brought on by stress.’ I was later diagnosed with stress/hormone induced migraine. Phew!

But this serves to illustrate how we ignore and underplay our stress at our own peril. Mark really helped me get through this unnerving time.

The other day, Mark and I were talking about how Australia will respond to the horrific bushfire disaster. I expressed my concern that the word ‘resilient’ is everywhere and that people may feel pressure to appear strong. Mark pointed out that there is also a danger it will slip into ‘denialism’. Another reason it is crucial that we understand properly the mechanisms of stress, trauma and anxiety.

This is a brave book because Mark has removed the protective armour of his professional standing and revealed his own vulnerability. He is not speaking from on high, as some invulnerable medical lord talking down to the wounded masses. He is one of us: what is called, the ‘wounded healer’; someone who can help others because he knows from the inside how it feels.

And we know that Mark is not the only physician who needs to ‘heal thyself’. Perhaps his book may help in the way medical practitioners are trained, getting real about their own struggles and dealing with them appropriately.

Anxiety does not discriminate. It cuts a swathe through every level and facet of our society: men, women, children, old, young, rich, poor, black, white, and all levels of physical and educational ability. We really are all in this together.

Mark’s thoughtful book provides a wonderful social context for anxiety. This will give us insight not only into the external factors that play into our own conditions, but also help us walk a mile in the shoes of others. Not only will this lift some of the burden of personal shame, but perhaps it will also help us think about ways to make the world a fairer, kinder place.

Lastly, this book is really, really practical. The medical system can be a daunting, convoluted maze and having some insider intel on how to work the system is invaluable.

I, for one, am very grateful.

January 2020






Foreword

By Anne Mortimer, CEO, Northside Group, part of Ramsay Health Care

This book is a brave and eloquent exposition of Dr Mark Cross’s personal experience of anxiety, which, ironically, has formed such a solid and compassionate base for his professional practice as a psychiatrist.

Mark’s candid sharing of his own vulnerabilities and struggles supported and amplified by equally courageous narratives from consumers, friends and colleagues, creates an egalitarian, erudite and compelling account of the many ways anxiety can manifest itself and the pain and suffering it can cause.

His ever-present consumer advocacy is palpable throughout the book – he is a psychiatrist of the people and for the people. He does not set himself apart. The genesis of a profound trust in his patients and colleagues is tantamount to the success of his practice.

Mark’s emotional availability invites an honest presence in the reader as he explores with generous and informed empathy the markers that have led to this pervasive global condition.

His inclusive, encouraging and objective approach precludes stigma.

Providing us with an accessible historical journey through the evolution of diagnosis and treatments, Mark leads the reader to also consider and explore the role society, workplace and government has in the exacerbation and stigmatisation of anxiety (and mental health issues in general). He personalises those concepts through self-revelation, using his own suffering of anxiety compounded by his family history and his sexuality.

Anxiety is a potent and liberating read, providing useful information on the causation of anxiety, how to access help, navigating the health system, treatment and medication options, managing the workplace, evolving a wellness plan and the importance of self-care and self-determination.

It is smart, sassy and a bit controversial – much like its author.

Mark provides a balanced, informative and heartfelt insight into the causes and treatment of this universal condition in a bid to advance the knowledge base for all consumers and their families.

The future success of individuals being treated for anxiety and other mental health issues lies not only in receiving timely non-judgmental treatment but also in being well informed and a part of the decision making at every level regarding that treatment. Choice and control should remain as much as possible with the consumer, forming part of their recovery solution.

We support and applaud Mark for his brave, honest account and his passion and dedication as he shines a light on the struggles associated with having anxiety. We applaud also the courage and determination of the people who shared their personal journeys. Through their narratives they are all actively part of the solution to diminish stigma, defuse fear and promote hope.

Mark, through his kind generosity of spirit has shown us that together we can engineer a world where awareness and inclusion precludes stigma.

January 2020

Anne Mortimer is a veteran of forty years in healthcare. She has always strongly advocated for reducing the stigma that has often been associated with mental health.






Introduction

‘Mark Cross is nervous.’ That was the opening sentence of an article in The Sydney Morning Herald about an ABC TV documentary series called Changing Minds that I featured in. And it pretty much sums it up, because I suffer from anxiety. Oh, and I’m a shrink.

For me, anxiety is the red-eyed Yeti sitting on the edge of my bed or hovering above me as I, panic stricken, shift from sleep to full wakefulness in the dead of night, a brute whose burning gaze bores into my inner being. I feel it during bad times, waiting to burst through like a beast from a horror novella. At other times, it seems less angry, appearing to want to hold me and be understood. I’ve experienced these night terrors since the age of four, and during stressful times they become more frequent.

I was an anxious child; my mother has anxiety; her mother was on medication for anxiety. My anxiety was compounded by early self-awareness that I was ‘different’. As much as I fought it and tried to be ‘normal’, I finally acknowledged to myself in my early teens that I was gay. Not that I came out then – coming out to myself was hard enough! I waited another decade before I confirmed it to my family and friends. Homosexuality at the time was illegal and considered a perversion. Further, homosexuality was categorised as a mental illness, so when I was training as a doctor, I had to hide this part of me, my identity. This took its toll on my health, and certainly helped cause my neuroses to worsen. There was no one to talk to, no one offering advice. It has taken me a very long time to adjust to this lack of support when I was younger; in fact, I’ve identified it as a major perpetuating factor in my anxiety until fairly recently.

Over the years I’ve experienced moments of migraine-like headaches, with nausea, shallow breathing, heartburn, even vomiting. At times, I become silent in company: my facial expressions become restricted and I gaze away as if preoccupied, holding my breath without realising. Often, I’ll need to excuse myself and lie down. My Yeti is always present.

I have the gene for narcolepsy, and I’ve undergone sleep studies and have been prescribed medication to keep awake. But they make me agitated and unable to sleep. In my family, there’s also a history of bipolar affective disorder, and even when I’m not frozen with anxiety, there can be a manic, often frenetic, quality to my mood.

My foot often finds refuge in my mouth, and if I inadvertently blurt out something unfortunate, the cycle of nocturnal self-doubting, self-recriminating, self-deprecating ruminations make short work of my sleep.

I know that the fearful, negative thoughts that circle my consciousness like buzzards at a feeding frenzy are just that – my own thoughts. On a functional level, I acknowledge they’re ridiculous nonsense not to be entertained by my rational mind. But this just further erodes my positive sense of self. Yes, I know all that but I still can’t make it stop, despite reassurance from loved ones and the benefit of hindsight from past experiences of similar neurotic frenzies.

I’ve been in therapy for most of the past decade, but not as frequently as I should be (a nod to my patient, gentle therapist for not berating me as much as she could have). I’m a work in progress, and I know I’m in for the long haul, learning to better deal with everything. Meanwhile, I’m living a full life, albeit one with a certain messiness at times. I’m still learning how to manage my anxiety – there have been improvements and I feel generally more in control – but I’d never say that I’ve overcome my lifelong condition.

Of course, I’m not alone. In fact, we live in an age of anxiety – work anxiety, health anxiety, anxiety about terrorism – there’s even a Trump anxiety disorder (perhaps there’s a corresponding Kim Jong-un depressive disorder). It was more than 70 years ago that WH Auden wrote his Pulitzer Prize–winning poem ‘The Age of Anxiety’ about the horrors of war and alienation in our modern world. Perhaps anxiety has always existed in the human experience, but Auden’s poem suggests that the incidence and the way we experience it has evolved since the Industrial Revolution.

That evolution has continued, perhaps even gathered pace. It seems we’ve become increasingly intolerant of discomfort and unease, which, coupled with our frenetic efforts to be successful, has made us increasingly anxious. Busyness, a fear of not contributing to society, of being judged and being found not worthy, is part of 21st-century life. And then there’s our inability to reflect on our mortality, which, paradoxically, doesn’t engender inner calm or help us grow old gracefully. Instead, we reach for anti-ageing creams and curate idealised social media representations of ourselves. No wonder so many of us suffer from anxiety!

As it turns out, globally, anxiety disorders are in the top six leading causes of what is known as ‘the burden of disease’. The burden of disease is a measure of the impact of a disease – of the years of healthy life lost or diminished in quality as a result of living with a disability that affects all aspects of your existence. Mental and substance-use disorders are the leading cause of non-fatal disability in the world.

In Australia, anxiety is extremely common, with at least 11 per cent, or 2.6 million people, reporting anxiety-related conditions in 2014–15, and 5.1 per cent of Australians reporting an anxiety-related condition and a mood (affective) disorder.1 In the USA, the figure is 18 per cent, nearly one-fifth of Americans identify as anxious!

This picture is confronting. In the West, stress is frequently cited as a leading cause of employment-related hardship in medical certificates, and anxiety is now one of the primary causes of mental health–related absences from work.

And yet there’s still stigma, prejudice and discrimination leading to self-loathing.

I recently gave a speech where I mentioned my anxiety and the self-stigma I still carry; a professor of psychiatry told me afterwards that he considered me ‘brave’ for so doing.

But if we can’t accept illness in ourselves and understand that it’s not weakness, how do we expect others to stop the name-calling and bullying?

Which is why I’ve chosen to acknowledge my own demon, the red-eyed Yeti of my subconscious. I can’t ask others – doctors among them – to be open about their lived experience of anxiety if I can’t do so myself, so I’m adding my voice, not only as a psychiatrist, but also as a person who has to deal with anxiety in some form or other every day. It strikes me that people suffering mental health issues may be interested to hear from someone trained to treat them who also suffers from the same condition.

So, when the idea for this book was mooted, I was excited. During the first conversation with my publisher, I was already working out the layout in my head and making a list of people I’d interview. That was before my anxiety kicked in. Soon I was worrying that I wasn’t up to the task, and that if I wrote a book about anxiety and my own neurotic issues, not only would I be shunned by other health professionals but my patients wouldn’t want to take advice from me anymore.

Of course, there’s an abundance of evidence to the contrary. Over the years, I’ve talked about my anxiety in radio and TV interviews, and my patients accept and like the fact that I share my neuroses with them. One of my patients says that what he likes about me is my ‘no-nonsense, open approach’, that I ‘walk the walk, not just talk the talk’. Inadvertently, he’s reiterated why I’m so qualified to write on this subject, and why I should press on with this book. It helps me to recall his words when I think self-stigmatising thoughts.

But, as I often say to my patients, having to deal with anxiety and other mental health issues isn’t great, but it does make you a better person, more open to understanding what other people go through, and more tolerant, generally. This is what I believe to be the case: my anxiety and awkward sense of adolescent difference (more about that later) has helped me be a more understanding and compassionate psychiatrist.

Nevertheless, it’s risky and unconventional for a doctor to write a book detailing personal ‘flaws’. I was trained to be someone of moral character who’s aware of their status and who should keep personal issues compartmentalised. But this medical ideal doesn’t sit well with my personable, compassionate approach to patients, colleagues and training doctors.

We doctors are expected to be reflective of our practice and ourselves. We’re directed to do so as part of our ongoing continuing practice development. And the truth is, we suffer from mental health issues. In fact, a 2013 Beyond Blue survey showed that medical doctors have higher rates of psychological distress and attempted suicide compared to both the Australian population and other Australian professionals. Stigmatising attitudes regarding the competence of doctors with mental health conditions, and therefore their opportunities for career progression, persist in the medical community, with 40 per cent of doctors feeling that medical professionals with a history of mental health disorders are perceived as less competent than their peers. Indigenous doctors and students appear to be especially vulnerable to poor mental health. Almost all doctors felt that doctors need to present a healthy image. Of those doctors surveyed by Beyond Blue, 10 per cent had anxiety.2

So I lie in bed, wide awake, worrying about my peers’ judgement and critics’ assessment that I am no longer worthy of my club membership. My constant doubts and ever-circling ruminations are particularly finely honed when it comes to my practice of medicine. Coming out with what is essentially a mental illness still sometimes feels like an admission of weakness, an acknowledgement of a condition that people may perceive will impede, or distract, me from doing my job safely or well. I wish it didn’t feel that way.

I strive to break down barriers, to destigmatise as well as humanise those with mental health issues. I’m writing this book to demonstrate that anyone, no matter their station in life or job description, can feel it’s okay to come out as experiencing mental health issues. Even, in this instance, a medical doctor who specialises in treating those with mental health conditions. You can live a productive life, a big life, with anxiety, even if you never quite nail the management of it completely. People can improve to the point where their anxiety symptoms are negligible, or recover from an episode of anxiety, depending on the cause.

I encourage my patients and friends to un-think the binary notion of strong versus weak, especially when it comes to mental health symptoms. A person with anxiety is just that – a person, with symptoms that can be managed and treated. You’re not the illness; you’re a person with a treatable condition.

Understanding and compassion from friends and relatives also goes a long way in helping someone with anxiety symptoms to settle, as well as reducing stigma and discrimination. A friendly acknowledgement from a loved one that you’re not going crazy, a hug, understanding that symptoms are just that, not the whole person, all helps.

* * *

As I write these words, my respiration is increasing, I have palpitations, my breathing is shallower. This conditioned response is so strong in me, even now when being more open, and less fearful, is how I want to be. I’m in my 50s – there have to be benefits of experience and age.

There are. In 2017, I was interviewed by my SANE director colleague and friend Osher Günsberg for his podcast series, ostensibly about Schizophrenia Week. He opened with a question about growing up gay in South Africa. It ended up being a delightful, fun interview. On reflection, it showed me how far I’ve come in terms of being able to talk about secrets and vulnerabilities. Four years prior, I would have struggled to answer without feeling panic and shame.

So, without further ado, I present, with much anxiety, my book on anxiety. In it, I’ll explore the very nature of anxiety, as well as causes, treatments, therapies and lifestyle changes that can help, anxiety at work, and, very importantly, how to navigate the health systems. Each chapter will touch on my own experiences, personal and clinical, as well as the stories of real people. Their empowering stories serve to distract me from my neurotic ruminations, enabling me to say, read on – there’s a worthwhile journey ahead.






CHAPTER 1

Battling the Yeti

The nature of anxiety

Everyone gets anxious at times and it isn’t always a bad thing. Anxiety is necessary for our survival – it’s the fight or flight response that tells us we need to protect ourselves from danger. It can also give us the drive and motivation to perform better in everything from anatomy exams to making a speech at your wedding.

I’ve used this response to good effect over the years: there’s nothing like a deadline to heighten performance. The problem with this modus operandi is that, not only is it not sustainable, there’s always payback in terms of draining the immune system, with resultant exhaustion. And when these deeply primitive emotional and situationally normal responses get out of control, when anxiety is intense, enduring and causing the kind of panic that interferes with a person’s life so they can’t function well, then it may be that they are suffering from an anxiety disorder and need professional help.

The word ‘anxiety’ stems from the Latin anxietas, meaning distressed or troubled, and it has ancient Greek roots as well, meaning ‘to choke’. The long history of the word highlights the fact that anxiety, with its negative stranglehold on the mind, has been with us for millennia.

Confusion sometimes exists about what is meant by anxiety and also stress, and what makes a person’s level of anxiety a clinical condition. Stress often leads to anxiety. Pressure to perform, hostile work or social environments, marriage problems, the latest bad news about climate change – issues such as these cause us to feel stressed. One of the body’s main reactions to stressful experiences and situations is a stress response, such as a headache, heart palpitations, abdominal churning, agitation, decreased focus and difficulty sleeping. Sound familiar? These are some of the fight or flight symptoms I will describe in more detail through the book, symptoms we associate with anxiety. Stress can cause anxiety disorders, or exacerbate existing anxiety conditions.

Stress can also cause your body’s immune system to diminish, leading to cold sores rearing their ugly crowns, flu-like symptoms, exhaustion, irritability and impatience with those we love; it can also cause acute stress disorder or depression.

Just as being depressed after a loved one dies doesn’t mean you have a diagnosis of depression, having an anxious response in certain situations doesn’t mean you have a diagnosis of anxiety.

People can experience what doctors would call symptoms, but these may not cause issues with their general functioning and therefore they don’t try to find help. Often, though, people don’t seek out treatment even when their functioning is badly affected. Most of us don’t look for help when we should.

One of the first steps in dealing successfully with anxiety is to acknowledge that you have symptoms, that they are negatively affecting your life, and that you need help. This is still so difficult for most of us, something I personally relate to, and seek to change. Of course, as I explore in Chapter 8, people don’t often understand how to access services, or what help is available. A sobering reality is that most people who would benefit from intervention don’t access help, or do so only when a crisis hits.

I have included statistics from various health surveys, capturing the prevalence (the proportion of the population affected by a condition) of anxiety disorders. What makes these figures even more stark is that the official stats are missing people who don’t identify as having an anxiety condition, or those with complex mental health issues, who either minimise their experience of anxiety, or don’t associate it as a separate condition. A common thread in the personal narratives throughout the book, including my own, is that anxiety symptoms are minimised because they’re seen as being part of the ‘human condition’, or it may be a case of not wanting to accept that it is part of one’s reality, self-stigma being ever-present and powerful.

Anxiety is not the same thing as stress. The difference between experiencing stress responses during the course of one’s life and having anxiety is that these physical feelings either come about when there’s no real threat, or they persist after the threat has passed.

For people with a disorder, the extremes of anxiety can be so unpleasant they have to change their daily routines to cope, and all aspects of their life are affected. Simply leaving the house may require the kind of courage we usually associate with going into battle. Which is exactly how people with anxiety disorders describe their life: as a constant war.

The battle within

Imagine you’re holding a device that’s sensitive to movement, and if dropped or even breathed on it will implode and cause the destruction of the entire planet. This is what it can feel like for a person with an anxiety disorder when they wake up each morning, or when a friend blithely asks: ‘How’re you going?’

People with an anxiety disorder often spend too much time stuck in the future, constantly concerned about scenarios that probably will never transpire. Anxious thinking can also trigger a physical reaction and vice versa. Some people experience physical symptoms before they’re aware of thinking anxiously. They may experience a racing heart and tightness in the chest and go into fearful overdrive that they’re about to die. Others can appear to be the calmest beings in the universe, but in actuality are losing connection with the world around them as they focus on obsessional or ruminative thoughts – with resultant brain overload. People with anxiety can experience a range of physical symptoms, including shortness of breath, eczema, psoriasis, shaking, heart flutters, bowel cramps, diarrhoea, nausea, muscle aches, headaches and dizziness. These can be either the physical manifestations of anxiety, triggering apprehension, or themselves precipitated by fearful thoughts.

For me, anxiety reveals itself in many ways. At times, I stutter and spoonerise (swap the first letters of words without meaning to). I’ll also find myself engaging in deep sighing as I try to control my breath holding. I talk too fast, sometimes rambling or babbling on, while knowing on one level I really should just stop and try to calm my brain, as it travels at a million miles an hour. My patients give me leeway in this regard, as they know I’m busy and frantic most of the time, and generally take on too much.

As for overthinking, I’m a contender for the gold medal in this category. My mind convolutes issues; I make comments that make no sense, being linked to content of a conversation everyone else has moved on from – probably some time ago. After the awkward pause that invariably ensues, I replay the scenarios over in my head and analyse how much of a fool I’ve made of myself. While processing these thoughts and being self-critical, I look into the distance. Just when I think the storm has passed, I’m often then asked if I’d prefer to be somewhere else, or if I’m bored in present company. That’s because of my distracted, non-focused mien. Things can go downhill very fast from there. It’s exhausting.

Angry outbursts are a consistent symptom. And they’re really not useful, especially for someone from a white South African background. It’s too easy to come across as entitled and bossy when I’m actually panicking over something and feeling overwhelmed. (Okay, sometimes I do act entitled and bossy. My therapist loves reminding me of this.)

My husband has to deal with the ongoing fallout from my anxiety, especially if I do, in fact, say something inappropriate. The consequent remorse further stimulates catastrophising ruminations, the overplaying of scenarios, the ongoing post-mortem of the situation. Eventually, he and other family members throw their arms up in despair and suggest I take something ‘to chill’. I’ve woken him up, way after lights out, to clarify an earlier comment. Or because I’m panicking over something that no longer matters to anyone else, but which has reached epic proportions in my head (I acknowledge the love of family here).

The battle from the outside

In her book First We Make the Beast Beautiful, Sarah Wilson eloquently states: ‘The irony is that the more anxious we are, the more high-functioning we will make ourselves appear, which just encourages the world to lean on us more. What we’d really love is someone to come and take the load off us, and help us cope for a bit.’3 Amen to that, Sarah, but I still find it so hard to ask for help.

When I was filming Changing Minds, I answered questions about mental health, on the spot, and from the heart. If I rehearse something, I can get tongue-tied and anxious. The one time I tripped up a bit was over a statistic I’d read, and tried to memorise, for a scene about mental illness symptoms in young people. According to statistics, more than 75 per cent of people with mental illness experience symptoms before the age of 17. What I stated instead, on television, was that 75 per cent of people have their first symptoms in the youth age group, that is 17–24; in fact, this is when we see their first presentation to mental health services.

Though not quite the worst thing I could have said, the quote was tweeted on the official website for the series, and two psychology academics from the UK were quick to jump on and rectify the statement – and vilify my credentials, or so it seemed to me. Sleep was ephemeral that night: four coffees and a befuddled ward-round at work followed, where I sought reassurance from at least 20 people. My then boss gave me the most helpful advice of all: ‘Who cares? No one will remember any of that in two days.’ If only I could follow that advice generally.

Predominantly, I have a frozen anxiety response: when I’m panicking internally, I can look very calm. During my final paediatric oral exam, I was literally a nervous wreck. But, obviously, I was portraying a Zen exterior because one of the examiners sarcastically asked whether I’d rather be at the beach. Apart from considering that to be a redundant question, I started to sweat enough to look the traumatised student part, and I managed to pass.

People with anxiety can appear agitated, tremulous, distressed. They may sigh deeply or take shallow breaths, and appear as if they’re ready to flee at any moment. Their speech is a tumble of words, phrases that may not make sense or cause offence as panic sets in and the usual brain filters falter.

These symptoms can be far worse than they appear. In fact, the person may seem so calm that others doubt the veracity of their distress, to the point where their inability to leave the situation that’s causing anxiety is seen as confirmation that they’re ‘fine’.

As well, people with anxiety tend to soldier on, often feeling as if they must, that no one will understand what they’re going through. The result is, others may not notice anything different about a person who’s experiencing an anxiety disorder – from the outside, they appear to be managing their lives well. They might be the parent who drops their kids off at school, smiling and looking assured, but who later rushes to the bathroom as their internal churning gets the better of their bowels. They manage to perform, mostly, until they get to the point where they’re exhausted, their adrenaline system overloaded. Then their panic becomes evident to others, who invariably comment that they ‘should relax’. Which may be why those who don’t suffer from anxiety sometimes can’t accept that it’s a mental health condition or disorder. Why can’t they pull themselves together, they ask, underestimating the effort required to do precisely that. And because there are often no tangible symptoms, there’s also a common perception that people somehow bring anxiety on themselves, that perhaps they have maladjusted temperaments, or lack willpower.

These views – and their variations – ignore the evidence that people suffering anxiety don’t choose to be in that situation, and that it takes a massive personal effort to maintain clear thinking and acting. Sometimes achieving this effort is a lifetime’s work.

In fact, anxiety is the most common mental health condition in Australia. In 2014–15, one in eight females and one in ten male Australians reported an anxiety-related condition, with 15–34-year-olds reporting the highest incidence.4

It also involves symptoms that many people can relate to. So why isn’t it more accepted?

One factor is the difficulty people have in seeing it clearly. National surveys of mental health literacy show Australians are not especially likely to recognise symptoms of anxiety as signs of mental illness. Research in 2011 showed only 9.2 per cent of those surveyed were able to label social phobia anxiety correctly.5 Most people understand that depression is an illness characterised by a set of symptoms but they categorise the symptoms of anxiety disorders, such as social anxiety, differently.





Two diagnoses, two different attitudes

CERIS LANE

It was only when I was diagnosed with bipolar disorder in 2015 that I also discovered I’d been suffering from anxiety. For most of my life. Before that, I’d assumed that everyone was like me. That everyone felt panicky at random moments, that everyone experienced physical symptoms like a churning stomach or shortness of breath for no apparent reason. That everyone felt they were literally going to die from panic, that everyone obsessed about what they’d said during a social situation and how idiotic they sounded, and how everyone was thinking what a loser they were. Anxiety had been such a dominant part of my thinking patterns and my life for so long that I couldn’t imagine life being any other way. It was both a relief and terrifying to find out the way I thought and the way I viewed the world had a name.

But, oddly, I have so much more shame about having anxiety than I do about having bipolar disorder. When I was diagnosed with bipolar disorder, and once I’d come to terms with the diagnosis, I was determined to do what I could to challenge people’s pre-conceived notions regarding mental health and try to break down stigma. I became a speaker with SANE Australia and had no shame in sharing my story of bipolar disorder. I understood inherently that I hadn’t caused this disease, and it wasn’t my fault. Yet I can’t seem to afford myself the same with anxiety. I feel that I’m weak. That I should be able to control my feelings and emotions. That I’ve failed and continue to fail at being a worthwhile human being. I won’t disclose to my closest friends that I have anxiety.

I’m not sure why I have such different attitudes to my two separate diagnoses. Perhaps I feel that bipolar disorder is more ‘justifiable’, in that it has clear diagnostic symptoms that people don’t experience in day-to-day life. So when I speak about bipolar disorder, I feel it’s from a position of authority as someone with lived experience, and therefore people can’t challenge my diagnosis as they haven’t experienced it.

But with anxiety, I feel like most people have experienced anxiety at some level as it’s part of the human condition. So if I try to explain the debilitating anxiety that I experience, I feel sure that people will roll their eyes and think, ‘We all get anxious sometimes. Get over it’ or ‘Stop being such a drama queen.’






The Yeti’s reach is wide

The fact is, anxiety disorder is a recognised mental health condition, and has been for nearly 40 years. ‘Generalised anxiety disorder’ (GAD) first appeared in the American Psychiatric Association’s diagnostic manual (the DSM) in 1980. (The DSM has for many decades been widely used to define psychiatric conditions, their causes and treatments. The current edition is the fifth – the DSM-V.)

What’s more, anxiety is far from innocuous. In Australia, three-quarters of people with a mental disorder have an anxiety disorder, either in addition to another mental disorder or as a standalone diagnosis. Anxiety is a major driver of disability and non-fatal disease, which we call morbidity. Add other likely burdens, such as chronic back pain, drug and alcohol dependence and type 2 diabetes – major public health issues – and morbidity multiplies. People with emotional disorders are unable to perform their duties up to 20 per cent of the time, and they’re less likely to be employed, or be married. They’re also more likely to use social services and medical systems.6

Worldwide, in 2010 anxiety disorders were the sixth leading cause of disability.7

As mentioned earlier, mental disorders are very common in Australia, contributing 12.1 per cent of the overall burden of disease, the third largest broad illness group, after cancer and cardiovascular disease. Mental and behavioural disorders contribute to 23.6 per cent of morbidity.8

Battle lines drawn – types of anxiety

Prior to 1980, when anxiety first appeared in the DSM, it was known by the somewhat vaguely defined umbrella term of ‘neurasthenia’. (One attends medical school to learn another language, which is handy for dinner parties. ‘Your behaviour strikes me as particularly neurasthenic’ was a favourite of mine. The arrogance of youth, and being one of the first in my family to go to university, played out obnoxiously at times.)

After 1980, anxiety neurosis was split into GAD and panic disorder. I was taught that GAD was non-specific, free-floating anxiety, with fearful thoughts, or cognitions, being a hallmark feature. Panic disorder was present if you had recurring panic attacks.

More recently, improved terminology and clearer definitions of what anxiety is, as well as how it is classified, has helped in the evolution of diagnosis and meaningful treatment. Naming something and being able to treat it, is empowering. Hopefully this will lead to less discrimination and more people coming forward for treatment.

There are several kinds of anxiety disorder. Described below are the most common and best known.

Generalised anxiety disorder

Generalised anxiety disorder (GAD) is overwhelming, persistent, free-floating anxiety that isn’t triggered by specific phobias. Anxiety manifests during participation in usual events or activities. It affects more women than men. In a 2007 survey, 2.7 per cent of Australians identified as experiencing GAD.9

The anxiety can hit at any time. It’s a horrible fear that something life-threatening is about to transpire, which can in turn lead to a panic attack, but which, on analysis, makes no sense to the sufferer or anyone around them. The more people try to calm them down and tell them not to worry, that it’s all in their head, the more anxious and irritable they can become. One part of the person knows that what they’re experiencing is irrational, so it’s not helpful to be reminded of this fact.

A person who hasn’t experienced such acute anxiety has no real understanding of how debilitating the mind-churning thoughts can be.

GAD symptoms are sometimes more difficult to treat. As there isn’t a particular place or some other factor that triggers the anxiety, a treatment like exposure therapy isn’t that useful.

Post-traumatic stress disorder

Post-traumatic stress disorder (PTSD) was first recognised as a distinct mental disorder in around 1980, and has been associated with war and the traumatic stress historically known as ‘shell shock’. But PTSD covers much more than shell shock. It results from a stressful or traumatic event (or events) that damages a person’s emotional or psychological health and wellbeing. During my training, I was taught that in order to develop PTSD you had to directly experience an event, which had to be severe, life threatening and intensely traumatic. However, PTSD has been reported in asylum seekers and children of holocaust survivors, and current thinking is that even hearing about severe trauma, such as sexual assault or suicide, having someone close to you suicide, or being threatened with violence, can also lead to PTSD.

After a stressful event, people can experience a range of emotions, similar to a panic attack, including anger, sadness and poor sleep. Acute stress disorder (ASD) is a psychological response that can start soon after such an event. Most people will recover with support, but people with a diagnosis of ASD can go on to have PTSD, especially if during the trauma there was a fear of dying, or there was dissociation, an experience I will expand on below in ‘Complex PTSD’.10

Trauma associated with war, sexual harm, torture, violence and severe accidents can lead to PTSD. Serious car accidents are a major cause in Australia, although it’s generally accepted that intentional violence and repeated events such as childhood sexual abuse are more likely to cause PTSD than natural disasters or accidents. People who are diagnosed with PTSD have a high likelihood of being diagnosed with other psychiatric conditions, such as depression, alcohol dependence and other anxiety disorders, such as GAD or panic disorder. Symptoms of PTSD include recurring flashbacks, involving images or memories of the trauma (which also appear as nightmares), hyperarousal, hypervigilance and an emotional detachment from others. Even though males are more likely to be exposed to more trauma or violence than females, women are diagnosed with PTSD twice as often as men. It is the most common anxiety disorder, in Australia and worldwide.11

People who experience bullying may develop symptoms of PTSD. Bullying is extremely common in society today, with a study in 2009 showing that around 27 per cent of school children experience it at any one time.12 Bullying is a major cause of work-induced stress. Not many organisations deal with this issue well, regardless of whether they have anti-bullying protocols in place or not. The psychological effects of bullying include anxiety, depression, sleeping problems and irritability, accompanied by physical symptoms such as nausea and vomiting.





Diagnosis was the beginning of recovery

NARELLE FRASER

I was a strong, successful and well-respected member of the Victoria Police for 27 years and I witnessed much trauma and sadness. I had a reputation of being empathetic and compassionate with people in their darkest hours.

In 2012, I noticed I was feeling very tired, rundown, unusually angry, confused and wanting to be alone, which was at odds with my normal behaviour. I finally relented and went to a doctor. Never in my wildest dreams did I think I could have a serious mental illness. Looking back, I realised I was unravelling fast, but thought if I pushed through and ignored the signs long enough, they’d magically just disappear.

I found accepting it to be the hardest part of being diagnosed with PTSD. I felt ashamed, embarrassed and concerned that I’d be seen as weak. I felt immense guilt for not being able to share the relentless workload with my colleagues after I became unwell, but I couldn’t face another report of trauma and/or suffering. I also couldn’t pretend anymore. My symptoms ticked most of the PTSD boxes, and all the strange happenings started to make sense to me: my uncontrollable shaking, diarrhoea, anger, confusion, hypervigilance, withdrawal, nightmares, triggers and flashbacks.

In effect, the diagnosis was the beginning of my recovery. With help and support and being away from the pressure and stress of my workplace, I’ve managed to come back – not to policing, unfortunately – but to being my old self. I still have a way to go, but there’s sunshine now, not darkness.

I’ve learned the tools to manage my symptoms; however, I know I’m one of the lucky ones. So many of my colleagues are suffering in silence like I did. I’m now in a position to educate the community about mental health and to promote seeking help as a strength, not a weakness. I paid the ultimate price and lost a career I loved because I was so worried about what others would think of me.

I want to normalise mental illness as just another illness, not something to hide from and be ashamed of.






Complex PTSD

There is a specific form of PTSD called complex PTSD, where trauma early in life causes emotional regulation to be disrupted, as well as your development as a person. The hippocampus – a region of the brain associated with memory – can show physical changes after early prolonged trauma. Symptoms include lack of emotional control, numbing of emotions, hyper-arousal (physiological, not sexual), social withdrawal, inability to maintain relationships and self-destructive behaviours such as drug taking, self-harm or suicidal thoughts (often referred to as suicidal ideation). A more severe symptom is dissociation, discussed in more detail below.

Exposure to sustained, repeated childhood sexual abuse or domestic violence or being subjected to prolonged aggression, neglect or abandonment at a young age can lead to the development of complex PTSD. This trauma often occurs when a person is most vulnerable – early childhood or adolescence – creating long-term developmental issues.

Children may respond by blocking their emotions during the trauma, as their only escape. This can lead to the experience of dissociation as adults, the severe form of which is known as dissociative identity disorder (DID). In severe cases of DID, new personas form (not consciously). This used to be called multiple- or split-personality disorder. When this happens, the person’s mind splits off the traumatic event from their conscious awareness, and they lose a sense of being connected with their personality, surroundings and time. Dissociation can affect memory, sense of reality and sense of identity, which has been incorrectly represented in movies as psychosis. (Movies are such a powerful medium: it was only in my fourth year at medical school that I learned split personality was different from schizophrenia.)

Related to but not the same as DID, depersonalisation and derealisation are severe anxiety symptoms where a person can feel disconnected from their surroundings and others but don’t lose their sense of who they are or the concept of time.

Some may also develop a kind of memory loss, dissociative amnesia, where they can’t remember an important part of the trauma – there’s a gap. Cognitive science tells us that all events are stored in the brain, but some are easier to retrieve as memories than others. These pieces of memory of the traumatic event are buried so deeply, however, that a person often can’t access them even when they want to. To do so takes time, and sensitively applied forms of therapy, detailed in Chapter 5.

A diagnosis of complex PTSD can take a long time, because symptoms overlap with other mental illnesses such as depression, bipolar affective disorder and borderline personality disorder.

I have many patients who dissociate and self-harm, usually by cutting or developing eating disorders. They describe blackouts where they can’t remember certain segments of the day. It isn’t uncommon for people to lose very long periods of time.

Fundamentally, complex PTSD affects the social, personal and emotional development that underpins a person’s growth from childhood to adulthood.





Using grounding techniques

SHAZI SHEPPARD

Where I live (Gippsland, in regional Victoria), there’s only one psychiatrist who bulk-bills. I supported one person at a review where they were scared to challenge the psychiatrist as they thought they may be dropped from his list.

I have a history of PTSD and DID, with flashbacks and social anxiety being major issues. I used many medications, but was still not functioning well. I used to experience panic and have to leave situations. Grounding techniques were suggested to me as an alternative treatment, but for a long time I couldn’t see how they could work for me. (Some people find it hard to take medication or need to cut down the amount they use due to side effects.)

When I eventually did try grounding, at first it felt hopeless as I attempted to use it while in the middle of an anxiety attack. I came to the realisation that grounding wasn’t a magic pill, but a process. I liken it to being a baby: it takes several steps and lots of practice before it can run confidently.

I began to run through my technique while I was feeling fine, until one day I thought I should use it straight after a particularly bad anxiety attack. Soon I was grounding after every attack. It took some time, but I started to see the attacks coming and put the grounding techniques in place immediately. My technique involves saying my name, address, phone number, my grandfather’s address and birthday, repeated as a mantra, being mindful of the moment.

Perseverance paid off dramatically for me. Today, I rarely even have an anxiety or panic attack, and on the rare occasion I do, it’s easier to deal with. Today, I can do everyday things without nausea, vomiting or fainting constantly.

I teach these techniques to others in my peer support work, which I find rewarding.






In Australia, complex PTSD is seen in groups who have suffered abuse, such as Indigenous people, who in too many cases have endured intergenerational abuse as well as being forcibly taken from their families as part of the Stolen Generations. The next generations of these families are prone to PTSD symptoms and other mental health problems. Recently, there’s been media coverage of survivors of sexual abuse in institutional care, survivors of abuse by priests, and individuals who, as children, many of them orphans, were sent to Australia around the time of World War II, only to suffer neglect and abuse.

Social anxiety disorder

Social anxiety disorder (SAD) is anxiety induced by intense feelings of being scrutinised and judged by others in social, or performance situations. Everyday social situations can cause self-conscious fear, feelings of embarrassment and desperate self-critique. When I experience this, I know it’s irrational on one level, but then manage to perform as if these feelings didn’t exist. Exhaustion and headache follow later, the Yeti good at its job.

To manage, those with the disorder tend to avoid such situations. Alternatively, sufferers endure situations while experiencing intense distress or with the assistance of drugs or alcohol. SAD can start very early in life and is the second most prevalent anxiety disorder, after PTSD.13

Panic disorder

A panic attack is a severe attack of anxiety and fear causing the fight or flight response to occur unpredictably; it can happen anywhere. Physical manifestations of panic commonly affect your gut, skin and heart systems.

Panic disorder, which is a pattern of frequent panic attacks, often starts in the teens or early 20s. Women are twice as likely as men to have a panic disorder. It affects 2.6 per cent of the Australian population.14 People are reluctant to tell anyone about their feelings because they seem so irrational, and it can take years for them to seek professional help.





Panic stations!

ANITA LINK

I don’t view myself as an anxious person, but I have experienced pathological anxiety and panic attacks. I like to believe that I can out-think any tight spots in my head. But pathological anxiety is clever. It doesn’t even register in my brain, as though it knows there’s no point. It makes its way to other body parts. A bit like a ball of mercury splitting and slipping away when you attempt to grasp it.

I’ve experienced anxiety in two forms. The first time followed a period of prolonged stress. I developed severe, intermittent abdominal pain and diarrhoea. My GP ran tests, which were all normal. When my psychiatrist, who was treating me in hospital for a depressive episode of my bipolar 1 disorder at the time, gently suggested anxiety may be causing my symptoms, I was dismissive. Surely there was no way anxiety could make me so sick without my feeling anxious? My psychiatrist was right and by the time I went home from hospital, after undertaking treatment for anxiety, my gut symptoms had resolved.

The other time I suffered a form of anxiety it rode in, dramatically, on the coat-tails of psychosis. I liken becoming psychotic to being kidnapped and trapped in a runaway car with all my worst fears. It’s a horrific experience. The second time psychosis swept in, the recognition of having been there before brought with it extra terror. I was fortunate to have access to excellent mental health care, so I recovered. But in the aftermath, while still finding my feet in the real world, a new symptom hit.

I was still admitted to hospital, recovering from the second bout of psychosis, when my husband and I visited our eight-week-old son, who was being treated for Respiratory Syncytial Virus in the children’s hospital across town. It was my first time out of the psychiatric hospital during that admission. The noise and bright lights in the waiting area of the children’s hospital sped up my thoughts. Uneasiness pressed down heavily on my skull and shoulders. It settled itself between my ribs, making it impossible to breathe. I got up to pace the corridor outside and my brain began making connections I didn’t want to know about: thoughts speeding up equals imminent psychosis. The fear of becoming psychotic and being spirited away in front of everyone rose up and broke through. Nausea swamped me. I gave in to an urgent need to melt into the floor and dropped to the ground. I tried not to vomit as I rifled through my handbag for the dose of emergency Clonazepam I knew was hiding somewhere in its depths. After taking it, I was coaxed onto the examination bed reserved for paediatric patients and lay curled in a ball chanting ‘Safe, safe, safe’ over and over again as tears rolled down my cheeks. I didn’t fall prey to psychosis that day.

At the time, I had no language for what had happened to me. But I learned later it was a panic attack, brought on by the fear of becoming psychotic again.






Agoraphobia

Agoraphobia is an irrational fear of open or crowded public places. The word is derived from the Greek, ‘fear of the marketplace’. People with the disorder experience panic attacks in certain spaces, scanning for the exits. The panic leads to avoidance of the feared situations, but you can only avoid so many places before it becomes difficult to leave your house. Agoraphobia affects about the same proportion of the population as GAD.15

In cases where the attacks persist, family members can feel hopeless and not know where to turn. When people are too terrified to leave their house it is essential, for everyone concerned, to seek help.

Obsessive compulsive disorder

Obsessive compulsive disorder (OCD) is the presence of constant intrusive thoughts, images or ideas that cause anxiety. People with OCD adopt elaborate rituals, called compulsions, which are irresistible urges to behave in a certain way in the hope of banishing or controlling the unwanted thoughts and resultant anxiety. But these rituals are usually time consuming and seriously interfere with everyday life. People may be constantly driven to clean or follow rigid rules of order, checking or counting. Completing rituals in a specific order often results in lateness for work and play. The obsessions can spiral into constantly experiencing obsessive thoughts that they are negatively affecting the safety or health of others. Family dynamics and relationships are affected by the ongoing ruminations and rituals.

Once in a while, we all have moments when we wonder whether we switched the heating off when we left home, and have gone back to check. We’re more prone to this on those days when we have an important interview, or haven’t slept well. Then we can become cranky and start making mistakes.

Imagine feeling like that every hour of your waking day, every day, and you’ll come closer to understanding what someone with OCD goes through.

People with OCD are often acutely embarrassed, so they keep their rituals a secret and generally don’t get help at a young age, when they need it most. Interestingly, when there are larger forces at work (for example, war), survival instinct kicks in and overrides some of the OCD symptoms. This happens in extreme situations, so they’re not generally healthy or holistic treatment options. It does give some hope, however, that symptoms can be controlled and relief achieved by utilising therapy techniques.

Hoarding

The DSM-V defines hoarding as a distinct disorder that is a persistent difficulty in throwing or giving away possessions, regardless of their value. People who are hoarders amass items in a different way from people who have normal collecting behaviours. They accumulate a large number of possessions that often clutter areas in their home to the extent that they can become unihabitable. This raises health and safety issues for people with hoarding disorder. Unpleasant odours and vermin can arise, attracting attention and neighbourly anger.

We all like keeping stuff, and allocate spaces in our homes for this purpose: attics, cellars and garages, drawers for miscellanea. There we store things like mementoes, those important first artworks by our kids, before we accepted they weren’t going to win the Archibald; superseded mobile phones; and the clothes we know will come in handy when the ice caps melt. Luckily, some of our all-knowing leaders inform us that climate change is a myth. Phew.

Associated with this is our appetite for consumption. Australians generate some of the highest levels of waste per capita in the world. Annually, we spend over $4 billion on toys, households throw out $8 billion worth of food, and we each spend $27 on Christmas decorations, equating to over $600 million.16

Hoarding is one of the most difficult OCD-related disorders to treat. In the cases I’ve been involved with, it requires a well-orchestrated, multi-organisational approach. Emotions run high, and hoarders tend to resist help.

Specific phobias

Phobias are intense fears associated with particular objects or situations. Someone with a phobia is fine until faced with the feared object or situation, which they can go to considerable lengths to avoid. The feelings of panic or terror that ensue when avoidance fails are out of proportion to the actual threat. Phobias are now thought to affect from 3 to 15 per cent of the population, with phobias concerning heights and animals the most common.17 For phobias, exposure remains the treatment of choice, as part of behaviour therapy.

As humans, we all have some fear of the dark, of slimy, slithery things that go bump in the night. We experience a titillation of fear watching a horror film when a character – who is often young and good-looking – is about to enter the cellar of the big dark house. Generally, you predict that their only source of light will extinguish just as they get to the bottom of the stairs. The psychotherapist Carl Jung described this fear of the dark as being part of the collective subconscious, common in human cultures throughout the world. Horror film directors exploit this, even though, statistically, the likelihood of this happening is no different from the likelihood of being murdered or harmed in daylight hours.

Although I know it’s irrational, I lock my bedroom door after watching scary TV programs, actually most nights. And it’s not something I’m intending to change any time soon. During my South African youth, constant scanning for probable threat was part of daily life for all citizens, and this habit may have something to do with this behaviour, in addition to my general anxiety. I can never quite relax when I go out in public, or to new places.

Illness anxiety

When I was training, ‘hypochondriasis’ was the term for illness anxiety. People who suffer from this are convinced they have an underlying illness linked to their experience of bodily symptoms, and may undergo unnecessary, often invasive, tests. In an article on hypochondriasis in the British Journal of Psychiatry in 1964, the author, Dr Kenyon, wrote: ‘Certain races and nationalities seem to get a reputation for being hypochondriacs. This is nearly always the opinion of others.’18 It’s one of my favourite quotes.

Hypochondriasis isn’t man flu, but it won’t surprise many that men were more likely to attract this diagnosis. If you were a medical student, even more so: medical student hypochondriasis is an official diagnosis.

At moments, while studying various diseases, I was convinced I had diabetes, as well as rare cancers or syndromes. When I presented for investigations, the doctor would be quite nice to me, although I ignored his suggestion that I stop drinking cola. How else was I supposed to stay awake and study? Medical students also relied on pseudoephedrine to stay awake, the use of which made me believe I had bladder torsion. Talk about adding fuel to the neurotic fire! Now, I avoid being tested for anything at all – not a good move in someone in his 50s. I feel I’ll be in therapy for a while yet.

Sometimes, as part of a treatment plan – for this condition and others – I’ve banned my patients from checking the internet, with varying results. When Dr Google can’t be avoided, I suggest to my patients that I’m an interpreter of information from this source. There’s much on the internet that’s helpful, but it helps to have a medical degree in order to sift the useful information from the occasionally very harmful garbage.

* * *

As referenced above, the 2007 Australian Mental Health survey asked about six types of anxiety disorders: panic disorder, agoraphobia, social anxiety, GAD, PTSD and OCD. When answering the survey, people were asked about their experiences in the previous 12 months; 14.4 per cent of respondents identified as having one of these conditions.

What’s important to remember is that people may have more than one type of anxiety disorder, which is not reflected in the final figures in the survey. Specific phobias were not measured; these conditions are under-reported and thus under-represented in official statistics concerning anxiety disorders. Or, as with many of the personal narratives you will read through the course of this book, anxiety symptoms are considered ‘secondary’ to the person’s main diagnosis, and thus are not reflected in official prevalence rates.

My own diagnosis is one that is not reflected in official stats either, for the reasons I am now more open about: fear that my professional standing would be compromised, and the internalised shame that I have borne for so long.

Officially, anxiety disorders account for the majority of mental health conditions. What now seems even more compelling is that these official figures may only reflect a small proportion of the true prevalence of anxiety.






CHAPTER 2

Peeling the onion

The multilayered causes of anxiety

I have a family history of anxiety, and I have acknowledged this as a contributing factor to my own anxiety. To what extent my genetic makeup has contributed to my symptoms versus external factors of feeling alienated due to my sexuality and feeling threatened by the external world as a result is a difficult formula to disentangle.

What causes anxiety, within and without

At university, and in my years of specialist training, biological psychiatry held sway. Mental disorders were biological diseases, caused by malfunctioning of brain processes, either genetically or developmentally caused, the binary notion of nature versus nurture. Current thinking is that certain external stresses can ‘switch on’ a gene, which leads to symptoms; there is interplay between both. An example of this is a higher incidence of mental health disorders in refugees, the enormous strain associated with fleeing and seeking asylum affects how genes are expressed. This trauma can be expressed in future generations as well, as is the case in our Indigenous populations.

There are internal and external causes of anxiety. In this chapter I will explore what these are, and how they can affect how, and when, anxiety symptoms occur.

The inner workings of a person include their genetic biological makeup, with characteristics inherited and developed from conception and birth, the size of various parts of your brain for instance, or the anatomy of your thyroid and adrenal glands, determining how our moods are regulated. The brain has electrical highways, neurotransmitters chemically affecting mood and movement, with nerves, blood vessels and the fluid-filled cavities, called ventricles, part of this delicate system. Modern medicine acknowledges that the mind, encompassing our personality, intellect and thought processes, sits in the brain, rather than the heart, as the ancient physicians believed. We still use heart and gut to describe feelings and moods and as will be seen in this chapter, both these systems are intricately involved with anxiety and panic. The external factors include how the person has been raised and what stresses they have been exposed to.

I will use computers as an analogy. The mainframe and hard wiring is assembled and packaged, ready for use, but there may well be poorly manufactured parts or connections that are not working well. These issues may become evident early on, or present later, after many years of use.

Once in use the computer may be infected with a virus, treated badly by its users or it may be subjected to an electrical surge. These external events may cause full malfunction, or damage component parts, some of which can be repaired, some may never work well again.

If only humans could trade up for a new mainframe.

Internal causes

Humans are formed in the uterus, with genetic material inherited from both parents. The stage of growth in the uterus, from embryo to delivered baby, is called the congenital stage. During development in the uterus, internal structures, including organs such as the brain, may not develop properly, or have defects. Both genetic and congenital factors influence how the body functions after birth, including levels of hormones and neurotransmitters being either too high or too low.

I am often asked if there is anything that can be done to prevent developmental internal factors influencing health negatively. My answer is to try to ensure that conception is as planned as it can be and that the foetus is protected as much as achievable. Good maternal health and proper nutrition with no street drugs, low or no alcohol, no cigarette smoking, and keeping external stress to a minimum while your child is developing in the uterus will help to ensure your baby is as healthy as possible at birth. Attending antenatal classes and ensuring the best possible birthing preparations will also help.

The developing baby is protected in the uterus to a large extent, and what you take in does not directly pass to the embryo but many substances partly filter through. This is not to say that you should stop all medications. For example, some prescribed drugs are better options than others. Have a conversation with your clinician as part of good planning.

You can’t plan for everything; there is enough anxiety associated with bringing a being into the world without adding further stress to the mix.

Do I worry that my son will develop anxiety? It may have become obvious by now that I worry about everything, generalised anxiety holding sway, but in this case having a beautiful son far outweighs my apprehensions.

Internal causes of anxiety include:

        •  genetic vulnerability – anxiety in the family history

        •  brain structural abnormalities

        •  biochemical malfunctioning

        •  hormonal fluctuations

        •  mineral and vitamin deficiencies

        •  physical illnesses

Genes

If you have a family history of anxiety, it doesn’t mean you’ll inevitably suffer from it but it’s a strong indicator that you may be prone to it, especially during particularly stressful life events. This is linked again to switching on the gene after major stress.

Anxiety sufferers with family histories are understandably concerned about passing it on, but unless inheriting the abnormal gene from only one parent is enough to get the disease, which is currently not thought to be the case in anxiety disorders, it doesn’t pass directly from parent to child.

As stated, genes can be activated and expressed under undue stress. Prevalence of anxiety is high in refugee and immigrant populations. However, what may be more surprising is that prevalence remains higher in the second generation of those immigrant and refugee populations, so it seems that the genes that are switched on are not switched off once the stress is no longer extreme. We don’t as yet know why this is the case, genetic research is ongoing.

Brain structural abnormalities

It appears that deficiencies in the parts of the brain that process fear and emotion can cause anxiety disorder. These are the hippocampus, the big C-shaped middle part of the brain, which stores memories, and two amygdalae, the globular earring-shaped structures on either side of the hippocampus, involved with memory as well as emotional regulation.

Biochemical malfunctioning

An imbalance of neurotransmitters, the brain chemicals that regulate feelings and physical emotions, can cause anxiety disorder. These chemicals affect the autonomic system, which is the part of the nervous system responsible for control of bodily functions not consciously controlled, such as the heart beating. In some people who experience anxiety these are disrupted.

GABA (gamma-aminobutyric acid) is a neurotransmitter essential to the calming system in the body, and low levels are linked to anxiety disorders.

Lack of, or poorly functioning, serotonin and noradrenaline neurotransmitters are most commonly implicated in causing anxiety. Noradrenaline deficiency causes problems with concentrations and focus.

Pyrroles are compounds in the body that are by-products from the synthesis of haemoglobin, the part of the red blood cells which carry oxygen to all parts of the body. Stress increases pyrrole production, reducing zinc and vitamin B6 levels, which are essential in neurotransmitter production and functioning. In turn, pyrroles lead to increased stress and cause anxiety in some individuals. Controlling pyrrole levels shows promising results in reducing some presentations of anxiety.

Hormonal fluctuations

Instability in hormone functioning causes anxiety and mood disorders. For example, an excess of thyroid hormone can make someone agitated, and they may experience flushing, skin rashes, anxiety and panic.

Menstruation can be accompanied by anxiety, as well as pain and poor sleep. During perimenopause, many women realise that their panic and agitation have reached new heights, on top of decreased sexual desire and functioning.

Men’s ageing brings challenges, too: enlarging prostate, erectile dysfunction and decreasing testosterone levels. The anxiety caused by equipment failure can be devastating, a spiral of stress that engenders performance anxiety, which makes it worse. There may be attendant loss of positive self-identification and added doubts about no longer being whole.

Cortisol, or adrenaline – fundamental to the fight or flight response – is linked to mood disorders. While mainstream medical practitioners don’t usually measure cortisol levels as part of a general battery of blood tests, those practising integrative medicine, as well as naturopaths, look at this closely. Integrative medicine combines conventional medicine as well as complementary medicine or, as it was commonly known, alternative therapies. It takes a holistic approach to illness, with the practitioner and patient working together in the therapeutic relationship, looking at all aspects of care, including lifestyle, informed by evidence. This is something I have been interested in for some time, especially linked to diagnosis and management of anxiety. When I was training, this approach, measuring hormones, vitamins and minerals, was not included in the bloodwork routinely.

Mineral and vitamin deficiencies

Low magnesium, zinc and calcium levels can help cause panic and anxiety, increasing the fight or flight response in the body. Excess lead, mercury and copper have also been associated with anxiety. Diets high in sugar and processed foods, obesity, cigarette smoking and alcohol use can increase risk of oxidative stress – the release of oxygen and free radicals – which causes cell damage, and is linked with anxiety.

Lack of vitamins C, D and E have also been associated with anxiety. Decreased levels of B complex vitamins can cause mood problems, including anxiety, B6, B12 and folate (B9) being prominent.

Vitamin B1, thiamine, which is essential for healthy brain function, as well as for energy and sugar balance, is drastically reduced by alcohol consumption. Then there’s vitamin B3, which is involved in the synthesis of serotonin, and vitamin B5, which supports the adrenal glands that regulate stress and anxiety levels. Vitamin B6 is important in GABA production.

Vitamin B6, magnesium levels, zinc and iron are low in women with anxiety associated with premenstrual dysphoric disorder (PMDD), a chronic condition of severe mood swings and other symptoms linked to the hormonal fluctuations around the menstrual cycle.

Personality traits

Having a personality disorder is a risk to developing anxiety disorders. Shyness, low self-esteem, poor coping and inadequacy are personality styles that increase a person’s vulnerability to developing anxiety.

The essential feature of a personality disorder is impairment in general personality functioning, mainly in the areas of self-identity and interpersonal relationships. An important indicator is a person’s ability to experience empathy or intimacy with others and to maintain relationships.

People with longstanding traits that are present at all times (that are not linked, for example, to particular phobias, or that only appear in specific anxiety-provoking situations) may suffer from a personality disorder. The two personality disorders associated with anxiety are anxious or avoidant personality disorder and obsessive-compulsive personality disorder.

While many people I’ve seen over the years have traits of these disorders, few people I’ve treated meet the full criteria. They’re not as common, in terms of how many people present for diagnosis, as those with the emotionally unstable or narcissistic personality disorder, although these disorders cause major anxiety, for the person and for others.

Physical illnesses

For some people, having an illness like diabetes, asthma and heart disease can be linked to experiencing physical symptoms, such as palpitations, which may then precipitate a panic attack, in the belief they are dying.

A study conducted by an independent Australian health research organisation found that men and women who reported high mental distress had a significantly higher risk of heart attack and stroke, compared to those who didn’t.19

External causes

When I was a medical student in the 1980s, it was easier to link an illness to germs than to acknowledge that poverty and social divide cause ill health. Psychiatry was dominated by the medical model, and little air-time was devoted to trauma or social or psychological issues. We have progressed in the past 30 years, but not enough.

In fact, there are a range of external factors that can cause anxiety. They include:

        •  drug and alcohol use

        •  stressful life experiences

        •  childhood trauma

        •  discrimination and intolerance

        •  fear of crime and terror

        •  fear of environmental disaster

        •  social pressures

        •  loneliness

        •  perfectionism

        •  poverty

        •  the social divide

        •  homelessness

What protects us from developing anxiety?

Before we look at the external causes of anxiety disorder, it’s worth discussing the factors that can protect a person from anxiety. External protective factors include good role models and mentors, secure parental or caregiver attachments and safe, secure environments. It is critical in this discussion to explore protective factors further. All too often I hear that ‘one can’t prevent mental illness’ – this is not true. In all the narratives in this book, including mine, there are consistent themes. Symptoms developing in childhood, in a hostile or abusive environment, where symptoms were not adequately picked up by adults, or made worse by their attitudes or parenting styles.

Being raised in a supportive environment, inclusive of who you are, or may become, free of bullying or negative comments and actions, with good nutrition, exercise and a safe place to sleep at night. Encouragement rather than disdain. Love and acceptance. Financial independence. Allowing parents and adults in your growing life to nurture you, free from the stress I am going to explore further in this section. A pipe dream? Perhaps, but we can do more to prevent illness, and ensure that people with mental illness are treated much better than they are currently. If they were not discriminated against, outcomes would be far better, preventing illness from worsening.

A safe and secure base is critical for the positive development of a person and for the prevention of illness. I’ve had distressed, caring parents blame the development of illness in their child on having dropped them as a baby. It’s a trap I gently move them away from: such accidents are generally not causative. (Malicious abuse is, of course, another story.)

Drug or alcohol dependence

Drugs and alcohol are potent causes of anxiety, and also make anxiety symptoms worse. There are strong genetic links in families with alcohol issues. Alcohol dependence runs strongly in my family, as it does with many of my friends and patients. It is another issue I am intensely aware of, in terms of its hereditary risks.

Further complicating this story is the fact that, often, those with anxiety are self-medicating – using drugs or alcohol to find relief from their symptoms. Anxiety and symptoms caused by substance misuse can be difficult to tease out, and to complicate things, by the time many people present, they already have years, if not decades, of self-medication under their belt. Between 2013 and 2016, levels of psychological distress increased among cigarette smokers and those who use illicit drugs, and is high in people who drink more than four units of alcohol a day.20

Stressful life experiences

A variety of stressful life situations or experiences can contribute to anxiety symptoms, such as:

        •  family break-up

        •  injury or death of a loved one

        •  stress at work or changing jobs

        •  moving house

        •  war and violence

        •  sexual or physical abuse

        •  bullying

It is useful to explore acute stress reaction in the context of stressful life experience, particularly when symptoms, including anxiety, despair, feeling ‘dazed’ and withdrawn, follow a specific stressor. People subjected to ongoing stress, such as enduring war or abuse, develop anxiety disorders with heightened fight or flight responses, experiencing constant fear and hypervigilance. Their brain scans may show damage to their hippocampus, the C-shaped structure in the brain mentioned above. As stated, PTSD can result.

Childhood trauma

Early childhood experiences are major causes of anxiety disorders. I’ve treated countless people who present with histories of trauma in childhood. When the environment in which you’re raised is hostile or you’re subjected to what we refer to as ‘adverse childhood events’, you’re at risk of developing anxiety disorders. Early trauma can increase your risk of developing PTSD, GAD, OCD, panic disorders and phobias, as well as various other mental illnesses that aren’t within the scope of this book. Suffice to say that childhood trauma is responsible for ongoing suffering and illness, with far-reaching consequences for life – often through the next generations as well.

Narcissistic or emotionally abusive parents can cause anxiety disorders to develop. Verbal abuse has been shown to cause psychological problems that manifest in various behaviours later in life, including anger and anxiety. According to a study conducted in Newfoundland, Canada, verbal abuse contributes to significant psychological problems in subsequent years, such as dissociation, anger, hostility and anxiety, as well as brain damage that can be mapped by modern brain imaging techniques.21

There’s also some evidence to support the argument that anxiety is a learned behaviour. If you have a parent who’s always anxious, you can emulate and mirror that. Parents and carers whose mental health issues impact on their parenting require input and support. Children need consistency of care and parenting to move successfully through their developmental life stages.

Discrimination and intolerance

Discrimination and intolerance have profound effects on the developing self, as well as affecting families or whole communities. For an adult experiencing discrimination, their response may be to displace their negative emotional responses, sometimes amplified through use of alcohol, onto their children and partners. Domestic violence has such significant effects on families, the resultant anxiety disorders sending shockwaves through subsequent generations.

In my decades of practice, I’ve met numerous immigrants and refugees, all wanting a better life, and many of them have heightened anxiety and PTSD. Underpinning their symptoms is inequality, and anxiety about being accepted and fairly treated.

When inequality – whether it be economic or based on people’s colour, sexuality or gender – is supported by those in power and there are obvious issues of exclusion, people can suffer from minority stress and anxiety. There are hugely negative and anxiety-laden consequences of racism for people of colour, and I’m keenly aware of the injustices many face, through personal and professional experience. In this section I will discuss racism, religious and cultural intolerance, the discrimination and violence faced by women, and those who are LGBTQ. I will speak more personally in this section about the anxiety caused by intolerance against gays, as this plays such a large part of my anxiety formation and continuation. I will expand on sexuality, gender stigma and LGBTQ minority stress.

In Australia, straight men of Anglo background don’t often feel unsafe in daylight hours walking to the local shop. They won’t be catcalled or subjected to racist or homophobic taunts; their attire won’t be commented on. They don’t usually have to worry about being raped or molested; they’re not asked for sex by complete strangers on a regular basis. As a consequence, many of them fail to grasp that being a member of any ‘minority’ group (I use inverted commas, as women are hardly a minority as per definition, yet the term includes them) would be a cause of stress – and a potent cause of anxiety disorders.

Racism

While we are a multicultural nation, specific groups in particular are subjected to fearmongering, mistreatment, and negative press and this gives rise to anxiety disorder. Neo-Nazi and white supremacy organisations, in Australia, the UK and the USA, seem emboldened by the apparent approval of those in power. Constant hypervigilance when out in public, scanning for probable threats, and being subjected to taunts and derogatory comments directly causes acute stress, and anxiety conditions. It is not only blatant victimisation that heightens stress and anxiety; what is known as micro-aggressions play a part as well. These include so-called jokes, making derogatory comments and questioning a person’s country of origin.

Our Indigenous community, for instance, has higher than average incidences of illness, including anxiety disorders, and significantly lower life expectancy than average. A very different Australia from the one I’ve heard named the ‘lucky country’.

Intergenerational trauma is the transmission of trauma-related anxiety and other mental health issues across generations, linked to historical oppression and discrimination. This continues to be experienced in the Indigenous populations in Australia, as well as those across the world.

The ongoing trauma that the Indigenous people of this country deal with is pervasive and enormously destructive. It appears that so many in the general community don’t recognise this fact, or choose to ignore it, which only compounds the problem.

For many years, I had the incredible experience of connecting with an Aboriginal woman before she tragically died at 29 of AIDS-related illness after a life beset by trauma and drug dependence. Once, in seclusion, she set her gown and mattress on fire with a lighter the staff didn’t know about. She used to proudly refer to that incident of protest every time I was called to see her in emergency after another drug-induced presentation. She was sassy and funny and, in her moments free of drugs and psychosis, I’d get her a coffee, and she’d share some of her story with me – the privileged immigrant who felt more accepted in Australia than she ever did.

She couldn’t remember a time in her life when anxiety wasn’t a prominent feature – her mother was a member of the Stolen Generations, and my patient’s childhood, too, was marred by this. But she said two things to me I’ll never forget. She liked me because I talked to her ‘normally’; she didn’t feel as if I looked down at her. And she was proud that her daughter was doing well, and not subjected to as much trauma as she had been. I cried when she passed.

So many non-Indigenous Australians call our First Peoples pejorative and outdated names, and with such conditioned distaste that I’m quite taken aback, even though I was raised on the coat-tails of the colonial master race.





A Darker Shade of Pale

BERYL CROSHER-SEGERS

Writing has been my escape since my teens. So many conversations stored in the pages in my brain. Sometimes when the darkness sets in, and I open those pages, some are frozen. Many of those pages bore a deep pain and an unrelenting shame. And they won’t close.

When I wrote my debut book, A Darker Shade of Pale: A memoir of apartheid South Africa, I was open and honest about my life. Sharing my story was a heartfelt, difficult but vital way to heal my past; to encourage others to do the same. It was fuelled by my father’s voice condemning the dehumanising conditions we’d been relegated to. After his death, many of the things he cursed the government for started to make more sense to me, and began to infuriate me. As I grew older, my anger and frustration reared its head more fiercely.

Though my father had drummed into us that we were just as good as anyone else, white society – white South Africa – was telling us a different story, as loudly as it could. Its narrative, however, went beyond words to real actions of cruelty and subjugation. Why was this the case? My life in South Africa was mapped out to a large extent, determined by the fact I was of mixed race. My father, born on the island of Saint Helena off the west coast of Africa, was of East Indian heritage; my mother’s is Portuguese and Mozambican. This made me not white enough to enjoy the privileges of the ‘superior race’ – yet I wasn’t banished to the black homelands to live in squalor. Instead, my background separated me from both black and white. It meant I would grow up in poor housing in areas separate from both black and white, in areas that reeked of failure and deprivation. I was 19 before I realised the truth. I write about that epiphany, that moment when I first saw how my family, friends and many fellow citizens were trapped in a toxic system.

We were brainwashed to accept fines for sitting in the wrong carriage on trains or for sitting on the wrong benches. There was nothing subtle about racism in South Africa. Signs on buses, on placards, on buildings told us where we could or could not go. Signs ensured we were barred from sitting in anything other than our allocated places for fear of the consequences.

We grew up with the toxic, subliminal and stated inferiority of our race. And the complex was drilled into us by South Africa’s powerful, white storytellers, who said, ‘You are not the same as we are; you are inferior.’ We were always on guard. Spies in our own lives. Checking myself to see if I was sitting on the correct bench, or walking through the right entrance. I grew up feeling that I had to be white to be successful. When you’re forced to aspire to be someone else to survive, you can lose touch with who you truly are.

Now, I’ve been shaken by the events since publishing my memoir. I can no longer fake an interest in the praise, laughter and chattering around me. I’m struggling to process my success, grappling with the fact that others want to read, and are reading, my book. Written in the privacy of my study, just me and my memories, this book is now in the world. And it’s my life that’s under intense scrutiny. I’ve been stripped of my dignity; the scorching spotlight penetrates my flesh.

Apartheid has had such a huge impact on my generation. My book had reopened old wounds. It unsettled online opinion. Online trolls, our previous oppressors, were disgruntled that I refused to comment on the current situation in South Africa – the murders of white farmers. I am an expert in my own story and that is what I wrote about. The attacks were relentless at times. Many of the online attacks were not about my writing but personal comments about my heritage and intelligence.

Unable to defend myself, by allowing their poison arrows to find their mark in my psyche, anxiety and panic took over my life 24/7. Sit, squirm, rock, stand, my anxiety ordered. Three times in one month I’ve been admitted to hospital and kept under observation because of my racing heart and trembling body. I’ve been told it is part of an anxiety and panic disorder.

Over the years I had managed my anxiety in many ways. I was born anxious, controlled by an insatiable need to shine in whatever I did. This would prove that I am good enough. My anxiety was kept at bay by my busyness addiction. I had to achieve, always bigger and better than others. After my younger brother Owen drowned, I was plagued by his sudden disappearance from our lives. As a child, I was very frightened about being separated from my family. Each time I saw his eyes in the small framed photo in the lounge-room, they followed me. I was terrified about not being able to swim and of drowning. I have been plagued by nightmares ever since.

This year I embarked on a healing journey. I was fortunate to find a professional who practised both scientific-based concepts and traditional healing. This remarkable journey is bringing about a sense of calm and peace. And a deep acceptance of who I am.

Now, references to my multicultural heritage stir memories of pride in a people who rose above adversity. I am descended from people born in and out of Africa with the spirit of the Bantu farm workers and ironsmiths, the rich tapestry of Afro-Indo-Sino cultures of the Saints of Saint Helena, and a European craftsman who settled with a farmer’s kitchen maid. Together they helped to build the nation where I am from. Their spirit is in my soul. This is who I am.






Violence towards women

Women have every right to feel safe and secure, to not have such potent, yet entirely preventable, causes of anxiety and fear so tangible to them in society. After an incident of female rape or assault, police responses worldwide are, often, that women should not walk alone at night, and they should stay safe (whatever that is supposed to mean).

In a Guardian article in October 2018, ‘Imagine if men were afraid to walk home alone at night’, Katy Guest wrote about an online thought experiment that suggested a curfew for men after 9 pm. Many men responded angrily.22

In 2018, Plan International surveyed women aged 18–25 in Sydney about their perceptions of safety and street harassment. Four out of five women first experienced street harassment when they were under 18, and those harassed reported experiencing anxiety as a direct result; 90 per cent stated they felt unsafe being out at night, and on public transport after dark.23

Domestic violence accounted for 63 Australian women being killed in 2018 – that’s an average of more than one per week. In South Africa, 2930 women were killed in gender-related violence in 2017–18 – that averages to one woman killed every three to four hours.

Cultural intolerance

Anxiety can be experienced by an entire society. For example, when tabloid newspapers stoke fear and intolerance towards refugees, ‘boat people’ and Muslims, it has a negative impact on both the mental health of the community, generally, whose anxiety about terrorism and ‘difference’ ramps up, and on the targets of this fear-mongering – our Muslim citizens, and new arrivals. This is despite the fact that people identifying as Muslim account for only 2.6 per cent of the Australian population, according to census data. The numbers of boat people have continued to fall since 2013, and pushback appears to be more successful to deterring boats than offshore detention, according to a February 2019 SBS documentary. Apart from the ongoing human cost, with high prevalence of anxiety disorders in those placed in offshore detention, the material cost to our nation is apparently more than the US$5 billion asked by Mr Trump for his wall.24

This isn’t to say there aren’t anxiety-provoking issues about immigration in general. It’s a major cause of societal discord in the USA and Europe, as well as in Australia, with a consequent resurgence of Neo-Nazi and far-right groups that’s enough to cause anyone anxiety. But when the mainstream media play and replay footage of dire events, commenting on and analysing them all day, this stokes fear and panic.

For LGBTQ refugees, there are added hardships. Having been involved in some cases as an advocate as the treating psychiatrist, the burden of proof – of imminent threat, due to sexuality, in their country of origin – was high and not easy to obtain. The anxiety of those victims of intolerance was high as well, with good cause due to the very real threats faced if they were forced to return. At the time of writing this book, there are now seven UN member states who impose the death penalty, and 70 UN member states who still criminalise same-sex consensual acts, with 26 of those countries imposing prison sentences from ten years to life.

Religious intolerance

We are increasingly a more secular nation. In the 2016 Australian census, 52 per cent said they were Christian, 30 per cent of ‘no religion’.25 Nevertheless, the earthly battle for our souls continues to rage. There is a flip side to the loss of pastoral care and fewer people engaging with the established churches – the absolute certainty offered by concrete codes of morality and of the afterlife is no longer there for many, with the potential for added angst around ageing and dying. Life meaning, existentialism and ethical morals are much vented topics on my therapist’s couch.

Anxiety and PTSD abound in people subjected to religious intolerance. Freedom of religious practice – a hallmark of any civilised society – enshrines the notion that if something is against your beliefs you can elect not to engage in that activity, as well as feel safe in expressing your religious views. What it doesn’t mean is that you have the right to tell someone else that what they are doing is against your religion, and that they must desist. In Australia, there is current debate regarding a new religious discrimination bill, which is causing collective anxiety in the people such a bill could adversely affect, especially LGBTQ Australians, but also women.





Anxious to fit in

HOLLY SHUTTLEWORTH

I’ve had to deal with anxiety for as long as I can remember. A lot of it was centred on the need to be good enough, and to be accepted by my peers at school. I felt different from my peers; I couldn’t explain how, but there was a disconnect between myself and other girls my age. The cacophony of a deep desire to please, my isolation and the bullying I experienced culminated in a perfectionism so intense that I felt paralysed. I couldn’t start assignments in fear they’d never be good enough.

In my later teens, my perfectionism and anxiety manifested in anorexia and self-harm: I was trying desperately to maintain control. The more disconnected and isolated I felt, the stronger anorexia and anxiety became. It wasn’t until I came out as gay that I really understood why I’d felt so out of place. I hadn’t felt like me because I was busy pretending to be someone else, which could explain the feelings of disconnection from others. While I cannot say for sure how much of my struggles to accept my sexuality contributed to my anxiety, there was a distinct correlation between coming out and feeling in control of my mental illness.

I’ve been told by governments that my rights don’t matter or are up for public debate, and I believe that this discrimination provokes a lot of anxiety – not only about coming out but even in recognising who we are in the first place. Had the world I grew up in been less homophobic, perhaps I would have been able to accept myself and feel valued for who I was.






It would appear that Evangelical-led religious freedom allows for the protection of so-called Christian values that punish and discriminate against homosexuals, and also women who claim the right to self-determination regarding their reproductive choices. Religious freedom, to practise one’s religion freely without prejudice or discrimination, is already enshrined in the constitution. Jesus Christ’s messages of love, compassion, inclusion, refuge, charity and sacrifice don’t appear to be part of the conservative Christian handbook. As attributed to Jesus Christ in the Book of John: ‘I have not come to condemn the world, but to save it.’ Separation of Church and State has never been a more important concept than now.

A major cause of anxiety is the ongoing intolerance and bigotry of some religious institutions. Their views on morality, and especially sexuality, have hugely negative impacts on people and cause anxiety disorders. Despite major sexual and child abuse scandals in the clergy in recent years there is still condemnation and hellfire preached from many pulpits. During the 2016 US presidential election campaign, no fewer than four Republican nominees were in attendance at a huge Midwestern revivalist service where the pastor called for homosexuals to be put to death; none of these men left the service to protest after this was announced. Conservative and discriminatory beliefs held by our leaders already affect how we are treated in society, perpetuating anxiety.





Queerness and anxiety

SEB STARCEVIC

I recall OCD symptoms at age five, and my first recognised panic attack happened in homeroom one day in Year 9. I suddenly found that I couldn’t swallow; nausea was paralysing me as the muscles in my throat constricted, choking me. It would become a familiar sensation. Some days it renders me unable to eat or even stand. Since being diagnosed with a panic disorder that manifests as crippling nausea, with a long-standing emetophobia that affects my public speaking and performance, I’ve wondered about the link between queerness and anxiety. I’m currently studying gender and sexuality. I’m also a freelance writer and journalist.

Being closeted is a uniquely isolating experience. Often you learn to modulate your mannerisms and dread discovery above all else, existing in a state of unsustainable hypervigilance. Over time, like a noose that tightens ever so slowly, this takes its toll. It’s like the scene in the 2018 teen comedy-drama movie Love, Simon, when Simon’s mother tells him, ‘It’s almost like I can feel you holding your breath. You get to exhale now, Simon.’ Even when you don’t have to hold your breath anymore, it can take time to learn to exhale fully, to cut yourself free from the internalised shame and homophobia.






In South Africa, the Dutch Reformed Church, the very heart of Afrikaner spiritual and community life, puritanical at its core, still delivers sermons against homosexuals. They used to debase people of colour as ‘sons of Ham’, and use this to reinforce God’s approval of slavery and racial superiority. This is no longer allowed in post-apartheid South Africa’s constitution, neither is vilification of people due to their sexual orientation.

It is not only those of the LGBTQ community who face such intolerance, although the established churches, as well as evangelical ones, continue their anti-LGBTQ agendas. The 2019 convocation of Anglican bishops in London was marred by His Grace, the Archbishop of Canterbury, making the determination that same-sex partners could not attend the formal dinner.

A North Sydney Catholic bishop made the determination, in March 2019, that someone I treat could not marry her Catholic fiancée in his local church, as she was an Anglican divorcée. That her marriage ended over two decades ago, as a result of domestic abuse, did not hold merit. Single mothers have also had their unfair share of pulpit demonisation.

This intolerance, based on so called Christian principles, played out dramatically in South Africa in the 1980s when the Afrikaner women’s movement, with the backing of the church and government, successfully prevented condoms being advertised, when HIV infectivity was rampaging, as it would lead to promiscuity. It instead led to HIV/AIDS becoming a major medical and humanitarian disaster in my country of origin.

Being told you will burn in hell as a result of your sexual orientation, marital status or membership of another faith causes major anxiety. Especially in those who are Christians, feeling shunned by the very institutions they turn to for guidance and support. Wanting to do the right thing by their God, they are unable to change their inherent make-ups.





The toll of intolerance

TANYA BLAZEWICZ

I remember being a tomboy in 1998, aged ten. I loved playing sports and was one of the fastest girls in my year. I grew up going to church every Sunday and bible camps once a year. I desperately wanted to make my parents happy, and not stressed, and decided to learn as much as I could about religion. I also had a keen interest in school and doing well with my grades. I struggle still to admit that 1998 was also the year I started thinking about sex. I wasn’t sure if hormones or sex education class was the trigger, but I fast realised how different I was from the other girls. I realised I was gay, which put a spanner in my plans for being the perfect daughter.

Not wanting to disappoint my mum, or God, or go to Hell, I decided the best thing to do about these feelings was push them deep, deep down into the pit of my stomach, where I hoped never to have to deal with them again. And this became a recurring theme throughout my adolescence: striving for perfection and ignoring anything that would cause distress and concern in my parents.

This unexpressed emotion started to present itself physically. Firstly, this was through near-constant washing of my hands to wash the sin away. My Year 5 teacher one day noticed my hands, which at the time resembled bright red scaly things, and I hid them shamefully. Eventually I was taken to the GP, who apparently had never heard of OCD because his only comment was for Mum to change the soap in our bathroom! This forced me to change my compulsion, so I would still be able to hide how sinful and bad I was.

Over the years, these compulsions took various forms, like repeating prayers over and over again, but they were largely invisible. Once, in Year 11, I needed to go to hospital as I was having The. Worst. Panic. Attack. Of. My. Life. But it was labelled an asthma attack: nobody needed to worry about me or any of my unresolved feelings as nothing was diagnosed.

One paragraph, in one of the books at home I read under covers by torchlight, stated that it is quite common during puberty to have same-sex attractions and it did not mean that you were homosexual, just that you had lots of hormones rushing around and things. I remember reading that one paragraph hundreds of times to reassure myself. But then suddenly I was 20 years old, waking up from yet another dream about a girl, and I really couldn’t blame puberty anymore. So, I had a decision to make: continue living a lie and never really finding love, or coming out and giving up my faith and relationship with God and the Church.

There’s a line from Hannah Gadsby’s Nanette: ‘By the time I realised I was gay, I was already homophobic.’ The climate of the LGBTQ movement in Australia when I was growing up was largely about AIDS and whether gay sex should become legal or not. Add to that religion, and that leads to some pretty fierce self-loathing. I’d met someone just after schoolies, fallen in love and planned a future, but the relationship ended and caused bottled-up emotions to come through. So I started throwing myself into my work as a Medical Scientist. For someone with undiagnosed OCD, working in a lab with risk of exposure to infection, anxiety is not ideal, especially if there’s increased stress, which is what happened. I ground down several of my back teeth at night to the point that the nerve was exposed and I needed root canals. I hadn’t worked on any strategies other than denial, and now I worked on an escape strategy instead.

I’m still not sure what prompted me to seek help at this point, but I attended the work counselling service and acknowledged my suicidality to the counsellor, prompting more intensive support from the local MH crisis service, and my first hospitalisation. That was in 2012. I’ve since had many more admissions, and made several attempts on my life. I’ve tried every medication under the sun, and had several rounds of ECT. I’ve experienced trauma on psychiatric wards and domestic violence. I’m almost 30 years old and still learning every day about what caused my mental illness. It was only this year at TAFE that I learned about approaching my anxiety from a frame of reference other than the medical model, a more psychological approach. This allowed me to explore the grief and loss I felt about religion and the possibility that I may not be as comfortable with my sexuality as I’ve proclaimed in recent years. I think it’s good that I’m still learning, in all areas of my life. I constantly self-reflect and check in on my emotions. This is an amazing tool for my recovery.

Throughout my journey, I’ve slowly learned that this wasn’t something that could be fixed in three weeks. In fact, I no longer think that recovery means being fixed at all: some of my lived experience of anxiety is tightly woven into the fabric of who I am. So instead, I just try to reduce my suffering and improve my quality of life and work around the symptoms in healthier ways.

I’m so passionate about giving a voice to the voiceless, the vulnerable, the most disadvantaged that I sometimes forget that this includes me. If I really want to spread the message that everyone’s voice is important and deserves to be heard, then I need to start by saying my voice is important. My voice deserves to be heard.






As church attendances dwindle, with more of us moving away from religion, is it not time for the organised faiths to open their ranks to all? Doesn’t that make more sense than exclusion, at this increasingly anxious time in our world, when people need solace and spiritual counsel, not condemnation?

Data from the ABS census of 2011 showed that same-sex couples accounted for 0.9 per cent of all couples in the capital cities, with 40 per cent of same-sex couples identifying as Christian.26

Of course, there are many examples of compassionate and loving religious leaders who don’t hold these views. There has been amazing support for the LGBTQ community from the likes of outspoken priest the venerable Rod Bower and Nobel laureate Archbishop Desmond Tutu.

Of note is that the Pentecostal charismatic churches were the first to welcome women and people of colour into the higher ranks. The Uniting Church in Australia is, at the time of publishing this book, the only church to hold same-sex marriages. There are caring and compassionate men and women of faith, religious leaders among them, including rabbis, imams, priests and monks, who devote their lives to others. They see the devastating suffering and distress caused by unjust laws and customs and societal stresses. I will end this section with such an example, from a man of God I both treat and admire.





The toll of ministering to others

REVEREND STEVEN DAVIS

I am an Anglican Church senior minister who has served in the Diocese of Sydney in several capacities for many years. For the purposes of this publication, I want you, the reader, to understand that I took an excessively long time to comprehend and accept my ‘unsteady’ mental and emotional state of being. I don’t want these words to sound religious because I’m not religious in the sense of overly ‘ritualistic’ and ‘head in the sand’, with robes of religion, etc. I am a Christian, a person committed to Christ as my Lord and Saviour and the orthodox Christian faith. I believe the Bible is God’s word.

I was in no position to resist God’s call. I also did not understand what would become of my life. There has been suffering: deep despair, gross uncertainty, physical frailty with chronic illnesses, persecution because of my faith from within and outside the Church (in local settings), and the sadness of [seeing] family and friends suffering terribly from great injustice. I have also seen lots of suffering on many levels.

I have only recently admitted to myself that I suffer from severe anxiety, depression and delayed PTSD, each of which had been diagnosed by my family and the health professionals some time back. I now speak about this openly to my Church family, to friends and others when appropriate. You might say I’ve finally ‘caught up’ with the doctors and my family on this and it’s been life changing! Personally, this has been a huge step forward for me. My emotional state of being, which I perceived as ‘failure and weakness’, was unacceptable to me and undercut the very basis of God’s work for me in His Son. And yet, I know in my heart that this was not how my God looks upon me. It is the truth that for His children, His way through His Son is love, patience, grace, mercy and favour, not judgementalism and condemnation.

My emotional state wasn’t something I necessarily liked to speak about or even understood. In my unwellness, I was 24/7, striving for God’s approval, believing that, somehow, He needed me for His work. My motives, which are never pure anyway, were contaminated by the delusion that ‘they’ (people in need) needed me and not the Lord that I served. I’m reminded frequently as I move throughout the community that God has worked through me, especially it seems in my times of ‘weakness and failures’.

I’ve lived for many years on adrenaline and at the emotional starting line, ready for the next starting gun to fire. There had been very little serious and deliberate downtime. In God’s good and loving purposes, I have attended many deaths, sitting with countless families as loved ones died. The same may be said of tragedies and suicides and just plain tough situations where folk are struggling to cope. Some weeks, I would have 14 funerals, a couple of weddings and baptisms, home groups, scripture and visitation along with most important Sundays and family commitments.

There is much I do not understand. There is much I am ashamed of and disappointed about, but one thing I now know is that anxiety, depression, PTSD – while all serious in bringing my life almost to a train wreck – do not stop life or service or care for others or one’s capacity to give and live. In fact, these – together with the assistance of significant others – have provided for me ‘watersheds’, occasions for reflection and taking stock to reassess the speed of one’s life and one’s usefulness in their journey under heaven.

I struggle with the thoughts that all this is a ‘first world problem’ and there are many in much worse situations than me. I try no longer to live life unthinkingly or automatically. I enjoy an incredibly supportive wife and family and wonderfully compassionate friends. I’m certainly on the road to recovery but it is a long road. To my great joy, much has been added to my Christian growth and my marriage and family and ministry, but there’s so, so very, very much more to go. By relying on my Father in heaven and God’s grace, I’m confident He is working. I pray and hope this has been helpful.

I’ll leave you with one of my favourite sentences in my Bible. The address is Psalm 34:18: ‘The Lord is close to the broken hearted and saves those who are crushed in spirit.’






Sexuality and queer identity

Sexuality and gender expression are not causes of anxiety, per se, or I would have defined them as internal causes in this chapter. Current medical opinion and teaching is that we are born with our sexual and gender identities, as part of our inner makings. To put the timing in perspective, homosexuality was only removed as a mental illness from the World Health Organization’s disease manual in 1990.

It is the external world’s views and attitudes that cause such potent anxiety in those who are LGBTQ. There have been various articles and books devoted to the issue of homosexuality being a choice, with various environmental causes espoused. A prevailing view in psychiatry when I was a student in the 1980s was that a ‘dominant’ mother and ‘absent’ father predisposed one to be homosexual. Psychiatric treatment included electrodes placed on the genitals while a patient watched same sex porn, and if you became aroused, you received an electric shock. This so-called therapy was based on behavioural science, and unfortunately still forms the basis of treatment today in ‘conversion therapy’.

In writing this book I have tried, as I do in my clinical practice, to be as neutral and unbiased when discussing issues that either affect me personally, or where I have very strong feelings on the subject.

For this section I present my views as a personal narrative, objectivity being hard to maintain.





The gayness of angst

DR MARK CROSS

As I begin to write this exquisitely personal section about the specific anxiety experienced by LGBTQ people, I am somewhat anxious about the reaction that will arise in some quarters to me openly discussing my sexuality. Of course, the whole point of my doing so has just been encapsulated in that opening statement. To try and explain how my sexuality has affected – nay, caused – my anxiety, speaks to the very core of me. Mind you, homophobic attitudes are the beating heart of my angst.

It’s difficult to tease these issues out; they’re so intertwined. There’s the difference from others, which felt so wrong when I was young. Accompanying that was the absolute realisation that I wasn’t the person I was being raised to be, with the familial and societal expectations that involved. This difference had an enormous impact on my personal development, and the consequences have affected all aspects of my life – my very being.

I can’t remember feeling hope of acceptance when I was younger. All I felt was fear, with masking and hiding in plain sight a reflex morphing into habit. My symptoms were similar to those of PTSD: constant agitation (arousal), scanning, being always prepared for danger, dimming my flamboyance, squashing any responses not deemed masculine. I held myself to harsh internal account; the night terrors and constant self-critique were draining. I acquitted myself well at sports, was awarded honours academically, wasn’t bullied; my family life wasn’t that traumatic. But being me was exhausting.

Under apartheid laws in the South Africa of my youth, the Morality Police could bust down your door without a warrant if illegal sexual activity was suspected. This applied to same-sex activity as well as sex between the races. Black people caught having sex with a white person of the same gender were in even more dreadful trouble, of course. These police used infrared technology to spy through people’s bedroom windows and were quite frankly perverts, waiting for the right moment to crash in. I heard countless testimonies from people subjected to this; even as a student, there was something in my manner that made people trust me. As I mentioned earlier, I do believe that having to deal with my own anxiety and sexuality allowed me to become a more attuned clinician. It’s still so hard to own it though, the hiding of myself, the fearing of my true self.

South Africa certainly perfected rule by fear based on racial and moralistic principles. It probably won’t come as a surprise that many Afrikaner (Dutch Reformed Church) ministers of religion and theologians spent time in Nazi Germany. When I say gay culture at the time was underground, think White House bunker. This was just over a quarter of a century ago – not in some bygone era.

When I was a student doctor in my final year working in the emergency department, two men were brought in by ambulance. They must have been desperate to call, knowing the law and probable repercussions. Or perhaps they optimistically presumed that those in the health industry would be understanding. During anal sex, the receiving partner had gone into anal spasm. This caused his lover’s penis to be clamped, and he couldn’t retract. He was treated with a muscle relaxant to immense relief. Then both were promptly arrested and taken away by police, someone in the department having done their civic duty. Sodomy was specifically illegal, even in private, and consensual. The jokes and comments abounding made me feel so sick, I had to leave.

After graduating, I volunteered as a counsellor at the HIV service when my on-call load allowed. I obviously didn’t need much sleep back then. I offered regular sessions to a man who’d contracted HIV through engaging in what was then the common sport of gay bashing. On the face of it, one might be excused for citing just desserts. All I remember was that although I was appalled at his actions, I’d taken the Hippocratic Oath. However difficult this was, it wasn’t for me to judge. He turned out to be a kind and caring person and worked tirelessly in the HIV field before dying a few years later. But this man taught me a lot about the power of redemption and remorse. During our sessions, he came out to me – the first person he ever disclosed to, after years of turmoil and self-hate. I generally keep my composure in sessions, but this wasn’t one of those times.

Just before emigrating, I engaged in therapy for the first time. The male therapist went through questions, as if to script, and brought up in the fourth session that we had to discuss the attraction I was obviously feeling for him.

Really, you bring that up now, as I’m struggling to articulate my anxiety about my identity, yearning to show expression? I thought to myself. By now you know. That the only way I can really do that is to leave my homeland and family and go to London. That I’m hoping some shame gets dumped mid-air. About the guilt I feel for leaving the rural community team, which needs my help, the service I’ve worked so hard to improve. That I can’t shake the choking feeling that takes hold of my waking and sleeping moments, the clawing sensation in the space of my inner self for what I hold worthy. That I’m running away.

No wonder I take more than two decades to engage in therapy again.

After a farewell family dinner, prior to me heading overseas, my father came over, put his arm around me and called me Joe, the nickname he uses when feeling extremely loving towards me. Then came these words, never before uttered: ‘If you’re trying to tell us you’re gay …’ But before he could say anything else, I responded that, no, I was going to therapy to deal with some issues, nothing more.

My sister had left the table, frustrated with me for missing the perfect moment; talks on the matter between us had taken place earlier. The fear and shame was so strong it was choking me.

Safe a continent away in London, I wrote a letter to my parents, at last telling them I’m gay.

In England staying at my close gay friend’s house, I found myself playing straight, as his lawyer father didn’t like gays. The older rich white men I met, part of the privileged class, had completely disconnected their elite world from their sexuality, managing to project their internal self-disgust onto women and the ‘inferior’ classes.

Bricks were thrown in my direction during the gay pride march to Brockwell Park, yet I started to feel safer in London – or, at least, more whole. During my parents’ first visit, my father nudged me on the tube, letting me know that there was a cute man checking me out, and I noticed I was feeling lighter, the choking feeling lessening.

The debate in parliament around lowering the age of homosexual consent battered my defences. But they swiftly strengthened again, fuelled with anger after one lord roundly condemned the bill. If passed, he claimed, it would immediately lead to the buggery of male teenagers. Perhaps he was confused by his private school experiences, but this was a lord of the realm! A new age of consent – 18 – was agreed to in watered-down form, the British being so good at compromise. Heterosexual consent was enabled from 16; clearly girls were considered more adept at protecting their sphincters from the depredations of men than were strapping male teens. The age was finally lowered to 16 in 2000. My anxiety wasn’t helped by the mixed messaging.

In 2005, I emigrated to Australia, where a recent Royal Commission highlighted 86 points of discrimination in Australian law against LGBTQ people. In 2017, we’re compared to beasts and referred to as perverts, which sets back my equanimity.

Now I’m a 54-year-old medical specialist of some standing. Why should I care what people think? This part of me has been forever intertwined in my psyche and self-identity. It’s caused considerable pain and anguish to me and others. And that is your answer right there: as hard as I’ve tried, there will always be anxiety linked to how I’m perceived as a man who’s gay. It’s a common response for my kind to overcompensate, to strive to be better, to show that we have much to offer, that we don’t deserve to be treated as second-class citizens. Or, for those born in far less fortunate places or times, to be caned, beheaded, placed in jails and concentration camps and exterminated. Part of me has always felt hopeless in consideration of what LGBTQ people in such societies have had to go through – and still do.

My anxiety about my gayness creates hyperarousal (nonsexual agitation linked to fight or flight mode) in new situations, worsening my social anxiety. Now, it happens when, rather than if, I tell people I’m gay. One of my gay friends quips that, at functions, ‘Mark comes into a room of strangers or colleagues and mentions his husband within the first five minutes.’ Part of that strategy – it’s always about strategies – is over-talkativeness, a result of my social anxiety. It’s partly over-compensatory behaviour because I still don’t feel that I belong in certain rooms.

Of course, it’s natural that people would ask about my family when they meet me, but should they default to queries about a wife, as so often happens, thinking on my feet becomes necessary. While trying to master my rising panic, I’ll be juggling the niceties – calm mien, awareness, remembering names, pleasant small talk – albeit with a possibly exasperated retort. This may come out anyway, as my brain starts racing, filters lifting thanks to the alcohol I’ll have been trying to sip, but will have glugged instead.

Usually, the joking riposte laced with self-deprecation wins. After all, one needs to be accepted and to not ruin the evening. The polite response mostly ensues, and the interlocutor will then turn to the person next to them to chat. Sometimes there may be an interested response involving follow-up questions. Though positive, it will see you sifting through your alter-egos to find the one marked gay ambassador. This entails explaining your life, your family and feelings as a gay person, linked to whatever political or social discourse is apparently currently relevant. Socially, if the topic of my sexuality came up, I learned to expect them to make a desultory effort, to show scant obvious understanding or interest. Thankfully, such responses are mostly a thing of the past; the memories are still fresh though. At a dinner, not that many years ago, a woman who’d downed a few bottles of wine grabbed my hands. Loudly, she drew to the attention of her peers how manicured my nails were. ‘If only straight men could look after themselves as gay men do!’ she exclaimed. I managed the tame reply that as a doctor nail hygiene is important, but she continued with more offensive jokes about gay hygiene. After some moments of this, and far too much arm-grabbing, my angry retort finally leapt out of its box. ‘There’s no need to be so defensive,’ was the next, inevitable, refrain, ‘some people are just too sensitive.’

Writing this, the anger comes bubbling through, tinged with sadness and panic. The frenetic catalogue of shame, secrets, guilt, passive response to insult and abusive commentary prompts a feeling slowly rising from my feet, through my intestines, suffusing my face and leaving me breathless and aflame. The confluence of my angst, and identity, as a neurotic person, a gay man and a doctor.

When I began to write this book, the so-called debate about marriage equality in Australia was raging. Or perhaps the raging was in my heart. I had colleagues, friends and patients cry in my rooms, and on the phone, about being vilely compared to beasts and paedophiles. According to a privileged member of the senatorial ruling class, passing the bill would lead to the decay of morality and society as we know it. Still so much angst exists, even with progress in the past 25 years, even when sex acts are no longer illegal, even when we’re no longer openly bashed or murdered. During that time, I began to feel flat. I was absorbing a truckload of emotion, because this was something that had direct effect on me and, even more importantly, my family.

Despite all my inner angst, I’m open to people seeking my help. I’ve always been able to deal with other people’s issues fairly, without judgement, and with a frank and unbiased decision-making of which I am proud. As with anyone who has to deal with labels, I don’t want to be ‘the gay psychiatrist’. I want to continue being the objective, caring professional, working within a compassionate framework. Someone who, when it is relevant, is open about being gay.






LGBTQ minority stress

The minority stress model suggests that the discrimination and stigmatisation experienced by LGBTQ people in their everyday lives causes high levels of anxiety and stress, and of course the prevalence is even higher in those from minority backgrounds.

A 2018 study conducted at the University of Queensland used the results of the same-sex marriage plebiscite postal vote to map out areas of increased stigma felt by LGBTQ people; it correlated with the higher ‘No’ vote suburbs.27

Trans people have very high levels of anxiety and PTSD symptoms.

Just when you think it’s safe, that the world’s changing, news of a tragedy reaches you. In late 2017 in Brisbane, a 13-year-old called Tyrone killed himself after being bullied for his sexuality.

When the marriage equality plebiscite was passed, it didn’t result in more people being forced to become gay. Allowing kids to express their gender in different ways, as a choice, doesn’t equate to forced gender switching. It may even save lives – though, tragically, it’s too late for Tyrone and others like him.

I can’t remember transgender issues being raised in my student days – though admittedly I was far too scared to attend any meetings, had I been aware of any. When I raised this topic with a transgender activist in South Africa, her response was, ‘Honey, if you think you were in the closet, think 20,000 leagues under the sea for me and my kind back then.’





A sense of self

TEA UGLOW

Mark and I spend our regular sessions discussing sexuality, gender and privilege – among several other topics. I have a creative job at Google and travel the world to address conferences. Usually, the talks are about creativity or design; however, I normally weave in aspects of transgender life as a way of framing inclusion and diversity issues. From time to time, life becomes rather fragile, requiring adjustments to my medication and more frequent sessions. Sometimes, we need a short admission to ‘calm our mind’, in the true sense of the word ‘asylum’.

I have two young sons who live with my former partner. I am lucky that they love me as their parent, as loved children brought up with consistency and security will do. Our conversations with Mark can, at times, be a fairly abstract and intense discourse, and he manages to help contain things – practical considerations as well as broader topics. As anyone with severe anxiety knows, coping and functioning are sometimes part of an act, the facade holding, just. Exhausting.

It is always important to have somewhere you can retreat, with people you can trust. I identify as a queer woman‚ and here I am able to move forward, with a growing sense of self, with support, and love.






I’ll end this section on a positive note with some interesting research findings from Italy. A 2015 study of over 500 18–30-year-old male university students’ attitudes to homosexuality showed that people who have strongly negative views of gay people also have higher levels of psychoticism (increased vulnerability to psychosis and agitation) and inappropriate coping mechanisms than those who are accepting of homosexuality.28

Research generally into homophobia is tricky. But some studies suggest that people with strong negative attitudes to same sex–attracted people often have deep-seated repressed same-sex desires themselves. I’ve found this to be true in my own practice over the decades.

Fear of crime and terror

When I was growing up in South Africa, there was the ever-present threat of the rooi gevaar and the swart gevaar (communism and black danger), which we were warned would destroy our white Christian society. Each week, at school, we were en masse bundled into the assembly hall after lunch for community lectures. A succession of guest speakers peddled their versions of what they considered essential input for our young developing minds in order for us to remain safe. One such speaker was an odious American pastor, who warned us against becoming tainted by dyed-in-the-wool communists or heathens. If we weren’t ever vigilant, he insisted, we could be turned, thereby risking our immortal soul and our place in heaven. The junior high school students were restless, necessitating more than usual watchful probity from the patrolling teachers.

When I revisit the scene in my mind, I still fantasise about leaping on stage and expelling him from the hall; that claptrap deserved no place at my seat of learning. Instead, under the baleful stare of Mr Snyman, I rose to my feet indignantly and slunk off to the toilet. My passive protest was otherwise unnoticed. One of the many instances of my anxiety being seeded by negative experiences.

At 16, a family friend developed pseudo-seizures, anxiety-laden shaking provoked by the constant stoking of the fear of being attacked and raped. Unfortunately, this was – and still is – not that rare an occurrence in my country of birth. The dance of leaving the house, locking the car door once seated, waiting for the security gate to open, scanning for danger and constantly being on the alert does take its toll on mental health. Even in relatively safe Australia. She recovered well in therapy and has since emigrated.

There is a high level of anxiety linked to the fear of crime in any country. A 2018 study by the MH Foundation in the UK showed that over 60 per cent of parents believed their children aged 5–18 were anxious about world events, and 41 per cent about the threat of terrorism.29

Fear of environmental disaster

Climate change and the degradation and destruction of the natural environment can contribute to anxiety disorder in some people. Young people, in particular, are not convinced by the pseudoscience of climate change deniers and are understandably concerned about these issues. These all contribute to anxiety about our future environment and the legacy we will leave for our children.

Social pressures

In equal societies, citizens trust each other and their laws, have a positive sense of self-worth, enjoy good personal and community relationships, and contribute to their community. In our system, which has inherited more from our English forebears than we admit, the ingrained nature of class continues to play havoc with people’s views of themselves and others, and how we all fit into society.

The result is, some people go into massive debt in order to achieve or maintain coveted lifestyles. That anxiety is further projected onto our children: we need them to attend the right schools, wear the latest fashion and look the part. Kids’ perception of their own superiority mirrors their parents’, resulting in splitting of adolescent groupings. When you have a cool group, by definition you also have those who are uncool – those who dare to not play the game or perhaps just can’t play it, targets for bullying and ostracism. Meanwhile, even the kids who seem to ‘have it all’ are developing anxiety, body image issues, eating disorders, panic and self-harm.

When I was a medical student and junior doctor in South Africa, numbers of young black Africans were presenting to hospital with dermatological conditions from trying the newest skin-whitening cream. In some Asian countries, currently, your status is linked to the paleness of your skin. Persons of colour have all the causative stress detailed above regarding their anxiety, with much more besides.

There’s a widening gap between one’s image of self and reality. On social media, the image portrayed can be so stylised, or doctored, as to cause feelings of inadequacy and increased anxiety in people who view the post. We do need to accept that anyone born after 2000 is going to be connected to the internet forever. It’s impossible to stop or prevent this; we can only help control their use thereof.

The 2018 UK Mental Health Foundation survey found that 74 per cent of adults felt overwhelmed as a result of social media representation and consequent pressure. The figures were higher for women than men and were substantially higher for young adults than for older age groups.30





Keeping up with appearances

MAREE ROCHE

Growing up, anxiety for me had two identities and spoke two languages: Italian and English. In Italian, it was known interchangeably as ‘La Bella Figura’ and ‘E si po?’. La Bella Figura literally translates to ‘The Beautiful Figure’; that is, presenting well in public. ‘E si po?’ translates to, ‘And what then?’, or more colloquially, ‘What if?’. My Italian anxieties were entrenched in keeping up appearances and compliance measured by key traditional performance indicators. My English-speaking anxieties, on the other hand, were constantly trying to outmanoeuvre my Italian ones. The Bella Figura, lithe and delicate and the antithesis to my heavyset frame, was forever lurking in the shadows, filing her manicured nails and raising a judgemental eyebrow at my English attempts to fit in to the broader societal norms.

It was only when I started my undergraduate studies at university and widened my social circle that I came to realise that something was amiss. What I knew as part of daily life was now starting to feel off – which, ironically enough, caused more anxiety. I was flirting with emotional eating. Anxiety compartmentalised my life into different subject areas that included academic performance, relationship goals, family expectations, professional ambitions, weight management to increase spousal prospects, and continuous explanations to peers regarding my early curfew. I didn’t acknowledge or validate those feelings as anxiety until I was diagnosed with bipolar disorder after a brain injury caused neuronal damage. You don’t realise the impact of anxiety on the meaning of your life until you sit with it, lean into it, have a conversation with it. Then its overbearing and dominant presence reveals itself. My life started to unravel in chunks and the formerly blended Italian and English anxieties filed for divorce.

It’s in that precise moment, just as your knees are about to hit the floor in desperation and exhaustion, that you realise you have a choice. I was feeding my emotions with comfort food and, as a consequence, developed disordered eating. This, coupled with medication, increased my size from 16 to 26. It was that emotional weight loss that I needed to tackle first: I made friends with it, without taking it out for coffee and cake.

Stigma, social exclusion and shame take their toll. Dealing with anxiety, with the added stress of what others think and say, and having to live with a mask is incredibly exhausting.






Loneliness

We live in a time when we’re connected electronically 24/7, and yet, in a personal sense, we’re less connected than ever before. In a 2016 New Zealand survey, more than one-third of people over the age of 15 reported feeling lonely at least some of the time; loneliness can result out of experiencing anxiety.31

Mental illness can result in social isolation, which is a significant anxiety and suicide risk. But loneliness is not only a consequence of mental illness it is also a cause. A lack of meaningful social connections – the quality of relationships being the key point here – as well as low self-esteem and poor life satisfaction contribute to the development of illness.

This reinforces the need for a holistic approach to treatment; social supports for people with anxiety disorders is vital.

To me, this speaks strongly to the need for good-quality preventative psychiatry and integrated treatment.

Perfectionism

People deal with the anxiety engendered by issues around self-worth and the striving for flawlessness in different ways. Those at the top of the celebrity and social media pyramids have to keep fresh and vigorous for their followers, with resultant body image and anxiety disorders. I’ve treated models who develop eating issues and anxiety disorders as a result of this pressure to always present as perfect.

Some people react to this constant appraisal by boosting their attributes and abilities with the help of Photoshop, for example. The result is rampant narcissism in which a perfect but distorted self is reflected back. These are often the very people who believe that they can say anything on social media, which becomes a haven for bullies and trolls. Ramping up anxiety.

Who needs a reflective pool when you have a smooth screen with a seemingly unlimited stock of images to sell yourself with, and to validate your self-view?





Perfectionism takes its toll

DR HELEN SCHULTZ

I’ve wanted to be a writer since I can remember. I had a rich, fertile mind full of imagination, largely because the real world was intolerable. My family was intolerable, cruel and violent. And I wanted no part of it. The very strict private school I attended, the one my family sacrificed themselves for, told me of my preferred profession, journalism: that would be a failure. With my marks and apparently being branded as a gifted child, I should pursue science. So I ventured along this path and indeed excelled. I duxed the school, and there was an easy road to becoming a doctor. It was expected of me, despite there being no other doctor in the family tree. I was the example of how blue-collar workers could make something of their prodigy, regardless of what I actually cared about or wanted to do.

I went on to study pharmacy. I can say those three years of college were the best of my life. Again, I excelled; again it wasn’t enough. I ventured out to work – work I did for some years – and entertained the idea of going back to be a doctor. I did this, not for my family or the expectations and disappointments they made me feel. It was because I entered pharmacy right when deinstitutionalisation began, and patients who lived in asylums were sold a story that life would be better living in the community with promises of community support, rehabilitation and respite. None of this was true. Often the only person they trusted was their pharmacist. We’d lend money out of the till for food, talk endlessly, befriend them, entertain their curiosity, and supervise their medications. So, despite this drive in me to rebel and study and work in a profession I truly loved, I was drawn back to med school, and was given a place at The University of Melbourne in 1995.

The years I spent at medical school were the worst years of my life. I didn’t fit in, I was older, I managed pharmacies to pay the bills, then couldn’t come down to relate to my peers. I was never really comfortable with whether I had made the decision for me. I had absolutely no support from my family; every dollar I needed, I had to earn myself. I was subjected to bullying as a medical student, despite not opening my mouth, my safe stance in nearly every tutorial I attended. I was older and wiser than my registrars, and hence a target for being so ‘smart’. I was once told in a tutorial to ‘shut my mouth’, as apparently, I made the registrars feel stupid. I know I resonate with those who’ve also entered as graduates. I received an entry on the Dean’s Honours List and won the John Cade prize in Psychiatry in 1999. I was never good enough. Because I wanted to be a psychiatrist, I’ve coached and mentored many medical students and doctors in training. I can relate to their pressures, both overt and covert. Medicine is tough enough. But not doing it because you want to? So many of us are like this, so many of us struggle and suffer.

I still write and blog. I hope this will be the way I see out my career. I was meant to win that short story competition in Year 6 for a reason.






Poverty

The gap between rich and poor is widening. In Australia, there are abject levels of poverty. Our Indigenous population in the north suffer kidney disease, malnutrition and even scabies at rates unheard of in our big cities. The average lifespan of an Aboriginal person is significantly shorter than the national average.

Living in poverty causes cognitive damage in children. There’s strong evidence that lower levels of ability among children from poorer families reflect their more stressful family circumstances. They say ‘money can’t buy you happiness’, and yet money can make an enormous difference to your ability to afford good health – from good nutrition, access to dental and medical care, therapy and medications.

In the early 20th century, psychotherapy was only within reach of the upper middle classes: you needed both money and free time in order to attend daily psychoanalysis. When I was training, we used the acronym PARI for those who were considered eligible for therapy: posh, attractive, rich and intelligent.

JK Rowling, the well-known author of the young scar-faced wizard book series and franchise, who gives a great deal of her earnings to charity, put it well: who needs more than a few million quid to live? She should know: before achieving fame, she was on the dole and depressed. Her story serves as a potent reminder that, for those in hard times, government assistance is not only vital for getting back on one’s feet, but it’s vital in preventing mental illness, or the worsening thereof.

Tax havens diverting billions of dollars of revenue away from countries like ours should have no place in our world. By closing tax loopholes and increasing financial transparency, we could build an equitable tax system for all. Not a separate one for the uber-rich. It was shocking, but not surprising, that the findings of the 2018 Banking Royal Commission pinpointed excessive greed as underpinning much of the wrongdoing in the banking world.

Australia may still be performing well economically, but there’s rising inequality, with corporate Australia the main beneficiary of this economic achievement. This is in stark relief to the notion of the working-class man as popularised in Jimmy Barnes’s song of the same name.

More inequality breeds further social problems; higher rates of violence, murder and drug abuse; and swelling numbers of people passing through the criminal justice system, spurring in turn an increase in the necessity for higher guard and police presence. Those who have, and who are fearful, want to keep.

Constant cynical political commentary about the average Aussie being hard done by – the battlers: if only they were given a fair go, things would be fine – is proven hollow when those same politicians vote for massive company and top-end tax cuts, and against pension increases, employment and union rights, and penalty rates. The economy is slowing; anxiety is building. We do need to budget, but selling our assets – to cronies at reduced rates, it would seem – while simultaneously blaming those on welfare for being a drain on the economy isn’t good, inclusive governance.

In London, when austerity measures were being debated in 2015, it was reported that Lord Lloyd-Webber – he who made millions off musical theatre – apparently used his private jet from New York to ensure he was present in parliament to vote for cuts to tax credits for the poor. Since those measures were introduced, disabled people have died and life expectancy is dropping, for the first time in decades. But who do we blame? Oh, yes, the bludgers, immigrants and refugees always.

Karl Marx would have a field day.

Social divide

In the book The Inner Level, authors Richard Wilkinson and Kate Pickett state that inequality creates greater social competition and divisions. Which in turn foster increased social anxiety and higher stress, resulting in greater incidence of mental illness, dissatisfaction and resentment. This in turn leads to negative, and self-destructive, addictive coping strategies, including drugs, alcohol, shopping, gaming and gambling. Culminating in further stress and anxiety.32

Scandinavian countries and Japan, in which there is much more equality than in the UK and the USA, show significantly lower signs of social tension, status anxiety and poor mental health. They also show a higher tendency towards trust and reciprocity, or what’s known among sociologists as social capital.

Australia’s income tax system and government transfers have traditionally lowered overall income inequality. Government transfers wealth from tax into healthcare, education provision and social welfare payments, as well as childcare subsidies and government housing. While I don’t particularly like paying all the tax I do, I can’t write with such gusto about widening gaps and increased anxiety yet move my assets to Panama. A patient wryly observed that medical specialists made up 20 of the top 50 highest earners in Australia, figures helpfully supplied by the Australian Tax Office (ATO). There’s a bit of a clue there: the list is from the ATO. Not many oligarchs, mining magnates, corporate giants, share traders or stockbrokers made it onto the list.

We don’t make reference to the sheep of Wall Street, do we?

Among 28 OECD countries, Australia ranks eighth most equal, as measured by the Gini coefficient of wealth.33 Over nearly three decades, however, inequality has risen measurably.

The fact that inequality levels vary markedly among developed nations highlights how important government policy is and the part it can play in reducing inequality. To Republicans, and Australia’s conservative Liberal and National parties, that smacks of socialism. To me, it denotes common sense, common purpose and humanity. To my psychiatrist self, it denotes ameliorating causes of anxiety and improving health outcomes.





The anxious poverty divide

KELLY CLARK

The emphasis in my childhood was on work and providing for your family. When pondering the causes of anxiety, my first thought is often, ‘What doesn’t cause anxiety?’ But, actually, that says more about triggers, rather than underlying causes.

Writing for this book made me realise I’m always learning more about what underlies my phobia of heights and reflecting on some of the early adverse experiences that have contributed to my fears and anxieties. As a young child, one day I climbed a tree, then I felt stuck and became genuinely scared. My parents, far from being unhelpful or invalidating – their usual reaction – worked together to coach me back down. It’s one of the few times I can recall either of my parents working gently with me to overcome a crisis, let alone working together. When reflecting on this, it seems to me that my subsequent crises over comparatively minor heights was an attempt to re-create the validation and cohesion I felt in my family at that time. But it never happened again. Trying to re-create or receive validation is certainly where I view my anxieties around my self-imposed unrelenting standards coming from.

I spent my childhood in a low socioeconomic environment, and my government primary school placed heavy emphasis on academics and sports as a means to gain more opportunities later in life. With the systemic disadvantage experienced by my schoolmates, the staff had to focus on overcoming the social barriers to economic success that were most visible to them: kids came to school with bruises or without food. I distinctly remember teachers commenting more than once, ‘At least you don’t show up at school with bruises’, as if this was a rationale for emotional abuse.

My mother was very involved in the P&F (Parents and Friends committee), looking for all the world like a supportive parent. It wasn’t until much later that I realised how much emotional and mental abuse I suffered from each of my parents. I think the teachers worked it out. There was some later acknowledgement by staff that Dad’s behaviour was unhelpful.

I found teachers I could confide in; school and academics became a haven for me. However, failing to achieve outstanding results led to me feeling as though that haven was dismantling around me, furthering my anxieties.

From my current work in the youth sector, and as a Lived Experience Representative across varying services, it seems to me that those with low economic freedom – those who must work a full-time job to even have food in the cupboard – are least likely to have the mental and emotional resources to look after themselves. And I want this to change.






Financial stress

HILDA (Household Income and Labour Dynamics in Australia) results from 2018 show that household income is a strong predictor of financial stress. Couple households, with or without children, are less likely to experience financial stress. Between 2001 and 2010, one in five working-age individuals received income support in any given year of this period, although the income support system provided temporary, rather than long-term, support. Between 2007 and 2016, more than 50 per cent of households had contact with the income support system.34 The anxiety of having to rely on government support is at least ameliorated by welfare being available, even if you have to jump through more and more metaphorical hoops in order to access the financial support.

Nearly 10 per cent of Australians, or 2.2 million people, experienced relative income poverty in 2015–16. Children and older people had the highest rates of relative income poverty.35 This figure, despite 27 years of growth in the Australian economy, hasn’t declined. People living in single-parent families, unemployed people, people with disabilities and Indigenous Australians experience income poverty, deprivation and social exclusion. The risks of poverty are high for children living in jobless households, issues reinforced by inequality and disadvantage. In some cases, this is experienced by multiple generations of a family.

Meanwhile, funding for domestic violence shelters, youth centres, social programs and counselling services is being slashed. Applications for the disability pension are being denied. My medical certificates are at times ignored by Centrelink staff and employment providers, who need to meet targets. Young people are labelled lazy or entitled. My patients generally desire employment – they don’t want to be seen as bludgers.

I’ve read science fiction/fantasy since I was 13. What 40 years’ worth of imbibing the ideas of these novels has brought home is that when a State is controlled by mega-corporations, pharmaceutical giants, mining magnates, billionaire oligarchs, and CEOs who are being paid mega bonuses, Houston, we have a problem.

Or, in the Australian context, Parkes, we have a problem.

One of my favourite short stories is by the amazing Ursula Le Guin, sadly recently deceased, called ‘The ones who walk away from Omelas’.36 In a perfect city with wealth, beauty and happiness for everyone, all a citizen has to do to maintain this privileged life is walk into a dank cellar once a year to view one filth-encrusted child in chains. This is the price of that life. Some can’t live with it and have to leave; they walk away.

This could well be a perfect allegory of our society. If only all of us were aware of inequality and exclusion, particularly as it pertains to mental health issues.

Homelessness

Homelessness is a major cause of anxiety and psychological distress. A true measure of how we are faring as an equal nation, with good mental health, is how we treat the homeless. ‘Why do people live on the street?’ my sons ask. ‘Shouldn’t we be helping them?’ Out of the mouths of babes, sound policy advice indeed. At their behest, I buy food for those we come across locally, my sons growing into the socially aware young men I am hoping will agitate for change. I force myself to make eye contact with the person sitting on the sidewalk, say ‘Hi’, and apologise for not having cash. I mostly get a smile in return; to be acknowledged is at least better for your sense of self than being ignored.

In 2017, the rate of homelessness had doubled in the UK from 2010 and increased by 15 per cent from the previous year, but this figure is probably an under-representation.37 In Australia the 2016 census showed a 27 per cent increase in homelessness in NSW since 2011, and that a quarter of all homeless people were aged between 20 and 30.38 Germany, from 2014 to 2016, saw a staggering 150 per cent increase in the number of homeless people, while Ireland showed a 145 per cent increase from 2014 to 2017.39

Finland, on the other hand, has reduced homelessness by 35 per cent in the past two years. The solution? Give homeless people a home. The scheme, introduced in 2007, is called Housing First. The principle is that having a permanent home can make solving health and social problems much easier. Housing is viewed as a basic right by the Finns, who choose not to make the provision of housing conditional on ‘clients’ engaging with services.40 When people are given stable accommodation, not only homelessness is reduced but engagement in services goes up, as do recovery rates for things like addiction. Many people with chronic drug and alcohol dependence have cognitive effects that impede their capacity to engage in treatment and therefore can’t escape the cycle of addiction and homelessness.

I’ve met people over the years who commit crimes to get into prison for room and board. How sad is that?

Criminalising drug and alcohol use doesn’t work as a deterrent. Neither, apparently, do the voluntary rehabilitation approaches. I haven’t seen many success stories in many years of treating those with chronic drug addiction, especially users of methamphetamine, and alcohol dependence.

The levels of anxiety disorders are markedly high in individuals released from prisons, substance users and the homeless populations. Anxiety levels would plummet in a world that was more equal and treated its citizens more inclusively and fairly. Karl Marx does keep popping into my head for some reason.

* * *

I always explore what part internal versus external factors play in the causation of anxiety disorders, and there is a prevalent interplay between them. Despite our genetic coding, we are raised and live in a framework of family and social communities, subject to religious rules, national laws and cultural expectations. These pressures, often too much to bear, foment anxiety. Whatever our genetic vulnerability, a hostile and discriminatory environment will be a potent harbinger of anxiety.

Whatever the cards dealt us by our genetic make-up, anxiety is perpetuated further by inequality in society.

We can at least strive to allow kindness and compassion to dictate, rather than fear and loathing of ‘the other’.






CHAPTER 3

Finding your way

Navigating anxiety at every age

As we mature, we move through stages of life. Most cultures agree on the shift from childhood to adulthood, if not always agreeing on the specifics. We celebrate major birthday milestones in blocks of ten in the main, with 16, 18, 21 and 65 being particularly poignant exceptions. I’ve always believed that 25 is the watershed attainment of adulthood; youth services catering for 17–24-year-olds reinforce this opinion.

In the modern Western world, particularly, we don’t deal with ageing and the lead-up to death very well at all, tending to greet it with disquiet and avoidance. The ancient Egyptians would have been horrified at our systems of aged care. The report of the 2019 Royal Commission into Aged Care reinforces the fact that our treatment of the aged is often poor.

Sigmund Freud’s ego-developmental theory posits that our personality and ego are fixed by puberty. Ego in this context being that part of the mind that is responsible for our sense of personal identity and self-esteem. Personality is the combination of attributes and qualities that form our distinct individual character. There are various ego-developmental theories following from Freud’s work, each mapping out successive phases we need to successfully navigate in the life cycle, before we move on to the next one. I’ve always liked developmental psychotherapist Erik Erikson’s ego-developmental model. In contrast to Freud, Erikson believed that we successfully pass through several life stages until old age and death, that we’re always changing and evolving, even when we’re older.41 Some are more successful than others, a few get ‘stuck’ in earlier phases of their development, resulting in bitterness, poor relationships and deathbed regrets. I see the ego posited by Erikson as similar to the animal souls in Philip Pullman’s wonderful adolescent trilogy His Dark Materials: a spirit animal finally loses the ability to transform and change when a child enters teenagehood.42 Erikson’s model was also a reflection of the societal changes of the 1960s and 1970s. You don’t develop as a singular entity; you grow throughout your life cycle, surrounded by family and community.

After Erikson died, with life spans increasing, his wife, Joan, added a ninth stage for older folk. ‘Old age in one’s eighties and nineties brings with it new demands, re-evaluations, and daily difficulties,’ she wrote.43 She was 93 years old at the time. I would love to have met her.

While the developmental theories relate to us all, there are areas of gender difference throughout the life cycle, more poignant or angst laden at times. We men can never truly understand the joy of carrying life, or the pain of not being able to do so. The lifelong anxiety, that no matter how hard you work, your worth won’t be measured the same and that freedom means less than your male counterparts. I can only write from a Westernised perspective, but I’ve treated women from all corners of the world; there’s a wide chasm between countries like Sweden and Saudi Arabia, with how women are nurtured and enjoy equality. Women may indeed have the last laugh though – they generally outlive men.

In my earlier life stages, I experienced constant anxiety about conforming to the masculine ideal, while aware that not only was I different in terms of my identity but I had doubts about the prevailing belief in white superiority.

In my university years, as I became more outspoken, this caused friction with other family members.

In my current stage, writing this book, I’m feeling more productive and realising a sense of hope within myself for the future – with age does come some wisdom. I count myself lucky to have good health and love of family. Meanwhile, I’m trying not to be too irritable about my increasing loss of function, or memory frailties causing me to misplace my new reading glasses. If I could revert to my 18-year-old self, it would be with my current mindset and knowledge, and certainly less anxiety. There is some truth to the adage that youth is wasted on the young.

In this chapter, I’ll explore stages of the life cycle and anxiety, with specific reference to my own life phases and their attendant neurotic angst. Angst being that deep anxiety one feels about the human condition and the state of the world in general, as well as your specific life situation. An apt term for use in this chapter on anxiety in different stages of life. A sense of existential angst often comes up in my sessions – feeling adrift, or that life has no meaning. At particular stages of our lives we, as intelligent beings aware of our frailty and mortality, should address these issues.

There are different moments for everyone; the point we realise climate change is real or that we will never be the astronaut we once dreamed of. That life is so fragile, especially when gazing at an aged face in the mirror we have difficulty acknowledging. Bette Midler’s melodic rendition of the ‘ladies who lunch’ evokes particular existential pathos. Hopefully, we continue to strive for a better world, for meaning and connection, for compassion and kindness. We always have hope.

Childhood: Developing autonomy

When I was five, my grandmother played a big role in my life. An agitated, slim woman who nervously puffed on a pearl-encrusted cigarette holder throughout the day, she lived with us after my grandfather’s unexpected death. She told me once that her breasts had never recovered from the tight binding of her flapper years. Every generation has anxiety about fitting in and being fashionably up to date.

I used to love playing dress-ups; she’d let me wear her clothes and I’d drag (pun intended) my younger sister along in my dramatic acts. One day, my father came home unexpectedly early – I’ll never forget the look on his face as he stood there, frozen, witnessing me literally clutch my grandmother’s pearl necklace. Arguments ensued, and voices were further raised when my mother returned from work. Though nothing was directly said to me, I never dressed up again.

I can’t remember experiencing gender dysphoria, and have never been drawn to wearing traditionally female clothing. It was more to do with drama – I wanted to be an actor. Although, who knows? The thought of wearing skirts, of being more gender neutral in my apparel, still appeals.

In the wake of the dressing-up incident, apparently a disturbing sign that my masculinity wasn’t developing as it should, I wasn’t allowed musical training. Heaven forbid I become queer, which would almost certainly eventuate were I allowed to play the piano. But there was still talking, animatedly. When I was six, my report card stated that if Mark’s jaws were made of Phoenician glass, they’d have cracked ages ago, that he was obviously inoculated with a gramophone needle.

When I developed a specific reading disorder, the nuns tried to slap it out of me, using rulers on my hands with numbing effect. The reading issue persisted despite this holy intervention, as did my bedwetting. Then financial issues precipitated a move to Port Elizabeth, my father’s family town. No more nuns for me.

It wasn’t better, just different. I take a breath as I recall my Year 1 teacher shaking me till I felt nauseous. I challenge my automatic thinking and acknowledge that it was a different era; however, this experience at school and others like it were contributing factors to my anxiety. Corporal punishment and degrading comments from teachers cause major anxiety, and have no place in the modern classroom.

After this initial blip, I became an avid reader – so much so that when my Year 4 teacher suggested I read in class instead of lead disruption, it worked a treat. (She lives next door to my parents in their retirement village, and has fond memories of me, so I can’t have been all that bad.)

When I was seven, my report card read that Mark spends too much time with girls and needs to toughen up. At age eight, I recall handing in a cake recipe for an assignment in class and getting marked down, because ‘boys don’t know how to bake’.

It certainly was a different time, but my experiences as a child surely contributed to my anxiety. And it is true that early childhood, which spans the years up to eight, is a crucial time for social, cognitive, emotional and physical development, with consistent, loving, safe and secure attachment being the key.

Childhood anxiety commonly appears around the age of six, with an early sign being excessive worry that something bad will happen to the child’s parents. The child may become clingy and fearful of leaving a parent or refusing to go to school or sleep in their own room. Separation anxiety is age appropriate until about two; in an older child it indicates anxiety, along with misbehaviours and physical ailments such as abdominal pain.

However, the absence of behavioural issues doesn’t necessarily mean that a child is integrated and doing well. It’s easy for busy teachers not to spot the struggles of the quiet child. They’re dealing with looming administrative tasks and having to find time for anxious parents hanging outside the classroom door, as well as working to support children with special needs who require more intensive input and children whose parents are notably uninvolved in their kids’ lives. It’s understandable if teachers lack the time or energy to focus on the quiet kids. A quiet, withdrawn child might be experiencing trouble at home or have emotional issues.

The anxious child may show signs of agitation or excessive shyness and may have difficulty making friends. Support at this stage is crucial: learning skills to cope with emotions while making friends and integrating into the class is something the child may need help with.

It’s important that teachers and parents proactively help children develop their social skills. Among the most important social skills to encourage in our children are: to be helpful to others, to cooperate with peers and teachers, to express emotions verbally rather than physically, and to develop an understanding of others’ emotions.

In adults with anxiety, a common theme is having been picked on or bullied in their childhoods.

Another ongoing issue that contributes to anxiety in some children is the drawn-out process of Family Law Court hostilities. Often kids end up being used as bargaining chips in escalating wars between two blinkered adults arguing across the lawyer’s table. Custody battles are a perpetuating cause of childhood angst and pain, with psychologists and psychiatrists in short supply to provide expert family recommendations, further delaying decisions.

Early management

A good parenting plan should not involve you projecting your issues onto your children. It’s not okay to use our experiences of being hit or shouted at by our parents or teachers as justification for toughening up our young. Cycles of anxiety-inducing violence, dressed up as discipline, need to be broken – not our kids. The same goes for replaying any of our issues through those who trust us to care for their emotional welfare and development.

It is never a sign of poor parenting to seek help or attend counselling or parenting courses.

If you do have a child diagnosed with anxiety, remember they’re more than their symptoms and medicines. Don’t reduce them to their illness, about which they may feel shame and awkwardness already. They have a problem; they are not the problem. The solution should be a systemic one, and holistic management a family affair. Symptoms don’t magically go away; they fester, and the whole family unit is affected.

Most if not all of the amazing people I interviewed for this book had two major observations in common. They all remember experiencing anxiety symptoms in primary school. And not one person reflected that they received good or useful treatment back then.

Adolescence: A sense of self

At age 12, I hated my last name, so used my middle name instead, which upset my father. At age 13, I wrote to Katharine Hepburn, asking her to adopt me. (She sent me a beautiful card, written in clear flowing hand: Unfortunately, I cannot.) By then, I understood that my emerging, confusing sexual attraction was viewed as disgusting, abnormal, even criminal, and a probable cause, if verified by anyone, for familial and social ruin. After being told that only homosexuals masturbate – I had no logic in this regard, obviously – I refrained from touching myself until I was 16.

My response to anything related to homosexuality was to remain ever so passive; I was always fearful, always wary, always furtive. When I simulated sex, aged 13, with a male friend, it was he who initiated the activity. Never once would I have dared to make any initial move whatsoever; I was at pains to avoid reprobation and repercussion. Even then, I remember holding my breath and being so fearful of discovery, shamed by the enjoyment. Then his older brother found us, beat him up and aggressively forced my face into his crotch, ‘like a girl’. It was never repeated.

Another memory was that I had to put up with home bible lessons from some weird person as I prepared for my communion. I was forced to endure Sunday school diatribes about sinful communism and homosexuality. To my eternal relief, after going through the expected motions, I never had to attend church or Sunday school again: mine was a non-religious family.

At 14, I was with a friend, playing in his pool. He was bolder than me and more streetwise. We were lying next to each other on the pool steps in the sunshine, feeling happy and laughing, with no care in the world. Something made me look to the side, and there was his mother sitting on a deck chair just looking at us, saying nothing, smoking her cigarette. It was the only time it ever happened. But I felt such shame I could never speak to her again.

At the age of 15, I had my annus horribilis when a friendship soured and some boys in the class turn against me, shunning rather than bullying me. Isolated, I retreated into my books and internal fantasy. Briefly, I became the prayer secretary for the Christian Society, turning to God for solutions to my identity confusion and pain. But I found none. It was the only year I foundered academically – not placing in the top three of my year – and while this may not seem dramatic, it was a clue to my unease. No one noticed. I was even caned for failing to score high enough in a geography test – as someone who’d won the prize the year prior, I really should have set a better example, apparently.

Teens don’t talk, they act. The signs are often there, but you have to take note and ask the tricky or awkward questions. On one level, I was relieved my stress hadn’t been picked up by the school counsellor. I would never call it by its name, the ever-present shame and fear choking my breath and playing havoc with my sleep.

I was always one of the last to be picked for a team during physical education class and I hated team sports. I wasn’t focused enough, according to the expert teacher, whose proud motto, ‘No pain, no gain’, was scrawled on every available wall space in the locker room. He opened all lessons with prayer, but I was oblivious, locked in the mind-numbing anticipation of the upcoming shower scene, working on how to cope with hormonal urges as I soaped up next to the boy I had a crush on. Despite winning the trial, I was not allowed to play the saxophone. While the expense was given as the excuse, my continued failing masculinity was the real reason.

By 16, I’d clawed it back. I was now a prefect, a good short-distance athlete, and second in the year academically – I never quite came first but gained honours, nonetheless. And yet I still felt it wasn’t good enough. An academic career was planned. To some of my family’s subtle disdain, I took out the school award for best actor – not a career pathway.

To this day, I cannot remember how I managed to swing Christmas Eve 1981 at home alone with a friend a year older than me. After what seemed an eternity, finally, we started touching. For the next few years, we engaged in furtive strokings, never kissing, never more than holding, never acknowledging. Oh, so shameful.

When I view the final-year prefect video, I squirm. My arms are flapping with such camp abandon that I think it must be obvious to all who view it.

Adolescence can be a difficult time for adolescents (and their parents) – a limbo period spanning childhood to adulthood, with physical changes, hormonal-led urges and gangly awkwardness often being features. The striving for independence and the need to assert oneself, while feeling vulnerable. Desperate to stay cocooned at home, while needing to cope with infatuations, emotional rollercoasters, and family jokes at your pimpled expense. Computer games a welcome reprieve from the real world. On a positive note, most despondent teens with hormonal fluctuations come out the other end relatively whole. Sometimes they do this with help, but most struggle through without the help they could have benefited from.

Counselling, mentorship and online support forums are useful.

Young minds

The pressure on adolescents is intense, from peer-related competitiveness and maintaining appearances on social media platforms, to parental expectations of future performance and status. Coupled with real concerns about world events and environmental issues, all of these factors drive adolescent angst and anxiety. From 2008 to 2016, mental health presentations to emergency departments in Victoria rose 48 per cent among those aged 10–19.44 In 2014, one in seven 4–17-year-olds had had mental health disorders in the previous 12 months, with 16.3 per cent of males and 11.5 per cent of females experiencing mental health disorders. ADHD accounted for 7.4 per cent of the disorders, and anxiety disorders made up 6.9 per cent.

Almost one-third of 17-year-olds with a disorder had had two or more mental disorders at some time in the previous 12 months.45

Social pressure

A Mission Australia 2019 survey of school-age children showed that their worries were about body image, the state of the economy, and security, as well as their grades. The top three concerns were coping with stress, school and study problems, and mental health.46

As discussed, social media causes anxiety and angst in all age groups – mine included! – but it’s more intense at the time that one’s body changes, and body image is a major source of anxiety for our youth.

Bullying

Bullying is a major issue in our society, especially at schools and online. Researchers at Duke University’s Medicine department in the USA conducted analysis over 20 years and found that victims of bullying showed higher rates of depressive and anxiety disorders, generalised anxiety, panic disorder and agoraphobia. People who were both victims and bullies followed suit, but also had more suicidal thoughts.47

A sense of alienation at school

Categorised as the degree to which students feel respected, accepted and supported by teachers and peers, a sense of belonging in school is linked to completion of learning activities. Australian students, on average, have reported having a significantly poorer sense of belonging at school compared to students across various countries, and Australian-born students also reported a significantly lower sense of belonging than first-generation and foreign-born students.

Males reported a significantly higher sense of belonging than females, and non-Indigenous students reported a significantly greater sense of belonging than Indigenous students.48 An adolescent’s wellbeing is regulated by their positive interactions at school, with their teachers and peers. A study in Finland showed that a student’s school achievement was directly correlated with their engagement and sense of belonging.49

To improve a student’s wellbeing and sense of self, schools need to promote respect for ethnic diversity and be intolerant of discrimination. Teachers should be supported to implement fair classroom practices and educated about mental health issues. Parental involvement in school, to build social connections between home and school, should be encouraged. A school culture of acceptance and tolerance should be encouraged. There are clear, research-supported rationales that our children should be made to feel safe, welcomed and included at school – a place of learning for their social, as well as their intellectual, development. This is not left-tinged, utopian drivel. Children should feel safe to express themselves, question and process.

Yes, (current) Prime Minister, we do need to allow kids to be just that: kids. But they’re so much more: they want, and deserve, a less anxious future. Interestingly, a study of Perth teenagers found that 80 per cent of the respondents wanted an ordered classroom where the teacher commanded authority without being mean or nasty. The study also showed that the majority of children wanted teachers who cared about them as individuals, and respected their ideas and suggestions.50

I went to a public co-ed school, which now is a source of pride.

Recently I met with the principal, chatted to the mixed-race head girl, and was informed that the school now has an LGBTQ society. It’s very different from the school of my youth, when all us had been raised with the expectation that we’d do military service to ensure ongoing security of the motherland.

Sleep and edginess

Insomnia is a major risk for developing anxiety in adolescents. Low self-esteem, experience of discrimination, school pressure, family break-up, loss, physical health problems, identity issues and loneliness – despite 24/7 connectivity – complicate an already awkward stage of life. These factors give rise to deteriorating sleep cycles and mood issues.

So why can’t school start later in the day for older kids? It’s been demonstrated in worldwide studies that the adolescent brain needs more sleep, and starting later in the day is better for them. They’re not just slouching in their rooms playing computer games and shirking chores. They worry about their futures and pick up anxieties from those around them.

Always connected

There are links between being immersed in online culture, always being switched on, and anxiety levels. I spend most of my clinical sessions with teens strategising about how to switch off; the focus of meetings with parents is how they should lead by example. I often have to gently castigate parents who present with the refrain of being willing to do anything to help their teen get better, when they text, email or even answer calls in the session. We parents can’t expect our children to leave their screens if we’re constantly on our smartphones or tablets – this will be as useless as exhortations to healthy eating and exercise as we lie on the couch.

Gaming addiction, with its consequent destruction of the teen’s familial and school relationship systems, as with any addiction, manifests as poor mental health. When gaming is balanced with other social and familial activities, it’s a great way for the adolescent to relax and interact with peers.

This issue features increasingly in media, as well as at mental health conferences worldwide. While gaming activities may be used on one level as a means of withdrawing from pressure, often they’re not useful and are destructive to family life. Adolescents emulate us and work out inconsistent rules and boundaries from an early age. Woe be to you later in life when your teen towers over you and becomes enraged when you finally try to take control of their gaming or internet addiction.

As well, educators and parents have to accept that young people negotiate and navigate the web daily; we need to help them do so, as safely and with as much information as possible. Failure to acknowledge that our teens talk about mood issues, body image and eating fads, or complex relationships through their social media networks isn’t an effective stratagem.

No wonder millennials feel such discontent – a generation connected worldwide doesn’t need nannying; it needs direction, focus and non-judgemental guidance.





Exercise and meditation help

STEVE

As a 15-year-old, Steve didn’t sleep well. He started taking steroids to beef up after he was teased for his slender frame. The steroids gave him anxiety attacks, but he wanted to continue building muscles, so he started using cannabis to calm. Until Year 10, Steve was an A-grade student; he didn’t use drugs or alcohol and he liked hanging out with his family. He was described by his tearful mother at interview as sensitive and creative.

It was a tough struggle, but now, more than two years later, Steve is off steroids and cannabis. Prior to school leaving in 2017, he gave a talk to his Year 12 student class about his anxiety, and how he uses exercise and meditation, as well as medication, to cope. He’s planning to study medicine. I’m very proud of him, as only his shrink can be.






Millennial foreboding

I see many young people, both professionally and as part of my social and family networks. Millennials appear to have more challenges than I did when I was at school. One key difference is that there was no social media in my time, or television for that matter. It was only in the mid-1970s that the South African government started limited broadcasting. While I very much had my own anxieties, I still managed to hang out with friends, ride my motorbike to the beach, play sports, read comics and novels and go to the movies. Young people today spend time at each other’s houses, and use their devices to play games and music, managing to chat away while doing so, a skill that’s definitely age related. Hanging out in malls and ice-cream parlours seems like ancient history.

Without open conversation, there’s no way to help our kids navigate life’s challenges or build resilience, that most vital of qualities. A well-rounded, collaborative approach to honing life skills, including being open about mental health and dealing with the pressures of our modern society, is useful. It’s hard to develop that message without being too proscriptive. What I’ve learned, though, is that avoidance of discussing these issues is never fruitful in building resilience.

There’s a balance in terms of helping young people negotiate stress and giving them the opportunity to hash it out themselves. I’ve always held the opinion that my role is to advise and support. Young people are more adept at dealing with issues that we were never able to talk about in our time, at least not maturely. If they’d been allowed to vote in the marriage equality survey, I’d bet anything that the result would have been more positive than it was.

They can also downplay their distress to professionals. Perceptiveness is needed from practitioners, as well as from parents and carers.





Accepting professional support

DOM FEGENT

I use my lived experiences of anxiety and mental health from an early age to give talks at high schools to assist teenagers who may be facing similar circumstances. This is to help teenagers relate to shared experiences, creating further understanding of mental health, and to encourage open communication when facing similar challenges. I remember in late primary school feeling alienated, disliked and afraid of the world around me – for no apparent reason. At high school, my symptoms accentuated; when I attended a new boarding school in Year 11 and 12, at times I felt unable to leave my dorm room – unable to breathe, panicking, feeling as though people were laughing and talking about me. In my teenage years, I was diagnosed as having social anxiety.

I thrived at school in team sport environments, often making it into top school teams. That was an outlet for me in coping with my health and a way of communicating. For a period of time, it proved effective, but my anxieties and mental health issues were still there. I’d see school counsellors but didn’t place full trust in them, and only stated parts of what I was going through. Although somewhat helpful, they weren’t able to come to a suitable resolution for me.

To this day, I manage to stay calm on the surface with a social ease at times that belies my underlying anxiety, tapping my legs talking to people who don’t notice my subjective agitation. I finished university with a degree in commerce, but the toll was high. I wasn’t looking after my mental health and it took me some time to get the help I needed.

It was through the intervention and support of my family that I was admitted to hospital after university and diagnosed with bipolar disorder. I feared being in hospital, but once there I was able to find solutions to what I’d been going through, and finally felt I could move on with my life. I still find it so hard to tell people I was admitted and diagnosed with bipolar or that I have longstanding anxiety, although I know that by doing so, I’m having a positive impact by sharing my story. I learned ways to manage my illness and establish a better lifestyle that enables me to self-manage my illness. I believe I’ve recovered through professional help, a highly supportive family and friend network, and through finding other ways to manage my health.

I’ve maintained employment since seeking professional support. I aim to get eight hours of sleep per night, exercise regularly and spend time with friends and family. Each day, I try to contribute one positive thing at least in my thoughts or actions to ensure tomorrow is a better day.






From confusion to certainty

A study in Victoria, Australia, showed that just over half of teens who experience one episode of less than six months’ duration of depression or anxiety don’t go on to have a mental disorder in adulthood.51 It’s not so easy to keep this in perspective when it’s your teenager sobbing on the bathroom floor, and you worry that this is a sign that something is seriously wrong. Emotional outbursts in themselves are not indicators of serious mental health issues.

The research findings reinforce that the anxieties associated with this life-cycle stage are often transient – part of adjusting to the transition from childhood to adulthood, with all that entails. Intervening early is the key.

Young adults: Post-school cool, with love thrown in

At 17, I left my cloistered existence to attend university in Cape Town. Food parcels and Garfield comics were sent monthly. Even though I was adrift socially, I was able to invent myself, an edge being my co-ed educational background and biology notes from the best teacher I had in high school, Ms Glenda Boyes, which made first-year bio a breeze. (Recently, Glenda and I became reacquainted, with considerable emotion. It had been 35 years since our last contact.)

I’d always found the company of women easier and more comforting and now I tapped into that. I became a class leader and entertainer, using my self-deprecating humour as a second skin.

Still feeling a fraud and with ongoing shame over the secret I held so tightly to my chest, but motivated by a growing sense of social justice, I edged into student political life. The homophobic rhetoric of the left did nothing to assuage the guilt I experienced from comparing my own seemingly minor issues to those of others. After attending student ANC communist meetings, I’d leave feeling awful about myself: homosexuality was seen as a bourgeoisie perversion. (I have always found socialists to be more accommodating of LGBTQ issues, and generally much nicer people.)

When I was 18, a closeted gay associate professor was ridiculed by two sniggering male classmates, who asked inappropriate questions about anal issues. Both he and I reddened. At 19, feeling unable to talk to ‘the gay guy’ in my class, because I was worried I’d be ‘outed’ by association, I found myself silently complicit when those around me made putrid jokes about him. Later that year, his departure from the class added another entry to my now bursting register of remorse.

I surrounded myself with friends who protected me from advances – there were people willing and ready to pervert me. Personal regrets started to pile up, as I still hid my core. At 20, I eagerly awaited the two videos from Sweden the professor of gynaecology had ordered – after first obtaining written approval from the health minister – to show only to medical students. They depicted the male and female orgasm. My anticipation came to naught when the only copy of the male version was stolen from the locked cabinet. Porn was restricted under various laws, and I certainly wouldn’t have had a clue where to look for what I wanted.

At the age of 21, still unable to reveal my secret, I made a trip to the USA and Canada with two of my closest male friends. Guiltily, I held in my hands my first gay porn magazine and then hid it, running out of the shop, adding the shame of shoplifting to the rest. It was agony walking past gay bars in another country; despite the inviting anonymity and yearning, I wasn’t ready. Then my intimate friend from school told me that what we were doing was wrong. Abruptly, after five furtive years, the mutual touching ended.

So, my first love was over. My self-loathing spiked. My ‘migraines’ worsened.

* * *

It is at this stage of the life cycle, after hormonal adjustment, where growing closeness to others and the acceptance of identity help transition a person to intimate relationships. Love, and engagement in study, work or other passions, hopefully vanquish any sense of hopelessness, isolation or withdrawal.

High school is pressured enough. The next level – that of attending college or university, beginning an apprenticeship or vocational training or finding work – can be more than the system can cope with, especially if a person has anxiety or had difficulties coping with Year 12. Hazing rituals at university can lead to PTSD and GAD – institutions need to step up and put a stop to these anachronistic practices. Disinhibited behaviours associated with taking alcohol or drugs or trying to fit in may result in inappropriate behaviour or sexual assault. All the work you’ve accomplished in raising an educated, healthy child can be unravelled in an instant.

Most young people I speak to don’t believe they’ll ever own their own home – at least, not until much later in life. I’m left wondering how that strong emotion is going to be expressed once the drinking, self-destructiveness and painful introspection has passed.

Higher education wobbles

The Higher Education Standards Panel’s report of June 2018 makes 18 recommendations for Australia’s higher education community. These include academic administrators heeding students’ concerns and supporting a strong student-led culture, with carefully targeted, well-communicated support services being available.52 More needs to be done in response to sexual assaults on campus (so far the response has been woefully inadequate), and across the board for students suffering mental health conditions or emotional stress. With figures as high as one in three students experiencing mental health conditions, it’s certainly time.

Post-graduation fragility

These days, after graduation or emerging from training into full-time work, the world to young people doesn’t appear the way it did to their parents. Many have to pay for their higher education and start their adult lives in massive debt. More and more jobs are casual or contracted and, since 2014, wages have stagnated in Australia, making a lie of so-called trickle-down economics. Even the professions don’t offer the sense of lifelong career stability that they did when I was a student. It’s no surprise that young people are alienated and disconnected from, even disdainful of, the current political and social system, which may make millennials and gen-Y’ers appear spoiled and lazy, more interested in avocado toast, than gainful employment.





Anxiety from a young age

LAURA HUGHES

I was bullied at school. I developed low self-esteem and low self-worth. At the age of 14, I started self-harming, which precipitated my first admission. I left that school in Year 11, finishing my HSC at TAFE. At TAFE, during my music diploma year, I had another episode of bullying, and it necessitated me taking a six-month leave of absence before returning to finish my course. So, later on, I realised I’ve always had anxiety from a young age. I hadn’t told anyone because I thought it was normal, that everyone had this feeling. I didn’t recognise what it was until I was 12. I didn’t tell my parents until I was 13, and that’s when I started getting treatment for it.

I’m still learning how to tackle my anxiety. It’s a bit of trial and error to find what works, between medications and dialectical behaviour therapy (DBT). Using the ‘ride the wave’ and ‘distress tolerance’ techniques from DBT therapy helps; it’s taught me other strategies I hadn’t thought of before and helps me cope better.

Mental health can be a taboo subject for most people – especially anxiety, because some people I’ve encountered don’t understand the genesis of it. Anxiety is like flight, fight or freeze tactics at the wrong time. I wish people knew more about it and what it entails, rather than thinking of it as nerves, trying to get out of situations or overreacting.

I take medications for anxiety and depression. I see a psychologist as well as a psychiatrist, and I run, eat healthily and have worked on a healthy sleep pattern. I still experience panic at times, although I haven’t had the urge to self-harm for a long time.






Women at work: Intimacy and exclusion

Women are twice as likely as men to have anxiety disorders, across the globe. Anxiety is highest in women below 34, reflecting the stress of their many roles in the household.53 Often, women find themselves bringing up kids and running a home while juggling a career, trying to cope with the angst of ageing and maintaining health and sexual worth, with a seemingly unbreakable glass ceiling, and unfair differentials in pay. And, as a female friend caustically pointed out, many also have to cope with excruciating pain, associated panic and emotional dysregulation for at least a week of every month from menarche through to menopause.

Glass-ceiling impatience

The Global Health 50/50 report 2018, showed that 45 per cent of organisations were completely silent about gender, two out of three didn’t define gender and only one in ten recognised gender diversity at all. Only a quarter of organisations had achieved gender parity in their senior management teams. Only one-fifth had gender parity on their governing bodies; 31 per cent had leaders who were women, and 20 per cent had female board chairs.54

In Australia, women comprise 47 per cent of all employed persons, but only 17 per cent of CEOs are women, and 35 per cent of boards and governing bodies have no female directors.55 Following the 2019 Australian federal election, the proportion of women in parliament is 36 per cent, which is slightly higher than the 2016 figure of 32 per cent.

The World Economic Forum Global Gender Gap Report 2018 shows that in terms of gender equality across domains of health, economic opportunity, educational attainment and political empowerment, Australia ranks 39th out of 144, beaten soundly by, among others, New Zealand at seventh place, the UK at 15th and South Africa at 19th.56





Mental health at work

GEORGIE HARMAN, CEO, BEYOND BLUE

I grew up in a happy household. I know the love, values, routine and security of my early years has helped ground me and, I suppose, given me a resilience that I draw on often.

But I’ve always had a challenge with self-confidence; I innately don’t like being the centre of attention, being in the spotlight. I experienced high stress and anxiousness before exams and public speaking used to terrify me, to the point of nausea. It’s still something I work on.

But despite this, I’ve always had a deep-seated drive. Finding a way to navigate those potentially opposing emotions – I want to make a mark, but am I good enough? – has been an interesting conundrum! It’s been my family, friends and partners who have encouraged me to push myself forward and take on things that make me feel uncomfortable. I have achieved things my teenage self would never have thought possible. A few years ago, the personal and professional collided. I’d always tried to keep them separate, believing this was what a strong leader does. I know now this isn’t true. After the ending of a long-term relationship, I threw myself into work and distracted myself with busyness. I avoided going home, I drank more, and my diet went out of the window. I stopped exercising, I didn’t want to socialise. It was regularly a battle to get out of bed some mornings; depression took hold of me. But throughout this time work gave me a sense of purpose, the only purpose at the time it seemed.

Two people came to me around this time, one a work colleague, one a friend. They gently challenged me, helped me take control and kept me on track. I went to my GP and a counsellor and focused on the things that protect our mental health: exercise, sleep, diet. In a matter of weeks, my life was on the up. Looking back on this time, it was my supportive workplace and colleagues that played a major role in my recovery. Work is important for me, it gives me energy and drive. Employers still too often don’t realise that one in five working Australians also live with mental health conditions, and that doesn’t make them unreliable, or weak or incompetent. Workplaces are also places that contribute to our wellbeing. Good work is good for our mental health. Work can help us heal. Discrimination and ignorance don’t. I’m passionate about this issue.






Men at play: Affinity and segregation

Our culture of manliness, mateship and sporting heroics masks an underlying sense of burden – of making ends meet, providing for family and not showing weakness. Male macho culture, or toxic masculinity, whatever the label, is damaging, discriminatory and causes mental health issues. Not only among women and LGBTQ people, but among heterosexual men as well, unable to express feelings and unresolved issues, suiciding, or harming others, rather than opening up.

Men don’t talk about it much, but body image issues are problematic and give rise to anxiety. Even among rugby league players, chunky is now not cool; this has obvious effects on men’s mental health. Men cope by using alcohol or drugs, which are not so obviously a problem at first, when younger, when excess alcohol use is more widespread and acceptable.

The pressure to drink with mates is anxiety-provoking enough; the anxiety that ensues when alcohol is leaving the system compounds this.

I have male patients in their 40s and 50s who came to me after self-medicating for years – they prove it’s never too late to acknowledge a problem and seek treatment.

Adult consternation

At age 30, I found myself celebrating the lives while also mourning the loss of many friends and colleagues from AIDS. The disease had an impact on everyone’s sense of self in the 1990s and is an ongoing perpetuating factor in my anxiety. The grim reaper was always close.

At age 33, I was taught by a Freudian psychotherapist that homosexuality was fear of the vagina, and that the process of analysis enables the person to mature and overcome said fear. When I was elected as a junior doctor representative, the angry colleague I’d just outpolled glared at me as he shared his wisdom that psychiatry was being overrun by shaven-headed homosexuals. My gay older friend, a psychiatrist specialising in aged-care psychiatry, disclosed to me that his first choice at the time of his subspecialising in the 1980s had been child psychiatry, but his supervisor and then professor had informed him that it was best not to apply as he wouldn’t be accepted.

At the age of 34, now at senior registrar level, on a dare I bleached my receding hair. At the consultant meeting that week, my consultant supervisor made comments about my hair and my sexuality. Evidently, I was so butch prior to the bleaching process that at least two male consultants were ‘shocked’ by my altered appearance. Then followed a ‘nice’ conversation with my supervisor, who I’m sure hadn’t meant to precipitate one of my ‘migraine’ attacks with her personal remarks. For weeks afterwards, I endured anxious feelings driving to work, wondering what might be said about me or who I might run into. This was regional Britain, after all. When I attended a course in Guildford, Surrey, for final exam tutorials, I felt safe to go to the local gay bar – only to find it boarded shut, covered in graffiti. Soon after, I met my partner, someone to love me, but found myself acting furtive in public, flinching if displays of affection were too overt. Then, when I was 40, he was denied partner rights on a visa 457 to Australia, but luckily he qualified for a working holiday visa. Others weren’t as lucky, though; their partners were slightly older and they missed the age cut-off. Visa rights were finally changed in 2006; adoption laws only in 2011.

At age 43, by then head of department, I was teaching a group of medical students when one of them – a foreign male student – addressed me and said that his father, also a doctor, had told him homosexuality was an illness. What are my thoughts? His friend couldn’t curb his sniggering. Before I could muster a reply, my stomach tightened, and it felt as though the burning sensation might be the precursor to an explosion. Then an Australian-born student from a Cantonese cultural background piped up; ‘You need to understand our culture,’ she retorted. ‘Learn objectivity. And deal with every person as an individual, keeping your bigotry to yourself.’ Then she added: ‘Oh, and grow up.’ She was roundly applauded. We pressed on with the tutorial, even though I was feeling sick.





After the break

OSHER GÜNSBERG, BROADCASTER AND SANE BOARD MEMBER

Once I knew what it was, I could recognise I’d lived with anxiety for as long as I could remember. Those crushing feelings that the world was going to end stretched back to when I was as young as three years old. I recall inconsolable feelings of dread, an irrational interpretation of what was happening to me at the time. But I was a child, so all I knew was that I was afraid.

At 14, I started binge drinking. Drinking worked for a while, until it didn’t, and at the age of 36 I finally had to find another way to deal with things. Thankfully, I have great doctors, great meds and now a great wife to help me. It’s still day by day, but I have a vast toolkit these days. Some days are worse than others, but I now know what to do when the fear comes.






The Australian drinking culture has a massive impact on the next generation. One day, a good friend and fellow psychiatrist who lives in London, is of my vintage and has a similar background, chose to reflect with me about her Australian patients. Most of the expat executives she treats describe their childhoods in ways she could only classify as traumatic. Some apparently don’t see it that way, minimising violence, neglect and alcoholism as a normal part of their upbringing. The anticipation of violence, of aggression, of negative comments from an intoxicated parent and of hurtful neglect have repercussions on development, and parenting styles of the next generation. Suppressing painful memories doesn’t work long term; acknowledgement and engaging in therapy does.





Mr Perfect

TERRY CORNICK

I think of my life in stages: pre-25, 25 to 30; and 30 to now – almost 35. The first stage can sometimes appear as a blur – but perhaps that makes it easier for me to deal with what was mostly a painful period. As a child, I used to become anxious before talking to groups of people and retreated, blushing, sweating, heart racing. I went mute. I was happier in my own company and felt safe.

At 16, I used to hide in a toilet cubicle during my break at work. I’d be riddled with anxiety the night before a school or work presentation, and would call in sick the next day to avoid it. There were okay times, but every now and again, explosions of emotion, anger and tears (in private usually) would intervene. After a night out on the Gold Coast, I was standing on a balcony peering and leaning over, looking at the bus station below, contemplating if this was an ideal time to jump and end the pain in an instant. I felt physically weak and, thankfully, eventually, stepped back.

Somehow, my life started to become what others would term a success. One of my best mates at work called me ‘Mr Perfect’ regularly, not knowing 1 per cent of my history or what was going on in my complex mind. Mental strain drove me to the edge. I came close to taking my life on a handful of occasions and thought seriously and at times logically about it, but thankfully backed down in exhaustion at the breaking point.

Approaching my 30th, I made some changes, but as I was about to marry, my absent dad passed away in the UK. I was avoiding planning to have a family, so reluctant was I to see a child experience what I had. I finally visited a GP who suggested a great psychiatrist. I was lucky enough to have the resources to do this privately, and within six months of starting treatment I felt positive.

Diagnoses are confronting, but with much work I have greatly improved. My anxiety is short and sharp in its presentation now – I’ll worry that my sons might hurt themselves or panic if I’m two minutes late for work.

I started Mr Perfect, a grassroots charity with a vision to create a judgement-free society for men and their mental health. Without stating the blindingly obvious, men experience mental health issues differently, and anxiety, too. Either strong and silent on the surface or extroverted and playing the larrikin is seen as the acceptable way a man should act at all times, whether it be at times of joy or deep, crippling pain or anxiety-ridden stupor. Participants get together over barbecues and talk, without the pressure to share if they’re not ready, but with everyone willing to listen if they are.

These weather systems of mine are here for life. They linger, and that’s okay. With the right strategies, I know I can turn my experiences into something impactful for others. It’s definitely far more enjoyable and less exhausting being the real me.






Midlife: Angst and acceptance

At 47, when our second son was born, no paternity leave was approved – apparently because he wasn’t mine biologically. My manager was sticking his nose into my business and the apathetic legal counsel didn’t want to set a precedent. I was too tired to seek adoption leave and felt burned out. A psoriasis flare, Christmas-tree style, didn’t help my equanimity.

At age 48, when I took part in ABC TV’s Changing Minds, I became anxious about its reception. It’s so obvious to me, as I watch the clips, that I look gay.

At age 50, I was interviewed by the amazing Richard Fidler. Before the interview he asked me if there was anything I didn’t want to discuss on air. ‘Do you mean my sexuality?’ I asked.

He shrugged and smiled warmly in return.

Something shifted in my brain. ‘Just ask me anything you want,’ I said.

It was the best interview I’d ever done, even though I was catching my breath with each question for all to hear. For the first time in my life, I was being open about who I am, fully, and feeling lighter.

Afterwards, I was anxious about my patients’ response, but it wasn’t as if the interview was live after the footy, I rationalised to myself. Yet, the very next day, my big macho truckie patient approached me in the corridor of the inpatient unit.

He stopped and said he’d listened to my interview with ‘Richo’. I felt the usual fog begin to descend – this was a man who’d opened up about his abuse from Catholic priests in his childhood, and we’d discussed his past anger issues with gay men. Warmly, he pressed my shoulder. ‘Great interview, doc,’ he said, before turning and walking away. Taking the fog with him.

Aged 54 at the time of writing this book, I joined my husband and kids for dinner at a restaurant. Although I still scoped the room before entering, I felt much less anxious than I used to as I kissed each of them hello. The same week, the supreme pontiff in Rome, who initially held such promise for those of us still needing Mother Church, decreed that same-sex couples are not families. He has at least, more recently, stated that homophobia is wrong.

I look at my future positively, filled with less anxiety and more love and acceptance, both within and without – but I always feel I’m engaged in a dance. The dance between love and neurosis, between feeling safe and open about myself and still having to deflect and hide at times. There’s never just one point of time in coming out; it’s an ongoing process, both in terms of my identity, and anxiety.





Mid-life anxiety

SUE DE LEEDE

I was the happy-go-lucky one in the family. The life of the party. The one with the loudest laugh and the biggest smile. We – friends and family – all had the same sometimes shitty and sometimes wonderful childhood, but somehow I didn’t have anxiety! A lot of my family did. I’d gone through the not-so-great marriages and even worse divorces, but I wasn’t seeing a psychologist or taking medication. I was coping.

Fast forward to age 45! I’d be doing some mundane task and then the palpitations would start, the mind would start racing. The ‘what ifs’ would flood my thoughts and every fibre of my body. What if I get sick, what if my seemingly perfect marriage ends, how would I cope financially? How would I cope emotionally? How will I cope? How would I ever cope with any of the 30 or 40 scenarios running through my head at any given time? I had too much to do to worry about exploring why I was feeling like this. More thoughts. What was I going to wear to dinner tomorrow night with friends – who couldn’t care less what I wore? So tiring! I would have a lie down, a little nap. Then the palpitations would start all over again.

There must be something medically wrong with me, I figure, because I now have the great husband, family, friends, the nicer-than-nice place to live, holidays that are straight out of a luxe mag. But my heart would race, and I’d think I was about to die.

I had no right to feel anxious. There were other people coping with real problems. I have family members with diagnosed anxiety. I end up taking the pill the doctor prescribes. Wow, I feel better. I shouldn’t really be taking medicine. I’m not sick. The guilt of taking meds, when I don’t believe I’m really sick, adds to the anxiety. Maybe I really do have anxiety, but why should I? My life is as perfect as life can be. I can’t confide in anyone as to how I’m feeling. No one would understand as I don’t understand it myself. Yet it’s all so exhausting. I’m part of the generation where you should just keep going, especially if you’re not really sick!

For good measure, the biology of the human body decides this is also the time when my hormones will more than likely wreak havoc with every part of my being. Sleep, mood, energy levels, body shape. The list goes on. With enough self-diagnosis and introspection, I believe this was the trigger to my anxiety. The ending of one’s youth as society sees it. I’m seeing the light at the end of the tunnel. I still have anxiety but it doesn’t rule most days. I’m more than happy to take medication if needed.

I’ve come to realise that anxiety doesn’t discriminate. No matter how happy you should be, there are different stages of life that will always throw different challenges.






Later life: The sandwich generation

They’re called the sandwich generation – the generation of Australians caring for both their ageing parents and their children. This is the period of the life cycle where a feeling of stagnation can take hold, but these can also be our most productive years. At this stage, to care is a virtue. It’s also an age and time of life when people should be looking after themselves in preparation for the coming years.

Unremunerated ministration

The majority of unpaid carers are women; those in their 40s and 50s were generally raised with the expectation that housework, primary parenting and the care of elderly relatives was their concern, even if you were in paid employment as well.

Carers save the government and society a lot of money. Their work is tedious and relentless, even though it has rewards. Without support, they can become anxious and overwhelmed; they need support and their own care, as well as downtime. This is even more pertinent for carers of kids and adults with disabilities and severe mental ill health, as a couple of the case studies later in the book will show.

I see carers in my clinical practice who view their sessions with me as a break. I’ve finally managed to convince a few to join their local sports centres or get a massage. Some hadn’t even heard of respite care; such services do exist in the community, though they seem to inhabit the dark web, only to be found via word of mouth or Masonic signals. The manifesto chapter explores how clarity of communication and streamlining of services would change so many people’s lives for the better.





Anxiety, when older and successful

TONY DE LEEDE

I feel by sharing my story I’m doing something for the greater good, although it still feels a little scary. I’d never have dreamed of sharing my story in a book; it’s still so hard for me to not see anxiety and mental illness as a weakness. Even though I am happy to do so as I have a close relationship with Mark and support his work, talking about it somehow still feels as if I’m exposing my underbelly.

As a child of Dutch immigrants, I’ve always had a strong work ethic, and started working at the age of nine in my parents’ business. I did milk and paper rounds, always working and saving money. All my close friends come from nothing; they’ve worked hard and become successful.

At six, I was cheeky and independent, but felt as if I no longer received my mother’s attention as much. She’d returned to full-time work after the birth of my brother. I don’t recall anxiety as a child. It wasn’t a deprived childhood, either. I attended the local Catholic school. I still have very close friends from that time. My father died when I was 15, and I left school to work.

As a young adult, and already successful, I moved to the USA and lived there for 19 years. I had a family, started a gym franchise then returned to Australia, the owner of Fitness First. In early 2013, I suddenly developed anxiety. I thought my financial world was going to collapse. I felt I’d overextended myself and started to catastrophise. I remember a specific moment when I was on Bondi Beach, gazing at the ocean, wondering about keeping swimming out and not returning. I responded to medication, counselling and exercise so well that I was off all meds within six months. When I was describing that series of events, I was able to recall being in Atlanta, years earlier, and experiencing a similar, but milder episode – again, business-stress related. I’d self-managed that episode – I’d taken time to go to the waffle house every morning and worked on my exercise and sleep routine. I was teaching classes at the gym at the time, and my fitness helped.

I now have various investments and am the CEO of the Fit n Fast gym chain. I’ve developed yoga studios, health hubs for women over 40, and I co-own Gwinganna, a lifestyle retreat in Queensland.

The brainchild I’m working on is an annual global fitness industry conference. I’m always exploring dynamic and modern methods of engaging people in fitness, which I credit with my recovery from both episodes of mental ill health. One of my current ventures involves meditation pods and chairs for corporates, as well as hospitals and homes. I never take days off – I have perfected a blend of business and pleasure. My mind never stops, but I do allow for reading, relaxing and watching television. I also exercise and meditate.






Jimmy Barnes is a public figure whose masculinity and background meant he couldn’t admit to anxiety or depression for many years. I recommend you watch his Q&A episode, broadcast on the ABC in 2017, during which our most famous working-class man reminds us there’s no shame in admitting to a problem and seeking help, no matter who you are, or where you come from. Rendering me emotional in the process.

Men at this stage – Jimmy is in his early 60s, and is a grandfather and great-grandfather – often experience their own mortality crisis, leading to family break-up and providing fodder for therapists.

Late life: Wisdom and despair

Good mental health is one of the key factors in healthy and successful ageing, along with being as active and independent as we can, given love of family and acceptance of our lives, and of our mortality. A 2017 Melbourne study found anxiety disorders to be high and under-reported in aged care facilities: around 20 per cent of people had GAD, and an additional 12 per cent experienced anxiety symptoms. These people were mainly treated with psychiatric medications; not many had access to psychology services.57

The Royal Commission into Aged Care in Australia highlighted issues such as poor food, lack of exercise and movement, and isolation. The use of chemical and physical restraints was high. Loneliness and fear of death are potent anxiety enhancers.

Ageing healthily in Australia, and indeed anywhere in the world, is a privilege, not afforded to many indigenous populations and those with complex mental health conditions. As we age, we should attain wisdom and experience, and still have much to give to our communities and families.

The issue for so many, having to live in nursing homes where care is not operative, or isolated in squalid accommodation, is that often pharmaceutically aided sleep is a welcome avoidance strategy.

Men can feel a loss of direction and lack of purpose when they retire; telling an elderly baby boomer they should learn to relax isn’t something I’d do without back-up.

A confronting issue is that age-specific suicide risk is highest in men aged 85 plus; patients who are farmers with access to guns give me specific anxiety. Men in this group don’t express feelings easily and, as with earlier stages of life, the only clue that something bad is going on is a change in their behaviour – for example, experiencing poor sleep and being withdrawn.

Another clue may be agitation: a pacing older man being dragged to the doctor by worried relatives will deny any problems and be impossible to engage in an acute presentation. I’ve learned to err on the side of caution in this situation. Listening to relatives is imperative, and if it means using the Mental Health Act, or involuntary admission, do so with compassion. Mostly, the decision pays off.

Statistically, women live longer than men. I’ve had female family friends and patients who’ve blossomed in late life, being on their own after their spouse has died. On the other hand, there are alarming signs that the economic burden and the rate of homelessness among older women is increasing as more women leave abusive relationships or their husbands leave them in later life. This reflects the significant economic inequality in the baby boomer and older generations. Older women who divorce struggle financially, and women generally accumulate less wealth, leading to difficulty in living independently in late life as a result.58





Ageing well

PAM EDGERTON

Pam is 84, bright, fit and lovely. She sometimes forgets her hearing aids, and my soft voice, coupled with the building works outside my window, give a humorous ebb and flow to our chats. She’s seen psychiatrists for years, having come to me when another of her therapists died. She took Parnate, quite a heavy antidepressant, for her anxiety.

She can’t recall having anxiety until a day in her early 40s when she choked on some prawn sauce (this is an Australian story) and developed panic disorder thereafter. She still has gagging and choking early evenings; she also acknowledges that she has a fear of dying, which doesn’t help her sleep. Pam came to me on the benzodiazepine Lorazepam daily, and though I tried to wean her off and tried three different antidepressants instead, her symptoms worsened to the point she needed intensive input, and hospitalisation. She tolerates the antidepressant Agomelatine, which she currently takes, but still takes half a tablet of Lorazepam morning and night. Her daughters agree this is the only medication that helps her, and Pam says she knows about the issues.

Pam worked and looked after her husband, who certainly never lifted a finger to help with the housework, raised four daughters and is still, 40 or so years after initial diagnosis, active and alert, although self-stigmatising about her ‘silly thoughts and eating issues’. She’s empathetic, kind, generous, has a cute laugh and voted for marriage equality. She’s made great progress and we have interesting, interactive sessions. If we could only all age like Pam, despite the presence of anxiety, we would be a healthier nation.






Wisdom and meaning

It’s never too late for friendship, to accept your stage in life, and live every moment as if it’s your last. Unfortunately, we have under-resourced nursing homes in Australia, where older women are bored, anxious about sleep and the lack of time spent with their families, have a lack of purpose, and end up taking more medication than is probably good for them. There are terrific models of care for the elderly in Northern Europe, Asia and Africa, where elders are respected and remain an integral part of wider family and community life. In Holland, students get free board for sharing a room with an old person; health outcomes improve, as does life expectancy.

* * *

We want to function as well as we can as we age, rather than end our lives anxious, agitated and lonely. The way we treat our elderly and those with disability is a reflection of who we are as a society and as individuals.

Children and adolescents need to know more about mental health, and schools should play an important role in ensuring this. All places of learning and work should have specialised staff who are trained to provide mental health support and education.

Throughout life, there is capacity for change and growth, balancing the anxiety we may feel about finding our way in the world with our meaningful connections with others.

As we advance through our existence, time not waiting for any of us, the focus ought to be on developing self-awareness, and a sense of positive identity and self-worth, confidently affirming our self-view and those of others.

Our travel to maturity is a reflection of who we are, our developing states constantly reflected back to us through the interactions we have with others.

My worries about dementia notwithstanding, I’d like to age with as much wisdom, connection and meaning as I can, coping better with my anxiety and self, dancing a more graceful life-affirming quickstep, hopefully always moving forward.

I’ll pay heed to Cinderella, that most resilient of female philosophers, who coped with many tribulations and losses, never blaming others, while always having courage and showing kindness.






CHAPTER 4

Medications to ease anxiety

Prescriptions and complementary treatments

In 2017–18, 4.2 million people in Australia received mental health–related prescriptions, amounting to 37.7 million prescriptions, which accounted for 7 per cent of PBS-covered prescriptions overall. About two-thirds of all prescriptions are through the PBS; the rest, 34.8 per cent, are private scripts, which means there is no government subsidy for them. Of those prescriptions, 87.4 per cent were prescribed by GPs and 7.9 per cent were prescribed by psychiatrists. Of all mental health–related prescriptions, 69.4 per cent were antidepressants.59

Consternation is always expressed when statistics such as these show an increase in mental health–related prescriptions, reinforced by health media reporting. ‘You’re all taking too many psychiatric drugs’ is the not-so-subtle messaging. No agitation exists, though, about the threefold increase in diabetes medications, and there’s no government curtailment of indications for those drugs, even if your type 2 diabetes is caused and perpetuated by diet. Not that I’m suggesting there should be! It’s the hypocrisy of the messaging with respect to mental health medications, and the resulting stigma it creates and reinforces – that’s what’s frustrating.

This is a potent example of how mental and physical health are treated so very differently. When the health media reports an increase in medication use for physical illnesses, the take-home message is that we’re more unhealthy. But when it comes to reporting on psychiatric drugs, the message is that we shouldn’t rely on them, that there is something fundamentally wrong with that reliance.

This doesn’t help people accept that they need medication, or that they need to continue with their prescribed dose.

Now, I’m a psychiatrist. I trained in the medical model and I prescribe medication, which I know can be incredibly powerful in reducing symptoms and restoring someone to a level of functioning where they can take further control of their health.

That said, we still don’t have many good medications, specifically tailored for anxiety, which don’t have the potential to cause addiction. Over the years, I’ve tried various prescribed medications for my own anxiety; however, I appear to be fairly sensitive to their effects. Once, I was dosed 25 mg dothiepin (Prothiaden) at night as a sleeping aid. This is an older antidepressant that was touted as anti-anxiety at lower doses. I developed dry mouth and blurring of vision. Yet I have appropriately prescribed more than 300 mg to some people.

At present, more people seem to be dismissing the role of serotonin in mood disorders and claiming that antidepressants don’t work. One touted mindset is that someone can ‘overcome’ anxiety and won’t need medications, ongoing. However, I am supportive of the recovery model, which is a holistic and peer-supported approach to healing after experiencing a mental health condition. I tread a more practical path, whereby medications have their place in keeping people well.

I’d be delighted if medications could be rendered less necessary, that if by putting in place good nutrition, mindfulness and a positive attitude, people could manage their complex mental illnesses. As a psychiatrist, I see one of my fundamental roles as educating and being open about the risk–benefit ratio of medication. It’s also essential to be clear that while pills are useful – I wouldn’t prescribe them otherwise – I don’t regard them as the only part of anyone’s mental wellness journey. Instead, I endeavour to empower people to weigh up the pros and cons and come to a truly informed decision about what treatments are right for them. It’s great when people I treat respond well to medication and don’t need further clinical input. As hit and miss as it may appear, medication can work.

And there are many different types of medication available for the treatment of anxiety disorders, including traditional anti-anxiety drugs such as benzodiazepines and newer options such as selective serotonin reuptake inhibitor (SSRI) antidepressants. There is also an increasing use of herbal and other compounds as well as complementary treatments that are gaining traction in the management of anxiety.

In this chapter, I’ll explore various medications prescribed for anxiety, including those endorsed because they are believed to be less addictive, as well as researched supplements and other medications that aren’t illegal but aren’t yet available in Australia, or available only online.

I’ll also discuss, as I routinely do with my patients, both the benefits and the adverse effects of the various prescribed drugs. I have used generic names for all prescribed medications, which is the name by which they are known all over the world, and used common brand name/s in brackets.

Treatment options and responses to medications are far more complex and diverse than the simple equation of taking a pill and curing the ill. Then there is the so-called placebo effect: having belief in the process translates into optimism that the power of the tablet will transform symptoms, with the personality and positivity of those close to you playing their part. I was taught that the placebo effect, while of noted benefit, isn’t an ethical treatment option. New research would deem this to be incorrect: the placebo, linked to what’s called the ‘therapeutic alliance’ – the mutually respectful relationship that develops during therapy, whereby the person has faith in the therapist and feels listened to as part of their treatment journey – may well form part of tomorrow’s treatment protocol. Watch this space.

Medications: Issues to consider

Side effects

When I was training, there was a drug from the older first-generation antipsychotic group of medications called thioridazine (Melleril), which was used to treat schizophrenia. It was also widely prescribed for anxiety at lower doses. This drug has now been withdrawn worldwide because one of the serious side effects meant it caused severe irregular heartbeats at higher doses, which could result in death.

But there was another side effect, one which always made me more anxious when prescribing this and drugs like it. Residents in nursing homes taking Melleril, mainly women, had a tendency to fall and break their hips – not a good thing in elderly people. It was a risk that far outweighed the drug’s benefit, which really was to help them cope with ageing and to promote sleep. Older people need less sleep at night, but this didn’t sit well with many, especially in pre-internet days, and sleeping tablets were widely prescribed. They still are.

As with any medication, there’s a balance between the effects being sought and unwanted side effects. One of the main issues in medicine and prescribing is that we weigh up the hazards versus the benefits and come to a shared decision with the person presenting for treatment. Informed consent entails the person being told why a medication is being considered for them, what effects that medication should have, and any side effects that may ensue. The person still has the right to decide not to take the proffered treatment, as long as they also understand what may happen if they don’t. Some of my tutors from my earlier years taught that the less people were told the happier they would be, that they didn’t want too much information, that they believed ‘doctor knows best’ – I have ignored this approach, and keep my patients well informed.

Dosage

I work with some very good GPs. Many of them, however, are reluctant to alter dosing and medication schedules of consumers who’ve been recently discharged from mental health units. They’re also not comfortable adding benzodiazepines or more complex mood stabilisers to a medication regimen without specialist psychiatrist input and support. Generally, inpatients receive higher levels of medication given that their symptoms are more acute and intense. Once you’re better, and discharged, this dosing requires fine-tuning. People will stick to their discharge plans because they don’t want to become ill again – they may already be struggling financially, having lost their latest casual job due to the absence caused by illness. Consequently, they may soldier on, putting up unnecessarily with side effects, especially of the sedating medications, which affect their concentration and functioning.

What often transpires in this situation, without specialist input for tweaking of doses and adjusting the medication schedule, is that the person simply stops taking the medication completely, often with serious consequences.

I always advise checking with your doctor regarding dosing: after acute treatment, dosing is usually adjusted to what we call maintenance dosing, which is lower. Medication dosing during the maintenance stage, when symptoms are generally resolved or better, is aimed at preventing relapse and maintaining wellness. If you are feeling over-sedated – one of the main problems encountered during this dose-tweaking period – I advise lowering the dose, or taking a medication at night, if not already doing so. It’s a balance between the wanted effects and the side effects. I would rather have people stay on their medications, than stop them precipitously, with no medical input.

Bringing a medication to market

Good medical practice is underpinned by research and evidence. Some evidence is unambiguous for its use in anxiety disorders, and translates into clinical practice quickly. Other medications start by being used for one illness, and after clinical use other effects become apparent, which makes them useful in other conditions. Antidepressants and anti-epileptic medications, used in anxiety conditions, are good examples.

There are, however, studies with tiny sample cohorts, which means the number of people taking part in the trial is small, resulting in the statistical evidence for the research results not being as strong as with larger studies.

The results of these small trials are sometimes summarised as clear evidence for change in practice by health journalists, and widely distributed. Such is the power of the web.

It is always best to discuss anything you read on the web with a clinician you trust, before stopping medication precipitously due to reading anxiety-inducing information.

The internet has empowered laypeople through increased knowledge, but there’s a balance to be struck in clinical practice between consumer choice, whether the drug is available, appropriate or indicated, and the main body of evidence for a drug’s uses and effects.

Double-blind studies, the medical world’s accepted way to research whether a medication works or not, entails two groups of research subjects: one group gets the medications, one gets a placebo, which is supposedly an inactive substance. No one, including the researchers, knows who gets what, which makes the study results more statistically sound.

While current medications do work, some only have an initial success rate of 70 per cent and side effects are an issue. We have to continue to strive for newer medications. Newer drugs are hopefully being developed and I will continue prescribing medications, when appropriate. I, as with my peers, should prescribe in a way that is considered best practice at the time, given what is available. Some 2014 research by Tufts Medical Center for the study of drug development places this cost at an astronomical $2.6 billion.60 That’s the cost for one new drug to gain market approval, and it takes 9–12 years, on average, to go through the requisite stages.

In terms of pharmaceutic medication options for the treatment of anxiety disorders, though, we appear to have hit a wall related to what is newly available. This is a reason that I’m so interested in complementary and natural treatments, including more controversial substances such as cannabis, as discussed further in this chapter.

When a drug interacts with another

We in the medical profession have to be mindful of how, and what, we prescribe, especially as many of our patients see numerous specialists, who are likely also prescribing medications. I treat some people who are seeing their GPs regularly, as well as a neurologist, endocrinologist, nephrologist, cardiologist, rheumatologist and gastroenterologist, never mind the pain specialists, the occasional surgeons and gynaecologists. Add in the cancer specialists, in unlucky circumstances, and in medical terms that’s more than a full house. Some of my patients complain they are rattling with all the medications they’ve been prescribed by their doctors.

Drug interactions usually entail either an increase or decrease in a drug’s effects due to interference with another drug’s ‘ADME’ – administration, distribution, metabolism and excretion. When you’re rattling – having swallowed a selection of pills – there’s increased potential for these interactions to occur. Unwanted effects don’t only make the person feel ill; they can stop them taking the medication at all, with the risk of symptoms recurring. It’s a common cycle: medications deliver desired results, followed by unwanted side effects, interactions and withdrawal symptoms, which are the unwanted physical and psychological effects from stopping a medication. People can become anxiously convinced they have a physical illness, as a result of these withdrawals, if they aren’t aware that’s what they are. Whatever is added to the mix, including other medications or herbal remedies, can make the original medication more potent, or increase the side effects. Sometimes, this makes it difficult, in practice, to isolate what’s having an effect or causing symptoms to worsen, or even to cause new symptoms to develop. Before prescribing any medication, it is essential for the doctor to know what you’re already taking, even if you feel anxious they may be judgemental of supplements or herbal remedies. I sometimes ask my patients to bring in their medications, and go through them thoroughly in a session. Regular medication checks are important.

Types of medication used to treat anxiety

A systematic review of medications for anxiety was conducted in early 2019 by UK researchers, looking at evidence from various trials, from 1994 to present. Venlafaxine, duloxetine, pregabalin, escitalopram, mirtazapine, sertraline, paroxetine, buspirone, fluoxetine and agomelatine were all found to be effective and, generally, tolerated well by people using them. Quetiapine was found to have one of the best effects on anxiety symptoms, but side effects were not well tolerated, as with the benzodiazepines.61

I will go into these medications in more detail later in this section.

Benzodiazepines

What they are

Benzodiazepines have become one of the best-known, most widely prescribed classes of psychotropic compounds for the treatment of patients with anxiety, insomnia and chronic pain. This group is sometimes called the ‘anxiolytics and hypnotics’, or tranquillisers. These are the sleeping tablets and medications we use in the short term to ease anxiety symptoms. Alprazolam (Xanax/Karma), diazepam (Valium), lorazepam (Ativan), clonazepam (Rivotril) and oxazepam (Serepax) are the best-known examples.

Benzodiazepines are very useful when it comes to immediate relief from symptoms. Of course, too much use can cause tolerance as well as dependence, they have become synonymous with addiction.

At each patient review, I track how much of the medication they’re taking – what good effects, as well as side effects, they’re experiencing – and am constantly aiming for a reduction in dose.

In 2014–15, 4.86 million prescriptions for benzodiazepines were dispensed in Australia.62 Women are prescribed benzodiazepines at twice the rate as men, and older people – those over 65 – receive most of their benzodiazepine scripts for sleeping problems, which has been an issue since I was a student.

What they do

Benzodiazepines slow the activity of the central nervous system and the messages going between the brain and the body, and they promote relaxation and reduce muscular tension and other physical symptoms of anxiety. They don’t particularly cause depression, although lorazepam is given to patients with mania, and some of my patients have experienced a lowering of mood when taking this particular one, as well as sedation. Benzodiazepines enhance the effect of the neurotransmitter gamma-aminobutyric acid (GABA) at the receptor, resulting in sedative, hypnotic (sleep-inducing), anxiolytic (anti-anxiety), anticonvulsant and muscle-relaxant properties.

What they’re used for

When I reflect on my grandmother’s anxiety and the prolonged grief she went through after my grandfather’s unexpected death, I can understand why she used benzodiazepines.

In Australia, benzodiazepines are available on prescription only. Psychiatrists generally prescribe benzodiazepines for GAD and panic disorder, and as sleeping agents. They’re also used to relieve movement side effects from antipsychotics, as medication for inpatients who are acutely overwhelmed by symptoms during hospital admissions, and during alcohol and drug withdrawal. Benzodiazepines are first-line agents in stopping seizures and help with the resultant muscle spasm and panic.

The use of these medications can also result in the improvement of general functioning. For example, it might make the difference in terms of whether an anxious individual is able to get on a plane to attend the funeral of a loved one. And because they work quickly, typically bringing relief within 20 to 30 minutes, they’re highly effective when taken during a panic attack or other overwhelming anxiety episode.

In most cases, benzodiazepines can help people cope with anxiety by reducing tension without making them drowsy; this is especially true of diazepam, which many of my patients take during the day, with no sedation noted. (That lovely feeling you have after undergoing a colonoscopy isn’t the surgeon’s smile – it’s the midazolam-induced euphoria. Until it wears off and you can’t sit down.)

I’ve known people who’ve gained relief from their symptoms using benzodiazepines for years, used as required, and after trying various antidepressants with intolerable side effects. The higher the dose, the more intense these effects typically are.

So benzodiazepines work well, and the evidence for their use in psychiatric conditions is thoroughly documented.

Side effects and risks

More recently, there’s been negative press about benzodiazepines and their side effects, such as long-term addiction, blunting of emotions and memory loss, which come from long-term daily use, most especially in the elderly. As I say to the person who becomes more anxious when I tell them I’m going to prescribe these medications, so long as you use them properly, they’re useful. Best if used short term, or not too regularly.

As with any drug that may cause harm or dependence, the risks have to be balanced against the benefits as well as the risks of the conditions(s) being treated. However, some people feel sleepy, foggy and uncoordinated even on low doses, which can cause problems with work, school or activities such as driving or using machinery.

Alprazolam (Xanax) has been a schedule 8 controlled drug since 2017. It is controlled because it has been linked to addiction, misuse, dependence, crime and some celebrity deaths. Benzodiazepines have also become synonymous with addiction. There is no doubt that this group of medications is abused, and used for overdoses. Opiates such as oxycodone, used with painkillers, can cause respiratory depression and death.

I’ve almost become paranoid about prescribing alprazolam, even though it works well in anxiety. Now, when I call Canberra for the necessary authority to prescribe a scheduled drug, I perceive a change in tone in the operator’s voice. I find myself rationalising my decision to do so, which increases my anxiety and my angst about practising poor medicine. When I’m lying in bed analysing my day, I’ll feel my breath shortening as I worry I’m now known as the ‘Xanax doctor’.

My patients know that I’m open to looking at all options with them, including prescribing benzodiazepines. Negative self-ruminations aside, I only use alprazolam when other benzodiazepines have not worked for someone, with due consideration of potential problems.

I have to use my clinical judgement, and common sense, as a rational trained doctor when prescribing medication. I have what I consider a reasonable expectation that the people I prescribe to will not abuse that trust.





Medication can help

SAMANTHA LOXTON

After being quite a sensitive child growing up, my anxiety seemed to develop at the age of ten, when I started becoming increasingly aware of my desire to please others and excel at school. I was also filled with growing uncertainty and fears when my mother became unwell. As a result, I took on additional responsibilities at home, which also contributed to my ambition to please, and as I tried to cope during the following years, I was faced with many unexpected challenges. Trying to cope at home, being bullied at school, managing exams, succeeding at school and the constant fear of failure contributed to ongoing anxiety, leading to the humiliation of panic attacks. As a result, over the years I developed a series of obsessive thoughts and behaviours, OCD, to alleviate the thoughts and feelings I’d developed.

During my later teens, the anxiety manifested itself as an eating disorder, which to this day still challenges my thoughts. Having been through various treatment plans, and being hospitalised, I have had extensive therapy over the past 22 years. I’ve found that the support of my general practitioners and therapists has enabled me to adopt skills to manage in life. Focusing on my career as a teacher for 15 years, working with students from various backgrounds, enabled me to have an incentive to support others. My experiences growing up have enabled me to empathise with students in need.

I’m also able to function with the help of medication. Having tried most medications on the market I have found alprazolam is the only medication that improved my quality of life. I have had to challenge many practitioners’ beliefs about prescribing alprazolam, as I have been told it is an addictive drug. However, I’m thankful I have an understanding practitioner who is aware of the benefits alprazolam can have, providing it is used as prescribed.

At this stage, I’m continually searching for the ability to lead a productive life. I still have challenging thoughts and behaviours. However, I’m continuing to work on change. I’ve attended Neami, a respite program offered by the community mental health service, on several occasions. It aims to offer individuals a productive, goal-centred treatment program, focusing on steps to recovery.

I attend Grow every week and volunteer at the Mental Illness Fellowship, working to support others with a lived experience in mental health.






Many of my patients take benzodiazepines to treat their anxiety, and they all express concern about addiction and overuse. I always check with them about proper use and dosage.

Many of my patients relate to me that they are more likely to not use them when they’re experiencing panic and major anxiety, preferring to struggle rather than risk addiction. The fear of becoming addicted, in this instance, prevents people from making use of an effective medication.

If a patient knows and understands the risk–benefit ratio, contracts not to overuse the medication and functions better from taking it, then I’ll continue to prescribe benzodiazepines until a better alternative comes along.

Antidepressants

What they are

Antidepressants are used to treat anxiety and, certainly, they also treat depression, as the name implies. Antidepressants fall broadly into two groups: older medications, the ones available from the 1950s, when they were first available; and the more modern group, available since the 1990s, with newer additions in the 21st century. They have a wide range of applications, for treating depression, chronic pain and different types of anxiety symptoms. Also, people with anxiety can become depressed, or have mixed anxiety–depression – this class of medications is particularly useful for them.

The main classes of antidepressants used to treat anxiety are the selective serotonin reuptake inhibitors (SSRIs), the serotonin and noradrenaline reuptake inhibitors (SNRIs) and the Tricyclic antidepressants.

SSRIs include sertraline, fluoxetine, citalopram, escitalopram, paroxetine and fluvoxamine.

Other antidepressants used to treat anxiety include SSRIs and SNRIs such as venlafaxine, desvenlafaxine and duloxetine. Mirtazapine works in a similar way to the SNRI class, and works well in anxiety.

Then there is agomelatine (Valdoxan), a fairly new agent that contains melatonin. Agomelatine helps with sleep and mood, but it can have adverse effects on liver function, so this should be checked. I use it broadly in the treatment of mood disorders, but it isn’t available on the PBS, which adds to cost, but it’s a useful medication for anxiety.

Vortioxetine (Brintellix) is one of the newest antidepressants on the market.

The older tricyclic antidepressants, such as amitryptyline, prothiaden, nortryptaline and clomipramine, are also used for anxiety. Amitryptyline is also used for chronic pain, and clomipramine was the main agent to treat OCD when I was a student, now replaced by the SSRI group mainly.

What they do

Antidepressants all work by adjusting levels and functioning of neurotransmitters – the chemicals that transmit signals between dendrites, which are the cells in your brain. A shortage of serotonin and noradrenaline are the main chemicals linked to anxiety and depression, and antidepressants work by increasing the availability of these chemicals by various means, including blocking the metabolism (breakdown) of the transmitters, making them more available, or by blocking their reabsorption at the receptor site in the brain.

SNRIs and mirtazapine: Increase the levels of the neurotransmitters serotonin and norepinephrine by inhibiting their reabsorption into brain cells.

SSRIs: Relieve anxiety symptoms by blocking the reuptake of serotonin by nerve cells in the brain, increasing the serotonin available, which improves mood. SSRIs are ‘selective’ because they affect only serotonin, not other neurotransmitters.

Tricyclics: Inhibit the reabsorption of the neurotransmitters serotonin and norepinephrine.

Agomelatine: Works by stimulating melatonin receptors (a hormone that has been shown to improve symptoms of anxiety by improving sleep quality, through regulating circadian rhythms) and improving motivation and sense of enjoyment.

Vortioxetine: Works by blocking reuptake of serotonin, as well as binding with certain serotonin receptors, increasing transmission and reducing symptoms.

What they’re used for

They are used to treat anxiety and depression. They are viewed by prescribing doctors as a better, longer-term medication for anxiety disorders, compared to the benzodiazepines.

Side effects and risks

Like all medications, antidepressants can cause side effects, including headaches, irritability, nausea, weight gain, insomnia, problems with sexual function, sleepiness and tremors.

After starting an antidepressant, people can continue experiencing symptoms and become understandably upset – even more so when I suggest either increasing the dose or changing to another antidepressant. They’re often surprised when adjustment works. But it sometimes takes time, and side effects are common. Sexual side effects – particularly from the SSRIs – and the feeling of being numb or disconnected, aren’t motivators to continue with medications, despite positive effects.

The newer antidepressants – namely the SSRIs, SNRIs and similar medications including agomelatine and vortioxetine (those available from the early 1990s, when Prozac revolutionised the antidepressant world) – are safe in overdose and have easier dosing regimens, which means that people get a proper dose when they’re commenced.

These medications are usually started by a GP, as it takes a while for a specialist spot to become available. While this has obvious downsides, and patients often become exasperated by the wait times, on a positive note, the wait gives time for the medication to take effect, making decisions about ongoing treatment easier to make when they finally see the psychiatrist.

SSRIs cause sexual side effects, which include loss of desire, and in men erectile issues and difficulty in ejaculation. These side effects are intolerable for many people, who then stop their meds.

SNRIs have similar side effects to the SSRIs and cause discontinuation symptoms when stopping, which mimic generalised anxiety symptoms. Mirtazapine is well tolerated, but can cause major weight gain.

Valdoxan can cause sedation and acute raising of liver enzymes, necessitating liver blood checks, but is also well tolerated.

Vortioxetine can cause nausea.

Tricyclic antidepressants can cause dry mouth, blurred vision and sedation, with slowing of urine (a side effect that can be useful for people with weak bladders who bed-wet). They can cause major heart issues, therefore the newer antidepressants listed above are considered safer.

Other medications used to treat anxiety

In psychiatry, it’s common for medications to be used off-label. This refers to when medications, including mood stabilisers, beta blockers and atypical antipsychotics (also known as second-generation antipsychotics), that are licensed for one illness are prescribed to treat other conditions. For example, lamotrigine (Lamictal), an anti-epileptic agent, is widely used in psychiatry for mood disorders, but isn’t licensed for such under the PBS. This doesn’t make it illegal to use it to treat mood, but it does make it more expensive, as patients have to pay full price. Quetiapine (Seroquel) is another example of a product that’s used extensively in anxiety disorders, but off-label.

It’s not an ideal situation. Essentially, the government limits access to certain medications that psychiatrists prescribe for anxiety, which makes fiscal sense in terms of budgets, but it’s not helpful to those who need the treatment. There is good evidence that certain off-label medications work in anxiety and it is my belief they should be authorised for use in anxiety disorders.

What does all this mean? Simply that consumers have to pay more than they should, bearing in mind that mental health prescriptions account for a small proportion of total PBS subsidies.

Below I will highlight other medications used to treat anxiety, including agents about to be made available, as well as pharmacological supplements.

Antipsychotics

What they are

Why would a doctor prescribe an antipsychotic for anxiety? It’s a question I’m often asked. As I’ve stated above, psychiatrists try medications ‘off-label’ to treat anxiety as well as aid sleep.

I’ve seen people’s symptoms dissipate, to much relief, with these medications. It’s useful to note that someone may have a trial of antidepressants first, then move on to the antipsychotic mood stabilisers if their symptoms persist and are crippling.

Quetiapine (Seroquel) has taken over from the old-style thioridazine mentioned at the beginning of this chapter. Other antipsychotics used for the treatment of anxiety include olanzapine (Zyprexa), risperidone (Risperdal) and aripiprazole (Abilify). A newer agent, brexpiprazole (Rexulti), which made its debut in 2017, has been found to calm patients with agitation linked to dementia; it may be useful in anxiety as well.

What they do

As the name suggests they treat psychosis, by acting on dopamine, a neurotransmitter in the brain needed for fine motor control and pleasure, too much of which causes psychosis.

How they work

In lower doses, antipsychotics have effects on the serotonin receptors, enhancing and increasing serotonin availability; hence, their use in mood and anxiety, and as sleep aids.

Side effects and risks

They are very effective in anxiety and panic, but the side effects are, for some, intolerable. Olanzapine and quetiapine cause weight gain, by both stimulating appetite, especially for sugary foods, and by slowing down your metabolism, and tiredness. Risperidone can cause tremors and longer-term neurological effects such as Parkinson-type symptoms and muscle contractions, including the ‘look-ups’, where a patient’s eye muscles contract and they can’t look down. Aripiprazole can cause restlessness and weight gain as can brexpiprazole, the weight gain being less severe than quetiapine and olanzapine.

As a prescriber, I use these agents (and others off-label) only after I have tried antidepressants first, and only at low doses.





Medication swings and roundabouts

SARAH DAFFY

As someone who’s bought countless books (like this very one you’re now reading) in my desperate attempts to seek common ground with other people, I can only hope that my words lead you not to pity, but to the remarkably soothing position of ‘me too’. Like you, or someone you know, I have an anxiety disorder: a few in fact. The most prevalent is my Generalised Anxiety Disorder (GAD); I’ve had it for the better part of 12 years. First came the panic attacks, which I initially suspected were heart attacks; then came the fear of everyone and everything, followed by an internal implosion that culminated with me sitting in my doctor’s office fearing I was in the grip of an incurable disease of the mind. The GP I visited listened as I stuttered my way through what had been an unbearable few months, and she understood. She prescribed me venlafaxine, an SNRI antidepressant.

The first thing I noticed when starting venlafaxine was being spaced out. It was as though I still felt very anxious but life around me was softened enough to make navigating through it a little more bearable. After a month, I felt as good as new – on the up! Until I didn’t. Some months later, my boyfriend and I broke up and my panic took over again. My medication was doubled and eventually I found some respite. I continued this way for seven years; I visited my doctor a few times a year and my dose was altered back and forth. If I was having panic attacks, the dose went up; when I stopped having them, it went back down. Eventually, I reached a point where the highest dose of medication wasn’t resolving my anxiety – it was slowly paralysing me. Acute panic attacks became a daily occurrence, and my confidence was ripped to shreds.

Doctors had recommended combined talk and medicinal therapy to me for years, citing studies that legitimised its dual benefit. With my disintegration in mind, I decided to go and see a therapist. The talking helped but also opened up deep pockets of fragility and personal insecurities that I still continue to work on – some ten years later.

My anxiety continued to grow, and I developed an extreme bout of insomnia. I was relying on 5–10 mg of Valium each night to try for some calm before sleep, and if that didn’t work, I’d add a sleeping tablet to the mix. Even so, I was constantly wired and edging closer to breaking point. My doctor grew tired of her prescriptions not working and referred me to a psychiatrist. The process of phoning around 20 clinics in Sydney to find an appointment within the next six months was soul destroying.

The person I consulted recommended desvenlafaxine, the newer and improved version of the venlafaxine I’d been taking. I persisted, taking this new medication each day and increasing the dose as he’d instructed, but it didn’t work. It felt like he was guessing each time he wrote a prescription for me, and after four visits, he shrugged his shoulders and I never went back.

After waiting some more months – with my breaking point edging nearer – I met a psychiatrist who actually listened (surely a prerequisite for the job, you’d think). He prescribed me fluoxetine; I weaned off my desvenlafaxine, and after a few weeks I felt saved again. My foggy head had dissipated, I had energy to perform at work and in my social life, and the panic attacks subsided. However, some months down the track, my dose needed to be doubled thanks to impinging work pressures, and slowly, yet very unexpectedly, I had a nervous breakdown.

I relocated to country Victoria to be closer to my very supportive family, and without a psychiatrist in sight in this semi-remote community, I went to see another GP. We tried escitalopram and it was worse than the desvenlafaxine: I was a zombie. My anxiety vanished but at the expense of me feeling emotionally void – a phenomenon known as ‘emotional blunting’. After another long wait, I found a local psychiatrist and he took me off the escitalopram and put me on sertraline. I saw him fortnightly and although the sertraline was helping my anxiety, I felt nauseated, sedated, dizzy and restless all at the same time. He told me these feelings were mimicking anxiety and he upped my dose, again and again. I don’t remember much of my family holiday in Tasmania at the time because of the meds, but I knew when I got home I needed to get off them.

I called my good psychiatrist back in Sydney and asked for his advice; we agreed that I should stop taking the sertraline, and start back on the fluoxetine at a higher dose. He explained that antidepressants are much of a muchness, and the key to a good one is just your ability to maintain it at a therapeutic dose without experiencing woeful side effects.

I’m still on fluoxetine. I take 60 mg each morning, and it does what I think to be about 30 per cent of the work when it comes to holding my anxiety at bay. My new local psychiatrist added Seroquel XR to the mix of a night, and, as gruelling as the chronic fatigue was initially, I’m now through the worst of that patch and can function well in day-to-day life. My anxiety is still very present, and I tackle it daily but with a much deeper understanding and kindness. I see my psychiatrist weekly for intensive talk therapy and it, and the revised medication, is helping me navigate through the webby existence of anxiety.

In my experience, anxiety is an extremely difficult illness to medicate. There are still days when I white-knuckle it through each hour, waiting for the painful panic to subside a little more.

Often, people who don’t need to take medication become passionate about telling you why you shouldn’t need it either. This is rubbish and unhelpful: please ignore these people – they’re trying to help but they’re just not qualified.






Buspirone

I was working in London when this promising drug for anxiety was launched. It doesn’t work on the same neurochemical pathway as the benzodiazepines, not being related to them, so it is not supposed to be addictive. Sounds fantastic. The issue is that it takes a couple of weeks to work and even longer to attain full clinical effect, which isn’t helpful for the immediate relief of anxiety symptoms.

The delay in symptom relief notwithstanding, buspirone is useful in GAD and is looking helpful in social anxiety. It may also be effective in aiding the treatment of depression, with anxiety symptoms present, and also to ease the sexual side effects of the SSRIs.

Beta-receptor blockers

Propranolol (Inderal) and metoprolol (Lopressor) belong to a class of agents called beta blockers – medications used to reduce heart rate and blood pressure by causing the heart to beat more slowly and with less force. Also known as beta-adrenergic blocking agents, they block the effects of the hormone epinephrine (adrenaline) and are used to treat the physical symptoms of anxiety, such as heart palpitations, as well as hand tremors.

Pregabalin and gabapentin

Pregabalin (Lyrica) and gabapentin (Neurotin) are antiepileptic medications, for people who have seizures. They are also used for nerve pain and have been found to be useful in anxiety. They work by calming down over-excited nerve cells, act on GABA and reduce neurotransmitters that cause too much stimulation in the nervous system. Pregabalin isn’t tolerated by all, and the side effects include weight gain, headache, sedation and general swelling of the legs. Gabapentin is better tolerated, but it can cause drowsiness and affect your sense of balance.

Complementary and natural treatments

When I was at medical school in the 1980s, several of us started the first complementary medicine society. It didn’t last long after a few medical professors disparaged us, one even called it ‘anti-medicine’. Until recently, there was little love lost between traditional Western medicine and anything alternative. The pharmaceutical lobby is a powerful one, and the marriage between medicine and pharma didn’t seem to leave the way open to any other unions.

Now, people are more open to alternative medical treatments, to a more holistic approach for management of their anxiety conditions. What many people are looking for are complementary mind–body treatments that are kinder to the brain, digestive system and kidneys than some Western medicine regimens.

Nutrient therapy, basic chemistry table compounds, natural agents found in the oceans, and herbs and spices aren’t new to the treatment arsenal for anxiety disorders. In fact, they’re being tested and their effects are starting to be recognised as useful in the treatment of mood disorders generally.

As we age, our nutrient, hormone and vitamin levels decrease; by mindfully adding supplements, in the right doses and in compounds that are absorbed well, we can enhance functioning and lower anxiety and stress.

I will explore some of these supplements and nutrient compounds below.

Compounds and capsules

Herbal and dietary supplements for the treatment of anxiety disorders fall into roughly three groups: herbal supplements, nutritional supplements and compounds, which are the raw materials for forming neurotransmitters and hormones in the body. We call these precursor, or ‘parent’, compounds.

Compounds are taken orally and are available over the counter or online. They work via the same neurotransmitter systems as the medications discussed above, namely the serotonin and noradrenaline pathways, and mediate stress and fatigue symptoms in anxiety disorders.

Just like pharmaceutical medications, it’s important to stick to a dosage schedule for these supplements. There are active ingredients in these products, and too high a dose may cause damage to the skin, gut or nerves. They can interact with other medications and it is important for your treating clinician to have a clear picture of everything you are taking.

S-Adenosyl methionine

S-Adenosyl methionine (SAM-e) is a biological compound that exists naturally within the body and is also available in supplement form. SAM-e has been sold in supplement form in Europe since the 1970s, when it became a prescription drug in Italy (where it was discovered in 1952). While studies performed in Europe have suggested that the supplement performs better than generic drugs for depression and anxiety, the US Food and Drug Administration (FDA) – the counterpart to our Therapeutic Goods Administration (TGA) – has yet to officially approve it as a drug. Excess SAM-e has apparently been associated with too much homocysteine, a compound that can harden arteries, though vitamin B helps with its metabolism and can be taken with SAM-e.

My cousin Sean swears by it and was urging me to try it. I’ve finally attended an appointment with the GP who practises functional and integrative medicine, and have started it. I’d delayed because I’d never seemed to have the time, but that of course is a cop-out. As so many patients say to me, I should follow my own advice.

Saffron and curcumin

These are apparently more than simply exotic cooking ingredients, with new Australian research suggesting that saffron may be a natural remedy for mild depressive and anxiety symptoms in adolescents. Headaches as well as anxiety symptoms were found to respond to this substance, though doses are not yet clear.

Curcumin (turmeric) has been used in Ayurvedic practice for centuries. It has applications for use in anxiety, as well as improving gut health.

Pregnenolone

Pregnenolone is a neuro-steroid, which means it works in the nervous system, and is the precursor used to form larger steroids in the body, including cortisol and progesterone. The good news is that it’s made from cholesterol and can decrease cholesterol levels in the body. It also helps premenstrual symptoms. As we age, our hormone levels decrease, and I advise low doses over the age of 40. You can also take a break for a few weeks, as there are no withdrawal effects.

These steroids improve the connections and operations of the amygdalae, those globular earring-shaped structures in the brain linked to stress and emotions, as well as reduce the neurotransmitters causing too much excitation in the nerves. It can boost your metabolism, increase energy and reduce stress levels.

There are side effects noted at higher doses, mainly irritability, insomnia and diarrhoea. It decreases sedative effects of the benzodiazepines when used together. You can buy it online in Australia; in New Zealand, you need a prescription.

N-acetyl cysteine

N-acetyl cysteine (NAC) isn’t a new substance. It’s a combination of amino acid cysteine and acetic acid, the primary component of vinegar, and helps the body produce something called glutathione, which is a powerful anti-oxidant that supports detoxification of the liver and is vital to healthy cell functioning. NAC has long been used in the treatment of paracetamol overdose. Further, it’s the only substance that prevents liver failure after the overdose, as long as it’s given within four hours.

NAC is also anti-inflammatory and modulates the release of dopamine and glutamate in the brain, which help with oxidative damage, and of substances like serotonin and noradrenaline, the neurotransmitters important in general mood and reduction of anxiety. I’ve been using this substance in my clinical practice for the past five years now, with some good effects; my patients source it themselves online.

Etifoxine

Also known as etafenoxine, this is an anxiolytic and anticonvulsant drug developed by Hoechst in the 1960s. It’s sold in approximately 40 countries for anxiety disorders, but not in Australia.

Etifoxine has fewer side effects than benzodiazepines and doesn’t cause dependence. It has similar anxiolytic effects to benzodiazepine drugs but is structurally distinct and doesn’t bind to the benzodiazepine receptor. It also apparently doesn’t cause the sedation and ataxia (drunken-like walking) associated with benzodiazepine drugs.

Etifoxine has been available in South Africa for a few years now, and when I was there recently I talked to at least three people with marked anxiety symptoms who swear to its efficacy.

Etifoxine isn’t a scheduled drug in any country in which it’s sold and doesn’t cause dependence or tolerance. However, as with SAM-e, it isn’t FDA- or TGA-approved.

There have been some reports of liver issues, but, in the articles I’ve read, etifoxine is deemed to be safe – these were not major liver problems.

I’m led to believe etifoxine will be made available in Australia soon, and with the negative press and attitudes to benzodiazepines, I’m awaiting its arrival with hope.





Getting the dose right

JOSHUA BERTA

I have a diagnosis of bipolar disorder and have suffered from severe anxiety, on and off, throughout my late teens and adult life. I was treated for a condition known as pyrrole disorder with high doses of vitamin B6, zinc and a few other nutrients, which resulted in almost a complete resolution of my symptoms. At that point, I was working full-time and planning to go back to studying. However, I was prescribed finasteride (a hair loss drug), which induced a horrendous reaction and I developed a condition known as post-finasteride syndrome, which I’m trying to recover from.

Desperate to get well, I found that very large doses of vitamin B6 (pyridoxine) dramatically improved my symptoms and I recklessly took a ‘mega-dose’ of B6 and developed painful peripheral neuropathy as a result. Fortunately, I have mostly recovered from this.

If I have learned anything over the years it is that you should be extremely cautious of what you put in your body. There is a very complex chemical symphony going on in the body, and taking high doses of a chemical – ‘natural’ or otherwise – can be like throwing a wrench in the works, so to speak. These days, I have discovered that lifestyle changes can be just as effective (if not more so) than any drug or supplement. This is why I make sure to get plenty of sunlight, swim as often as I can in the ocean and get good sleep. I try to spend as much time in nature as possible; I notice big improvements in my mental and physical health when I do, and feel less isolated and lonely.






Controversial alternatives

There’s continued resistance from members of my profession to the use of cannabis, psychedelic drugs and MDMA in general health. Practitioners may cite addiction and precipitation of mental disorders as evidence-based reasons against their use, as backed by government and pharma. This ignores the fact that these drugs are a valued choice by consumers and their families, who are right to demand a say in what substances they use for symptom relief. The ongoing emotional and at times irrational debates around clinical applications of the group of currently illicit drugs display a lack of empathy and objectivity. For so long, patronising viewpoints have marred our profession. The focus on expensive chemical compounds produced by government-sanctioned pharma underscores the Australian National Mental Health Commission’s view that consumers of mental health services and their carers are currently not given due voice.

For example, medical cannabis is now legal in many countries and, when used in cannabinoid form, there are applications for mental health and neurology, with promising results for anxiety, sleep and chronic pain. MDMA, too, is being researched in trials for treating PTSD and alcohol dependence. For a PTSD treatment to work, the focus needs to be on the trauma, with graded exposure to the events in the mind. MDMA, under research conditions, has been used successfully in the USA for longer sessions. Arousal and fear are taken away by the effect of the drug, and the person can relate the trauma without becoming fearful and aroused. I’m keeping an eye on this research; so are my patients. In 2017, the FDA passed MDMA for ‘breakthrough therapy designation’, for treatment of PTSD.63

Ketamine is also currently in trials in Australia for treatment-resistant mood disorders.

* * *

When prescribed properly and appropriately, medication can play an important role in the treatment of anxiety. Often, an integrated approach combining medication and therapy is the way forward. While I’ve never subscribed to the belief that the medical model is the most important, neither do I have any truck with psychologists, therapists and counsellors who advocate that people stop taking medications prescribed by their psychiatrists because they’re ‘harmful’.

There are so-called religious or lifestyle cults that stop people from taking medications. I’ve known at least three people to suicide after following this irresponsible advice at their most vulnerable hour. As a clinician, you have to be open minded, attuned to the person’s needs and not your own agenda and, as per my much-expressed medical mantra, ‘do no harm’.

Medications can alleviate initial symptoms of anxiety, reduce stress and aid sleep. Once a person feels calmer and less fatigued general functioning improves. They can then focus on a holistic approach to ameliorating their anxiety symptoms further, as well as working on staying well. Medication can get you to the point where you feel able to take control of your thoughts and actions in a positive way. Treat anything you take into your body with rational and considered caution and find a clinician you trust. Then you can make an informed decision, after weighing all the evidence, and trust your gut instincts.






CHAPTER 5

Taking the time to talk

Psychological and therapy-based treatments

While anxiety disorders are very common and entail enormous personal, economic and societal costs, too few people receive the best treatments. In fact, many receive no treatment at all. Psychological therapies are vital in the management and treatment of anxiety, with evidence-based psychological treatments being the best option, meaning that your choice of treatment should originate from the best available scientific evidence and research. Given a choice, most people will opt to start with talking therapies before deciding to try a course of medication.

Talking treatments for anxiety aim to help people control and eventually deactivate their panic attacks and enable them to confront the situations they fear, so they can get on with their life. People also learn techniques to prevent the symptoms of anxiety returning in future, or at least make them easier to deal with if they do return. Anxiety and its manifestations are usually managed outside of the public hospital system, except where a person is feeling so swamped by symptoms that containment seems the only option. As I stated in my narrative in Chapter 2, when I did eventually enter into therapy, in the months before I emigrated, I saw a therapist who raised the issue of my attraction to him in a session. He had also irritated me by suggesting that by delaying therapy until a few months before I was due to leave showed some resistance to therapy. It took me decades after this to re-engage in a therapeutic relationship with another therapist, in Sydney. On mature reflection, I have to admit that he was right, on both counts. But it didn’t sit well with me, to acknowledge that even though I had, on the face of it, accepted I needed help, I wasn’t fully committed. We all grow and hopefully gain experience, with some associated wisdom.

In this chapter, I’ll give a potted history of psychotherapy, address some of the issues faced by practitioners and patients, and explore the most popular talk therapy treatment methods for anxiety disorders.

But before you read any further, a key point to note is that, if therapy sessions don’t seem to be helping or you feel that the therapist isn’t right, you have every right to go back to your referring doctor and ask to see someone else. This is crucial: your therapist needs to be ‘a good fit’ and it’s your right to change if you’d like to. The same applies to your psychiatrist – if there’s a choice available, that is.

I am often asked what the difference is between psychiatrists, psychologists, psychotherapists and counsellors, as they all provide psychotherapy. One of the main distinctions is that, as medical specialists, psychiatrists can prescribe medication; psychologists, counsellors and other therapists can’t.

To become a psychiatrist, you have to complete medical training first, which involves six years at medical school. When you graduate, you can call yourself a doctor, but you can’t work as a medical practitioner until you complete your internship (generally, one year in duration) under the supervision of senior doctors. You can only apply for specialist psychiatry training after you have successfully completed your training and registration as a medical practitioner. To practise as a consultant psychiatrist takes five more years of fellowship postgraduate study and specialist exams. In Australia and New Zealand, accreditation for psychiatrists is through the Royal Australian and New Zealand College of Psychiatrists (RANZCP). Each year you have to maintain continuing professional development and meet criteria to ensure you are up to date with current good practice.

From my first year at medical school to my first consultant post took 18 years.

A would-be psychologist attends university to read Psychology, the study of mental behaviour and function, a four-year degree course. They then have to complete a two-year Master’s degree, or internship, before they can call themselves a psychologist. They can practise as a clinical psychologist after a further two years’ supervised practice.

To become a psychotherapist or counsellor, there are courses that can take a few months, or up to eight years. Short counselling courses allow for practical, specific interventions, such as those used in drug or bereavement counselling. I have worked with great counsellors over the years; some, though, after a short course, offer sessions. It is worth noting that anyone can ask questions. It does, however, take years of experience and development as a therapist to understand the right questions and how to phrase them, and crucially, how to enable someone to contain the emotional distress that can result from a counselling session, especially between sessions.

Psychiatrists and psychologists have to be registered with the Australian Health Practitioner Regulation Authority, necessitating an annual renewal to practise. Counsellors and psychotherapists do not, as they are not a regulated profession, although there are self-regulatory frameworks in place. To check credentials or seek advice about counsellors and psychotherapists, check the Psychotherapy and Counselling Federation of Australia (PACFA) website.

Accessing coverage for treatment

In addition to some private health plans that offer coverage for psychological treatments, Medicare rebates are available for psychological treatment by registered psychologists under the Australian government’s Better Access to Mental Health Care initiative. This scheme provides assistance to people living with mental health problems, including anxiety disorders. Through a referral from your GP, you can access up to ten individual and ten group treatment sessions per year.

A potted history of the couch consult

If you’re considering psychotherapy, it’s useful to know something of its history. The older versions are largely based on the work of Freud and Jung, who were trailblazers, whatever else we can say about them. These therapies explore the mind as seeking meaningful understanding of how you function and interact with the world around you.

Existential therapy explores the core issues of loneliness, specific life-stage meaning and death. In the 1960s, Erik Erikson’s theory of development posited that we continue to develop and negotiate developmental stages until we die.

In the 1970s, Aaron Beck, who was a psychoanalyst himself, stated that it isn’t unconscious conflicts or existential issues that cause us problems, which was the previously accepted wisdom. Instead, it’s the conscious interpretation we make in the present and the current beliefs we hold that are most important in determining mood and behaviours. Beck is considered the developer of cognitive behavioural therapy (CBT), which focuses on the present rather than delving into the past. In CBT there’s an emphasis on automatic, or conditioned, thoughts and strategies to challenge and alter those cognitions in the present.

The prevailing medical model in the mid- to later 20th century, when I trained and worked as a junior doctor, was posited on the premise that illness was caused by flawed development or neurochemical abnormalities. A person developed a mental disorder that required therapies to fix or correct the distorted or dysfunctional thoughts and behaviours.

Central to my psychotherapy training in the 1980s was the role of attachment, emotion processing and the way we operate as part of the family or wider social network, supported by Freud’s and others’ concepts of relationship dynamics and ego development.

There was still a strong focus on the medical model and the more laboratory-enshrined behavioural approaches when I was studying at medical school. Behaviourism ignored the internal world, focusing instead on learned and conditioned behaviour and how we as animals adapt to our environments. Seminal work by Pavlov and his dog, among others, explored what is known as classical conditioning, where you gain a behaviour through the process of association, and operant conditioning, where behaviours relate to rewards and consequences. It was from this era that my professors and consultants hailed, when sexuality and other so-called deviances were considered learned behaviours, and, as such, could be ‘unlearned’ and cured through behavioural treatments. Currently, conversion therapy is still heralded by some as a cure for homosexuality, although roundly condemned by the Royal Australian and NZ College of Psychiatrists and mainstream psychology organisations, including the Psychology Board of Australia and PACFA.

Many of the therapies discussed below arose from the idea that our minds operate as processing systems, much like the computers we’re attached to in this modern era. We process information from our environments, which either positively reinforces an action or thought, or squashes it. These are known as feedback loops. Reward for good behaviour is a positive feedback loop, and the basis of how good habits form. Behavioural therapy techniques help change negative thoughts and patterns of behaviour by engaging in positive and socially reinforcing activities. Modern, present-focused therapies such as CBT use the concept and practice of mindfulness, which essentially means concentrating on tasks, in the present, while being aware of your surroundings.

Therapy takes time – and available therapists

In Australia, psychological care can be accessed under the Medicare Benefits Scheme but, unfortunately, Medicare allows a person just ten sessions a year, which, in many cases, is just not enough. On top of this, there are, in some places, particularly rural areas, just not enough therapists available to meet demand.

Psychiatrists undergo training in the talking therapies as part of the specialist apprenticeship. In my early training, registrar training placements were nine months long, and at senior registrar level or advanced trainee level, which you reached upon successful completion of your specialist exams, 12 months long. This afforded more time to form a useful therapeutic relationship with patients. As part of our ongoing training commitments, we had to move on to the next stage of our training, which was hard for me and for the patients. One of the positives of being a senior clinician is that you form longer bonds, which are so important to good care.

Current registrar placements of six months’ duration are hardly enough time to gain traction with someone, especially with children and younger adults with trauma histories. It takes about six months for someone with a more complex long-term illness to acknowledge you, let alone engage in therapy.

Then there’s the issue of availability. As with so much else in our mental health system, there’s a dearth of psychologists and therapists outside of the major city hubs, causing service pressures, a lack of clinical options and treatment delays. I’ve been known to observe that there are more therapists than trees on the leafy north shore of Sydney. Yet there is still unmet need there, so what does that mean for the rest of the country?

Accessing ongoing psychological treatment can be difficult, especially in the public system, where there is often a high turnover of psychologists, who can be better remunerated in the private system linked to the Medicare Better Access scheme. Engagement with any therapist or mental health clinician takes time: trust issues have to be addressed, a therapeutic alliance formed, and it takes time for someone to open up. Few psychologists or psychiatrists I know have time for sessions outside their practice or clinic, despite Hollywood representations.

Tailored therapy

There are more than 150 different forms of psychotherapy. The various talk therapies share a number of features, but different approaches are guided by differing theories and emphases. There are certain approaches and types of therapy that are more useful for specific anxiety disorders.

I am often asked how the decision is made as to what therapy will work best for someone? Further in this chapter I discuss that there are specific therapies that are more useful for certain types of anxiety disorder. Some people prefer a more practical approach, such as the exposure therapies in CBT, or mindfulness strategies to help regulate anxiety and panic. The decision rests on the person, whether they want to explore their past, with a more psychodynamic approach, or on a present-focused, practical approach. It can also depend on who is available, and what model of treatment they offer.

One of the issues we have as therapists is how to engage someone in the therapeutic process while working with them to develop the necessary tools to function well between sessions. Therapy isn’t something you can engage in after a weekend crash course. Anyone can ask questions; it’s the how and the why that’s important, and the process can’t be rushed.

A therapist needs to be mindful that facilitating the flooding of emotions in a time-limited session then pointedly looking at your watch and reminding the person that the session has to end soon isn’t good practice. The interjection that they should ‘hold that thought until next week’, isn’t helpful at times. In fact, it can be deadly.

Many of the therapies I write about here use homework, mood diaries and self-rated symptom scales as part of that treatment. Between sessions you’re trying out these strategies in your work and home, or study settings, measurably making progress.

Individuals with anxiety disorders are likely to benefit from psychotherapy, which can be used as a standalone treatment, or in conjunction with medication. This is the predominant combination in the treatment regimen I utilise with patients. I do actually talk to my patients, offering a mix of compassion-focused, supportive psychotherapy, while also reaching for my script-pad. I work well with psychologists, therapists or counsellors, although they do sometimes have a dig when they see my patients, as I don’t answer their calls or emails in a timely fashion. This is something I’m addressing in my own therapy, and my therapist has also adeptly shown me, at times subtly, that a good cognitive restructuring of my thinking and a specific behavioural approach is useful too.

Cognitive behavioural therapy

Cognitive behavioural therapy (CBT) is a present-focused psychotherapy commonly used in the treatment of anxiety disorders. It’s a shorter-term treatment than the older psychodynamic models, with typically 8–16 sessions on average, of 60–90 minutes each. The sessions are structured, focusing on the interplay between the conscious thoughts, feelings and behaviours that manifest in those with anxiety disorders. It’s an interactive process that helps the person feel in control, and the aim is to teach people necessary skills that they can use themselves. Homework, such as simple strategies that can be used in the person’s usual settings as well as the use of rating scales, allow the patient to recognise the progress they’re making.

The treatment is delivered either via one-to-one therapy, in person or via Skype or similar, or by computerised program. This makes CBT an accessible therapy option for those in more remote areas.

The first part of the treatment deals with cognitive patterns, based on the notion that the manner in which a person interprets events or the actions of others can lead to distressing symptoms of anxiety. The therapist will help the patient identify those thoughts that, for example, lead them to have fear about panic attacks, precipitating further panic. They then teach the person how to challenge these cognitions and to shift them to more positive ones.

The second part of CBT is behavioural modification: changing the behaviours that are associated with, or caused by, the anxiety. This operates on a process of what is known as graded exposure, which entails gradually introducing the patient to the object, activity or environment that is causing the avoidance he or she has adopted and honed. What’s conditioned can be deconditioned; the habit can be vanquished. This is done in a hierarchical fashion, starting with the avoidance activity that causes the person the least panic. You constantly grade the anxiety as part of the therapy and keep notes, to track a measurable improvement.

A course of CBT can be longer than 8–16 sessions, and I often recommend booster sessions to my patients to refresh certain skills.

Cognitive behavioural therapy has proven effective for children and adolescents with anxiety disorders, and has been associated with a reduction in the need for medications in some people. It also isn’t only the purview of psychologists, which is good news in areas where psychology services are meagre. As well, training for CBT practitioners is not as lengthy as for older styles of therapy, which is music to the funding ears of health ministers.

Acceptance and commitment therapy

Acceptance and commitment therapy (ACT) is another present- and problem-focused therapy. In contrast with CBT, ACT focuses on acceptance, as the name implies. This doesn’t mean accepting everything that life throws at you. Instead, it encourages you to gain insight into your systems of thinking and patterns of avoidance – essentially, that which stops you reaching your goals in life.

ACT is based on accepting the things in your life you can’t change, while accepting painful thoughts and emotions. The goal is to abandon the struggle to control or fix everything. The therapy focuses on increasing involvement in activities that are useful for you and which have meaning for you.

Lack of meaningful connection with the self and others is an all too common issue in mental illnesses generally. ACT gives people the tools to identify what they want and value most, and helps them take action to be happier.

It has been shown to improve symptoms in people with GAD, and it appears to be a good fit for older adults as they come to terms with later stages in the life cycle. It’s also shown to be useful in OCD and chronic pain.

We as clinicians are there to aid and guide as part of the process, not direct or control you. My patients know that one of my mantras is, ‘You can only control what you can control, and that is basically you.’ Some patients seem shocked when I say that not even a psychiatrist can control you, despite what you see at the movies. No one but you can make life choices and decisions.





Accepting how it is

LISA NAPTHALI

Ten years ago, I was recovering from a mystery illness that saw me at home with migraines for three months. I was also recovering from a period of time with bulimia. The facts on the ground, so to speak, were that I wasn’t doing well.

I’ve always struggled with my emotions. I can’t really remember a time when I didn’t feel like life was hard, with anxiety ever-present – life seemed to not be as much of a struggle for other people. Finally getting a diagnosis of mental illness resulted in two strong yet diametrically opposed reactions: there’s an explanation and therefore it’s not my fault coupled with the thought that it can’t be true because that means there’s something broken that will never be right.

Medical treatment for my depression and anxiety was ineffectual. After a few years of trying almost every type of antidepressant there was, oftentimes with nasty side effects, my psychiatrist at the time (who no longer practises) decided that because none of the meds worked, by process of elimination I must have bipolar 2. So began several years of being highly medicated for an illness that time would show I didn’t in fact have. I was also using benzodiazepines too much and had to stop these.

I’ve had a series of well-paid jobs and embarked on a loving relationship, but there were unfortunately times during this period where I felt I’d be better off dead, for everyone’s sake. I had a major relapse in 2014 that saw me hospitalised three times that year. I managed to wean off the ridiculous amount of medication I’d been on and actively immersed myself in therapy, painting, writing and nourishing endeavours. I was able to focus more on getting to a place where I could get back to work, be productive, manage my illness and most of all accept and stop self-stigmatising.

Before, I wasn’t able to fully benefit from my healthy lifestyle – I do yoga and walking and tai chi and eat well, and I’m managing well off all medications. Today I have a full-time job, am planning my wedding to my partner of 12 years and am enjoying life. Things aren’t perfect by any means, but I accept that mental health challenges are a part of my reality that won’t change.






Psychodynamic psychotherapy

Ten funded present-focused therapy sessions a year isn’t sufficient for any person subjected to bullying or trauma or dealing with body image issues, conflicted sexuality or identity, or abusive relationships. The stress and trauma associated with these potent causes of anxiety is severe, often necessitating longer-term and more intense therapy. While psychological strategies such as relaxation techniques are useful initially, the person needs time to build trust with the therapist, before more intense work begins. The therapist has to tread carefully and respectfully. I liken this approach to peeling away the layers of an onion – pursue too hasty an approach and you’re lucky if the person attends further sessions. The therapy has to help the person cope with the hostile environment, with consideration of safety issues, such as self-harm or the risk of abuse, being ever present. The effects of the trauma need exploring, on the person’s self-worth, the way they view themselves and relate to others and how they can successfully negotiate positive shifts in their mood and perceptions. Gaining understanding and motivation leading to change and accepting they have the tools to do so, with the ability to live a hope-filled future, all takes time.

Sigmund Freud is acknowledged as the father of modern psychiatry, although, according to recent biographies, he made his observations and theories while taking cocaine. His ideas resulted in a theory based on a heady mix of unconscious and conscious desires and drives, affecting our beliefs, actions and relationships. These theories formed the basis of what we know as psychodynamic psychotherapy.

Freud found that we deal with complex and conflicting passions and motivations, especially with respect to our sexual natures and violence. He coined the term ‘defence mechanism’, of which there are several, some healthy/mature, the others unhealthy/immature. A mature defence, for example, might include turning violent rage into pounding out a Chopin nocturne. This is known as sublimation. An immature defence mechanism might include an unwillingness to accept a part of oneself that’s unbearable to the psyche, such as femininity, perceived weakness or homosexuality, for example. You hate this part of yourself with passion; you want to be rid of it, but you vent that anger on someone else, an act known as displacement. Numerous examples of this are being played out right now in Australian homes, with devastating consequences for women and children.

This mechanism of displacement was at play in a man I counselled years ago who contracted HIV from bashing men at sex venues. After many months in therapy, he eventually opened up that he was gay and that he could not accept this prior. All too often, this is how homophobia plays out, with internalised self-hatred, projected onto others. Sadly, I have seen this too many times, in therapy, and socially.

British psychologist John Bowlby explored attachments; for example, how the way we bond to our parent figures affects later life relationships. Healthy attachment style, known as secure attachment, allows people to feel comfortable forming close reciprocal affinities with others. People who are insecurely attached when young avoid intimacy. They can become too clingy, or desire closeness, but are unable to trust others. They lack the ability to self-soothe or to exist or be on their own. Freudian therapy gently brings the hidden conflicts to the attention of the conscious mind, under guidance of the analyst or therapist, using various techniques, such as free association.

Freud’s focus on thwarted drives led to the establishment of the interpersonal therapy approach and similar styles of therapy. His work was revolutionary for the time.

Thoughts and feelings that are outside of our conscious awareness can lead to inner conflicts that manifest as problems with anxiety or mood. In sessions, people are encouraged to become aware of their unconscious drives, thoughts and feelings, and both the present and the past are discussed. Traditionally, psychodynamic therapy is carried out over a lengthy period of time, often years. Building trust is key to this therapy working for you.

I trained in the concepts of this form of therapy, which allows for introspective reasoning and meaningful analysis as well as a deeper understanding of oneself and the issues affecting your relationship with the world around you. It’s an intellectual and thought-provoking form of therapy. If you practise it, you’re expected to undertake your own ongoing analysis. It’s a privilege to undergo this form of analytical based therapy to understand why and how you operate in the present day, linked to how you developed as a person. And to seek change.

Freud was undoubtedly a misogynist, and certainly homophobic. I’ve met therapists from his school of training who believed this form of therapy could help someone move through their subconscious resistance to women, and that identifying as gay is akin to being stuck in an immature stage of development, which you can change through therapy.

This form of therapy can be useful in younger people, minimising developmental harm by talking through issues. The formation of a good, trusting, professional relationship, and being able to talk about their world with an adult they can trust, can work wonders. For anyone who has had anxiety since their developing years, who has experienced trauma or has anxiety linked to their identity or personality, this form of therapy allows for reflective understanding and personal growth to occur.

This therapy option isn’t covered under Medicare unless delivered by a psychiatrist.

In Australia, psychiatrists in training are instructed in this therapy form, and they treat people while undergoing supervision with trained psychotherapists, as part of this process.

Therapy costs

If you are entitled to Medicare, you do not pay any fees for public mental health services. Medical specialists in private practice set their own fees, with medical association guidance. Each time you see a private psychiatrist, they receive a fixed Medicare rebate, and if you are charged more than that there is a gap between the rebate and their fee. This out-of-pocket expense varies between psychiatrists and geographical areas. Gap payments vary from $80–$160 for a 30–40-minute session, to $300–$450 for a longer session. Once you reach the annual extended Medicare safety net of out-of-pocket medical expenses (currently set at just over $2000), 80 per cent of your out-of-pocket costs are covered by Medicare.

Clinical psychologists generally cost $120–$250 per session. The GP mental health–care plan allows for ten Medicare-rebated psychology sessions per calendar year, after which you have to pay the full amount.

Interpersonal psychotherapy

Interpersonal psychotherapy (IPT) is a time-limited, attachment-focused treatment originally designed to treat depression. It’s based on the premise that symptoms are caused or perpetuated by problems within relationships, and that resolving these problems can help reduce symptoms.

The focus of IPT is to improve self-esteem and communication skills. These are taught and practised via role play during sessions with the therapist, either in a group or individually.

The person can use the skills learned to improve interpersonal strategies and coping in their daily life. This therapy is useful for people with depression, and GAD.





IPT worked for me

SYLVIA MAGNAY

My first experience of panic was at a wedding – I left and continued walking – and then my first admission to the public system was filled with shame, following an overdose. I felt I was on trial and that I had no voice in a room full of doctors and nurses in a ward round. Although I’m now retired, I feel I can’t afford to be without private health coverage. It feels as though my admission to a private hospital worked well for me.

I still wonder why I’m stuck in the closet regarding my mental health. Two words: shame and guilt. Overwhelming shame and guilt about my mental illness and my ability to cope on a day-to-day basis. And how I feel about myself. This is something that’s within me. Why can’t I cope like everyone else on a social level, and why can’t I cope ‘normally’ on a day-to-day level? I have two sisters; we all grew up in the same household, experiencing the same things. How come they function ‘normally’ and I don’t?

I think the turning point for me has happened in the last few years. I became involved with an organisation that supports and advocates for people with mental health issues. Through this I’ve told my story, I’ve learned that my story is valuable and can in fact help others. It’s a story of endurance and, most importantly, of hope. I feel my voice is finally being heard, and that my story is worthy of being heard. Now I do things that nurture and re-energise me. And just as important, I’m more open with my family about my mental health struggles, as well as my mental health treating team. I’d never really accepted my mental illness and my inability to cope on a day-to-day basis.

I’m a wife, a mother, a grandmother, a sister, a daughter, but there’s more to it than that. They are labels, and they have expectations linked to them; what about me, the person? Experience influences who we are. I was the child to be seen and not heard, to speak when spoken to. I was often ridiculed, and so I became unsure of myself. I was molested as a child, and so I became afraid of people.

What kind of person have I become? I hope a compassionate one. Someone who’ll listen without judgement. Someone who’s kind and helps another who’s in need. Interpersonal therapy and DBT particularly worked for me. I’m finally getting there.






Compassion-focused therapy

I didn’t know much about compassion-focused therapy (CFT), a relatively new form of therapy, until I chatted to James Kirby, a lecturer and clinical psychologist at the School of Psychology at the University of Queensland. James is co-director of the Compassionate Mind Research Group, and he helped me with some of the material to use for this section.

CFT seeks to provide, in the therapeutic relationship, the stabilising experiences of a secure base and safe haven, as per Bowlby’s attachment theory. Attachment theory states that it is crucial for personal development to have a strong physical and emotional bond with at least one caregiver. If you are safe and secure in terms of attachments, then separation anxiety as a child, and general anxiety as an adult, is minimised.

I focus on being compassionate in my treatment approach, generally, and CFT adds to this because it helps patients build on their ability for understanding and accepting their own minds, and those of others. They feel valued and come to experience the therapist as sensitive, moved by their experience, but not overwhelmed by it; tolerant of emotional distress; and empathetic and non-judgemental.

CFT focuses on learning ways to nurture, support and soothe oneself from the habitual negative thought patterns that lead to anxiety and unhappiness. It helps identify various selves – the compassionate self, angry self or anxious self – as internal forces that sit alongside each other in one’s inner world and thoughts. Individuals learn to cultivate their own compassionate self through writing letters to themselves, practising kind self-talk and engaging in relaxation breathing.

This therapy is useful for those with eating disorders and trauma, as well as generalised anxiety.

I use various techniques from different psychological treatment models with my patients, but self-compassion is a focus at each session. My patients can be harsh self-critics. They generally tend to acknowledge, after my gentle observation, that they wouldn’t use such critical language with others that they feel entitled to apply to themselves.

I don’t get too smug though: one of my patients looked at me after I used this intervention and, without missing a beat, asked how that self-reflection was working for me. I responded by saying I’d get back to her after I finished writing this book.

For more information on CFT, there’s a link at the back of the book, in the Resources section.

Mindfulness-based cognitive therapy

Mindfulness-based cognitive therapy is learned in a group setting. It’s offered at various day programs through the private hospital network but also by community-based teams, and is practised at home. It guides emotional processing and assists in changing the way you think, using a combination of mindfulness and CBT techniques. I use this form of therapy in a very practical way in my current practice. It encourages participants to stay in the here and now; to be mindful of where they are and what they’re doing; to focus on breathing; and use distraction strategies when needed.

This approach is useful for various activities, including eating and alcohol usage: for example, savour the drink; don’t drink to get drunk; don’t drink when angry or frustrated; sip, rather than glug; alternate with water; and don’t drink alone. This therapy approach aids in the prevention of relapse after a course of treatment, and with problems related to stress and anxiety.

Dialectical behaviour therapy

Dialectical behaviour therapy (DBT) is a cognitive behavioural treatment developed by American psychologist and author Marsha Linehan. The term ‘dialectical’ means working with opposites. It involves individual psychotherapy as well as group skills training classes, and uses seemingly opposing strategies of acceptance and change. The therapist accepts you as you are, but there’s an acknowledgement that change is necessary for you to recover, move forward and reach your personal goals. Dialectical behaviour therapy enhances and teaches skills for mindfulness, emotion regulation, distress tolerance and interpersonal effectiveness.

DBT is mainly used for self-harm, but is also useful in PTSD, substance dependence and eating disorders, and some of my patients find it helps with panic.

Self-help apps and aids

PsycAssist

People suffering from anxiety disorders can now seek instant help through the PsycAssist smartphone app designed to aid treatment, which includes exercises and coping strategies. Consumers and therapists can interact, and therapists can assign homework for consumers between sessions. It also records data, allowing therapists to send notifications if they notice that homework isn’t being followed through.64

MoodGym

MoodGym is an interactive program based on CBT and IPT principles that was developed and evaluated over 15 years at the Australian National University. The principal authors were professors Helen Christensen and Kathy Griffiths. The development and delivery of MoodGym is undertaken by e-hub Health Pty Ltd, and it is delivered free of charge to Australians. Thank you, Australian Commonwealth Department of Health and Ageing. In the USA, you have to pay, through HealthMed.

I learned about this very useful app through my patients.65

Daylio

There are various mood-tracking apps available on the web, but this one was recommended to me by Anthony Stott, the lead researcher for this book. I’ve passed it on to my patients, and at least 40 of them are using it. I should ask for a commission.

The minimum you have to do each day is, when prompted, press an emoji icon – one of five – which encapsulates your mood. The middle one is ‘meh’. It graphs your mood, and so much more.66

Immersive virtual reality

Immersive virtual reality (IVR) has the potential to substantially increase access to psychological interventions as well as make therapy more attractive to the subset of the species who don’t usually leave their rooms, let alone engage in therapy.

Treatments can be provided in virtual reality, so a therapist doesn’t need to be present. This treatment could become a relatively low-cost way of providing effective, expansive interventions, especially in therapist-poor regions.

As stated prior, the issue with any standard therapeutic interaction is that it relies on, first, making it to the appointment, if it hasn’t been cancelled by the therapist, and then relying on self-motivation between sessions. With headsets on, patients are exposed gradually to various situations that would normally cause panic. They know it’s a virtual situation, which decreases their fear response in the first place, and they’re therefore willing to expose themselves more readily.

Apparently, the learning transfers to the real world and it works quicker than the standard treatment approach. Virtual reality is now more affordable and has been used in research laboratories for years, so the time has come for clinical application. It would appear that the 21st century has finally hit Therapyville.

* * *

I hope this chapter makes sense of your therapy direction. Whatever model of therapy you engage in, it has to work for you, and it should be enjoyable, as well as worthwhile. People are increasingly able to be open about the fact that they are in therapy; it doesn’t mean you are flawed, it means you are taking steps to wellness, and, in the process, becoming a better version of yourself. Take heart in that, and don’t let others deter you. I am often told, usually sheepishly, by the people I see and give therapy advice to, that a relative or friend has opposing ideas, or that therapy is for the overthinking latte sippers. My response to that is generally short and to the point: I enquire about the advising person’s medical or psychology qualifications, and then gently remind the person in front of me that they wouldn’t be there unless they wanted to move forward in their lives. There is always going to be some initial reluctance, but once you make the decision and commence your journey it is personally enriching.

Undergoing therapy shouldn’t be a chore, it should be interesting and enlightening. There is no point in attending therapy if you’d rather be somewhere else. I would know; it has taken me a while to see the light.






CHAPTER 6

Lifestyle changes

Treating your yin, balancing your yang

For me, an ongoing trigger of my anxiety is a fear of dementia. It’s something I know about firsthand, as all my great-aunts developed Alzheimer’s disease. My favourite uncle also developed it, in his early 60s, and it saddened me to see him, a shell of the intelligent engineer he was, dying age 73, in 2019. Modern shopping-mall design with glass roofing came about because of his work on air conditioning and hot air rising, and he was invited to the USA to give lectures on the subject in the 1980s.

The Lancet Commission in December 2017 showed that 35 per cent of dementia is preventable through lifestyle changes.67 Certainly there are many preventable factors – diet, exercise and social connections being important ones. In a 2018 study, people with cognitive impairment improved on an anti-diabetic (anti-sugar) drug. This small study has opened the way to more research about whether decreasing sugar improves general brain functioning.68

With dementia looming large in my fears, I’m always trying to morph into a healthier version of myself. The goal is self-enlightenment, a healthy Zen and mind accompanied by graceful ageing. Champagne and chocolate in moderation are currently just part of that plan, with the view to cutting back more as I get older. I have cut down on my drinking generally, and take breaks from alcohol throughout the year. I’ve even stopped drinking cola, no mean feat for a boy from South Africa. There, if you didn’t take sugar in your beverages, it was just assumed you had diabetes, and desserts came with both ice cream and cream: no need to choose.

It’s no secret that our lifestyle choices will have an impact on our health, and that includes our mental health. Until fairly recently, we doctors were still toeing the ‘fat is bad’ line when, in fact, sugar-laden drinks and food are so much worse for your overall health. Fried and processed foods, high in saturated fats, increase calories and weight, but certain fatty acids in the diet are now considered good for you, as we will see later.

We in the medical world now acknowledge that medication is not the answer for everything, that a holistic approach to health is all important.

When the Royal Australian and New Zealand College of Psychiatry published its updated mood disorders guidelines in 2016, which includes anxiety, lifestyle modification was included as the fourth arm of treatment for the first time, added to the medical, psychological and social treatment approaches.69

In this chapter, I’ll explore how, by making a few changes to our lifestyles and choices around diet, drugs and alcohol, exercise, sleep, meditation and mindfulness, our lives can become more balanced and less stressed.

Diet

Improving your diet is a lifestyle change that can have a major positive impact on anxiety and its management. A well-balanced diet of vegetables, fruits, legumes, lean proteins like fish and whole grains is important, not only for the prevention of anxiety, but for good mental health generally. Green vegetables, such as spinach and broccoli, and nuts, seeds and unprocessed cereals are foods rich in magnesium, which relaxes muscles and reduces the risk of anxiety and difficulty sleeping. Other foods also help prevent anxiety.

Published in 2011, a large-scale study in Scandinavia found that diet can influence anxiety. Researchers discovered that people who ate more processed and refined foods had an elevated risk for anxiety disorder.70 People with low choline – a B-complex vitamin essential in fat breakdown – have increased anxiety. Many foods contain choline, including meat, poultry, fish, dairy products and eggs. Cruciferous vegetables, which include broccoli, as well as nuts, seeds and whole grains are rich in choline.

In another Scandinavian trial, published in 2001, a significant reduction in anxiety was observed in people placed on a gluten-free diet for a year.71

A 2013 trial at UCLA found that women who were given fermented milk with live cultures (probiotics) reported having less anxiety. MRI scans showed that the probiotic milk products appeared to positively affect gut–brain communication. This has been shown in rats, but this study appears to be the first human study to show such positive results.72 Definitely, there’ll have to be more yoghurt for me in future, the unsweetened versions.

A diet containing long-chain omega-3’s polyunsaturated fats, also known as PUFAS, can reduce anxiety symptoms. A systematic review of 19 trials looking at PUFAs and anxiety was conducted in September 2018. There were clear improvements noted for people with clinically diagnosed anxiety.73

However, when changing your nutrition, you want it to be a lifestyle change and not just a ‘diet’. Small improvements are easier to maintain and, once cemented, can last a lifetime, and as we get older these changes need to be sustained. Changes need to be realistic – you don’t want to set yourself up for failure and, possibly, increase anxiety levels as a result of not being able to follow through. The trick is to understand your end goal first, take into consideration your weekly schedule and any food allergies and work within your budget. I employ a practical approach, in my own life as well as with my patients. We all know what we should do; it’s a matter of working at it, juggling moderation with fun; knowing that as we age, we should aim to be more healthy.

We know that diets – which we’ve all either tried or had someone in the family try – don’t generally last. They certainly aren’t easy to maintain, and can become a revolving door: yoyo weight, coupled with anxiety-laden food cravings and behaviours, and rocketing self-loathing as we reach for the chocolate. The vicious cycle consists of giving up, regaining the weight we lost, feeling guilty then more anxious and body-conscious.

And why is it that people always seem to be commenting on your weight? What is it with that? ‘Oh, you look like you’ve lost weight’ or ‘Be careful you don’t go too far!’ If you want to make an anxious person even more anxious, drop in a one-liner about body image. To prevent anxiety, and associated eating disorders, stop commenting on a person’s weight.

Doctors also need to acknowledge that wagging fingers and pointing to the measuring tape and scales in their office doesn’t help a person change. Nobody likes being lectured to. Shaming, while a commonly used method during medical training, isn’t the way forward. Especially if a doctor doesn’t appear so healthy themselves.

Food fads

As stated above, when I was training, the medically endorsed message was that fat was bad. Fat-free diets abounded in the 1980s, 1990s and noughties, with high sugar content in everything we considered healthy. However, too much sugar significantly increases anxiety. Studies have explored anxiety related to sugary foods, with what we call a high glycaemic index (GI), which is a measure or ranking of carbohydrates in food according to how they affect blood sugar (glucose) levels. A Canadian case study showed that GAD improved in a young woman who had sugar and processed food replaced by fibre and protein.74 High anxiety and difficulty concentrating have been linked to sugary/high GI foods, with a quick release of sugar into the bloodstream, causing spikes in body sugar levels. It is also important to note, though, that skipping meals may cause blood sugar levels to go too low, with resultant irritability and headaches, which is not healthy. Low GI foods contain raw, unrefined nourishment, so eating whole grains, vegetables and fruits is a healthier option than eating refined foods, particularly those with added sugar. Healthy, locally sourced raw foods are the way forward, as blogged by nutrition gurus. We need meaningful action at the government level, as well as by the food industry itself, to shift community attitudes towards eating, with healthy foods being a viable cheaper option for all.

We need to get the balance right: too much sugar increases anxiety and is generally bad for brain health, and obsessively ruminating about what constitutes a healthy diet is anxiety provoking in itself. I was recently made aware of a term called orthorexia, a condition characterised by obsessive preoccupation with pursuing a healthy diet. Yet another term to add to my neurotic sense of self. This highlights the risk of over-medicalising aspects of our lives; while this is not a medical disorder, it reflects and amplifies the anxiety we all face in a society where a constant stream of advertisements depicts being slim as successful and healthy.

Cerebral colons

For my senior registrar training year at St Barts in London, pre-consultant level, I was the psychiatrist with whom the gastro-intestinal specialists and immunologists would liaise.

Cases of irritable bowel syndrome, somatic gut syndrome, fibromyalgia, chronic fatigue and anxiety-laden aspects of physical presentation were referred to me. As with any physical conditions complicated by psychiatric symptoms or vice versa, a multifactorial and holistic treatment plan was the only way forward. You can’t heal any form of whole-body disorder without treating the anxiety behind it, while avoiding crudely ascribing causation to the mind. It’s definitely not all in your head.

There’s no doubt that the brain has a direct effect on the bowels. After all, located in the brain is the hunger centre, and when we think about food our stomachs react.

The brain and the gut are intimate partners. There’s an interplay between physical and psychological factors that can cause nausea and diarrhoea and other gut symptoms. It’s been shown that stress can affect how your bowel moves and contracts. Stress can also cause inflammation and even make you more susceptible to infection, as well as the perception of bowel pain, which increases in people with anxiety.

Irritable bowel syndrome

Irritable bowel syndrome (IBS) is a disorder characterised by abdominal pain, cramping, bloating, flatulence, constipation and diarrhoea. Women are more likely to experience symptoms, which usually begin in late adolescence or early adulthood. My sister has had this condition since her teens.

People who suffer from IBS may have a colon that’s more sensitive and reactive to certain foods and stress, also called spastic colon. Although IBS can be painful and uncomfortable, it isn’t permanently damaging to the intestines, apparently, and nor does it cause other gastrointestinal diseases. Abdominal symptoms secondarily influence anxiety, and stress and anxiety, as mentioned, influence physical responses, through flight and fight processes. People with IBS frequently suffer from anxiety, most commonly GAD, which can worsen symptoms – a recent study found that 44 per cent of patients with IBS suffered from anxiety.75 The British Society of Gastroenterology recommends psychological therapy and relaxation techniques as the first-line treatment for IBS when the patient has a history of anxiety.

Improving gut health

Good health really is about what you eat, and the state of your bowels. Your optimal diet is dictated by tiny critters in your gut, the good bacteria that, all of a sudden, have emerged as major players in our general health, including the prevention and reduction of anxiety symptoms.

A healthy gut can help prevent diarrhoea and intestinal infections and is implicated in good cardiac and metabolic health. Trillions of microscopic creatures, the gut microbiota – mostly bacteria, but also viruses and fungi – reside in our intestines. (There’s a similarly massive community of microbiota on and in our skins. Every time I shower, I imagine myself wiping out whole colonies of beings, like a giant spraying antimicrobial agents on the surface of Mars.)

The quantity and variety of microbiota in the gut is affected by the food we eat – protein, saturated and unsaturated fats, carbohydrates and fibre. Gut microbiota allow fermentation of ingested substances, fabricating microbes, which then produce the short-chain fatty acids, acetate, propionate and butyrate. And gases, of course. These fatty acids act as energy sources, maintain oxygen balance, are involved in sugar regulation and cholesterol metabolism, and have a role in appetite regulation.

Incorporating what is known as probiotics in your diet can improve your own gut bacteria. Probiotics are live bacteria made available in supplements, and in certain foods. High-quality fermented foods, such as plain, unsweetened yoghurts with live cultures, sauerkraut, kimchi, kombucha drinks and non-pasteurised pickles, are sources of good bacteria. The milk contained live cultures in the study highlighted on page.

Prebiotic foods are high-fibre substances, and act much like fertiliser for your microbiota. These include foods that are not easily broken down until they get to the large bowel, where the bacteria can then feast on them. These include vegetables, fruits and legumes, such as bananas, beans, berries, leeks, onions and garlic.

Treating your gut microbiota properly leads to improvement in bowel inflammation and body weight, as well as sugar metabolism and energy levels. A 2019 systematic review of research into microbiota health and anxiety showed that anxiety symptoms were reduced by regulating your intestinal microbiota. Interestingly, better results were achieved by those adjusting their diets to incorporate foods with good bacteria, rather than taking specific probiotic supplements.76 Although these also showed some benefit, especially after taking antibiotics and being ill, when the body becomes very run down. Serotonin, the neurochemical mentioned in previous chapters, which is critical to reducing anxiety, is produced in the gut by your microbiota. You can have your microbiota DNA tested and receive a detailed analysis of your bowel inhabitants to work out a tailored approach to which foods and specific probiotics will help you have good gut health.

Another interesting development has been the creation of gut spyware, essentially a micro-chip you swallow, which travels through your intestine over 72 hours, sending data every five minutes. The days of invasive investigative tubes at both ends may soon be over.

I will finish this section with more good news for the gut – dark chocolate and red wine contain compounds called polyphenols, which are also digested by your gut bacteria; they can reduce cholesterol, blood pressure and inflammation, as well as oxidative stress. Blueberries, grape skins, almonds, onions and green tea contain high levels of polyphenols as well.





Small changes and knowledge were the key

KATHLEEN DALEY AND ANTHONY STOTT

Kat says:

I work as a nutritionist and I wanted to be someone teenage athletes could respect, but how can they respect me when I’m drinking cola and eating chips and they can’t? When I’m 140+ kilograms and cannot run? It was suggested that I have bariatric surgery to reduce my weight, but to me that was easy, and the long-term benefit wasn’t guaranteed as I was likely to just keep eating the same way. I needed a knee replacement, but I was a surgery risk. My goals were to lose weight, improve muscle tone and be a healthier version of me. I ate healthily apart from the occasional treat. I’d already removed excess sugar intake and reduced white bread intake to almost nil. I’d been told that by doing this, I’d lose heaps of weight because sugar was bad; apart from a few kilos, though, nothing changed.

I had no idea what to do next. I utilised my Health Care Plan and talked to a nutritionist. A food plan was provided. I tried it for the first two days and then tucked it aside as it wasn’t suitable for my lifestyle – it required a massive change, straight up, with no consideration as to my work week. At the next appointment, I basically cried; I felt like I’d failed and that nothing would help.

We went back to the drawing board. I provided a breakdown of what a typical week looked like for me from the time I get up, arrive at work, have the chance to eat lunch, go to netball or exercise, and then get home and go to bed. Anthony and I tailored in more small changes, because it turned out I wasn’t eating enough food in a day and was eating the wrong foods at the wrong time. How could I be eating too little! This went against everything I’d ever been told, seen in the media or read. Less in, more out = weight loss. Easy enough formula to follow. But for most people, that formula is so wrong. As I looked around at work, at the gym and at my community, I was seeing everywhere very unhealthy lifestyles based on advertising, social media, rock stars and sports people. I was hearing stories from other mums about their children being called ‘fat’, seeing Olympic power lifters being body shamed due to their size and, sadly, watching parents give their children food that I now know is poor in nutritional value.

I wanted to help others, so I started reading and studying, and took an online course for a certificate in nutrition. So much about lifestyle comes down to how we eat, how we feel and how we move. One of the first things to look at when considering a nutritional lifestyle change is why we want that change: what is our goal and how does food make me feel? Turning away from processed foods, such as takeaways and pre-made sauces, to eating whole foods that we cook from scratch has meant I have more energy, I feel better, and food tastes better.

Anthony says:

I needed to learn how to not eat poorly, and make a change that would stay with me. We’ve worked on our lifestyle and hugely modified our dietary patterns. It is working for me.






Alcohol, illicit drugs and stimulants

Five years ago, my husband and I decided to attempt Febfast, primarily as an alcohol detox. We both have family histories we’re mindful of – as I mentioned earlier, alcohol has been part of my life since birth. (There’s a photo of me as a baby holding a pint bottle of beer and smiling with glee. It was used in a local advertisement: it was the 1960s after all.)

We decided to raise funds through sponsorship and donate them to a charity for drug- and alcohol-affected youth. Reminder text messages would arrive with uncanny timing just as we’d be reaching for the bar fridge door on Friday night – at least our livers thanked us. I’m not sure why we decided to give up meat, sugar, caffeine, gluten and dairy as well – clearly it seemed a good idea at the time. Two days in, with the worst headache I’ve ever experienced, and divorce looming as a result of very snappy temperaments, I wasn’t so sure.

Two weeks in, however, and I felt amazing. I’d lost weight and toned up; my energy levels had increased and I was in a better mood. My anxiety levels were down, and for the first time in a long while I slept fairly well. By the end of week four, I can honestly say that I’d never felt so good. Blood tests reflected this: my liver functions, which had been slightly raised pre-diet, had normalised, and my cholesterol level reduced from 8.6 to 6.1 (we have high cholesterol in our family as a bonus). A cause for celebration indeed – with champagne, naturally …

We’ve kept the Febfast tradition since – though adding in two shots of espresso every morning made the whole thing more liveable – and we try for Dry July, too, other than for a few events. Now I’m aiming for a third month as well.

In between, I practise mindful drinking and eating, with reduced sugar. Rather than feel like a failure, as most of us do in the dieting trials we put ourselves through, I admit that I’m not perfect; my husband and I socialise and love good wine. But we try to do our best, and each year, after our Febfast, I give up a little more. Bit by bit, I will get there.

Consuming less alcohol, nicotine, caffeine and fewer stimulant drugs helps reduce stress as these trigger the adrenal gland, which stimulates the flight and flight symptoms.

Some people take substances to ease anxiety symptoms, and self-medication is a common reason why many use substances. Unfortunately, this can lead to addiction, which carries stigma in our society.

Self-medication is not a good fix, as it unfortunately tends to contribute to symptoms. At the time of imbibing substances, we feel confident, more able to socialise and our symptoms seem better. Payback comes the next day, when anxiety symptoms ramp up, as you not only withdraw from the substance you took the night before, but you realise your anxiety symptoms have, in fact, not disappeared. Which is the reason many people then take whatever made them feel good the day before, again – and the circle of dependence begins.

Cutting back on alcohol and stimulants can, generally, reduce symptoms of anxiety.

Alcohol

As I have mentioned, I drink alcohol. I’ve drunk to excess in the past. Drinking is part and parcel of our society and the culture in which I was raised in South Africa; I drank as a young adult in London, and now do so as a more mature man in Sydney. Most of my friends drink, and I’ve used alcohol most of my life to ease social anxiety. I hate hangovers; apart from wasting the day after, it definitely increases my general anxiety symptoms.

Until recently, the accepted, medically sanctioned level of alcohol use was 28 units per week for men, 21 for women. A small glass of wine or a nip of brandy is roughly one unit. The higher the per centage of alcohol a beverage contains, the smaller the volume size of the unit. The Australian Alcohol Guidelines state no more than two standard drinks a day, in line with the UK Chief Medical Officer stating no more than 14 units a week.

Domestic violence is often fuelled by alcohol use. I’ve seen tragedies of Shakespearean proportion play out in the emergency departments on three continents as a result of excessive drinking.

Alcohol affects mood. There’s an Afrikaner saying: ‘Dronk en verdriet’ – basically, drunk and emotional, with overtones of self-harm and aggression resulting from noxious intoxication.

Students have died during alcohol-fuelled hazing rituals, and many women have been sexually assaulted by attackers emboldened by the influence of too much alcohol.

Illicit drugs and prescription pills

People use illicit drugs and abuse prescription medications for a multitude of reasons, from wanting to escape their reality to coping with symptoms of anxiety and effects of PTSD. The problem with self-medicating with illegal or prescription drugs is that their use, and withdrawal from taking them, makes anxiety symptoms worse. Drug dependence is a medical and social issue, and should be treated as such.

People using drugs to cope with anxiety-related symptoms do get some immediate benefits but, as with any substance, including alcohol, there are good effects and unwanted side effects. Using illegal substances has the added issue that you really don’t know what is in them; your ‘trusted’ drug dealer is more concerned with profits than quality control.

Some of the most commonly used illegal drugs are cannabis (marijuana) and the stimulant party drugs cocaine, amphetamines, MDMA (ecstasy), GHB (G), and methamphetamine (ICE).

Stimulants increase energy and heart rate, and a feeling of euphoria. Immediate use of cannabis and cocaine can cause anxiety and panic, as well as paranoia. GHB causes confusion, sedation and tremors and is used as a date rape drug, adding anxiety to a good night out worrying about having drinks spiked.

Methamphetamine causes insomnia, aggression, panic and anxiety and is a scourge in our culture, directly causing mental illness, aggression and risk of sexual harm and domestic violence. All of these drugs cause withdrawal anxiety and agitation; there are negative effects on anxiety and general mood for days after stopping their use.

Prescribed medications that are commonly misused are the benzodiazepines, painkillers from the opiate range (related to opium), drugs use for attention deficit disorders and anabolic steroids. There is growing concern about opiates, with a large number of deaths associated with its use in the USA and around the world. Over-the-counter medications containing codeine are no longer available in Australia without a prescription. In 2015–16, about 1 million Australians (4.8 per cent) reported misuse of a pharmaceutical drug. Overdoses with benzodiazepines or opioids such as oxycodone and codeine has more than doubled over the past decade.77

Opiates can cause anxiety when using, as well as when withdrawing from them.

The best way to reduce the anxious consequences of drug use is to stop taking the substance, preferably under proper medical supervision. Your GP can refer you to a drug health specialist or you can attend a local drug and alcohol service in your health district. I always explore with the person what effect the drug use is having on them, and what direct benefits cutting down or hopefully stopping will have on their anxiety symptoms. It is often a slow process, but worth it in the end, when symptoms of anxiety improve.

Exercise

When we exercise, our bodies release endorphins, hormones produced in the glands in the brain. Endorphins have a similar effect in the body as when painkillers are used.

Exercise also increases mobility, flexibility and agility, which in turn improves daily functioning. All these benefits create a positive knock-on effect that not only helps us function better, but helps us feel better throughout the day.

In addition, exercise uses energy, causing healthy tiredness, which helps improve sleep. This may seem obvious, but I’ve had many patients who are sedentary all day and then wonder why they can’t get to sleep at night.

The good news is, exercise doesn’t have to be an expansive or expensive endeavour: a simple 30-minute walk a day can have real beneficial impact. More than once a week, though: three to four times is a solid goal.

A good way to start exercising is to see what behaviours you can take charge of at home, such as getting off the sofa and fetching your own snacks, waking earlier and walking with the family. When you’re ready for the next step, gyms are great places to exercise, and socialise – they aren’t just places for the body beautiful to pose in front of mirrors taking selfies. For support and encouragement, ask a friend or family member to join you. There are female-only gyms, and facilities that cater for older patrons or gym newbies. My tip is to join a gym as close to your home, or work, as possible – you are more likely to continue going if it’s nearby. A few sessions with a trainer gets you and your endorphins going, and the gains to minimise anxiety are huge. Using a trainer has the added advantage of easing you into the gym, teaching you how to use the equipment properly and developing an exercise regimen suited to your individual situation, giving you confidence to eventually go on your own. A good habit to form is get out of bed at the first alarm, don’t hit snooze, put on the trackydacks, get the prepared water bottle out of the fridge, and hit the gym. Even if it’s only for a 30-minute stretch and breathe session, it’s worth it; you’ll feel better, guaranteed.





I listen to my body and exercise

SHANE KELLY

Over the years, I’ve generally been able to deal with bouts of anxiety with a relatively low impact. But as I’ve become older, I’ve found that I’m less resilient than I thought, and it was a buildup of events that resulted in me finally tipping over. In 2010, my husband and I moved back to London for a couple of years, even though we didn’t want to. And we lost our dog, Jock, which put a strain on the relationship. We moved back to be close to my parents in Ireland, who were both unwell. Dad was already in a nursing home, and Mum was at home on her own, but not looking after herself well, which created a huge amount of stress.

It was during this time that I was contacted by someone to take a job with a different organisation. I took it, thinking this would be a fresh start, but it turned out to be a disaster. The treatment of staff was extremely poor and, as I look back now, I realise that I was bullied in the workplace. Unknown to me until later, my manager was giving the same work to someone else to complete, and excluding me from meetings. One day in the office, I just broke down. I curled on the floor in the foetal position and cried my eyes out. I just couldn’t take it anymore.

I quit, and we moved back to Sydney to the investment bank where I’d worked previously. I was working long hours, and it was stressful trying to make sure client deadlines were met. I was feeling run down, consulted a GP I didn’t know, and happened to mention I had a pain in my chest. Before I knew it, I was laying down on a bed, had been given an aspirin, was on oxygen and the doctor had called 000. I was taken by ambulance to Royal North Shore Hospital, stayed the night and was tested for a heart attack. Thankfully, I was physically fine – no infarction – but the whole experience freaked me out.

I started to notice that after this incident, at around the same time each day, I was getting this rising feeling inside and I couldn’t control it. Two days later, it got worse and resulted in what I now know was a full-blown panic attack. I couldn’t breathe and it felt like my heart wanted to jump out of my chest. As far as I was concerned, I was having a heart attack. I was taken in another ambulance for further tests. False alarm, of course. I was lucky that I had an understanding boss, as my confidence was totally gone. I fixated on these heart issues and needed to get tests done to tell me I was fine, at least physically.

My parents died suddenly, only a couple of weeks apart, in 2016. When we got back to Sydney after the funerals, I felt numb and couldn’t process it all. I stayed at home and went to the gym and trained. I went on gardening leave for a month before I started a new job. I thought that this was exactly what I needed, that another break would be excellent. How wrong I was. I hadn’t realised I was still grieving – I’m not sure you ever stop – and that more free time was time to think, which turned into questioning my abilities. The bad memory of switching the job in London came flooding back again. It just wouldn’t go away, and the rising feeling came back, culminating in another full-blown panic attack the night before I was due to start my new job! I did take some prescription medication that time, Diazepam 5 mg as required, to get me through the first few weeks. I no longer take it, but still have it around, just in case.

I manage my anxiety now. I’ve learned, the hard way, that listening to how your body feels is so important. We think we’re super resilient all the time, and my personal view is that it doesn’t matter what age you are, if your resilience is low, then external events can trigger anxiety. It certainly has for me. Alcohol can actually be a bad depressant and provoke anxiety. Especially if you’re not feeling great before you have some.

For me, the big thing was to get up off my arse and get to the gym. It might seem like a cliché, but going to the gym and pumping some iron has made a massive difference for me. The physical benefits were great, but it was the mental health benefits that really mattered to me – that’s why I still train three times a week.

I’ve had some help from a psychologist I still see occasionally. It was particularly useful after my parents’ deaths to work through the issues in my head. I’ve learned how to recognise the signs of an impending panic attack – the rising feeling. Lastly, talking to my husband, Mike, about how I’m feeling helps so much.






Note: It’s only once you know your body and its physical responses that you can be sure what you’re experiencing is a panic attack and not something physical. There’s an important balance between practising calming exercises to reduce a panic attack and getting worrying physical symptoms checked out by a medical professional.

Sleep

Sleep is essential to good general health; it is vital to counteract irritability and anxiety, and improves focus and general functioning. Sleep literally resets the body clock, the circadian rhythm that regulates our physical and mental functioning every 24 hours. For optimum sleep health, you should aim for a recommended 7–8 hours of sleep each night and waking at a regular time each day, even on weekends.

Getting exercise, eating heathily and reducing caffeine, stimulant drinks, alcohol and drug intake will improve sleep dramatically. So no caffeine after midday, no food or alcohol at least three hours before bedtime, no screens for at least an hour before sleep. Also, having a calm routine prior to bedtime aids the sleep rhythm.

I sleep lightly, which is helpful after a fashion, as I’ve always had the ability to wake up quickly and be alert – one boon for someone who has been regularly on-call for nearly 30 years. But it isn’t so helpful for my stress levels.

As mentioned before, I carry the gene for narcolepsy and have features of that disorder. I was prescribed Modafinil, an alerting agent, but it made me too agitated during the day and I couldn’t sleep at night. Sleeping tablets produce hangovers and groggy mornings, counteracted with a quantity of coffee sufficient to qualify me for the DSM-V definition of caffeine disorder.

Mindfulness through yoga

Yoga combines mindfulness, breathing, mind–body harmony and meditation. By practising yoga, there are benefits to sleep and anxiety, with reduced cortisol, the stress hormone that increases the fight or flight symptoms. Blood flow to the muscles is stimulated, with sugar and cholesterol levels improving, as well as heart rate and blood pressure. Noted improvements in flexibility ease pain and irritability, improving agitation and anxiety. Alpha waves in the brain increase, associated with calm and restful thoughts.

I used to think that if one more person told me I should do yoga, I would need some major calming agents myself. Why I avoid the things I know will make me feel better is a frequent topic in my own therapy sessions. I finally tried yoga in my early 50s; it helped my sleep, it eased my hip pain, which I get from sitting for too long reading or writing, and I felt good. I’m converted. Now, I aim for more regular stretching, and flow yoga.

There are a few different physical yoga styles. For beginners, hatha, restorative and yin yoga are recommended. They focus on breathing and are at a slower pace than other yoga styles, with milder stretching. Iyengar focuses on specific postures and positions and Ashtanga is a sequence of elegant postures, not easy for a beginner. Vinyasa uses a continuous flow between postures, in rhythm with your breathing, and Bikram is performed in a heated room, allowing for increased flexibity.





Yoga helps!

JARED DOYLE

I grew up in Wollongong with a coal-mining father and beautician mother who divorced when I was five years old. From this point, my younger brother and I were raised by our single mother and only saw our father for two days out of every two weeks.

I was always a quiet, kind of shy kid and I still am to a certain extent. I’d never disclosed my anxiety but I was inspired to do so by the TV series and book Changing Minds. I remember first experiencing anxiety in my mid-teens and I began having panic attacks around the same time. This coincided with me coming to terms with my sexuality and preparing for the HSC. Anxiety has been a constant in my life since this time. I’ve been diagnosed with GAD and I’ve had bouts of depression, about three separate episodes over the years. My anxiety seems to originate from being overly critical of myself, with self-imposed high expectations, worrying too much about how I’m perceived by others and social anxiety, particularly around large groups or people I don’t know.

Big life changes have also always been triggers. The biggest one was my transition from a dancing career to a new life, giving up my identity and trying to transition into a new one. I’ve tried therapy with a psychologist a few times, with varying degrees of success, and was taking the antidepressant Escitalopram for several years to help with anxiety. This did help, but I didn’t like how it seemed to flatten all of my other emotions. I stopped taking the medication at the beginning of 2018, and am now focusing on a healthy lifestyle to manage my anxiety, with yoga being a core element of this.

I’m not in any way a religious person, but I find that yoga brings a sense of peace and spirituality into my life, along with the physical benefits of the practice. Additionally, it helps me reconnect with a part of me that feels long gone, the dancer that I will always be.






Mindfulness and meditation

The benefits of meditation are proven, and its popularity has been on the rise over the past few decades. Meditation allows you to slow down your thoughts and breathing, to stay in the moment, and is useful for people with GAD in particular.

As discussed, with anxiety conditions there’s a preoccupation with one’s own thoughts that can reach catastrophic proportions. People who learn how to meditate are able to suppress negative thoughts or mind wandering as they focus. It can be difficult to practise at first, but it is worth sticking with it. Often, people meditate without realising – they’ve found their meditation in other actions. It’s not just by doing yoga or quiet contemplation, you can find that peace while exercising, doing chores around the house or being creative.





Meditation, acceptance and healing

JASON WYLES

Before mental illness, I was a kid: there were no worries, you got to play with your friends, there was so much love in our family. Then Mum told my sisters and me that she and Dad were splitting up. And I felt sick. I could hear myself saying – the voice in my head, this is when it started – ‘What’s wrong with me? What’s wrong with my family? How can you break love?’

A traumatic event occurred on my 17th birthday that left me feeling confused, hurt, angry and sad. Family and friends kept asking, ‘How are you feeling?’ You want to know the gateway to depression, it’s right there – not talking about your emotions. I did the macho thing and said, ‘I’m all good, I’m okay.’ And I followed that mistake by making another big mistake. I buried the pain inside and started using partying and substances to escape.

Soon, I realised some things weren’t right. I started worrying what people were saying about me and was nervous that people might talk to me too much or ask tough questions. I was in a constant state of anxiety. My heart was beating through my chest. I had sweaty palms, clenching jaw and eye jitters. Anywhere there were heaps of people freaked me out. My whole body was shaking 24/7. I was ready to fight but [had] no reason to fight. It was a fricking tough fight; I had to use every bit of will power just to get out of bed and go to work.

When I was 19, out of desperation and blind faith, I called one of my best mates to have a talk in private. He was all shocked: why would I want a talk in private? It was weird. We had a chat, and he suggested I go to the doctor. I didn’t really want to go but I did, and the doctor brought in a psychiatrist who diagnosed me with anxiety, depression and psychosis and he prescribed medication. I felt I’d failed at life. I thought that depression and mental illness were for weak people and that it was made up in your head, definitely not something to go on medication for. I thought, ‘I’m not taking this bloody medication. What, to feel normal? What does it even do? Goes into your head and changes who you are; that’s not cool.’

There’s so much stigma around taking medication, so many people resist taking medication and I was one of them.

I really wanted to beat the mental illness so much. I quit partying. I made a commitment to beat it one way or another, so I took the medication even though I wasn’t happy about it. I started training five times a week. I felt I was beating the voice and also that if I could get my heart rate pumping at maximum capacity, and the longer I did that, the more release I had from the anxiety. I started learning personal development and did everything I could. I was reading, training and setting goals. I was smashing it to prove that I could win, that I could beat the voice inside my head. I lost weight, people were proud of me. I convinced everyone I’d beaten mental illness. I was on fire and I got off medication, my number one goal. But I was fighting the wrong fight: I thought that taking medication meant that I was weak, so while I focused my attention on getting off medication, I forgot about actually being healthy. An event came along that was stressful enough to tip me over the edge. Next thing you know, I’m being picked up out of the water about half a kilometre out of Port Phillip Bay, at 6 am. I was fully clothed, sober. I hadn’t slept or eaten much for about a month. I was swimming to a better place. I went into hospital and back on medication, thinking, ‘Maybe I don’t know who I am because I’m crazy.’

I learned you can’t beat depression and anxiety by fighting it; you have to let it in and accept it, listen to it. Don’t push away those voices or feelings, let them teach you. Anxiety is fear of the unknown. And that’s why it feels like you’re scared, but there’s no reason to be scared.

The biggest thing mental illness has taught me is to trust myself, look inward to find the truth. The truth is always positive; the truth is your spirit, your spirit to live on, to expand, to express yourself, to be who you are, to live life doing things that you want to do because you want to. I see doctors and take medication and meditate every morning to put things into perspective. I train, I eat well, I write, I do everything I can for my mental health.

I thought, ‘If I’m not invested in the crazy thoughts and emotions, what am I invested in?’ And that’s when I realised I was invested in me: the more I practise this, the more I realise who I am, and the more I realise who I am, the less disease there is.

I want to see consciousness courses in schools so that the future generations of kids discover who they are early, and how to use their minds for themselves.






There are various types of meditation and it’s fine to blend them to create a style that works for you. As with some yoga devotees, some meditation practitioners push a certain style, which can put people off or make them stressed if that style doesn’t suit them.

All forms of meditation have at their core mindfulness, attention to breathing, mind–body balance and focus. All forms of yoga incorporate meditation; kundalini yoga specifically focuses on movements, breathing and mantras, which are a set of chosen words or phrases, which are repeated. Loving kindness, or metta, meditation focuses on repeating messages of love, compassion and acceptance, helpful in those who have anger, anxiety or PTSD symptoms.

Progressive relaxation, or body scanning, focuses on working your way up or down your whole body, scanning for tension and relaxing by tensing muscles, and releasing. This form of meditation is useful to help improve pain and sleep issues.

Transcendental meditation is more spiritual, where you follow a mantra, usually chosen for you by a teacher; the aim is to transcend to a higher peaceful state, also resulting in general relaxation.

Zen meditation derives from Buddhist teaching (which most meditation does); you are guided through specific steps, concentrating on your thoughts non-judgementally, resulting in relaxation and spirituality.

Practising meditation for 15 minutes twice a day has benefits on anxiety symptoms and depression. Using mantras and working on breathing helps reduce panic, and panic attacks can be staved off. Don’t be disheartened if it takes a while to get into, you’re not alone in this regard; I am still trying to find my path.





I won’t give up on meditation

ANTHONY STOTT

I find it hard to form the habit of meditation. It’s often something I forget to do; it doesn’t come naturally to me, like exercise does. While meditating, I find it difficult to focus on my breathing, and even small distractions are enough to break me out of it. I lose track of time and, often, short moments feel like forever, when they were really only a few minutes. When I get meditation right, and half an hour passes by, it only feels like a few minutes. I use a countdown timer set for 15 minutes to avoid being frustrated upon reflection.

I’m more consistent at meditation but still find it hard to set the lifestyle habit, even though intellectually I know it will be of great benefit. When it does work, my energy levels and cognitive focus increase quite a bit. Most notably, the brain fog, emotional control and short-term memory improve. I’m not giving up on it.






* * *

My take-home message when it comes to lifestyle changes is that it is never too late to start on a path of change. It’s helpful to have the whole family, or at least your partner or a friend, come on the journey with you, and there is no better motivation than supporting someone else. The mantra to remember is eat healthier, sleep well and exercise. And remember, it has to be fun! What’s life worth if you’re not making lifestyle changes that are enjoyable, which in itself help make anxiety symptoms go away.






CHAPTER 7

The anxious employee

Functioning in the workplace

I’ve never understood why it isn’t a widely hailed and accepted good business maxim that businesses are mentally healthy workplaces. Organisations in the 21st century acknowledge that positive, healthy workplaces increase productivity. Research by PricewaterhouseCoopers has shown that for every dollar you spend creating a mentally healthy workplace, you get a $2.30 investment return.78 I don’t claim to understand the formula, but when a monetary figure is placed on something, it gets attention. In this case, well deserved. Creating such a workplace requires dynamic leadership, buy-in from senior managers, and management support. Productivity improves and employees are more engaged in a positive, supportive environment. Absenteeism, presenteeism (where people return to work, yet still ill, unable to fulfil their usual duties) and compensation claims fall. Problems ensue if employers don’t buy into this mentally healthy work model.

Having a job is part of a healthy identity and should make us feel productive and part of a team. Earning for our material wealth and security, but also interacting with others and giving structure to our week. As of 2017, 72 per cent of people aged 15–64 were employed, but 31 per cent of them were in part-time work – and underemployment has increased. Employment rates for over 65s has more than doubled since 1986, reflecting a longer life span.

Being unemployed, economically constrained and disconnected from a work life leads to anxiety and depression. In 2016, 12.6 per cent of 15–24-year-olds were unemployed, highest in any age group. It is worth repeating that this group also has the highest incidence of anxiety in any age group.79 Despite a current good economy, young people have anxiety about employment, future employment prospects and permanent employment benefits. All of the young people I see, across the social spectrum, have anxiety about jobs and financial security. Many are casually employed, with no benefits or employment security.

While being unemployed isn’t good for mental health, working long hours is not either. In Sweden, some companies have introduced a six-hour working day maintaining wages – and productivity increased. There are strong arguments for a four-day working week – stress reduces as work–life balance improves. More importantly, profits increase. Perpetual Guardian in NZ found this to be the case when they trialled a four-day week in 2018, maintaining the same pay and conditions. Parkinson’s law states ‘work expands so as to fill the time available for its completion’.80 And this was before smartphones and technology devices enabled social media, personal emails and games to take up so much of our time at work.

I recently attended an LGBTQ diversity awards lunch, a glittering event held in a swanky Sydney hotel, attended by brightly turned out rainbow luminaries, celebrating the bronze through platinum statuses of companies that have diversity programs in place for LGBTQ employees. There’s nothing quite like this for mental health, a challenge I feel I need to take up, perhaps after further reflection.

I believe that having anxiety most of my life has made me both a better person and a more empathic doctor. Self-stigma is not only useless, it is exhausting. I am who I am, anxiety included; my successful career has to be due, in some way, to the fact I have anxiety pushing me on, a constant chiding that I can do better.

At times, I’ve considered leaving clinical work. I’ve had my periods of burnout, not helped by nasty seniors, or managers with chips on their shoulders over what they perceive as doctor privilege. Not helped, either, by patients, or insurance agents, who demand reports or letters immediately. Too many people needing psychiatric reviews; too few of us to go around, especially in the outer metropolitan area where most of my practice is located.

I’ve learned how to juggle my time better, deal with the demands as best I can, and have formulated a work–life balance that I try to adhere to. I take plenty of leave, socialise with friends, exercise, spend time with my sons and family, connect on social media and binge on Netflix. I also sit on the board of SANE Australia – life balance involves supporting community as well.

I work five or six days a week, averaging 9–10-hour days, excluding travel time. During full work weeks, I review 60–70 people. My weekends always include dictation and report writing. Even on leave, my patients are in my head, and sometimes on my phone.

I still wouldn’t swap it for anything. Well, almost anything.

Medicine isn’t just a career, it’s a profession, a chosen way of life, and I’m immensely privileged and proud to be a doctor. The joy of aiding someone’s recovery, of walking onto the ward to see a patient who has improved – that’s what I focus on, what makes me return for more.

In this chapter, I will discuss WorkCover and access to support, as well as aiming for a better work–life balance. Australia ranks in the bottom third of OECD countries for work–life balance, not a great statistic.81 Under employment law in Australia, you cannot be discriminated against for disclosing a mental health condition, which I will explore further in this chapter. I will also explore concerns around anxiety at work, and what steps employers should be taking to ensure a mentally healthy workplace. Each employee should feel able to do their job to the best of their ability. Despite an anxiety condition, they should feel supported by their managers and enjoy workplace protections.

When work causes stress

A workplace can be a stressful environment for many. Around 3.2 work days per year are lost to workplace stress, and three to four days are lost per month for each person experiencing mood issues.82 The main work-themes causing anxiety and general mental health issues, in my experience as a psychiatrist, are poor workplace practices or processes, excessive workloads, little control over what work people do and expectations to do more, with less. Job insecurity and the rigidity of stipulated hours with little flexibility from HR also contributes to the agitation.

Incompetent, or poorly trained, managers, ongoing interpersonal conflict and bullying are more stressors that, alone, or in combination, are associated with anxiety and stress. They can most certainly lead to worsening of an existing condition. Managers are often overwhelmed and stressed themselves. It defies economic or common sense for employers to experience high sickness rates, low productivity or expensive injury claims and not do anything about changing the work culture. The OECD Mental Health and Work Review, 2012, found that 32 per cent of those with a mental disorder are absent from work for health reasons, compared to 19 per cent without, and 74 per cent reported reduced productivity at work, versus 26 per cent without a mental disorder.83

There are concerning effects of workplace stress – work cultures need positive change. Every workplace has systems and hierarchies. When CEOs are not supportive, or are narcissistically destructive, stress causing anxiety across all levels becomes untenable; people with anxiety disorders find it increasingly hard to cope.





Hierarchies: Coping with the pressure

AMY CORDEROY

When I started medical school, fresh from my job as health editor of The Sydney Morning Herald, the biggest shock to my system was not the loss of income, the workload, the feeling of suddenly having no expertise at my day-to-day activities – it was the hierarchies. Being referred to as children or girls, being told what to wear, how to speak to people. Small, day-to-day messages that I was junior, insignificant, and should always defer to the power of those above me. But gradually, you start to internalise the power and hierarchy. It becomes normal to expect that you should never call clinicians by their first names without permission, that you should accept rudeness or slights that you would have met with a wry comment and raised eyebrow in a past life. And with that acceptance comes a creeping anxiety. I catch myself wondering if I should have been more deferential, or embarrassed to be speaking as an equal with senior clinicians I have known through my past work, and now have to call by their honorific, no longer on first name terms.

Remembering to respect myself as an individual who has every right to my own opinions and values is an active process. In medicine, it is easy to feel as if your best is not enough, as if you will never be able to just stop and breathe and be satisfied with where you are and what you know. Being at the very bottom of these social hierarchies in medicine has made me see the problems of doctor suicide and of bullying and sexism in medicine in a new light. If you are taught to believe you are inferior, how will you hold on to your sense of self when mental illness strikes? If you are trained to accept daily deferral to the complete authority of superiors, how will you be prepared to speak up when something more serious happens?

Maintaining your confidence and wellbeing at the bottom of a hierarchy is hard (and I imagine that the anxiety of being at the top of such a system would be equally difficult). I’m not sure I’ve figured out quite how to do that yet, but I hope I do.






Workplace rights and responsibilities

Workplaces have policies and necessary standards to which people need to comply. Employees need to perform what is required of them in their role; there are contractual obligations from both sides. There are workplace legislations and processes to support people with mental illness at work, which can be useful, if interpreted with common sense and compassion. The Australian Disability Discrimination Act 1992 makes it unlawful to discriminate against, harass or victimise people with disabilities, which includes mental health conditions. Mental health conditions are legally defined as disabilities.

The Fair Work Act 2009 states: ‘An employer must not take adverse action against a person who is an employee, or prospective employee, of the employer because of the person’s mental disability.’84 Under this Act, the employer has to make reasonable adjustments to support and enable a person with mental health issues to fulfil their work responsibilities. Employers can argue that the adjustments necessary for the continued employment of the person aren’t deemed reasonable.

You, as an employee, also hold certain rights under Workplace Health and Safety (WH&S) legislation. Workplaces, as far as is reasonably practicable, should be made mentally safe and healthy for all employees. This means steps must be taken to ensure that the working environment doesn’t harm mental health or worsen an existing condition. The correct approach should be open dialogue with your managers and personally taking responsibility for the management of your condition. As well as refraining from working when you experience symptoms that may affect your work performance, you have the right, and should be supported, to take time off and seek help. You are entitled to sick leave, without having to divulge your mental health diagnosis, or symptoms – this right to privacy means that an employee’s mental health condition can’t be divulged to anyone without their permission. You will need to furnish your employer with a medical certificate, one stating ‘medical condition’ is legal, as long as it is from a registered medical practitioner. The same applies for carer’s or family leave.

An employee’s rights are balanced by the employer’s rights, which include being able to ask certain questions about an employee’s mental health condition, where it’s legitimate, necessary and desirable.

If the person is at work and becomes unwell, an employer can suggest a referral for a medical opinion under the WH&S provisions of employment law. The use of this specific provision should only be necessary if the person has not already sought and adhered to medical advice. An employer should hold your job position for you while you are on sick leave, utilising temporary cover. This always causes anxiety in the people I see, and is another reason they return to work too early.

What to do at work if you have a mental health issue

To share or not to share

I am often asked, should you disclose your anxiety condition, and when should you do so?

It’s a matter for you and the supportive people you have in your life to make the call whether you can be open about your mental health at work or not. There can be major concerns about disclosing at work, with good justification; there are still serious issues around stigma and discrimination. As with any general anxiety, one could say that the fear of repercussions probably outweighs the consequences, once you disclose. I’ve had mainly good experiences in this regard with people I’ve treated. There have been instances of lack of kindness and common sense, though. Concerns you may be unable to fulfil the inherent duties of your job, due to illness, might be triggered if the sick leave is excessive or frequent, or there are ongoing issues raising alarm among your work colleagues and managers. The balance here is working out when to disclose and ask for help, rather than leaving it to others to do so for you.

If only open, non-judgemental discussion about mental health were normal tea room conversation. Unfortunately, this optimal situation is not that common. I have had patients who were told by HR to not talk about their illness, as if it’s contagious.

Mostly, though, HR departments have been supportive once we have open dialogue, helping with a plan for leave and treatment, and being helpful when it is time for the employee to return to work.





To care at work – a healthy approach

PATRICE O’BRIEN, BEYOND BLUE

In an ideal world, everyone, of course, should be able to disclose their mental health condition at work. It should be no different from discussing a physical health condition, and the support provided – the reasonable adjustment to hours or duties, the understanding and empathy, and even the home-cooked meal from a supportive colleague – should be exactly the same. But unfortunately, too often, it’s not the same. In fact, in too many cases, it’s very, very different.

The work that we do at Beyond Blue to promote mentally healthy workplaces strives for a new future. A future where talking about mental health at work is no longer taboo and is, in fact, the norm. A future where people can bring their whole selves to work, where people can be open about their mental health, or indeed, any of the other things that affect our lives – grief at the loss of a loved one, a broken relationship, the challenges of an ageing parent, a child being bullied or a sibling doing it tough. A future where people know that they can be themselves, without fear of stigma or discrimination.

But how can this future be achieved? What are the changes or enhancements that workplaces need to make to turn this new future into reality? To me, the answer is astoundingly simple. Let me share the secret with you. It’s to be kind to those that we work with – that’s it! If we come across someone in our team who isn’t performing to the level that we’d expect, rather than jumping to performance management or taking an adversarial approach, instead, check in with them and find out whether there is something wrong and what might help. If someone is arriving late, their appearance has changed, they’ve withdrawn from social activity or conversations at work, or they are sharper, grumpier or moodier in their interactions, have a quiet and gentle chat with them, rather than complaining about them to others.






What your workplace can do to help

Creating a healthy workplace requires leadership, good planning and policies, and adequate resources for workers. Positive aspects of work should be promoted, people need positive reinforcement of work well done, and there should be support in place for people with a mental health condition. Good governance processes include ensuring adequate and regular performance reviews, conducted positively with development of the individual in mind. A mentally healthy workplace is one where you should feel able to seek help for your anxiety condition, without fear of repercussions.

The Mentally Healthy Workplace Alliance is a national approach by business, community and government to encourage Australian workplaces to become mentally healthy, for the benefit of the whole community and businesses, big and small. Established by the Mental Health Commission on 1 July 2013, the Alliance aims to make sure all people in the workplace, including those who experience mental health difficulties, their families, and those who sustain them, are supported.85

A good employer makes every effort to support and adjust working conditions when an employee is not coping at work, and will try and understand what is going on, before jumping to the wrong conclusion and being punitive. If there is good mental health planning and openness at work, a suggestion from your manager that you should seek help from a health professional should be perceived as supportive, rather than a threat to your job security.

Human resources: every workplace should have an HR department that leads the way in terms of mental health standards. It would be ideal to have a specific mental health position on the WH&S committee, which meets regularly, with senior management involvement.

A safe work environment is key: your workplace has a duty to protect you from psychological risks. They should employ enough people, cut down on the need for overtime and allow flexible work times. The design of the office and working environment should allow for areas that staff can utilise when anxious. There should be systems in place to monitor an employee’s mental health, including checking that they are okay.

Provide mental health training: all staff should have adequate training to recognise signs of stress and anxiety in the workplace. This includes mental health education, awareness of at-risk behaviours and having an open culture regarding talking about mental health. Policies directly targeting reduction in workplace stress should be implemented, after consultation with employees.

Work-related stress and anxiety is a shared issue: the only way to counteract stigma and improve the mental health of all employees is to acknowledge the issues, allow problems and grievances to be openly discussed and have clear steps in place for dealing with problems early. Management should consult with their employees about what processes should be in place – when people feel heard at work they feel part of the solution, and less anxious as a result.

Mental health diversity programs at work: to improve employee mental health, have a workplace that celebrates and respects diversity – one that is inclusive of people from different cultures, religions, sexual orientations and with different health issues, including mental health. There should be zero tolerance for disrespectful language, including so-called jokes and friendly banter. On your noticeboards or newsletters, highlight famous people or your heroes with anxiety disorders who are open and positive about their issues and what steps they have put in place to live well.

Employee assistance programs (EAP): a confidential, free and safe space for employees to seek help. The counsellor can liaise with your manager about useful workplace adjustments for you, or support you in a meeting with your boss to discuss these. The EAP counsellor will also be able to liaise with your treating clinicians, who can offer practical advice about strategies that can be put in place.

Work–life balance is vital: we all have personal lives, and no matter how hard we try to separate our work from outside life there will be overlap, not only with family concerns, but with community and school commitments as well. Allowing employees flexibility in managing their work schedules can be an effective means to promoting overall wellbeing, and if structured well with appropriate performance monitoring, these arrangements should not adversely affect output.





Discrimination at work affects everything

SALLY BUCHANAN-HAGEN

When I was finishing my undergraduate nursing degree, I knew I wanted to go on to complete postgraduate studies in critical care and emergency nursing. When I was 22, I landed my dream job in the emergency department and it was a very exciting time. I had plans to complete a hospital-based specialist year, and then return to tertiary studies to specialise in emergency nursing. The year I began working in the emergency department was also the year I was diagnosed with bipolar disorder and my world turned upside down. A stream of long hospitalisations followed my diagnosis. In between, I returned to work, but it involved a combination of day and night shift. Needless to say, working night shift while trying to maintain euthymia (normal mood) was difficult, and the lack of sleep kept triggering mania. I was taking sedating antipsychotics, so working different shifts meant I couldn’t establish a regular medication routine. Of course, I chose not to take the antipsychotics. For two years, I struggled to maintain shift-work requirements, but I kept becoming unwell, and being hospitalised. It took me that length of time to realise I couldn’t work night shift, and to ask my Nurse Unit Manager to be excused. However, despite documentation from my psychiatrist, psychologist and general practitioner, my workplace wouldn’t make adjustments to my roster so I could maintain both work and health. I was told to make the choice to resign, or to continue with my normal roster.

At the time, I was on sick leave and having electroconvulsive therapy as an outpatient. I had no energy to fight and made the decision to resign and apply for the casual nurse bank. The anxiety and stress this caused was overwhelming. I was absolutely devastated. I was 24 and it felt like the career that gave me purpose and meaning was unachievable. I couldn’t understand how a health service would be so lacking in empathy towards someone with a health condition. I thought, of all workplaces, a hospital would be the most understanding about mental health difficulties. It was one of the worst times of my life.

Since I live in a regional town, we only have one public hospital and emergency department. As I was still finding my feet and figuring out my diagnosis, moving away from my family to seek employment in another emergency department was out of the question. I had to go on to a disability support pension (DSP), which was something I had been fighting so hard against. Thankfully, my parents were able to do a lot of the work applying for the DSP, since I was unwell. I was also fortunate that my parents could support me while the DSP was being processed, as it took over three months for approval. If it wasn’t for my parents, I’d have been homeless at 24.

As I recovered, I worked casual shifts in that same emergency department and was able to finish my honours degree. I began clinical work, teaching nursing, working in nursing research and completed post-graduate studies in emergency nursing. I also worked as a consumer academic. Life has worked out better than I thought it ever could, but I don’t think I will ever be able to forgive what that workplace did to me, or wonder what my life, including my finances and assets, would be like, if I’d remained employed for that time.






Reconsider that resignation

Whenever someone is beginning to experience a recurrence of a mental health issue, their confidence wanes, their self-esteem plummets, and they frequently believe that their workplace will be better off without them. Or with anxiety rearing its self-doubting influence, they think they should leave, before they’re fired. Employees frequently resign around the time they become unwell – I’ve seen this happen countless times.

In my opinion, this is a mistake. It’s a decision made when someone doesn’t have full capacity to do so. Once they improve, after seeking help, they can begin the structured process of a return-to-work plan. They can still resign once they are back to full duties and recovered, enjoying capacity to make that call. Being allowed to resign when unwell and distressed ought not to be considered a valid action by HR departments and employers.





A work in progress

JONATHAN MERCER, LEADING MINDS – AN ANXIOUS LEADER IN MENTAL HEALTH DIVERSITY

Leading Minds is an independent social venture aimed at eliminating workplace mental health stigma through curation and promotion of lived-experience stories from CEOs and other organisational leaders in Australia.

I started Leading Minds after moving from the USA and living and working in Sydney in a high-pressured corporate environment for two years. In 2016, I’d been on a medication for about five months that both helped my anxiety and relieved nerve pain from a neck condition, but the medication started causing severe side effects of panic attacks and excessive sweating and I had to stop it suddenly. This triggered my first and only hypomanic episode. I quit my job, but before my notice period expired I was forced into an unceremonious exit, essentially an HR intervention. I plummeted into the deepest, darkest hole of my life. I recovered and returned to Sydney to start anew.

Inspired by the Outstanding 50, a list of 50 LGBTI business leaders in Australia who felt no one should be afraid to disclose their sexuality in the workplace, I felt that similarly no one should be afraid to disclose a mental health condition at work, which led to Leading Minds. There were very few senior leader role models for those with mental health conditions.

I was encouraged to take up the fight but cautioned that finding and encouraging leaders to open up about their mental health would be more difficult because there isn’t a community, like that of LGBTI. I found some interesting intersecting issues with respect to people being hesitant to speak up about mental health issues. The women I spoke to pointed out that because they already face the gender gap, layering mental health stigma on top of that would be a difficult proposition.

Lots of evidence points to women being more prone to mental illness, although men tend to under-report. I’ve found in workplaces that mental health conditions are widely viewed as a disadvantage. However, I found that it’s the negative perceptions, not the conditions, that are really the issue. With nearly half of people experiencing mental illness in their lifetime, Leading Minds embodies the fact that there are a lot of high-performing, talented and successful people who’ve had, or have, a mental health condition or illness. In fact, there’s evidence emerging that certain individuals may be successful because of their condition rather than in spite of it.






WorkCover

WorkCover, sometimes referred to as workers’ compensation, is an insurance that covers all Australian workers, offering compensation for any injury or illness occurring at work. Companies are required by law to provide this insurance for its staff, whether part-time, full-time or casual. WorkCover pays wages and rehabilitation and medical costs after work-related injuries. After you recover, the expectation is to return to pre-injury duties at work and then the insurance payments cease. If you cannot return to your pre-injury duties due to permanent impairment, you can apply for a lump sum payment. If you cannot return to your workplace, but can work, the insurance covers retraining and should support you in applying for another job.

If your claim is rejected, there is a delay in cover starting, or you are claiming costs or negligence then you will need a lawyer. Each state operates differently when it comes to this scheme.

To make a claim, you’re required to see a doctor, usually a GP, who can sign you off work, if that is necessary. You will need to report the work-related anxiety or other mental health condition, generally within 30 days of the event. It is the responsibility of your employer to send the claim to their WorkCover claims managers.

There are instances, however, when the person has gone on WorkCover for psychological injury linked to unsafe work culture, bullying or interpersonal conflicts. There is heightened anxiety when there is perceived pressure to return to the same environment, with no positive changes having been made. I am a treating psychiatrist in WorkCover cases, people are referred to me and a psychologist for management of their anxiety conditions. If there is delay in recovery, lack of perceived progress or the necessity for the claim to be finalised through a payout, then independent psychiatrist and psychologist opinions will be sought by the insurance company. They will provide an opinion on a person’s treatment plan and whether they are well enough to return to work. They will also make a determination of impairment if necessary.

I work with my patients, for the best possible outcomes, developing trust and rapport with them, over an extended period. An independent psychiatrist has a more objective appraisal, linked to the person’s claim and the insurance company’s liability. Although it’s part of the process, it can still be stressful for the person to go through these assessments with clinicians they don’t know.

The data suggests that workers who receive compensation for a work-related mental health condition are those who have high levels of interaction with other people, are often providing a public service, and often doing their job in difficult and challenging circumstances. Work-related mental health conditions have high associated costs, linked to the long periods away from work but account for less than 7 per cent of total workers’ compensation claims. In 2010– 15, 91 per cent of workers’ mental health claims were linked to work-related stress or mental stress, with 41 per cent of mental health claims caused by harassment, bullying or exposure to violence.86

Income protection

Income protection insurance covers you for those times when you can’t work due to an accident or illness, including anxiety, that doesn’t occur at your workplace and is thus not covered under WorkCover. It usually covers you for a set maximum period, commonly two years, paying around 70–80 per cent of your insured salary. Pre-existing conditions are generally excluded; these exclusions will form part of the policy.

The claims process can be an anxiety-provoking time, and a fairer, more transparent process is needed. Making a person with an anxiety or any other mental health condition jump through hoops during a drawn-out claim assessment, with seemingly inadequately trained people on the other end of the phone, is unkind and, to my mind, discriminatory. The Australian Royal Commission into Banking and Insurance found major shortfalls in the integrity of the insurance industry, and suggested that an insurer should be obligated to handle claims efficiently, honestly and fairly.





Insurance stress and stigma

CERIS LANE

I was diagnosed with bipolar disorder fairly late, but anxiety has always played a huge part in my life. I have phobias, GAD and social anxiety. I felt as if everyone just had anxiety and that I wasn’t any different, putting on a robust mask. I still grapple with the stigma, which I feel more acutely with my anxiety disorders than with telling people I have bipolar.

I’ve had issues with accessing the mental health system as well as a time of it accessing income protection. I made the wise decision, or perhaps lucky decision, to take out income protection insurance many years before I was diagnosed with bipolar disorder. I remember thinking at the time I took it out that I couldn’t ever imagine a situation where I would need it and pondering if it was perhaps a waste of time and money.

Fast forward to 2018 and after a major crisis and an extended hospitalisation, I realised I wouldn’t be returning to work any time soon and that it was necessary to claim on my insurance policy. The whole process was daunting, confusing and added additional stress to my already stressed self. The individual people I dealt with at the insurer were pleasant and tried to help, but the overall system is flawed. All the claim forms were designed for physical illnesses or incapacitations and often not suitable for mental health conditions. Some of the forms I was asked to complete either didn’t exist or were never sent to me. One form would request me to complete a different form, but they were both asking for the same information.

Once my claim was approved, I was required to submit monthly reports completed by myself and my psychiatrist. However, I was never told this directly or given any kind of submission schedule and only realised there was an issue when my payments halted. The monthly reports requested the same information I’d already submitted in the original claim. So frustrating to have to repeat the same info again and again! The whole process was confusing, frustrating and very stressful. And I’m privileged in that I had a strong support network including a partner who works in finance and could help me decipher the forms; I have English as a first language; and I wasn’t facing challenges such as housing stress, financial stress, ongoing psychosis, etc. I can’t imagine how much harder the process would be with additional challenges.






Returning to work

It isn’t so hard to try and understand that a person returning from a lengthy illness needs support and a friendly welcome back. Treating a valued member of your workforce with decency and common sense will make a world of difference to their diminished sense of self and agitated ruminations.

A positive workplace environment has positive on-flowing consequences to the family and community-based networks. The person returning to work is part of an intricate system, involving relatives, family, and wider social spheres – all important to their recovery and return to work

While privacy and confidentiality are important, it is equally as important that the person is not made to feel a pariah. They are already convinced everyone is whispering about them and the reasons for their absence. If you are on sick leave for an extended period it is usually due to pregnancy, cancer, broken limbs or mental health issues. People talk openly about the first three.

Before returning to work after an extended leave period you may be required to provide a medical certificate stating you are fit to resume your duties. Your employer may, in addition, require you to be cleared by an occupational physician, trained in employment and rehabilitation health. I often liaise with this employer-funded rehabilitation physician, who may be another psychiatrist. My role is to treat, medically advocate for and support the person returning to work. While the person may have recovered enough to consider returning, they’re still understandably anxious about their general coping and how others will receive them.

The occupational physician’s job is to ensure that the person can return to work in a safe manner, making sure there’s no direct risk to their health and safety. The information clinicians provide can be used to arrange adjustments and to support the employee in a useful return-to-work plan. Often a senior manager and HR manager will be included in the discussion. Some organisations employ rehabilitation psychologists or other rehabilitation therapists; they help the person resuming duties formulate a return-to-work plan, agreed to by managers. They liaise with me, the treating psychologist and the GP for a well-coordinated, signed plan that is adhered to by management. I always keep my patients in the loop – it’s a question of delicately treading the line between the person’s legally enshrined right to privacy and a constructive sharing of information.

HR can be supportive, with clear communication, helping with adjustments to the person’s workload to enable a transitioned return to duties. Things don’t always go to plan, and I often suggest there may be periods of further sick leave, and adjustments, before the person recovers fully. The return-to-work plan can be updated and the graded return to full duties can be extended if necessary. When there is the capacity for open dialogue and planning employers can be more accommodating and supportive in what is a stressful time.





When your employer cares

TANIA LEWIS

I joined the Victoria Police Force at 20; my first major posting, at the age of 21, was at the Broadmeadows Community Policing Squad with a stressful workload. In 1985, after about three years at Broadmeadows, I experienced my first major episode and had six months off work on WorkCover. During my time in hospital, and at home, I was visited by colleagues; it was obvious I was off work due to mental health issues. This served me well as I have been able to be very open about my illness for the past 33 years.

When I returned to work, I returned to the same duties, which included removing children from families, carrying a pistol and driving police cars. [Tania didn’t have to go through retraining, police medical officer assessments or sit filing paperwork linked to being deemed ‘at risk’, as so many of my current patients have to endure.] I was treated as I’d always been and, despite having lost confidence, I felt no stigmatising attitudes towards me, thanks to the caring staff I worked with. I transferred to Geelong Police Station in 1986 and in 1987 experienced another episode labelled a ‘nervous breakdown’ and burnout from work; I was again on WorkCover for three months.

I met with our regional leader, who was compassionate and caring and assisted my smooth return to work by allowing a lateral transfer to a job where I only worked day and afternoon shifts, crucially not nights, as this would have affected my sleep pattern. At the time of a further episode in 1990, I was diagnosed with bipolar affective disorder, underpinned by severe anxiety, and started on medication. I also had a diagnosis of Generalised Anxiety Disorder and social anxiety. (I had had severe anxiety as a teenager.)

I transferred to the Victoria Police Academy as a Law Instructor at that time, remaining there for three years, until January 1996, when I developed a psychosis. At this point, I resigned from the force and planned to open a dog-grooming business. During the weeks before I officially left, I became more psychotic and ended up very unwell. I had three months off work and during this time my boss phoned and said he had rescinded my resignation. He agreed to a transfer closer to my family and arranged for graduated hours back to my full-time position. My resignation could easily have been accepted, but I felt supported by my bosses.

In 1997, I did eventually resign from the police force after a stressful incident at a camp; I didn’t want to become unwell again and also felt that after 15 years, it might be time to try a less stressful life away from the force. I’ve worked only part-time or casually since then, and the episodes of illness have greatly reduced. I’ve worked as an experiential educator, university lecturer, disability worker and, for the past 13 years, I’ve worked in the mental health sector as a consultant or educator. In each of these positions, I’ve disclosed my illness and have been approved to take time off at short notice, without pay, as needed. I feel I wouldn’t be able to undertake employment unless this work flexibility was possible. I know enough about my illness to know that if I take time off when warning signs are present, then, generally, I can avoid a more serious episode. Work is very important to me and my wellbeing, and the knowledge that I am supported when I need time off enables me to have meaningful employment, and financial security.






A supportive confidant at work

I always advise that the person returning to work have a mentor – generally not a direct line manager – to whom they can turn to at work if they need help or a break. Communication is key; if the person needs to go home as they feel unwell, work needs to be informed – they hold a duty of care to ensure an employee’s safety.

I treat a senior banker who had an anxiety and depressive episode triggered by his marriage ending after 23 years, and he started drinking. We met with his manager, a senior HR manager, a senior executive who he trusted as his mentor, and the rehabilitation psychologist on staff. When he first became unwell, he had a panic attack and left work, and his team members were concerned about him. He didn’t answer his phone, so they called the police, who conducted a safety check. A return-to-work plan was devised once he had recovered sufficiently after nine weeks off work, and he was financially compensated over this time. He started with a month of working three days a week, followed by a month of four days, and then the third month he was back to five days. In the first month he relapsed, and drank alcohol, after giving up when recovering. He had a further month off work; his plan was updated and recommenced when he was well enough to return. There were days when it was suggested to him he go home. He was given flexibility in working hours, his workload was shifted in the first three months and he was given time to attend his psychiatry and psychology appointments. With the support of his mentor at work, he held a meeting with his team to let them know what he was going through. They have been amazingly supportive. Now, a year later, he continues to be well, and is not drinking alcohol at all.





Proving fitness to return to work

AMANDA CROWE

I remember having OCD when I was four or five years old, around the time my father left home. I washed my hands till they bled. I’ve always had Type A personality traits, and an eating disorder took hold from the age of 14 to 17. I went into nursing and hated it at first; it increased my anxiety levels. I experienced post-partum depression after having my first child, at age 23, and this was the first time I got help. I believe that just because there was an obstacle in my path, I didn’t need to get off the road. I’m now a single mother of four, with complex mental health, who’s worked in the health industry for over 30 years.

Despite being diagnosed with severe anxiety at an early age, my occupation is one I chose, and I applied myself to it with courageous integrity. I always kept up to date with my required learning, but at times felt scrutinised, exposed, unsupported, unbelieved, unfairly treated and alienated. This exacerbated my symptoms and impacted greatly on other areas of life, including my general happiness and overall health, and as a result, I required the expertise of a mental health team for many years. At times, I felt so apprehensive about work I had panic attacks on the way to shifts.

Undoubtedly, the straw that broke the camel’s back was when I was ordered to undertake my clinical competencies to determine if I was adequately skilled and able to maintain the requirements of my position after a period of workplace exclusion due to mental illness. I had to organise union and legal representation. It worked, but the damage it did to my self-esteem and my professional standing couldn’t be undone. Do I grieve for the way I was treated, and many others with mental illness are treated? Yes, I do! Work is meant to be productive, inclusive, enjoyable, despite it being busy, and for years I didn’t experience this.






Flexible solutions

The overwhelming majority of people with anxiety and depression will recover when provided with care, support and flexibility. If workplaces implement the strategies discussed above to improve mental health and wellbeing, then people with a mental health issue can, and do, work productively. They feel appreciated and non-stigmatised if the process involves understanding and compassion.

Organisations should ensure there are no barriers to employment for people with a mental illness. They should implement positive workplace strategies to retain the existing workforce, and maximise productivity. It makes sense on the national work front. We have an ageing workforce and a shortage of both skilled and unskilled workers. Money would be well spent bolstering WH&S improvements, and mental health training for the company.

Employment can be therapeutic for people with an anxiety condition; work is useful in distracting them from their symptoms, as well as giving them purpose and meaning.

A positive workplace environment, and a well-designed job, assists in recovery.

In addition to reducing the cost of absenteeism, workers don’t need to take more ‘mental health days’ to cope if they are content with their workloads and work culture. Organisations with solid, robust diversity programs in place are also more attractive to potential employees, who ask about such programs at interviews.

This is important, in the current era of a more mobile workforce.





Productive work life, despite anxiety

LESLEY WATTS

People generally would say that I’m friendly, social and energetic. My work is very important to me: it is both part of my recovery and also my challenge! I work at Insurance and Care (icare), in workers’ insurance compensation, and focus on those who are at the end of their workers’ compensation entitlements, weekly payments and medical. So I understand some of the challenges you face day to day in life insurance.

My own experience with mental health has been a long time developing, and about four years ago, I was diagnosed with Complex PTSD. I first started to realise that I wasn’t well in 2012. After the birth of each of my children, I experienced some postnatal depression, but I didn’t take it seriously. I had returned to work where the environment was a pressure cooker when I was already feeling vulnerable. Stress had never bothered me before, but over a few months, I found myself not being able to speak and was losing my voice. I would find myself in meetings and all of a sudden not having any sense of self, or a perspective upon which I could draw to have something to say. In essence, I felt that I disappeared into a void inside myself. When this happened, and I started to recognise some triggers for it, I would panic. Over time, my fear about attending work became greater and greater. I just put it all on myself – it was a function of how useless I was, I didn’t deserve success, and I wasn’t worthwhile. Colleagues were noticing that I wasn’t myself, and asked if I was okay, but I didn’t know what was happening, and couldn’t confide in anyone.

Then, two things happened that prompted me to see someone: I was crossing the road to go the office when I literally fell to the ground in an acute anxiety attack; and I started having hallucinations, usually spiders – I’m phobic – and would desperately try to run from or flick away something that wasn’t there.

Looking back, I wish I hadn’t dismissed the early symptoms and signs. I didn’t think they were valid or significant, but of course, they were. I went to the doctor and I was diagnosed with depression and anxiety. I was given some time off work, started to see a psychologist, and was prescribed antidepressants. I ended up taking three months off work. My poor boss struggled during this time; I was previously his go-to person, and now he didn’t know how to talk to me about my symptoms or to support me. So he rarely contacted me to touch base and see how I was. This reinforced some fears about not being wanted anymore in the office.

What was arranged well, though, was the progressive return to work. I initially started going to the office two days a week, and one day from home. It was staggered and allowed a gentle return to the work environment. I also felt supported by the tasks I was given to complete – they were discrete pieces of work that didn’t require huge engagement with a broad group of people, which allowed me to gain confidence slowly.

Eventually getting the right diagnosis was crucial for me. Until I was diagnosed with complex PTSD, nothing made sense, and then all of a sudden there was a reason. I felt liberated and real and this had a significant impact on me, not only as an individual, but as a productive employee. Now, when I know I need to be on point, I make sure I plan to exercise. I might tell my boss and one of my trusted colleagues that I’m having a bad day and need some space. I figure out a day that I can work from home, although it’s important I don’t do this straightaway; if I work from home on the worst of these days, it embeds my negative thoughts. So I plan it in conjunction with my peers and my boss; that way I’m proactively managing without contributing to negative thoughts. Honesty is so liberating for both sides of the discussion.

In summary, for me, living with a diagnosis and being a productive and useful employee go hand in hand. Managing mental health in the workplace still has a long way to go. A holistic approach to people is what is needed, in the same way we provide flexible workplaces to acknowledge working families, child care issues, or when the hot water system breaks! The same acceptance and honesty needs to occur for mental health.






Relying on government assistance

If you have to take a long absence from work for mental health reasons and you’ve used up all your available leave, then you might find yourself on ‘leave without pay’. As long as you are still employed, you can apply to Centrelink for ‘sickness benefit’ – the amount you receive depends on your assets and partner’s income. In 2019, the most you can claim is $604.70 a fortnight, if you are single with kids, with no assets or other source of income.

If you become unemployed, you can apply for Newstart allowance – the allowance amount matches that of sickness benefit – but you need to be actively searching for work, attend regular training and apply for jobs through government-funded employment agencies. If you don’t attend your regular appointments and show you’re actively looking for work your payments can be stopped. Both these payments are only available if you’re an Australian resident between 22 years and pensionable age. A Centrelink medical certificate, signed by your GP or specialist, is necessary if you can’t attend due to your anxiety symptoms. You can claim mobility allowance for transport costs while seeking employment if your anxiety condition means you can’t take public transport.

If you have a permanent psychiatric condition, including an anxiety disorder, and cannot work as a result, you can apply for the disability support pension (DSP). There are still income and asset tests; you can apply from age 16 to pensionable age. Crucially, you’ll need to meet medical rules, which include an impairment rating of at least 20 points; these impairment scales are available on the Centrelink website. You will need a psychiatrist assessment, acknowledging that your condition will last more than two years and is fully diagnosed, treated and stabilised. At the time of writing this book, some of my patients, who meet the eligibility criteria, have only been granted a disability support pension after appealing an initial rejection, taking up to six months for approval.

My tip when applying for any Centrelink payment is to have support from a mental health advocacy service, such as a charity or NGO, as well as a friend or family member. When you attend a Centrelink appointment, ask for a staff member who is a social worker, they should be helpful and ease the stress of the bureaucracy involved. It is anxiety provoking enough trying to navigate the necessary forms and requirements, which do change periodically, and then go through all the assessments.

* * *

Being employed, feeling productive and being part of a team or work community can add much to our lives and is an integral part of our identity, sense of belonging and self-worth. However, as highlighted in this chapter, work environments can be places of stress and dysfunction – not good spaces for someone with anxiety. Not feeling in control of workload or decision-making adds to the agitation. Organisations need to strive to do better in terms of creating and maintaining mentally healthy workplaces. I am optimistic that the Australian working landscape will improve. In particular, those in the caring professions, and especially those in unpaid or underpaid caring roles, need to be acknowledged much more than they are currently, their mental health being of huge significance, to themselves, and to the people they tend.

Anxiety at work is harmful; being unemployed or lacking job permanence is cause for great anxious concern. The situation is not improved by being asked at social events, ‘What do you do for work?’ As shown in Chapter 5, the way in which a seemingly innocuous question is framed can have a major impact on someone’s inner life, their social anxiety making short work of their equanimity. Phrasing a question about employment status with the intention to judge someone’s social standing is simply inhumane.

Another source of workplace anxiety is insurance. We take out insurance for peace of mind, but all too often making a claim turns into a stressful process. Being made to feel you have to justify symptoms and inability to work, and having to continue to do so on an ongoing monthly basis, perpetuates a person’s experience of anxiety. A streamlined, humane, kinder and more compassionate approach from a claims assessor would go a long way to ease the pain of those with mental health conditions.

I still work too hard – striving to prove I am not a diminished person due to my anxiety – which affects my intimate relationships. I am constantly looking at ways to improve my work–life balance and avoid burn-out.

The World Health Organization’s 11th revision of the International Classification of Diseases, 2019, defines ‘burn-out’ as an ‘occupational phenomenon’ (not a medical condition). Criteria include feelings of exhaustion, negativity or cynicism related to one’s job, and reduced efficacy.

I don’t want to be one of those people who regret that their career came before their children. Again, it is important to practise what I preach.






CHAPTER 8

Understanding the mental health systems

Accessing the help you need

In all of the systems I have worked there are similarities in terms of underfunding of mental health services, and lack of understanding as to how to access them. I use the word ‘systems’ in this chapter title, as there isn’t just one health system, there are federally (Medicare) funded community and GP services across Australia, and hospital services run by each state and territory health department. There are also private hospital services and clinics – to access these you require private health insurance, or pay full costs.

In 2011, there was a National Health Reform Agreement whereby each state or territory was divided into what is called local hospital networks, with responsibility for providing public health services to a defined local area. I have seen many shifts in health service boundaries over the years; as with school zoning there will be local health services in your area. Private health, as with private education, gives you more choice, but at a higher cost.

All Australian citizens and residents with Medicare have access to public health services across Australia. There are psychology services accessed through the Medicare-funded national Better Access scheme. National or regional NGOs (non-government organisations), charities and not-for-profit services offer support, education and advice. They can help you navigate the systems. Please refer to the resources chapter for more information on some of these.

I am hopeful that the online ‘My Health Record’ will make the consumer and carer journey much easier, reducing anxiety for most. A frequent complaint from consumers about the health systems is that they are tired of repeating their story to so many professionals each time they access treatment, and this much-needed 21st-century addition to the health services systems will provide health professionals with access to real-time data.

My advice always is to seek professional help. When you find someone you trust and can talk to, you can make an informed decision about treatment with the knowledge that you’ve weighed up all the options. What I’ve attempted in this chapter is to explain how the systems work and when each service may be useful for you. Where to start, public versus private, what to do in a crisis, troubleshooting, and treatment for children and young people.

Consumers and carers have the right to access public health support and care. We professionals need to be mindful of that, despite whatever pressures we may be experiencing in the system in which we work.

Where to start

Hopefully, after reading this book you will have an understanding of anxiety symptoms, your own and others, and be accepting of getting help and support.

As is apparent in some of the personal narratives, experiencing anxiety symptoms for the first time can feel as if you are having a heart attack – panic ensues and emergency services are called. A treatment journey can, therefore, start in an emergency room. After physical causes are excluded, it will be suggested to you that you probably have anxiety and that mental health support would be helpful.

Take time to debrief with your loved ones; it may be that they have been suggesting you seek help as you’ve been stressed for a while. It’s not easy owning up to needing professional support.

Whatever your next step, perhaps now is the time to take that long-postponed holiday, to take control of your sleep and diet, and be more open with your family about your feelings. Don’t feel frustrated about your emergency visit; rather, look at it positively, as the kick-start you needed to commence your wellness journey. People also present to their GPs with exhaustion, insomnia and a range of physical symptoms that are often anxiety related. People also know when stress is affecting their general health, but can’t quite find the time out of their frantic lives to consult a clinician. It is always useful to take stock, to consult a GP, call a helpline, speak to a friend or family member, or the counsellor at work – before getting to the point of crisis.

Whether your next step is medication or talking therapy, or a combination of both, your first port of call will be a GP.

Of course, if you feel you’re at risk or that you require urgent attention, attend your local emergency department.

Accessing a psychologist

To access a psychologist under the Medicare-funded scheme of ten sessions per calendar year, you will require a GP referral. The GP will ask you some specific questions and fill out a questionnaire, called the K10, which is an anxiety and depression score. Do not worry about the answers, there is no magical access cut-off, it is a requirement to enable funding.

I also suggest you go on to your local health service’s website, as they may offer certain psychology or counselling services for free. If you are using drugs or alcohol, or gamble, there will be a counselling service, under the local health website, that you can access. The counsellor will talk to you about your anxiety, not only substance use. DBT programs are offered in many local health networks, and the service is free.

If you have private health insurance you can access a DBT group or other psychology-led day groups through the private hospital network closest to you.

Accessing a psychiatrist

To access a private psychiatrist, you require a referral from a GP, or other registered medical practitioner, as with any specialist referral. A GP referral is valid for a year; other specialists’ referrals are valid for three months.

Public-sector psychiatrists work for the local health networks, and are based in community teams or hospital inpatient or emergency wards. Access to them is through these avenues.

Try your local health area website

Check out the website of your local hospital network for mental health services. In each state or territory there are local numbers to call during office hours, as well as numbers for acute care teams to call after hours. Acute care in this instance meaning urgent care, but not requiring emergency services. Depending on how unwell you are, you may be seen fairly quickly, either at the centre or at home.

Open a search engine, and type in ‘local hospital networks near me’.

Help lines

You can access help lines, run by various mental health organisations and charities, such as Beyond Blue, Lifeline or SANE Australia. They’re helpful in assisting you navigate the local systems, giving advice and support in an anxiety-laden time.

The Better Access initiative

The Better Access initiative has been expanded to include new Medicare items to allow patients in rural and remote areas to access services through video conferencing (Better Access Telehealth Services).

Public or private

Public facilities

Public mental health facilities have changed dramatically since I commenced psychiatry training in 1992. Gone are the mental health day hospitals, where many of the psychology-led therapies were conducted, and where patients with anxiety disorders were often best placed. Psychiatrist outpatient clinics, where you had a one-on-one session with the public-sector psychiatrist, have generally disappeared, too. This is now a service mainly offered by private psychiatrists. If an admission is required, access to a public psychiatric bed is usually through the local hospital emergency department, while waiting for a space to become available. There are direct mental health unit admission pathways, but these are often not available.

There are various reasons for an admission. Generally, it occurs if the person deteriorates to the point where they feel they require daily intensive input and a safe environment.

As mentioned, public mental health units are now increasingly places for containment of risk. They generally have social workers, nurses, psychiatrists and diversional therapists on staff, but not many units have access to psychologists. Outside of office hours, the nurses are the primary staff that interact with the patients, or can be the doctors training in psychiatry, the registrars.

Private facilities

While the number of public facilities has diminished, the amount of people with anxiety disorders needing help hasn’t gone down, and they often turn to the private hospital system. Private health insurance Top Hospital Cover policies allow for mental health admission, and private-facility psychology- and psychiatry-led services are available, linked to the ongoing need.

A private organisation that offers such care is the Northside Group, with which I am affiliated as a visiting medical officer. It has a holistic wellness approach to mood disorders in its five Sydney-based units. I work in two of them: Macarthur (in Campbelltown, in south-west Sydney, where I worked in the public service for over a decade) and Cremorne. They offer psychology-led day programs for inpatients and outpatients, and most of the therapies I explore in Chapter 6 are taught and provided in group sessions, plus there are staff-guided activities and a holistic approach to diet and sleep. At these facilities, the patient sees a psychiatrist and, usually, their own individual therapist in the community.

There are similar systems nationally, accessed through GP referrals and membership of health funds. The downside is that patients need to have private health cover or they’ll bear the costs themselves. I do have patients in my private practice who are on the Disability Support Pension or who are low-income earners who’ve taken out private health cover – perhaps family members have helped out or they’ve somehow budgeted for it. For patients who can’t, or won’t, go to the public service as they either feel they won’t meet the risk-based criteria for admission, or need longer in hospital to recover, it’s a beneficial and worthwhile system, especially for those with mood disorders generally, and with anxiety disorders specifically.





‘Get over it!’

JACKLYN STAUDINGER

My family’s ongoing mental health supports are considerable. ‘Anxiety! Get over it, move on!’ was – and still is – the advice routinely given to myself and two of my three children, who suffer from severe anxiety disorder along with depression, OCD, severe social anxiety, rigid behaviours and eating disorders. When my children were younger and I struggled to access services, all I kept hearing was that it was my fault, my parenting style. I was ‘too soft’, and that this is ‘just what happens’ in single-mother families! I believed everyone, as I had no self-esteem and continue to this day to feel shame and guilt for letting my children down. When, in fact, the system let me down. My then-GP refused to refer my children to a paediatrician, as he viewed them as being okay. This GP did, however, prescribe me anxiety and antidepressant medications in 1996, after I experienced domestic violence and a separation, followed by divorce. I asked him what anxiety is, but never really got an answer. We choose to use private professionals, psychologists and psychiatrists.

I’ve definitely noticed huge differences in the quality of care between the public and the private systems. With private providers, we have flexibility with appointments. I feel as though I have a voice. I’m called by name, my history is known and researched prior to appointments, and I’m treated without judgement. There are never any issues with making a phone call to check or ask a question. The barriers with private are cost, waiting periods for initial consultations and limited beds for private inpatient care facilities.

My psychiatrist keeps advising me to cut back on work and take it easy; he keeps telling me I need to look after myself. However, I need to work six to seven days per week to afford the bills: specialist visits, therapists and medications are a huge drain on my budget.

Barriers within the public health system are that services are minimal, with long waiting periods; seeing different doctors at every appointment (who have to go through the whole history from the beginning, without having read any case notes prior); and a change in psychologists every few months. There was barely ever time to build a rapport before a new therapist took over; there was never enough consistency to ‘dig deep’ and deal with the issues. Funding was also cut to Mental Health Services such as Headspace; psychiatrists were completely cut, along with some psychologists. There are also very limited mental health care facilities, especially within the hospitals: there aren’t enough beds. People are sent to PECC units (psychiatric emergency care centres, usually located next to the emergency department) then released while they’re still unwell, with limited follow-up, only to return eventually. Phone supports have a call-back service. On two occasions that I know of, the person has yet to receive a call-back. There’s no follow-up when someone with mental health conditions ceases to attend any services, programs, doctors or therapists. What happens next?

Our future is unpredictable. In moving forwards, I’m trying to deal with the past. I strongly believe that I’d have had a different – possibly sad – outcome if it wasn’t for the support of my private psychiatrist and private psychologist. My life is now about advocating for mental health, especially in young children, and sourcing professionals who care!






Troubleshooting

Finding the right psychologist or psychiatrist

What’s fundamental to a clinical approach encompassing kindness, care and compassion is that the very reason we have these systems in place is you. The clinician is there to treat you as they or a member of their family would want to be treated, with dignity, respect and care.

An issue in finding a private psychiatrist or a psychologist is that there may be a waiting period – we psychiatrists are still thin on the ground, especially in rural areas.

My tip is to look for a psychologist in your area first, call their practice – many have a mobile number available – and book a session. It is quicker to access a GP than a mental health specialist. The GP can then write a referral to the specific psychologist, and you’re good to go. The Australian Psychological Society has ‘find a psychologist’ on their webpage, psychology.org.au.

My tip for finding a psychiatrist is that you start by researching psychiatrists in your area, then approach a GP for a referral.

The Royal Australian and New Zealand College of Psychiatrists (RANZCP) has a portal on its webpage, ‘Your Health in Mind’, where you can type in your postcode and a list of willing psychiatrists pops up. You can call their rooms, obtain information about their fees and what Medicare rebates you’re entitled to.

There will be instances where you don’t gel with your psychiatrist, psychologist or mental health clinician, or you feel you would benefit from seeing someone else. That is your right as a consumer. You can stay in the same practice if there are other practitioners working there, as your intial GP referral will cover that. If you need to go somewhere else, your GP can write another referral. Another issue may be the presence of a language barrier – the 2016 census showed that 300 languages are spoken nationally. TIS National is a national interpreting service, funded by the department of social services, provided free of charge to clinicians, pharmacies and NGOs, among others. You can make use of the telephone service immediately, or book someone for onsite interpreting.

Remote areas

In rural, remote or regional areas distances to practitioners are often great. Medicare funds telepsychiatry and telehealth consultations with psychologists, social workers and occupational therapists. To see if you qualify, type telehealth into a web browser, or access the Australian department of health website; for psychiatrists type in RANZCP.org.

Holidaying or moving

If you move, or need support on holiday or business travel, it is always helpful to have a letter from your GP, psychiatrist or psychologist. I always furnish my patients with a travel note, highlighting their medications, diagnosis and any allergies. Any letter I write, even the ones to other health professionals, I make available to the person I treat. You, as a consumer of a service, should also have access to any discharge paperwork after an admission.

When it’s a crisis or an emergency

People in crisis, when panic is reaching crescendo, present to emergency departments, often via ambulance. They may be experiencing self-harm thoughts, or just feel so exhausted by their anxiety symptoms that they feel like giving up. The message is to attend an emergency department if you feel unsafe. That communication is given by telephone helpline staff when they feel there’s a risk, and often they will call emergency services on your behalf. There are few places to attend in crisis after office hours, other than crisis care teams and emergency departments. Consumers can make use of the services of the local acute (crisis/urgent) mental health teams, who can support them at home or at the community mental health centre as necessary.

Not every person presenting with rapid breathing and a fast heart rate can attend emergency departments. Hopefully, there will be support available, from a friend, or family member, or a phone support service such as Lifeline.

Prepare for the possibility of a crisis by organising a written emergency plan. Those trying to assist you will then know best how to help if you are unable to articulate your wishes in the midst of a crisis. This plan may include what you would like to happen to you if you are taken to hospital, including medications you prefer and who to call in an emergency. Utilise relaxation or grounding techniques, strategies from your therapy sessions or take emergency medication you may have on you, that you keep for crisis situations.

Accessing child and adolescent services

A recurrent, consistent theme in any discussion about mental health services is the acknowledged lack of resources for children and adolescents, at the time they needed the help the most. Too frequently, kids either aren’t treated early enough or aren’t treated intensively enough. Like all the people I interviewed for this book, I had symptoms in primary school. And none of us – and probably not many of you – felt helped or supported if you experienced symptoms as a young person. Take a moment to reflect on that, whether you’re a person with a similar history or someone with a child who feels helpless because the proper help simply doesn’t seem to be there. The statistics are compelling: we need well-funded, improved services for children and young people.

A minor has the legally enshrined right to proper care and professional treatments, trusting their parents to seek appropriate help for them. Sadly, I’ve met many people who’ve had negative experiences when younger, including being subjected to conversion therapy, or treatments based on superstitious beliefs, with anxiety disorders into adulthood as a result. This has caused such trauma as to multiply symptoms and lead to distrust of health professionals, with sometimes tragic results. It’s so easy for the response to a child’s mental health–induced misbehaviour to be one of anger and frustration, further reducing self-worth in your child.

To access child and adolescent mental health services, you need a medical referral, typically from a GP, paediatrician or another psychiatrist. Generally, a child and adolescent service will be available in a local health network, and will include psychiatrists, psychologists, family therapists and social workers. They will liaise with a school counsellor and other clinicians involved in the child’s care. An adolescent inpatient unit is a specialised unit, which will cover a larger geographical area, managed through the child and adolescent service in the area health service. Teaching is also provided in these units, which are generally for children up to 16, if they are still attending school.

There are private child psychiatrists, found through the RANZCP portal, and some private inpatient adolescent units, who take referrals from GPs and medical specialists. Younger patients, when requiring urgent psychiatric hospital admission, are admitted to paediatric units, with onsite support offered from the mental health department. It depends on what specialist mental health units are available. It’s often admission to a paediatric ward, with a mental health–trained person assigned to observe the young person one on one.

If the child is older and presents with difficult-to-manage behaviours, they may have to be admitted to the adult mental health unit, with a member of staff giving them what we refer to as 1:1 observation or specialling. Some health areas have youth inpatient units, which admit young people, aged 17–24.

A first port of call for 12–25-year-olds is the local Headspace service, where psychology, psychiatry, vocational support, counselling and social services are available. You can self-refer, but the young person may still need the psychology referral from a GP to access a psychologist there.

In reference to the point made above regarding paucity of services, you can begin to see the issues at play. At any stage in a young person’s anxiety treatment journey it is helpful for them to speak to someone one on one, whether a psychologist or counsellor, through the mental health service or their school. It is also helpful to the family to undergo family therapy; skilled social workers and other trained family therapists are generally available through the child and adolescent services at your health service. Or somewhere like Headspace can help locate a family therapist if that isn’t a service they offer.

Children with school phobias, separation anxiety, agoraphobia and autistic spectrum anxiety with avoidance linked to new situations are not easy to engage. Also, they don’t always present on time for assessments weekdays, 9 am to 5 pm, despite desperate parents urging. When I trained in child psychiatry in the UK, I spent nine months under the supervision of an older psychiatrist in 1993; he hardly ever prescribed medication, and as part of the team, we had psychodynamic-trained psychotherapists, as well as family therapists from social work backgrounds. It was impressive. At the tail end of my registrar training in 1998, I worked with a dynamic new consultant who was up to date with the relatively new medication for ADHD and related disorders. Thanks to those well-resourced teams, around during my training years, I’ve seen children’s mental health, as well as family dynamics, blossom.

I’ve also certainly witnessed children’s focus and attention transform on medication.

However, I’ve also seen growth and sleep disrupted, with agitation and mood symptoms manifesting in teens. Medication is often a double-edged sword, treating symptoms yet creating problems through side effects. There’s always the risk of medicalising a child as the scapegoat of a dysfunctional family or school system. A pill isn’t going to stop abuse, neglect, constant shaming, mixed messages, inconsistent parenting, bullying or isolation at school or constant parental arguments. Health professionals are best placed to make an assessment and management plan.





Mental health issues start early

LAURA HUGHES

We need more treatment for children and adolescents because this is where most mental health issues start to form. Especially for teenagers, because people just tell them that it’s hormones and that it’s nothing to worry about. Most teenagers will go untreated because they’ve been told there’s nothing wrong with them.

If you want access to children and adolescent mental health facilities, you have to wait weeks on end to get in. More psychologists and psychiatrists need to be trained in youth mental health. In my twin sister’s case, when she was no longer allowed to be at ICAMHS [Infant Child Adolescent Mental Health Service] because she was no longer at school, even though she was 17, it was hard for her to enter the adult mental health sector because she wasn’t 18 yet.

There aren’t enough services for children and adolescents, and there’s a very noticeable gap, at 16–19 years, between the platforms of adolescent and adult services. It’s a very fragile gap, in fact.






What to do when someone else needs help

Watching someone you love experience anxiety and panic can be heartbreaking and stressful. I am often asked what to do for someone in a situation where they are hyperventilating or so agitated that they can’t speak. People in such situations feel helpless, they need those around them to be understanding and kind. You do not have to be a mental health specialist to offer common sense, and helpful and positive support.

If you are on the phone with someone who is in crisis, stay on the phone while you help to arrange support such as emergency services.

If you’re nearby, go to the person – this may be part of their crisis plan. Remember, it is not easy reaching out for help, so don’t ignore the request.

If you’re with someone, let them know that you will stay with them, help them with their breathing, remind them of strategies they’ve used before, give them water and assist with medication. For anxious breathing, use your own calm respiratory rate, with eye contact, to help slow theirs. Stay with them until the panic attack is over, or until emergency services arrive.

While it’s not pleasant having to sit in an emergency department waiting room, your support in this situation will be much appreciated. It is always easier to navigate the steps necessary to access help in any system if there is someone holding your hand.

* * *

The take-home message is to always talk to someone, to reach out. Whatever your age or circumstances, there is someone out there who is available and who should listen without judgement. It’s still your call, but I urge you to make it.

Worsening anxiety and irritability with poor sleep, focus and attention are not good for anyone to have to cope with, made so much worse if you are feeling isolated and are not connected to support.






CHAPTER 9

Mark’s manifesto to improve mental health services



Treatment choice and access to equitable, good-quality care nationwide should be a given. And we in the mental health field wonder why our feedback forms, when available, are so negative. As we’ve seen in the personal narratives in this book, people feel very strongly about their experiences with mental health services. Psychiatry’s past is peppered with great injustices. People have felt, and still feel, traumatised by the systems they’ve been subjected to. I take time to reflect on this; so many people I see have histories of trauma and abuse. They shouldn’t have to wade through bureaucratic sludge in order to access proper treatment and care. I also acknowledge that people working in the systems suffer stress and burnout; as I have stated, I have found the relentless pressure too much at times. Public and private health systems should have robust mentally healthy workplace structures in place. If we look after ourselves mindfully and openly, we can care for others better.

For real change to occur, there needs to be concerted, coordinated agitation for positive change, from within and without of the systems. I recently made an emotive speech at the media launch of the fourth Australian Mental Health prize, at the University of NSW. I referenced my own anxiety and burnout, plus the issues I had with the siege mentality at play in the public health service where I worked, as rationale for leaving that system. I will return to public health, just not now.

American Republicans have described Obamacare in the USA as socialist, and clamour for less government interference in their citizens’ lives, mainly when it suits their own interests. In truth, general equitable health care for all citizens should be a given. We may have issues with our funded public health services as a nation, but if you have an accident at work or home while using your electric saw and chop the fingers off one hand, here in Australia you don’t have to decide which ones you can afford to lose. In the USA, remortgaging your already overcapitalised house and starting a crowd-funding campaign still won’t cover everything. It’s a sobering reminder that, in some circumstances, such as physical health care provision, we are a lucky country. But, when it comes to mental health services, we’re not quite so lucky.

Not that there’s been a shortage of mental health inquiries over the years. At the time of going to print, I’m pleased to report that the Productivity Commission inquiry has conducted their major review of mental health services, which has tremendous potential to generate real change. Mental Health is more on the national radar than it was even ten years ago. As touched on, it’s in our national emotional and financial best interests to better fund treatment and recovery services in the community. Emergency services are costly. So are anxiety disorders, and yet provision for anxiety services is lacking, despite being the most common mental illness group. Psycho-social service access is vital, and treating anxiety symptoms earlier than we do would make an enormous difference. Every personal narrative in this book reinforces this.

The Cost of Treating Anxiety study, 2005, showed that individuals with the highest treatment costs, and therefore the greatest need for intervention, are anxious patients with depression and those diagnosed with PTSD or GAD. Also ranking high were individuals diagnosed with both anxiety and a concurrent medical condition, such as heart disease or diabetes.87

It was found that 7.7 per cent ($9.1 billion) of government health expenditure was spent on mental health–related services in 2016–17. $1.2 billion, or $49 per person, was spent for Medicare-subsidised mental health–specific services and $511 million, $21 per person, was spent on subsidised mental health prescriptions under the PBS.88

In total, $180.7 billion, more than $7400 per person, was spent on all health.89

The Fifth National Mental Health and Suicide Prevention Plan, produced by the Australian National Mental Health Commission and endorsed by COAG (the Council of Australian Governments) Health Council,90 has a great blueprint for mental health service provision, addressing inequality and highlighting the specific needs of Indigenous peoples and minority groups, including LGBTQ. Suicide prevention and the physical health needs of those with mental illness are given due importance. There’s a focus on narrowing the burden of disease gap for those with mental illness. Due attention is also given to serving the specific needs and issues of rural and regional areas. Carers and those with lived experience feature large, with representation proposed, in all key points, for consumers and carers to have a stronger and more meaningful voice. One that is actually heard, acknowledged and included.

Of course, when I talk about a manifesto for improved mental health services, I am hardly a trailblazer – so many others have been agitating for reform, and still do so. I also want to continue working towards a better world, where climate science is acted on, equality is a given, all lives matter and no one has to die, neglected and alone, in an aged-care facility. My manifesto though, comes from working passionately in the field of psychiatry for decades, and as someone with anxiety. Experience in both does have merits for focused change. My focus, for this section, is on improved services for anxiety and other mood disorders, noting the national and state mental health plans currently available.




1.   More investment – it pays

Costing models have shown that if governments globally increase funding for anxiety and depression services, the benefit far outweighs the outlay, in striking economic terms. Improvement in quality of life, in overall functioning and global saving of lives are measurable outcomes. A global return on investment analysis in The Lancet, in 2016, stated that there’s a global investment case for a scaled-up response to the public health and economic burden of anxiety and depression. With only a modest 5 per cent improvement factored in, both the ability to work and productivity at work, as a result of improving treatment options and outcomes, shows an investment return. Interestingly, a 5 per cent net increase in mental health funding in Australia would raise the spending to 12 per cent, the exact burden of disease cost.91

Yet increased funds should not be for more of the same. We need a dynamic shifting of mental health service delivery. Consumers and carers, community and grassroots organisations should be consulted, and listened to. Change, to be meaningful, has to include the people it’s meant to benefit.

The net present value of investment needed to substantially scale up effective treatment coverage for depression and anxiety disorders is estimated to be US$147 billion. As well as the health benefits, scaled-up treatment leads to large economic productivity gains – a net present value of $169 billion for anxiety disorders alone.92

Money talks: invest in mental health and reap the rewards.




2.   More community care and after-care options

Most local mental health teams no longer offer psychiatry outpatient clinics, which are now known as doctor-only slots. Unless you fulfil the clinical criteria for case management, the local DBT program, or require acute crisis care, you’re expected to attend your GP. You’re entitled to medication and, through the psychology access scheme, your annual ten sessions.

Ever since I started work in Australia, the community and carer, peer support and lived experience refrain, as from one songbook, has been for improved and expanded community care. There are non-government organisations in the community space, though they’re variable in their approach, patchy in their coverage and not nationally consistent. For people who have chronic self-harm or suicidal thoughts, there’s always a risk. If there was a safe space to attend, rather than an emergency department, this would be of benefit. This could be serviced by staff with a skill mix predominently of those with lived experience, with mental health clinicians as partners in providing care. Ideally, room service and a comfortable space for a carer to stay as long as they want would be incorporated.

One of the specific issues in the health systems, countrywide, is the lack of good, supported accommodation and aftercare options for people discharged from the mental health units. This is one of the main issues delaying discharge, and it causes what’s known as bed block. There’s a knock-on effect on the emergency targets of moving people through from triage to admission to an inpatient bed in four hours. This is a national target, even though the previous target of eight hours wasn’t being met. So the departmental bed dance continues, ebbing the morale of stressed health staff, whose attitudes are in turn displaced onto the consumers of the services. According to the 2017–18 Institute of Health and Welfare figures, there were 286,985 mental health–related emergency department presentations across Australia, 3.6 per cent of the total.93

When I was a senior psychiatrist in the public system, one of my most difficult tasks was to discharge people for a few days to what was euphemistically termed ‘temporary accommodation’ – often a motel room. This is not good care; in fact, it is not care at all. In the part of London where I worked, a scheme was instituted in which locals who’d been vetted would offer board and lodgings to people discharged from mental health units; they would receive rental income, while the recently discharged person would have company, food and space in which to recover. I am not suggesting this specific intervention should be used here, just that we absolutely have to look at other options for those in need of good after-care. Respite and after-care residential places could be run by peer workers and family carers – a nod to my friend Phyllis Tangitu in Rotorua, NZ, where there are similar Maori-led services. The same discharged people turn up to emergency departments regularly, forming the cohort of revolving-door patients that evince irritation from staff who label them ‘frequent flyers’, unable to adhere to treatment plans. But these ‘frequent flyers’ deserve to be better treated.




3.   More resources for young people

Anxiety disorders are most prevalent in the 15–34-year-old age group, with a high burden of disease and associated economic cost, as detailed above. We should be allocating more resources, with a specifically honed focus being the provision of services for our young, the future generation. The issue with anxiety disorders specifically, in mental health management, is that public mental health is focused on what is termed severe mental illness. Services should be focused on this group, those with complex mental health issues, including PTSD, and high levels of need. But those with anxiety disorders and depression need more from our current treatment models. The services offered for anxiety disorders by the public mental health systems are at best erratic. At worst, they’re completely underfunded and under-resourced. There should be more than ten funded psychology sessions per year for young people, especially in regional and rural areas. The majority of those with mental health issues have their first symptoms in their teenage years.

We are failing our young people, at a time in their lives where anxiety is best treated by psychological and social management. Mental health education in schools is essential. Head teachers at schools, or someone senior appointed by them, should pioneer mental health education and training. In any organisation, buy-in of culture shifts has to come from the top. Health and diversity committees, with student representation, should address mental health deficits and advocate for systemic change, and feel empowered to do so. Recently, I signed an online petition organised by a young man called Curtis Cloake, calling for the government to make therapy free and accessible for young Australians. He’s apparently battled with anxiety since puberty, when he was studying filmmaking at university, but had to return home to focus on his recovery. You’re an inspiration, Curtis – it’s young people like you who change the world.

Someone to talk to and build a trusting relationship with takes time and needs to be ongoing. Young people also need somewhere functional, safe, community focused, yet private, to live. No person, especially a minor, should be homeless, let down by families and the system.




4.   More public mental health emergency services and ward-based care

Related to this issue is the concomitant lack of available public ward-based therapies. To access these facilities, people with anxiety disorders have to navigate the sorting room of the emergency department, the de facto front door of the mental health units. There, your entry card needs to be franked by various junior players until you finally have a chance at being assessed by an actual psychiatrist. This is so much more complicated in regional and rural areas, where access to psychiatrists – often locums and of variable availability (and quality) – is, to put it euphemistically, patchy. People with anxiety disorders in this situation, where immediate relief and crisis control is necessary, face an even more difficult uphill battle. Someone who presents, say, with overwhelming obsessional ruminations and believes they have responsibility for imminently precipitating infectious death and destruction on a national scale requires clinical input and containment. Informing the person – in this situation, after hours – that their condition isn’t severe enough to merit an inpatient stay is neither good nor compassionate practice. Nor does it bode well for ongoing therapeutic engagement.

Our hospital culture is based on antisocial hours – an on-call system still linked to an outdated practice of normal weekday hours. As if we were a bank. Funding models consisting of senior doctors working weekends are deemed too costly, even though health outcomes are improved in any health district where this model is adopted, and the peak presentation period in emergency is between 5 and 9 pm. The focus of public mental health service delivery is risk assessment; consumer, carer and the voices of those with lived experience still feel muted. This approach doesn’t facilitate an engaging, shared-care model of mental health care. Nor does it allow the practice of psychiatry to truly move into the 21st century.

People with anxiety disorders, either as a primary diagnosis or in addition to another mental health condition, or those with a mental health issue requiring inpatient care, should have the option of accessing private and non-government mental health services. As with the National Disability Insurance Scheme (NDIS) model, people who are eligible could be allocated an annual sum of money they can put towards formulating their preferred mental health plan. An individual plan can include proper remuneration of their carers, access to paid peer support from those with lived experience, exercise physiology, health centres and affordable good nutrition. Added to this should be psychiatric and inpatient clinical care, which could include annual health insurance payments, psychiatrist and medication costs, and therapy services. The NDIS is a great achievement, but it is not a supplement for those with mental health conditions who can’t get appropriate services. Those with mental health issues require so much more than is currently available, particularly in areas of socialisation and rehabilitation.




5.   More collaboration with peer workers and lived experience support

I receive regular positive feedback from the consumers of mental health services where I work, and from people at talks or speeches I participate in, about my willingness to be a clinician open about his lived experience. They say they would rather consult a clinician who knows what they are going through, than someone who has no lived experience.

I can hardly advocate for increased acceptance and understanding among my peers and co-workers in health and disability for those of us who acknowledge mental health issues, and not say something in this book about the woeful state of acceptance and take-up of peer support services in mental health systems.

I’ve treated lived experience workers whose anxiety ratchets up when they are excluded from meetings because they are not considered ‘proper staff’, or are told that they won’t be able to receive sensitive risk information about someone they are trying to support.

In all treatment settings, peer workers need to be part of an integrated care package, providing ongoing input into all stages of management, discharge arrangements, and post-discharge rehabilitation and recovery needs. And they should be remunerated for the work they do.

Consumers should have the major say in planning their own care, including the development of what is known as an ‘advanced directive’. In this important document, which is written when a person is well, they can specify who they trust to speak for them when they experience difficulty doing so themselves, what medications or interventions they don’t want, and what they generally find helpful. My friend Janet Meagher, a patron of SANE Australia and a doyenne of the mental health consumer movement in Australia, clearly articulates the role of consumers in our mental health systems, as partners, consultants and members of the organisations providing care. ‘Nothing about us, without us’ is a mantra I learnt from her, in the context of mental health consumers – the same evening she told me that I wasn’t that bad, for a psychiatrist.




6.   More support for carers

It’s important to acknowledge that while living with anxiety is hell, living with someone with anxiety is not easy either. I take my hat off to carers. I know I should acknowledge the love and patience of my family more often than I do. I do so here.

Young carers are those up to age 25 who care for a family member or friend, a stressful responsibility.

Care for the carer. So much more needed, as the following narrative powerfully underscores.





Care for the carer

SARAH SUTTON

When I was aged 15 my oldest brother, aged 21, was king-hit at a party. He sustained a head injury, and over time he withdrew from his friends, his family, his life. As he became more vulnerable he was taken advantage of by others, including his friends. He was assaulted by police because he didn’t want to go to hospital. He hadn’t done anything wrong. It took him years to receive treatment, and those years were a living nightmare for all of our family.

My other brother, aged 17 at the time, perhaps from the trauma of witnessing all of this, quite suddenly also became unwell. He was seen at school engaging in risky behaviours, and it was thought he was attempting to take his life. He went from a straight-A student to a young man who wouldn’t get out of bed to go to school, and one day my parents found him hiding in a cupboard, extremely afraid. Twenty-seven years later, and although my brothers are now living independently, they’re still not receiving adequate supports. As a result, they’re extremely marginalised, isolated, stigmatised and traumatised, and they’re not empowered to have a voice. They experience severe symptoms of mental illness, including significant anxiety and extreme side effects of medications. We provide assistance as a family, but they don’t want that kind of help from their family.

My brothers have a human right to achieve a sense of worth, connectedness, belonging and purpose. Everyone deserves to be treated with love and respect, especially when they’re unwell.

Being a carer of someone with a severe mental illness means you live in constant fear. On a daily basis, you have to grapple with the isolation, the hopelessness, the heartbreak, the tiredness, the frustration, the trauma and anger at the system. We fear that my brothers will become acutely unwell; we fear that their services will be withdrawn. My parents worry about when they pass away: what will happen to my brothers? Family members and I have developed auto-immune disorders as a response to being in fight or flight mode on a daily basis.

With all these emotions, it’s important that I look after myself, so I spend time with family and friends, watch Netflix, listen to podcasts, go out dancing, have regular massages, distract myself, prioritise my limited amount of time, eat chocolate, set boundaries, contain my emotions when needed, and enjoy the simple things in life. Self-care is about thriving, not just surviving.

Anxiety runs through the family. I also work two days a week in Correctional Services as a Forensic and Clinical Psychologist, helping prisoners gain access to the National Disability Insurance Scheme. Mental health advocacy is my passion, particularly in advocating for those who don’t have a voice themselves due to stigma, discrimination, a lack of family or informal supports, or disability. These prisoners fall through the cracks of systems that don’t regularly talk to each other – justice, mental health, drug and alcohol services. We’re assisting men to overcome their fear and their shame to describe the assistance they need to engage in the community and lead a better life.






* * *

The Productivity Commission’s report into mental health services will be released as this book goes to press. If the Mental Health Commission’s fifth national mental health plan was accepted and translated into policy and service provision nationally, we’d truly be getting somewhere. Add to this the international proposed increased 5 per cent funding for mental health services to 12 per cent, to match mental health burden of disease, and I wouldn’t ask for much more. An equitable, national mental health system, which you could access through the click of the keyboard anywhere in the country, with your medical record being instantly accessible, would be ideal. No stigma or discrimination to be seen or heard would be serene. A national database of services offered in your own locality, where you can enter your postcode and specific service need, and get useful immediate results. (That would be a useful PhD project for someone.)

It’s always worth having goals and aims in life. I’ll continue to do what I can. My Yeti will hopefully continue diminishing with each successive positive yield.

I’d also love it if you, the reader, took up some of the challenge. Each of us can email our local or national Member. Having helped prepare ministerials (government minister responses to written complaints and petitions), I know they are always responded to.

Speak to a mental health commissioner from the national or state mental health commissions.

Seek out what is known as an ‘official visitor’; they monitor health systems and have the direct ear of a health minister.

Contact consumer and carer groups in your area; they welcome positive input.

And we should all smile at our neighbours, think before we react, and call out bigotry when we see it. As the incomparable Robin Williams stated, you never know what someone is going through, so be kind, always.

Thank you for reading my book. I’ve been somewhat neurotic about its reception, if that wasn’t painfully obvious.
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RESOURCES



Beyond Blue: 1300 22 4636

Online forums and telephone counselling.

BRAVE: brave-online.com

An interactive online psychological program for the treatment of childhood and adolescent anxiety, based on CBT.

Carers Australia: 1800 242 636

Support services for carers and their families in each state and territory.

conversationsmatter.com.au

Advice for how to start a conversation about mental health, and what questions to ask.

E-couch: ecouch.anu.edu.au

Provides free anonymous web-based self-help modules for anxiety, social anxiety and stress-related life events

The Embrace Project: embracementalhealth.org.au

Run by Mental Health Australia, provides a culturally and multi-language accessible national mental health services platform for multicultural communities to access resources, services and information.

Headspace: headspace.org.au

Phone and online support, 12–25-year-olds.

Healthdirect.com.au

A government-funded service, providing quality, approved health information and advice.

Kids helpline: 1800 55 1800

A 24-hour counselling service, phone and webchat and mental health apps for young people aged 5–25 years.

Lifeline Australia: lifeline.org.au, 13 11 14

Crisis support and suicide prevention. Text line (alternative to calling) open 6 pm till midnight AEST, 7 days a week.

Meetup: meetup.com

An Australia-wide page listing online groups for people with similar interests that you can join, then attend events; anxiety groups appear countrywide.

MindSpot: mindspot.org.au, 1800 61 44 34

A free online and telephone clinic for Australian adults with anxiety, stress, OCD, PTSD, low mood and pain.

Mr Perfect: mrperfect.org.au

Charity offering mental health support for men, BBQ meets and online forums.

myCompass: mycompass.org.au

A free online self-help program for people with anxiety, depression and stress.

Open Arms: openarms.org.au, 1800 011 046

Counselling for veterans and their families.

The Prevention Hub: preventhub.org.au

Led by the Black Dog Institute and Everymind, and supported by the Australian Government Department of Health, the Prevention Hub is Australia’s first collaboration focusing on preventive research in anxiety and depression.

QLife: qlife.org.au, 1800 184 527

Australia’s first nationally oriented counselling and referral service for LGBTI people; open 3 pm to midnight, seven days a week.

RUOK: ruok.org.au

Suicide prevention charity in Australia, revolving around the slogan ‘R U OK?’, reminding people to have meaningful conversations with others about mental health to help save lives.

SANE Australia: 1800 187 263

Working to improve the lives of people affected by complex mental illness. Help lines and online forums.

Thiswayup: thiswayup.org.au

Online courses designed to identify, understand and improve psychological difficulties such as anxiety.

What’s up:

This free app uses interactive games, forums, personal diary and mindfulness techniques to help cope with anxiety and stress.

Woebot:

An automated conversational agent (AI) that chats with you and keeps track of your mood using CBT techniques.

Books

Back, After the Break, by Osher Günsberg

A raw, funny, heartfelt memoir about struggling with anxiety, panic and body-image issues when younger, drinking to ease the depression and anxiety, and coming out the other side

Changing Minds: The go-to guide to mental health for you, family and friends, by Dr Mark Cross and Dr Catherine Hanrahan

First, We Make the Beast Beautiful: A New Story about Anxiety, by Sarah Wilson

A beautiful memoir, about her own journey with anxiety
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This compassionate and insightful guide will demystify mental
health issues and help anyone concerned about themselves or
loved ones.

Leading psychiatrist Dr Mark Cross, who featured on the acclaimed
ABC TV series Changing Minds, feels strongly that everyone should
have easy access to information they can trust about common mental
health problems, whether for themselves or to help family or friends.
The result is this empowering guide, written with Dr Catherine
Hanrahan, which aims to cut through the myths and taboos about
mental health and offer clear, practical help.

The book Changing Minds covers a wide range of common
issues, from bipolar, anxiety, personality and eating disorders, to
depression, post-traumatic stress and schizophrenia, and includes
how to get help, what treatments are available and how to live
successfully with a mental illness. Most importantly, it shows how
carers and families can help a loved one through what can be a
very challenging time.

Since almost half of all Australians will experience a mental
health issue at some point in their lifetime, this book is for everyone.

Available in all good bookstores.
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