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IIt is customary to prescribe � rst-, second-, 
and third-line treatments in medicine, 
typically pharmacologic agents, based on the 
best available evidence. Lifestyle medicine 
is a new paradigm that shifts much of the 
responsibility to the patient. In psychiatry, 
meta-analyses suggest that exercise, low-
in� ammation and relatively whole-food 
diets, smoking cessation, sleep improvement, 
and other lifestyle interventions provide 
statistically signi� cant bene� ts for mental 
health.1,2 These interventions have little to no 
adverse e� ects and can reduce the risk of a 
variety of chronic nonpsychiatric conditions, 
such as metabolic syndrome, which is 58 
percent more likely among those with a 
psychiatric illness.3

The American College of Lifestyle Medicine 
(ACLM) de� nes lifestyle medicine as “the 
use of evidence-based lifestyle therapeutic 
approaches, such as a predominately whole 
food, plant-based diet, physical activity, sleep, 
stress management, tobacco cessation, and 
other nondrug modalities, to prevent, treat, 
and, oftentimes, reverse the lifestyle-related 
chronic disease that’s all too prevalent.”4

Modern medicine has produced medications, 
surgeries, and therapies that can be very 
e�  cacious in treating acute problems but 
tend to be less e� ective at treating chronic 
disease.5,6 Lifestyle medicine tries to steer 
away from how medical care can occasionally 

“devolve…into a muddy compromise” where 
“partially e� ective medications” are given to 
“avoid…talking about the powerful agents 
of daily life health practices.”6 See Box 1 
for a summary of the six pillars of lifestyle 
medicine.6

FICTIONAL CASE VIGNETTE 1
An 18-year-old male college student, A, 

presented for initial psychiatric evaluation to 
his college counseling service. 

Dialogue 1
A: I think I have attention de� cit hyperactivity 
disorder (ADHD), Doc. Compared to everyone in 
my study groups, I am the most scatterbrained.

Psychiatrist: How long has this been going 
on?

A: Since the beginning of my � rst semester 
of college, about eight months ago. Though, 
when I really think about it, it was present 
throughout my high school days as well. 

Psychiatrist: What kind of things are you 
doing when you are scatterbrained, and how 
do you feel during those times?

A: I’m usually doing my statistics homework. 
I can’t seem to work on the same problem 
for very long, and I just want to jump to 
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something else if I can’t � gure it out right 
away. What was your second question?

Psychiatrist: How do you feel when you are 
doing your homework?

A: I feel all over the place. I get uptight 
when I am thinking about the various things 
that could go wrong in between now and 
graduation. I know that I’m not as e� ective 
when I’m like this, and, when I can’t sleep at 
night, I feel more tired, which makes it harder 
for me to concentrate. I would say everything 
takes me twice as long when I am feeling at 
my worst compared to when I am 100-percent 
focused.

Psychiatrist: That sounds di�  cult, and it 
seems like it would be hard to attend to your 
studies this way. Please say more about that.

A: With the harder classes this semester, I’ve 
been having some more muscle tension in my 
neck and shoulders, with occasional headaches 
when I study, which encourages me to 
procrastinate on assignments. I guess I would 
say that I feel stressed lately.

Psychiatrist: Does anything help you get into 
that 100-percent e� ective mode when you feel 
focused?

A: I � nd that drinking two or three of those 
� avored seltzers that have alcohol in them 
helpful for my stress. I just don’t want my nosy 
parents � nding out about that.

Psychiatrist: How often are you having these 
� avored seltzers with alcohol?

A: Oh, not that much, probably two or three 
times a week. I don’t know why, but I just � nd 
it helps. Do you think medical marijuana might 
also help, Doc? All my friends are doing it.

Psychiatrist: Your question about the medical 
marijuana is very relevant right now since it’s 
becoming more and more popular. Anxiety is 
the most common reason that marijuana is 
used for medical purposes,7 but the evidence 
is really unclear regarding whether it actually 
reduces anxiety.8,9 Also, we don’t know the 
clear e� ects of marijuana use on developing 
brains.10 I � nd it interesting that the alcoholic 

seltzer waters helps, but are there other things 
that you have discovered that lower your stress 
levels?

PRACTICE POINT 1
Patients often present with attentional 

di�  culties as a symptom of generalized 
anxiety disorder (GAD). In fact, disrupted 
attention can present with almost any 
psychiatric disorder. Individuals can live with 
unidenti� ed ADHD until faced with new 
challenges in life, such as going to college, 
graduate school, professional school, or joining 
the military. It is most helpful to obtain the 
history of disturbed attention every day 
of their entire life, and especially to have 
demonstrable evidence of such before the age 
of 12 years.11 A’s attention became problematic 
well after the age of 12 years, leading the 
psychiatrist to think it was not ADHD.

The psychomotor agitation of GAD can also 
appear similar to the hyperactivity component 
of ADHD. Our patient, A, presented with 
generalized symptoms of anxiety, worry, 
and apprehensive expectation, with physical 
contributions, such as fatigue, muscle tension, 
headaches, and insomnia. Younger adults 
tend to experience a greater severity of GAD 
symptoms than older adults.12 Also, the 
earlier in life one has symptoms of GAD, the 

more comorbidity and impairment one tends 
to have.13,14 It is also important to rule out 
medical conditions that can include anxiety as 
a presenting symptom, such as thyroid disease 
or pulmonary disease. Highly-driven, “type A” 
healthcare professionals might not diagnose 
GAD as quickly because they use themselves as 
a reference group and feel as if the patient is 
no more keyed up than they are. Such personal 
bias can become a blind spot during patient 
encounters.15

Because of A’s young age and recent 
transition to college life, numerous 
nonpharmacologic interventions could be 
tried � rst that might allow him to adapt and 
mature to his new routines in college. His use 
of alcohol might calm symptoms of anxiety in 
the short-term, but in the long-term, it can 
signi� cantly worsen symptoms of anxiety by 
becoming a primary coping mechanism in 
the place of healthier strategies to deal with 
anxiety.16,17

In children and adolescents with GAD, the 
anxieties and worries they experience often 
concern the quality of their performance or 
competence in school or sporting events, even 
when their performance is not being evaluated 
by others. Our patient, A, reported having 
troubles completing his statistics homework, 
which is consistent with how worry in GAD 

Box 1: Six PIllars of Lifestyle Medicine
Nutrition
• Evidence supports the use of a whole-food, plant-predominant diet to prevent, treat, and 

reverse chronic illness.
Physical activity 
• Regular, consistent physical activity is an important part of overall health and resiliency.
Stress management
• Managing negative stress can lessen anxiety, depression, and immune dysfunction and 

leads to improved wellbeing.
Restorative sleep
• Improving sleep quality can improve attention span, mood, and insulin resistance and can 

reduce hunger, sluggishness, and more.
Social connection
• Positive social connections have bene� cial e� ects on physical, mental, and emotional 

health.
Avoidance of risky substances
• Use of tobacco and excessive alcohol consumption have been shown to increase risk of 

chronic diseases and death. 

Adapted from Noordsy D.6
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can impair one’s ability to do tasks quickly and 
e�  ciently.18 The worrying itself not only took 
energy, but the concentration issues and sleep 
problems contributed to a negative downward 
spiral of functioning. Also, A reported having 
“nosy” parents, and overprotective parenting 
practices have been associated with GAD19 with 
a medium e� ect size (d=0.52–0.58).20

CLINICAL PEARLS 
• The di� erential diagnosis for 

attentional di�  culties is paramount. 
Did the patient have symptoms of 
ADHD as a child, or are the di�  culties 
secondary to another psychiatric 
condition? In our case vignette, GAD 
was likely the culprit.

• It may be di�  cult for a clinician to 
accurately diagnose symptoms or a 
condition if they themselves identify 
with such symptoms or the condition, 
which can cloud their perspective. 

• Allowing normal development and the 
maturation of coping skills/resilience 
might be all that is needed at times 
with younger individuals.

• Reducing stimulation in the 
environment and avoiding distractions 
have been shown to decrease 
procrastination,21 which in a work/
academic environment can be 
particularly helpful for those with 
di�  culties focusing.

FICTIONAL CASE VIGNETTE 1, 
CONTINUED

Dialogue 2
Psychiatrist: You mentioned medical 
marijuana as something you would like to 
explore as a treatment option. I wonder if you 
are interested in other alternative treatment 
options as well?

A: What do you mean by alternative?

Psychiatrist: For example, are you spiritual 
at all? Many studies suggest that being 
more spiritual, in general, can help reduce 
anxiety.22–25 Also, listening to classical and 
other calming types of music can lower stress 
hormone levels, such as cortisol, which tend 
to increase in those with anxiety.26,27 On the 
� ipside, other types of music, such as hard 

rock, can increase cortisol levels, which are 
associated with increased stress.28 Does 
listening to calmer music or incorporating 
spiritual practices seem like something that 
you would like to � t into your daily routine?

A: I am interested in Buddhist teachings, so I 
could see exploring that more. I listen to music 
every day while I study, so I could replace some 
of my heavy metal with Beethoven.

Psychiatrist: Wonderful! I will take note 
of that so we can talk about it and check 
up on that next time we meet. Along with 
the Buddhist teachings, may I also suggest 
meditating daily? There is strong evidence 
that meditation can be helpful for anxiety,29

similar to the bene� ts seen with psychiatric 
medications. There are many applications 
(apps) that can help introduce you to 
meditation.

A: Okay, I can give meditation a try as well. I 
like all the di� erent things I can do on my own 
time.

Psychiatrist: Just to help my understanding, 
would you mind summarizing our plan moving 
forward today?

PRACTICE POINT 2 
Ample research has demonstrated the 

e� ectiveness of meditation on symptoms of 
anxiety, as reported in a meta-analyses.27

Mindfulness-based interventions as stand-
alone treatment for anxiety display small-
to-moderate e� ect sizes (standardized 
mean di� erence [SMD]=0.22–0.56),30 as 
seen with selective serotonin reuptake 
inhibitors (SSRIs), according to a recent 
large meta-analysis (g=0.33).31 A position 
paper from the American Academy of Family 
Practitioners acknowledged that there is 
evidence supporting the use of meditation as 
a treatment for anxiety disorders, but that the 
evidence supporting the use of meditation 
as monotherapy is limited.32 In light of some 
evidence that cognitive behavioral therapy 
(CBT) is more e� ective than mindfulness-
based interventions,33,34 it might be wise to 
prescribe mindfulness in conjunction with 
accepted � rst-line treatments for anxiety.

Spirituality was nonjudgmentally and 
impartially presented to this patient as a 

potential treatment. One review found that 
69 percent of 32 randomized clinical trials on 
the e� ects of spiritual interventions showed a 
reduction in anxiety symptoms, as well as other 
psychiatric symptoms.22 Social connection, 
such as that which may be achieved through 
attending church services, has been shown to 
be inversely related with measures of anxiety.35

Connection with a perceived higher power 
through spirituality might help individuals 
with anxiety become more comfortable with 
the things that they cannot control in life and 
might be a reasonable recommendation if that 
� ts into their personal preferences. Prosocial 
acts of kindness, often associated with spiritual 
practices, can reinforce that one’s life is valuable, 
which in turn might reduce anxiety.36,37

In Case Vignette 1, to share understanding 
and help crystallize commitment, a teach-back 
method was employed by the psychiatrist to 
wrap up their time together. Studies show that 
this may improve patient knowledge and health 
outcomes.38 When using teach-back methods, 
it is a good idea for the psychiatrist to put the 
responsibility on oneself in order to avoid the 
appearance of quizzing the patient. Using the 
term “to help my understanding” speaks to the 
basic human nature of wanting to help someone 
in need.

CLINICAL PEARLS 
• There are many apps that make 

meditation more accessible, so if one 
style is not bene� cial for a patient, a 
di� erent app or a YouTube instructional 
video might suit them better.

• The website authentichappiness.org has 
a variety of free strength inventories 
and evidence-based tools, such as a 
Meaning in Life Questionnaire, Grit 
Survey, Gratitude Survey, and Work-
Life Questionnaire, that patients can 
access, which they might � nd bene� cial 
and can be used by the clinician as 
discussion prompters in psychotherapy.

• There is ample evidence supporting 
an association between practicing 
spiritualism and mental and physical 
health bene� ts.23–25,39

FICTIONAL CASE VIGNETTE 2
A 68-year-old woman, M, presented for initial 

psychiatric evaluation, reporting that she felt as 
if her life had been insigni� cant so far. 
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Dialogue 3
Psychiatrist: You said something important on 
your intake form—you wrote that you thought 
your life felt meaningless so far. Can you tell me 
more about what you mean by that?

M: I was really referring to how, during the past 
several months, I have not been able to feel 
happy looking back on old photos of my kids 
and family. 

Psychiatrist: Please, tell me more.
M: I just seem unable to experience satisfaction 
when I think about my past in general. I used 
to feel happy when I thought about raising my 
family. I am not sure what is going on.

Psychiatrist: I am sorry you are experiencing 
that. I can imagine that would be very di�  cult. 
How long has this been occurring?

M: About two or three months, I would say.

Psychiatrist: Okay, do you feel some happiness 
at other times, like when you are around your 
friends?

M: No, not really. My friends and I have grown 
more distant lately. I haven’t reached out to 
them as much, I guess, but it’s partly because I 
don’t feel as close to them as I once did.

Psychiatrist: How do you understand that?

M: Ever since I � nished my chemotherapy for 
ovarian cancer three months ago, I have noticed 
that everything seems strange and distant. I 
think it is related to me grappling with how 
something so terrible as cancer could have 
happened to me.

Psychiatrist: Wow! That sounds very trying. 
(pause) How e� ective has the cancer treatment 
been? What is your prognosis? 

M: Everything worked. They caught it early, and 
I am in remission, thankfully.

Psychiatrist: (another therapeutic pause) After 
having had some time to think about the past 
couple of months, how do you feel about the 
whole process of treatment and what happened 
to you?

M: (tearfully) It was the worst experience of 
my life. I never want to step inside a medical 
facility again. 

Psychiatrist: (allowing brief time for patient to 
experience her emotions) Can you tell me more 
about that? 

M: All the needles, the hair falling out in 
the shower, the chills every night—it was 
horrible. Sometimes, I will be enjoying 
something on TV, and then, suddenly, an 
image of a nurse with a needle and an 
intravenous (IV) bag of poison pops into my 
head. 

Psychiatrist: You are an incredibly strong 
person for going through that. You mentioned 
that you never wanted to step into a hospital 
again?

M: Ever since my treatment ended, I have not 
driven close to a medical facility. They asked 
me to do some follow-up scans, but I don’t 
have the courage, to be honest with you. I 
know that it’s not good for me, but whenever 
I get close to a treatment center, I hear these 
voices telling me to drive away.

Psychiatrist: Hmm. Has anything else out of 
the ordinary been happening for you the past 
couple of months?

M: I’m also having a di�  cult time sleeping and 
a hard time remembering the three months 
that I was on chemotherapy. Do you think 
that could be dementia? Alzheimer’s runs in 
my family, and I’m really scared about getting 
that. (Tearfully) I’m also concerned about 
ADHD because my grandson has that, and I’m 
having a hard time concentrating. 

PRACTICE POINT 3
M’s symptoms of dysphoria and auditory 

hallucinations were reminiscent of severe 
depression. Taken into full context, however, 
M was also experiencing � ashbacks and 
avoidance symptoms associated with 
her cancer treatment, consistent with 
the diagnostic criteria of posttraumatic 
stress disorder (PTSD). Auditory pseudo-
hallucinations are a feature of PTSD that can 
often be misconstrued as symptoms of other 
classic psychotic disorders.40 Data on the 

frequency of hearing voices in PTSD have a 
wide variance, occurring in 5 to 95 percent 
of individuals with PTSD.40–42 M expressed 
concern that her grandson had ADHD and that 
she might have it as well, and ADHD does have 
a high heritability rate.43 However, attention 
concerns are common in PTSD44 and may 
even predict the severity of PTSD symptoms.45

Box 2: Lifestyle Sleep Recommendations

Tips for improved sleep
• Establish regular sleep schedule 

(same sleep and wake times)
• Minimize/eliminate bedroom noise 

and lights
• Increase daytime exposure to 

sunlight
• Move at least every hour during the 

day
• Eliminate nighttime ca� eine and 

limit daytime ca� eine
• Avoid alcohol within 3 hours of 

bedtime
• Avoid high-sodium foods close to 

bedtime
• Eliminate/limit after-dinner and late-

night snacking
• Maintain a healthy body mass index
• Stay hydrated during the day
• Practice cognitive behavioral therapy 

for insomnia
• Exercise
• Food choices
• Meditation
Sleep disrupters
• Too much food or drink close to 

bedtime
• Blue light from phone/computer/

television screen
• Ca� eine and alcohol use
• Stress/anxiety/worry
• Certain noises/sounds
• Temperature (too hot or too cold)
• Lack of daytime sunlight exposure
• Medications and medical conditions
• Bed partner and/or pets

Adapted from Noordsy D.6
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Inattentiveness may partially stem from 
alertness to danger and exaggerated responses 
to perceived cues of traumatic experiences.11

PTSD is more common in women than men, 
with the prevalence ranging from 8 to 11 
percent for women and 4.1 to 5.4 percent for 
men.46,47 This discrepancy likely stems from 
signi� cantly increased risk of sexual abuse, 
assault, and interpersonal violence in women, 
exposures that carry high risk for developing 
PTSD.48

A prominent feature of PTSD is disruption 
of sleep, commonly from � ashbacks or 
nightmares. One study of in-person CBT for 
insomnia (CBT-I) as an intervention in patients 
with PTSD demonstrated improved sleep 
quality as measured by the Pittsburgh Sleep 
Quality Index, with e� ects lasting six months 
or longer.49 Another study found that CBT-I 
alone reduced fear of sleep signi� cantly in 
those with PTSD.50 There are free apps that 
o� er CBT-I, which might be helpful for patients 
like M. Although CBT-I apps appear e�  cacious, 

they might be less e� ective than in-person 
sessions.51 However, an app is more accessible 
and can be easily prescribed as � rst-line 
treatment. See Box 2 for a summary of lifestyle 
sleep health recommendations.6

CLINICAL PEARLS 
• M quali� ed for criterion A of PTSD due 

to the life-threatening potential of her 
ovarian cancer, which she experienced 
as very traumatic.

• PTSD often presents with signi� cant 
depressive symptoms and can 
therefore be diagnostically 
challenging. Starting with the 
Diagnostic and Statistical Manual of 
Mental Disorders, � fth edition (DSM-5) 
in 2013, there was the addition of 
“negative alterations in cognitions and 
mood” associated with the traumatic 
event (criterion D) to the diagnosis 
of PTSD, which includes a persistent 
inability to experience positive 

emotions and a persistent negative 
emotional state.11

FICTIONAL CASE VIGNETTE 2, 
CONTINUED

M continued to experience symptoms of 
PTSD over the next several months, despite 
regular follow-up and strong adherence to 
evidence-based, trauma-focused therapy 
and medication. Two adequate trials of SSRIs 
and use of the CBT-I app were only partially 
e� ective.

Dialogue 4
Psychiatrist: I’d like to talk to you about 
adding some healthy lifestyle interventions 
that can further help with your symptoms. 
Would that be okay?

M: Sure, if you think it would help.

Psychiatrist: I think exercise could really 
augment your PTSD treatment. I know we 
have tried several treatments together, so I’m 
curious to see if getting your blood moving by 
doing some physical activities you enjoy could 
further help. What are your thoughts about 
that?

M: I don’t know. I’ve never really been a fan of 
exercise. I’m overweight, and it hurts my knees 
when I run.

Psychiatrist: Okay. What else makes exercise 
unattractive to you?

M: I feel lonely exercising by myself, and I 
don’t like how it makes me sweaty so that I 
have to change clothes.

Psychiatrist: Yeah, those are downsides. On 
the contrary, is there anything you enjoy while 
exercising?

M: I would say I enjoy getting outside and 
seeing nature. That’s about it (laughs).

Psychiatrist: On a scale of 1 to 10, with 10 
being the most ready, how ready are you to 
make a change to exercise more?

M: Hmm, I would say I am at about a 4.

Psychiatrist: Any reason you are not a 2 or 3?

Box 3: Lifestyle Activity Recommendations
The recommendation for adults aged 18–64 years is to do at least 150–300 minutes of 
moderate intensity or 75–150 minutes of vigorous intensity activity weekly, along with 2 or 
more days of strength training per week. The more physical activity, the more bene� t, but any 
amount of exercise is better than none. Working with a certi� ed exercise specialist, such as a 
kinesiologist, exercise physiologist, physical therapist, or certi� ed personal trainer, is the safest 
and most reliable way to begin an exercise program.

Activity types
• Aerobic or endurance activities include running, swimming, biking, hiking, playing sports, 

dancing, and brisk walking.
• Strength or resistance activities include weight lifting, pushing a wheelchair/stroller, 

kettlebells, and body weight exercises such as squats, lunges, pushups, sit ups etc.
• Flexibility activities include stretching and some forms of yoga.
• Balance activities include tai chi, qi gong, and some forms of yoga.
• Disclaimer: Always talk to your doctor before starting a new activity
Helpful resources 
• exerciseismedicine.org
• Walk With a Doc: walkwithadoc.org
• United States Centers for Disease Control and Prevention: cdc.gov/physicalactivity
• Find a trainer near you: usreps.org
• 2019 Physical Activity Guidelines: health.gov/paguidelines/second-edition/pdf/Physical_

Activity_Guidelines_2nd_edition.pdf
• American Council on Exercise exercise library: ace� tness.org

Adapted from Noordsy D.6
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M: I would really like to get my PTSD 
symptoms under better control since I’ve been 
su� ering for so long.

Psychiatrist: What would prioritizing exercise 
look like in your life?

M: Maybe I could walk with a friend. There is a 
local park near my house that is really pretty.

Psychiatrist: I love your idea of getting a 
friend involved because that could make it a 
lot more fun for you. You will also be getting 
the bene� t of bright light therapy from the 
sunshine and healthy socialization from 
walking with your friend outside. 

PRACTICE POINT 4 
Of course, evidence-based, trauma-focused 

psychotherapy is the treatment of choice for 
PTSD.52 However, low-risk healthy behaviors, 
such as physical activity, may be an e� ective 
adjunctive treatment for patients with 
suboptimal treatment results, as with M. 
Indeed, a narrative review of the evidence 
supporting exercise as a treatment in PTSD 
suggests the hyperarousal symptoms of 
PTSD can be partially desensitized by adding 
low-level aerobic activity.53 See Box 3 for the 
summary of lifestyle activity recomendations.6

M was also concerned about the chance 
of having dementia because she was unable 
to recall details surrounding her cancer 
treatment. This is likely related to criterion D.1 
of the DSM-5-TR symptoms of PTSD, which 
notes that patients are less likely to remember 
key details surrounding the traumatic event, 
and criterion E.5, which describes general 
problems with concentration. Since exercise 
has been shown to increase hippocampal 
volume, it may be particularly helpful in 
patients with PTSD, who have been shown 
to have decreased hippocampal volume, 
compared to their healthy counterparts.54

There is also evidence of improved 
cognitive function and a reduction in PTSD 
symptomatology in patients who participated 
in physical activities, but many of these 
interventional studies investigating the e� ects 
of exercise on symptoms of PTSD lack a control 
group and have small sample sizes.53

Capitalizing on M’s idea of going on walks at 
the local park with her friend might improve 
her adherence to exercising more, and the 

time outdoors might reduce the severity 
of her PTSD.55 Exercise adherence may be 
improved through habit formation training 
that utilizes consistency, rituals, and ways to 
make the activity more enjoyable.56 Speci� c, 
research-backed strategies include developing 
time-based action plans that incorporate 
already established routines in life (e.g., “after 
work I will go to the gym”), listening to music 
while exercising, or watching television while 
running on a treadmill.56 Another interesting 
study trained two groups, one on healthy 
habit formation and the other on disrupting 
unhealthy biases, relationships to food, and 
body image distortions. Both groups displayed 
initial weight loss, but only the habit-focused 
group maintained that loss over six months.57

This reinforces how emphasizing the creation 
of healthy habits and behaviors with M could 
be quite helpful in the long-term. 

There is good evidence that social support 
is protective against the development of PTSD 
with stressful life events,58,59 and it could also 
help motivate M to continue her walking plan. 
Promoting healthy social connections is a low-
risk resilience-building technique clinicians 
can utilize in patients with PTSD. Social 

support has been shown to be particularly 
e� ective in improving patient adherence to 
walking interventions.60 Natural sunlight and 
bright light therapy have also been shown to 
be helpful in PTSD treatment.61

Motivational enhancement therapy was 
utilized during the psychiatrist’s sessions with 
M. Creating change talk instead of sustain 
talk and allowing the patient to come up with 
solutions themselves promoted a greater 
likelihood of change in M’s willingness to 
consistently exercise.62 Asking M why she did 
not give a lower number on a scale of 1 to 
10 of motivation helped elicit change talk.63

Guiding focus toward helpful and therapeutic 
topics is a key skill in psychotherapy. 

CLINICAL PEARLS 
• Be ready to identify coexisting sleep 

disorders in patients with PTSD, such as 
obstructive sleep apnea (OSA), which is 
a very common disorder.11

• Many patients with PTSD utilize 
alcohol to overcome initial insomnia, 
which can cause light, broken sleep 
and worsened sleep quality.64 Alcohol 
causes sympathetic arousals while 

Box 4: Lifestyle Socialization Recommendations
Forming new social connections
• Volunteer; helping others improves health, increases happiness, and allows you to meet 

new people
• Connect with a community resource center to � nd local options
• Find online or community groups of those who share the same interests; meetup.com or 

Facebook groups are great places to look
• Join a religious or spiritual group
• Help at a local animal shelter or adopt a pet to connect with other animal lovers
• Go to a local sports event, music performance, lecture, or art exhibit
• Help organize community events by joining a steering committee or board
• Attend community celebrations, like parades or walks
• Take a course at your local library or community college
• Ask your employer for ways to increase social connections at work
Strengthening social connections
• Take more care to quickly connect with people you see a lot during the week
• When possible, stay positive while connecting with others
• Share new experiences
• Make time for and spend time with others
• Be there for those who need you
• Be � exible, supportive, and excited about what others are doing in their lives

Adapted from Noordsy D.6
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sleeping,65 not allowing individuals to 
fall into deeper stages of high-quality 
and restorative sleep.

• Be mindful of the increased risk of 
comorbid social anxiety in patients 
with PTSD,66 which can further 
worsen their sense of isolation and 
dysphoria and hamper full resolution 
of symptoms. 

• See Boxes 4 and 5 for 
recommendations for lifestyle social 
connection and stress reduction, 
respectively.6

CONCLUSION
This article explored the e� ectiveness of 

lifestyle interventions as augmentation in 
psychotherapy for improving symptoms of 
anxiety and PTSD. When patients are actively 
involved in the development of their treatment 

plan, they will typically become more 
engaged in and adherent to their treatment, 
and providers can feel empowered by having 
many digital tools, such as therapeutic apps, 
to o� er their patients that they can use on 
their own. Additionally, promoting healthy 
lifestyle interventions to patients can increase 
their feelings of autonomy, while potentially 
improving their response to pharmacologic 
and psychotherapeutic interventions. Finally, 
encouraging patients to research treatment 
options and explore ideas on how to better 
manage their condition will help empower 
them to choose and hopefully commit to an 
ongoing healthy lifestyle. Further research 
exploring the nuances and the e�  cacy of 
lifestyle interventions is needed.
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