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PSYCHOTRAUMATOLOGY: KEY PAPERS AND CORE CONCEPTS IN POST-TRAUMATIC STRESS 

II. PSYCHOTRAUMATOLOGY 

Definition 

Psychotraumatology may be defined as the study of psychological trauma. It is in other words 

the study of the factors and processes that underline and or are subsequent to psychological 

traumatization. We need to be clear in regards to the definition because the term trauma by 

itself may lead and or be confused with medical fields.  

 Therefore, the addition of the word psycho in front of traumatology is used so as to 

be very clear in regards to the field. Doubtless specialists will not be confused by the term but 

in order to avoid confusion for the public at large this specific wording is used. Keep in mind 

that the labels were subjects to many debates. Traumatology by itself is the medical field that 

deals with wounds and injuries. The concept of psychological trauma is not a new one. In fact, 

it dates back to the classical age. Though it has not been mentioned or studied in depth. 

Cursory observations might have been noted such as this example that follows. In the 

Napoleonic War 24 centuries later, General Sir Thomas Picton wrote to Lord Wellington, “My 

Lord, I must give up. I am grown so nervous… it is impossible for me to sleep at nights. I cannot 

possibly stand it, and I shall be forced to retire” (Holmes, 1985). It was during World War I 

that a more careful study of post-traumatic stress disorders begun to get more solid 

foundations. Even then at that time there was a lot of ambiguity in what constitutes 

psychotraumatology. Various terms back then were used to define or describe this condition. 

For example, terms like shell shock, soldier’s heart, battle fatigue, gross stress reaction, and 

traumatic neurosis have all been employed as diagnostic labels, as will be discussed in Chapter 

2. Nevertheless, some estimates do indeed exist. During the American Civil War, psychiatric 

casualties were estimated at between 2.3 and 3.3 per 1.000 troops. During World War I the 

prevalence rose to 4.0 per 1.000. Data generated from the National Vietnam Veteran’s 

Readjustment Study (Kulka et al. 1990) reveal the lifetime prevalence of PTSD to be 30%, with 

15.2% of Vietnam veterans showing a current diagnosis of PTSD. 
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 We need to keep in mind that psychotraumatology is not only PTSD related but this 

spectrum of disorders includes PSTD, acute stress disorders, dissociative disorders and brief 

psychotic disorder with marked stressors. Moreover, PSTD may derive from alcohol abuse. In 

addition, various mood disorders, panic disorders, phobias, family dysfunctions, various 

patterns of compulsivity and various eating disorders may be coming about from a form of 

psychological trauma. This spectrum of disorders has become a field of its own with mental 

health workers getting post graduate training and education in order to be adequately 

prepared to handle situations with people that are or reside in that state of affairs. 

 

2.1. ELEMENTS OF PSYCHOTRAUMATOLOGY 

Historical Review 

 Freud along with Josef Breuer published the book “Studies in Hysteria” in 1895. In that 

book we have the origin of what a trauma can do to children and how later they develop as 

maladaptive behaviors. Freud theories of course were not received enthusiastically by his 

peers, and in subsequent years he modified and changed a lot of his original views. It was 

later and during World War I in 1917 that his analytic theories begun to focus more on 

psychotraumatology. Before that the emphasis was more on intrapsychic sexuality which is a 

bit irrelevant for this paper. In the historical context though the beginning in 1895-1896 

needed to be mentioned. More to the point though in “The Introductory Lectures on 

Psychoanalysis (1917, 1966), Freud wrote as follows: 

 The closest analogy to this behaviour of our neurotics is afforded by illnesses which 

are being produced with special frequency precisely at the present time by the war – what 

are described as traumatic neuroses. Similar cases, of course, appeared before the war as 

well, after railway collisions and other alarming accidents involving fatal risks. Traumatic 

neuroses are not in essence the same thing as the spontaneous neuroses which we are in the 

habit of investigating and treating by analysis; nor have we yet succeeded in bringing them 

into harmony with our views, and I hope I shall be able at some time to explain to you the 

reason for this limitation. But in one respect we may insist that there is a complete agreement 

between them. The traumatic neuroses give a clear indication that a fixation to the traumatic 

accident lives at their root. These patients regularly repeat the traumatic situation in their 
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dreams; where hysteriform attacks occur that admit of an analysis, we find that the attack 

corresponds to a complete transplanting of the patient into the traumatic situation. It is as 

though these patients had not yet finished with the traumatic situation, as though they were 

still faced by it as an immediate task which has not been dealt with; and we take this view 

quite seriously (pp.274-275).  

 This passage clearly has a relation to the more scientific view espoused by more 

modern criteria that were structured by the DSM – III-R in relation to PSTD. Freud of course 

dealt with other fields in psychoanalytic psychology and his main interest lie elsewhere but 

he in fact was a contributor the field. Keep in mind that World War I made many specialists 

of the time interested in the traumatic events of war and how it affected both civilians and 

soldiers. At that time sciences begun to have a more solid foundation and it was natural that 

scientists in medical and behavioural sciences would be very interested in the study of this 

phenomenon. Again though we need to point out that psychotraumatology is a spectrum of 

disorders and not just PSTD. PSTD though might be considered to be the center on central 

disease of this spectrum. It is to be noted that Freud mixed his own theories of ego, superego, 

and in writing about war traumas (neurosis). Against modern criteria and later formulations 

especially those of cognitive behavioural theories a lot of his observations might be useful but 

his theories as stated can’t be researched as they were postulated. Id, ego, superego are 

construct of his own mind. As such they can’t be studied. In one of his latest books on the 

subject if one omits his emphasis on his theoretical constructs one finds very useful writing. 

“Beyond the Pleasure Principle” Sigmund Freud (p. 56-57). 

 We describe as “traumatic” any excitations from outside which are powerful enough 

to break through the protective shield. It seems to me that the concept of trauma necessarily 

implies a connection of this kind with a breach in an otherwise efficacious barrier against 

stimuli. Such an event as an external trauma is bound to provoke a disturbance on a large 

scale in the functioning of the organisms energy and to set in motion every possible defensive 

measure. At the same time the pleasure principle is for the moment put out of action. There 

is no longer any possibility of preventing the mental apparatus from being flooded with large 

amounts of stimulus, and another problem arises instead – the problem of mastering the 

amounts of stimulus which broken in and of binding them, in a psychical sense, so that they 

can then be disposed of. 
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 Overall Freud did contribute a lot to the understanding of the field and his more 

precise observations on the matter became a lot more elaborate and it is of use up until now. 

After Freud’s death in 1939 the first DSM came about in 1952. In it PSTD contained a very 

limited description of what PSTD is today.  

 DSM 1: Below is the first attempt to come in terms with training.  

Table 2.1   DSM – I (1952) Criteria for Transient Situational Personality Disorders 

 This general classification should be restricted to reactions which are more or less 

transient in character and which appear to be an acute symptom response to a situation 

without apparent underlying personality disturbance.  

 The symptoms are the immediate means used by the individual in his struggle to 

adjust to an overwhelming situation. In the presence of good adaptive capacity, recession of 

symptoms generally occurs when the situational stress diminishes. Persistent failure to 

resolve will indicate a more severe underlying disturbance and will be classified elsewhere.  

000-x80 Transient Situational Personality Disturbance 

 Transient situational disorders which cannot be given a more definite diagnosis in the 

group, because of their fluidity, or because of the limitation of time permitted for their study, 

may be included in this general category. This category is designed also for the use of record 

librarians and statisticians dealing with incomplete diagnoses.  

 

000-x81 Gross Stress Reaction 

 Under conditions of great or unusual stress, a normal personality may utilize 

established patterns of reaction to deal with overwhelming fear. The patterns of such 

reactions differ from those of neurosis or psychosis chiefly with respect to clinical history, 

reversibility of reaction, and its transient character. When promptly and adequately treated, 

the condition may clear rapidly. It is also possible that the condition may progress to one of 

the neurotic reactions. If the reaction persists, this term is to be regarded as a temporary 

diagnosis to be used only until a more definitive diagnosis is established. 
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 This diagnosis is justified only in situations in which the individual has been exposed 

to severe physical demands or extreme emotional stress, such as in combat or in civilian 

catastrophe (fire, earthquake, explosion, etc.). In many instances this diagnosis applies to 

previously more or less “normal” persons who have experienced intolerable stress.   

 The particular stress involved will be specified as (1) combat or (2) civilian catastrophe.  

 The second revision DSM II does not gives a more detailed criteria for the 

diagnostician. In fact DSM II had little help to alter on the subject. 

Table 2.2 DSM-II (1968) Criteria for Adjustment Reaction of Adult Life 

307.3 Adjustment Reaction of Adult Life 

 EXAMPLE: Resentment with depressive tone associated with an unwanted pregnancy 

and manifested by hostile complaints and suicidal gestures. 

 EXAMPLE: Fear associated with military combat and manifested by trembling, running, 

and hiding. 

 EXAMPLE: A Ganser syndrome associated with death sentence and manifested by 

incorrect but approximate answers to questions.  

 DSM III was a marked improvement on the subject. 

 DSM IV was quite detailed and quite explanatory. Below follows the criteria. 

Table 2.5 DSM-IV (1994) Diagnostic Criteria for Post-Traumatic Stress Disorder 

A. The person has been exposed to a traumatic event in which both of the following 

 were present: 

a. Event or events that involved actual or threatened death or serious injury, or 

a threat to the physical integrity of self or others. 

b. The person’s response involved intense fear, helplessness, or horror. Note: In 

children, this may be expressed instead by disorganized or agitated behaviour.  
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B. The traumatic event is persistently re-experienced in one (or more) of the following 

 ways: 

a. Recurrent and intrusive distressing recollections of the event, including 

images, thoughts, or perceptions. Note: In young children, repetitive play may 

occur in which themes or aspects of the trauma are expressed. 

b. Recurrent distressing dreams of the event. Note: In children, there may be 

frightening dreams without recognizable content. 

c. Acting or feeling as if the traumatic event were recurring (includes a sense of 

reliving the experience, illusions, hallucinations, and dissociative flashback 

episodes, including those that occur on awakening or when intoxicated). Note: 

In young children, trauma-specific re-enactment may occur. 

d. Intense psychological distress at exposure to internal or external cues that 

symbolize or resemble an aspect of the traumatic event 

e. Physiological reactivity on exposure to internal or external cues that symbolize 

or resemble an aspect of the traumatic event. 

 

C. Persistent avoidance of stimuli associated with the trauma and numbing of general 

 responsiveness (not present before the trauma), as indicated by three (or 

more) of  the following: 

a. Efforts to avoid thoughts, feelings, or conversations associated with the 

trauma 

b. Efforts to avoid activities, places, or people that arouse recollections of the 

 trauma 

c. Inability to recall an important aspect of the trauma 

d. Markedly diminished interest or participation in significant activities 

e. Feeling of detachment or estrangement from others 

f. Restricted range of affect (e.g. unable to have loving feelings) 

g. Sense of a foreshortened future (e.g. does not expect to have a career, 

marriage,  children, or a normal life span) 

D. Persistent symptoms of increased arousal (not present before the trauma), as 

 indicated by two (or more) of the following: 

a. Difficulty falling or staying asleep 
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b. Irritability or outbursts of anger 

c. Difficulty concentrating  

d. Hypervigilance  

e. Exaggerated startle response 

     E.    Duration of the disturbance (symptoms in Criteria B, C, and D) is more than 1 month 

     F. The disturbance causes clinically significant distress or impairment in social 

 occupational, or other important areas of functioning. 

Specify if: 

Acute: if duration of symptoms is less than 3 months 

Chronic: if duration of symptoms is 3 months or more 

Specify if: 

With Delayed Onset: if onset of symptoms is at least 6 months after the stressor.        

      

2.2. THE RESPONSE TO TRAUMA 

Prior to any traumatic event or trauma occurs most people have a steady routine a 

job, family, and friends and most live and thrive on the average lifestyle. People that do 

dangerous work may have an inbuilt defensive system to protect them from experiencing 

severe traumas. Naturally soldiers that have been in combat may have complex forms of 

traumas which it is not an unnatural given the level of danger one experiences in war. 

Dispatchers for example may not have so easily complex PSTD. Such cases if any might be 

quite rare. Examples of complex PSTD might include a child that had for years being beaten 

and or molested along with having the experience of threats to his/her life such as regular 

beatings by an alcoholic father. Dispatchers may more easily fit into the burnout – traumatic 

events but in this chapter we will explore the response to trauma and we will make a separate 

note for dispatchers. The essence has pertained to how one heals trauma therefore this 

chapter will not focus exclusively on dispatchers or callers even if the emphasis is on 

dispatchers. The reason is that we need first to explore trauma theory and therapy of it before 

we proceed to more specific tasks and or target groups such as the dispatchers.  
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 Most people have a routine; usually one that views things positively or that good 

things will happen (Janof - Bulman 1992). Then trauma strikes. Instantly you loose control of 

your life, of your thoughts, and your own body may feel weird. You would be no longer safe 

or secure. You feel vulnerable and life has no meaning nor can you make sense of what is 

happening around you. Life may no longer appear as just. A trauma can impact on your life, 

on your relationships, on your work, thoughts, behaviour, dreams and hopes. 

 The first thing to do is to recognize the fact that you have been impacted by a trauma. 

This is the first step. As soon as that occurs one can begin to reorder his/her life around. 

Therefore, the individual must seek help as soon as possible so that he gets to manage his 

condition. 

 There are various forms of techniques that have been evolved over the years to alter 

help. Education is one form of help. Simply put a person who suffers from trauma will be given 

clinical literature in order to make him get acquainted with the basic foundation of the 

problem he/she experiences. One might after a client for example in overview of the criteria 

that define PSTD, or other forms of trauma disorders. This way will make a person understand 

that the criteria he sees represent him and that he is not alone. It may make a person 

understand that the clinician who oversees him has experience and can treat him. It puts 

people at ease because they don’t feel as alone as before.  

 Naturally educating a person about the neurobiology of the autonomic nervous 

system may not initially both be that easy but the educator is interested in explaining the 

basic concepts of fight – flight mechanism and not to teach a course in neurobiology. Without 

turning education into a didactic exercise and without burdening the client with unsolicited 

instruction one can convey the fact that lethal threat has a powerful impact on body chemistry 

that our adrenal glands are stimulated that we are prepared to fight or flee as if we are facing 

a wild beast, that all this circuitry is out of date destructive when we face threats in modern 

society that PSTD is the predictable outcome in general after extraordinary stress. 

 We might also alter analogous cases, where other people experience similar 

symptoms and in general bring the client in an up to date knowledge of what constitutes the 

condition he/she suffers. Thus, educating the person that is afflicted by this condition 

enhances his understanding and self-control over the situation. 
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Physical activity – exercises  

A balanced program that enhances a patient’s coping skills would be necessity include 

“Balance, motivation and listen to your body”. In other words, do not do anything in excess. 

Main parts of this exercise might include, cardiovascular efficiency and flexibility as well as 

attaining muscular strength. Naturally most people that suffer from traumas are hardly in the 

condition to undertake physical activity as a way to cope with the condition that bothers 

them. We keep that in mind but unless there are medical issues that might prohibit a client 

from starting physical activity, the therapist should encourage patients to start as soon as 

possible on that path.  

Nutrition  

Nowadays people are aware of the value nutrition has on the efficiency of the body. 

Most people know that junk food may in fact dampen our moods and that a healthy diet is as 

well a therapeutic tool both for the mind as well as the body. Food intake depending on what 

it is may in fact contribute positively to a therapy program and is in fact considered a 

contributing factor to how well one may get. Any program that is meant to treat trauma or 

any of its forms has to by necessity include nutrition. A nutrition expert might be of great 

value and clients will be urged to seek one.  

Spirituality  

This by itself is a delicate subject and most therapists will not touch. Though in many 

people this area is of great interest and concern to them. A therapist should not bring out in 

the front this aspect. He has to get to know the person well. For some clients this area might 

be of great assistance to them while for others it might not be. 

Social interaction  

(Figley, 1988) states that a supportive family is the ideal social group for healthy post 

traumatic healing. Obviously the implication is that such families are not easy to come by but 

then might prove to be invaluable for a patient who has a stable family unit. 
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Self-help groups 

These groups might be of great importance to the persons that visit them, though they 

need to have effective leaders. Members have to be compatible for the group to work, though 

some groups might do more harm than good if they are not structured well.  

Psychotherapy  

A therapist will most likely be the most specialized individual to guide a client through 

the maze. I will not delve too much on the importance of a good therapist for this is self-

evident. The personality and character of the therapist play a crucial role on how fast a person 

heals. Instead I will focus more on the techniques that are used as a response to trauma. 

Relaxation and breathing techniques 

These sets of techniques should be practiced regularly perhaps twice a day for couple 

of months. According to (Benson 1984) a person that does them after will have:  

a. Reduced symptoms of anxiety 

b. Fewer headaches and less high blood pressure 

c. A way to prevent hyperventilation  

d. A way to gain more control over panic attacks. 

e. A way to reduce stress levels 

f. A way to feel more at peace 

g. Experience more creativity 

 Before doing any relaxation techniques, it is important to have four basic elements 

present (Benson 1975). They are: 

1. A quiet environment that has as few distractions as possible. Even background noise 

can be a distraction. It is also important that you will not be interrupted.  

2. A mental device that is a constant, e.g. a single – syllable word or sound, repeated 

silently or in a low, gentle tone. The repetition frees your thoughts and is your single 

focus. Benson suggests using the syllable “one” because it is a simple, neutral word.  

3. A passive attitude to help you rest and relax without forcing your response, preventing 

your relaxed response from occurring. Disregard any distracting thoughts that enter 

your mind.  
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4. A comfortable position that is as restful as possible. This reduces muscular effort. You 

may support your head and arms. You may remove your shoes and prop your feet up 

several inches, if you choose. You may also loosen tight-fitting clothes.  

Exercise: Deep Breathing 

The first exercise is adapted from Davis, Eshelman, and McKay (1995, 27). 

1. Lie down on a blanket or rug on the floor. Bend your knees up toward you and move 

your feet until they are about eight inches apart, with your toes turned slightly 

outward. Keep your spine as straight as possible.  

2. Scan your entire body and identify any places that hold tension.  

3. Put one hand on your abdomen and one on your chest. 

4. Inhale slowly through your nose into your abdomen so that it pushes your hand up; 

your chest should move only a little bit. Hold your breath while you count to five. 

5. Smile slightly and then exhale through your mouth, taking as long as possible. Make a 

shushing sound as you exhale. 

6. Repeat this at least five times, perhaps eventually increasing the amount of time you 

spend deep-breathing to five to ten minutes. 

7. When you’ve finished the exercise, again scan your entire body to see if any tension 

remains.  

8. One you are familiar with the technique, you can also use it while you are sitting or 

standing, whenever you feel tenseness in your body. 

Progressive Relaxation 

 You might also want to learn to relax by tensing and relaxing various muscle groups in 

your body. This is done using a technique called progressive relaxation. This technique helps 

you tense and then relax your four major muscle groups: 

1. Hands, forearms, biceps 

2. Head, face, throat, shoulders 

3. Chest, stomach, lower back 

4. Buttocks, thighs, calves, feet 
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 You may practice this technique while you are lying down or sitting in a chair. The goal 

is to tense each muscle group for five to seven seconds and then relax that muscle group for 

twenty to thirty seconds, repeating the whole procedure at least twice. If the muscle group is 

still tense after you’ve done the procedure twice, you can repeat it for that group alone up to 

five times. You may also talk to yourself as you tense and relax, telling yourself anything that 

has to do with letting go of tension. There are numerous relaxation tapes you can buy that 

have this procedure, or you can read the following exercise into a tape recorder and play it 

back. 

 Another way to use progressive relaxation is to hold the tension in each of your muscle 

groups for about five seconds and then release the tension slowly while you say silently, “relax 

and let go”. Then, take a deep breath and, as you breath out slowly, silently say, “Relax and 

let go” again.  

Exercise: Basic Progressive Relaxation Sequence 

This sequence takes you from your head through your neck, shoulders, arms and hands, chest, 

back, stomach, hips, legs, and feet. 

 If you do make a tape of this exercise or the one that follows, allow enough time for 

each exercise (five to seven seconds to tense, twenty to thirty seconds to relax) on the tape 

so you do not rush yourself. Also, put in two repetitions for each exercise.  

 

• Wrinkle your forehead. 

• Squint your eyes tightly. 

• Open your mouth wide. 

• Push your tongue against the roof of your mouth. 

• Clench your jaw tightly. 

• Push your head back into a pillow. 

• Bring your head forward to touch your chest. 

• Roll your head to your right shoulder. 
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• Roll your head to your left shoulder. 

• Shrug your shoulders up as if to touch your ears. 

• Shrug your right shoulder up as if to touch your ear. 

• Shrug your left shoulder up as if to touch your ear. 

• Hold your arms out and make a fist with each hand. 

• One side at a time, push your hands down into the surface where you are practising. 

• One side at a time, make a fist, bend your arm at the elbow, and tighten up your arm 

while holding the fist. 

• Take a deep breath and hold. 

• Tighten your chest muscles. 

• Arch your back. 

• Tighten your stomach area. 

• Push your stomach area out. 

• Pull your stomach area in. 

• Tighten your hips. 

• Push the heels of your feet into the surface where you are practicing. 

• Tighten your leg muscles below the knee. 

• Curl your toes under as if to touch the bottoms of your feet. 

• Bring your toes up as if to touch your knees. 

 

Exercise: Quick Relaxation 

Another quick way to relax is with whole muscle groups, tensing them for five to seven 

seconds and then relaxing them. This exercise is also adapted from Davis, Eshelman, and 

McKay (1995, 35-38). 
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1. Curl both fists and tighten your biceps and forearms as if you were a weight lifter 

posing, then relax. 

2. Wrinkle your forehead and, at the same time, press your head as far back as is possible 

and roll it in a complete circle clockwise. Then reverse the roll. Then wrinkle up the 

muscles of your face in a frown, with squinted eyes, pursed lips, tongue pressed on 

the roof of your mouth, and shoulders scrunched up. Then relax. 

3. Arch your back and take a deep breath into your chest. Hold it for five seconds and 

then relax. Take another deep breath, pressing out your stomach. Hold it for five 

seconds and then relax. 

4. Pull your feet and toes back toward your face, tightening your shins. Then curl your 

toes and tighten your calves, thighs, and buttocks at the same time. Relax. 

 Successful deep muscle relaxation as a matter of practice. You may talk to yourself as 

you try to relax and tell yourself to let go or relax deeper in order to achieve a more complete 

relaxation. If you have muscle weakness or a muscular condition such as fibromyalgia, these 

exercises may not be for you. Check with your physician first. 

Another Relaxation Technique 

 This technique is best used when you have time to try to relax as fully as you possibly 

can. It makes a good script to record on tape. 

 First, find a comfortable position and close your eyes. For the next few moments, 

concentrate on your breathing; use deep breathing. Try to see and feel your lungs, sensing 

how they feel as you breath in (pause), trying to make them completely expanded (pause), 

and then exhaling and sensing how they feel as you release your breath. There is no right or 

wrong way to breath. What is important is that you try to relax and not worry about any of 

the things happening in your everyday life. 

 Continue to concentrate on your breathing and your lungs, picturing them as you 

inhale, imagining them filling with strengthening oxygen, and picturing them exhaling as you 

relax. Now, in your mind’s eye, see or hear the message that says “relax” all over, in every 

bone, muscle, and nerve, tissue, feeling sensations of melting into relaxation. 
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 Next, bring your attention to your left foot and ankle and, as you inhale, gently flex 

your foot. As you exhale, release and relax your foot. Now bring your attention to your right 

foot and ankle and, as you inhale, gently flex your foot. As you exhale, release and relax your 

foot. Let all the cares of the day drain out through your feet. Any noise you hear will only 

deepen your relaxation.  

 Now feel the muscles of your left calf. Inhale, contracting the muscles of your left calf 

and exhale, letting the calf relax. Now feel the muscles of your right calf. Inhale, contracting 

those muscles, and exhale, letting them completely relax. Of course, adjust your breathing 

rhythm to what is most comfortable for you, remembering to inhale relaxation, peace, and 

self-love and to exhale tension, the pressures of the day, and the impacts of trauma on you. 

Relaxing in this way is a learning process. It is a way to learn to be at ease, to be at peace with 

yourself, to be at peace with your world, and to relax.  

 Now bring your attention to the muscles of your left thigh. Inhale and contract these 

muscles, then exhale and feel relaxation pour in. Next, bring your attention to the muscles of 

your right thigh. Inhale and contract them, then exhale, feeling release through both your 

legs. Now shift your focus to your buttocks, inhaling and contracting the muscles. Then exhale 

and let your bottom relax.  

 Next, shift your focus to your stomach, inhaling and contracting your stomach 

muscles. Then exhale, letting your stomach muscles relax, relax, relax. Now bring your 

attention to your chest and inhale, feeling your chest fill with oxygen and power. As you 

exhale, release any tightness that may be there as you release all the tensions that are 

bothering you. Try to feel the feeling of relaxation as a conscious process in your mind and 

body.  

 Now bring your attention to your hands. As you inhale, close both of your hands 

tightly, making fists. As you exhale, release the fists. As you do so, consciously try to let go of 

everything onto which you are grasping, and to relax. You may open your palms as you relax 

to receive warmth and vitalizing energy from the world around you. You may also bring your 

palms, cupped, closer and closer together until you feel the energy that is between them. As 

you do this exercise, allow the sense of relaxation and energy to move upward through your 

hands into your forearms, elbows, and shoulders. 
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 Next, focus your attention on your shoulders. As you inhale, contract your shoulders. 

Hold them for a few seconds in this position and then, as you exhale, feel the tension they 

have held release outward from them. Feel the point between your shoulders and the base 

of your neck. Allow warm energy to melt away any built-up tension and pressure that has 

been stuck there. Now feel the warm energy move up through your neck, allowing your neck 

to release and support your head as your neck completely relaxes. 

 Finally, turn your attention to the muscles of your face. Gently tense the muscles of 

your chin, your mouth, your eyes, your cheeks, and your forehead. Then let your entire face 

loosen and relax.  

Enjoy the relaxation you feel through your entire body for a few moments. If any part of your 

body is not completely relaxed, turn your attention to it. Inhale, and let the last bits of tension 

melt out of that part of your body. If your attention drifts, or if you feel drowsy, it is perfectly 

all right as long as you are safe, comfortable, and relaxed (adapted from Rosenbloom and 

Williams 1999, 28-30). 

Trying Meditation for Relaxation 

 Some persons use meditation to relax and to calm themselves as they seek heightened 

concentration and awareness. If you are new at meditating, thoughts may come in to distract 

you as you try to calm and quiet your mind. If this happens, you may try to use some imagery 

to focus your awareness before doing the meditation. If you are able to create clear mental 

images of the following scenes or things, you might then be able to direct your focus to 

relaxing. Try to create a clear mental image, right now of:  

 The face of your best friend   a turkey waiting to be carved  

 Your bedroom in your present home  a glass of cold lemonade 

 A field of wildflowers    the aroma of cooking spaghetti sauce 

 Riding in a race car at a racetrack  your bare feet on a sandy beach 

 The touch of velvet on your skin  a cat meowing 

 Use one of these images to focus your attention and then focus on meditating. If 

worries keep on entering, allow them to wander through your focus, noting them and 

allowing them to continue on without concentrating on them.  
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It is also important to know how to deep-breath and relax before you try to meditate. 

If this doesn’t work, you may repeat a word or syllable (such as “one” or “om”) over and over 

again, as Benson (1975) suggested. Try this at first for five to ten minutes, increasing it to 

fifteen minutes if you can.  

 Another technique is to identify and write down what has happened to you. That way 

you organize and synthesize much better what has occurred in your mind and body. 

Pennebaker (1997) says that writing about upsetting experiences is beneficial to health and 

well-being. You might decide to write every once in a while about your traumatic experiences 

using a personal journal or you might contract with yourself to follow Pennebaker and 

Campbell’s writing plan (2000). If you want to spend more time (and feel emotionally ready) 

to take an in-depth look at one or more of your traumatic experiences, Pennebaker suggests 

you use a four-day time period to write about them. During those four days, write for twenty 

minutes each day. Your only rule is to write continuously for the entire time. If you run out of 

things to say, just repeat what you’ve already written. Don’t worry about grammar, spelling, 

or sentence structure.  

 The following exercise guides you through this four-day plan. You may do this exercise 

now, or return to it later. You may feel sad or depressed when you finish this daily writing 

assignment. If so, remember that your reactions are completely normal. Most people say that 

these feelings go away an hour or so after you finish. Note: If you have experienced extreme, 

massive amounts of trauma, this exercise may be too retraumatizing.  

 If you use this technique, remember to write about the most traumatic, upsetting 

experiences of your life. In your writing, really let go and explore your deepest thoughts and 

emotions. You can write about the same traumatic experience on all four days or about a 

different experience each day. In addition to writing about your traumatic experiences, you 

can use this technique to write about major conflicts or problems that you have experienced 

or are experiencing now (including those that have resulted from the traumatic events).It is 

critical that you really delve into yourself and into the significant experiences or conflicts that 

you’ve not discussed in great detail with others. You might also tie your personal experiences 

of trauma to other parts of your life as you write. How are they related to your childhood, 

your parents, those you love, who you are, or who you want to be? 
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 Writing is an act of release, taking all the stuff of trauma that has bound you up and 

controlled you and releasing it to the universe. Writing may help you reduce your inhibitions 

about disclosing what happened to you and may encourage changes in the way you view your 

traumas.  

As you write, you may begin with only a few incoherent sentences and end up with a 

rather coherent story. Before you begin to write, however, you might want to review your list 

of traumatic experiences. It may help you to realize that your own traumatic life experiences 

may or may not be considered traumatic by others.  

Dealing with Flashbacks 

A flashback is a memory of the past that intrudes into the present and makes the past 

seem as if it is actually occurring in the here and now. Matsakis defines a flashback as a 

“sudden, vivid recollection of the traumatic event accompanied by a strong emotion” (1994a, 

33). A flashback can occur as a slight “blip” in time or it can be a memory of an entire 

experience, occurring in real time just as it did in the past. This type of flashback is called an 

abreaction. Generally, the occurrence of a flashback cannot be predicted. Generally, 

flashbacks refer to visual and/or auditory parts of the trauma, but they can also refer to body 

memories (such as pain), emotions (intense anger that comes out of nowhere), and behaviors 

(acting in certain ways when a trigger comes up). Whenever a flashback happens, it feels as if 

the trauma is occurring all over again. You do not black out, dissociate, or lose consciousness 

during a flashback, but you do leave the present time temporarily. Rothschild says that 

memories “pounce into the present unbidden in the form of flashbacks” that can “reinforce 

terror and feelings of helplessness” (2000, 131). A flashback that occurs during sleep can be 

a nightmare or even a vivid dream. Meichenbaum (1994) notes that flashbacks also can 

appear as intrusive thoughts or re-experiences, or as intense feelings.  
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Dealing with Numbing and Dissociation  

 Trauma experts, such as Wilson (Wilson, Friedman, and Lindy 2001) and Courtois 

(1988), gives us other ways to deal with numbing:  

1. Lessen your efforts to try to avoid memories of the trauma. 

2. Increase your contact with others; join some type of social organization 

3. Lessen your use of self-medication of any kind 

4. Work on your belief systems (perhaps using a workbook such as Life After Trauma: A 

Workbook for Healing by Rosenbloom and Williams). 

5. Learn to appraise the threat in situations using your head, not your emotions. 

6. Look at the losses trauma has caused you and develop a plan to work through them. 

7. Work on identifying triggers that cause you to “numb out”. 

8. Learn to stay more present in your safe place. 

9. Use the grounding techniques you have learned to separate the past trauma from the 

present.  

10. Learn to pace yourself and how you deal with your trauma; set up a certain time period 

during a day or week to work on your traumas; journal or do a trauma-inspired craft. 

11. Develop a flowers diagram about a part of the trauma that bothers you most and that 

you most want to avoid (use the flower diagram exercise at the end of chapter 4, or 

make a copy in your journal or notebook).  

Techniques for Sleeping 

Many survivors of trauma have trouble falling asleep or staying asleep. In fact, 

Matsakis says that “sleeping problems are perhaps the most persistent of PTSD symptoms” 

(1994a, 167). To be sure, getting to sleep and staying asleep can be a challenge even if you 

don’t suffer from PTSD. It is possible for anyone to sleep better by improving their sleeping 

environment: by removing triggers from that environment, creating an atmosphere 

conducive to sleep, and using good sleep practices. As a trauma survivor, it is important that 

you prepare yourself for sleep. One way is to avoid seeing, hearing, and thinking about 

traumatic things before going to bed. If you watch television or videos late at night, choose 

things that are light and free from triggers of your traumas. For example, if you’ve survived a 

natural disaster, don’t choose something with sirens or fire or devastation.  
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Think about positive things in your life as you go to bed. Put on soothing music or a 

tape of waves, sounds, a gentle rain, or other soothing sounds. You may also want to try a 

different sleep schedule. If you are a “night” person, wait until midnight to go to bed and then 

get up at seven or eight if possible, if you need that much sleep.  

Try to avoid using over-the-counter or non-prescribed drugs or substances to numb 

yourself into sleeping. However, you may turn to a cup of warm milk or some turkey (both of 

which contain L-tryptophan, a soothing amino acid) to help you relax. Or you may take 

melatonin, if your doctor agrees that it does not interfere with any medications you take.  

 If you were traumatized during sleep or in a bedroom, it is very important for you to 

identify any parts of that bedroom or of sleep that might trigger you. Develop a trigger list for 

sleep or for the room. For example, if your room now happens to be the same color that the 

room you were traumatized in was, you may paint it a different color. If your furniture is 

arranged in a similar fashion, you may change that arrangement. Begin to change things that 

are possible to change.  

 If your partner is not a safe sleeper, you may want to talk with him or her about 

alternatives, including using twin beds or agreeing on ways to wake up your partner when 

there are triggers. 

 Kelly liked to sleep on a mat in the corner of her bedroom. She couldn’t understand 

why, in the middle of the night, she would leave her queen-size bed and end up on the floor 

on this mat. As she began to work on her past traumas, she realized that she had been 

molested on a queen-size bed as a child. She began to work on ways to make her bed and 

bedroom safe: she got rid of the queen-size bed and bought a twin bed, which she put against 

a wall. She then slept with her back to that wall to protect herself. 

 Researchers have worked out many ways that might improve your chances of a good 

sleep. The following list is adapted from Matsakis (1994a) and from the Metropolitan 

Washington Council of Governments (2001). If there are things that have worked for you in 

the past and have made your sleeping easier, try them again. If there are things that have not 

worked, even if others suggest them, don’t try them. 
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1. Physically exercise sometime during the day, but not right before bed 

2. Listen to relaxing music. 

3. Listen to a relaxation tape 

4. Practice relaxation techniques before going to bed. 

5. Pray 

6. Medicate with prescribed medications. 

7. Talk to others if the others can soothe you or calm you before you go to bed; don’t 

argue 

8. Write or talk into a tape about your day, but not about your traumatic experiences. 

9. Eat something light and avoid caffeine. 

10. Try not to drink anything in the two hours before going to bed, so you don’t have to 

get up to go to the bathroom. 

11. Do a boring task 

12. Read a very boring book 

13. Get up at a set time, no matter what time you fall asleep. 

14. Sleep in the same place; don’t bed-hop or place hop (the bed is for sleeping, not the 

living room couch). 

15. Set the thermostat at a comfortable, cool temperature 

16. Use a night-light if necessary 

17. Take a walk in the late afternoon or early evening to tire yourself out and raise your 

body temperature. Falling temperatures (after you stop your walk) sometimes make 

you sleepy. 

18. If you find you have trouble falling asleep because you worry a lot, schedule a “worry 

time” during the day and use up that time at least two hours before you plan to go to 

bed. 

19. Keep a record of the number of hours you sleep each day and how you feel after you 

have slept so that you can look for sleep patterns. 

20. Check with your doctor to see if any medications you are taking get in the way of sleep. 

21. Use a white noise machine or wear earplugs (if it is safe not to hear) to drown out 

noises that might get in the way of sleeping (e.g. the music from a noisy neighbour or 

street traffic noises). 
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22. Take a warm bath about four hours before bedtime; as your body cools down after 

your bath, you may find it easier to fall asleep. 

Follow a set bedtime routine, such as the following: 

1. Choose a regular bedtime that works for your needs, and then go to bed at this time 

for at least one week. 

2. About two hours before that bedtime, use the ability you have to contain, numb, or 

avoid traumatic reminders to put away any issues about trauma recovery. 

3. Do something relaxing 

4. Begin to get ready for bed at least an hour before your actual bedtime by doing your 

personal care routines (get your clothes out for the morning, brush your teeth) 

5. Check out your room and make sure it is safe and comfortable: check your closets, 

windows, and doors; put away anything that might trigger nightmares, flashback, or 

intrusive thoughts (pictures, drawings, belongings).  

6. Gather anything you want to have in bed with you (special cover, stuffed animal, pets). 

7. Continue to contain any thoughts and feelings that might trouble you 

8. Use a relaxation technique of some kind to help you get to sleep 

9. Lie down and give yourself permission to sleep 

10. If you use music or a tape turn it on 

11. Close your eyes and go for it  

Dealing with Anger 

 Anger is a signal emotion; it warns you of a threat to your well-being or of actual 

danger. Your anger is real. However, what you do with your anger involves making choices. If 

you make inappropriate choices when you express your anger, that anger can lead to self-

harm, depression, feelings of helplessness, risk-taking, and explosive outbursts. Expression of 

anger exists on a continuum and ranges from annoyance and irritation to fury and rage. When 

anger is associated with trauma, angry outbursts can be out of proportion to what provokes 

them. These outbursts can be quick and explosive, and can bring about physical symptoms 

including high blood pressure, headaches, and body aches and pains.  
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There are times when anger becomes rage; rage is anger accompanied by 

helplessness, it occurs when you believe you have no control over a situation, person, or 

event. When you have experienced a trauma, anger often becomes the central emotion that 

you feel. Angry thoughts about revenge may consume you. According to Enright and 

Fitzgibbons (2000), your anger is more destructive if you focus it on another person or people; 

it is intense, even in the short term; it leads to a learned pattern of annoyance, irritation, or 

frustration with others who are not the source of your anger; it is extremely passive; it is 

extremely hostile; or it is developmentally appropriate for someone much younger than your 

actual age (e.g. you act like a two-year-old and have a temper tantrum). 

In reality, anger can be helpful to you: 

1. Your anger is natural and a part of you 

2. Your anger is a signal about what is happening around you 

3. Your anger helps you know yourself better 

4. Your anger tells you to protect yourself 

5. Your anger tells you to make necessary change(s). 

6. The reasons for your anger can be shared with those who matter to you. 

Resolving Anger 

 Working out trauma-related anger is not easy. As Schiraldi (2000) notes, to resolve 

anger, you must do the following:  

1. Re-experience and express enough anger to get in touch with your feelings 

2. Develop an understanding of yourself and what happened in order to figure out why 

you really are angry. 

3. Do what you need to do to give a sense of closure and finality to the situation. 

4. Try to bring the trauma to completion by looking for justice, confronting someone or 

something, or getting an apology. Sometimes these things are not possible. Your 

perpetrator may be dead or unwilling to apologize. The legal system may not give you 

justice. 

5. Take responsibility for the anger you have and choose how to express it. 
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6. Put that anger into words or pictures that describe the feelings behind it. If you write 

about your anger, describe what triggered its occurrence, what body sensations 

happened, and who was involved. This is a safer way to get out the anger without 

hurting yourself or others. 

7. Generally, anger is the way you express fear or hurt. It is important to identify what 

lies beyond your anger. Whom do you believe hurt you? Is there an appropriate target 

for your anger? If so who or what is that target? 

8. Look at the unhealed hurt lying behind your anger – this hurt, according to Schiraldi 

(2000), is generally from your past. Be sure to self-soothe before you look at the hurt. 

9. Put your anger outside of yourself. Don’t turn it against yourself or use it to think badly 

about yourself. Let those who hurt you know why you are angry, without criticizing or 

attacking them. Listen to what they have to say about what happened.  

10. Learn how to protect yourself in other ways, so it feels safe for you to let go of anger. 

 It’s important to remember that you choose to get angry and to react as you do. When 

you get very angry and lose control, you can become powerless. Therefore, it helps to learn 

what you can do to express your anger rather than lose control.  

Distractibility and Trouble Paying Attention 

If traumatic images, thoughts, dreams, flashbacks, and other intrusions are constantly 

in your head, or if you are using energy to keep them out of your head, you may find that you 

have difficulty concentrating or paying attention. If you seem to have excess energy and are 

always on the go, you may get labelled as attention deficit / hyperactivity disordered when 

you really are just trying to avoid dealing with, thinking about, or re-experiencing your 

traumas.  

If either of these statements are true about you, you may use some of the following 

techniques to increase your ability to concentrate:  

1. You may do relaxation visualization exercises. 

2. You may make lists of what you need to do. 

3. You may make lists of what you need to remember. 

4. You may read several paragraphs in a book and then summarize what you have read 

in writing.  
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5. You may practice through stopping if you have intrusive thoughts getting in the way 

of thinking. 

Thought Stopping 

 If you have intrusive thoughts, you may try to stop them by yelling “stop” either out 

loud or in your mind, as you visualize the word stop on a stop sign or in flashing lights, 

whenever a thought begins to come in. Another way is to get a good supply of thick rubber 

bands and put one on your wrist. Leave it on, even when you go to bed. Every time a painful 

image or thought pops into your mind, consciously decide if you want to think about the 

image or thought. If you decide that it is something you want to think and that you will not 

become overwhelmed or unable to concentrate on other things, keep it in your mind. 

However, if you don’t want to think the thought or see the image, then snap the rubber band 

on your wrist, hurting yourself. 

 At the same time that you snap the rubber band, allow yourself only three minutes to 

look at the thought or image. If, after three minutes, you are still thinking the thought or 

seeing the image, snap the rubber band again and give yourself another three minutes. 

Continue this process until the thought or image weakens. It is important that you use this 

technique each and every time you have an intrusive image or thought that you don’t want. 

If you use it only every once in a while, the number of involuntary intrusions may actually 

increase (Baker and Salston 1993).  

Managing Emotions and Impulses 

 Feelings generally can be associated with joy or with pain. Each feeling of pain has an 

opposite feeling associated with joy. For example, the opposite of fear is hope; of sadness, 

joy; of hate, love. Painful feelings that result from exposure to trauma frequently are denied 

and avoided. Many trauma survivors have a hard time keeping their feelings under control. 

Many times, people with complex PTSD are also not aware of the range of feelings that exists 

and have only limited emotional responses to most situations. Having feelings or recognizing 

having certain feelings may make you want to hurt yourself. Examples of feelings that may 

lead to self-hurt include anger, sadness, shame, emptiness, guilt, and betrayal. But if you do 

not know what many different feelings are like, you also cannot use them either positively or 

negatively. 
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 Are you able to name the feelings you have at different times? Do you know the 

difference between dislike, disregard, anger, frustration, rage, and hostility, among others? 

Learning how to name feelings and then recognize (them both in yourself and others) are the 

first steps in trying to bring the feelings under control. 

 If you cannot find words to identify your emotions and if you are not able to know 

what you feel, then it is very difficult to plan how to cope with those emotions. When you 

name and then learn to tolerate your emotions, you gain the ability to “own” them and you 

become more in touch with yourself. 

Exercise: Recognizing My Emotions 

Which of the following emotional states do you personally know, and which have you felt in 

the past two weeks? Please circle those you have felt in the past two weeks and underline all 

those about which you can say that you know how they feel.  

 

abandoned   cranky   friendly loyal  tense 

accepted   crazy   fulfilled lucky  terrified 

aching   crushed  full  mad  thrilled 

affectionate  curious   furious  mean  tired 

alone   defeated  giving  miserable tolerant 

aloof   dejected  glad  patient  tortured 

amused  delighted  grateful peaceful trapped in  

          time 

angry   dependent  grouchy pleased  

annoyed  deserted   grumpy powerless troubled 

anxious  desirable  guilty  preoccupied trusted 

apologetic  desperate  happy  proud  ugly 

at peace  devastated  helpless regretful unappreciated 
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aware   different  hopeful rejected unaware 

betrayed  disappointed  hopeless remorseful understood 

bitter   discouraged  humiliated responsible unfriendly 

bored   distressed  hurt  revengeful unhappy 

brave   dominated  impatient safe  upset 

calm   doomed  inadequate screwed useless 

capable  eager   incompetent serene  valued 

caring   easygoing  innocent shamed victimized 

cautious  ecstatic  insecure shocked  violated 

cheerful  elated   interested shy  vulnerable 

composed  embarrassed  irate  sorry  warm 

confident  enraged   irked  stimulated weary 

conflicted   excited   irritated stunned whipped 

connected  exposed  isolated stupid  wiped out 

content   foolish   jealous  sweet   withdrawn 

courageous  frantic   joyful  sympathetic wonderful 

          worthwhile 

 

These are only a small proportion of the words that are associated with feelings. Were 

you able to identify and imagine or remember having most of them? What has completing 

this exercise taught you about yourself?  

 

 

 



29 
 

Suicidal Thoughts and Emotions  

Many trauma survivors feel suicidal and have suicidal thoughts and plans. Some act 

out those thoughts when they are particularly stressed and triggered; some act them out on 

a regular basis. It is important to develop ways to cope with and control your suicidal 

impulses. In order to do so, if you have had these impulses, it is important that you ask 

yourself: What is the meaning and role of those impulses? Do the impulses and fantasies 

related to planning suicide lead to an adrenaline rush or a sense of calm and peace? If you 

have these impulses, what else might you use to bring you relief? 

 Learning to find ways to relieve any intolerable feelings you have through less 

destructive means is the first step to bringing suicidal impulses under control. Writing in the 

online newsletter Survivorship, Collings (2001) has created the following list of reasons not to 

kill yourself:  

1. Because you deserve to live 

2. Because your life has value, whether or not you can see it 

3. Because it was not your fault  

4. Because you didn’t choose to be battered and used  

5. Because life itself is precious 

6. Because they were and are wrong 

7. Because you are connected to each and every other survivor and so your daily battle 

automatically gives others hope and strength 

8. Because you will feel better, eventually 

9. Because each time you confront despair, you get stronger 

10. Because if you die today you will never again feel love for another human being….. or 

see sunlight pouring through the leaves of a tree 

11. Because you have already won…. no one can take that away 

12. Because the will to live is not a cruel punishment, even if it feels like that at times; it 

is a priceless gift 

13. Because we need survivors to offer testament against this horror and despair. 

14. Because no one knows better than you the meaning of suffering, and agony deepens 

the heart 
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15. Because you deserve the peace that will come after this battle is won, and it will be 

won, but only minute by minute. 

16. Because I am furious that we have to suffer the pain of another’s evil and filth. 

17. Because you, too, will one day feel fury 

18. Because it is critical that you survive 

 

How do you relate to this list? …………………………………………………………………………………………….... 

………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………  

 

2.3. MANAGE STRESS ORDER 

2.3.1. Manage Stress 

 Before one begins to deal with how to manage the harmful type of stress one needs 

to have a clear-cut understanding of what it is. Most people will tend to believe that stress is 

totally negative though this is not true. Below follows the definition. 

 Stress is the body’s physical, emotional, and psychological response to any demand. It 

is generally perceived mentally as pressure or urgency to respond, which is experienced as 

mental strain. Stress is associated with the more primitive survival “fight” or “flight” response. 

When confronted with danger, the body responds physiologically with the release of 

adrenalin and hydrocortisone (cortisol). Short term, these chemicals shut down some 

biological mechanisms in order to conserve energy, which may be needed for fight or flight. 

After the challenge has been met and resolved, the body returns to normal. Normal body 

functioning is demonstrated by muscles relaxing, hands becoming dry, stomach unwinding, 

and gastrointestinal relaxation heart rate and blood pressure returning to normal. Long term 

adrenalin and hydrocortisone can result in numerous negative influences physiologically, 

psychologically, and emotionally. One of these negative consequences is suppression of the 

immune system. If managed effectively, stress is not necessarily bad for you.  



31 
 

 Therapists guide to clinical intervention. Shanon L. Johnson p.223. In order to be 

precise and show the differences between the positive and negative below follow lists that 

may make quite clear the picture.  

1. Positive stress 

a. Is short term 

b. Motivates 

c. May feel exciting  

d. Improves productivity  

e. Improves performance  

f. Is pleasant  

g. Is beneficial  

h. Is important to physical and mental fitness  

i. Focuses energy 

j. Sharpens the mind 

2. Negative stress (referred to as distress) 

a. Can be harmful, especially if experienced for a long period of time 

b. Drains energy reserves  

c. Causes emotional depression  

d. Suppresses immune system  

e. Builds over time instead of diminishing  

f. Can lead to mental and physical problems  

g. Can change the way a person thinks 

 There is no way for any single individual to avoid stress. This is simply not possible. It 

is part of daily life. Naturally most people will not experience a level of stress or stress related 

conditions in their lives beyond what loosely might be described as a medium level. As stated 

above moderate levels of stress might help us to be or become productive and or inventive 

in how we deal with our lives in a personal or work related environments.  

 It is when stress escalates beyond this moderate level that it can become harmful. No 

one is immune from the negative effects of stress, and it may be cumulative in how individuals 

are able to respond over time (burnout). 
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 Since everyone evaluates their experiences differently, no particular factors are 

identified as the causes of stress. Stress can come from pressures at home or work, from 

relationships from school, or as the result of other personal situations.  

Oftentimes, stress is associated with the “too much” phenomenon: 

1. Too many changes 

2. Too high of expectations  

3. Too much responsibility 

4. Too much information (overload) 

Too much stress in a short period of time will doubtless have a negative impact on the 

individual.    

 In all likelihood, if one were able to experience these stressors over time allowing one 

to process and resolve each situation, then the stressors would be manageable. When there 

is not enough time between stressful events, however, the experience is overloading and 

debilitating.  

 There are generally two ways to define the source of stress: internal factors or external 

factors. Additionally, how each individual responds to stressful events can either increase or 

decrease the overall experience of stress. Failure to effectively cope with a stressful situation 

contributes to a feeling of things being more difficult, adding to the level of stress already felt 

from external sources. Self-care, use of resources, and self-talk form the foundation of 

effective stress management.  

 The difference between being stressed and not being stressed is associated with three 

factors:  

1. Individual perception of stress 

 People often view the same situation very differently, depending on their life 

 experiences, personality, and health. A visit to a personal physician for the same 

 purpose may be stressful to one individual and not stressful to another. 
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An individual’s perception of stress will determine its effects on him/her. 

2. Personal and family resources. 

 A. Time, skill, financial resources, and family resources all affect one’s ability to handle 

 stress. For example, money is double-edged: it can either be a stressor or a resource 

for  resolving it. Personal management styles such as patience and perseverance also 

affect  the way an individual or family system deals with stress. 

3. Social support 

 A. Your relationships with family, friends, and your community as well as access to 

 professional resources can all be avenues for relieving stress.  

 Aside from stress being derived from internal or external factors, there is another way 

to define the kinds of stress experienced: 

A. Ordinary daily life stressors 

 Regular daily schedule (getting up, going to work/school, etc.). These stressors can   

be dealt with by setting priorities, following a schedule, having reasonable 

expectations,  and delegating when possible.   

B. Developmental Stresses 

 Stage of life issues  

 Learning new things/changing old habits 

These stressors can be dealt with by looking forward to known developmental 

changes, looking forward to the challenge. Being proactive in thinking through choices and 

how one wants to deal with things versus being forced to deal with the event when it happens 

can also minimize stress. 

Below follows a general guide on how to organize stress related situations. Prior to 

learn to manage stress one needs to keep track of it and organize it so as to find later the best 

ways to manage it. 
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Organizing Components of stress 

1. Keep a journal. Write what you think and feel to improve self-understanding 

2. Identify the issues or situations that cause stress 

3. Brainstorm a list of all possible ideas for dealing with these issues and situations 

4. Clarify ideas 

5. Evaluate all possible outcomes 

6. Choose the best solution 

7. Plan who does what (individual, family, outside resource); delegate, but be realistic  

8. Create a trial period (day, week, month, etc.) for putting a plan into action  

9. Evaluate the plan: What worked? What didn’t work? 

10. Integrate the new information you have in order to improve effectiveness of stress 

management. 

During a period of acute stress, a person’s normal defenses are down and emotional 

distress is quite high. There is naturally a need for the person to tone down the stress. Given 

that need, people may be open to learn new venues in order to accomplish this necessary 

goal because they are suffering.  

 The responses to stress are numerous, and so are the approaches for dealing with it. 

What works for one person may not work for another. Therefore, it is necessary to be 

prepared with a number of strategies for handling stress. 

 The mind plays a powerful role in illness and in health. Because cognitions or mental 

processes have a strong influence, negative or positive, on the physical and emotional 

reactions to stress cognitive restructuring is an important intervention.  

 

The five aspects of mental processing that play a significant role in stress include:  

1. Expectations/Self-Fulfilling Prophecy. What a person believes will happen or expects 

to happen sometimes influences their behavior in a way that makes that outcome 

more likely to happen. Negative expectations increase anxiety and stress. Identifying 

goals for change and facing such challenges with optimism and a positive attitude will 

facilitate optimal coping and management.  
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2. Mental Imagery/Visual Imagery. Along with expectations for a given situation a person 

will develop an accompanying mental picture and internal dialogue. This mental 

imagery can itself elicit emotional and physiologic responses. Negative mental 

imagery increases anxiety and stress reactions; whereas positive mental imagery 

minimizes the effects of life stressors and increases effective coping.  

3. Self-Talk. This is the internal dialogue that the person carries on with themself all day 

long. Most people do not have a conscious awareness for self-talk or the influence it 

has on anxiety, stress, and self-esteem. Self-talk has a similar influence to that of 

mental imagery. Negative mental images and negative self-talk can result in anxiety 

and psychosomatic symptoms, whereas positive mental images and positive self-talk 

encourages self-confidence, effective coping, and a general feeling of well-being. 

Initially, an awareness for negative self-talk must be facilitated, followed by the 

development of rational substitute statements to replace the negative thoughts for 

cognitive restructuring.  

4. Controlling and Perfectionistic Behavior. Perfectionism and unrealistic expectations 

often go together. Responses of controlling and perfectionistic behaviors are 

frequently an effort to avoid abuse, conflict, the unknown, or a feeling of uneasiness 

and inadequacy associated with perfectionism. Placing unrealistic expectations on 

others is a form of controlling behavior. It takes enough energy to manage yourself. 

Efforts to control the behavior of others leads to stress, anxiety, frustration, and anger. 

The goal is for the person to develop realistic expectations for themself and accept 

that they have no control over the behavior of another.  

5. Anger. Anger is a normal, healthy emotion when expressed appropriately. It can be 

damaging tension it causes as well as predisposing the person to “blow-ups” with 

others. This behavior results in low self-esteem and poor interpersonal relating. 

Chronic anger and hostility are related to the development or exacerbation of a 

number of physical symptoms, illnesses, and diseases. A person has a choice in how 

they evaluate a situation. Appropriate management of anger will decrease stress. 
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For a person to effectively manage stress they must understand what they need and 

want emotionally, take responsibility for their own thoughts and behaviors, release themself 

from the self-imposed responsibility of and efforts to control others, develop realistic 

expectations and limitations, have appropriate boundaries in relationships, express themself 

honestly, and take care of themself (by getting adequate sleep, eating nutritionally, exercising 

regularly, and utilizing relaxation techniques).  

 The central strategies for effective stress management focus on living healthy. This 

includes exercise, eating habits, how stress is dealt with, belief system, and attitude. Effective 

living requires goals, appropriate prioritization, and time management.  

 Given the pace of daily living and the demands placed on people it is not difficult to 

understand the level of stress experienced by the average person. Because it is physiologically 

impossible to be stressed and relaxed at the same time developing techniques for alleviating 

distress (negative stress) is an important step in coping effectively with life stressors.  

 Excellent results have been found in the treatment of numerous physiological 

symptoms and emotional or psychological problems through the regular use of relaxation 

techniques. Regular use of relaxation techniques prevents the development of cumulative 

stress. Cumulative stress is generally associated with high levels of anxiety which have 

become unmanageable. The effective discharge of stress and tension associated with 

relaxation techniques creates the opportunity for the body to recover from the consequences 

of stress and places an individual in an optimal position for managing normal stressors, 

especially if they are engaging in regular exercise, getting adequate sleep, and eating 

nutritionally.  

 Difficulties leading to stress are often related to a person’s style of managing or 

interacting with their environment. An approach which results in unnecessary stress includes: 

1. Attempting to do too much at one time 

2. Setting unrealistic time estimates, or poor time management 

3. Procrastinating on the unpleasant  

4. Disorganization 

5. Poor listening skills 

6. Doing it all yourself  
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7. Unable to say “no” 

8. Trouble letting other people do their job 

9. Impulsive, snap decisions  

10. Not taking responsibility for the quality of your own life. Blaming others  

Early Warning Signs of Stress 

A. Emotional Signs  

1. Apathy, feelings of sadness, no longer find activities pleasurable 

2. Anxiety, easily agitated, restless, sense of unworthiness 

3. Irritability, defensive, angry, argumentative 

4. Mentally tired, preoccupied, lack of flexibility, difficulty concentrating 

5. Overcompensating, avoiding dealing with problems, denial that you have problems 

B. Behavioral Signs  

1. Avoidance behavior, difficulty accepting/neglecting responsibility 

2. Compulsive behaviors in areas such as spending, gambling, sex, substances 

3. Poor self-care behavior (hygiene, appearance, etc.), late to work, poor follow through 

on tasks 

4. Legal problems, difficulty controlling aggressive impulses, indebtedness 

 A Life Events Survey can be administered to determine the specific stressors as well as 

a rough estimate of stress experienced by an individual. This can clarify acute crises and 

chronic problems which therapeutic interventions can seek to alleviate and resolve.  

Stress Signals 

The following messages from your body may indicate that you have a health problem 

or are on the road to developing a health problem. Also explore family history for any 

predisposition to a particular disease. 

1. Insomnia. If you go to bed thinking about things or worrying, the physiological 

response is adrenaline, which is activating and interferes with getting to sleep or 

achieving restful sleep. Create a routine for winding down and putting your mind to 

rest. Before bed, swim, walk, meditate, drink warm milk or herbal tea (no caffeine), 

take a hot bath, or choose to think of peaceful, pleasant thoughts. 
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2. Headaches and sore muscles. When your body is in high gear, you are continuously 

on alert to respond and body tension accumulates. If tension is chronic, the result can 

be muscle soreness and rigidity. A tight neck, upper back, and shoulders can lead to a 

headache. Stretching and light exercise every couple of hours throughout the day may 

help to relieve these symptoms.  

3. Stomach problems. When you are stressed, acid is secreted in the stomach, which can 

cause heartburn, stomach cramps, or other digestive problems. Over-the-counter 

antacids may alleviate the symptoms, but don’t ignore the real culprits of irritation: 

stress, caffeine, smoking, alcohol, poor nutrition, inadequate sleep and relaxation, or 

spicy foods. Use physical activity, deep breathing, and self-soothing activities for 

calming your digestive track. Be sure to consult your physician. Don’t ignore these 

symptoms.  

4. Addictive behavior. Efforts to escape chronic stress by drinking too much, increased 

smoking, overeating, overspending, gambling, or other negative patterns lead to 

increased stress. Find helpful and healthful ways to deal with stress. Talk with your 

physician and seek professional help. 

5. Low sex drive. While this can be a signal of stress and fatigue, a variety of other issues 

need to be explored with your physician: 

i. High blood pressure 

ii. Sedentary lifestyle 

iii. Decreased testosterone  

iv. Excessive salt consumption 

v. Excessive alcohol use 

Certain drugs and diseases that may cause high blood pressure in some people 

Stress Busting 

1. Deal with stress when it strikes. Breath slowly and deeply. Exercise to diminish 

adrenalin. 

2. Think positively. What causes stress is not the situation but how you think about it.  
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3. Practice improved management of stress by visualizing stressful situations and how 

you will manage them effectively. That way, when the stressful event occurs it feels 

like you have already successfully dealt with it numerous times before.  

4. Set limits. Create a work frame of time and when the time is up, shift gears and stop 

thinking about work. Consider how unfair it is to the people you care for if you are 

always thinking about work when you are with them, rather than being emotionally 

available and listening. 

5. Be honest about what you have control over and what you don’t control. If you have 

control, take action and plan for a resolution. If it belongs to someone else, let go of 

it.  

Effective Management Of Stress 

There are two approaches for coping with excessive stress: 

1. Self-control, which requires taking responsibility for reactions to a situation 

2. Situation control, which includes problem solving, assertiveness, conflict resolution, 

and time management.  

Critical Problem Solving 

1. Acknowledge and clarify the problem or issue  

2. Analyze the problem, and identify the needs of those who will be affected 

3. Employ brainstorming to generate all possible solutions 

4. Evaluate each option, considering the needs of those affected 

5. Select the best option and implement the plan 

6. Evaluate the outcome or problem-solving efforts 

Assertiveness 

To assert oneself positive includes: 

1. Acting in your own best interest  

2. Standing up for yourself, expressing yourself honestly and appropriately  

3. Exercising your own rights without diminishing the rights of others 
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Conflict Resolution 

Conflict resolution can be achieved cooperatively through a combination of problem-

solving skills, assertiveness, good listening skills, and mutual respect until differing viewpoints 

are understood. This is followed by a course of action that satisfies the parties involved.  

Time Management  

1. Clarify a plan(s) of action, or tasks to be completed  

2. Clarify priorities  

3. Divide the plan of action into manageable goals and tasks  

4. Allot a reasonable amount of time to complete all tasks  

 For optimal time management eliminate procrastination, combine tasks when 

possible, do things one time, and delegate when possible.  

Self-Care 

1. Adequate sleep and good nutrition 

2. Good hygiene and grooming 

3. Regular exercise  

4. Relaxation techniques or other strategies for decreasing tension 

5. Development and utilization of a support system 

6. Use of community resources  

7. Personal, spiritual, and professional growth 

8. Self-monitoring for staying on task self-care behaviors to develop a routine 

Tips for Stress Management 

1. Learn to meditate and use other relaxation techniques (yoga, progressive muscle 

relaxation, visualization, etc.) 

2. Practice good nutrition and be physically active 

3. Review how you choose to think about things. How you think influences your stress 

level: 
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i. Is your cup half empty or half full? 

ii. Are you a chronic worrier? 

iii. Do you catastrophize? 

iv. Are you always thinking about “what if” instead of dealing with “what is?” 

v. Are you a perfectionist?  

vi. Are you overly critical? 

 

4. Take short breaks 

i. Reenergize with a short, refreshing time out  

 

5. Manage your time 

i. Set priorities  

ii. Be realistic about the amount of time it takes to do tasks 

 

6. Talk about it  

i. Talk out your problems with a friend or family member to relieve stress and put 

problem into perspective  

 

7. Live a balanced life 

i. Balance work with play 

ii. Develop interests or hobbies 

iii. Participate socially  

 

*Make sure you have laughter in your life. 

 

8. Develop goals  

i. Set realistic goals 

ii. Make sure you have what is required to successfully meet your goals  

iii. When necessary, break tasks into small, manageable steps 

iv. Reevaluate goals from time to time 
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9. Anticipate stress 

i. Use your awareness of situations coming up and plan ways to respond 

ii. Review what you have control over and what you don’t control  

iii. Identify anything that can be done ahead of time to reduce the stress that will be a 

part of expectations associated with a given situation 

 

10. Get help 

i. When you feel overwhelmed by stress, get professional help 

ii. Identify supportive resources in the community   

 

2.3.2. Manage Panic 

 Again one has to know what panic is before one begins to address the issue. The 

dispatcher must have some basic knowledge both for himself and in case he needs to 

differentiate when a caller talks. In other words, an excellent dispatcher might instinctually 

differentiate between levels of stress in a man that calls with a dire need. Experience might 

provide that instinctual basis but because anxiety, panic stress and or critical events 

interrelate, the Dispatcher needs to know as much as possible about these interrelated 

conditions. These mental states of mind may change a second’s notice when a caller calls. It 

might also be a person that is affected by PSTD, dissociative disorders or be psychotic or be 

in borderline personality disorder. The dispatcher does not know or see the person thus he 

has to rely on his knowledge, experience and or gut instinct in order to push the person on 

the other and of the line to do the right thing. 

 I will begin by explaining what is panic and techniques for coping with it. This basic 

schema might also assist dispatcher both on them and on the people that call.  The dispatcher 

is not a therapist and he is not pretending or trying to be one. He is only there to guide people 

that call in the right direction. As such he as well needs to know a lot about the varieties of 

mental health states and or frames of mind that govern these clinical terms. Therefore, this 

article is not intended to make dispatchers experts on the fields, rather it is merely a guide.  
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Coping with Panic Attacks 

A panic attack is a sudden surge of mounting physiological arousal that can occur “out 

of the blue” or in response to encountering (or merely thinking about) a phobic situation. 

Bodily symptoms that occur with the onset of panic can include heart palpitations, tightening 

in the chest or shortness of breath, choking sensations, dizziness, faintness, sweating, 

trembling, shaking, and/or tingling in the hands and feet. Psychological reactions that often 

accompany these bodily changes include feelings of unreality, an intense desire to run away, 

and fears of going crazy, dying, or doing something uncontrollable. 

 Anyone who has had a full-fledged panic attack knows that it is one of the most 

intensely uncomfortable states human beings are capable of experiencing. Your very first 

panic attack can have a traumatic impact, leaving you feeling terrified and helpless, with 

strong anticipatory anxiety about the possible recurrence of your panic symptoms. 

Unfortunately, in some cases, panic does come back and occurs repeatedly. Why some people 

have a panic attack only once – or perhaps once every few years - while others develop a 

chronic condition with several attacks a week, is still not understood by researchers in the 

fields.  

 The good news is that you can learn to cope with panic attacks so well that they will 

no longer have the power to frighten you. Over time you can actually diminish the intensity 

and frequency of panic attacks if you are willing to make some changes in your lifestyle. 

Lifestyle changes which are most conductive to reducing the severity of panic reactions are 

described in other chapters of this workbook. They include 

i. Regular practice of deep relaxation  

ii. A regular program of exercise  

iii. Elimination of stimulants (especially caffeine, sugar, and nicotine) from your diet  

iv. Learning to acknowledge and express your feelings, especially anger and sadness  

v. Adopting self-talk and “core beliefs” which promote a calmer and more accepting 

attitude toward life  

 These five lifestyle changes vary in importance for different people. To the extent that 

you can cultivate all five of them, you will find that, over time, your problem with panic 

reactions will diminish.  
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 The approach in this workbook is not oriented toward meditation. Yet there are some 

people who suffer from panic attacks for whom it’s appropriate to take medication. If you’re 

having panic attacks with sufficient intensity and frequency that they interfere with your 

ability to work, your close personal relationships, or your sleep, or if such attacks persistently 

give you the feeling that you are “losing your grip” on yourself, then medication may be an 

appropriate intervention.  

 The two types of medications most frequently prescribed for panic attacks are minor 

tranquilizers (for instance, Xanax or Ativan) and antidepressants (such as Tofranil, Elavil, or 

Prozac). For more information on the use of prescription medications in treating panic 

attacks. 

 The remainder of this chapter will present some specific guidelines for dealing with 

panic attacks on a short-term, immediate basis. These are practical strategies for coping with 

panic attacks at the very moment they occur.  

Deflate the Danger* 

A panic attack can be a very frightening and uncomfortable experience, but it is 

absolutely not dangerous. You may be surprised to learn that panic is an entirely natural 

bodily reaction that simply occurs out of context. Earlier chapters discussed the fight-or-flight 

reaction – an instinctual response in all mammals (not just humans) to physiologically prepare 

to fight or flee when their survival is threatened. This instantaneous reaction is necessary to 

ensure the survival of the species in life-threatening situations. It serves to protect the lives 

of animals in the wild when they are faced by their predators. And it serves to protect your 

life by informing and mobilizing your impulse to flee from danger. 

 Suppose, for example, that your car stalled on the railroad tracks while a train 

approached you from about 200 yards away. You would experience a sudden surge of 

adrenalin, accompanied by feelings of panic, and a very strong and sensible urge to flee your 

predicament.  
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In fact, your body would undergo a whole range of reactions, including: 

i. An increase in your heart rate 

ii. An increase in your respiratory rate 

iii. A tensing of your muscles  

iv. Constriction of your arteries and reduced blood flow to your hands and feet 

v. Increased blood flow to your muscles  

vi. Release of stored sugar from your liver into your bloodstream 

vii. Increased production of sweat 

 The very intensity of this reaction and the strong urge to flee are precisely what would 

ensure your survival. The surge of adrenalin and flow of blood to your muscles increases your 

alertness and physical strength. Your energy is mobilized and directed toward escape. If these 

reactions were less intense or less rapid, you might never get out of the way in time. Perhaps 

you can recall times in your life when the flight response worked properly and served you 

well. 

 In a spontaneous panic attack, your body goes through exactly the same physiological 

flight reaction that it does in a truly life-threatening situation. The panic attack that wakes 

you up at night or occurs out of the blue is physiologically indistinguishable from your 

response to such experiences as your car stalling on the railroad tracks or waking to hear a 

robber going through your house. 

 What makes a panic attack unique and difficult to cope with is that these intense 

bodily reactions occur in the absence of any immediate or apparent danger. Or, in the case of 

agoraphobia, they occur in response to situations that have no apparent life-threatening 

potential (such as standing in line at the grocery store or being at home alone). In either case, 

you don’t know why the reaction is happening. And not knowing why – not being able to make 

any sense out of the fact that your body is going through such an intense response – only 

serves to make the entire experience even more frightening. Your tendency is to react to 

sensations that are intense and inexplicable with even more fear and a heightened sense of 

danger. 
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 No one fully knows at this time why spontaneous panic attacks occur – why the body’s 

natural flight mechanism can come into play for no obvious reason or out of context. Some 

people believe that there is always some stimulus for a panic attack, even if this is not 

apparent. Others believe that sudden attacks arise from a temporary physiological imbalance. 

It is known that there is a greater tendency for panic attacks to occur when a person has been 

undergoing prolonged stress or has recently suffered a significant loss. However, only some 

people who have undergone stress or loss develop panic attacks, while others might develop 

headaches, ulcers, or reactive depression. It is also known that a disturbance in the part of 

the brain called the locus ceruleus is implicated in panic attacks; but it seems that this 

disturbance is only one event in a long chain of causes without being the primary cause. A full 

understanding of what causes panic attacks awaits future research.  

 Because there is no immediate or apparent external danger in a panic attack, you may 

tend to invent or attribute danger to the intense bodily sensations you’re going through. In 

the absence of any real life-threatening situation, your mind may misinterpret what’s going 

on inside as being life-threatening. Your mind can very quickly go through the following 

process: “If I feel this bad, I must be in some danger. If there is no apparent external danger, 

the danger must be inside of me.”  

And so it’s very common when undergoing panic to invent any (or all) of the following 

“dangers”: 

a. In response to heart palpitations: “I’m going to have a heart attack” or “I’m 

going to   die.” 

b. In response to choking sensations: “I’m going to stop breathing and suffocate.” 

c. In response to dizzy sensations: “I’m going to pass out.” 

d. In response to sensations of disorientation or feeling “not all there”: “I’m going 

crazy.” 

e. In response to “rubbery legs”: “I won’t be able to walk” or “I’m going to fall.” 

f. In response to the overall intensity of your body’s reactions: “I’m going to lose 

complete control over myself.” 
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 As soon as you tell yourself that you’re feeling any of the above dangers, you multiply 

the intensity of your fear. This intense fear makes your bodily reactions even worse, which in 

turn creates still more fear, and you get caught in an upward spiral of mounting panic. 

 This upward spiral can be avoided if you understand that what your body is going 

through is not dangerous. All of the above dangers are illusory, a product of your imagination 

when you’re undergoing the intense reactions which constitute panic. There is simply no basis 

for any of them in reality. Let’s examine them one by one.  

 A panic attack cannot cause heart failure or cardiac arrest. 

Rapid heartbeat and palpitation during a panic attack can be frightening sensations, 

but they are not dangerous. Your heart is made up of very strong and dense muscle fibers and 

can withstand a lot more than you might think. According to Claire Weekes, a healthy heart 

can beat 200 beats per minute for days – even weeks – without sustaining any damage. So, if 

your heart begins to race, just allow it to do so, trusting that no harm can come of it and that 

your heart will eventually calm down.  

There is a substantial difference between what goes on with your heart during a panic 

attack and what happens in a heart attack. During a panic attack, your heart may race, pound, 

and at times miss or have extra beats. Some people even report chest pains, which pass fairly 

quickly, in the left-upper portion of their chest. None of these symptoms is aggravated by 

movement or increased physical activity. During a true heart attack, the most common 

symptom is continuous pain and a pressured, even crushing sensation in the center of your 

chest. Racing or pounding of the heart may occur but this is secondary to the pain. Moreover, 

the pain and pressure get worse upon exertion and may tend to diminish with rest. This is 

quite different from a panic attack, where racing and pounding may get worse if you stand 

still and lessen if you move around.  

 In the case of heart disease, distinct abnormalities in heart rhythm show up on an 

electrocardiogram (EKG) reading. It has been demonstrated that during a panic attack there 

are no EKG abnormalities – only rapid heartbeat. (If you want to gain additional reassurance, 

you may want to have your doctor perform an EKG.) In sum, there is simply no basis for the 

connection between heart attacks and panic. Panic attacks are not hazardous to your heart. 
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 A panic attack will not cause you to stop breathing or suffocate. 

It is common during panic to feel your chest close down and your breathing become 

restricted. This might lead you to suddenly fear that you’re going to suffocate. Under stress 

your neck and chest muscles are tightening and reducing your respiratory capacity. Be assured 

that there is nothing wrong with your breathing passage or lungs, and that the tightening 

sensations will pass. Your brain has a built-in reflex mechanism that will eventually force you 

to breath if you’re not getting enough oxygen. If you don’t believe this, try holding your breath 

for up to a minute and observe what happens. At a certain point you’ll feel a strong reflex to 

take in more air. The same thing will happen in a panic attack if you’re not getting enough 

oxygen. You’ll automatically gasp and take a deep breath long before reaching the point 

where you could pass out from a lack of oxygen. (And even if you did pass out, you would 

immediately start breathing!) In sum, choking and sensations of constriction during panic, 

however unpleasant, are not dangerous.  

 A panic attack cannot cause you to faint. 

The sensation of light-headedness you may feel with the onset of panic can evoke a 

fear of fainting. What is happening is that the blood circulation to your brain is slightly 

reduced, most likely because you are breathing more rapidly (see the section on 

hyperventilation). This is not dangerous and can be relieved by breathing slowly and regularly 

from your abdomen, preferably through your nose. It can also be helped by taking the first 

opportunity you have to walk around a bit. Let the feelings of light-headedness rise and 

subside without fighting them. Because your heart is pumping harder and actually increasing 

your circulation, you are very unlikely to faint (except in rare instances if you have a blood 

phobia and happen to be exposed to the sight of blood).  

 A panic attack cannot cause you to lose your balance. 

Sometimes you may feel quite dizzy when panic comes on. It may be that tension is 

affecting the semicircular canal system in your inner ear, which regulates your balance. For a 

few moments you may feel dizzy or it may even seem that things around you are spinning. 

Invariably this sensation will pass. It is not dangerous and very unlikely to be so strong that 

you will actually lose your balance.  
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If sensations of pronounced dizziness persist for more than a few seconds, you may 

want to consult a doctor (preferably an otolaryngologist) to check if infection, allergies, or 

other disturbances might be affecting your inner ear.  

 You won’t fall over or cease to walk when you feel “weak in the knees” during a panic 

attack. 

The adrenalin released during a panic attack can dilate the blood vessels in your legs, 

causing blood to accumulate in your leg muscles and not fully circulate. This can produce a 

sensation of weakness or “jelly legs,” to which you may respond with the fear that you won’t 

be able to walk. Be assured that this sensation is just that – a sensation – and that your legs 

are as strong and able to carry you as ever. They won’t give way! Just allow these trembling, 

weak sensations to pass and give your legs the chance to carry you where you need to go.  

 You can’t “go crazy” during a panic attack. 

Reduced blood flow to your brain during a panic attack is due to arterial constriction 

a normal consequence of rapid breathing. This can result in sensations of disorientation and 

a feeling of unreality that can be frightening. If this sensation comes on, remind yourself that 

it's simply due to a slight and temporary reduction of arterial circulation in your brain and 

does not have anything to do with "going crazy," no matter how eerie or strange it may feel. 

No one has ever gone crazy from a panic attack, even though the fear of doing so is common. 

As bad as they feel, sensations of unreality will eventually pass and are completely harmless. 

It may be helpful to know that people do not "go crazy" in a sudden or spontaneous 

way. Mental disorders involving behaviors that are labeled "crazy" (such as schizophrenia or 

manic-depressive psychosis) develop very gradually over a period of years and do not arise 

from panic attacks. No one has ever started to hallucinate or hear voices during a panic attack 

(except in rare instances where panic was induced by an overdose of a recreational drug such 

as LSD or cocaine). In short, a panic attack cannot result in your "going crazy" no matter how 

disturbing or unpleasant your symptoms feel. 
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 A panic attack cannot cause you to "lose control of yourself." 

Because of the intense reactions your body goes through during panic, it is easy to 

imagine that you could "completely lose it." But what does completely losing it mean? 

Becoming completely paralyzed? Acting out uncontrollably or running amok? I am aware of 

no reported instances of this happening. If anything, during panic your senses and awareness 

are heightened with respect to a single goal: escape. Running away or trying to run away are 

the only ways in which you would be likely to "act out" while panicking. Complete loss of 

control during panic attacks is simply a myth. 

The first step in learning to cope with panic reactions is to recognize that they are not 

dangerous. Because the bodily reactions accompanying panic feel so intense, it's easy to 

imagine them being dangerous. Yet in reality no danger exists. The physiological reactions 

underlying panic are natural and protective. In fact, your body is designed to panic so that you 

can quickly mobilize to flee situations that genuinely threaten your survival. The problem 

occurs when this natural, life-preserving response occurs outside the context of any 

immediate or apparent danger. When this happens, you can make headway in mastering 

panic by learning not to imagine danger where it doesn't exist. 

 

Breaking the Connection Between Body Symptoms and Catastrophic Thoughts 

There is an important difference between people who have panic attacks and those 

who do not. Individuals who are prone to panic have a chronic tendency to interpret slightly 

unusual or uncomfortable body sensations in a catastrophic way. For example, heart 

palpitations are seen as signals of an impending heart attack, chest constriction and shortness 

of breath are seen as signs of imminent suffocation, or dizziness is seen as a precursor to 

fainting or collapse. People who do not have panic attacks may notice (and not particularly 

like) having such body symptoms, but they do not interpret them as catastrophic or 

dangerous. 

 

 



51 
 

 If you have a tendency to interpret unpleasant body sensations as portending 

something dangerous or catastrophic, you will also tend to constantly monitor your body to 

see if you're having those sensations. You're probably very tuned in to your internal bodily 

states and overreact easily if something begins to feel slightly "off" or unusual. This increased 

internalization compounds the problem, because you're more likely to notice and magnify 

any sudden change in your body's internal state that is slightly unusual or unpleasant. 

 The variety of circumstances that might cause a sudden aberration in your body's 

internal physiological state are legion. Sometimes the cause lies outside of your body. For 

example, an argument with your spouse, seeing something unpleasant on TV, hearing your 

alarm clock go off, or being in a hurry to get somewhere could trigger an increase in heart 

rate, chest constriction, stomach queasiness, or any of a wide range of body symptoms 

associated with anxiety. At other times, the cause resides in some subtle physiological shift 

within your body—for example, oxygen deprivation due to under-breathing, a spontaneous 

shift in the neuroendocrine systems of your brain, an increase in muscle tension in your neck 

and shoulders, or a fall in your blood sugar level. Whether the initial cause lies primarily 

outside or within your body, you are usually unaware of these physiological shifts until you 

actually feel the resultant symptoms.  

The above examples illustrate only a few among many possibilities, any of which might 

constitute the triggering event for an increase in anxiety. Whether or not you actually develop 

a full-blown panic attack depends on how you perceive and respond to the particular increase 

in body symptoms that occurs. 

 To sum up, people who panic are likely to experience: 1) increased internalization or 

preoccupation with subtle shifts in body symptoms or mood and 2) an increased tendency to 

interpret slight aberrations or incremental changes in body symptoms as dangerous or 

catastrophic. The diagram below illustrates this tendency: 
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Development of Panic Attack 

Phase 1 Initiating Circumstances (internal or external) 

 

Phase 2 Slight increase in unusual or Unpleasant body symptoms (i.e., heart 

palpitations, shortness of breath, faintness or dizziness, sweating, etc.) 

 

Phase 3 Internalization (increased focus on symptoms makes them more noticeable 

and easily magnified) 

 

Phase 4 Catastrophic Interpretation (telling yourself the symptom is dangerous—i.e., 

"I'll have a heart attack, " "I'll suffocate," "I'll go completely out of control," 

"I must leave at once") 

 

Phase 5 Panic 

 

 

 The good news is that it's possible to intervene at any point in this sequence. At phase 

1 it may be generalized stress that leads to the initial unpleasant body sensations— heart 

palpitations, chest constriction, dizziness, and so on. Incorporating regular relaxation, 

exercise, low-stress nutritional habits, and other stress management techniques into your 

lifestyle on a daily basis can go a long way toward reducing the propensity for sudden 

increases in your body's state of sympathetic nervous system arousal associated with stress. 

Beyond generalized stress, you may be able to identify the particular initiating circumstances 

that cause your panic attacks by noting carefully what was going on just before—or in the 

several hours before—a panic attack occurs. You can use the Panic Attack Record described 

in this chapter to help you determine what initial circumstances may have led to a particular 

panic attack. You can then try to avoid or eliminate these circumstances so they do not cause 

you trouble in the future. Interventions that reduce the propensity for having unpleasant 

body sensations in the first place (phases 1 and 2 in the chart) all require making changes in 

your lifestyle and attitudes. 
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 Phase 3 of the panic cycle is comprised of internalization—being too focused on your 

internal body state. When you actually feel panic coming on, you can reduce internalization 

by using any of the active coping techniques described later in this chapter in the section, 

"Coping Techniques To Counteract Panic at an Early Stage." These techniques serve to distract 

your attention away from internal body symptoms, and also have a directly relaxing effect. 

 Perhaps the most important change you can make to defuse panic attacks, however, 

is to intervene at phase 4. That is, you can learn to stop interpreting unpleasant body 

sensations as being dangerous or potentially catastrophic. In fact, recent research both in the 

United States and England has determined that eliminating catastrophic interpretations of 

body symptoms can, in and of itself alone, be sufficient to relieve panic attacks. If you can 

learn to tolerate sensations such as dizziness, tightness in your chest, rapid heartbeat, and so 

on as innocuous body symptoms—rather than as signs imminent danger—you will very likely 

have fewer, if any, panic attacks. That is not to say that stress management techniques and 

coping strategies for panic are not still important; it does imply, though, that eliminating 

catastrophic interpretations by itself can go a long way to relieve panic. 

 To assist you in breaking the connection between body symptoms and catastrophic 

interpretations, please refer to the two worksheets below. The first worksheet is a list of body 

symptoms that can trigger panic attacks. Rate each body symptom on a 0-5 scale according 

to how much it affects you when you panic. The second worksheet is a list of common 

catastrophic self-statements that people who panic make in response to unpleasant body 

symptoms. Rate each of these catastrophic statements on a 1-4 scale according to how much 

you feel it contributes to your panic attacks. 

 Finally, use the third worksheet to go back and connect the two lists. For each 

troublesome body symptom, you rated 4 or 5, list the specific catastrophic statements likely 

to be triggered by that symptom. For example, you might connect heart palpitations with "I'm 

having a heart attack, " and "I'm going to die, " or dizziness with “I'm going to pass out," or 

"I'm going to lose control." 
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 When you're finished, you should have a better idea of what particular body 

symptoms and associated catastrophic interpretations trigger your panic attacks. This 

knowledge will likely help you break the false connection you've made between your body 

symptoms and mistaken interpretations. Keep in mind throughout this exercise that none of 

the body symptoms you've listed is actually dangerous. However unpleasant such symptoms 

might feel, they are completely harmless. Equally important, keep in mind that none of the 

catastrophic thoughts you have checked off is true or valid, even though you might have 

convinced yourself that it is. Every one of the catastrophic thoughts is simply false- a mistaken 

belief that you can learn to let go of. 

 How do you break the automatic connection between unpleasant body symptoms and 

false, catastrophic thoughts? Three ways have been found to be helpful:  

1. Recognition 

2. Writing down alternative explanations of symptoms 

3. Symptom inductions 

Recognition 

 Just recognizing your tendency to believe that harmless body symptoms are signs of 

imminent danger is the first step. Awareness of specific connections between particular 

symptoms and particular catastrophic thoughts, which you may have gained from the 

previous exercise, will help you begin diffusing the danger when those symptoms come up in 

day-to-day life. 

Writing Down Alternative Explanations of Body Symptoms 

 The catastrophic self-statements you make in an attempt to make sense of unpleasant 

symptoms during a panic attack are simply false. It's just not true, for example, that rapid 

heartbeat or palpitations occur because you are having a heart attack. Nor is constriction in 

your chest or shortness of breath happening because you're about to suffocate. Nor is 

dizziness and light-headedness occurring because you're about to faint or "go crazy."  
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In each of these cases, there is an alternative explanation that is non- catastrophic and 

based in fact. Alternative logical explanations might go something like this: 

 

1. An increase in heartbeat and/or heart palpitations is very likely caused by increased 

output of adrenalin and sympathetic nervous system activity that accompany the early 

stage of an anxiety reaction. Such reactions are part of the body's normal means of 

handling any perceived threat—they are part of the flight-or-fight response. They are 

in no way dangerous, even if they continue for some time. For example, a healthy 

heart can beat rapidly for hours without putting you at any risk. 

2. An increase in chest constriction and shortness of breath can be explained in terms 

contraction of the muscles surrounding the chest cavity, also due to increased 

sympathetic nervous system activity. Such symptoms have nothing to do with the 

process of suffocating. Your chest muscles cannot contract to the point where you 

would be at risk of suffocating, no matter how unpleasant the tightness in your chest 

happens to feel. 

3. Becoming dizzy or light-headed, common symptoms that can occur when you become 

anxious, are not caused by the fact that you are about to faint. They are caused by 

minor constrictions in the arteries of your brain, which lead to a slight reduction in 

blood circulation. It's extremely unlikely that you would faint, even if you feel quite 

light-headed. Fainting typically occurs during a drop in blood pressure; when you start 

to feel anxious, you usually experience an increase in blood pressure due to increased 

adrenalin and sympathetic nervous system tone. 
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Panic Attack Worksheet 1 

Body Symptoms 

Any of the following body symptoms can occur during a panic attack. Please evaluate 

each of them according to their effect when you are having an attack, and indicate your 

answers on the 0-5 scale in the right-hand column. 

 

0 = No Effect   3= Strong Effect 

1 = Mild Effect   4= Severe Effect 

2 = Medium Effect  5= Very Severe Effect 

 

1. Sinking feeling in stomach  0 1 2 3 4 5 

2. Sweaty palms    0 1 2 3 4 5 

3. Warm all over    0 1 2 3 4 5 

4. Rapid or heavy heartbeat  0 1 2 3 4 5 

5. Tremor of the hands   0 1 2 3 4 5 

6. Weak or rubbery knees or legs 0 1 2 3 4 5 

7. Shaky inside and/or outside  0 1 2 3 4 5 

8. Dry mouth    0 1 2 3 4 5 

9. Lump in throat   0 1 2 3 4 5 

10. Tightness in chest   0 1 2 3 4 5 

11. Hyperventilation   0 1 2 3 4 5 

12. Nausea or diarrhea   0 1 2 3 4 5 

13. Dizzy or lightheaded   0 1 2 3 4 5 

14. A feeling of unreality –  
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as "in a dream"   0 1 2 3 4 5 

15. Unable to think clearly  0 1 2 3 4 5 

16. Blurred vision   0 1 2 3 4 5 

17. A feeling of being partially  

paralyzed    0 1 2 3 4 5 

18. A feeling of detachment or  

floating away    0 1 2 3 4 5 

19. Palpitations or irregular  

heartbeats    0 1 2 3 4 5 

20. Chest pain    0 1 2 3 4 5 

21. Tingling in hands, feet, or face 0 1 2 3 4 5 

22. Feeling faint   0 1 2 3 4 5  

23. Fluttery stomach   0 1 2 3 4 5 

24. Cold, clammy hands  0 1 2 3 4 5 
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Panic Attack Worksheet 2 

Catastrophic Thoughts* 

Catastrophic thoughts play a major role in aggravating panic attacks. Using the scale 

below, rate each of the following thoughts according to the degree to which you believe that 

thought contributes to your panic attacks. 

 

1  = Not at all 3 = Quite a lot 

2  = Somewhat 4 = Very much 

 

1. I'm going to die     1 2 3 4 

2. I'm going insane     1 2 3 4 

3. I'm losing control     1 2 3 4 

4. This will never end     1 2 3 4 

5. I'm really scared     1 2 3 4 

6. I'm having a heart attack    1 2 3 4 

7. I'm going to pass out    1 2 3 4 

8. I don't know what people will think  1 2 3 4 

9. I won't be able to get out of here   1 2 3 4 

10. I don't understand what's happening to me 1 2 3 4  

11. People will think i'm crazy   1 2 3 4 

12. I'll always be this way    1 2 3 4 

13. I'm going to throw up    1 2 3 4 

14. I must have a brain tumor   1 2 3 4 

15. I'll choke to death     1 2 3 4 
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16. I'm going to act foolish    1 2 3 4 

17. I'm going blind     1 2 3 4 

18. I'll hurt someone     1 2 3 4 

19. I'm going to have a stroke    1 2 3 4 

20. I'm going to scream    1 2 3 4 

21. I'm going to babble or talk funny   1 2 3 4 

22. I'll be paralyzed by fear    1 2 3 4 

23. Something is really physically wrong with me 1 2 3 4 

24. I won't be able to breath    1 2 3 4 

25. Something terrible will happen   1 2 3 4 

26. I'm going to make a scene   1 2 3 4 

 

Connecting Body Symptoms and Catastrophic Thoughts 

In the left-hand column below list body symptoms you rated 5 or 4 on the first Panic 

Attack Worksheet. Describe your most troublesome body symptoms, one at a time. Then list 

catastrophic self-statements from the second worksheet "Catastrophic Thoughts which you 

rated 4 or 3. List those catastrophic statements you would be most likely to make in response 

to each particular body symptom. For example, "Rapid heartbeat" is a body symptom that 

might elicit such catastrophic self-statements as, "I'm having a heart attack," and "I'm going 

to die." 

Body Symptom:     Catastrophic Thoughts: 

Body Symptom:     Catastrophic Thoughts: 

Body Symptom:     Catastrophic Thoughts: 

Body Symptom:     Catastrophic Thoughts: 
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Even less plausible is the idea that dizziness and light-headedness are caused by the 

fact that you're about to go crazy. The process of "going crazy" has nothing to do with panic 

attacks, and takes place over a much longer period of time than the duration of any panic 

attack. 

These examples can serve as guidelines for developing your own alternative, non-

catastrophic explanations for troublesome body symptoms. You'll likely find it helpful to refer 

to the first section of this chapter, "Deflate the Danger," in coming up with your alternative 

explanations. The process of writing down such explanations will help strengthen your 

conviction that uncomfortable body symptoms are truly harmless rather than signs of 

imminent danger. 

You might want to put your alternative explanations of body symptoms on 3x5 index 

cards - one explanation of a particular symptom per card. Keep the cards with you in your 

purse or wallet and take them out and read them if you feel body symptoms coming on. 

Symptom Inductions 

A recent, very effective treatment for panic attacks involves voluntarily inducing body 

symptoms that can trigger panic. This is typically done in a therapy session. For example, if 

dizziness and shortness of breath are troublesome symptoms, the therapist has the 

hyperventilate for two minutes and then stand up suddenly to actually bring on these 

symptoms. This might sound like an unusual and extreme therapeutic procedure, in fact, it is 

harmless and often quite helpful. Unless the client has a respiratory disorder, 

hyperventilation for two minutes is harmless. Deliberately hyperventilating gives her or him 

an opportunity to actually experience uncomfortable body symptoms without negative or 

dangerous happening. The key here is that the client learns on a "gut" or experiential level 

that nothing terrible follows body sensations that he or she used to interpret as dangerous. 

Repeated inductions of dizziness in this way help a panic-prone person to develop a strong 

conviction that dizziness is not dangerous. 

A more detailed discussion of symptom inductions can be found at the end of this chapter. 
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Don't Fight Panic  

Resisting or fighting initial panic symptoms is likely to make them worse. It's important 

to avoid tensing up in reaction to panic symptoms or trying to "make" them go away by 

suppressing them or gritting your teeth. Although it's important to act rather than be passive 

(as discussed below), you still shouldn't fight your panic. Claire Weekes, in her popular books 

Hope and Help for Your Nerves and Peace from Nervous Suffering, describes a four-step 

approach for coping with panic: 

Face the symptoms - don't run from them. 

Attempting to suppress or run away from the early symptoms of panic is a way of 

telling yourself that you can't handle a particular situation. In most cases, this will only create 

more panic. A more constructive attitude to cultivate is one that says, "O.K., here it is again. I 

can allow my body to go through its reactions and handle this. I've done it before." 

Accept what your body is doing—don't fight against it. 

When you try to fight panic, you simply tense up against it, which only makes you 

more anxious. Adopting just the opposite attitude, one of letting go and allowing your body 

to have its reactions (such as heart palpitations, chest constriction, sweaty palms dizziness, 

and so on) will enable you to move through panic much more quickly and easily. The key is to 

be able to watch or observe your body's state of physiological arousal—no matter how 

unusual or uncomfortable it feels—without reacting to it with further fear or anxiety. 

Float with the “wave" of a panic attack rather than forcing your way through it.  

Claire Weekes makes a distinction between first fear and second fear. First fear 

consists of the physiological reactions underlying panic; second fear is making yourself afraid 

of these reactions by saying scary things to yourself like, "I can't handle this!" "I've got to get 

out of here right now!" "What if other people see this happening to me!" While you can't do 

much about first fear, you can eliminate second fear by learning to "flow with" the rising and 

falling of your body's state of arousal rather than fighting or reacting fearfully to it.  
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Instead of scaring yourself about your body's reactions, you can move with them and 

make reassuring statements to yourself like: "This too will pass," "I'll let my body do its thing 

and move through this," "I've handled this before and I can handle it now." A list of positive, 

coping statements you can use to help you float through a panic attack follows after the fourth 

point below. 

Allow time to pass. 

Panic is caused by a sudden surge of adrenalin. If you can allow, and float with, the 

bodily reactions caused by this surge, much of this adrenalin will metabolize and be 

reabsorbed in three to five minutes. As soon as this happens, you'll start to feel better. Panic 

attacks are time limited. In most cases, panic will peak and begin to subside within only a few 

minutes. It is most likely to pass quickly if you don't aggravate it by fighting against it or 

reacting to it with even more fear (causing "second fear") by saying scary things to yourself. 

Coping Statement 

Use any or all of the following positive statements to help you cultivate attitudes of 

accepting, "floating," and allowing time to pass during a panic attack. You may find it helpful 

to repeat a single statement over and over the first minute or two when you feel panic 

symptoms coming on. You may also want to do deep abdominal breathing in conjunction with 

repeating a coping statement. If one statement gets tiresome or seems to stop working, try 

another. 

 "This feeling isn't comfortable or pleasant, but I can accept it." 

 "I can be anxious and still deal with this situation." 

 "I can handle these symptoms or sensations." 

 “This isn’t an emergency. It’s OK to think slowly about what I need to do” 

 “This isn’t the worst thing that could happen” 

 “I’m going to go with this and wait for my anxiety to decrease” 

 “This is an opportunity for me to learn to cope with my fears” 

 “I’ll just let my body do its thing. This will pass” 

 “I’ll ride this through – I don’t need to let this get to me” 

 “I deserve to feel OK right now” 

 “I can take all the time I need in order to let go and relax” 
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 “There’s no need to push myself. I can take as small a step as I choose” 

 “I’ve survived this before and I’ll survive this time, too” 

 “I can do my coping strategies and allow this to pass” 

 “This anxiety won’t hurt me – even if it doesn’t feel good” 

 “This is just anxiety – I’m not going to let it get to me” 

 “Nothing serious is going to happen to me” 

 “Fighting and resisting this isn’t going to help – so I’ll just let it pass” 

 “These are just thoughts – not reality” 

 “I don’t need these thoughts – I can choose to think differently” 

 “This isn’t dangerous” 

 “So what” 

 “Don’t worry – be happy” (Use this to inject an element of lightness or humor) 

 If you have frequent panic attacks, I suggest writing your favorite coping statements 

on a 3X5 card and carrying it in your purse or wallet. Bring the card out and read it when you 

feel panic symptoms coming on. 

 

2.3.3. Managing Anxiety 

 

If you are a dispatcher and the situations, you work with have produced levels 

of anxiety then there are a few ways to go about it. These are the cognitive 

behavioral techniques that one can learn or pharmacological assistance. This 

article will not delve into the medical aspect of things and the assumption here is 

that the levels of anxiety confronted here have not reached monstrous 

proportions. If that was the case one should not in fact work in those duties. Given 

this context I will try to sketch out what anxiety is from the neurocognitive 

perspective “Anxiety is a natural reaction to a threat that happens at a certain 

point in the stress response when the sympathetic nervous system and the 

hypothalamic – pituitary – adrenal (HPA) axis shift into high gear. When you’re 

facing an upcoming speech or a brewing confrontation with your boss, anxiety 

sharpens your attention so you can meet the challenge.  
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The physical symptoms range your feeling tense, jittery and short of breath to 

experiencing a racing heart, sweating and in the case of full blown panic attacks 

severe chest pains. Emotionally what you feel is fear. (Spark, Ratey p.87). 

 In essence if there is a real threat it is a natural biopsychological mechanism of 

the body that was an evolutionary and adaptive trait. As such it was useful. Then 

again if one worries when there is no real threat then, that is classified as an 

anxiety disorder. If for example a dispatcher gets a distress call that might be 

considered not so difficult and he experiences severe anxiety, then this by itself is 

a good indication that this telecommunication worker will need to find ways to 

decrease this level of anxiety. The common factor that underlies all anxieties is a 

cognitive misinterpretation of the situation. In other words, the dispatcher may 

experience fear when there is no actual threat for example a caller calls for 

assistance for a minor issue and the dispatcher as he answers his voice, might be 

cracking or be indecisive about minor issues. He might be unable to have 

command of his thinking and does not respond in measure with the actual need. 

 Best way of course in order to tackle anxiety is to do something about it. 

Otherwise one gets to be paralyzed. The worst thing to do is to do nothing. In 

essence we need to reformat the brain in such a way so as to be flexible and 

adaptive to new or unforeseen challenges.  

This approach fits into a broader concept highlighted by New York University 

Neuroscientist Joseph Le Doux a renowned fear expert. Along with Jack Gorman 

he published an article in the American Journal of Psychiatry “A call to action 

overcoming anxiety through active coping”. Essentially it states what was told in 

the previous paragraph. Le Doux discusses how by making a decision to act in the 

face of anxiety we literally shift the flow of information in the brain forging new 

pathways. An area of the amygdala, called the central nucleus is responsible for 

creating the negative snowball effect-linking non threating stimuli with 

legitimately threatening stimuli. The resulting fear memory is the connection 

between the trigger and the anxiety (Spark. Ratey p.105). 
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 Thus among other modalities one of the most inexpensive and therapeutic 

modalities for conquering anxiety is exercise.  

 

Outrunning The Fear 

The elegance of exercise as a way to deal with anxiety, in everyday life and in 

the form of a disorder, is that it works on both the body and the brain. Here’s how: 

 

It provides distraction. Quite literally, moving puts your mind on something 

else. Studies have shown that anxious people respond well to any directed 

distraction – quietly sitting, meditating, eating lunch with a group, reading a 

magazine. But the antianxiety effects of exercise last longer and carry the other 

side benefits listed here.  

1. It reduces muscle tension. Exercise serves as a circuit breaker just like 

beta-blockers, interrupting the negative feedback loop from the body 

to the brain that heightens anxiety. Back in 1982 a researcher named 

Herbert de Vries conducted a study showing that people with anxiety 

have overactive electrical patterns in their muscle spindles and that 

exercise reduced that tension (just as beta-blockers do). He called it 

the “tranquilizing effects of exercise.” Reducing muscle tension, he 

found, reduced the feeling of anxiety, which, as I’ve explained, is 

important to extinguishing not just the state but the trait of anxiety. 

2. It builds brain resources. You know by now that exercise increases 

serotonin and norepinephrine both in the moment and over the long 

term. Serotonin works at nearly every junction of the anxiety 

circuitry, regulating signals at the brain stem, improving the 

performance of the prefrontal cortex to inhibit the fear, and calming 

down the amygdala itself. Norepinephrine is the arousal 

neurotransmitter, so modulating its activity is critical to breaking the 

anxiety cycle. Physical activity also increases the inhibitory 

neurotransmitter GABA as well as BDNF, which is important for 

cementing alternative memories.  
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3. It teaches a different outcome. One aspect of anxiety that makes it 

so different from other disorders is the physical symptoms. Because 

anxiety brings the sympathetic nervous system into play, when you 

sense your heart rate and breathing picking up, that awareness can 

trigger anxiety or a panic attack. But those same symptoms are 

inherent to aerobic exercise – and that’s a good thing. If you begin to 

associate the physical symptoms of anxiety with something positive, 

something that you initiated and can control, the fear memory fades 

in contrast to the fresh one taking shape. Think of it as a biological 

bait and switch – your mind is expecting a panic attack, but instead it 

ends up with a positive association with the symptoms.  

4. It reroutes your circuits. By activating the sympathetic nervous 

system through exercise, you break free from the trap of passively 

waiting and worrying, and thus prevent the amygdala from running 

wild and reinforcing the danger-filled view of what life is presenting. 

Instead, when you respond with action, you send information down 

a different pathway of the amygdala, paving a safe detour and 

wearing in a good groove. You’re improving alternate connections, 

actively learning an alternative reality. 

5. It improves resilience. You learn that you can be effective in 

controlling anxiety without letting it turn into panic. The 

psychological term is self-mastery, and developing it is a powerful 

prophylactic against anxiety sensitivity and against depression, which 

can develop from anxiety. In consciously making the decision to do 

something for yourself, you begin to realize that you can do 

something for yourself. It’s a very useful tautology.  

6. It sets you free. Researchers immobilize rats in order to study stress. 

In people too, if you’re locked down – literally or figuratively – you’ll 

feel more anxious. People who are anxious tend to immobilize 

themselves – balling up in a fetal position or just finding a safe spot 

to hide from the world. Agoraphobics feel trapped in their homes, 

but in a sense any form of anxiety feels like a trap. The opposite of 
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that, and the treatment, is taking action, going out and exploring, 

moving through the environment. Exercising.  

 

This is the neurophysiological modality and thus for has produced very good 

results. More in line with cognitive behavioral techniques that might as well be 

used alone or in combination for dealing with anxiety (as long as anxiety is not on 

acute phase one can tackle this disorder with CBT and or exercise. On some people 

anti-anxiety medication might be needed as well). These following techniques 

might be of use for both dispatchers or civilians.  

 

Plan of Action for Dealing With Anxiety 

 

1. Recognize and identify anxiety symptoms, and situations related to it. 

2. Develop relaxation skills. Most people will be able to feel relaxed by using 

progressive muscle relaxation. If you have made a good effort to use it and 

do not find that it is relaxing for you then it is your responsibility to try 

other techniques until you find one that is effective for you. Other 

techniques include deep breathing, visualization, meditation, body 

scanning, and brief forms of progressive muscle relaxation. This is a very 

important part of managing anxiety. Because of the way the nervous 

system works it is physically impossible to be stressed and relaxed at the 

same time. Learn a relaxation technique.  

3. Confront anxiety. Make a commitment to understand and deal with the 

issues underlying your experience of anxiety. 

4. Problem solve. Once you have identified the underlying issues contributing 

to the anxiety you experience deal with the issues that you can do 

something about and let go of the issues that you cannot do anything 

about. 
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5. Develop positive self-esteem. If you do not accept and like who you are, 

how can you effectively manage the things that are causing your anxiety. 

The managing of anxiety is about lifestyle changes. This requires a 

commitment to yourself. To make this commitment and follow through will 

depend on how important your well-being is to you. 

6. Exercise. Aerobic exercise, especially walking is a good stress reliever. It 

decreases muscle tension, increases energy, and can improve sleep. You 

will experience the benefits of walking after several weeks of commitment 

to this anxiety relieving strategy. It feels good to take care of yourself.  

7. Using positive self-talk. How you talk to yourself will make a big difference 

in how you interpret things around you, how you choose to feel, and how 

you choose to respond. In other words, how you talk to yourself affects 

your entire life experience. Practice positive, rational self-talk and 

incorporate daily use of positive affirmations.  

8. Keeping a journal. A journal is a great tool for venting your feelings and 

thoughts. It takes emotional energy to keep all of this “stuff” inside. Get it 

out. Writing your thoughts and feelings can also clarify issues. Problem 

solve these issues to alleviate distress and to unclutter your mind. A journal 

is also a great way to monitor your consistency and actual commitment to 

the changes necessary for managing your anxiety. 

9. Confront and change self-defeating behavioral patterns and personality 

traits. This means changing perfectionistic, controlling, codependent 

behaviors. These behaviors do not help you get your needs met and they 

do not make you feel better. Contrary, they generally leave you feeling 

stressed, frustrated, anxious, angry and over time resentful. 

10. Desensitize phobias. If there are specific situations that elicit extreme 

anxiety for you then work with your therapist using a technique called 

systematic desensitization.  
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11. Utilize your support system. If you do not have a support system, then 

develop one. Start by putting in place the supports that you need for 

confronting and dealing with your anxiety. A support system can include 

your therapist (individual or group), your physician, family members, 

friends, people at your church, etc. Generally, the reason why a person 

lacks a support system is because they have made the choice to not allow 

others to help them. Instead, they have this distorted belief that it is only 

themselves that can be there to support other people. 

12. Energize yourself with pleasure and humor. This means spending time with 

people you enjoy and doing activities that you like. Laughter is a great 

stress reliever. Have laughter in your life every day. 

13. Practice good nutrition and get adequate sleep. You must take care of 

yourself to live life fully which includes work, relaxation, and pleasure. 

14. Develop assertive communication. Being able to say “no” and to otherwise 

effectively express yourself is a skill. If you do not have it learn it. To get 

your needs appropriately met requires that you speak honestly and 

appropriately about what you want and need. 

15. Develop self-nurturing behaviors. You are so good at taking care of the 

needs of others. Practice doing things that feel good to you.  

 

 If you have developed a program for managing anxiety and are consistently 

practicing it, you are probably feeling much better. Because change is difficult, 

people need to feel motivated to do things differently. Originally, it was the 

extreme distress and physical symptoms that facilitated your change. Sometimes 

when people start feeling better they quit following through on the changes in 

their thinking and their behaviors. This can lead to a relapse of symptoms. If a 

relapse happens to you view it as an opportunity to understand the importance of 

the components of your management program and the validation that if you do 

not make a commitment to take care of yourself your body will keep sending you 

the message that it needs to be taken better care of. 
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Some people experience relapse as a normal part of their recovery from 

extreme stress and anxiety. It could be that they are consistently practicing all of 

the parts of their program but re-experience some symptoms. This has likely 

happened because there was so much body tension that you may go through one 

or more stages of a readjustment. So if you are consistently doing what is 

prescribed in the way of changes continue even if some symptoms reoccur. They 

will subside. Remember, it took a long time to get to this state, and it may take a 

while to alleviate all of the emotional and physical distress. Therefore, think of 

relapse as a normal, predictable part of recovery. 

 Be prepared to deal with the possibility of a relapse. If it does occur, it is likely 

that the symptoms will not be as intense or last as long as they did before. This is 

because you have developed skills to manage your anxiety. These techniques 

might be of great assistance to the individual that uses them effectively though at 

occasions and if anxiety persists then one might also consider contacting a 

psychotherapist specializing on the subject. 

 

2.4. The Role of the Dispatcher in handling critical events 

People call dispatchers in emergency services to report a critical event that might be 

very serious, may endanger their life or someone else’s. Other known and unknown factors 

may be of importance or the time a call is placed, so a dispatcher must have adequate 

knowledge of many issues that are at play before he is even put to work in that position. 

Therefore before we get to showing how this is best achieved, it might be wise to understand 

the wider field of knowledge that a dispatcher must possess.  

A dispatcher must know what a crisis is.  

DEFINING A CRISIS AND CRISIS CONCEPTS 

Crisis may be viewed in various ways, but most definitions emphasize that it can be a 

turning point in a person’s life. According to Bard and Ellison (1974), crisis is “a subjective 

reaction to a stressful life experience, one so affecting the stability of the individual that the 

ability to cope or function may be seriously compromised” (p.68) 
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 It has been established that a crisis can develop when an event, or a series of events, 

takes place in a person’s life and the result is a hazardous situation. However, it is important 

to note that the crisis is not the situation itself (e.g. being victimized); rather, it is the person’s 

perception of and response to the situation (Parad, 1971, p.197). 

 The most important precipitant of a crisis is a stressful or hazardous event. But two 

other conditions are also necessary to have a crisis state: (a) the individual’s perception that 

the stressful event will lead to considerable upset and/or disruption; and (b) the individual’s 

inability to resolve the disruption by previously used coping methods. 

 This definition is a wider and a more distract view of things but the main point is that 

hazardous or stressful event is causing a severe problem.  

 However the dispatcher is not there therefore, his job when getting a call in relation 

to a critical event is to assist people to do the right choices.  

 In order to help dispatchers need to develop empathy. It is not the same with 

sympathy. In fact these two terms might be contradictory and will bring opposite results if 

not used properly.  

 So a person calls, he is in a crisis. A critical event is unfolding and you are listening to 

his voice and he yours. How you use language might prove to be critical. Here is an example. 

Keep in mind that while talking with a caller sympathy says I feel the same as you do, empathy 

which is what a dispatcher needs says. “I don’t feel the same, but I do accept your feelings as 

real for you and respect your right to feel them. I don’t judge your thoughts or feelings; I listen 

and let you know what I hear. You can then see the mirror of your words and feelings and 

begin to understand what it is that troubles you. Together you and I, you sharing and me 

reflecting back, can get you through this time with hope it won’t always be this way”.  

Empathy listening takes practice; it’s not easy after a lifetime of judging, advice giving, 

minimizing, probing, and parenting, trying to fix others. What usually happens when someone 

comes to us with a problem? Sometimes we feel burdened thinking we must repair, find 

answers, and make it all better. Of course that’s not possible, knowing many of our problems, 

our pain or loss may be very hidden, deep or complicated.  
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Our real job is to listen, help the person talk out feelings, unburden for the moment, 

feel valued and okay, and make it through another rough spot. This is accomplished by 

listening. Empathy listening is a learned method of crisis intervention.  

Crisis Listening 

Here is how crisis listening works. The crisis listening process allows the caller to tell 

you what is bothering him or her; and you repeat back the feeling behind the words. 

Statements like: 

“Sounds like you’re feeling lonely. That must have hurt. You’re really angry about that”. 

The caller will feel a sense of relief that his feelings are understood and accepted, and 

can then continue. Your next step is to remain quiet and listen. Simple attending noises such 

as “uh, huh. Yes. Tell me about that” or further understanding statements assist the caller to 

explore what he is thinking and feeling, and eventually move to problem solving.  

He may also ask for your advice or opinion, at which time you offer it, but not before. 

At some point you could help him explore his options. “What have you done so far?” or “What 

have you considered doing?” 

Understanding the caller who is in the middle of a critical event  

The dispatcher needs to know his place within his context and the callers. 

 Crisis Listening Isn’t About Changing a Person 

We have feelings, they don’t ask permission. If we are not allowed to express our 

feelings, if we are not valued, or feel our emotions are wrong and need to be hidden, we will 

become sad, angry, or have pain. It is very difficult to learn to be different, but when a skilled 

crisis worker can create a safe place for feelings to emerge, they may be able to help someone 

through a very dangerous time. For that brief crisis time, the skilled worker can create an 

environment that allows the real problem to come out.  
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 Your Place in The Crisis  

You are not involved in the event; you will not see the event. But the event is the 

perceived “thing” that is in the way at the moment. Asking the caller, “What happened 

today?” is a way of connecting to that time when it all fell apart. It allows for an exploration 

of feelings and a release of tension. During the listening and problem solving stage, if you 

understand the event dynamics, you may be clearer on why you ask this question. The actual 

event, such as the rape, may never come out, but the trigger event is what seems to be the 

most evident issue to solve. What the actual issue is – is the inability to stuff feelings anymore.  

 It’s About Loss 

Most of our pain comes from real or perceived loss. When we hurt it could be the pain 

of the past, present, or future. Divorce is a loss; a loss of a future. Rape is a loss of self. There 

are many losses in life and they hurt. We have many fears, most revolving around loss. 

Remember, in working with people who are in crisis they are dealing with some type of loss 

or fear. This may help your understanding. 

The event may be the loss, or the feeling of loss brought about by the action of others, 

or self. The event is only important in that you are creating a safe place to talk about feelings 

regarding the event.  

There can’t be a crisis next week. My schedule is already full. – Henry Kissinger 

THE CRISIS 

The crisis is the time when the caller contacts you, or you notice someone in your 

family or work that may be in crisis. You can learn to recognize crisis, as the person will have 

some characteristics that are obvious: overly emotional, hiding, or just noticeably different 

from their normal (a quiet person is loud, a loud person is quiet). They may be confused, 

unable to work, unable to think or eat or make a decision. They have been doing lots of things 

to cope, but nothing is working. They may have even been to the Doctor to see what is wrong. 

They feel bad and out of sorts and can’t get it together. They may call in distress, suicidal, or 

an emotional mess. Or, in the case of a co-worker, they may call not knowing how much in 

distress they are, but they do know something is out of the ordinary.  
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Steps for Dealing with People in Crisis 

There are five basic steps the Telecommunicator can use when dealing with people in crisis: 

1. Establish rapport  

2. Assess risk 

3. Take necessary action 

4. Maintain contact 

5. Accept your own feelings when it is over 
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2.5. DRUG STREET TALK 

SLANG TRANSLATION SLANG TRANSLATION 

    

A  Copilots  Amphetamines  

A’s  Amphetamine Crank Methamphetamine 

Acapulco Gold High-grade marijuana  hydrochloride 

  Crap  Heroin 

B  Crystal  Methamphetamine 

Bag Packet of drugs  hydrochloride 

Bagging Sniffing glue in a bag   

Barbs Barbiturates  D  

Beast (The) LSD Drexies  Dexedrine (brand of 

dex-  

Bennies Benzedrine (brand of   troamphetamine sulfate 

 amphetamine) Dynamite  High-grade heroin 

Bernice Cocaine    

Big “D” LSD F  

Black LSD Flake Cocaine  

Black Beauty Methaphetamine Footballs Amphetamine tablets 

Bluebirds Amobarbital sodium  (oval shaped) 

Bombers Large marijuana cigarettes   

Bombido Injectable amphetamine G  

Bullets Seconal (brand of secobarbital) Geeze Injecting heroin 

  Gold Dust Cocaine  

C  Grass Marijuana  

Candy Barbiturates    

Charlie  Cocaine  H  

Chicano Green Type of dark green marijuana  H Heroin 

Coke  Cocaine  Harry Heroin 

Cokie  Cocaine addict Hash Hashish 

  Hay Marijuana 

  Hearts Dexedrine 

  Horse  Heroin 
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SLANG TRANSLATION SLANG TRANSLATION 

    

J  P  

J Marijuana cigarette Panama Red Potent grade of 

Joint  Marijuana cigarette  marijuana from Panama 

Jug Ampule of injectable drugs Peace Pill Sernylan (PCP), an anes- 

Junk  Heroin  thetic originally for dogs  

Junkie Heroin user Peanuts Barbiturates 

  Piece of Stuff One ounce of heroin 

K   Pinks  Secobarbital sodium 

Key Kilogram of marijuana   sulfate  

  Popper Amyl nitrate in ampule 

L   form (generally sniffed) 

Lid One ounce of marijuana  Pot Marijuana 

  Powder Amphetamine sulfate 

M   in powder form 

Magic Mushroom Mushroom containing 

psilocybin 

Purple Hearts Dexamyl sodium 

Meth Methamphetamine   

Mexican Brown Brown marijuana from Mexico R  

Mickey Combination of alcohol and  Rainbows  Tuinal-red and blue 

 chloral hydrate  capsules  

  Red Devils Secobarbital 

N  Reds Secobarbital 

Nembies Phenobarbital sodium Reds and Blues  Rainbows  

Number Marijuana cigarette or tobacco Roach Butt of marijuana 

cigarett 

O  S  

Orange Sunshine Form of LSD Scag Heroin 

  Scat Heroin 

  School Boy Codeine 

  Shit Heroin or marijuana 
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SLANG TRANSLATION SLANG TRANSLATION 

    

Simple Simon Psilocybin from the Mexican U  

 mushroom in powdered or  Uppers  Central nervous system 

 crystalline form  stimulants  

Smack  Heroin   

Snow Cocaine  W  

Speed Methamphetamine Weed  Marijuana  

Splash Methamphetamine Window Panes  LSD in gelatin sheets 

Stuff Heroin   

  Y  

  Yellow Jackets Phenobarbital sodium 

  Yellows Phenobarbital sodium 
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