ANXIETY DISORDERS

General:
Affects about 1 in 7 people and the global economic burden is immense.  It is estimated to cost the UK £5.6 billion per year.
Diagnosis:
Most patients present with a number of ill-defined anxiety syndromes and for this reason the condition is under-diagnosed.  The Anxiety Screening Questionnaire has been shown to be an effective tool for diagnosing anxiety disorders in Primary care.
Spectrum of Disorders:
     Generalized Anxiety Disorder: 
Anxiety is present all the time.  It is not restricted to particular situations, but is worse in times of stress.  It is often present from late childhood or early adolescence.  (“I’ve always been nervous.”)  Patients tend to have a long history of frequent presentation for multiple symptoms.
     Panic Disorder: 
The key feature is panic attacks that occur out of the blue with no identifiable trigger.  Most of us recognise symptoms of hyperventilation, sweating and palpitations, but subtler ones occur, e.g. depersonalisation.  
     Social Phobia: 
Characterised by severe or persistent fear of social or performance situations.  It differs from panic attack in that it is associated with a specific situation.  Most will have anxiety symptoms in most social situations but 20% have it in specific situations such as eating in public. 
     Specific Phobia:
This is an extreme and persistent fear of highly specific objects or situations, e.g. spiders, flying, heights…. 
     Obsessive-Compulsive Disorder:
Usually the patient has insight into the abnormal nature of their behaviour but are unable to prevent it.  Rituals are a feature of these under stress.
     Post-Traumatic Stress Disorder:
This occurs after exposure to a traumatic event outside of the range of normal human experience, something that would be markedly upsetting to almost anyone. 
Investigations:
There are few investigations of genuine value for patients presenting with anxiety.  If an underlying condition is clinically suggested, thyroid function test and possibly serum calcium levels could be useful.
Management:
Effective treatment is dependent on identifying the particular sub-type of anxiety that the patient is experiencing.  Realistically, listening empathetically and acknowledging the patient’s fears can do a lot to reduce their anxiety, e.g. reassuring them that the chest pain they feel is not caused by heart disease, or that panic attacks, although frightening, cannot actually harm you.
     Acute stress reaction:  brief courses of benzodiazepines are extremely effective.  Because of the risk of dependence they should only be used for a few weeks at most and doses tapered at the end of treatment.
     Generalised Anxiety Disorder:  A recent meta-analysis has shown that cognitive therapy is clearly beneficial, and buspirone and certain antidepressants are “probably” beneficial.  Benzodiazepines are unlikely to help, and antipsychotics and beta-blockers are not known to be effective. 
     Panic Disorder:  SSRIs are extremely effective in panic disorder.  For the first two weeks of treatment however, they may make symptoms slightly worse.  Beta-blockers can reduce the severity of attacks and this often means the patient can them regain control. 
     Social Phobia:   Drug treatment is of limited benefit.  Paroxetine, moclobemide and phenelzine have all been shown (in some studies) to be effective.  Cognitive and cognitive-behavioural therapy is most effective.
     Obsessive-Compulsive Disorder:  Medication (clomipramine or SSRIs) with behavioural, cognitive-behavioural and cognitive therapy are the mainstay of treatment.
     Post-Traumatic Stress Disorder:  Confidential counselling, antidepressants, and (in the short term) benzodiazepines have all been shown to be of some help.
     Specific Phobias:  Psychological treatment and desensitisation are the mainstay of therapy.
Psychological Treatments of Anxiety:

These treatments are time-consuming and patients need to be well motivated.  Accessibility is a problem as there are few Clinical Psychologists in each Trust. A number of specific therapies are used:
     Problem-solving therapy
     Cognitive and/or behavioural therapy
     Anxiety management
     Formal psychotherapy
Problem-solving therapy: 

The patient is helped to identify key problems and to clarify goals.  One by one ways are worked out to achieve each goal, and progress is reviewed regularly.  Finally, the patient is taught to apply these techniques to future problems.  It is a particularly beneficial method in social phobia management.
Cognitive Therapy: 

This is designed to alter the patient’s patterns of thinking, their attitudes, and their beliefs which perpetuate their anxiety disorder.  This is done by helping the patient to recognise abnormal patterns of thinking and how these influence their symptoms.  Patients are then encouraged to challenge these patterns of thinking and replace them with alternative patterns which allow more constructive outcomes.
Behaviour Therapy:

This is the treatment of choice for panic and phobic disorders, post-traumatic stress, and obsessive-compulsive disorders.  The main aim is to change the abnormal behaviour (which is normally avoidance or over-indulgence) by recognising the anxious stimulus and overcoming it.  A lot of time is spent in relaxation therapy and also in analysing the aberrant behaviour itself.  The patient is encouraged to experience the anxious stimulus in a graded (controllable) way.
Cognitive-Behavioural Therapy:

This uses cognitive and behavioural therapy together.  For instance, a patient with a panic disorder usually has irrational fears and therefore develops an avoidance strategy to cope.  This can be successfully treated by dealing with the irrational fears cognitively, and the avoidance behaviour with behavioural therapy, such as graded exposure to the fear.
Anxiety Management:

Combines relaxation, cognitive therapy and distraction to reduce the severity of anxiety attacks.  Often encouraging the patient to understand the physiology of the attacks is helpful.
ANXIETY  CASE  STUDIES
Case 1:
VT is a 56 year old married man who first comes to see you shortly after you joined the practice, in 1995.  You can see that he is a frequent attender with a diverse number of physical ailments.  These include recent investigations for palpitation, chest pains, tingling fingers, headache, blurred vision, constipation, diarrhoea, insomnia, and a variety of skin moles.  Today he is concerned because of pains in every joint of his body, which have “been there for quite a while.”
On examination he is clearly anxious, sweating, slightly shaky, and has a forlorn expression on his face.  On enquiry he explains, “Oh, it’s just nerves, I’ve had them all my life.”
Case 2:
AH is a 53 year old school teacher, he’s been in the job for 30 years.  He presents today in surgery slightly apprehensively before bursting into tears, saying that “he can’t face going to work anymore.” 
It transpires that last year he was looked over for promotion to head of department.  When he discussed this with the head teacher it was explained to him that he lacked the leadership qualities necessary to run a department.  Moreover, the last school inspection had questioned his teaching ability as well.  Since this episode his confidence was severely affected.  He started to get shaky and anxious when he stood in front of the class.  He developed “butterflies” in his stomach and palpitations.  As time went on the situation steadily worsened.  He developed dry mouth, sweating, a feeling like he was at the back of the class watching himself.  In time he started to get these feelings every Sunday night before school.  The only way he could sleep on Sunday night was to drink heavily in the evening.
Today, while driving to school, he had to pull the car over.  He felt a total panic overwhelm him and knew he wouldn’t be able to control the vehicle.  He vomited.  He had a sense of complete doom.  He was light-headed, had a terrific pounding in his chest, he couldn’t breathe.  He eventually turned the car around and drove home. 
Case 3:
KB is a vivacious 23 year old girl.  She attends surgery today because yesterday evening she had what she thinks was a heart attack.  She was lying in bed when suddenly she couldn’t get her breath, her heart started pounding, she was unable to swallow, she started shaking uncontrollably and her fingers were tingling.  She was only able to get herself better by hanging her head out of the window and gulping fresh air.  She laughs and says she knows it wasn’t a heart attack, but it scared her stiff and she wants to know what it was, and what she can do about it.
Physical examination is entirely normal, moreover, she is relaxed and appropriate in her mood.
Case 4:
RB is a 22 year old taxi driver.  He is brought to you by his girlfriend “because he’s going mad.”  For the last few months he has become preoccupied by the worry that he has run someone over.  Initially this led to him constantly checking his rear vision mirror to make sure nobody was lying on the road behind him.  For the last four weeks every time he has driven he has felt compelled to re-drive the route to make sure there is nobody lying injured in the road.  He realises this is “insane” but he has to do it.  Things came to a head yesterday when he drove from the Pines to Brackla (2 km) and it took him two and a half hours.
On examination he comes across as anxious and concerned.  His mood is normal, there is no evidence of any thought disorder.  He has had problems with generalised anxiety since childhood.
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