MENTAL ILLNESS ANXIETY1

Running head: MENTAL ILLNESS ANXIETY
“Am IBecoming a Serial Killer?” 
A Case Study of Cognitive Behavioural Therapy for Mental Illness Anxiety

Abstract

Background: Although mental illness anxiety is described in the literature, there is very little information on which to draw when treating individuals who present with fears and worries about mental health. In fact, we identified no previous case descriptions focused on this form of anxiety and treated from a cognitive behavioural perspective. 
Aims: The current case study aims to advance the understanding of the clinical picture of mental illness anxiety, and facilitate the understanding of how cognitive behaviouraltechniques for health anxiety can be effectively adapted and implemented for such a case.
Method: A case study approach was adopted in which a baseline condition and repeated assessments were conducted during an eight-week treatment and two-month follow-up period.  In the current case study, we discuss the assessment, conceptualization, and cognitive behavioural treatment of a 24-year old woman who presented with mental illness anxiety.  Several common health anxiety assessment tools and cognitive behavioural techniques were adapted for her particularclinical presentation.
Results: Consistent with research evidence for health anxiety, significant improvements in health anxiety and anxiety sensitivity were seen after eight sessions of therapyand maintained at two-month follow-up.
Conclusions: The results provide preliminary evidence that cognitive behaviouraltechniques for health anxiety can be effectively and efficiently adapted for mental illness anxiety. However, the lack of available research pertaining to mental illness anxiety contributes to challenges in conceptualization, assessment and treatment. 
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Introduction

Health anxiety refers to excessive anxiety related to one’s present or future health and is recognized as a feature of many disorders, most prominently, hypochondriasis/illness anxiety disorder/somatic symptom disorder, but also panic disorder, obsessive compulsive disorder, and generalized anxiety disorder (Rachman, 2012). The specific health-related fears vary across individuals. For example, for some patients,the focus of the disorder may be cardiacillnesses, while in other cases it may be cancer or HIV/AIDS. While individuals with health anxiety typically focus on physical illness, it is also possible that mental illnesscan be the focus of dread and fear. In this case, these patients fear losing control of their mind, acting in violent and unpredictable ways, or being locked away in psychiatric facilities (Rachman, 2012). The underlying fear is that mental illness can be contracted, and that bizarre symptoms of mental illness in others may be contagious (Rachman, 2012). 

Unfortunately, there is very little information on this sub-set of patients with mental illness anxiety.It has been suggested; however, that recognition of mental illness anxiety as a form of health anxiety and application of cognitive behavioural therapy (CBT) to this problemwill improve treatment for individuals who suffer from this form of health anxiety (Rachman, 2012). Cognitive behavioural therapy (CBT) has been demonstrated to be an efficacious treatment for health anxiety,resulting in moderate to large effect sizes (Taylor et al., 2005), and is by far the most commonly studied treatment for health anxiety in the research literature. Numerous controlled studies have indicated that fewer than 20 sessions result in clinically significant and enduring improvements (e.g., Barsky & Ahern, 2004;Greeven et al., 2007;Seivewright, Green, Salkovskis, Barrett, Nur, & Tyrer, 2008). The efficacy of CBT has been demonstrated in comparison to routine medical care (Barsky & Ahern, 2004), waitlists (Warwick, Clark, Cobb, & Salkovskis, 1996), and medication (Greevan et al., 2007) and results have been maintained over a 1-year period (e.g., Seivewright et al., 2008).  There is also support for CBT-related approaches such as mindfulness-based cognitive therapy (Lovas & Barsky, 2010), and for psychoeducation based on CBTprinciples (Buwalda, Bouman, & van Duijn, 2008).

While mental illness anxiety is recognized as a form of health anxiety (Rachman, 2012), the focus in the research literature has been on individuals who fear physical as compared to mental illness. There is little to no information in the literature on using or adapting CBT techniques for the treatment of mental illness anxiety.The current case study aims to advance the understanding of the clinical picture of mental illness anxiety, and facilitate the understanding of how CBT techniques for health anxiety can be effectively adapted and implemented for such a case.

Case Study

Overview and Design

Tamara (a pseudonym) called a University Psychology Training Clinic in response to an advertisement she had seen about CBT. Tamara self-referred herself for services, and in the initial phone-screen described experiencing frequent and increasing anxiety and panic. As is typical for the Training Clinic, Tamara first participated in an intake assessment, comprised of a 120-minute diagnostic interview, as well as a battery of measures. Following the assessment, Tamara attended an assessment feedback session, and eight treatment sessions. A brief telephone follow-up session was conducted two months after her treatment termination. With her consent, a single case study design is used to describe Tamara’s treatment.
Assessment Interview


Personal Background. Tamara was a 24 year-old woman who resided with her parents in a small town in Saskatchewan, Canada. She described a close relationship with both her parents, as well as with two older brothers who lived in a different province. She was involved in a long-term relationship, and had been with her boyfriend for approximately 6 years. Tamara described this relationship as stable and supportive. Furthermore, Tamara reported having a wide social network and several close friends. Tamara had gone to University for a few years, but prior to obtaining a degree, left school to begin working. At the time of assessment, she was employed full-time in an office job. Tamara described “loving” her job, and being satisfied with her employment.


Presenting Problem. Tamara began the assessment interview by reporting worsening anxiety in general, as well as panic attacks.She shared that panic attacksoccured several times per month, characterized by crying, sweating, nausea, chills, and the fear of losing control. Furthermore, Tamara reported feeling concern and apprehension about having future panic attacks, or panic attacks in front of others. Initially in the assessment, Tamara described persistent vague worries (i.e., “about everything”, finances, “not holding things together”), but later admitted that she most feared“going crazy”, or “ending up in a mental institution”. 

After admitting the full nature of her fears, Tamara further described that she often had intrusive“dark” thoughts and images of hurting people close to her, and these thoughts would cause her extreme anxiety. In fact, as the interview unfolded, it was after having these types of thoughts that her anxiety would most often trigger cued panic attacks. Tamara’s “dark thoughts” were often triggered by seeing certain television shows or potential weapons in her environment. For example, Tamara provided the example of seeing a kitchen knife while doing the dishes, then experiencing intrusive images of hurting someone with the knife. Tamara identified her fears of mental illness as the most distressing and impairing of her symptoms.
In terms of cognitions, Tamara reported many distressing thoughts about going “insane”, or the consequences,if this were to happen. Tamara’s interpretation of her dark intrusive thoughts was that she must be developing schizophrenia, becoming a “serial killer”, or that there was something seriously wrong with her mental health. Similarly, in response to her panic attacks, Tamara would think “this also proves I’m losing my mind”. 

In terms of behaviours, Tamara reported that when she was feeling anxious, and when she was experiencing intrusive thoughts, she would try to distract herself and keep busy. If her anxiety escalated, she would seek out her mother or boyfriend to gain reassurance and further distract herself. In addition, she reported avoiding places or activities that she suspected would act as triggers (e.g., a friend’s house where hunting rifles are on the wall, watching television shows about serial killers, articles about mental illness, etc). 

In terms of emotions, Tamara reported that she was often anxious and distressed. She also reported feeling “heavy-hearted” after having a panic attack or intrusive thoughts. She explained that after these experiences it would take her some time to recover and feel like herself again. Tamara also reported feeling more down and depressed than she ever had before, and attributed her low mood to the constant worries and fears she was experiencing. 


Symptom History. Tamara reported first experiencing mental illness anxiety approximately five years prior, while attending her first year of University. At that point in time, she was experiencing significant school-related stress. Subsequently, she described developing panic attacksin response to escalating mental illness anxiety, and indicated that attacks at that time were worse than her current attacks, as they were characterized by uncontrollable shaking. She described this time as being the worst that her anxiety had ever been. 


Since University, Tamara reported sheexperienced occasional panic attacks and intrusive thoughts; however, in the past few months, both symptoms had become more frequent. Tamara was experiencing intrusive thoughts almost daily, and panic attacks three to four times per month. Tamara reported that her worrying was now affecting her sleep and mood, which is why she chose to seek treatment at this time.


Treatment History. Tamara had no previous experience with mental health treatment. She had not disclosed her difficulties to anyone other than her family and boyfriend. Tamara indicated that she had begun to see an acupuncturist in the past year to help her cope with her anxiety. Initially, she found the acupuncture helpful, but in the month prior to the assessment, it had ceased to decrease her anxiety. She had never taken or been prescribed psychiatric medication. 


Family Historyand Influences.Tamara reported that her father had “anxiety issues” prior to her birth. She believed he had been prescribed medication for his anxiety; however, she had limited information regarding the specific nature of his concerns or his treatment. Similarly, she indicated that one of her brothers likely suffered from anxiety concerns, but to her knowledge had not sought treatment. In fact, Tamara indicated that it was a “taboo” topic in her family, and was rarely discussed. From Tamara’s report, it appeared that her parents had negative views of mental health issues and mental health treatment. In fact, Tamara shared that her mother had tried to dissuade her from contacting our clinic and warned her that she may “get locked away in an institution”. 

Assessment Measures


Minnesota Multiphasic Personality Inventory – 2 (MMPI-2). The MMPI-2 (Hathaway & McKinley, 1989) is a 567-item self-report measure of psychopathology and personality functioning. Tamara’s scores on the validity scales of the MMPI-2 suggested that she may have been responding with apprehension, and in such a way as to minimize the severity of her current concerns. Her response style on the MMPI-2 was consistent with her initial hesitancy during the interview to fully disclose the nature of her fears. Tamara’s responses on this measure indicated that she was experiencing symptoms of anxiety, particularly physical symptoms of anxiety (i.e., tenseness, restlessness, agitation). Tamara also endorsed several items that suggested she was experiencing distress due to thoughts that she perceives as intrusive, distressing, and bizarre. Also of note, Tamara’s personality profile suggested that she strives for acceptance in relationships and can be sensitive to the criticism of others. Further, her responses suggested that she is conventional, non-confrontational, and aims to behave in a socially appropriate and acceptable matter. These results were consistent with her self-report during the interview. 


Short Health Anxiety Inventory (SHAI). The SHAI (Salkovskis, Rimes, Warwick, & Clark, 2002), is an 18-item self-report inventory that assesses health anxiety independently of physical health status. It has strong psychometric properties (Alberts, Hadjistavropoulos, Jones, & Sharpe, 2013) including demonstrated sensitivity to treatment effects (Salkovskis et al., 2002).

The SHAI consists of two factors assessing the perceived likelihood of becoming seriously ill, and the perceived negative consequences of being seriously ill. Prior to completion, Tamara was instructed to respond to the term “illness” on the SHAI as if it were referring to either physical or mental illness. Tamara received an initial “illness likelihood” score of 30, and a “negative consequences” score of 3. This score places her in the moderate range of health anxiety (Abramowitz, Olatunji, & Deacon, 2007). 


Anxiety Sensitivity Index – 3 (ASI-3). The ASI-3 (Taylor et al., 2007), is an 18-item self-report inventory that assesses the fear of anxiety-related sensations based on beliefs about their harmful consequences. It includes three subscales: somatic concerns, cognitive concerns, and social concerns. As with the SHAI, Tamara was instructed to respond to the term “illness” as if it were referring to either physical or mental illness. Tamara received an initial total score of 48. Again, her score exceeded the cut-off for high anxiety sensitivity, and placed her in the severe sensitivity range. Of note, Tamara scored highest on the cognitive concerns subscale. Differential Diagnosis 
As Tamara was reporting symptoms consistent with several different disorders, differential diagnosiswas considered in the intake interview. Although Tamara reported “worry about worry”, generalized anxiety disorder was ruled out, as the interview revealed that Tamara was not experiencing significant worry about several topics or areas. Instead, she reported her main worries were about her mental health, concerns about “going crazy”, the possible meaning and implication of her dark thoughts, and distress regarding how mental illness would negatively impact her family and friends. Panic disorder was ruled out, as her current panic attacks were not unexpected and most often were a result of her anxiety about mental illness. In panic disorder, concerns regarding the meaning of panic attacks on overall health are present; however, this anxiety is usually acute and episodic (American Psychiatric Association, 2013). In contrast, Tamara experienced persistent anxiety about her mental health. Furthermore, panic disorder did not encapsulate her other symptoms. Somatic symptom disorder was not appropriate, as Tamara was not experiencing significant somatic symptoms; instead any symptoms she had were mild and transient. Obsessive compulsive disorder (OCD) was also given serious consideration as Tamara experienced intrusive and distressing thoughts. Tamara’s concerns, for instance, could be regarded as a “pure obsessional” or “autogenous obsession” subtype of OCD involving covert neutralizing strategies (e.g., avoidance and reassurance-seeking) rather than overt compulsions (Lee & Kwon, 2003; McKay et al., 2004). Therefore, Tamara’s narrow focus on developing mental illness in the absence of overt compulsions could have been conceptualized and treated as an OCD subtype. Finally, Tamara did not exhibit or report any other symptoms consistent with a psychotic or mood disorder. 
Case Conceptualization


Given Tamara’s responses duringthe interview and on the self-report measures, her presentation was ultimately regarded as most consistent with a diagnosis of illness anxiety disorder, with panic attacks. As such, Tamara’s mental illness anxiety wascentral to the case conceptualization and treatment plan.Cognitive theory posits that illness anxiety does not stem from events, but rather the interpretation of these events (Deale, 2007; Warwick & Salkovskis, 1990). Misinterpretations arise because past experiences lead to the formation of specific beliefs and assumptions about illness. These beliefs and assumptions about illnessare activated by trigger stimuli (e.g., new illness information, physical changes) increasing anxiety and hypervigilance for further symptoms. Increased illness anxiety is proposed to lead to either reassurance seeking or avoidance behaviours in an attempt to reduce anxiety and concerns.In turn, CBT focuses on a) detecting dysfunctional beliefs and misinterpretations about somatic symptoms, and replacing them with more adaptive beliefs; b) attributing benign bodily symptoms to probable and nonpathological causes; and c) changing problematic behaviours that are involved in maintaining exaggerated preoccupation with health (Deale, 2007; Warwick & Salkovskis, 1990). 

In the current case, Tamara did not have specific or obvious past experiences that contributed to her health misinterpretations. However, her parents’ negative and calamitous reaction to seeking treatment (“they’ll lock you away in an institution”), and the taboo about speaking about family members’ difficulties with anxiety, likely contributed to Tamara’s early learning experiences about mental illness. Specifically, it seemed as though she had learned that mental illness should be feared and hidden.Combined with her proclivity toward being conventional, non-confrontational, and sensitive to criticism, Tamara may also have come to understand that the consequences and repercussions of having mental illness are devastating. Tamara’s trigger stimuli included information about mental illness, depictions of mental illness or violence, and bodily changes. When Tamara encountered triggers, her misinterpretations were activated, and she would experience heightened anxiety and panic attacks. Furthermore, she would become hypervigilant for additional signs or symptoms (e.g., panic attacks were then used as additional evidence that she was mentally ill), and engage in either reassurance seeking behaviours (e.g., asking her boyfriend to tell her that everything would be “okay”) or avoidance behaviours (e.g., avoiding movies or television programs that depict mental illness) that prevented her from disconfirming her beliefs. Of note, Tamara often soughtreassurance from her mother; but in doing so, received messages that emphasized the gravity of mental illness.

Treatment


See Table 1 for an overview of Tamara’s treatment and between-session homework assignments. 


Sessions 1 and 2. In the initial sessions, Tamara was introduced to CBT principles and treatment format. Psychoeducation was provided on the basics of illness anxiety disorder, and the CBT model for this disorder. At this point in time, Tamara was introduced to the idea that often people with illness anxiety disorder fear becoming physically ill, or interpret certain bodily symptoms as signs of physical illness, but sometimes people fear mental illness, like she does. After explaining all the parts of the CBT model for illness anxiety disorder, Tamara was given the opportunity to plot her own experiences on a simplified model. 

The CBT modelof health anxiety (Salkovskis & Warkwick, 1986)proposes that individuals experience certain bodily sensations which are then misinterpreted as signs of a serious illness. This misinterpretation results in anxiety, concern, fear, and other negative emotions. In reaction to the negative emotions, the individual will experience physiological arousal. Often, the physiological arousal feeds back into bodily sensations, creating a vicious cycle, as the individual then has more “evidence” that something is wrong. Tamara identified intrusive thoughts and images as her primary “sensations”. She would then misinterpret these sensations as being “not normal”, and as proof that she is “developing schizophrenia or turning into a serial killer”. These interpretations were highly distressing and anxiety provoking. Tamara also identified that her mind would then cycle through a multitude of “what ifs” (e.g., What if I turn into a serial killer? What if I get locked away? What if my parents can’t handle who I’ve become?). Her physiological response was to sweat, shake, cry, feel nauseous, and, at times,experience a full blown panic attack. For Tamara, her panic attacks were understood to be abnormal bodily sensations, and she would think “this is proof that I’m one step closer to losing my mind”.

The CBT model also proposes that reassurance seeking, bodily checking, and avoidance behaviours prevent disconfirmation of illness beliefs, and, in fact, increase symptoms and misinterpretations (Abramowitz & Braddock, 2008 Salkovskis & Warkwick, 1986). Tamara expressed some ambivalence towards accepting that avoiding her distressing thoughts actually served to maintain her fear of them. Similarly, she was concerned about her ability to manage her anxiety without seeking reassurance from her parents and boyfriend. 

Overall, Tamara reported that the CBT model of health anxiety was “bang on”, and fit her lived experience well. Furthermore, she was greatly relieved that other people experienced illness anxiety, and that she was not alone in her experiences. Tamara was informed of some research that indicated that approximately 80% - 90% of the general population admit to experiencing unwanted and intrusive thoughts and images (for a review see Clark & Rhyno, 2005). This served to normalize these sensations, and emphasize the importance of misinterpretation of “normal” experiences in maintaining the cycle of anxiety. 

Session 3. During session 3, further psychoeducation was provided on the nature of thoughts, thought challenging, and body noise. Thought challenging has been implicated as important in the treatment of health anxiety, as it serves to identify mistaken beliefs, and weaken problematic misinterpretations (Abramowitz & Braddock, 2008; Deale, 2005). First, Tamara’s thought records were reviewed and discussed in order to identify her primary anxiety-provoking thoughts and thought patterns. Thought challenging was introduced, and thought examples from Tamara’s homework were dissected and challenged in session. Tamara reported that the thoughts that most often led to her anxiety were cognitions such as: a) “What if I’m mentally ill, and hurt someone?” and b) “I’m losing my mind and losing control”. To illustrate an example of thought challenging, Tamara was asked what “losing control” might tangibly look like in her life (e.g., getting fired for erratic behavior, boyfriend leaving her because she became violent), and then was asked if she had evidence of this type of “losing control”. Of note, Tamara reported that the thought records she completed as homework assisted her in “seeing the whole picture” in terms of how her thoughts influenced her emotions, which, in turn, influenced her physiological reactions. 

Finally, body noise was discussed in response to concerns that Tamara had about ringing in her ears. During her intake assessment, she had been asked about ringing in her ears as part of the DSM-5 Diagnostic Exam (Nussbaum, 2013)screening process. Since the assessment, Tamara had experienced occasional ringing sensations, and had become convinced that this was a symptom of serious mental illness. This occurrence provided an opportunity to discuss how the body’s normal functioning results in random (and benign) signs and symptoms, which are referred to as “body noise”. Tamara’s misinterpretation of body noise also provided the opportunity to once again illustrate the illness anxiety cycle (e.g., conversation triggered misinterpretation of normal sensations, as well as body vigilance and reassurance seeking). It also provided the opportunity to challenge these thoughts, and look for evidence for and against her thought, query the likelihood of her interpretation, and generate alternative balanced thoughts (e.g., “I could be hearing ringing because of the concert I went to last night”). 

Session 4.In Tamara’s fourth session, thought challenging was reviewed and unhelpful thinking styles (e.g., thought-action fusion) that are common in illness anxiety disorder were discussed. The week prior, Tamara had been completing thought challenging forms in which she a) identified a thought; b) rated her belief in the original thought; c) rated the emotional intensity of the thought; d) challenged the thought; and e) re-rated her belief and emotional intensity. Tamara was encouraged by the homework task because it demonstrated to her how much her thoughts and emotions could improve through the use of thought challenging. The concept of thought-action fusion was particularly helpful for Tamara, as she continued to use the phrases “thoughts aren’t reality” and “thinking it, doesn’t make it more likely” as her alternative and balanced thoughts. 

Tamara’s fourth session also served to bridge the gap between thought challenging and exposures, by introducing behavioural experiments. The rationale and importance of behavioural experiments were introduced, and Tamara was advised that behavioural experiments can be used to help gather evidence for or against her thoughts and interpretations. Tamara had been struggling with the notion that if she had intrusive thoughts or images about lashing out at a loved one, it meant she was mentally ill, and wasmore likely to carry out this type of action. In session, a behavioural experiment was designed collaboratively in which Tamara spent five minutes vividly imagining verbally lashing out at her mother. In this way, she could gather evidence about whether or not thinking about a violent act caused it to occur.

Sessions 5. Tamara’s fifth session was an important one, as she returned to session reporting that she had experienced good success in her behavioural experiment. She reported that the intrusive thought of lashing out at a loved one was now less distressing, and she was far less inclined to believe that she would act in this violent way as a result of experiencing an intrusive thought. Her discovery provided an exceptional opportunity to practice challenging her thoughts by incorporating this new-found experimental “data”, and developing more realistic/helpful thoughts (e.g., “I’ve had this thought before and nothing bad has happened”). 

Tamara’s buy-in to the treatment approach vastly improved, and as such, she was amenable to the idea of situational and imaginal exposures. Just as behavioural experiments can provide additional data to assist in thought challenging, exposures with response prevention can provide similar information while habituating someone to a feared situation. Engaging in exposures allows clients to experience the anxiety associated with their feared stimuli without their feared outcomes materializing. As a result, clients become accustomed to the feared stimuli, and learn that the feared stimuli are not as dangerous or threatening as they had originally believed (Abramowitz & Braddock, 2008; Deale, 2005).

In this session, Tamara was introduced to the image of someone with a scary mask jumping out from behind a closed door as an analogy for exposures. Just as being startled by someone in a scary mask results in a fear response, so do distressing thoughts that are unexpected and feared. In order to reduce the fear response, one has to become exceedingly accustomed to the “scary mask”, examine it in detail, and learn that it is not associated with any actual devastating outcomes. For Tamara, this meant becoming accustomed to her unwanted and intrusive thoughts. By examining her thoughts in detail, they became both familiar and benign, in that they no longer startled her, and no longer led her to believe they would result in violent or erratic behavior.  This analogy was a helpful comparison, and one that both Tamara and her therapist referred back to in future sessions. 

In session, a “fear hierarchy” (see Table 2) of Tamara’s distressing thoughts, images, and fears about mental illness was constructed. After discussing the associated rating scales to be completed during exposures, an imaginal exposure was designed for her to practice in the subsequent week. Tamara was to engage in repeated exposures, in which she would imagine developing schizophrenia and the impact of this on her life. Tamara was further instructed on how to complete associated rating forms, in which she would record subjective units of distress (SUDS) before and after the exposures. In preparation for the following session, Tamara was asked to read a hand-out on safety behaviors.

Session 6.In her sixth session, Tamara reported that her first imaginal exposure to developing schizophrenia had resulted in a panic attack. As a result, she had avoided completing her homework for most of the week. To her credit, Tamara ultimately chose to keep trying the exposure, despite this initial “bad experience”. She reported using her success in the behavioural experiment in the week prior as a motivator to continue. Furthermore, she reported that her thoughts about developing schizophrenia were no longer as anxiety-provoking as before the exposures, and that she felt confident that her anxiety would further diminish with more exposures. At this point, Tamara and her therapist revisited her fear hierarchy, discussed alterations, and how to know when to proceed to the next step based on SUDS ratings. 

As Tamara’s primary safety behavior was a tendency to engage in distraction techniques (e.g., occupying her mind with other activities), the imaginal exposures were doubly beneficial. During imaginal exposures, the client is instructed to focus on the distressing thought, and not to engage in any cognitive, behavioural, or emotional avoidance (Abramowitz & Braddock, 2008); as such, Tamara’s usual distraction techniques were automatically precluded. Tamara’s sixth session involved further psychoeducation and discussion on safety and avoidance behaviors, and how best to avoid them during exposures.

Session 7. Between sessions, Tamara had progressed two steps in her fear hierarchy, with good success in reducing her anxiety levels (e.g., initial SUDS rating of 60 reduced to a SUDS rating of 20) through repeated exposures. In session 7, Tamara and her therapist focused on reassurance seeking and safety behaviors. As noted above, at the outset of treatment, Tamara was concerned that she would not be able to manage without seeking reassurance and comfort from her parents and boyfriend, and was also unconvinced that her attempts at avoiding or distracting from her distressing thoughts actually served to maintain their frequency and intensity. In this session, Tamara discussed how, as a by-product of her new skills and knowledge, she felt less dependent on her loved ones for reassurance. She felt confident in her ability to manage her symptoms, and utilize skills such as thought challenging and exposures to decrease anxiety on her own. She was given specific instruction to refrain from reassurance-seeking during exposures, and this exercise aided in bolstering her self-confidence. This discovery was important, as it instilled a sense of mastery, pride, and accomplishment in Tamara. Similarly, Tamara relayed that focusing on these distressing thoughts, and learning that they do not result in violent or erratic behavior, was important in diffusing their power over her. 

Session 8. Between sessions, Tamara continued to progress though her fear hierarchy by completing imaginal and behavioural exposures. In session, her experiences with the exposures were discussed, and her gains solidified.  In particular, Tamara had completed an imaginal exposure in which she imagined physically attacking a family member.  After completing repeated exposures, Tamara shared that she no longer believed that these thoughts would actually lead her to violently act out towards others. Furthermore, she reported that while the thoughts were still unpleasant, she believed that her level of discomfort was similar in intensity to the discomfort that anyone would feel after envisioning attacking a family member. 

In session, Tamara shared that her work schedule had unexpectedly changed in such a way that she could no longer regularly attend sessions. Given this schedule change and her treatment progress,Tamara felt she was ready to terminate therapy. Tamara and her therapist then completed a review exercise, in which Tamara generated all the evidence for and evidence against her primary distressing thoughts. She was asked to pull as much information as she could from her experiences with thought challenging, behavioural experiments, and experiences in treatment. Through this exercise, Tamara a) received a good review of concepts she had learned, b) a good indication of how far she had come, and c) a tangible “reference sheet” to which she could refer in the future. 

Finally, time was spent solidifying her gains, and attributing a large part of her success to her completion of, and dedication to active ways of coping with anxiety (e.g., thought challenging, exposures). Strategies for relapse prevention were also discussed; particularly, triggers, short- and long-term strategies, and signs of relapse. A detailed plan was also devised for Tamara to continue working through her fear hierarchy, and a self-help book (Asmundson & Taylor, 2005) was recommended in order for her to continue her journey independently. 

Follow-up Session. Two months after treatment termination, Tamara participated in a brief follow-up session via telephone that involved a check-in on Tamara’s current functioning and review of the strategies covered during treatment.The follow-up session was arranged as such sessions have been recommended in order to assess the maintenance of treatment gains, and provide a booster through the review and reiteration of treatment concepts (Whisman, 1990). Tamara reported that as recommended, she had continued working (albeit slowly) through her fear hierarchy, and continued to complete thought challenging records to counter especially difficult thoughts. Tamara reported still experiencing anxiety, but that it was manageable, and she was able to cope by utilizing the strategies she had learned and practiced in treatment. 

Outcomes


Tamara’s initial, mid-point, termination, and follow-up scores for the SHAI and ASI-3 are provided in Table 3. After four sessions, Tamara’s SHAI score had declined from 30 (i.e., moderate health anxiety) to 19 (i.e., mild health anxiety). By the end of treatment, she reported a final SHAI score of 10 (i.e., mild health anxiety). In terms of anxiety sensitivity, Tamara’s ASI-3 scores had declined from 48 (i.e., severe anxiety sensitivity) to 22 (i.e., mild anxiety sensitivity) after the first four sessions. From mid-point to treatment termination, her score reduced further, to a final ASI-3 score of 9 (i.e., mild to no anxiety sensitivity). As such, Tamara experienced significant and continual improvement over the course of treatment, to the point that her scores on both the SHAI and ASI-3 were below cut-off at termination. 
The Reliable and Clinically Significant Change methodology (Evans, Margison, & Barkham, 1998) was utilized in order to further assess Tamara’s SHAI and ASI-3 scores. Reliable Change indicates that the patient’s score changed by such an amount that the change is unlikely to be due to simple measurement unreliability. The standard error of change for a particular measure is used to determine the criterion level at which Reliable Change can be determined. In contrast, Clinically Significant Change indicates that a patient’s score has changed from a score typical of a “patient” to a score typical of the “normal” population. The criterion of moving more than two standard deviations from the mean of the “patient” group, and moving to within two standard deviations of the “normal” population is recommended to establishClinically Significant Change (Morley & Dowzer, 2014). Using this methodology (Evans, Margison, & Barkham, 1998; Morley & Dowzer, 2014) the reliability and clinical significance of Tamara’s scores on both the SHAI and ASI-3 were calculated. Based on the reliability of the SHAI and normative data of clinical and non-clinical population scores (Salkovskis et al., 2002) the Reliable Change Index (RCI) for the SHAI was calculated to be 6.88, and the clinical significance cut-off scorewas established as 24.46. As Tamara’s change score on the SHAI exceeded 6.88, her improvement was considered a reliable change. Moreover, as Tamara’s final post-treatment score was lower than the established cut-off of 24.66, her improvement was also considered clinically significant. Similarly, based on the reliability of the ASI-3 and normative data of clinical and non-clinical population scores (Wheaton, Deacon, McGrath, Berman, & Abramowitz, 2012)the RCI for the ASI-3 was calculated to be 9.66, and the clinically significant cut-off score was 19.22. As Tamara’s change score on the ASI-3 exceeded 9.66, her improvement was considered a reliable change. Moreover, as Tamara’s final post-treatment score was lower than the established cut-off of 19.22, her improvement was also considered clinically significant. 
At two-month’s post-treatment, Tamara maintained low scores on measures of both health anxiety and anxiety sensitivity, demonstrating strong maintenance of treatment gains. Subjectively, Tamara reported continued improvements in her illness anxiety at two-months post-treatment. Although still experiencing some anxiety, she related that it no longer escalated to the point of panic attacks or disrupted sleep. Furthermore, at the point of follow-up, she felt able to manage her symptoms, and felt much more herself.Tamara provided further feedback, that the treatment “really fit” for her, and all the handouts she was provided on health anxiety were helpful. From the therapist’s subjective perspective, Tamara presented as more calm and confident at both the termination session and follow-up session in comparison to the beginning of treatment. 

Rapport with Tamara was easily and quickly developed, and the therapeutic relationship remained strong throughout treatment. Furthermore, therapeutic discussions and tasks were approached collaboratively. In Tamara’s final session, she expressed appreciation that she was never made to “feel crazy”, and as such, had been able to speak openly about her concerns. It is likely that the strong therapeutic alliance also contributed to Tamara's positive treatment outcomes.

Discussion


Given thelack of literature specifically focused onmental illness anxiety, we sought to illustrate the clinical picture and treatment of such a case. By the therapist’s account, the CBT model and recommended treatment for health anxiety was relatively simple to adapt for mental illness anxiety. By the client’s account of treatment applicability, and the improvement documented in her outcome measures, CBT also appears to have been effective.Moreover, the outcome measures typically used to monitor treatment outcomes in physical illness anxiety (i.e., SHAI, ASI-3) appeared to be suitable for mental illness anxiety as well.  


A few qualifiers to the seemingly simple and effective adaptation of CBT for the treatment of mental illness anxiety are warranted. First, there was very little information available to assist in the differential diagnosis. Although it became increasingly clear that Tamara was experiencing mental illness anxiety, her reports of “worry about worry”, distress about panic attacks, and intrusive thoughts about harm to others, are more typically conceptualized as prominent symptoms of various other disorders. In particular, Tamara’s symptoms were initially considered consistent with obsessions. The authors propose that had her case been conceptualized as OCD, Tamara would have received a very similar CBT protocol to that which she received for illness anxiety. Her treatment would have similarly focused on counteracting cognitive distortions, exposures, fear hierarchies, and limiting avoidance and safety behaviors (Clark, 2004; Rachman, 2004). 

Second, there were no mental illness anxiety specific measures available to utilize. Neither the SHAI nor the ASI-3 directly assess or address this subset of health anxiety, and as such, their administration required specific additional instructions (i.e., to consider “health” as pertaining to both physical and mental health). Third, it would appear that in mental illness anxiety, intrusive thoughts and mental activity should be conceptualized as “bodily symptoms”. Although Tamara experienced and misinterpreted physical bodily symptoms, her primary indicators of health threat were her thoughts. Fourth, the treatment of mental illness anxiety may involve less emphasis on checking behaviours than in physicalhealth anxiety. Typically, individuals with health anxiety repeatedly check their bodies for visible or tangible signs of threat (American Psychiatric Association, 2013). However, these potential signs of threat are largely internal or invisible for individuals with mental illness anxiety. 

Finally, there may also be a noteworthy contrast between physical health anxiety and mental illness anxiety in terms of reassurance-seeking. For individuals with physical health anxiety, reassurance behaviors (e.g., repeated medical tests, frequent visits to the doctor,persistent queries about their symptoms to others) are not typically stigmatized. However, parallel reassurance behaviours (e.g., repeated psychological assessments, frequent visits to mental health professionals, persistent queries about mental health symptoms) in individuals with mental illness anxiety may be avoided due to fears about stigma. Stigma of mental illnesses is still common (Thornicroft, 2007), and thus individuals with mental illness anxiety may be contending with perceived or predicted social discrimination, in a way not typically experienced by those with physical health anxiety. Like Tamara, individuals with mental illness anxiety may have circumscribed reassurance-seeking behaviours, limited to a select few people. Starcevic (2013) hypothesizedthat those individuals who fear already having a disorder tend to seek care; whereas those individuals who fear developing a disorder tend to avoid care. In line with this hypothesis, Tamara initially avoided care while her symptoms were more mild and sporadic. Tamara only began to seek care once her symptoms had progressed to the point at which she believed she was had a mental illness.


A potential limitation of the present case is the generalizability and applicability of the current case to other clients with mental illness anxiety. As the research on mental illness anxiety is limited, it is unknown whether or not Tamara’s presentation is typical of this subset of anxiety. The lack of repeated baseline measure is another potential limitation, as the stabilityof Tamara’s initial scores on the initial outcome measures is unknown.
To the authors’ knowledge, no other case or treatment studies of mental illness anxiety are available. As such, there is substantialroom for future contributions and research. Given the limited existing literature, mental illness anxiety is presumed to be uncommon. Research that focuses on the basics of mental illness anxiety (i.e., specific risk factors, common mental illness fears, etc) and that provides a better indication of prevalence rates would be a valuable contribution and intuitive starting point.As we have limited knowledge regarding mental illness anxiety, improving our clinical knowledge of specific safety behaviours and adaptive coping strategies (e.g., differentiating between healthy thought challenging versus unhealthy thought challenging that is completed for reassurance-seeking purposes) would also be useful (Thwaites & Freeston, 2005).
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