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Have you ever thought about starting a new job or school, and found your heart
pounding and your mind racing with a series of “what ifs"? If so, you may wonder “do I
have anxiety?”

Anxiety is your body’s natural ( 1 ) response system. When your brain believes
you are in danger, it sends out a series of signals to your body, resulting in the fight-or-
flight response®.

Anxiety has three main components: emotional, physiological*, and cognitive.

Imagine you have a presentation coming up at work. You might notice feelings of fear
and dread, two examples of the emotional component. You may also notice bodily
sensations, such as heart palpitations®, sweating, or a tightness in your stomach, which
represent the physiological component, Finally, you might be thinking, “I can’t do it,” or
“I'm going to ( 2 ) myself.” Worries and negative thoughts like these about what might
happen in the future are the cognitive component. So, while worry is an important part of
anxiety, it is only one of the three main building blocks.

Anxiety in itself is not bad. Normal levels of anxiety lie on one end of a spectrum and
may ( 3 ) as low levels of fear or apprehension, mild sensations of muscle tightness
and sweating, or doubts about your ability to complete a task. Importantly, symptoms of
normal anxiety do not negatively interfere with daily functioning. They may actually improve
your attention and problem-solving, motivate you to work harder toward a goal, or warn you
about a potential ( 1 ). For example, anxiety about an upcoming exam will likely
( 4 ) you to prepare fully, and the anxiety a hiker might experience when ( 5 ) a
bear allows the hiker to run away to safety. These examples demonstrate how normal levels
of anxiety can be adaptive* and helpful to your everyday life.

Clinical levels of anxiety fall toward the other end of the spectrum. Diagnosable*
anxiety disorders occur when anxiety levels ( 6 ) enough to rapidly decrease
performance and cause impairment.*

How would you know if you have crossed over into the zone of a fullblown* anxiety
disorder? Anxiety disorders are characterized by severe, ( 7 ) worry that is excessive
for the situation, and exfreme avoidance of anxiety-provoking situations. These symptoms
cause distress, impair* daily functioning, and occur for a ( 8 ) period. For instance, a

person who needs to stay home from work several days in a row due to panic attacks is
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likely suffering from an anxiety disorder.

Different evidence-based treatments are most effective for different anxiety disorders. For
example, a man suffering from panic disorder would likely ( 9 ) from exposure therapy,
while a woman suffering from social phobia* might be best treated with cognitive behavioral
therapy (CBT). If you believe you may have an anxiety disorder, seek help as soon as
possible.

As anxiety moves along the spectrum from normal to clinical, a gray area in the middle
may still have a negative impact on your life: the “almost anxious” region. When the level
of anxiety you experience is no longer adaptive or helpful to your performance and becomes
a ( 10 ) to your enjoyment of life, but does not yet meet the diagnostic threshold* for
an anxiety disorder, you are “almost anxious.” You might find yourself ( 11 ) to focus
your attention on tasks, distracted by negative thoughts, fear, or unpleasant body sensations.
For example, someone who is “almost anxious” may sit at their desk all day, making
minimal ( 12 ) on an assignment due to constant worries and tightness in the stomach.
While anxiety did not make it impossible to come to work, the level of anxiety experienced
is making it hard to function. Using this ( 13 ) of “almost anxious” can help you catch
anxiety before it becomes too extreme, and target it using evidence-based strategies that
help move anxiety back along the spectrum to an adaptive level.

When you find yourself feeling too anxious, try evidence-based techniques to bring your
anxiety levels back to normal. Here are a few tools to try:

+ If you find yourself thinking, “I can’t do this,” “I'll never get this assignment done,” or a
similar negative thought, challenge this by asking if it is ( 14 ) or helpful. You will
likely find that these thoughts are merely fueled by your anxious brain, so stopping them
in their tracks is important.

+ If your thoughts seem to be spiraling out of control, take a few minutes to practice
mindfulness. Focusing on the ( 3 ) moment takes your thoughts away from the past
and future, helping you re-center yourself.

« Identify situations that make you anxious, and ( 15 ) them instead of avoiding them.
For example, if you are afraid of public speaking, talk in front of others as often as
possible. Over time, you will find the discomfort fades away as you face the very things
that used to cause you anxiety!

— From Luana Marques, “Do I have anxiety or worry: What's the difference?” July 23,

2018, https://www.health.harvard.edu/blog/do-i-have-anxiety-or-worry-whats-the-difference-

2018072314303, —#RCHZE.
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The second-year students are learning about the cardiac* exam today. They file into a
large classroom, where they will first learn about heart murmurs* — their location, quality,
and meaning. Then, as part of their session, they will have the opportunity to work in small
groups examining several patients who have good examples of “classic” murmurs. As they

(1)
listen to each patient, they will be guided by a fellow* in cardiology*. They are excited to

be able to listen to real patients’ hearts instead of just each others’.

Over the years, I have watched my students examine these patients, many of whom are
my own, who have so kindly offered their hearts for an afternoon of student education.
When the students are introduced to their first patient, they are unfailingly polite, concerned
about the patient’s comfort, grateful for the opportunity to listen to a real heart. Then they
settle into the process of performing the exam: observing the chest wall*, feeling for the
apical impulse*, trying to understand its character and what it might tell them about the
heart they are about to hear. Finally, using their stethoscopes*, they listen to the sounds
beneath. They are awkward and nervous as they listen, brows furrowed* in concentration.
Suddenly, their faces light up: they have recognized the mitral regurgitation* that, until that

(2)
moment, had been a mere description in a textbook, a manufactured sound on a simulator*.

Over and over again throughout the course of the afternoon, they will greet patients and
then eagerly bend over their hearts, listening intently.

A few years ago, after one of these sessions, I had an office visit with one of my
patients who had graciously volunteered to let my students examine her. I thanked her
again for her time. She said, “Kate, tell me, how bad is my heart?” This woman is in her

(3)
70s now, but 1 have known her since I was an intern*. She has had severe mitral

regurgitation for years and, remarkably, has never been symptomatic. I follow her with
periodic echocardiograms* and discuss the possibility of a valve* replacement in the future
— an option she has vehemently resisted.

“Why do you ask?” I said.

“Well, when one of the students had listened to my heart, she turned to the cardiac
fellow and asked, ‘How can she live if her heart is that bad?”

There it was. The moment when, in her enthusiasm and intense interest in the problem
before her, the student forgot there was a patient. How easy it was for this to happen —
and how potentially devastating for the patient. I reassured my patient about her health,
talked with her about how I would use the event as a teaching opportunity, and thanked

her for telling me.



So today, before I send my students to meet their patients and listen fo their hearts, [

tell them this story. There is an audible gasp when I repeat the student’s question, “How
(4)
can she live if her heart is that bad?” I know that most of them are horrified — how could

anyone say such a thing? They're certain they would never do that. But of course they
(5)
could do it, and they almost certainly will someday.

“The student who said this was not a bad person, was not insensitive or uncaring,” I
say. “She did what I myself have done and what every one of you will do as you go on in
your training. The process of learning about the problem was so engrossing that she simply
forgot the patient was lying there listening. Perhaps, also, as (g) student, she had not yet
tearned how powerful her words could be. This is a wonderful example of the dilemma that
will face all of you as you go on in your training. As you acquire more (x’gedical knowledge
and responsibility, you will focus more and more on the problem and forget the patient
attached to it. As you strive to take a good history, get the facts straight, perform a good
physical exam, and put it all together into a comprehensive clinical picture, you will find
that with all the anxiety involved in wanting to do it right, the patient becomes further and
further away. Use this story to remember that there is always a patient and that you have
not finished your work until you have taken care of the patient, not just the problem.”

One of the benefits of teaching, I have found, is that it requires reflection on these
sorts of issues — and, inevitably, on my own practice. How many times have I been so
intent on solving a clinical puzzle that I have forgotten that the patient may be worried or
anxious? How many times has impatience crept into my voice when I've called a woman to
tell her that she needs additional mammographic* views because of what is, in all
likelihood, a benign® “vague density” and she has a hundred questions about what it
means? For me, this is just another task to do; I am not worried. For the patient, I have
just raised the terrifying possibility of breast cancer. It requires a conscious act to shift my
mindset* to that of my patient — to grasp her vulnerability, confusion, and need.

While I am busy treating the bodies of my patients, I try to remember to treat the
patients as well —to touch them in small ways as well as large. It is critically important to
treat the hypertension®, the diabetes®, or the heart disease skillfully, but when I remember
to treat the patient as well, I experience the essence of being a physician. Caring for my
patient as a person provides a comforting connection for both of us-—the doctor and the
patient facing the fears and managing the problems together. 1 know this alliance is at the
heart of our calling, of why we went to medical school all those years ago.

As T look out at the earnest, eager students in front of me with their shiny

stethoscopes around their necks, I think about the hearts they will hear and the hearts they
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will touch — including their own.
— From Katherine Treadway, “Heart Sounds,” New England Journal of Medicine, 354,
March 16, 2006.
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(1) classic: (A) antique (B) impressive
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(4) audible: (A) capable of being heard (B) sensitive to sound
(C) subject to change (D) related to defect
(6) engrossing: (A) conspicuous (B) stubborn
(C) rigid (D) fascinating
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Uniquely human emotions don’t exist. More and more, I believe that we share all
emotions with other species in the same way that we share virtually every organ in our
bodies with them. No exceptions.

Like organs, the emotions evolved over millions of years to serve essential functions.
Their usefulness has been tested again and again, giving them the wisdom of ages. They
nudge* us to do what is best for us. Some emotions may be more developed in humans, or
apply to a wider range of circumstances, but none is fundamentally new.

This is not the prevailing view in science, though. The most popular theory proposes
oni;) six “primary” or “basic” emotions, which are universally recognized by their facial
expressions, like anger (frowning stare), happiness (laugh and smile), and fear (eyes wide
open, lips stretched horizontally). All other emotions are “secondary,” which means that they
are cultural constructs that make us human.

But does anyone truly believe that just because an emotion lacks a specific face, we can
claim it for ourselves? Open your front door and tell your dog that you are going out for a
walk, then close the door and return to your seat. Your dog, who had been barking and
wriggling® with excitement, now slinks* back to his basket and puts his head down on his
paws. You have just witnessed both hope and disappointment in another species, even
though neither counts as a basic emotion.

You may say that it is impossible to know what a dog feels. True, yet his behavior
clearly reflects an abrupt* change in his emotional state. Expressed in the body, these
states are perfectly observable and measurable even if the associated private experiences are
not.

In fact, the possibility of animal hope was experimented upon nearly a century ago by
the psychologist Otto Tinklepaugh. He first let a monkey watch a banana being hidden
under a cup, then allowed her into the room where this had been done. If she found the
banana, everything proceeded smoothly. But if the experimenter had surreptitiously* replaced
the banana with a piece of lettuce, the monkey would frantically* look around, lifting up the
cup, while shrieking at* the experimenter. Her expectations had been violated, for which
she rightly blamed the sneaky® experimenter.

We share so many so-called secondary emotions with other species that the whole

concept is questionable. There is one exception, though, which keeps being proposed as

definitely cultural: guilt.



This is despite the many dog owners who seem to recognize it in their pets when they
hide under the table after a transgression®*. One expert in animal cognition at Barnard,
Alexandra Horowitz, tested this out by having dogs meet an angry owner both when they
had not broken any rules and when they had; she also had them meet a relaxed owner in
the same two situations. Dr. Horowitz concluded that whether dogs take on a guilty look —
lowered gaze, ears pressed back, tail rapidly beating between the legs —is unrelated to
whether or not they followed orders. If the owner scolds them, they look extremely guilty.
If the owner doesn’t, they still sometimes look like this, but less often.

One problem, however, is that our rules are of our own making, such as “Don’t jump
on(zt)hat couch!” or “Keep your nails off my leather chair!” It must be as tough for our pets
to grasp these prohibitions as it was for me to understand why I couldn’t chew gum in
Singapore.

It would be better to test behavior that is wrong by almost any standard, including that

(3)
of their own species. The Austrian ethologist Konrad Lorenz gave one of my favorite

examples, about his dog, Bully, who broke the fundamental rule never to bite your superior.

Humans don’t need to teach this rule, and indeed Bully had never been punished for it.
The dog bit his master’s hand when Dr. Lorenz tried to break up a dogfight. Even though
Dr. Lorenz petted him right away, Bully suffered a complete nervous breakdown. For days,
he was virtually paralyzed* and ignored his food. He would lie on the rug breathing
shallowly, occasionally interrupted by a deep sigh. He had violated a natural taboo, which
among ancestral canines* could have had the worst imaginable consequences, such as
expulsion® from the pack™.

Among the primates*, the most suggestive cases of ( A ) concern bonobos. These
apes are as close to us as chimpanzees, but far more peaceful and gentle, which means that
they almost never hurt one another. Whereas in most primates reconciliation™ after a fight
is typically sought by the subordinate party, in bonobos it is the dominant animal that seeks
to make amends, especially if he has inflicted an injury. He may return to his victim and
unerringly* reach for the exact same toe that he has bitten and carefully inspect the
damage. He obviously knows precisely what he has done and where. Then he spends half
an hour or more licking and cleaning the wound that he himself inflicted.

[...]

For the longest time, science has depicted animals as stimulus-response machines while
declaring their inner lives barren®. This has helped us sustain our customary
“anthropodenial”. the denial that we are animals. We like to see ourselves as special, but

(4)
whatever the difference between humans and animals may be, it is unlikely to be found in



the emotional domain.
—From Frans de Waal, “Your Dog Feels as Guilty as She Looks,” The New York
Times, March 8, 2019.
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Each language has its own set of idioms and phrases associated with its culture and

society. Take one Japanese idiom or phrase, and state it in English, along with an
explanation of the meaning of the expression and the cultural and social context in which it
is used. Your explanation should be written in English, in 90-100 words. Please indicate the

number of words used at the end of the sentence.















