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Classification

1. Nonpathological Anxiety
· Perceived as more controllable and can be put off until later & do not interfere significantly with functioning

· Much less likely to be accompanied by physical symptoms (e.g., excessive fatigue, restlessness, feeling keyed up or on edge, irritability), although this is less true of children.

· Less pervasive, pronounced, distressing, and of shorter duration and frequently occur with precipitants. 
2. Pathological Anxiety
· Panic Disorder

· With Agoraphobia

· Without Agoraphobia

· Agoraphobia Without History of Panic Disorder

· Phobia disorder

· Specific Phobia

· Social Phobia

· Obsessive-Compulsive Disorder

· Posttraumatic Stress Disorder

· Acute Stress Disorder

· Generalized Anxiety Disorder

· Anxiety Disorder Due to a General Medical Condition

· Substance-Induced Anxiety Disorder

· Anxiety Disorder Not Otherwise Specified

 

Aetiological Theories

· Genetic: Anxiety disorders are more common among the relatives of affected individuals, especially among female and first-degree relatives. The strongest family history of all anxiety disorders is seen in blood-injury phobia
· Psychodynamic theory views anxiety as a marker of psychological conflicts between the biologically based sexual and aggressive drives and the ego defenses designed to control them. From this perspective, the dynamic processes involved in those conflicts underlie the production of the symptoms of many psychiatric disorders.

· Learned: Anxiety is a learned response to a stimulus that may either be noxious, positive or neutral. Generalized anxiety disorder may result from unpredictable positive and negative reinforcement--the person is uncertain when avoidance behaviours will be effective in reducing anxiety. Pairing of a recurrent anxiety-inducing thought (such as "contamination") with a compulsive behaviour (such as handwashing) that reduces anxiety is thought to explain the development of obsessive-compulsive disorder.

· Biochemical: When compared with normal controls, patients with anxiety disorders have significantly different physiological functioning (e.g., higher heart rate, higher blood lactate levels, and greater oxygen debt during moderate exercise). Patients with panic disorders are more sensitive to a number of substances (e.g., caffeine, lactate, isoproterenol, epinephrine, yohimbine, and piperoxan). Many of these substances increase activity of the locus ceruleus, the midbrain nucleus that supplies about 70% of the norepinephrine neurons in the central nervous system. Abnormal serotonin neurotransmission is thought to explain part of the pathophysiology of obsessive-compulsive disorder, and potent serotonin uptake inhibitors are the most predictably effective medications for this disorder.

 

Terminology

· Panic Attack - A Panic Attack is a discrete period in which there is the sudden onset (developed abruptly and reached a peak within 10 minutes) of intense apprehension, fearfulness, or terror, often associated with feelings of impending doom. During these attacks, symptoms such as shortness of breath, palpitations, chest pain or discomfort, choking or smothering sensations, and fear of "going crazy" or losing control are present.

Types;

· Unexpected (uncued) - the onset of the attack is not associated with a situational trigger and instead occurs "out of the blue"

· Situationally bound - the panic attack almost invariably occurs immediately on exposure to, or in anticipation of, a situational trigger ("cue")
· Situationally predisposed - the panic attack is more likely to occur on exposure to a situational trigger but is not invariably associated with it.
· Agoraphobia is anxiety about, or avoidance of, places or situations from which escape might be difficult (or embarrassing) or in which help may not be available in the event of having a Panic Attack or panic-like symptoms. Agoraphobic fears typically involve characteristic clusters of situations that include being outside the home alone; being in a crowd or standing in a line; being on a bridge; and travelling in a bus, train, or automobile.
Note: Consider the diagnosis of Specific Phobia if the avoidance is limited to one or only a few specific situations, or Social Phobia if the avoidance is limited to social situations.
 

 

Panic Disorder

Panic Disorder is characterized by recurrent unexpected Panic Attacks about which there is persistent concern ± Agoraphobia
 

Diagnostic criteria

A. Both (1) and (2):

1. At least two unexpected Panic Attacks 
2. At least one of the attacks has been followed by 1 month (or more) of one (or more) of the following:
· Persistent concern about having additional attacks

· Worry about the implications of the attack or its consequences (e.g., losing control, having a heart attack, "going crazy")

· A significant change in behaviour related to the attacks

B. Presence/Absence of Agoraphobia
C. The Panic Attacks are not due to the direct physiological effects of a substance (e.g., a drug of abuse, a medication) or a general medical condition (e.g., hyperthyroidism).
D. The Panic Attacks are not better accounted for by another mental disorder, such as another Anxiety Disorder.

Management
a. Pharmacotherapy

· Most antidepressants e.g. Citalopram, Paroxetine  substantially reduce the frequency and severity of panic attacks and often prevent them altogether. They work even if depression is not present. 
In panic disorders (with or without agoraphobia) resistant to antidepressant therapy, Benzodiazepine anxiolytics e.g. lorazepam or clonazepam may be used; alternatively a benzodiazepine may be used as short-term adjunctive therapy at the start of antidepressant treatment to prevent the initial worsening of symptoms. Diazepam or Lorazepam are very occasionally administered IV for the control of panic attacks

a. Behavioural Treatments

· Exposure treatment - involve elimination of maladaptive anxiety by exposing the patient to the fear-producing stimuli (situation) (least feared to most feared or flooding) either in vivo (in real life -method of choice) or imaginary. 
Coping sometimes is added to in vivo exposure. This entails teaching the patient to make "coping statements" to himself or herself when in fear-producing situations, accomplished by having the patient engage in a process of "internal dialogue" where functional and more positive thoughts are used to combat self-defeating and anxiety-producing cognitions.

· Systematic desensitization - involves asking the patient to imagine anxiety-provoking scenes (least feared to most feared) while performing relaxation exercises. 

a. Cognitive-Behavioural Treatments

· Panic-control therapy (PCT) is a multicomponent treatment package that includes;

· Education - educating the patient about the nature of panic, including the role of panic-related cognitions and somatic symptoms

· Interoceptive exposure - the patient is asked to engage in a number of behaviours that will elicit somatic sensations that are known to be relevant for panic patients e.g., spinning in a chair, which leads to dizziness and light-headedness

· Breathing retraining - the patient is taught to breathe from the diaphragm, a strategy designed to reduce those respiratory symptoms of anxiety that are comparable to hyperventilation.

· Cognitive restructuring - a strategy that is used to change the patient's misattributions of danger associated with various somatic sensations

In addition, although not listed as a specific component, PCT includes programmed practice - a series of therapist-directed home exposure exercises.

· Panic inoculation training is a cognitive-behavioural treatment designed essentially the same as PCT except that it includes an educational component about heart disease, fainting, and seizures and an exposure component consisting of self-directed ingestion of 200-400 mg of caffeine (i.e., to instigate internal somatic symptoms). 

· Focal cognitive therapy is a cognitive strategy directed specifically at somatic-related misperceptions related to panic symptoms (e.g., because my heart is beating fast, it must mean that I am going to have a heart attack and die) as opposed to addressing general tendencies toward cognitive distortion.

 

 

 

 

Phobia Disorders

Theories on Aetiology;

· Neurochemical factors - Phobic patients release more Epinephrine/Norepinephrine or are sensitive to normal levels of adrenergic stimulation

· Genetic theory - 1° relatives are 3 times more predisposed

 

1. Specific Phobia (formerly Simple Phobias)
Specific Phobia is characterized by clinically significant anxiety provoked by exposure to a specific feared object or situation, often leading to avoidance behaviour.
 

Diagnostic Criteria;

A. Marked and persistent fear that is excessive or unreasonable, cued by the presence or anticipation of a specific object or situation (e.g., flying, heights, animals, receiving an injection, seeing blood).
B. Exposure to the phobic stimulus almost invariably provokes an immediate anxiety response, which may take the form of a situationally bound or situationally predisposed Panic Attack. 
Note: In children, the anxiety may be expressed by crying, tantrums, freezing, or clinging.

A. The person recognizes that the fear is excessive or unreasonable. 

Note: In children, this feature may be absent.

A. The phobic situation(s) is avoided or else is endured with intense anxiety or distress.

B. The avoidance, anxious anticipation, or distress in the feared situation(s) interferes significantly with the person's normal routine, occupational (or academic) functioning, or social activities or relationships, or there is marked distress about having the phobia.

C. In individuals under age 18 years, the duration is at least 6 months.

D. The anxiety, Panic Attacks, or phobic avoidance associated with the specific object or situation are not better accounted for by another mental disorder, such as another Anxiety Disorder
Specify type:

· Animal Type

· Natural Environment Type (e.g., heights, storms, water)

· Blood-Injection-Injury Type - manifested by the acute symptom of light-headedness or even syncope. The initial sympathetic hyperarousal is followed by parasympathetic arousal with slowed heart rate and decreased blood pressure

· Situational Type (e.g., airplanes, elevators, enclosed places)

· Other Type (e.g., phobic avoidance of situations that may lead to choking, vomiting, or contracting an illness; in children, avoidance of loud sounds or costumed characters)

 

Management

a. Behavioural Therapies (treatment of choice)

· Systematic desensitization - involves asking the patient to imagine anxiety-provoking scenes (least feared to most feared) while performing relaxation exercises. 

· Exposure therapy - This category of treatments involves exposure to the feared stimulus without relaxation exercises. It may occur directly (in vivo) or through imagination and may be either intensive or graded. 
· Participant modelling - Patients initially observe the therapist making contact with the stimulus they fear. Then they are encouraged to replicate the behaviour 

b. Medication Treatments

· Benzodiazepines e.g. diazepam facilitates approach to the phobic situation and possibly enhances the therapeutic effects of exposure

· Beta-blockers reduce sympathetic arousal in anticipation of and during exposure, but they do not appear either to diminish subjective fear or to facilitate approach

 

1. Social Phobia

Social Phobia is characterized by clinically significant anxiety provoked by exposure to certain types of social or performance situations, often leading to avoidance behaviour.
 

Diagnostic criteria;

A. A marked and persistent fear of one or more social or performance situations in which the person is exposed to unfamiliar people or to possible scrutiny by others. The individual fears that he or she will act in a way (or show anxiety symptoms) that will be humiliating or embarrassing.
Note: In children, there must be evidence of the capacity for age-appropriate social relationships with familiar people and the anxiety must occur in peer settings, not just in interactions with adults.

A. Exposure to the feared social situation almost invariably provokes anxiety, which may take the form of a situationally bound or situationally predisposed Panic Attack. 
Note: In children, the anxiety may be expressed by crying, tantrums, freezing, or shrinking from social situations with unfamiliar people.

C, D, E, F, & G as above

Specify;

· Nongeneralized type - the person fears public situations such as public speaking or performing on stage

· Generalized type - most social interactions are feared 

 

Management

I. Psychosocial therapies

a. Behavioural Therapies

· Social skills training is a set of techniques designed to teach appropriate interpersonal behaviour based on the idea that persons with social phobia lack appropriate behavioural skills, both verbal (e.g., speech content) and nonverbal (e.g., eye contact, posture, gestures).

· Applied relaxation (AR) - The purpose of AR is

· to learn to recognize the early signs of their anxiety (i.e., physiological arousal) and 

· to learn to cope with their anxiety rather than be overwhelmed by it. 

The procedural goal of AR is to learn to relax in 20-30 seconds and to use this skill to counteract physical symptoms encountered in problematic situations
· Exposure therapy - involve elimination of maladaptive anxiety by exposing the patient to the fear-producing social situations

a. Cognitive-behavioural group therapy (CBGT) - Involves development of a cognitive-behavioural understanding of social phobia & training of patients in the skills of identifying, analyzing, and disputing problematic cognitions through structured exercises
I. Pharmacotherapy 

Paroxetine & moclobemide  are licensed for the management of social phobia.
Also used;

· MAOIs, both irreversible (phenelzine) and reversible (moclobemide, brofaromine)

· Benzodiazepines (clonazepam, alprazolam)

· Beta-blockers (atenolol, propranolol) have been used in the treatment of social phobia. For patients with performance anxiety, taking beta-blockers may be most convenient and acceptable.

 

Obsessive-Compulsive Disorder

Obsessive-Compulsive Disorder is characterized by obsessions (which cause marked anxiety or distress) and/or by compulsions (which serve to neutralize anxiety).

M=F

Modal age at onset is between ages 6 and 15 years for males and between ages 20 and 29 years for females. 

Obsessive-Compulsive Disorder may be associated with;

· Major Depressive Disorder

· Other Anxiety Disorders (Specific Phobia, Social Phobia, Panic Disorder)

· Eating Disorders

· Obsessive-Compulsive Personality Disorder. 

Aetiological theories

· Biological theory - Faulty regulation of serotonin with increased activity, mainly metabolism & blood flow in frontal lobes, basal ganglia & the cingulum
· Genetic theory - 35% 1° relatives of OCD patients are afflicted with the disorder.

· Behavioural theory - Obsessions are conditioned stimuli - A relatively neutral stimulus becomes associated with fear & anxiety; through a process of respondent conditioning, by being paired with events that are by nature noxious or anxiety provoking. Thus, previously neutral objects & thoughts become conditioned stimuli capable of provoking anxiety or discomfort. Compulsion comes about to reduce the anxiety.

· Psychosocial factors - 15-35% of OCD patients have pre-morbid obsessive traits
Sigmund Freud described anal eroticism, orderliness, parsimony, and obstinacy from the time of toilet training, which he believed emerged in later life as obsessions and compulsions reflecting issues of aggression, sexuality, and control from that earlier epoch.

He described 3 major physiological defence mechanisms that determine the form & quality of OCD;

· Isolation - Affect & Impulse are separated from the ideation & put into the subconcious

· Undoing - compulsive act that is performed, is to prevent the thought or impulse

· Reaction formation - Relates to the formation of truth opposite those of underlying impulses

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. "Ego-dystonic." - refers to the individual's sense that the content of the obsession is alien, not within his or her own control, and not the kind of thought that he or she would expect to have.
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 thought or action
4. The person recognizes that the obsessional thoughts, impulses, or images are a product of his or her own mind (not imposed from without as in thought insertion)

The most common obsessions are;

· Repeated thoughts about contamination (e.g., becoming contaminated by shaking hands)

· Repeated doubts (e.g., wondering whether one has performed some act such as having hurt someone in a traffic accident or having left a door unlocked)

· A need to have things in a particular order (e.g., intense distress when objects are disordered or asymmetrical)

· Aggressive or horrific impulses (e.g., to hurt one's child or to shout an obscenity in church), and sexual imagery (e.g., a recurrent pornographic image).

Compulsions as defined by (1) and (2):
1. Repetitive 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 behaviours or mental acts are aimed at preventing or reducing distress or preventing some dreaded event or situation; however, these behaviours or mental acts either are not connected in a realistic way with what they are designed to neutralize or prevent or are clearly excessive

The most common compulsions involve; Washing and cleaning, Counting, Checking, Requesting or demanding assurances, Repeating actions, Ordering.
 

 

 

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

A. The obsessions or compulsions cause marked distress, are time consuming (take more than 1 hour a day), or significantly interfere with the person's normal routine, occupational (or academic) functioning, or usual social activities or relationships.
B. If another Axis I disorder is present, the content of the obsessions or compulsions is not restricted to it (e.g., preoccupation with food in the presence of an Eating Disorder; hair pulling in the presence of Trichotillomania; concern with appearance in the presence of Body Dysmorphic Disorder; preoccupation with drugs in the presence of a Substance Use Disorder; preoccupation with having a serious illness in the presence of Hypochondriasis; preoccupation with sexual urges or fantasies in the presence of a Paraphilia; or guilty ruminations in the presence of Major Depressive Disorder).
C. The disturbance is not due to the direct physiological effects of a substance (e.g., a drug of abuse, a medication) 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 and compulsions are excessive or unreasonable

DDx

· Anxiety Disorder Due to a General Medical Condition

· Major Depressive Episode

· Generalized Anxiety Disorder

· Hypochondriasis

· Delusional Disorder or Psychotic Disorder

· Tics (in Tic Disorder) and stereotyped movements (in Stereotypic Movement Disorder)

 

Management

I. Behavioural therapy - Effective behaviour therapy for OCD consists of exposure in vivo and ritual or response prevention. These simple concepts, when systematically applied, lead to habituation of anxiety associated with obsessions so that rituals are no longer necessary to reduce anxiety. Patients often, but imperfectly and ineffectively, have taken this commonsense approach. 
II. Pharmacotherapy - SSRIs e.g. Clomipramine, fluoxetine, fluvoxamine, and sertraline have anti-obsessive-compulsive effects independent of their antidepressant properties. 
III. Neurosurgery - is effective in the treatment of the most severely ill patients who do not respond to behaviour therapy and potent SSRIs. Anterior cingulotomy, subcaudate tractotomy, their combination called limbic leukotomy, and anterior capsulotomy are all used. 
IV. Electroconvulsive therapy-Electroconvulsive therapy is sometimes helpful in individuals with severe primary depression and secondary obsessions and rituals but has not been shown to be beneficial for OCD alone.
 

Prognosis

50-70% develop OCD after a stressful event e.g. pregnancy, a sexual problem, death of a relative; Many keep their problems a secret & there may be a 5-10 year delay before seeking treatment.

20-30% have significant improvement after treatment; 20-40% remain ill.

1/3 develop Major Depression
Poor prognostic features;

· Yielding rather than resisting compulsion

· Childhood onset

· Bizarre compulsions

· Need for hospitalization

· Co-existing major depression

· Delusional beliefs

· Presence of personality disorders

· Presence of overrated ideas

 

 

 

Posttraumatic Stress Disorder

Posttraumatic Stress Disorder is characterized by the reexperiencing of an extremely traumatic event accompanied by symptoms of increased arousal and by avoidance of stimuli associated with the trauma.
Prevalent in young adults; More common in women especially single, widowed, divorced, economically handicapped, socially withdrawn
Symptoms usually begin within the first 3 months after the trauma, although there may be a delay of months, or even years, before symptoms appear. Frequently, the disturbance initially meets criteria for Acute Stress Disorder in the immediate aftermath of the trauma. The symptoms of the disorder and the relative predominance of reexperiencing, avoidance, and hyperarousal symptoms may vary over time. Duration of the symptoms varies, with complete recovery occurring within 3 months in approximately half of cases, with many others having persisting symptoms for longer than 12 months after the trauma.

 

Aetiological Theories

· Stressor - A person's subjective response to trauma is more important than the severity of the stressor itself

Predisposing factors;

· Presence of childhood trauma

· Those with inadequate support systems

· Genetic predisposition

· Recent stressful life changes

· Recent excessive alcohol/drug intake

· Perception of an external locus of control rather than an internal one

· Certain personality traits - Paranoid, dependent, anti-social
· Biological factors - Hypothesis postulates that noradrenergic & the hypothalamic-pituitary-adrenal axis are hyperactive
· Psychodynamic factors;
· Cognitive model - Affected persons are unable to process or rationalize the trauma that precipitated the disorder

· Behavioural model - Has 2 phases;

· First the trauma  - the unconditioned stimulus, is paired through classical conditioning with a conditional stimulus - the physical or mental reminders

· Second - Through instrumental learning, the patient develops a pattern of avoidance of both the conditioned & unconditioned stimulus

· Psychoanalytic model - Postulates that trauma has reactivated a previously quiet yet unresolved psychological conflict; such as childhood trauma

 

Diagnostic criteria;

A. The person has been exposed to a traumatic event in which both of the following were present:
· 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
· The person's response involved intense fear, helplessness, or horror.
Note: In children, this may be expressed instead by disorganized or agitated behaviour

A. The traumatic event is persistently reexperienced in one (or more) of the following ways:
· Recurrent and intrusive distressing recollections of the event, including images, thoughts, or perceptions. 

Note: In young children, repetitive play may occur in which themes or aspects of the trauma are expressed.

· Recurrent distressing dreams of the event. 

Note: In children, there may be frightening dreams without recognizable content.

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

Note: In young children, trauma-specific reenactment may occur.

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

· Physiological reactivity on exposure to internal or external cues that symbolize or resemble an aspect of the traumatic event

 

 

A. 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:
· Efforts to avoid thoughts, feelings, or conversations associated with the trauma

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

· Inability to recall an important aspect of the trauma

· Markedly diminished interest or participation in significant activities

· Feeling of detachment or estrangement from others

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

· Sense of a foreshortened future (e.g., does not expect to have a career, marriage, children, or a normal life span)

B. Persistent symptoms of increased arousal (not present before the trauma), as indicated by two (or more) of the following:
· Difficulty falling or staying asleep

· Irritability or outbursts of anger

· Difficulty concentrating

· Hypervigilance

· Exaggerated startle response

C. Duration of the disturbance (symptoms in Criteria B, C, and D) is more than 1 month.

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

Specify if:

· Acute: if duration of symptoms is less than 3 months
· Chronic: if duration of symptoms is 3 months or more
· With Delayed Onset: if onset of symptoms is at least 6 months after the stressor
 

Associated Features and Disorders

· Impaired affect modulation

· Self-destructive and impulsive behaviour

· Dissociative symptoms

· Somatic complaints

· Feelings of ineffectiveness, shame, despair, or hopelessness

· Feeling permanently damaged

· A loss of previously sustained beliefs

There may be increased risk of;

· Panic Disorder

· Agoraphobia

· Obsessive-Compulsive Disorder

· Social Phobia

 

DDx

· Adjustment Disorder

· Acute Stress Disorder - the symptom pattern must occur within 4 weeks of the traumatic event and resolve within that 4-week period. 
· Obsessive-Compulsive Disorder

· Malingering 

 

· Hostility

· Social withdrawal

· Feeling constantly threatened

· Impaired relationships with others

· A change from the individual's previous personality characteristics.

 

· Specific Phobia

· Major Depressive Disorder

· Somatization Disorder

· Substance-Related Disorders. 

 

Crises

A crisis is a psychological or social condition characterized by unusual instability caused by excessive stress & either endangering or felt to endanger the continuity of an individual or group; especially: such as a social condition requiring the transformation of cultural patterns & values.
A crisis is characterized by;

· Involves change &/or loss

· Results in a persons instability to cope or as a result, the person is no longer the same - Posttraumatic Stress Disorder

· Results in a need to change behaviour in order to remain 'adaptive' & 'functional' & the process of loss will be felt. 

· Resolution of the crises & growth mean that something is lost even while something else is gained

Categories;

a. Developmental/Maturational/Normative - e.g. Entry to school, Puberty, leaving home, facing death, Marriage, First pregnancy, Middle-age, Menopause, Retirement etc
b. Situational/Accidental/Catastrophic - External event or situation not necessarily part of normal living; often sudden or unfortunate, that looms larger than the persons immediate resources or ability to cope & thereby demand change in behaviour. E.g. Natural disasters, Loss of job/money/possesions, return of a prisoner, promotion/demotion, Separation/divorce, Illness/hospitalization, Car jacking, Death, Unwanted pregnancy, rape, Imprisonment etc
Characteristics;

· Life goals are threatened

· Tension & anxiety are evoked

· Unresolved problems & crises from the past are reawakened

Crisis Intervention

This is a type of treatment in which individuals or their families are helped in their efforts to forestall the process of mental breakdown or decompression in reaction to severe emotional stress by direct & immediate supportive approaches
 

Management of PTSD & Crises Management

I. Pharmacotherapy - In general, the use of antidepressants e.g. Paroxetine, Sertraline in women, anticonvulsants, or mood stabilizers should be considered only when the PTSD symptoms have persisted for several weeks and the disorder has assumed a more chronic course. Antidepressant drugs of three different classes have therapeutic effects by reducing intrusive, avoidance, and hyperarousal symptoms of PTSD.
II. Psychosocial Interventions

a. Psychodynamic Psychotherapy - The aim of insight-oriented psychodynamic psychotherapy is to help patients to gain an awareness of their unconscious conflicts and underlying anxiety-provoking drives, to recognize the environmental stresses that activate them, and to perceive their origins in earlier experiences and human relationships. This results in the development of a new, more adaptive psychological equilibrium and a concomitant resolution of symptoms
b. Cognitive-Behaviour Therapy

· Exposure treatment, in which patients confront feared situations. This approach is designed to activate memories of the trauma in order to modify the pathological aspects of those memories. This may occur directly (in vivo) or through imagination Eye movement desensitization and reprocessing (EMDR), is a form of exposure (desensitization) with a strong cognitive component accompanied by saccadic eye movements. Briefly, the technique involves the patient's imagining a scene from the trauma, focusing on the accompanying cognition and arousal, and tracking the therapist's rapidly moving finger. The sequence is repeated until anxiety decreases, at which point the patient is instructed to generate a positive thought and to associate it with the scene while moving his or her eyes.

· Anxiety management training (AMT), is used when anxiety pervades patients' daily functioning. In this technique the focus is not so much on fear activation as on the management of fear, generally by teaching patients skills for controlling their anxiety. AMT includes a variety of procedures and programs--biofeedback, relaxation, cognitive restructuring, and Stress inoculation training. 

 

 

Generalized Anxiety Disorder (Includes Overanxious Disorder of Childhood)
Generalized Anxiety Disorder is characterized by at least 6 months of persistent and excessive anxiety and worry.
Adults with Generalized Anxiety Disorder often worry about everyday, routine life circumstances such as possible job responsibilities, finances, the health of family members, misfortune to their children, or minor matters (such as household chores, car repairs, or being late for appointments). 

In children and adolescents with Generalized Anxiety Disorder, the anxieties and worries often concern the quality of their performance or competence at school or in sporting events, even when their performance is not being evaluated by others. There may be excessive concerns about punctuality. They may also worry about catastrophic events such as earthquakes or nuclear war. Children with the disorder may be overly conforming, perfectionist, and unsure of themselves and tend to redo tasks because of excessive dissatisfaction with less-than-perfect performance. They are typically overzealous in seeking approval and require excessive reassurance about their performance and their other worries.

During the course of the disorder, the focus of worry may shift from one concern to another.
Although over half of those presenting for treatment report onset in childhood or adolescence - 20-30yrs, onset occurring after age 20 years is not uncommon. The course is chronic but fluctuating and often worsens during times of stress.
M:F - 1:2; In patients already receiving treatment - 1:1
 

Diagnostic criteria;

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.

· Restlessness or feeling keyed up or on edge

· Being easily fatigued

· Difficulty concentrating or mind going blank

· Irritability

· Muscle tension

· Sleep disturbance (difficulty falling or staying asleep, or restless unsatisfying sleep)

A. The focus of the anxiety and worry is not confined to features of an Axis I disorder, e.g., the anxiety or worry is not about having a Panic Attack (as in Panic Disorder) and the anxiety and worry do not occur exclusively during Posttraumatic Stress Disorder.

B. The anxiety, worry, or physical symptoms cause clinically significant distress or impairment in social, occupational, or other important areas of functioning. The Yerkes-Dodson curve shows the relationship between emotional arousal (anxiety) and performance. As anxiety increases, performance efficiency increases proportionately but only to an optimal level, beyond which performance efficiency decreases with further increases in anxiety.
C. The disturbance is not due to the direct physiological effects of a substance (e.g., a drug of abuse, a medication) or a general medical condition (e.g., hyperthyroidism) and does not occur exclusively during a Mood Disorder, a Psychotic Disorder, or a Pervasive Developmental Disorder.
 

Associated Features and Disorders

· Muscle tension, there may be trembling, twitching, feeling shaky, and muscle aches or soreness. 

· Somatic symptoms (e.g., cold, clammy hands; dry mouth; sweating; nausea or diarrhoea; urinary frequency; trouble swallowing or a "lump in the throat" 

· An exaggerated startle response

· Depressive symptoms are also common.

Generalized Anxiety Disorder very frequently co-occurs with;

· Mood Disorders (e.g., Major Depressive Disorder or Dysthymic Disorder)

· Other Anxiety Disorders (e.g., Panic Disorder (25% patients), Social Phobia, Specific Phobia)

· Substance-Related Disorders (e.g., Alcohol or Sedative, Hypnotic, or Anxiolytic Dependence or Abuse)

Other conditions that may be associated with stress (e.g., irritable bowel syndrome, headaches) frequently accompany Generalized Anxiety Disorder.

 

 

 

 

Management

I. Psychodynamic Psychotherapy - The aim of insight-oriented psychodynamic psychotherapy is to help patients to gain an awareness of their unconscious conflicts and underlying anxiety-provoking drives, to recognize the environmental stresses that activate them, and to perceive their origins in earlier experiences and human relationships. This results in the development of a new, more adaptive psychological equilibrium and a concomitant resolution of symptoms
II. Cognitive-Behavioural Treatment 

Description of Therapy Strategies;

i. Self-monitoring - Patients are encouraged to observe their anxious experience, to learn to detect the initial onset of an anxious response, and to identify the various response systems (overt behaviour, thoughts, images, emotions, and physiological reactions) interactively involved in their anxious process as it develops over time
ii. Relaxation techniques - If the patient's anxiety had a chronic, diffuse component, then a well-learned relaxation coping response to be used whenever anxiety was experienced would provide some relief for at least the somatic aspects of the anxiety.
· Biofeedback -  Biofeedback methods of relaxation training typically use frontalis electromyography (EMG); these physiological signals provide auditory information indicating analog increases and decreases in muscle activity to help guide the patient in the direction of reducing the tension. Alternative methods of relaxation training are as effective in producing a general relaxation skill without such equipment.

· Jacobson's progressive muscle relaxation
· Abbreviated progressive muscle relaxation. 
· Relaxing imagery - Therapists help patients to develop detailed scenes that describe soothing environments (e.g., beaches, sunsets, gardens, or mountains), with information from multiple sensory channels (e.g., sights, sounds, and tactile sensations) and with physical and affective responses typically elicited by such situations (e.g., warmth, happiness, and tranquility to elicit relaxation 

· Meditation - Meditational methods commonly have patients focus their attention on their breathing (each inhalation and each exhalation) while repeating a single word, like "calm" or "relax," with each exhalation thus directing the patient's attention away from worry and negative emotional states.

· Paced diaphragmatic breathing - patients learn to shift from shallow, rapid, thoracic breathing to slowed breathing from the diaphragm

iii. Exposure methods - This category of treatments involves exposure to the feared events or activities. It may occur directly (in vivo) or through imagination and may be either intensive or graded. 

iv. Cognitive therapy - helps replace anxiety-provoking thoughts, especially worrisome thoughts, and their underlying beliefs with more realistic perspectives and would provide adaptive cognitive products for use in imagery rehearsals and in vivo experience. 
v. Combined cognitive-behaviour therapy - Involves development of a cognitive-behavioural understanding of cognitive responses that are contributing to anxiety & training of patients in the skills of identifying, analyzing, and disputing problematic cognitions through structured exercises
I. Pharmacotherapy - Medications that attenuate locus coeruleus firing, such as clonidine (Catapres), benzodiazepines, and most antidepressants,  prevent fluctuations of anxiety that are experienced in GAD. 
Pharmacotherapy should be considered when symptoms are severe or when psychological interventions are not feasible. Often, only short-term treatment or intermittent use of medications during times of heightened stress is necessary. 

Benzodiazepines are indicated for the short-term relief of severe anxiety but long-term should be avoided. Diazepam, alprazolam, chlordiazepoxide, clobazam, & chlorazepate have a sustained action. Shorter-acting compounds such as Lorazepam & oxazepam may be prefered in patients with hepatic impairment but they carry a greater risk of withdrawal symptoms. Dependence is particularly likely in patients with a history of alcohol or drug abuse & in patients with marked personality disorders.

Buspirone is thought to act at a specific serotonin (5HT1A) receptors & response to treatment may take up to 2wks & is indicated for the short-term treatment of anxiety. Generalised anxiety disorder that does not respond to buspirone or to a benzodiazepine is treated with an antidepressant.

For chronic anxiety (of longer than 4wks duration), it may be appropriate to use an antidepressant e.g. Paroxetine before a benzodiazepine.

Antipsychotics are sometimes used in severe anxiety for their sedative action but long-term use should be avoided in view of a possible risk of tardive dyskinesia

In children, anxiolytic treatment should be used only to relieve acute anxiety (& related insomnia) caused by fear (e.g. before surgery). 

