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HISTORICAL OVERVIEW:

Anxiety and anxiety disorders have existed long before recorded history.,larfaigty

is not unique to human beings and is often considered in the context of comparative
biology. Nonetheless, human anxiety certainly seems the most complex and is certainly
the most important to people.

The earliest interpretations of anxiety dbenrs appear to be mostly spiritual. To a

notable degree, early spiritual treatments bare some intriguing resemblance to modern
psychotherapies. Likewise, the ancient preparation and use of natural substances have
surprising similarities to modern pharmateals. Medical interpretations of anxiety
disorders are not entirely new either and reach as far back as classical Greek civilization.
All these fundamental perspectives are not new, but they have been greatly refined over
many centuries.

Anxiety and aniety disorders have played substantial roles in human history. Such roles
are most prominent in times of hardship, war or social change. In more pleasant times,
however, societies tend to embrace the illusion that anxiety is a minor issue which
deserves ttle attention or respect and is easily ignored. Frequent disinterest in the
fundamental nature of anxiety has often left societiggdpared for unforeseen

challenges.

Prehistory:

Severe fears that cause acute problems are seen in animals as weldmsfrom mouse to
elephant, any species can become "spooked." In the human family, every culture has reported
individuals with phobias, throughout the centuries.

2750 BCthe earliest explanations for mental illnesas recorded in ancient Babylon inS27BC
- attributed it to the anger of powerful deities whom man, through his immoral behavior, had
angered.

Early Civilization: Both Egyptian and Hebraic concepts of mental illness (and even physical
illness) were rooted in the notion of individual sin.

Early Civilizationthe Greeks were the first to develop the [mibdain] dualism which still
characterizes psychiatry.

Early CivilizatioriThe wordpanicis derived from the Greek god Pan; who, according to legend,
could inspire overwhelming and irratial fear, especially when disturbed from his sleep. The
word anxietyis derived from the Latin word 'angere' meaning to choke, or strangle. The word
fear is derived from the Germanic languages; originally meaning 'to lie in wait, to ambush, and
to pounce gpon.'



Early Civilization :Our tendency to consider phobias a contemporary disease arising from
twentieth-century stress is quickly dispelled by the ancient Greeks. They described people who,
although otherwise normal, refused to leave their homes. Thegneth these unfortunate
individuals "agoraphobic,” meaning those with a fear of the marketplgge.

HISTORY OF ANXIETY DISORDERS AND RESEARCH WORK DONE IN ANXIETY DISORDERS BY
STALWARTS AROUND THE WORLD ::

1960- Agoraphobia was not a weakkcognised meital condition in the early Sixties.

1960 - Beginning in the 1960s, investigators and clinicians began to differentiate patients who
had unexpected anxiety attacks from patients with other anxiety disorders.

1980 Twin studies in the 1980s implicatedrggic factors in ag@mphobia and panic disorder.

For a century, the doctrine had ruled that hysteria and the symptomatic psychoneuroses were
the result of stress or dysfunctional family life. The genetic news implied that these ilinesses
must have a sigficant brain substrate, however much environmental circumstances might
contribute to triggering them

1980 The diagnostic category of panic disorder was first officially recognized with the
publication of the American Psychiatric Association's DiagnodticStatistical Manual of Mental
Disorders (3rd edition, DSM).

1984 a team at the Washington University School of Medicine used a new technology called
Paositron Emission Tomography (PET) scanning to get a picture of the blood flow in various
regions ofthe brain during a lactate induced panic attack. They found an abnormaldhbft

blood flow asymmetry in a small region of the brain called the pggpocampal gyrus. This was
the first time that a discrete brain abnormality had been identified in #mgiety disease

1987 The Anxiety Disorders Association of America (ADAA) receives a grant to develop models
for organizing selhelp groups

2001 Sep 1iCoordinated terrorist attacks against the United States; killing many people from
many nations. The &ject of PTSD is frequently featured in subsequent news media reports.

2005 Jue : Anxiety disorders are among the most common psychiatric illnesses, with 28.8% of
Adults diagnosed with one or more at some point in life.

2005 Sep 26The journal Psychosmatic Medicine publishes a study led by Dr. Andres Gemez
Caminero suggesting that panic disorder nearly doubles the risk of heart disease. Using data
from a US health insurance database, researchers compared nearly 40,000 people diagnosed
with panic disoreér to a similar number without the condition
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2005 Sep 7 The journal Annals of Epidemiology publishes a study from Mount Sinai School of
Medicine, New York City, showing that U.S. Army veterans with PTSD had twice the death rate
within 30 years of servicas their norPTSD peers

2006 Mach : The World Health Organization (WHO), working with Iragi psychiatrists, conduct a
series of studies regarding PTSD in Iraqi children from January to March. In Mosul, about 30% of
adolescent children showed signs of PTiaBaghdad, about 10% of primaghootage

children showed signs of PTSD.

2006 May 4The May issue of Pediatrics publishes a study indicating that symptoms of anxiety
and depression in school children are not only a consequence of bullying, butatso th
symptoms of anxiety and depression make children more likely toulieed. The studynvolved
1,118 children (ages 9 to 11) from 18 elementary schools, and was conducted by the
Netherlands Organization of Applied Scientific Research in Leiden.

2006 Jue 6 : Molecular Psychiatry publishes a study of genetic markers associated with
Obsessive Compulsive Disorder (OCD). Using blood samples from 1,008 individuals of 219
families where at least two siblings were clinically diagnosed with OCD, a “gdotenescan”
identified genetic markers (DNA sequences) on chromosomes 1, 3, 6, 7 and 15 which appear to
be associated with risk of developing OCD. The analysis was conducted by the Johns Hopkins
Center for Inherited Disease Research (CIDR)

2006 Jun 21 The Ameican Journal of Psychiatry publishes a study indicating that adult children
of depressed parents have a higher risk of mental and physical illness. "Those with at least one
depressed parent had about a threefold higher risk for developing mood disordestlym

major depressive disorder) and anxiety disorders (mostly phobias), more than twofold greater
risk for alcohol dependence, and sixfold greater risk for drug dependémeédition to mental
disorders, they reported more medical problems, particuladydiovascular problems with a
fivefold increase, and an average age of onset in the early teB@8d' The study was funded by

the NIMH

2006 Ju} 3: The Archives of General Psychiatry publishes a study indicating that about 25% of
obesity cases are assated with a mood or anxiety disorder. The study was funded by the
NIMH

2006 Dec 6Psychological Medicine publishes a study indicating that heavy caffeine users are
almost twice as likely to exhibit panic disorder, generalized anxiety disorder and major
depression. The study was based on a survey of more than 3,600 adult twins and was conducted
by Kenneth Kendler, director of the Virginia Institute for Psychiatric and Behavioral Genetics.

2007 Jan 1 The Archives of General Psychiatry publishes a stuglyesting that PTSD increases
risk of heart disease. The study included 1,946 male veterans of World War Il and the Korean
War .These veterans were observed until 2001 for the occurrence of coronary heart disease.
Results suggest that the more severe aspers PTSD, the greater their risk for a heart attack.



2007 Feb 7 The Archives of General Psychiatry publishes a study indicating that about half of
adults with an anxiety disorder had symptoms of some type of psychiatric iliness by age 15. The
study involved examination of psychiatric histories, from ages 11 through 32, of 9,632 adults, of
which 232 adults had anxiety disorders. The study was conducted by-fihied researchers

2007 Mar 6: The American Journal of Medical Genetics publishes a studgestigg a blood

test for panic disorder. The study involved 16 participants with panic disorder, 17 participants
without panic disorder and compared gene expression in lymphoblasts (immature white blood
cells). Results suggest genetic markers which magddeative of panic disorder. The study was
conducted by Robert Philibert, M.D., Ph.D., and colleagues of the University of lowa

2007 May 22The Journal of the American College of Cardiology publishes a study suggesting
that prolonged elevated anxiety inzases the risk of heart attack and death among people with
coronary artery disease. The study involved 516 people with heart diseasagavege of 68
years, 82% maldResults suggest that high cumulative anxiety scores over time are effective
predictorsof heart attack risk, whereas a single initial anxiety score was not.

2007 Jue :Psychosomatic Medicine publishes a report indicating that PTSD more than doubles
the risk of developing vascular problems (atherosclerosis, swelling, varicose veinsudihe st
involved 896 peo@ who survived a fireworkgxplosion in 2000, examined medical records
1-year before the explosion to-Ylears after, and surveys conducteav@eks and 18nonths

after the explosion. The results indicate thati®nths after the &plosion 18% of the people

met criteria for PTSD and had increased risk of vascular, musculoskeletal, dermatologic and
somatic problems. The study was conducbydNetherlands Institute for Health Services
ResearcH2}
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INTRODUCTION:

Mental Health refers to a broad array of activities directly or indirectly

related to the mental wellbeing component included in the WHO's

definition of health: "A state of complete physical, mental and social well

being, and not merely the absence of disease". It is related to the
promotion of well-being, the prevention of mental disorders, and the

treatment and rehabilitation of people affectedy mental disorders

Mental and neurological disorders are highly prevalent worldwide. The Global Burden of Disease
report drew the attention of the international health community to the fact that the burden of
mental and neurological disorders has beenri@masly underestimated by traditional
epidemiological methods that took into account only mortality, but not disability rates. This
report specifically showed that while the mental and neurological disorders are responsible for
about one per cent of deathshey account for almost 11 per cent of disease burden the world
over. The Study has demonstrated that magnitude and burden of mental disorders are huge and
that they are priority health problems globally. The extension of life expectancy and the ageing
of the general populations in both developed and developing countries are likely to increase the
prevalence of many chronic and progressive physical and mental conditions including
neurological disorders. The proportionate share of the total global burdedisease due to
neuropsychiatric disorders is projected to rise to 14.7% by 2020. {3}

12



Neuroses, Psychoses, Personality disorders and Psychosomatic disorders have now been
established as the most common causes of iliness, leading to personal unhappidesscally
unacceptable behaviour. Everyone has potentialities for developing psychopathology,
psychosomatic disorders, neurosegust as we all are prone to other types of illnesses. But the
vast majority of people do not develop it unless subjectedntolerable stress , and a great
many manage to maintain their psychological equilibrium even under extreme stress. Children
and adults with a significant degree of psychopathology form a considerable part of our society

now a days.For instance:

-An onlychild is unintentionally trained by his overanxious mother to worry about his health as
she does. The child may not sleep for a long time every night because he is afraid he might stop

breathing in his sleep and never wake up again.
-A child, otherwise namal, may lose her voice and go limp whenever she is emotionally upset.

-There are adults who develop anxiety attacks whenever they hear footsteps behind them on a

lonely street, even in daytime.

-Children whose mothers are terrified of lightning and thundee likely to be more terrified

and may hide in a dark room until the storm is passed.

In this way specific fears and nonspecific anxieties can be culturally transmitted through several

generations{4}

NORMALITY AS DEFINED BY WHO

The World Health Orgédeation (WHO) considers normality to be a state of complete physical,
mental, and social webeing. Mental wetbeing presumes the absence of mental disorder
defined in the text revision of the fourth edition Bfiagnostic and Statistical Manual of Mental
DisorderdDSMIV-TR) as follows:

A mental disorder is a behavioural or psychological syndrome or pattern associated with
distress (e.g., a painful symptom), or with a significantly increased risk of suffering, death,
pain, disability, or an important los of freedom. In addition, the syndrome or pattern must
not be merely an expected and culturally sanctioned response to a particular event, such as
the death of a loved one.

13



NEUROSIS AND PSYCHOSIS:

Historically, the two broad categories of mental disolarepsychosis and neurosis

A NEUROSI$ defined as a chronic or recurrent disorder that is characterized mainly by

anxiety,which appears alone or as a symptom such askaession, compulsion, phobia, or a
sexual dysfunction

A PSYCHOSIS synonymas with severe impairment of social and personal functioning

characterized by social withdrawal and inability to perform the usual household and
occupational roles.

CLASSIFICATION:

A NEUROSIBnplies that reality testing and personality organization is awt but the person is
distressed by a variety of disturbing symptas.

NEUROSIS:

1
l L l i

ANXIETY PHOBIC NEUROTIC DISSOCIATIVE OCD
DEPRESSIVE

DEACTINNICQ

A PSYCHOSIS is defined as grossly impaired reality testing.

A With gross impairment in reality testing, persoincorrectly evaluate the accuracy of their

perceptions and thoughts and make incorrect inferences about external reality, even in the face
of contrary evidence.

A The termpsychoticdoes not apply to minor distortions of reality that involve matters of
relative judgment. For example, depressed persons who underestimate their achievements are

not described as psychotic, whereas those who believe that they have caused natural disasters
are so described.{5}

PSYCAsIS
PARANOID PSYCHOTIC MANIC SCHIZOPHRENIC
REACTION DEPRESSIVE REACTIONS
REACTION
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INTRODUCTION , AIM AND OBJECTIVES:

Anxiety disorders are among the most prevalent mental disorders in the general population.
They are possibly the most common and frequently occurring mental disorders. They include a
group of conditionsthat share extreme anxiety as the principal disturbance of mood or
emotional tone. Anxiety, which may be understood as the pathological counterpart of normal
fear, is manifest by disturbances of mood, as well as of thinking, behaviour and physiological
adivity. Taking into account the kind of lifestyle people lead and so also hurry, worry and stress

contribute to a great extent and disturb the normal functioning of the human mind.

Unlike the relatively mild, brief anxiety caused by a stressful event (sas speaking in public
or a first date), anxiety disorders last at least 6 months and can get worse if they are not
treated. Anxiety disorders commonly occur along with other mental or physical illnesses,
including alcohol or substance abuse, which may skaanxiety symptoms or make them

Worse.

PREDISPOSING FACTORS leading to anxiety disorders are a combination of genetic and
experiential factors. Abnormal genes predispose to pathological anxiety states, however
traumatic life events and stress are alsgigically important. Anxiety disorders are associated
with significant morbidity and often are chronic and resistant to treatmerixiety disorders

can be viewed as a family of related but distinct mental disorders, which include the following as
clasdiied in the text revision of the fourth edition @IAGNOSTIC AND STATISTICAL MANUAL
OF MENTAL DISORDHEFS®HV-TRY):

(1) PANIC DISORDER WITH OR WITHOUT AGORAPHOBIA;

(2) AGORAPHOBIA WITH OR WITHOUT PANIC DISORDER,;

(3) SPECIFIC PHOBIA;

(4) SOCIAL PHOBIA;

(5) OBSESSIYEEOMPULSIVE DISORDER (OCD);

(6) POSTTRAUMATIC STRESS DISORDER (PTSD);

(7) ACUTE STRESS DISORDER; and

(7) GENERALIZED ANXIETY DISORIER.

15



PURPOSE OF STUDY :

ANXIETY DISORDERScommon and higy disabling conditions of children and adolescence
that often do not remit, and increase the risk of depression, anxiety, substance abuse, and
suicide in adulthood. Available treatments are only modestly successful. However, early
treatment of anxiety diorders can reduce subsequent morbidity.

Clinically, anxiety can be potentially serious and disahlittyadverse consequences on a
patient's daily functioningnterpersonal relationships, and quality of life. Consideraglaptom
overlap exists betweeanxiety and depressive disorde€ommunity studies have shown a high
comorbidity of anxiety disordersvith major depression

Some sociologists explained the increase as caused by modern western life, particularly
urban life, which is more streful than ever before and which more easily causes persons to
break down. Advocates for the study cited historical precedent which, at one point, attributed
mental iliness to demonic possession. As science advances, mental illness is seen as a medical
disease that can be distinguished, one from the other, on the basis of pathophysiological causes.

There is a need to readdress preventive efforts for patients suffering from Anxiety disorders so
that the incidence of adverse consequences like depressidnigdsican be reduced.

Indian Journal of

Psychiatry
PATHWAY OF Official Publication of the Indian Psychiatric Society

PSYCHIATRIC CARE

Effectiveness and Determinant of Pathway of Care

As the basic purpose of the pathway of care is to provide early engagement with psychiatric
services to minimize the effective cost of treatmentanaximize better prognosis, this could

be of great help in mental health services. Increasing emphasis is being placed on the
implementation of care pathways in all types of healthcare settings, including psychiatry, in the
developed countries. Though cently the effectiveness of pathway of care and impact of care
pathways on the delivery of mental healthcare is still rudimentary, in practice this could be of
great help and effective for the developing nations where there is an urgent need to cater for
psychiatric patients with limited psychiatric services.

This needs explorations of many overt and covert factors acting as hindrant
the pathway of care and appropriate solutions. These factors play an impor
role at various steps. Factors causingaglen the initiation of appropriate

16



treatment at the first instance vary from region to region depending upon th
sociocultural profile, education, attitude of family/society toward mental illne
perceptions, myths, beliefs, stigma attached with psytrlualisorder,
availability/accessibility of psychiatric services and referral patterns, and pr¢
experience of receiving psychiatric help. These determinants also differ in t
strength of impact deciding the pathway of care in different geograpgons
of world. For example, in the developed nations, the major concern is of sti
while in the developing nations it is the problem of age old cultural myths ar
supernatural explanations of psychiatric disorders. There is also a significal
of care providers in deciding the pathways to psychiatric care, the first care
provider being the most important for giving direction to the pathway of care
seek further help.

Need of Pathway of Care in Developing Nations

It is estimated that ore in four families has at least one member currently suffering from a
mental or behavioral disorder. This results in substantial burden on family members,
compromised quality of life, and the negative impact of stigma and discrimination.

Also, approximatly half of the estimated 450 million people affected by mental iliness globally
live in AsiaPacific regions; but due to multiple factors playing as barriers in the pathway of care,
many are left untreated, many are partially treated and only a smallifracjets access to
appropriate place of treatment. Also, the cultural norms of the society of developing nations,
where joint family system is still prevailing, especially in rural areas, increased cohesion between
family members, community tolerance anithple ways of life lead to easier accommodation of

the patients with mental iliness, well without seeking any medical help for years.

There is wide disparity in the type and numbers of the mental health workforce throughout the
world. In comparison to theeveloped nations, psychiatric resources are limited.

CURRENT SCENARIO : INDIAN PERSPECTIVE

The author views awareness about psychiatric disorder as one of the most important factors
that could modify cultural myths regarding psychiatric disorderasequently reaching to a
favorable help seeking behavior.

To determine the changes over the last three decades in help seeking behavior, when a
comparison was made of recent studies and the one that was carried out three decades back at
Lucknow by the ahor regarding help seeking behavior and pathway of care, the author finds
that even though India, like many other such developing nations across the globe, has made
considerable progress with regard to mental healthcare facility, faith healers arashedre
providers for majority of the psychiatric patients with poor referral patterns, and during

17



pathways, there are instances where care seekers might revert back to faith healers or may
simultaneously be seeking help from modern as well as traditiowdhods of therapy.

Direct access to psychiatric services after the onset of illness is not a prominent pathway. One of
the most important factors responsible for faith healing is-selblanatory and magieceligious

model of causation of psychiatricstirders. Thus, in the past three decades, despite significant
advancement made and availability of psychiatric services in the form of community psychiatry
(e.g. private sector's psychiatrist, district mental health programs), minimal change has taken
place in the myths and beliefs related to the causation of psychiatric disorders, a major
determinant of pathway of care.

There is a need for further research to delineate psychiatric pathways of care and their
determinant in the developing countries. Defadiy, this information is most likely to assist

service providers and policy makers to purposefully plan for culturally appropriate and
accessible psychiatric services providing easy;efisttive and favorable pathway of care for
psychiatric patients ager the community needs. Also, there is a need to increase the awareness
about psychiatric disorders and services for better help seeking behavior and favorable pathway
of care.{19}

AN OVERVIEW OF INDIAN RESEARCH IN ANXIETY DISORDERS

Introduction:

Anxiety is arguably an emotion that predates the evolution of man. Its ubiquity in humans, and
its presence in a range of anxiety disorders, makes it an important clinical focus. Developments
in nosology, epidemiology and psychobiology have led to signifechrmancement in our
understanding of the anxiety disorders in recent years

Anxiety Disorders :

The word anxiety is derived from the Latin "anxietas" (to choke, throttle, trouble, and upset)
and encompasses behavioral, affective and cognitive respg® the perception of danger.

Anxiety is a normal human emotion. In moderation, anxiety stimulates an anticipatory and
adaptive response to challenging or stressful events. In excess, anxiety destabilizes the
individual and dysfunctional state results.

Anxiety is considered excessive or pathological when it arises in the absence of challenge or
stress, when it is out of proportion to the challenge or stress in duration or severity, when it
results in significant distress, and when it results in psychobad, social, occupational,
biological, and other impairment.

18



Why this Review of Anxiety Disorder Research in India:

Neurotic disorders are basically related to stress, reaction to stress (usually maladaptive) and
individual proneness to anxiety. Imestingly, both stress and coping have close association with
sociocultural factors. Culture can affect symptom presentation, explanation of the illness and
help-seeking. Importance given to the symptoms and meaning assigned by the physician
according taheir cultural background also differ across culture. In this way culture can affect
epidemiology, phenomenology as well as treatment outcome of psychiatric illness especially
anxiety disorders. In this review an attempt has been made to highlight onuahydsfference if
there, as well as this review will also reflect the important areas, in which Indian studies are
lacking.

This review will summarize most Indian studies pertaining to anxiety disorders published in
Indian Journal of Psychiatry as welf@snd in other journals too.

Epidemiology of anxiety disorders in elderly:

Epidemiological data of anxiety disorder in special population like pediatric and elderly are

scant. To the best of the author's knowledge, one populabased study on geriatric

population was reported by Tiwari and Srivastava. These authors identified 488 elderly subjects
in a rural region of Uttar Pradesh. Nearly 9% of the subjects were diagnosed wigh(W&|d

Health Organization) anxiety neurosis. These data may comt&imown biases because over

42% of the geriatric population was assigned a psychiatric diagnosis; in contrast, less than 4% of
non-geriatric subjects had an I&Dpsychiatric diagnosis.

Panic disorders:

The phenomenology of panic disorder has been studiitkly in the West but rarely in India.
Srinivasan and Neerakal studied 94 panic patients attending the OPD of psychiatry department.
This study has shown considerablemorbidity of major depression (according to D$Wi

criteria) in 43 patients (45.7pavith panic attacks. Majority (i.e. 69.8%) of the subjects with panic
attacks had canorbid primary depression and only 30.2% had secondary depression. More so,
there was a greater prevalence of concurrent generalized anxiety disorder in panic pati#mts wi
depression (both primary and secondary) as compared to panic patients without depression.

19



Social anxiety disorders

Social Anxiety Disorder (SAD) is a chronic, disabling and treatable disorder with common onset
in adolescence. There is only onedsticonducted by Mehtalia and Vankéo find out

frequency, demographic and phenomenological characteristics of SAD, family related risk
factors, academic impairment and co morbidity of depression among adolescents. A total of 421
adolescents in one higbchool were screened for SAD and depression and associated factors
with academic impairment. 54 (12.8%) had SAD. The most common manifestation of SAD was
avoiding giving speeches. SAD was equally common among both genders, was associated with
difficulty incoping with studies, concern about weight, having less friends, lack of intimacy with
parents, and being treated differently from siblings. This study concluded that SAD is a common
adolescent disorder, with major depression asneorbidity and associatedith impairment in
academic functioriost traumatic stress disorders

PTSD has a global significance, and its impact in countries that have been experiencing repeated
disaster and social unrest for many years could be a large public health problem.

Sharan Reported a 59% prevalence of psychiatric disorders in the adults

et al ¥ following Marathwada earth-quake (23% had posttraumatic stress
disorder (PTSD) and 21% had depression).
Study on victims (n = 31) of bomb blast 1n a bus by terrorist
activity reported that after 2 weeks of trauma the most common
psychiatric diagnosis was PTSD (12.9%) followed by depression
(9.6%) and dissociative amnesia (6.4%). Two (6.45%) subjects
with PTSD also had co-morbid depressive episode.
In this study. phenomenology of subjects with PTSD was not
described separately. It was cross sectional study and various
vulnerability factors associated with PTSD have not been studied.
Study on Mental Health Consequences of the Trauma of Super-
Cyclone 1999 in Orissa reported prevalence rate of Posttraumatic
stress disorder was 44.3%, after anxiety disorders (57.5%) and
depression (52.7%).
In this study, unemployment, death in family, seeing family
member being washed away, seeing dead body, fear of death were
associated with PTSD. Adolescents and elderly persons. death in
the famuly, fear of imminent death during the event, hopelessness,
increased stress before disaster and past psychiatric history were
associated with adverse psychological sequelae.

20



Obsessivecompulsive disorders

The very first paper published in Indian Journal of Psychiatry, in 1951, was authored by Dr. P.K.
Ray, titled "Common Obsessiasompulsive symptoms in India”. In this paper an attempt was
made to relate abnormal nrdal phenomenon in India to the cultural and religious background

of Hinduism as found in Bengal.

tudy and author Sample and methodology Results and conclusion
inishehandra Atotal of 202 consecutive subyects with OCD were evaluated using the Yale - The results suggest that there are factors which
d Khanna® Brown Obsessve Compulstve Scale- Symptom Check List and Scale for ~are broadly common to the two scales. The man
henomenologyof ~ Assessment of form and content. The data was subjected to Factor analysis ~ factors which emerged were washers, checkers,
bsessive compulsive  with varumax rotation hoarding and two puse obsessional factors. The
isorder: A factor analytic  The study 15 one of the few prospectively conducted studies, with larger ~ cross-cultural validity of these factors has been
pproach sample stze, was attempted to validate the classiication with gratfying results. established for an Indian population
fath tal This study compared the 3-6 years course of the “predomunantly obsessive™  The course of llness was found to be stmlar n
(n=36) with that of the “muxed” subtype (1 = 39). ICD-10and Y-BOCS  both the subtypes
were used for diagnosts and severtty assessment respectively Although the study has small sample and

retrospective 0 design, 1t has an smplication

regarding the validity of subtypes of OCD. Futur

studies of subtypes of OCD are required in lerger

sample with focus on neurobiologic and genetic
arameters

Studies on life events causing anxiety disorders

Bhatti and Channabasavanna studied neurosis through stressful life events, personality
dimensionsfamily interactional patterns and other sociological variables. They studied 60
neurotics and 60 controls, 92% respondents had stress in more than one area like work,
education, family etc in the experimental group. The mean number of stressful life events
experienced by neurotics over a period of one year was around 5, which is much higher than the
normal population. Only 40% respondents in the control group had stress in just one area.
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ROLE OF HOMEOPATHY:

A Homeopathyas a science Hdolistic in its approach Anxiety disorders covers a wide range

of disordes from panic disorders to Aggraobia to OCD. There is a varggnptomatology

seen in such patients. There are subjective symptoms like fear, palpitations and objective
symptoms like ricreased sweating, tachycardia etc. Taking into account these symptoms along
with a proper case taking , Homeopathy can offer excellent treatment in such patients.

A The aptitude to reinforce mental calmness promotes wellness, liveliness and longevity.
Homeopathic remedies work towards balancing the excitatory neurotransmitter levels in the
brain. Homeopathic constitutional treatment will help eliminate Phobias, prevent relapses as
well as help build selisteem and sel€onfidence.

Homeopathic medicinesan formulate a positive change in people suffering from these
distressimy states of mind and behaviouHomeopathy can help patients by reducing their
anxiety levels and thus make patients capable of dealing with stressful situations.

A In Chronic affttion such a®ANXIETY DISORDHE#®&yuing the mankindrsce centuries,
Homoeopathy haso offer something definite and concrete because only Homoeopatsy h
particular specified method® combat the diseased condition of chronic nature without any
side dfects and procure results that aleng lasting.

A This is possible in Homoeopathy or rather one can say that it is a Cardinal Principal of

Homoeopathy to first understand the Human Being in its totality. For Homoeopathy does not
treat a disease in man btrteats the man in disease.
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Homoeopathy counsels a thorough study of a patient and his life situaind individualizes
him, fromothers on he basis of his individualitylieit the Miasmatic phase of his sickneks
mental stateand constitution plusthe full consideration of each of innumerable asp
detrimental of his diseasecbndition.

A Anxiety disorders also include coridits like social phobias , agptaobias in which patients
develop phobias from society, from meeting people etc. And thewy ibolate themselves and
when such conditins become chronic it leads to depression anétidal disposition as they
cannot function normajl. There is a need to divert prevention effottsvards such patients
considering the number of suicidal casesr@asing each year. That is where homeopathy can
help. With the constitutional approach we can definitely help such patients and relieve them
from such disturbing states of mind.

A Homeopathic constitutional treatment helps eliminate Anxiety disorders,
phobias, prevent relapses as well as rebuild sedsteem and seltonfidence.

A Homoeopathy is most certainly effective in treating cases of ANXIETY DISORDERS where the
OFdzaS Aa 1y26yd Ly (2RIé&Qa ¢2NI RI gikddfiidd ( KSNB
to cope with stressful situations. These events trigger the disease in a predisposed individual.
Homeopathic case taking in such patients is to be done in full detail taking into account the
childhood, family environment during childhood, énpersonal relationships etc. . Whenever

such cases come at a early stage to the Homoeopath, then he is able to evaluate the phase of

the affecting disease after studying the number of factors and the causative factors and

successfully provide the similim, for a definite cure.
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REVIEW OF LITERATURE
WHAT IS ANXIETY ?

The word anxiety is derived from the LatiflNXIETAS(to choke, throttle, trouble, and
upset) and encompasses behawial and cognitive responses to the perception of danger.
Anxiety is a normal human emotion. In moderation, anxiety stimulates an anticipatory and
adaptive response to challenging or stressful events. In excess, anxiety destabilizes the
individual and dyfsinctional state results.

Anxiety is considered excessive or pathological when it arises in the absence of challenge or
stress, when it is out of proportion to the challenge or stress in duration or severity, when it
results in significant distress, andhen it results in psychological, social, occupational,
biological, and other impairment. {7}

Anxiety is apsychologicabndphysiologicalstate characterized ®pmatic emotional,
cognitive, and behavioral componentsThe root meaning of the word anxiety is 'to

vex or trouble'; in either he absence or presence of psychological stress, anxiety can
create feelings of fear, worry, uneasiness and dread. Anxiety is consideredrnorbahb
reaction toastressorlt may help a person to deal with a difficult situation by prompting
one to cope with it. When anxiety becomes excessive, it may fall under thecdsissif

of an Anxiety disorders. {8}
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A marble bust of the Roman Emperor DECIUS fronCptoline MuseumThis portrait
"conveys anmpression of anxiety and weariness, as of a man shouldering heavy
responsibilities."{8}

Definition of Anxiety:

Everyone experiences anxiety

It is characterized most commonly as a diffuse, unpleasant, vague sense of apprehension,
often accompanied by autmmic symptoms such as headache, perspiration, palpitations,
tightness in the chest, mild stomach discomfort, and restlessness, indicated by an inability to sit
or stand still for long. The particular constellation of symptoms present during anxiety tends
vary among persong5}

Difference between Fear and Anxiety :

A Anxiety is a generalized MOOD condition that can often occur without an identifiable
triggering stimulus .

A As such, it is distinguished framar, which is an emotional response to a perceived threat.
Additionally, fear is related to the specific behaviourestapeand avoidancewhereas anxiety

is related to situations perceived as uncontrollable or unavoidable

A In a 2011 revievof the literature ( CLINICAL PSYCHOLOGY REVIEW) fear and anxiety were said
to be differentiated in four domains:

duration of emotional experience, temporal focus, specificity of threat, and motivated direction.
A Fear was defined as shdited, preserdfocused, geared towards a specific threat, and
facilitating escape from threat while anxiety was defined as-aciing, futurefocused, broadly
focused towards a diffuse threat, and promoting caution while approaching a potential threat.
A Anxiety is an alging signal; it warns of impending danger and enables a person to take
measures to deal with a threat.
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A Fear is a similar alerting signggar is a response to a KNOWN, external, definite threat
whereas anxiety is a response to a threat that is UNKNOWAternal, vague{5}

Stress is caused Anxiety is stress that
by an existing continues after the
stress-causing stressor is gone
factor or
"stressor”
FADAM.

STRESS AND ANXIETY:

A Neurotic disorders are basically related to stress, reaction to stress and individual proneness
to anxiety. Interestingly, both stress and coping have close association withcsidizical

factors. Culture canffect symptom presentation and explanation of the illness, culture can
affect epidemiology, phenomenology as well as treatment outcome of psychiatric iliness

especially anxiety dorders.
A Whether an event is perceived as stressful depends on the nafuteeevent and on the

person's resources, psychological defences, and coping

Impact of Stress and Anxlety

Stress & Anxiety sufferers have other
pyry  ailments at a higher rate than the

general population: W Augiety Sufferers
Adt Popalation

- 4%
Acid  Allergy Backache Asthma Fatigue Migraines
Reflux Source: MARS 2003 OTCDTC Survey: approx 21,000 reponses

echanisms.{t,
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SYMPTOMS OF ANXIETY

The experience of anxiety has two components: the awareness of the physiological sensations
(e.g., palpitations and sweating) and the awarssef being nervous or frightened.

DIARRHOEA
SYNCOPE | /..,,DIZZINESS

TINGLING IN

EXTREM ETIES,\:\ __fALPITATIONS

"

MOTOR AND

UPSET STOMACH_ VISCERAL _HYPERHIDROSIS
EFFECTS
L \\\
TREMORS / “HYPERTENSION
TACHYCARDIA URINE- FREQUENCY ,

\!
RESTLESSNESS URGENCY

In addition to motor and visceral effects, anxiety affects thinking, perception, and learning.

It tends to produce confusion and distortions of perception, not only of time and space but also
of persons and the namings of events. These distortions can interfere with learning by lowering
concentration, reducing recall, and impairing the ability to relate one item to another, that is, to

make associations.
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APPREHENSION

/

HYPERVIGILANCE UNEASINESS

INSECURITYv /PALPITATIONS

NERVOUS
AVOIDANCE SYSTEM RESTLESSNESS
AFFECTIONS

e
e
DESIRE TO ESCAPE \ IRRITABILITY
FEAR OF DEATH CONFUSION

NERVOUSNESS

A Emotional effectsmay include "feelings of appreheasior dread, trouble
concentrating, feeling tense or jumpy, anticipating the worst, irritability, restlessness,
watching (and waiting) for signs (and occurrences) of danger, and, feeling like your
mind's gone blank" as well as "nightmares/bad dreams, ibessbout sensatiordeja
vu, a trapped in your mind feeling, and feeling like everything is scary."

A Cognitive effectsof anxiety may include thoughts about suspected dangers, such as

fear of dying. "...fear that the chest pains [a physical symptom of anxiety] are a deadly

heart attack or that the shooting pains in your head [another physical symptom of anxiety]

are the result of a tumor or aneurysm. An intense fear when you think of dyiyau

may think of it more often than normal, or

A Behavioral effectsmay include withdrawal from situations where unpleasant effects
of anxiety have been experienced in the gasan also be affected in ways which
include changes in sleeping patterns, nail biting and increased motor tension, such
as foot tapping.{10}
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CLASSIFICATION OF ANXIETY DISORDERS:

(1) PANIC DISORDER WITH OR WITHOUT AGORAPHOBIA;
(2)AGORAPHOBIA WITH OR WITHOUT PANIC DISORDER;
(3) SPECIFIC PHOBIA;

(4) SOCIAL PHOBIA;

(5) OBSESSIYEEOMPULSIVE DISORDER (OCD);

(6) POSTTRAUMATIC STRESS DISORDER (PTSD);

(7) ACUTE STRESS DISORDER; and

(8) GENERALIZED ANXIETY DISORDER.

Despite their different forms, all anxiety disorders share one thing in compemsistent and
often overwhelming fear or worry. The frequency and intensity tifese fears can be
immobilizing, distressing, and disruptive. Characteristics of an anxiety disorder include:

f Anxiety which is constant, unrelenting, and atbnsuming

Anxiety which causes selimposed isolation or emotional withdrawal

1 Anxiety which interferes with normal activities like going outside or interacting with
other people

]

The toll an anxiety disorder can lead to other problems as well, such as l@stseln,
depression, and alcoholism. Anxiegn also negatively impact work amekrsonal
relationshipg6}

EPIDEMIOLOGY:

The anxiety disorders make up one of the most
common groups of psychiatric disorders.

The National Co morbidity Study reported that on
of four persons met the diagnostic criteria for at
least one anxiety disorder .Women (30.5 percent
lifetime prevalence) are more likely to have an
anxiety disorder than are men (19.2 percent
lifetime prevalence)The prevalence of anxiety
disorders decreasewith higher socioeconomic
status. This pie diagram shows the prevalence of
anxiety disorders as compared to other psychiatr
disorders.
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Sex ratio for anxiety disorders

The femaleto-male ratio for any lifetime anxiety disorder is 3:2

Female to male gender ratio for anxiety disorders
O 05 1 15 2 25 3

Pani 1
disecl)r;ldcer ' l
B | i

Agoraphobia -

Generalized ]
anxiety g ‘
Any anxiety -l I
disorder |
Social -|* l
phobia L

Simple phobia

Anxiety. Chartfsowing the femaleto-male sex ratio for anxiety disorders. Adapted from Kessler
et al, 1994
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STATISTICS :Year 2€X0D8

Adults with Anxiety Disorders (in Millions)

Specific Phobia e 49,2
Social Phobia [ 15

PTSD [ 7.7

GAD" 68
Panic Disorder ﬁﬁ

ocp™ [EEEN2.2

0 5 10 15 20 25

*Post Traumatic Stress Disorder
**Generalized Anxiety Disorder
**Obsessive Compulsive Disorder

{10}

Mental Disorders Among Adults Aged 18 and Older in the
Past Year, by Sex, 2001-03

Source: National Comorbidity Survey Replication (NCS-R)

Any Anxiety
Desorder*

230

Specific Phobia

Saocial Phobia
Post-Traumabc
Stress Dsorder

Generalzed
Anxiety Dsorder
Any Mood
Disarder**

Major Depressive
Dsorder

Bipolar Disorders

| |

5 10 15 20 25
Percent of Population

*Anxiety dsorders include panic disorder, phobias, obsessive-compulsive disorder. and generalized anxiety

disorder. **Mood disorders include major depressive disorder, bipolar disorders, and dysthymia

Facts about anxiety disorders from the National Institute of Mental Hea{tlMH):

1 Most people with one anxiety disorder albave another anxiety disorder.
1 Anxiety disorders frequently eoccur with depressive disorders or substance abuse.
1 Nearly 3/4 of those with an anxiety disorder have their first episode by age{2Tp.

32



Age distribution for anxiety disorders:

Mean Age of Onset

35

30 OSeparation

H Simple phobia
HAny anxiety

O Social phobia
EOCD

H Agoraphobia
EPTSD

OPanic

O GAD

Mean Age

Most anxiety disorders begin in childhood céescence, and early adulthoo8eparation anxie
is an anxiety disorder of childhood that often includes anxiety related to going to school. T
disorder may be a precursor for adult astyi disorders.

Panic disorder demonstrates a bimodal age of onset in the NCS study in the age «
15-24 years and 454 years. The age of onset for OCD appears to be in the mid 2(
early 30s.

Most social phobias begin before age 20 years (medjarat illness onset, 16 years.

Agoraphobia usually begins in late adolescence to early adulthood (median age a
onset, 29 year}.

In general, specific phobia appears earlier than social phobia or agoraphobia. The
onset depends on tparticular phobia. For example, animal phobia is most commoil
the elementary school level and appears at a mean age of 7 years; blood phobia i
a mean age of 9 years; dental phobia appears at a mean age of 12 years; and
claustrophobia appearsamean age of 20 years. Most simple (specific) phobias de
during childhood (median age at illness onset, 15 ) and eventually disappear. Tho
persist into adulthood rarely go away without treatment. {11}
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MENTAL HEALTH CENSUS

Disorder Lifetime Prevalence (%)
A Any anxiety disorder 28.8
Panic disorder 4.7
Agoraphobia without panic 1.4

Specific phobia 12.5
Social phobia 12.1
Generalized anxiety disorder 5.7
Posttraumatic stress disorder 6.8
Obsessiveompulsive 1.6
Separation anxiety 5.2
A Mood disorder 20.8
Major depression 16.6
Dysthymia 2.5
Bipolar I or I 3.9
A Impulse-control disorder 24.8
Oppositionaldefiant disorder 8.5
Conduct disorder 9.5
Attention-deficit hyperactivity 8.1
Intermittent explosive 5.2
Substance disorder 14.6
Alcohol abuse 13.2
Alcohol dependence 54
Drug abuse 7.9
Drug dependence 3.0

Ronald C. Kessler, M.D., Harvard Univer§dy
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PATHOPHYSIOLOGY:

A The brain atuits and regions associated with anxiety disorders are beginning to be
understood with the development of functional and structural imaging.

A The brain amygdala appears key in modulating fear and anxiety. Patients with anxiety
disorders often show heigtened amygdala response to anxiety cues. The amygdala and other
limbic system structures are connected to prefrontal cortex regions. Hyperresponsiveness of
the amygdala may relate to reduced activation thresholds when responding to perceived
social threat.

A In the central nervous system (CNS), the major mediators of the symptoms of anxiety
disorders appear to baorepinephrine, serotonin, dopamine, and gamrreminobutyric acid
(GABA)Other neurotransmitters and peptides, such as corticotragteasing fawr, may be
involved. Peripherally, the autonomic nervous system, especially the sympathetic nervous
system, mediates many of the symptoms.

ADevel opment of anxiety disorders depends
history, and psychological prodilA person with anxiety is biologically vulnerable to
stress and is thus more susceptible to environmental stimuli than others.

A ROLE OF AMYGDALA IN ANXIETY : Changes in the amygdala portion of the
brain (also known as t Bkearchhwitreregardscoeanxietg. Thé ) i
amygdala regulates memory, as welfes andother emotions.It also startshain

reactionthat produces physical responses to stressful events, such as increases in heart
rate and blood pressure. Some research iredichat for the person with an anxiety

disorder, the amygdala is very sensitive to unfamiliar situations and responds
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