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ABSTRACT

Anxiety disorders affect nearly 30% of adults at some point in their lives, making them a significant global
problem for mental health. This review explores the classification, prevalence, etiological factors,
pathophysiological mechanisms, diagnostic criteria, and treatment strategies for various anxiety disorders.
Emphasis is placed on understanding Generalized Anxiety Disorder, Panic Disorder, Social Anxiety Disorder,
Specific Phobias, Obsessive-Compulsive Disorder, and Post-Traumatic Stress Disorder, among others. The
autonomic nervous system's hyperactivity, environmental stressors, neurochemical imbalances, HPA axis
dysregulation, and the development of these disorders are all highlighted in the review. Psychological scales like
GAD-7 and HAM-A and the DSM-5 guidelines are examples of diagnostic approaches. Therapeutic options range
from pharmacological interventions like SSRIs and benzodiazepines to psychotherapies such as CBT, ACT, and
metacognitive therapy. The document emphasizes the significance of individualized and multidisciplinary
treatment approaches, provides insights into enhancing patient outcomes, and addresses the increasing burden of
anxiety disorders on society.

KEYWORDS: Anxiety Disorders, Prevalence, Neurochemical Imbalance, HPA Axis, Cognitive Behavioral
Therapy, Pharmacological Treatments.

INTRODUCTION

Anxiety is a normal reaction to stress. In some
circumstances, mild levels of anxiety can be beneficial. It
can inform us of dangers, assist us in preparation, and
help us pay attention. Anxiety disorders differ from
normal feelings of nervousness or anxiousness and
involve excessive fear or anxiety. Anxiety disorders are
the most common of mental disorders. They affect
nearly 30% of adults at some point in their lives.
However, anxiety disorders are treatable with a number
of psychotherapeutic treatments.™

Most people get treatment so they can live normal,
productive lives. Anxiety disorders are the most
prevalent psychiatric disorders (with a current worldwide
prevalence of 7.3% [4.8%- 10.9%]. With a prevalence of
10.3%, specific phobias are the most common, followed

by panic disorder (with or without agoraphobia) with a
prevalence of 6.0%, social phobia (2.7%), and
generalized anxiety disorder (2.2%). It is unclear whether
these disorders have increased in prevalence over the
past few decades. Generally speaking, women are 1.5 to
2 times more likely than men to suffer from an anxiety
disorder, which typically begins in adolescence.?

Anxiety disorders and major depressive disorder(MDD)
are among the most common mental disorders in the
United States, with high individual and societal burden
derived from their considerable associated work and
social impairment. Decreasing the burden of anxiety
disorders and MDD is an important public health
priority. Anxiety disorders often co-occur with each
other and with MDD.*!
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AIM

To provide a comprehensive overview of anxiety
disorders by analyzing their classification, underlying
mechanisms, risk factors, diagnostic criteria, and

therapeutic approaches, while highlighting recent
advancements and challenges in managing these
disorders.

OBJECTIVE

1. To describe the distinct characteristics of the various
anxiety disorders, such as generalized anxiety
disorder, panic disorder, social anxiety disorder, and
S0 on.

2. To investigate the prevalence of anxiety disorders in
various populations and their epidemiology.

3. To comprehend the psychological, biological,
genetic, and environmental factors that contribute to
the onset of anxiety disorders.

4. To discuss the diagnostic tools and criteria used for
identifying anxiety disorders based on DSM-5 or
ICD-11 guidelines.

5. To evaluate current therapeutic approaches,
including pharmacological and non-
pharmacological treatments, for managing anxiety
disorders.!

Types of Anxiety Disorders

1. Generalized Anxiety Disorder (GAD)

Generalized Anxiety Disorder involves excessive,
persistent worry about various aspects of daily life such
as work, health, or social interactions. The anxiety is
difficult to control and lasts for six months or more.
Individuals often feel restless, fatigued, irritable, and
experience difficulty concentrating or sleeping.
Common physical symptoms include headaches and
muscle tension. Unlike phobias, GAD isn’t tied to a
specific object or situation. It can have a significant
impact on a person's quality of life and daily functioning.
Therapy, particularly cognitive-behavioral therapy,
modifications to one's way of life, and occasionally
medications like SSRIs or benzodiazepines are all
common components of treatment.™

2. Panic Disorder

Panic Disorder is characterized by sudden, intense
episodes of fear known as panic attacks. Heart
palpitations, chest pain, shortness of breath, dizziness,
sweating, and a sense of impending doom are some of
the symptoms that are brought on by these attacks, which
frequently occur out of the blue and peak within minutes.
Many individuals fear having another attack, leading
them to avoid certain places or situations.  This
anticipatory anxiety can make life difficult. Though
panic attacks can feel life-threatening, they are not
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physically harmful. To lessen the frequency and severity
of attacks, treatment includes relaxation techniques,
medications like SSRIs, SNRIs, or benzodiazepines, and
psychotherapy, particularly cognitive behavioral therapy
(cBT).

3. Social Anxiety Disorder

Social phobia, also known as social anxiety disorder, is
characterized by a severe fear of social or performance
situations in which one might be scrutinized or judged.
People may avoid speaking, eating, or performing in
public out of embarrassment, rejection, or humiliation.
The anxiety can lead to physical symptoms like blushing,
trembling, nausea, or sweating. It often starts in
adolescence and can affect relationships, work, and
education. People with social anxiety usually recognize
that their fear is excessive but feel powerless to control
it. CBT, exposure therapy, and medications like SSRIs
or beta-blockers are all part of the treatment.!”

4. Specific Phobias

Specific Phobias are severe, irrational fears of particular
things or situations, like flying, heights, animals, or
injections. The fear is disproportionate to the actual
danger and leads to avoidance behavior that interferes
with daily life. When the phobic trigger is present,
symptoms may include sweating, feeling dizzy, or
feeling sick. Individuals often recognize the fear as
irrational but are unable to control it. Phobias usually
develop in childhood or adolescence. In severe or
persistent cases, medication may be used in addition to
exposure therapy (gradual desensitization) and cognitive
therapy to reshape fearful thoughts.®

5. Agoraphobia

The fear of being in places where it might be difficult to
escape or where help is unavailable, like crowded places,
public transportation, or open spaces, is called
agoraphobia. People with agoraphobia often avoid these
situations and may become housebound. As people fear
having a panic attack in public, it frequently coexists
with  panic  disorder. Symptoms include fear,
helplessness, and anxiety in anticipated settings.
Independent living and quality of life can be severely
compromised by the condition. Effective treatments
include cognitive-behavioral therapy to challenge
avoidance behavior and gradual exposure to feared
environments, sometimes combined with anti-anxiety or
antidepressant medications.

6. Separation Anxiety Disorder

Excessive fear or anxiety about being apart from an
attachment figure is the hallmark of separation anxiety
disorder, which can affect both children and adults.
Sufferers worry about losing loved ones or that
something bad will happen during separation. Refusal to
attend school, a reluctance to sleep alone, nightmares,
and physical symptoms like stomachaches or headaches
are all possible outcomes of this. Clinginess or extreme
distress when separated from a partner or a child may be

symptoms in adults. The condition has an effect on
relationships and daily activities. Therapy, particularly
cognitive behavioral therapy (CBT), family counseling,
and occasionally medication aid in managing fear and
fostering independence.™”!

7. Selective Mutism

Selective Mutism is a childhood anxiety disorder where a
person who can speak normally refuses to talk in specific
social settings, like school, despite speaking comfortably
at home. It’s not due to language barriers or
communication disorders, but rather extreme social
anxiety. Children with selective mutism may appear
introverted, withdrawn, or unresponsive, posing
challenges in both the classroom and social settings. The
condition often begins before age five and may persist
without intervention. Behavioral therapy, strategies for
social communication, and positive reinforcement are all
part of the crucial early treatment. In some cases,
medication to reduce anxiety may be prescribed in
conjunction with therapy.™™!

8. Obsessive-Compulsive Disorder (OCD)
Obsessive-compulsive disorder is characterized by
thoughts that are unwelcome and intrusive (obsessions)
as well as repetitive mental acts or behaviors
(compulsions) performed to alleviate anxiety brought on
by these thoughts. Someone might, for instance, wash
their hands compulsively and obsess over germs. The
behaviors are time-consuming and interfere with daily
life. Despite realizing the irrationality of their thoughts,
people frequently feel powerless to stop. OCD varies in
severity and may involve themes like order, safety, or
morality. CBT (especially Exposure and Response
Prevention) and medications like selective serotonin
reuptake inhibitors (SSRIs) are used to treat compulsive
behavior and obsessive thoughts.*?

9. Post-Traumatic Stress Disorder (PTSD)

PTSD develops after exposure to a traumatic event such
as violence, accidents, or natural disasters. It involves
reliving the trauma through flashbacks or nightmares,
avoiding reminders, feeling emotionally numb, and
experiencing hyperarousal (e.g., being easily startled or
irritable). These symptoms persist for over a month and
significantly impact functioning. PTSD can affect
anyone, including military personnel, abuse survivors, or
accident victims. Early intervention and support are
crucial.  CBT, trauma-focused therapies like Eye
Movement Desensitization and Reprocessing (EMDR),
and medications like SSRIs or prazosin (especially for
nightmares) are some of the options for treatment.[**!

> Risk Factors of Anxiety Disorders

Anxiety is increased by a number of factors, including.

*  Genetic predisposition: Anxiety or other mental
health disorders in the family.

«  Personality traits — being shy, introverted, or having
low self-esteem.

*  Neglect, abuse, or the death of a parent as a child.
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« Stressful life events like losing a job, getting
divorced, or losing a loved one.

»  Substance use — caffeine, alcohol, drug misuse.

* Chronic illnesses like asthma, heart disease, or
problems with the thyroid.

*  Gender: Women are more likely than men to suffer
from anxiety disorders.

* Poor coping mechanisms — inability to manage
stress effectively.!*”

> Etiology (Causes) of Anxiety

A combination of biological, psychological,

environmental factors contribute to anxiety:

* Neurochemical imbalance: dysregulation of
dopamine, seratonin, norepinephrine, or GABA (an
inhibitory neurotransmitter)

» An overactive amygdala leads to a stronger fear
response.

* The hypersensitive HPA axis: the response to

and

«  Cognitive distortions: Negative thinking styles like
imagining the worst

« Environmental stressors: Job pressure, financial
issues, or unstable home life.!"*

> Pathophysiology of Anxiety

The physiological mechanisms behind anxiety involve.

e Amygdala overactivity: Causes anxiety by
processing fear and emotional memories.

e Hypothalamic-Pituitary-Adrenal  (HPA) axis
dysregulation: Increases cortisol  production,
sustaining stress

e Hyperactivity of the autonomic nervous system
(ANS):  Specifically, hyperactivity of the
sympathetic nervous system (fight-or-flight), which
results in physical symptoms like sweating, dry
mouth, and a rapid heart rate.l*®!

e Neurotransmitter imbalances

chronic stress _ _ Anxiety involves abnormal levels of key brain
+ Trauma and conditioning: Negative experiences lead chemicals.

to learned fear responses

Neurotransmitter Role In Anxiety

GABA (Gamma-

aminobutyric acid) Inhibitory, calming effect

| Reduced GABA = less calming, more excitability

Serotonin (5-HT) Mood regulation, sleep,

| Low levels linked to worry, panic, obsessive

appetite thoughts
. . Alertness, arousal, fight-or- 1 Excess NE = heightened physical symptoms
DT (015 flight (racing heart, sweating)

Dopamine (DA) Motivation, reward, attention

Dysregulated in some anxiety states (e.g., social
anxiety, OCD)

o Prefrontal cortex dysfunction: Impaired regulation
of fear and overthinking.[*"!

> 4. Signs and Symptoms
Psychological symptoms

e  Excessive worry or fear
Restlessness or feeling “on edge”
Irritability

Difficulty concentrating
Anticipatory anxiety!®

Physical symptoms

Increased heart rate (palpitations)
Shortness of breath

Muscle tension

Nausea or stomach upset

> 6. Drugs Used for Anxiety

e  Sweating, trembling

e Insomnia or disturbed sleep!*®

> 5. Diagnosis

Anxiety is diagnosed based on clinical assessment using:
* DSM-5 criteria: For each anxiety subtype (GAD, panic
disorder, phobias, etc.)

* Psychological instruments:

GAD-7 (Generalized Anxiety Disorder 7-item scale)
The Hamilton Anxiety Rating Scale, or HAM-A

e The Beck Anxiety Scale (BAI)

* A physical exam and medical history to rule out
medical causes like heart or thyroid problems

* Laboratory tests like TSH, CBC, glucose, and others to
rule out other conditions.’?”

Drug Class Examples Mechanism Notes
SSRIs (Selective Serotonin | Sertraline, Escitalopram, . First-line for long-term
Reuptake Inhibitors) Paroxetine, Fluoxetine e treatment
SNRIs (Serotonin- . . .
Norepinephrine Reuptake | Venlafaxine, Duloxetine Boost_seror:o_nm & (IjE_f'fecctjlve Uety Gl RIS
Inhibitors) norepinephrine isorder

. . Diazepam, Lorazepam, Fast-acting; risk of
SR RS Alprazolam, Clonazepam BTETEE EA NI dependence; used short-term
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Buspirone

Non-sedative, non-addictive;

5-HT1A partial agonist good for GAD

Beta-blockers

Propranolol

Used for physical symptoms
in social anxiety (e.g.,
trembling)

Block adrenaline effects

TCAs (Tricyclic
Antidepressants)

Imipramine, Clomipramine

More side effects; sometimes
used in resistant cases

Increase
serotonin/norepinephrine

MAOIs (Monoamine

Phenelzine,

Inhibit breakdown of Rarely used due to

Oxidase Inhibitors) Tranylcypromine monoamines interactions
Antipsychotics (for severe Quetiapine, Olanzapine (off- | Dopamine & serotonin Adjunctive use in treatment-
or resistant cases) label) modulation resistant anxiety!?”

PSYCHOTHERAPIES

Acceptance and Commitment Therapy
Another intervention alternative for anxiety disorders is

ACT.

Based on the formulation of psychological

inflexibility, ACT is one of the third wave approaches to
CBT. Internal pain (painful thoughts, emotions, and
physiological symptoms) cannot be effectively dealt with
as psychological inflexibility increases, according to this

approach. Psychological

disorders emerge in this

instance. According to the ACT approach, the primary
goal of psychotherapy is to enhance psychological

flexibility. According

to Hayes et al.

(2006),

psychological flexibility is a holistic process that

involves being open to painful

inner experiences

(openness), being in the present (mindfulness), and
acting in a value-driven manner. Avoidance is known to
be a hallmark of anxiety disorders.”? This is what ACT
calls experiential avoidance. In psychotherapy, it is
expected to reduce experiential avoidance and to act
consciously in line with the values of the person.
Mindfulness techniques that are absent in CBT are used
effectively in this approach. Studies have shown that the
success rate in treating anxiety disorders is similar to
CBT. Treatment for Metacognition CBT is highly
successful in the treatment of anxiety disorders. But it
does run into a problem in generalized problem areas
such as GAD: In disorders of this type, worry and
thoughts are so widespread that it is not possible to find
cognitive distortions in each and rationalize them. As an

alternative.®®!

Metacognitive therapy (MCT)

MCTwas developed by Wells (1999). In this approach,
instead of going down to the root of each thought, it
focused on issues such as the reason for maintaining
anxiety, which is a chronic problem in generalized
anxiety disorder, and intolerance to uncertainty. As a
result, people experience widespread anxiety due to their

positive anxiety beliefs.?*

Cognitive Behavioral Therapy
CBT is one of the most powerful intervention approaches

for anxiety disorders.

Distorted cognitions and

avoidance are, according to this model, the primary
contributors to anxiety disorders in individuals. The
person's distorted cognitions about the anxiety or fear-
inducing stimulus make the situation more challenging

than it is.

This ultimately results in avoidance. The

primary goal of cognitive behavioral therapy (CBT) is to
correct these distorted thoughts and gradually return to
the avoided stimulus. In anxiety therapy, one of the most
effective interventions is exposure therapy, which
involves avoiding internal or external stimuli.
Additionally, it serves as an emotional intervention.®

CONCLUSION

Anxiety disorders are among the most common mental
health conditions and pose significant challenges to both
individuals and society. The various subtypes, such as
generalized anxiety disorder, panic disorder, social
anxiety disorder, and specific phobias, have been
explained in this review, with an emphasis on the distinct
characteristics, causes, and effects of each. The
complexity of these disorders is made clear by how
neurochemical, genetic, psychological, and
environmental factors interact with one another.
Treatment strategies emphasize the significance of
individualized care, despite the fact that diagnostic tools
like the DSM-5 and a variety of psychological scales aid
in precise diagnosis. Psychotherapeutic interventions like
CBT, ACT, and metacognitive therapy, in addition to
pharmaceutical options like SSRIs and benzodiazepines,
have demonstrated efficacy in managing symptoms. The
future of anxiety disorder management lies in integrating
multidisciplinary care and exploring novel treatment
modalities to improve outcomes and quality of life.
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