ANXIETY

INTRODUCTION

Anxiety disorders are abnormal states which have the physical and mental symptoms of anxiety as their main clinical features, and which are not secondary to organic brain disease or to another psychiatric disorder. It is usual to classify anxiety disorders further but there is unfortunately, an important disagreement in the major systems of classifications as to how this should be done.

Anxiety disorders include:

(i) Generalised anxiety disorders (GAD)

(ii) Obsessive-compulsive disorder

(iii) Post-traumatic stress disorder

(iv) Phobias including agoraphobia

(v) Panic disorder

(i) GENENERALISED ANXIETY DISORDER (GAD)

Introduction

It is a generalised persistent anxiety of at least one month duration without the symptoms that characterize the other classes of anxiety. It is a chronic disorder involving unrealistic or excessive worry about two or more circumstances in life.

Occurs in 2-5% of the general population; with a female to male ratio of 2:1.

Clinical Presentation

The psychological symptoms: Are the familiar feelings of fearful anticipation that gives the condition its name, irritability, difficulty in concentration, sensitivity to noise, and a feeling of restlessness. Patients complain of poor memory, and negative worrying thoughts often provoked by awareness of autonomic overactivity. Thoughts of this kind may prolong the course of the condition. 

The appearance: Is characteristic. The patient looks strained, with a furrowed brow; tense posture, restless and even tremulous. His skin looks pale, and sweating occurs especially from the hands, feet and axillae. Readiness to tears reflects an apprehensive state.

The physical signs and symptoms: Result from either overactivity in the sympathetic nervous system or increased tension in skeletal muscles. Gastrointestinal symptoms include dry mouth; difficulty in swallowing, epigastric discomfort, and excessive wind caused acrophagy, barborygmi, and frequency or loose motions.

Respiratory symptoms include a feeling of constriction in the chest, difficulty in inhaling (which contrasts with the expiratory difficulty in asthma) and overbreathing and its consequences.

Cardiovascular symptoms include palpitations, a feeling of discomfort or pain over the heart, awareness of missed beats, and throbbing in the neck. Genitourinary symptoms are increased frequency and urgency of micturition, failure of erection and lack of libido. Women may complain of increased menstrual discomfort and sometimes amenorrhoea.

Central nervous system complaints include tinitus, blurring of vision, prickling sensations and dizziness.

Symptoms also related to muscular tension include headaches which is bilateral, frontal and in the form of constriction or pressure, achling or stiffness and hands may tremble.

Sleep is disturbed in a characteristic way. Patient lies awake worrying on going to bed, wakes intermittently when he last falls asleep ,and reports unpleasant dreams or “night mares/terrors” in which he wakes suddenly feeling intensely fearful. In the morning, he often feels unrefreshed. Early waking with inability to sleep again is much less than in a depressive disorder and thus should always suggest the possibility that anxiety symptoms are secondary to  a depressive disorder.

Overbreathing is breathing in a rapid and shallow way which results in a fall in the concentration of carbon dioxide in the blood. Resultant symptoms include tinnitus, headache, dizziness, feeling of weakness, faintness,numbness and tingling in the hands, feet and face.  

DSM-IV DIAGNOSTIC CRITERIA FOR GAD

A.
Excessive anxiety and worry (apprehensive expectation), occurring more days than not for at least 6 months, about a number of events or activities (such as work or school performance).

B. 
The person finds it difficult to control the worry

C. 
The anxiety and worry are associated with three or more of the following six symptoms (with at least some symptoms present for more days than not for the past 6 months).

 Note: Only one item is required in children

1) Restlessness or feeling keyed up or on edge

2) Being easily fatigued

3) Difficulty concentrating or mind going blank

4) Irritability

5) Muscle tension

6) Sleep disturbance (difficulty falling or staying asleep or restless unsatisfying sleep).

D.
The focus of the anxiety and worry is not confined to features of an Axis 1 
disorder eg the anxiety or worry is not about having a panic attack, being embarrassed in public (as in social phobia), being contaminated (as in obsessive-compulsive disorder), being away from home or close relatives (as in separation-anxiety disorder), gaining weight, having multiple physical complaints, or having a serious illness, and the anxiety and worry do not occur exclusively during post traumatic stress disorder.

E. 
The anxiety, worry of physical symptoms cause clinically significant distress or 
impairment in social, occupational or other important areas of functioning.

F. 
The disturbance is not due to the direct physiological effects of a substance or a general medical condition, and does not occur exclusively during a mood disorder, a psychotic disorder or a pervasive developmental disorder.

Aetiology of GAD

(a) Genetic Causes

Anxiety disorder are more frequent (~ 15%) among the relatives of patients with anxiety disorders than in the general population (~ 3%).

(b) Personality 

Often occur in people with anxiety prone personalities e.g.  avoidant personality disorder. They arise as well in normal personality and those with obsessional and asthenic personality disorders.

(c) Psychosocial factors

Often begin in relation to stressful events, and become chronic when social problems persist.

(d) Psychoanalytic studies/ theories

Suppose that anxiety is experienced when the ego is overwhelmed by excitation. Freud suggested that this excess energy has three possible sources : the outside world (realistic anxiety), the Id ( neurotic anxiety) and the super-ego (moral anxiety). Breakdown is more likely when the ego has been weakened by development failure is childhood.

Another part of the theory supposes that anxiety is experienced for the first time during the process of birth (primary anxiety). Its thought that the child is overwhelmed by stimulation at the very moment of separation from its mother and kids may explain why separation can provoke anxiety and an important cause of neurotic anxiety.

(e) Conditioning theory

Propose that GAD arise when fear responses become attached to previously neutral stimuli. They explain the tendency to develop these conditioned anxiety responses in terms of an inherited predisposition which is also reflected in an excessive ability of the autonomic nervous system.

(f) Cognitive theory

Propose that GAD persist because of the way patients think about their symptoms e.g. fear that rapid heart breathing indicates serious heart disease or depersonalisation is evidence of incipient madness.

Such fear lead to further anxiety, which in turn increases the symptoms that provoked the fear, thus a viscous circle is set up.

Differential Diagnosis

· Schizophrenia

· Depressive disorder

· Panic disorder 

· Presenile or senile dementia

· Drug or alcohol dependence

· Some physical illness present with anxiety symptoms e.g. thyrotoxicosis, phaeochromocytoma and hypoglycaemia 

Management of GAD

· Supportive measures including discussion with the doctor and reassurance, plus a clear explanation of any physical symptoms of anxiety.

· Behavioural and cognitive therapies such as relaxation training practiced regularly and in groups to improve motivation.

· Hyperventilation can be controlled through rebreathing expired air from a bag in order to increase the concentration of carbon dioxide, and hence connecting the symptoms and hyperventilation, and as well via controlled breathing at first under supervision an then at home.

· Drug therapy: Use of drugs should be selective

· Anxiolytic drugs- Long acting benzodiazepine is appropriate, should not be prescribed for more than a few weeks because of the risk of dependence.

· (- adrenergic antagonist- limited use for controlling severe palpitations that do not respond to anxiolytics.

· Tricyclic antidepressants- during concurrent depressive disorder, risk of dependence with anxiolytics, and when frequent panic attacks occur.

· Monoamine oxidase inhibitors- as for the three features of tricyclic antidepressants, although reserved for cases in which other drugs have been tried without success due to their interaction with other drugs and food stuff.

(ii) PANIC DISORDER

Introduction

The central feature in panic disorder is the occurrence of panic attacks, i.e. sudden attacks of anxiety in which physical symptoms predominate and are accompanied by fear of a serious consequence.

In the past these symptoms were referred to as irritable heart, Da Costas syndrome, neurocirculatory asthenia, disorderly action of the heart and effort syndrome.

Clinical Presentation

Important features of panic attacks are that anxiety builds up quickly, the response is severe, and there is fear of a catastrophic outcome. The diagnosis is made when panic attacks occur unexpectedly (not in response to a known phobic stimulus), and when more than four attacks have occurred in four weeks, or one attack has been followed by four weeks of persistent fear of another attack.

DSM-IV DIAGNOSTIC CRITERIA FOR PANIC ATTACK

A discrete period of intense fear or discomfort, in which four or more of the following symptoms developed abruptly and reached a peak within 10 minutes.

1. Palpitations, pounding heart or accelerated heart rate.

2. Sweating

3. Trembling or shaking 

4. Sensations of shortness of breath or smoothening

5. Feeling of choking

6. Chest pain or discomfort

7. Nausea or abdominal distress

8. Feeling dizzy, unsteady, light-headed or faint 

9. Derealization (feeling of unreality), or depersonalisation (being detached from oneself)

10. Fear of losing control or going crazy

11. Fear of dying

12. Paraesthesias (numbness or tingling sensation)

13. Chills or hot flushes

Differential Diagnosis

· Generalised anxiety disorders

· Phobic anxiety disorders

· Depressive disorders and 

· Panic disorder (acute)
AETIOLOGY

(a) Biochemical hypothesis

Reflected in the term ‘endogenous anxiety’ based on a set of observations. Chemical agents such as sodium lactate and yohimbine can induce panic attacks more readily in patients with panic disorder than in healthy people. Panic attacks are reduced by the drug imipramine.

A specific biochemical mechanism is that of inadequate functioning of the presynaptic alpha-adrenoceptors that normally damp down the activity of the presynaptic neuron at noradrenergic synapses. This can account for the effects of yohimbine in provoking panic attacks and effects of imipramine.

(b) Hyperventilation hypothesis

The hypothesis is that ‘spontaneous’ panic attacks result from involuntary hyperventilation and that in some people voluntary over-breathing produces symptoms like those of panic attacks.
(c) Cognitive hypothesis

That, in panic disorders, where is a spiral in which anxiety leads to physical symptoms which in turn activate fears of illness and more anxiety. Observes that fears about physical or mental illness are more frequent in panic attacks than in anxious patients with panic attacks.

(d) Genetic hypothesis

Evidence is available that panic disorder occurs more often among relatives through twin studies and that anxiety occurs in 15-25% of patients relatives compared to 2% of the general population.

MANAGEMENT

· Supportive therapy and attention to any causative personal problems or social problems. 

· Cognitive therapy: - Used to reduce fear of the physical effects of anxiety on the assumption that such fears prolong the disorder

· Drug therapy

· Antidepressants especially imipramine

· Benzodiazepines e.g. alprazolam providing immediate relief but risk of dependence

· (- adrenergic antagonists e.g. propranolol in a variety of anxiety disorders
(iii) OBSESSIVE – COMPULSIVE DISORDER
Introduction

It is a state in which the outstanding symptom is a feeling of subjective compulsion- which must be resisted – to carry out some action, to dwell on an idea, to recall an experience, or to ruminate on an abstract topic. Unwanted thoughts which intrude, the insistency of words or ideas, ruminations or trains of thoughts are perceived by the patient to be inappropriate or nonessential.

The obsessional urge or idea is recognised as alien to the personality but as coming from within self.

Obsessional actions may be quasi-ritual performances designed to relieve anxiety eg washing the hands to deal with contamination.

Attempts to dispel the unwelcome thoughts or urge may lead to a severe inner struggle, with intense anxiety.

Clinical Presentation

Obsessive –compulsive disorders are characterised by obssesional thinking, compulsive behaviour and varying degrees of anxiety, depression and depersonalisation.

Obsessions occur in several forms and include  the following
(a) Obsessional thoughts

Are words, ideas, and beliefs recognized by the patient as his own that intrude forcibly into his mind. Attempts are made to exclude them because they are unpleasant.

(b) Obsessional images

Are widely imaged scenes, often of a violent or disgusting kind involving for example abnormal sexual practices.

(c) Obsessional ruminations

Are internal debates in which arguments for and against even the simplest every day actions are reviewed endlessly.

(d) Obsessional doubts

Concern actions that may not have been completed adequately, such as turning off a gas tap or securing a door; others concern actions that may have harmed other people e.g. driving a car past a cyclist might have caused him fall off his bicycle.

Sometimes they are related to religious convictions or observances, a phenomenon well known to those who hear confession.

(e) Obsessional impulses

Are urges to perform acts, usually of a violent or embarrassing kind e.g. injuring a child or shouting blasphemies in a church.

(f) Obsessional rituals

Include both mental activities like counting repeatedly in a special way or repeating a certain form of word; and repeated or senseless behaviour e.g. washing of hands 20 or more times a day.

Some of these have an understandable connection with obsessional thought that precede them e.g. repeated hand-washing and thoughts of contamination. Patients are invariably aware that their rituals are illogical and usually try to hide them.

(g) Obsessional slowness

A slow performance of daily activities and especially due to obsessional thoughts and rituals.

(h) Obsessional phobias

Obsessional thoughts with fearful content especially when patients avoid certain situations in which thoughts about hurting other people often increase.

DSM- IV DIAGNOSTIC CRITERIA
A. Either obsessions or compulsions

Obsessions as defined by 1,2, 3 and 4

1. Recurrent and persistent thoughts, impulses, or images that are experienced, at some time during the disturbance, as intrusive and inappropriate and that cause marked anxiety or distress.

2. The thoughts, impulses, or images are not simply excessive worries about real-life problems.

3. The person attempts to ignore or suppress such thoughts, impulses, or images, or to neutralize them with some other thoughts or action.

4. The person recognizes that the obsessional thoughts, impulses or images as a 
product of his or her own mind (not imposed from without as in thoughts insertion).

Compulsive as defined by 1 and 2:

1. Vegetative behaviours (e.g. hand washing, ordering, checking) or mental acts (e.g. praying, counting, repeating words silently) that the person feels driven to perform in response to an obsession, or according to rules that must be applied rigidly.

2. The behaviour or mental acts are aimed at preventing or reducing distress or preventing some dreaded event or situation, however these behaviour or mental acts either are not connected in a realistic way with what they are designed to neutralize or prevent or are clearly excessive.

B. At some point during the course of the disorder, the person has recognized that the obsessions or compulsions are excessive and are unreasonable.
NB: This does not apply to children.

C. The obsessions or compulsions cause marked distress, are time consuming (take more than 1 hour a day), or significantly interfere with the persons normal routine, occupational or academic functioning, or usual social activities or relationships.

D. If another Axis 1 disorder is present, the content of the obsessions or compulsion is not restricted to it.

E. The disturbance is not due to the direct physiological effects of a substance or a 
general medical condition.

Specify if with poor insight: If, for most of the time during the current episode, the person does not recognize that the obsessions or compulsions are excessive or unreasonable.

DIFFERENTIAL DIAGNOSIS

	· Generalised anxiety disorder
	· Depressive disorder

	· Panic disorder
	· Schizophrenia 

	· Phobic disorder 
	· Organic cerebral disorder 


AETIOLOGY

(a) Genetic factors

Found in about 5-7% of parents of patients with these disorders, and although this rate is higher than in the general population. Twin studies would help to identify the genetic component, and 80% of monozygotic twins are concordant.

(b) Organic factors

Clinical features of some disorders have organic brain disorder as the suggested cause as they cannot be explained in psychological terms.

There’s also an increased frequency of obsessional symptoms in patients after the epidemic of encephalitis in the 1920s.

(c)  Early experience

Obsessional mothers might be expected to transmit symptoms to their children by imitative learning. Precipitants include major life events eg pregnancy, delivery, illness, death of a close relative, frustration, overwork etc.

(d) Psychoanalytic theories

Freud suggested that obsessional symptoms result from repressed impulses of an aggressive or sexual nature. This idea fits with the turbulent sexual fantasies and with their restraints on their own social and aggressive impulses.

Also proposed that the symptoms occur as a result of regression to the anal stage of development.

(e) Learning theory

There is a two stage learning process which involves

Stage I- classical conditioning of anxiety to specific events

Stage II- Operant conditioning in which a person engages in compulsive rituals successful in reducing anxiety e.g. avoidance, escape, and that the compulsive behaviour is more likely to occur in the future. 

(f) Biochemical theory

Serotonin has been implicated in mediating impulsivity, suicide, aggression, anxiety, social dominance and learning.

MANAGEMENT

Pharmacotherapy

· Anxiolytic drugs give a short term symptomatic relief but should not be prescribed for more than a few weeks at a time

· Antidepressants or major tranquilizers in small doses if anxiolytics are needed for more than a month or two.

Clomipramine has specific action against decisional symptoms.

Behaviour therapy

· Usually improve with a combination of response prevention and exposure to any environmental cues that increase them

· Considered less effective for obsessional thoughts occurring without rituals

Psychotherapy

· Runs a fluctuating course and may improve eventually whatever the treatment given. Until recovery supportive measures can benefit the patient by providing continued hope.

· Joint interviews with the spouse are indicated when marital problems seem to be aggravating the symptoms.

Psychosurgery

· Immediate results are striking in severe cases, with a marked reduction in tension and stress.

· Should be used until there is vigorous in-patient or day-patient treatment for a year including pharmacotherapy

· If done at all, it should be followed by a vigorous programme of behaviour therapy.

(iv) POST TRAUMATIC STRESS DISORDER (PTSD)
Introduction

PTSD denotes an intense and usually prolonged reaction to intense stressors such as natural catastrophes (e.g. earthquakes, floods, and fires), man-made disasters or personal assault (e.g. mugging or rape)

Used when the reaction is characterised by recurrent distressing dreams or intrusive recollections of the original stressful events, coupled with avoidance of reminders of those events, and symptoms indicating increased arousal such as irritability, insomnia and poor concentration

Some patients dislike the inability to remember the events at will, feeling of numbness or detachment, and diminished interest in everyday activities.

PSTD is more frequent in childhood and old age, and those with previous psychiatric disorders.

The reaction generally begins soon after the stressful event, but its onset may be delayed for a few days, most recover within 6 months, and an important minority persist for years.

When the victim suffers physical injury this may increase the likelihood of prolonged psychological reaction.

DSM IV-DIAGNOSTIC CRITERIA FOR PTSD

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

1. The person experienced, witnessed, or was confronted with an event or events that involved actual or threatened death or serious injury, or a threat to the physical integrity of self or others.

2. The person’s response involved intense fear, helpfulness, or horror.

B. The traumatic event is persistently experienced in one or more of the following ways:

1. Recurrent intensive distressing recollection of the event, including images, thoughts or perceptions

2. Recurrent distressing dreams of the event

3. Acting of feeling as if the traumatic event were recurring (includes a sense of reliving the experience, illusions, hallucinations and dissociative flash back episodes, including those that occur on awakening or when intoxicated).

4. Intense psychological distress at exposure to internal or external cues that symbolize 
or resemble an aspect of the traumatic event.

5. Physiological reactivity and exposure to internal or external cues that symbolize or resemble an aspect of the traumatic event.

C   Persistent avoidance of stimuli associated with the trauma and numbing of general responsiveness (not present before the trauma), as indicated by three or more of the following

1. Efforts to avoid thoughts, feeling of conversations associated with the trauma

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

3. Inability to recall an important aspect of the trauma

4. Markedly diminished interest of participation in significant activities

5. Feeling of detachment or estrangement from others.

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

7. Sense of foreshortened future of does not expect to have a career, marriage, children or a normal life span.

Persistent symptoms of increased arousal (not present before the trauma) as indicated by 2 or more of the following:

1. Difficulty falling or staying asleep

2. Irritability or outbursts of anger

3. Difficulty concentrating

4. Hypervigilance

5. Exaggerated startle response

D   Duration of the disturbance is more than one month.

E   The disturbance causes clinically significant distress or impairment in social, occupation or other important areas of functioning.

Specify if:

· Acute – if duration of symptoms is less than 3 months,

· Chronic- if duration of symptoms is more than 3 months, and /or

· With delayed onset- if onset of symptoms is at least 6 months after the stressor.

Aetiology of PTSD

Unknown although several observations have been made including:

· Likely association with people in childhood or old age, more in females, people who have suffered mental illness, people with poor coping skills, severe disaster with intense experience, lack of timely support and poor social support.

· Impaired ( – adrenergic receptor feedback mechanism thus elevated norephinepline levels in locus ceruleus with progressive behaviour sensitisation and stimulusgeneralization. Also at hypocampus and amygdala.

· Also involves diminished serotonin effect, reduced cortisol release and increased sensitivity to dexamethasone suppression.

MANAGEMENT OF PTSD

· Immediate treatment

· Anxiolytic drugs- Antidepressants and blockers as well

· An opportunity to ventilate emotion

· Further treatment involves

· Supportive psychotherapy

· Strong encouragement to resume normal activities

· Pre-disaster (trauma) management involves training and planning with specified roles and disaster drills.
(v). PHOBIC ANXIETY DISORDERS

Have the same core symptoms as generalised anxiety disorders, but these symptoms occur only at particular circumstances.

In some phobic states, these circumstances are few and the patient is free from anxiety for most of the time.

In other cases, many circumstances provoke anxiety, but even so there are situations in which anxiety is not experienced

Two others features that characterize phobic states are:

· The person avoids circumstances which provoke anxiety

· The person experiences anticipatory anxiety when there is the prospect of encountering such circumstances

Circumstances stimulating anxiety including situations, objects, and natural phenomenon.

