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Anxiety
AnxietyC O N Q U E R I N G

This narrative describes what is commonly referred to as a panic attack,
the sudden onset of overwhelming and debilitating feelings of anxiety.
Over the last 25 years, since the first public announcements about HIV in
the early 1980s, thousands of adults have experienced this type of panic
attack, which is often called “AIDS panic.”

Anxiety is a common response to extreme stressors, but it can also
be a symptom of a more significant underlying anxiety disorder.
Anecdotal reports from mental health providers indicate that HIV positive
people (and others living with serious medical conditions) are more
prone to anxiety symptoms due to the stress of managing a chronic ill-
ness. In fact, up to 70% of people with HIV report persistent anxiety
symptoms, and up to 40% meet the criteria for an anxiety disorder.

Anxiety can be a prominent symptom following initial HIV diagno-
sis, and anxiety symptoms can frequently recur and escalate in response
to disease progression. It is perfectly reasonable for HIV positive individ-
uals to feel anxious about such health indicators as declining CD4 cell
counts or the appearance of opportunistic infections; however, anxious
feelings that escalate from normal worry to full-blown panic may signal
an anxiety disorder. This article describes anxiety and anxiety disorders,
and how people living with HIV can conquer them.

Joni Lavick, MFT, and
Gaetano Vaccaro, PhD

Anxiety
It is the scariest feeling of my life. I’m sitting at

home, alone in my bathroom. My heart is rac-

ing, my palms are so sweaty that I can’t even

grab the sink to stand up. So I just sit here on

the floor. I keep trying to catch my breath. What

is happening to me? My stomach is in knots.

Every day I catch myself staring at my face in

the mirror, obsessively inspecting my throat,

feeling my glands, examining my skin, looking

for signs that I know will confirm my worst fear:

I really do have AIDS.

“

“



WWhhaatt iiss AAnnxxiieettyy?? 
Acute anxiety is the most common
mental illness in the United States,
with conservative estimates of
between 19 million and 25 million
reported cases per year. However, 
anxiety is not a discrete condition.
“Anxiety” is a blanket term that 
covers a wide range of emotional
responses and disorders. The American
Psychological Association’s Diagnostic
and Statistical Manual of Mental
Disorders, 4th edition (DSM-IV-TR),
recognizes 12 specific conditions
under the broad heading of “anxiety
disorders,” including phobias, panic
attacks, and obsessive-compulsive
disorders.

Anxiety itself is not a mental dis-
order. Rather, it is a normal emotional
response to stress and the perception
of danger. The baseline for anxiety is
simple fear. Fear is instructive and
protective: it tells us when we are in
danger and prepares us to take action
to defend ourselves or retreat to safety.
What is generally called anxiety can
be likened to an extreme presentation
of the normal fear response. 

Fear and anxiety cannot be
entirely circumvented; the welfare 
and survival of the individual depend
on them. For example, it would be
quite normal to feel anxious when
being stalked by a tiger, and it would
be normal to experience anxiety for a
short while after the tiger has passed
(just in case it returns). It would also
be normal to worry about when the
tiger might stroll by again. Without
fear, an individual would not be able
to accurately identify danger and
would therefore be overly susceptible
to harm. 

Like most animals, humans have
evolved mechanisms in the brain and
throughout the body that turn on and
off based on the perception of a threat
in the environment. Fear and anxiety
trigger a cascade of neurochemical 
and somatic (bodily) reactions
designed to prepare the mind and
body to deal with the threat. The

heart rate increases, breathing quick-
ens (hyperventilation), senses sharpen
(hypersensitivity), and attention
widens (hypervigilance). The hypo-
thalamus and the pituitary and adrenal
glands spring into action, increasing
levels of hormones such as insulin,
cortisol, and adrenaline, and neuro-
transmitters such as dopamine. All of
these responses are designed to pre-
pare a frightened individual to man-
age stressful or dangerous situations.
(See sidebar above for a list of symp-
toms that characterize anxiety.)

This entire response pattern is
autonomic (controlled by the auto-
nomic nervous system). In this sense,
we can say that humans are hard
wired for anxiety, and because of this
wiring we can never entirely eliminate
it. Therefore, we must approach anxi-
ety problems systemically—from the
inside out, by taking medications or
developing behavioral strategies that
interrupt these biological responses,
or from the outside in, by reducing
the stressors and avoiding the situa-
tions that provoke anxiety. 

AAnnxxiieettyy DDiissoorrddeerrss 
The difference between normal worry
and an anxiety disorder is a matter of
degree. Anxiety is only considered
part of a disorder when it is extreme
and pervasive, and when it interferes
with a person’s ability to function

normally. In this sense, anxiety is
more accurately conceptualized as a
spectrum of responses, with mild
apprehension and “gut feelings” at
one end, a normal and accurate fear
response in the middle, and more 
serious and debilitating emotional
responses, such as panic attacks, at
the opposite end. (See sidebar, page
22, for more about panic attacks.) 

An anxiety disorder is a particular
configuration of clinical anxiety, dis-
tinguished mainly by the etiology
(source), presentation (how the anxi-
ety is expressed), and triggering
mech anism. Generally speaking, 
anxiety disorders are characterized 
by either an exaggerated response to
real and immediate danger or a misin-
terpretation of an inherently non-
threatening situation.

The key element in most forms of
clinical anxiety is that a person’s sub-
jective perception becomes distorted,
rendering him or her unable to dis-
cern between a minor problem and a
true crisis. (The sidebar on page 23
lists common distorted perceptions.)
Ordinary situations trigger the “fight,
flight, or freeze” response, or anxious
feelings may persist for days with no
apparent trigger, and stress continues to
build. Finally, the individual becomes
overwhelmed and unable to function. 

Identifying the etiology of an anx-
iety disorder is often difficult because

•  excessive worry

•  “keyed-up” or on-edge feelings

•  difficulty concentrating

•  fatigue

•  irritability

•  muscle and/or jaw tension

Common Symptoms of Anxiety
•  sleep disturbances

•  appetite changes

•  changes in libido

•  increased desire to drink alcohol 
or use drugs

•  rapid heart rate, sweating, and 
flushing

C O N Q U E R I N G  
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the linkages may not be readily appar-
ent. An individual’s anxiety may be
related to a past traumatic event or
to fears that have been suppressed.
Anxiety disorders can also result from
ongoing stressful situations, such as
living in a dangerous neighborhood,
being in a rocky relationship, or
working in a high-stress job.

Therefore, the two primary thera-
peutic tasks essential to conquering
anxiety are repairing distorted percep-
tions and resetting hypersensitive
body systems. Understanding and
treating anxiety disorders involves
breaking the “code” in a person’s
brain that automatically links up cer-
tain thoughts and experiences with
fear, and helping to develop new
response patterns, or “coping skills.”

TTyyppeess ooff AAnnxxiieettyy
Based on the subjective experience of
the individual, clinical anxiety can be
classified into categories (specific or
non-specific anxiety) and subcategories
(such as anticipatory anxiety). These
distinctions can be helpful for treat-
ment because they break down the
anxiety response into its component
parts, thereby providing a framework
for understanding and changing it. 

Specific and Non-Specific Anxiety
In the majority of cases of clinical
anxiety, the fearful feelings are fixated
on a specific threat: an identifiable
person, activity, event, or circum-
stance. This type of anxiety is there-
fore known as “specific anxiety.” 

Specific anxiety can be situa-
tional, as with social phobias, or his-
torical, as with past traumatic events.
Specific anxiety can be slightly easier
to manage because the threat and 
the triggers for anxious feelings are
known and can be addressed through
psychotherapy. 

On the other hand, non-specific
anxiety—fears that are not easily attrib-
uted to any particular source or trig-
ger—are often more disturbing for the
individual and more difficult to manage

clinically. This type of anxiety is called
“free-floating anxiety” when the anx-
ious feelings occur spontaneously and
without any apparent cause.

Most often, non-specific anxiety
has a biological basis. It may be 
physiological, structural, and/or
genetic. Indeed, some people are
genetically predisposed to be more
sensitive and anxious. Non-specific
anxiety can also be a symptom of
another mental illness or a neurologi-
cal disorder, or a side effect of med-
ications or substance abuse. 

The primary course of treatment
for non-specific anxiety is pharmaco-
logical, with the goal of managing the
physical symptoms while the exact
etiology is being determined. Often,
as symptoms diminish, underlying
psychological factors emerge which
can then be treated through counsel-
ing. Psychotropic medications may
provide the individual with the emo-
tional stability needed to shift his or
her focus from the physical discom-
fort of an anxiety response toward the
thought processes that perpetuate it. 

What Causes a Panic Attack? 

Anxiety activates (and is also activated by) the body’s sympa -

thetic nervous system, which controls the “fight, flight, or freeze”

response. Anxiety is deactivated by the parasympathetic nervous

system, responsible for the “rest, relax, and digest” response.

These are reciprocal systems that respond chemically to outside

influences and stimulate behavioral reactions via the chemicals

they produce, creating a mutually influencing feedback system. 

This feedback loop is important because it explains how normal

worry and concern can escalate into a full-blown panic attack.

The anxiety response, once activated, can become self-reinforcing

as more and more neurochemicals are produced by the anxious

person’s brain. Ideally, once the danger or threat has passed, 

the brain signals the parasympathetic nervous system to send

out chemicals that neutralize anxiety hormones and reset the

system. However, sometimes the system “gets stuck”: the

parasympathetic nervous system never gets the message to 

turn off the anxiety responses, and the body continues to experi-

ence the “fight, flight, or freeze” sensations that characterize 

a panic attack. 



Anticipatory Anxiety
Testing HIV positive is a life-changing
event, and anxiety around a positive
diagnosis is perfectly normal. How -
ever, the recurring stressors involved
in managing the disease can compli-
cate the resolution of anxiety in the
lives of HIV positive individuals and
may cause them to worry continually
about future threats to their health
and well-being. Mental health profes-
sionals use the term “anticipatory
anxiety” to describe this constant,
fearful rumination over an expected
future event or condition.

The stressors that contribute to
anticipatory anxiety can be classified
as internal/endogenous, referring to
stress and anxiety that originate from
stimuli in the individual’s own mind,
and external/exogenous, stressors
arising from the constant influence,
pressure, and demands of the exter-
nal world. In most situations, antici-
patory anxiety results from the inter-
play of internal conditions and
external events. For example, decid-
ing to change a drug regimen and
worrying about potential new side
effects represent internal/endogenous
conditions, whereas actually experi-
encing side effects from a new regi-

men represents an external/exogenous
event. 

Each type of stressor presents a
unique challenge to be addressed and
resolved. Endogenous stress and anxi-
ety can be resolved by increasing 
coping skills through “talk therapy” 
or mind-body techniques, in combina-
tion with psychotropic medications 
if needed. Exogenous stressors can 
be managed by desensitization thera-
pies, avoiding potential stressful situa-
tions, increasing emotional support,
and treating physical symptoms.
(Treatment options are discussed in
greater detail beginning on page 25.)

Internal/endogenous conditions
Three primary categories of endoge-
nous conditions contribute to anxiety

states: (1) genetics, including emo-
tional and physiological constitution;
(2) thoughts, beliefs, and fears; and
(3) resilience, adaptability, and coping
skills. Each person’s internal land-
scape is a distinct combination of
these attributes; based on their
unique internal composition, some
individuals are highly resistant to
stress and anxiety, while others are
much more susceptible. Dozens of
studies suggest that a person can be
genetically, biologically, or environ-
mentally predisposed to anxiety. 

In addition, habitual patterns of
consternation and worrying seem to
be more prevalent in individuals fac-
ing physical challenges and chronic
illness. The illness or disease presents
challenges that may overwhelm even
the most stable emotional structure.
People with HIV/AIDS may be faced
with a cacophony of thoughts, feel-
ings, and decisions which they must
endeavor to sort out and manage,
including feeling discouraged by lab
results; deciding to begin or change a
drug regimen; worrying about disease
progression; and becoming hyper-
aware of changes in body shape,
appearance, and sex drive. In these
instances, the anxiety begins inter-
nally and creates an endless cycle of
fearful rumination.

The challenge of dealing with
internal stressors is to end the pattern
of constant rumination and curb the
body’s accompanying responses,
which typically include sweating,
rapid heart rate, and flushing. People
who experience chronic anxiety are
often acutely aware of these physical

What are Distorted Perceptions? 

• perceiving a threat in the absence of any danger

• viewing mildly threatening situations as extremely dangerous

• anticipating that an unidentified danger will occur

• constantly ruminating over a past threatening situation

• failing to recognize real and immediate danger

• perceiving every person or situation as a potential threat

• seeing oneself as incapable of self-protection

• believing that danger is inevitable and unavoidable

Anticipatory anxiety is fueled by the unpre-

dictability of life circumstances. A proactive

approach to anxiety-provoking situations 

therefore offers the greatest potential for 

conquering the anxiety response. 
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If unchecked, distorted perceptions such as these can trigger the

cycle of anxious feelings that often contributes to an anxiety disorder:



symptoms but are confused about
how to alleviate them, sometimes
making choices that actually prolong
the anxiety response. The anxious per-
son may begin to “catastrophize,” fill-
ing the mind with images of painful or
embarrassing situations in the
past which he or she fears will be
repeated. The individual may also try
to cover or hide visible symptoms of
anxiety by overcompensating with
bravado, anger, or solicitousness—
thereby exacerbating feelings of being
out of control and perpetuating the
physical symptoms of anxiety or panic.

External/exogenous events
Waiting to learn the results of an HIV
test is an excellent example of an
external event that can produce antici-
patory anxiety. This event represents
a “fork in the road”: one path leads to
a sense of relief that may be followed
by continued anxiety (“I dodged the
bullet this time”), whereas the other
path leads to a sequence of progres-
sively more stressful triggers and
external events, such as medical
exams, lab tests, and disclosures.

External events often force an
individual to cope with anxiety in the
presence of others. Speaking with doc-
tors and counselors and disclosing
HIV status are situations in which a
person must confront anxiety in “real
time” and in the presence of other
people. What is particularly challeng-
ing about dealing with these external
events is that the individual must find a
way to tolerate the anxiety without dis-
sociating, or withdrawing emotionally
from the anxiety-producing situation.

Experiencing anxiety in the pres-
ence of other people can trigger other
emotions—such as embarrassment,
shame, and feelings of worthless-
ness—that further exacerbate the
anxiety state. This process is referred
to as reciprocal influence: the exter-
nal situation elicits an internal emo-
tional reaction which in turn influ-
ences the individual’s behaviors, and
other people may then react in ways
that provoke further anxiety for the
individual.

People with social phobias are par-
ticularly susceptible to reciprocal influ-
ence. For example, the conspicuously
self-conscious behavior of a person
who dreads being stared at may incite
the very attention he or she fears.

Acutely aware of bodily changes
resulting from the disease and the
medications used to treat it, HIV pos-
itive individuals are often hypersensi-
tive to the types of physical exposure

common in medical examinations
and intimate encounters. These situa-
tions can provoke feelings of anxiety
or panic as the individual braces for
an expected unfavorable reaction.
Yet avoiding these anxiety-producing
situations altogether often results in
further painful feelings, such as
isolation, alienation, and shame.
An anxious person who anticipates
a negative experience may therefore

Individuals can spend hours rehearsing and ruminating over the right

way to disclose their HIV positive status to a friend, lover, family

member, coworker, or employer. Unfortunately, predicting another

person’s response is virtually impossible, and fear of becoming

“derailed” from the prepared conversation can become another

source of anticipatory anxiety.

There is also frequently a paradox inherent in self-disclosure: often,

an HIV positive person discloses in order to gain support, only to end up

comforting and supporting the person being disclosed to! The disclosing

individual may even become the other person’s primary source of

information about HIV/AIDS. This shift can stimulate anxiety and even

resentment; the HIV positive person is forced into the role of educator

and counselor, perhaps while still dealing with feelings of confusion

and fear surrounding the diagnosis.

However, the anxiety of disclosure can be reduced through careful

(although not obsessive) preparation. Anxiety can be minimized by

taking time to understand and accept the diagnosis, preparing the

disclosure conversation, and approaching the dialog as calmly as

possible. Each person would also be wise to carefully consider what

he or she hopes to gain from disclosing.

The Anxiety of Disclosure
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“I know as soon as I tell
him I’m HIV positive,
he’s going to dump me.”



unconsciously contribute to that very
outcome.

SSuusscceeppttiibbiilliittyy ttoo AAnnxxiieettyy
Anxiety is closely associated with
trauma. Traumatic events that are
experienced directly include assault,
incarceration, natural disasters, car
accidents, physical or sexual abuse,
and being diagnosed with a life-
threatening illness. Trauma can also
be experienced second-hand when an
individual witnesses someone else’s
traumatic experience, such as domes-
tic violence or a traffic accident. 

Individuals who have suffered
direct or indirect trauma in the past
may be more susceptible to frequent
and extreme anxiety later in life.
Furthermore, a new trauma—even 
one of a lesser degree—can trigger the
same feelings that accompanied the
past traumatic event, which may dis-
tort the individual’s experience of the
new situation and magnify the reac-
tion. The person must then deal with
the new trauma while also re-experi-
encing intrusive recollections of the
original event.

Anxiety related to past trauma is
often referred to as post-traumatic
stress disorder (PTSD). Receiving an
HIV diagnosis has been shown to
increase the risk of PTSD; therefore, 
a thorough trauma history should
always be included in an assessment
with a medical provider or psycho -
therapist. Because it can feel painful
and even shameful to divulge trau-
matic experiences, it is important to
have a secure relationship with a sen-
sitive and non-judgmental health-care
professional or counselor.

TThhee RReellaattiioonnsshhiipp bbeettwweeeenn 
AAnnxxiieettyy aanndd SShhaammee
In the field of mental health, shame 
is the subject of countless books, arti-
cles, and seminars. The word “shame”
is used so frequently that it can
begin to lose its meaning. But the con-
nection between shame and anxiety is
undeniable: intense feelings of shame

can quickly escalate into anxiety 
and panic.

Predisposition to shame and 
anxiety is mediated by many factors:
trauma history, sense of self and self-
esteem, resilience (the ability to bounce
back from stressful events), and avail-
ability and quality of support networks. 

Preoccupation with an HIV diag-
nosis can be constant and overwhelm-
ing and is frequently characterized by
feelings of shame. Our clients often
report engaging in an endless loop of
negative thoughts, alternating between
messages of fear and self-recrimination.
It can take days, weeks, months, or
even years to break this anxious cycle
of negativity, or “shame spiral.”

Overcoming shame requires the
ability to forgive oneself and the
strength to withstand the judgments
of others. It also necessitates an
understanding of one’s own reactions
to feelings of shame. The “shame 
continuum,” outlined below, can help
identify the start of a shame spiral
and halt its progression. 

TTrreeaattmmeenntt ffoorr AAnnxxiieettyy
Treatment options for anxiety dis-

orders include both medical and non-
medical interventions. Counseling and
psychotherapy, psychotropic medica-
tions, non-traditional (holistic) modal-
ities, changing behaviors to reduce
stress, and developing new coping
strategies are all ways to treat and
manage anxiety. 

As a general rule, because of the
complex nature of anxiety disorders,
the most effective treatment is an indi-
vidualized regimen that addresses

both mind and body; many patients
also benefit from incorporating spiri-
tual practices into this regimen. 

In most cases, anxiety symptoms
can be significantly reduced through a
daily program of focused relaxation
(such as rhythmic breathing, medita-
tion, or listening to music), physical
exertion (yoga, dancing, or cycling, for
example), and conscious expression
(such as journaling, psychotherapy, or
group therapy), combined with psy-
chotropic medications as appropriate.
In many cases, pharmaceutical treat-
ments for anxiety disorders are con-
sidered a short-term intervention. This
temporary use of psychotropic med-
ications can help stabilize the individ-
ual through a crisis period and pro-
vide a sufficient “break” to correct
distorted perspectives and develop
healthier responses to stressors. 

Counseling and Psychotherapy 
Establishing a relationship with a psy-
chotherapist familiar with HIV disease
can, in itself, decrease the experience
of anxiety by providing regular, ongo-
ing support. Therapists use a variety
of techniques to help a person express
and resolve the mental and emotional
underpinnings of anxiety. Cognitive
behavioral therapy is the most com-
monly used approach. Behavior
change starts with the identification 
of maladaptive behavior patterns and
activities that increase anxiety, and
cognitive behavioral therapy helps
individuals change these patterns by
identifying the irrational beliefs and
fears that distort their thinking and
provoke anxiety. 

Pre-shame: Embarrassment, self-consciousness, shyness

Shame: Humiliation, remorse, self-degradation

Pathological shame: Self-hatred, rage at oneself, mortification

The Shame Continuum
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One behavior-change technique,
developed by James Prochaska, PhD,
and Carlo DiClemente, PhD, is
based on six stages of change:
pre-contemplation, contemplation,
preparation, action, maintenance, and
relapse. In the pre-contemplation
stage, the goal is to encourage self-
exploration. In contemplation, the
individual evaluates the pros and cons
of behavior change. Preparation
involves “testing the waters” and
identifying obstacles, building social
support, and initiating small changes.
In the action stage, new behaviors are
practiced; for example, taking action
against anxiety may include “talking
back” to negative thoughts. The main-
tenance stage reinforces the commit-
ment to sustaining new behavior pat-
terns by establishing internal rewards
and preparing for possible relapse.
Relapse is the resumption of old
behaviors, and the task of this stage
is to forgive oneself, evaluate what
has been learned in the process,
reassess motivation, and plan for
stronger coping strategies.

Cognitive behavioral therapy has
been integrated and adapted into a
variety of new modalities, such as
solution-focused therapy and neuro-
linguistic programming, to address the
habitual mental processes that directly
affect emotions. Solution-focused ther-
apy is a short-term approach directed
toward the resolution of a specific
problem. Used in collaboration with a
therapist, solution-focused techniques
identify and augment existing
resources and strengths. Individuals
learn how to break down a problem
or situation into small, manageable
“action steps” that enable them to
change their behaviors without
becoming overwhelmed by anxiety or
panic responses. Neuro-linguistic pro-
gramming focuses on language as a
tool for behavior change. Once a per-
son understands and changes how
language influences thought patterns
and behaviors, it may be easier to
process information, control emo-
tional responses (such as anxiety or
panic), and manage anxiety.

Contemporary psychodynamic
psychotherapy, another fairly new
approach, uses the relationship created
between client and therapist as a foun-
dation for analyzing the client’s mal-
adaptive behaviors and their triggers.
The examination of the co-created
relationship within the microcosm of
psychotherapy gives clues to how the
individual creates relationships in the
macrocosm of his or her life. (Because
this approach requires a lengthy
period of relationship-building
between client and therapist, it is
not employed as a first-line treatment
for acute anxiety.)

Group therapy is another excel-
lent way to approach anxiety through
psychotherapy. Participation in group
therapy allows members to express
individual problems and emotional
issues in a safe forum, usually facili-
tated by a mental health professional.
Group therapy increases social sup-
port through sharing feelings and
problems, and has the added benefit
of normalizing the patient’s internal
experience by showing that others
have similar experiences and reactions
to stressors; by normalizing the individ-
ual’s experience, the group dynamic
decreases anxiety. Group therapy also
creates a space in which to practice
communication with others—another
key technique for anxiety reduction.
The positive impact of group therapy
has been extensively researched and
shown to increase the life spans of
people with serious illnesses.

Psychotropic Medications
Several types of medications can be
used to treat anxiety:

• Antidepressants, including selec-
tive serotonin reuptake inhibitors
(SSRIs), are generally the primary
treatment for anxiety disorders
because they are effective for most
forms of anxiety and are not addic-
tive (unlike some anti-anxiety
drugs, which can be habit-forming).
SSRIs are recommended as first-line
treatment for both anxiety and
depression.

• Anxiolytic medications enhance
the function of specific neurotrans-
mitters. Anxiolytics, especially
benzodiazepines, are prescribed
less frequently than antidepressants
because they have greater potential
for abuse and dependence.

• Noradrenergic agents affect the
neurotransmitter noradrenalin
(norepinephrine). They are used
primarily for PTSD and perform-
ance anxiety.

• Adjunctive medications are
sometimes used to enhance the
action of anti-anxiety drugs. These
include atypical antipsychotics
and anticonvulsants.

The sidebar on page 27 describes
specific drugs that are commonly
employed in the treatment of anxiety.

When treating HIV positive peo-
ple for anxiety, it is important to be
aware of potential interactions with
antiretroviral medications and other
medical treatments. Drug interactions
may increase the levels of the psy-
chotropic drugs, causing distressing
side effects. As with any medical regi-
men, adherence to anti-anxiety drugs
is greatly impacted by the presence
and severity of side effects. Most
clients and psychiatrists acknowledge
that side effects, including weight
gain and diminished sex drive, are
the primary reason for interrupting or
discontinuing medication for treating
anxiety.

Holistic Interventions
Since the 1960s, mind-body interac-
tions have become an extensively
researched field. The evidence for
benefits from biofeedback techniques
and hypnosis is quite good, and there
is emerging evidence in support of
their positive physiological effects. A
wide range of treatment choices that
do not include traditional psychother-
apy or medication have been shown
to be helpful in managing anxiety.
Some of these include focused relax-
ation and stress reduction, hypnosis,
meditation, and yoga and other forms
of exercise.
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M E D I C A T I O N S C O M M O N L Y P R E S C R I B E D F O R A N X I E T Y

TYPE GENERIC NAME BRAND NAME ACTION

ANTIDEPRESSANTS

Selective serotonin reuptake
inhibitors (SSRIs)

citalopram
escitalopram
fluoxetine
paroxetine
sertraline

Celexa
Lexapro
Prozac
Paxil
Zoloft

Regulate the neurotransmitter serotonin, which influences mood

Tricyclic antidepressants (TCAs) amitriptyline
clomipramine
desipramine
doxepin
imipramine
nortriptyline

Elavil
Anafranil
Norpramin
Adapin, Sinequan
Tofranil
Aventyl, Pamelor

Regulate the neurotransmitters serotonin and norepinephrine,
which influence mood

Other antidepressants duloxetine
mirtazapine
trazodone
venlafaxine

bupropion

Cymbalta
Remeron
Desyrel
Effexor

Wellbutrin

Regulate serotonin and norepinephrine

Regulates the neurotransmitters norepinephrine and dopamine,
which influence mood; also reduces cravings (e.g., for nicotine)

ANXIOLYTICS

Azapirones buspirone BuSpar Enhances the function of serotonin

Benzodiazepines alprazolam
chlordiazepoxide
clonazepam
clorazepate
diazepam
lorazepam
oxazepam

Xanax
Librium
Klonopin
Tranxene
Valium
Ativan
Serax

Enhance the function of gamma aminobutyric acid (GABA),
which is an inhibitory (calming) neurotransmitter

Antihistamines hydroxyzine Atarax, Vistaril Sedate by blocking histamine receptors in the brain;
relieve anxiety-associated itching

NORADRENERGIC AGENTS

Beta blockers

Alpha blockers

propranolol

clonidine
prazosin

Inderal

Catapres
Minipress

Block receptors in the brain associated with physiological
symptoms of anxiety

ADJUNCTIVE MEDICATIONS

Atypical antipsychotics aripiprazole
olanzapine
quetiapine
risperidone
ziprasidone

Abilify
Zyprexa
Seroquel
Risperdal
Geodon

Regulate the concentration of serotonin

Anticonvulsants gabapentin
tiagabine

divalproex
lamotrigine
topiramate

Neurontin
Gabitril

Depakote
Lamictal
Topamax

Enhance the function of GABA

Mechanism unclear; may enhance the function of GABA by
blocking sodium channels in the brain
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Systematic focused relaxation
techniques involve directing attention
to the body, one muscle group at a
time, and releasing stress and tension
in a methodical, organized fashion.
Hypnosis works in a similar way to
teach mindful relaxation through
hypnotic inductions. Many psycho-
therapists are trained in the use of
hypnosis, and audio cassettes and
CDs are available for exploring these
guided techniques.

Meditation represents one of the
most commonly practiced mind-body
interventions. It is a conscious mental
process that induces a relaxation
response; people typically meditate
by closing their eyes, clearing their
minds, and focusing on their breath-
ing while in a seated or reclining
position, either alone or with others
in a quiet room or outdoor space.
(However, while meditation usually
facilitates anxiety reduction, anecdotal
data suggest that it may be contra-
indicated for individuals with anxiety
disorders: some anxious patients find
that meditation leads to a more acute
focus on the anxiety itself.)

Both a form of physical exercise
and a way to calm the mind, yoga
involves a series of postures and
stretches and focuses on the breath-
ing. Deep-breathing techniques can
alleviate the onset of a panic attack by
slowing the racing heart. Many yoga
teachers and practitioners also enjoy
a spiritual component to this ancient
exercise form. Other physical exercise,
such as working out at the gym, prac-
ticing tai chi or qi gong, swimming,
cycling, walking, or running, can help
to break the cycle of anxiety by elimi-
nating pent-up energy and shifting the
mind’s focus from the internal tyranny
of negative thoughts to external stim-
uli and the sensations of physical
exertion.

CCoonncclluussiioonn
Anxiety about HIV health is absolutely
normal; the trick is recognizing when
normal anxiety has escalated into an

anxiety disorder. The mental, emo-
tional, and physical stress caused by
managing a chronic disease can ren-
der HIV positive people highly sus-
ceptible to anxiety disorders. And
unfortunately, anxiety has been
shown to contribute to poor adher-
ence to antiretroviral regimens, put-
ting people with HIV at greater risk
for disease progression—and setting
them up for further anxiety.

Fortunately, most people can 
successfully manage their anxiety
through a combination of focused
relaxation, physical exertion, and con-
scious expression, with or without the
use of psychotropic medications. And
choosing to treat anxiety pharmaco-
logically does not necessarily mean
an increased pill burden for life;
short-term use of psychotropic med-
ications is an effective anti-anxiety
intervention for many people. The
diversity of effective approaches to
reducing anxiety means that HIV pos-
itive people have many options for
treating anxiety disorders and manag-
ing the anxious feelings and anxiety
symptoms that surface around issues
of HIV health. 

Joni Lavick, MFT, is a psychotherapist 
in private practice in Santa Monica,
California, and a staff therapist and past
Director of Mental Health Services at the
L. A. Gay & Lesbian Center. She has
worked with HIV positive people since
1988.

Gaetano Vaccaro, PhD, is Director of
Program Development and Deputy Clinical
Director at Moonview Sanctuary, a psycho-
logical treatment center in Santa Monica.
Dr. Vaccaro has worked with people with
HIV/AIDS for over 14 years.
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