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Introduction: Empowering People with Anxiety and Depression


In the midst of winter, I finally learned that there was in me an invincible summer. 

—ALBERT CAMUS, Summer



ANXIETY AND DEPRESSION are two of the most serious medical disorders. The suffering caused by these conditions is not only miserable, grinding, and so intolerable that suicide can appear a welcome relief, but it is diabolically long-lasting if not treated. We used to view anxiety and depression as afflictions of middle age. We now know that they strike the young with equal force and can be ruinous throughout life unless treated. We used to think that anxiety and depression were purely mental ills—disorders of emotion, thinking, and perspective. In fact, anxiety and depression are deeply rooted in the body, and their corrosive effects raise a person's risk of contracting a host of diseases, including heart disease, stroke, diabetes, and osteoporosis.

Depression alone is the leading cause of disability in the United States and the rest of the world.1 It costs employers an estimated $44 billion a year in lost productivity, according to a 2003 article in the Journal of the American Medical Association.2 Tragically, not only is the true magnitude of the damage wrought by these diseases widely unknown, but millions of people do not recognize their own anxiety or depression, or if they do, they suppress this recognition because of the stigma that stubbornly clings to psychological conditions of all kinds.

This book is our attempt to fight that stigma, raise awareness about the true nature of anxiety and depression, help people find optimal treatment, and empower them so they can better navigate often complicated health-care systems. 

We live in remarkably stressful times, filled with information overload, demands to perform at high speed, and pressure to multitask. The terrorism and war that have touched all of us in recent years have also added uncertainly and tension to our lives. Unfortunately, humans are not built for this kind of stress. Our brains, our moods, and our emotional responses evolved over millions of years to deal with the challenges of a hunter-gatherer lifestyle, in which new information came at a trickle and the pace of life was, literally, at a walk. The contrast with the demands of the twenty-first century is so stark that the steady rise in anxiety and depression is not surprising. Between 1987 and 1997, for example, the percentage of Americans diagnosed and treated for depression more than tripled.3 Anxiety and depression are now the two most common mental disorders, affecting 38 million people in the United States alone.4

We urgently want to address these dire statistics by improving care for those who are anxious, depressed, or both. Until now no comprehensive and authoritative guide has existed for people seeking the optimal treatment they deserve. In part, that's because until recently experts have considered anxiety and depression separate maladies. We now know this is false: people often experience symptoms of both, and proper diagnosis and treatment require an appreciation for the interrelatedness of these two disorders.

This book offers the most up-to-date and high-quality information available anywhere about the science and treatment of anxiety and depression. Our recommendations, suggestions, and guidance are grounded in evidence-based medicine, which simply means that we back up our assertions with findings from recent well-designed studies published in peer-reviewed professional journals. We have been fortunate to be involved with dozens of such studies, thousands of patients, and key national patient-advocacy groups. One of us, Dennis S. Charney, oversees scores of research projects every year as chief of Mood and Anxiety Disorder Research at the National Institute of Mental Health. The other, Charles B. Nemeroff, is a professor and chair of the Department of Psychiatry and Behavioral Sciences at Emory University, a leading center for research, training, and clinical care of patients with mood and anxiety disorders. He has treated many of the patients whose stories appear in this book. Because of our prominence in the field, we often consult with leading companies involved in treating anxiety and depression. In the spirit of full disclosure, we list these relationships in the endnotes. 5 Such arrangements, very common in psychiatry, are mutually beneficial and do not compromise our commitment to writing a book based solely on the state of the science and weight of the latest medical evidence.

Our understanding of anxiety and depression is not just a matter of long clinical experience and formal academic training, however. We are not removed from the conditions about which we write. We have our own human foibles and have experienced our share of grief, tragedy, and pain. We would never pretend to know exactly how anybody else feels, but we do have a profound empathy and compassion for everyone who struggles with anxiety and depression—an empathy rooted in our own struggles with life's slings and arrows.

Our fundamental message is hopeful: people can overcome anxiety and depression and find well-being, zest, and greater emotional resilience. Everyone can make progress. Everyone can get better. Everyone can be happier and healthier. We're not saying the path will be easy, quick, or painless, but we are certain that good information is the foundation for any successful treatment—and that is what this book contains.

In tackling anxiety or depression, recognize a fact sometimes overlooked by physicians and the medical establishment in general: nobody knows more about you than you do, and you may understand yourself better than you realize. That doesn't mean you are all-knowing or have plumbed the depths of your own multilayered consciousness. It simply means that you are the ultimate judge of when you need help, when you feel well, and when you think a change is needed in your treatment plan. Like most people, you are wiser and stronger than you may think you are. In the grip of depression or anxiety, you may minimize or dismiss your ability to change, heal, and grow, and this self-doubt is in fact part of the insidious nature of these illnesses.

Though we cannot hear your story directly or tailor what we have to offer to your particular circumstances, we acknowledge the primacy of your own unique life and all of the strengths and weaknesses you bring to bear on dealing with challenges to your health and well-being. There is no magic formula, no "absolutely effective" therapy, no "best" medication that works for everyone. You must weigh the ideas, suggestions, and options presented in this book against your own life, your own values, your own situation, and then act. 





NOT JUST TREATMENT, BUT OPTIMAL TREATMENT





Sadly, millions of people with anxiety and depression are not achieving the relief they deserve. Only about one in five of those with major depression gets adequate treatment, according to a 2003 study. "Adequate" was defined as at least eight half-hour sessions of counseling with a mental health professional or four visits with any type of physician for prescription and management of an antidepressant drug, used for at least thirty days.6

Many people simply don't realize they are sadder, more tired, or more anxious than they need to be. Others know they suffer but don't seek treatment out of fear, embarrassment, or shame. Such concerns persist despite decades of testimony by people from all walks of life that anxiety and depression are medical conditions just like any other. Nobody is embarrassed to admit they have high blood pressure or diabetes, and nobody should be embarrassed to admit they are dealing with anxiety or depression. Almost all medical diseases involve complicated interactions between mind and body, and no clear distinction can be drawn between "physical illnesses" and "mental illnesses." Unfortunately, this relatively new way of looking at illness has not become common knowledge.

Even people currently receiving treatment often do not get optimal treatment. Their psychotherapy may be stuck or simply not working. Their medication dose may be too low, it may have lost its effectiveness, or perhaps it wasn't effective to begin with. Efforts to adopt a healthier lifestyle may be bogged down because of lack of time, money, or energy. This book offers many suggestions for overcoming barriers and getting the treatment one deserves.

It's also true that despite the breakthroughs of the past two decades, treating anxiety and depression is a complicated and still inexact science. Don't get us wrong—we have the tools, both psychotherapeutic and pharmacological, to heal most of the people who seek help. But clinicians need skill and experience in order to use these tools correctly, and patience and commitment on the part of both the patient and the clinician are essential. Often people need to try a number of approaches until one, or a combination, works. If the search continues for months, people may stop before they have wrung the most from today's arsenal of treatments. Don't accept Empowering People with Anxiety and Depression 5 a "quick fix" approach. A brief medical history, a fifteen-minute chat with a family doctor, and a prescription for an antidepressant or anti-anxiety medication are seldom enough. Everyone deserves more—a true therapeutic alliance with attention to the subtleties, both physical and psychological, that determine how well and rapidly a person will overcome anxiety or depression. 





USING THIS BOOK





We have organized this book in three parts. Part I covers basic information relevant to everyone and is important for understanding later chapters. Part II covers the diagnosis and treatment of anxiety and depression. Part III explores how anxiety and depression affect people at different stages of life. The appendixes contain valuable information about special topics such as complementary therapies, how to evaluate health information claims, and where to find nearby psychiatric help.

The stories of real people and their struggles with anxiety and depression are woven into every part of the book. Some patients have allowed use of their real names because they want to combat the stigma lingering around anxiety and depression. Others have chosen anonymity out of concern for the privacy of others involved in their story. We are deeply grateful to all of them for sharing some of the most difficult or painful times of their lives. We believe these stories add an invaluable dimension to the factual information we present.

A few anxiety-related afflictions are not addressed in this book. For instance, we do not discuss obsessive-compulsive disorder (OCD) because current research suggests it is a distinct psychiatric entity that should not be lumped with other anxiety disorders. Although patients with OCD need as much help as any, this subject is better treated in a book of its own. Interested readers might consider The Boy Who Couldn't Stop Washing: The Experience and Treatment of Obsessive-Compulsive Disorder, by Judith Rapoport.7 We also do not specifically cover so-called simple phobias—abnormal reactions to specific things such as snakes, spiders, or blood. Such phobias are relatively uncommon in the general population (as opposed to simply disliking or fearing snakes or spiders). In addition, simple phobias are seldom disabling, and their treatment is relatively straightforward.

We have written this book because we know that healing and happiness are possible, and people can lead more rewarding, satisfying, and pleasurable lives by taking advantage of everything we know about anxiety and depression. By opening this book you have already taken the immensely important step of seeking help and information. We wish you courage, patience, and tenacity as you apply what you learn here to your own life and loved ones. 



Part I

The Power of Mood

 




1. Thieves of Happiness


The Brain is wider than the Sky—

For—put them side by side—

The one the other will contain

With ease—and You—beside. 

—EMILY DICKINSON



THE MALADIES TODAY called anxiety and depression can be detected in the works of ancient writers from Galen, the Greek father of medicine, to Confucius. The descriptions, however, often don't fit into the tidy diagnostic boxes used today. Take, for example, this passage from the Book of Job:


Months of Delusion I have assigned for me

Nothing for my own but nights of grief

Lying in my bed, I wonder when will it be day?

Risen I think how slowly evening comes.

Restlessly I fret till twilight falls

Swifter than a weaver's shuttle my days have passed

And vanished leaving no hope behind.



Job is clearly depressed—the hopelessness, nights of grief, and sense of meaninglessness are all there. And yet Job also seems anxious, restlessly fretting his way through the day until twilight falls.

Job's symptoms are actually very common—but recognition of the coexistence of anxiety and depression has come only recently to the medical and psychiatric professions. We now know that about half of those with an anxiety disorder also have some symptoms of depression, and, conversely, half of those who are depressed also suffer symptoms of anxiety.1 The same types of life stressors (child abuse, trauma, conflict, and so on) raise one's vulnerability to both anxiety and depression. And medications originally developed as antidepressants are equally effective against some anxiety disorders.


In short, the labels anxiety and depression are often too simplistic to describe the experiences of real people. But we will use these terms, and we'll discuss anxiety and depression separately in the chapters to come, because, in day-to-day practice, enough differences exist between the two disorders and the way they are treated that a division is warranted. It pays to remember their interconnectedness, however, because it can unify both the conception and treatment of these disorders. 

This chapter provides background information relevant to both disorders, which will be needed to understand later discussions. We begin with a look at why anxiety and depression exist in the first place. Why have these crippling and intensely painful diseases survived millions of years of natural selection? To explore the answer, consider the following story about one of the more bizarre conditions known to medical science.


The Strange Tale of "Miss C."

In 1928 a baby girl was born in Montreal to a physician and his wife. It was a normal delivery, and the little girl appeared healthy in every way. But as the months passed, her parents began to feel that there was something odd about the child.2

According to her own reports given in an interview years later, she was a "highly excitable" child who hit herself or bit her tongue and hands when frustrated. Though these behaviors troubled her parents, the child herself seemed curiously oblivious to the cuts or bruises that resulted. Then, when she was almost two years old, she developed a large, soft swelling on the back of her head—an abscess that resembled a large blister. A doctor drained the abscess at the hospital, and the procedure was utterly unremarkable except for one thing: the little girl showed no signs of pain during or after the procedure.

As the years wore on, the startling truth of the girl's condition became distressingly obvious: she could not feel pain. She never had a headache. She never had a toothache, a stomachache, an earache, or any discomfort from cuts or bruises. She also never felt an itch—even when exposed to chickenpox, sunburn, or the dry air of the long Canadian winters, which made those around her miserable with the overpowering urge to scratch.

Although at first glance an inability to feel pain sounds like a highly attractive "disorder," both the girl and her parents knew better. In fact, her extremely rare condition was life-threatening—a fact made clear one winter's day. Alone in her room, the girl heard some children playing in the snowy street outside. She went to her window and, in order to see more clearly, knelt on a scalding hot radiator. Minutes passed before she grew tired of watching the street scene. Then she got off the radiator and walked away. 

Her parents discovered the burns immediately and rushed her to the hospital. There she underwent extensive skin grafts to repair the damage.

The girl was formally evaluated in 1948, and in the published account of her case she was dubbed "Miss C." to protect her privacy. By then, Miss C.'s hands, legs, and feet were scarred from cuts, bites, burns, scratches, and frostbite. In addition, her tongue had become deformed from severe biting—some intentional during childhood, some unintentional in later years as a result of normal accidents during eating, which went unnoticed. She had also been hospitalized repeatedly for serious bacterial infections of her joints.

When normal people twist an ankle, sprain a muscle, or overextend a joint, the pain caused by the tissue damage forces protective measures. Crutches are used, a muscle is favored, a joint is immobilized. Miss C., with her pain alarm system disabled, was deaf to her body's screams. She would continue to walk on a sprained ankle, use a torn muscle, or flex a damaged joint. Only when bacteria infected the area, causing it to become red and swollen, would she become aware of the problem.

Thanks to antibiotics, Miss C. survived these infections, had a relatively normal upbringing, and graduated from college. She was described in the published report as "very capable and cooperative and displaying remarkable initiative" in her work as an assistant in the psychology division of the Allan Memorial Institute.

But her health problems became worse.

Her bones and joints began to break down and become deformed from years of unintentional punishment. She could no longer walk, and the infections became more severe.

In 1957, Miss C. was hospitalized for the last time, again because of massive bacterial infections. The trauma occurring in Miss C.'s tissues finally reached such monumental proportions that she began to feel pain for the first time in her life. Traditional analgesia eased that pain, but even the most powerful antibiotics were useless. A month after she was admitted to the hospital, at the age of twenty-nine, Miss C. was dead.




The Logic of Pain

Miss C.'s sad story is a vivid reminder that pain exists for good reasons—it promotes survival by signaling bodily damage and triggering learning so that dangerous situations can be avoided in the future. In a similar way, painful emotional states such as anxious or depressed moods exist because they serve a valuable purpose. Indeed, such feelings are vital bodily responses honed by millions of years of natural selection.3 For instance, anxious feelings alert us to potential threats or danger. Anxiety can also motivate. The stress that builds up as one procrastinates before a deadline is unpleasant but potentially helpful. 

Depressed moods can also be unpleasant but useful—especially for extremely social animals such as human beings. A depressed mood often signals that something or someone is reducing our chances for survival, reproduction, and well-being. Loss, for example, often creates a depressed mood—loss of a loved one, social status or position, security, financial means, and so on. Nature may also favor the survival of depressed moods because they provide a temporarily valuable clarity of mind.

Several studies have demonstrated that mildly depressed moods confer a uniquely keen view of the world. It appears that "normal" human beings have a somewhat rosy view of themselves and their position in life. Such a view encourages behaviors, such as seeking status or mates, that increase the chances of survival and procreation. The rosy glasses are dropped, however, in a depressed mood. People who are mildly depressed better predict their performance relative to others, better understand the limits of their control, and more accurately monitor and assess their own social behavior. The sometimes harsh reality revealed by a depressed mood—called depressive realism—may thus allow a more accurate appraisal of a situation and lead to a more successful outcome.

Notice that we have been saying "anxiety," not "anxiety disorder," and "depressed mood," not "depression." That's because occasional anxiety in the face of a real threat and occasional depressed mood in response to a real or threatened loss are normal and adaptive.

But anxiety disorders and depression are not normal and not adaptive. These serious, sometimes life-threatening illnesses confer no benefits to an individual. For example, the depressive realism characteristic of a mild depressed mood disappears in true depression and becomes unrealistic pessimism: a warped and dismal view of the world, not based on reality. Anxiety disorders and depression are dysfunctions of the elaborate systems designed by nature for our own protection and welfare, just as some forms of chronic pain are malfunctions of our elaborate pain-sensing systems. 

Treating anxiety disorders and depression, therefore, does not mean obliterating one's capacity to feel anxiety or a depressed mood. Rather, the goal is eradicating dysfunction and restoring a healthy capacity for negative emotions in the same way that good pain management erases severe pain without destroying the fundamental capacity to feel pain.

Of course, anxiety and depression both range in severity from nonexistent to paralyzingly severe. When symptoms are close to the "normal" end of the spectrum, it can be tricky to decide if they warrant treatment. It's important to pay attention to anxious or depressed moods because they may be signaling trouble in one's life. For instance, job or relationship stress may be causing symptoms that should be dealt with by reducing the stress rather than adjusting the brain to accommodate the stress.

That said, the definition of "normal mood" has changed with the ready availability of safe medications for anxiety and depression. This isn't necessarily cause for alarm. Prior to the invention of eyeglasses it was "normal" for many people to have horrible eyesight. Some advances in science or technology really do improve the quality of life even when they make us less "natural." In our practices we have seen many mildly depressed people, who might have been considered "normal" fifty years ago, bloom when they have received treatment—and that treatment often involves both psychotherapy and at least short-term medication.

Most people struggling with anxiety or depression, however, are quite far from normal, and their symptoms are obviously debilitating. Making progress against these disorders requires some preliminary understanding of the organ most directly involved—the brain—and how it connects to the rest of the body.



The Brain Behind the Mind

The brain is a wet, wrinkled lump of squishy tissue that generates all of our memories, emotions, and self-awareness. The brain's amazing capabilities appear, on the face of it, so unlikely that for centuries thinkers looked for more plausible explanations of its workings. Aristotle believed that the brain merely radiated excess heat, and according to a nineteenth-century notion, a homunculus (little man) lived inside the brain and did its seeing, thinking, and acting. 

The brain is hard to grasp, in part, because its working units—cells called neurons—are microscopic and "wired" together in astonishing complexity. Even today, when engineers can cram 100 million transistors onto a computer chip the size of a thumbnail, the brain's machinery remains impressive. The average brain contains about 100 billion neurons, but that doesn't begin to convey its true complexity and sophistication.

From the body of a typical neuron sprout thousands of branches that are linked to other neurons. Each branch, or dendrite, receives incoming messages from other neurons in the form of tiny electrochemical pulses. The messages say either "Fire" or "Don't fire." If enough "fire" messages are received, a kind of switch is flipped, and a new electrochemical impulse shoots out of the cell along a single large extension called an axon.

 [image: [Image]]


FIGURE 1A. The main features of a typical neuron. Dendrites communicate nerve impulses arriving from other neurons to the body of the nerve cell. If the cell receives enough stimulatory impulses, it generates an electrochemical impulse that travels down an axon. At the end of the axon the impulse triggers the release of molecules called neurotransmitters, which cross a small space—the synapse—and bind to receptors on the dendrites or cell body of another neuron. The branches of the axon may form synapses with as many as a thousand other neurons.

Signals are shuttled in this way between the brain's billions of neurons. Yet the neurons don't actually touch. They are separated by tiny fluid-filled gaps called synapses. When an electrochemical signal racing down an axon gets to the end of the axon, it causes dozens of little packets of molecules called neurotransmitters to be released into the synapse. The neurotransmitters carry the message to the next neuron, or "downstream" neuron, by physically docking at special sites called receptors. Like a car, the brain has both "accelerator" neurotransmitters, which prod a receiving neuron to fire, and "brake" neurotransmitters, which create the opposite effect. The brain needs both to run properly. Dozens of neurotransmitters have been identified, and each works in a different way from the others or on different parts of the brain. This turns out to be very helpful for scientists looking for ways to treat anxiety and depression—if only a few neurotransmitters existed and they worked on the entire brain, changing the activity of a particular neurotransmitter would have global—and probably undesirable—effects. But because so many neurotransmitters exist, and the receptors to which they attach themselves come in so many 

 [image: [Image]]


FIGURE 1B. Neurotransmission. Neurotransmitter molecules secreted by a nerve axon first cross the synapse and momentarily bind to receptors on the next neuron. Some neurotransmitters are then cleared from the synapse through reuptake, by the sending axon terminal.


varieties, it's possible to develop drugs that target one certain receptor and thereby tweak the brain's machinery in relatively specific—and safe—ways. 

Our ability to manipulate the brain has become more sophisticated in the past few decades, thanks to the explosion of new knowledge about how the brain works. For example, scientists in the 1960s were learning about the synapse and how neurotransmitter levels there affect disorders such as anxiety and depression. They learned that after a neurotransmitter molecule docks at a receptor on the "downstream" neuron, it is inactivated by enzymes or by special "reuptake" pumps that suck the neurotransmitter back into the sending axon. Drugs that block the enzymes or the reuptake pumps could alter neurotransmitter levels in the synapse, and that effect was found to alleviate anxiety or depression in some people.

In the 1970s and 1980s, attention shifted to the receptors themselves. It became clear that the different types of receptors made even more specific interventions possible, and some of the antidepressant drugs now on the market specifically target some receptors. In the past two decades scientific attention has shifted again to what happens after a receptor has been stimulated by a neurotransmitter. Receptors are like locks in the outside wall of a neuron. Neurotransmitter "keys" can cause the receptor "locks" to do a wide range of things, such as opening a brief hole in the cell membrane to allow chemicals to pass through or setting off cascades of further chemical reactions inside the receiving neuron. Sometimes these secondary signals reach all the way to the cell's genes, turning some on or off. The new field of research on so-called second messengers has opened up dozens of new potential targets for therapeutic drugs and promises both a better understanding of the mechanisms underlying disease and better drugs to alleviate symptoms.

But neurons, synapses, and neurotransmitters are just the fundamental working units of the brain—a little like transistors in a computer, only more elegantly complicated. Neurons, in turn, are linked together in vast circuits, and these circuits are assembled into discrete brain structures that specialize in different tasks, such as interpreting visual images, regulating heartbeat, or monitoring what all the other circuits are doing. The circuits that relate to anxiety and depression regulate the overall arousal level of the brain, generate emotions, and coordinate and monitor overall behavior. Use a sophisiticated scan to examine the brain of an anxious or depressed person, and you will see that parts of that brain are either underactive or overactive, compared with the brain of a person who is not anxious or depressed. 4 Those changes represent the collective quiescence or hyperactivity of vast webs of neurons, their synapses, and the neurotransmitters at work in those synapses. Both medications and psychotherapy can shift brain activity toward a healthier, more balanced configuration.

Underlying this phenomenon is the brain's plasticity, or malleability. Contrary to previous notions that the brain remains stable over the years and cannot grow new neurons, research now reveals that the brain is literally never the same from moment to moment. Not only are new neural connections constantly being formed, but entirely new neurons can grow—at least in certain regions such as the hippocampus, which is vital for memory formation. Memories and all other mental capacities work on a "use it or lose it" basis. When neurons fire together, they wire together, and the more they fire, the stronger the physical interrelationship grows. In a very real sense the brain is like a muscle, and that means we have the power to sculpt the brain over time in positive ways that leave us less vulnerable to anxiety and depression.

Progress in understanding the brain and the specific neural dysfunctions that can attend anxiety disorders or depression may lead to changes in the labels we use. The "bible" of psychiatric diagnosis is the Diagnostic and Statistical Manual, which is periodically revised by the American Psychiatric Association in light of new research, theories, and ideas. The current version is the DSM-IV-TR (the TR stands for "Text Revision"), but work is under way on the DSM-V, and a new set of labels may accompany its publication (not expected for several years as we write this book). The basic categories of anxiety disorders and depressive disorders are unlikely to change, but a new group of mixed-symptom disorders may be included. In addition, a more refined diagnostic framework may be introduced, to include information about a patient's genes, neurobiology, behavior, life situation and history, and response to treatments.5 The inclusion of genetics and detailed neurobiology may produce a finer division of psychiatric disorders, allowing doctors to better predict which therapies, medications, or lifestyle changes would most likely work for a given patient—welcome progress indeed.




2. Building Emotional Resilience


I bend and I break not. 

—JEAN DE LA FONTAINE, Fables



FOR A LONG TIME, people have thought that the goals of treating anxiety or depression consist of eliminating unwanted or dysfunctional symptoms and restoring "normal" functioning. But progress in both psychology and neuroscience makes a more ambitious goal possible: the development of psychological resilience and emotional fitness.

This may sound overly optimistic. Shouldn't we be content to help a morose, physically weakened, and possibly suicidal person regain his or her health, equilibrium, and former outlook? Shouldn't we be satisfied to regain our old selves after suffering from anxiety or depression?

Good treatment can lead to far more than that. We must treat these disorders, of course, but we should also help people, whenever possible, to move beyond "recovery" to levels of functioning that are higher and more positive than those that existed before the disorder set in.

A key concept in this new perspective on human development is resilience: the capacity to maintain, recover, and improve mental and physical health in the face of challenge. The inclusion of both mental and physical health in the concept of resilience reflects the inseparability of mind and body. Physical health and mental health support each other and must be jointly considered during and after formal treatment for anxiety or depression.

Recent studies have shown that resilience can be improved with intentional effort. People can learn to build their psychological reserves, toughen their physical responses to stress, and become less vulnerable to anxiety or depression. And the lessons of resilience are as pertinent for "normal" people as for those struggling with anxiety or depression. Almost everyone can increase his resilience in some aspect of his physical or mental life.


Of course, being resilient doesn't mean never feeling bad nor having an invulnerable personality—far from it. The central metaphor of resilience is flexibility, not rigidity. Resilience implies a capacity to absorb blows, not repel them with armor. Resilience means having the full spectrum of human emotion, from positive to negative, as appropriate for a given situation, so that one does not become stuck in an emotion or fixated on a problem or event. This idea is hardly new, of course. Lao Tzu, the great Chinese philosopher, wrote something similar some twenty-six hundred years ago: 


Green plants are tender and filled with sap

At their death they are withered and dry

Therefore the stiff and unbending is the disciple of death

The gentle and yielding is the disciple of life




A Story of Resilience

Tho-van Tran seems to live a normal life. She's almost forty and has two school-age children, a husband, and a steady job in Bethesda, Maryland. But the path to her current life was anything but typical, and the laughter that punctuates her retelling of the journey suggests an unusual resilience of character.

Tho-van was born and raised in Saigon (now Ho Chi Minh City), in Vietnam. Her father, educated in France, ran a large bank. French was her first language, she went to a private school, and she led a relatively sheltered, upper-class life despite the war that raged during most of her childhood.

Then, on April 30, 1975, the South Vietnamese government surrendered to the North, and everything changed. Tho-van was twelve, and suddenly she had to adapt to a government that scorned her class.

"For us it was a change of life overnight," Tho-van says. "French school stopped. Our cars were taken. One of my uncles was put in jail. My brother was sent to the countryside to dig canals and irrigation ditches. The girls had to go out and collect cans and plastic bags, clean up trash."

For three years the family remained in Vietnam. But then her older brother was nearing the end of high school, and he was told he would be forcibly enrolled in the army and sent to Cambodia to be, in Tho-van's words, a "human shield."


The only way out of Vietnam at that time was by boat—a desperately risky undertaking. Pirates regularly seized boats of refugees, robbing, raping, and killing them. Storms sent hundreds to their deaths. The available boats were typically decaying and skippered by inexperienced men. But this was the only option for Tho-van's father and his family. For each of the sixteen family members who wanted to leave, he paid the government fifteen ounces of gold, a small fortune. The family was left with little money and almost no possessions. 

"When we left, we wore two pairs of pants and two shirts," Tho-van says. "We had only one small bag each, and most of that was filled with powdered milk for the children, because we had no food, only water."

Tho-van's family was stuffed onto a small fishing boat with 242 other people, and they set off. They thought they were going to Thailand, but the "organizer" decided to go to Australia, which was absurdly far away.

On their first night on the open ocean, a storm churned the seas. One person was swept overboard; the rest were drenched and cold. The engine failed but was restored by a mechanic who happened to be among the boat people. The navigation system failed. The second-in-command took charge and made for Malaysia, the closest safe harbor.

After a week of crossing the South China Sea, with no food for any passengers, the boat was finally allowed to dock at the coastal Malaysian town of Kota Bharu—after everyone paid the local authority for the privilege. Eventually the International Red Cross was notified, and everyone was herded onto a bus and taken by boat to the island of Pula Tanga. When they got there, they had to build their own shelter.

"Nobody knew how to build a house," Tho-van says. "We would find a tree, cut it down, roll it down the hill, dig the sand up, stick the tree in, and tie the trees together. At one point two of my cousins and my brother climbed up on top while they were trying to put the roof up, and one cousin couldn't get down. It was funny. Here we were—we had lost everything, we were homeless, we were on an island, but instead of being sad, we're laughing."

After three months, a representative from France came to the island, and because Tho-van's family had relatives there, arrangements were made for them to emigrate to France. What followed were years of odd jobs for her father, schooling for Tho-van, moving from place to place, and eventually emigration to the United States, where one of her uncles owned a Vietnamese grocery store in Silver Spring, Maryland.


The driving force behind all the moves was family reunification. "We wanted to stay together and regroup with our grandmother in the United States," Tho-van says. "That's why I made the decision to come here from France. And my grandmother sponsored me. I was the first one of the family to come here. When my grandmother was getting older and sick, my parents came, and my brother came last." 

At first Tho-van worked in the grocery store, despite her degree in accounting. Once the store began to succeed, she took a bank job and quickly rose to the position of assistant treasurer. By then she had married and had two young children. Again, family came first. "I had made a career in that small savings and loan," she says, "but after a while I didn't see my children anymore, so I resigned the position."

Later, her husband, a computer specialist at the National Institute of Mental Health, saw a job posting for a secretarial position there. It offered less pay and status than Tho-van had at the bank, but she took it because her supervisor gave her the flexibility she needed to care for her children.

Tho-van remembers her past clearly and unflinchingly. "Somehow, I was blessed to be able to adapt to different situations," she says. "You know, a lot of people would be depressed with losing everything, but somehow we managed. It was like, 'Okay, that's what it is.' We understood that we were lucky not to be in prison. I guess I inherited that ability to smile—most likely from my mother ... she always laughs. She was always upbeat; somehow even in the hardest times I never saw her cry. Never. I think we learned the facts of life and the value of life quicker than a lot of younger kids. I guess I look on the good side. Thank God. If I looked on the other side, I'd probably cry."



Ordinary Magic

Child psychologist Ann Masten, of the University of Minnesota, calls resilience "ordinary magic." She says, "Resilience does not come from rare and special qualities, but from the everyday magic of ordinary human resources in the minds, brains, and bodies of children, in their families and relationships, and in their communities."1

We can see that in Tho-van's story. Her resilient spirit undoubtedly has genetic roots, but it also certainly relates to her upbringing by caring parents, physical health, belief in the value of traditions and family, and extremely strong family and community bonds.
 

The message, as true for children as for adults, is that resilience has many roots—it emerges from strength at four primary levels: biological, psychological, social, and external. When these pillars are strong, a distinctive cluster of personality traits appears: good intellectual functioning, effective self-regulation of emotions, positive self-concept, optimism, altruism, an active style of coping with stressful situations, and an ability to bond with a group for a common mission. 

Resilience is not an all-or-nothing proposition, however. People are complicated, and so is their resilience. Some people have extraordinary resilience in one type of situation (such as being in physical danger) but not in another (such as dealing with emotional abuse). But the four pillars of resilience can be harnessed to maintain emotional fitness in the face of different types of challenges.

Physical health is the first pillar of resilience. One can seldom cope optimally with adversity, loss, or trauma if one is sick or incapacitated with an injury or chronic illness. Of course, as we just noted, no single factor is all-powerful, and this concept applies here. Some people who are very sick or battling a chronic illness such as cancer can be nonetheless impressively resilient in other ways, and this capacity supports them despite physical weakness.

Researchers have begun to link specific biological factors, such as levels of the stress hormone Cortisol and the sex hormone testosterone, to resilience.2 No single factor alone will greatly change one's resilience, but different factors combine to powerfully influence how sensitive one is to stress or threats, how quickly one's body calms down when a threat has passed, and how much stress and strain one's body and mind can bear.

Researchers are finding ways to accurately measure the biological dimension of resilience in order to develop a single "physical resilience number." For example, Teresa Seeman and her colleagues at UCLA developed a method of summing ten physiological markers of stress to arrive at a single measure that predicted resistance to stress-related diseases in a group of older adults.3 Such attempts provide models to measure resilience; in the future, people may receive a resilience measure along with reports of blood pressure and cholesterol level during regular medical exams. Such an assessment could help clinicians identify those at risk for anxiety or depression following stress or trauma and would allow people to monitor their own physical resilience over time.


Genes certainly play a role in setting broad limits on one's biological resilience, but genes are not destiny. You may be stuck with your eye color, but you are not stuck with a given level of resilience. Regardless of age or physical condition, people can improve their resilience by taking simple steps such as eating well, exercising, getting enough sleep, and avoiding excessive use of alcohol and other recreational drugs. Aerobic exercise, for instance, reduces Cortisol, raises testosterone, improves insulin function, and alters a variety of brain chemicals













 







Becoming More Resilient
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