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PART 17
Neurologic Disorders

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 individual 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): (1) restlessness or feeling keyed up or on edge;
(2) being easily fatigued; (3) difficulty concentrating or mind going blank;
(4) irritability; (5) muscle tension; (6) sleep disturbance (difficulty falling or
staying asleep, or restless, unsatisfying sleep).
D. The anxiety, worry, or physical symptoms cause clinically significant distress or impairment in social, occupational, or other important areas of
functioning.
E. The disturbance is not attributable to the physiologic effects of a substance (e.g., a drug of abuse, a medication) or another medical condition
(e.g., hyperthyroidism).
F. The disturbance is not better explained by another mental disorder (e.g.,
anxiety or worry about having panic attacks in panic disorder, negative evaluation in social anxiety disorder [social phobia], contamination
or other obsessions in obsessive-compulsive disorder, separation from
attachment figures in separation anxiety disorder, reminders of traumatic
events in posttraumatic stress disorder, gaining weight in anorexia nervosa, physical complaints in somatic symptom disorder, perceived appearance flaws in body dysmorphic disorder, having a serious illness in illness
anxiety disorder, or the content of delusional beliefs in schizophrenia or
delusional disorder).
Source: Diagnostic and Statistical Manual of Mental Disorders, 5th ed. Washington, DC,
American Psychiatric Association, 2013.

PHOBIC DISORDERS
Clinical Manifestations The cardinal feature of phobic disorders is a
marked and persistent fear of objects or situations, exposure to which
results in an immediate anxiety reaction. The patient avoids the phobic
stimulus, and this avoidance usually impairs occupational or social
functioning. Panic attacks may be triggered by the phobic stimulus
or may occur spontaneously. Unlike patients with other anxiety disorders, individuals with phobias usually experience anxiety only in
specific situations. Common phobias include fear of closed spaces
(claustrophobia), fear of blood, and fear of flying. Social phobia is
distinguished by a specific fear of social or performance situations in
which the individual is exposed to unfamiliar individuals or to possible
examination and evaluation by others. Examples include having to
converse at a party, use public restrooms, and meet strangers. In each
case, the affected individual is aware that the experienced fear is excessive and unreasonable given the circumstance. The specific content
of a phobia may vary across gender, ethnic, and cultural boundaries.
Phobic disorders are common, affecting ~7–9% of the population. Twice as many females are affected than males. Full criteria for
diagnosis are usually satisfied first in early adulthood, but behavioral
avoidance of unfamiliar people, situations, or objects dating from early
childhood is common.
In one study of female twins, concordance rates for agoraphobia,
social phobia, and animal phobia were found to be 23% for monozygotic twins and 15% for dizygotic twins. A twin study of fear conditioning, a model for the acquisition of phobias, demonstrated a heritability
of 35–45%. Animal studies of fear conditioning have indicated that
processing of the fear stimulus occurs through the lateral nucleus of
the amygdala, extending through the central nucleus and projecting
to the periaqueductal gray region, lateral hypothalamus, and paraventricular hypothalamus.
TREATMENT	

Phobic Disorders

Beta blockers (e.g., propranolol, 20–40 mg orally 2 h before the
event) are particularly effective in the treatment of “performance
anxiety” (but not general social phobia) and appear to work by
blocking the peripheral manifestations of anxiety such as perspiration, tachycardia, palpitations, and tremor. MAOIs alleviate
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social phobia independently of their antidepressant activity, and
paroxetine, sertraline, and venlafaxine have received FDA approval
for treatment of social anxiety. Benzodiazepines can be helpful in
reducing fearful avoidance, but the chronic nature of phobic disorders limits their usefulness.
Behaviorally focused psychotherapy is an important component
of treatment because relapse rates are high when medication is
used as the sole treatment. Cognitive-behavioral strategies are
based on the finding that distorted perceptions and interpretations of fear-producing stimuli play a major role in perpetuation of
phobias. Individual and group therapy sessions teach the patient
to identify specific negative thoughts associated with the anxietyproducing situation and help to reduce the patient’s fear of loss of
control. In desensitization therapy, hierarchies of feared situations
are constructed, and the patient is encouraged to pursue and master gradual exposure to the anxiety-producing stimuli.
Patients with social phobia, in particular, have a high rate of
comorbid alcohol abuse, as well as of other psychiatric conditions
(e.g., eating disorders), necessitating the need for parallel management of each disorder if anxiety reduction is to be achieved.
STRESS DISORDERS
Clinical Manifestations Patients may develop anxiety after exposure to
extreme traumatic events such as the threat of personal death or injury
or the death of a loved one. The reaction may occur shortly after the
trauma (acute stress disorder) or be delayed and subject to recurrence
(PTSD) (Table 466-6). In both syndromes, individuals experience
associated symptoms of detachment and loss of emotional responsivity. The patient may feel depersonalized and unable to recall specific
aspects of the trauma, although typically it is reexperienced through
intrusions in thought, dreams, or flashbacks, particularly when cues of
the original event are present. Patients often actively avoid stimuli that
precipitate recollections of the trauma and demonstrate a resulting
increase in vigilance, arousal, and startle response. Patients with stress
disorders are at risk for the development of other disorders related to
anxiety, mood, and substance abuse (especially alcohol). Between 5
and 10% of Americans will at some time in their life satisfy criteria for
PTSD, with women more likely to be affected than men.
Risk factors for the development of PTSD include a past psychiatric history and personality characteristics of high neuroticism and
extroversion. Twin studies show a substantial genetic influence on all
symptoms associated with PTSD, with less evidence for an environmental effect.
Etiology and Pathophysiology It is hypothesized that in PTSD there
is excessive release of norepinephrine from the locus coeruleus in
response to stress and increased noradrenergic activity at projection
sites in the hippocampus and amygdala. These changes theoretically
facilitate the encoding of fear-based memories. Greater sympathetic
responses to cues associated with the traumatic event occur in PTSD,
although pituitary adrenal responses are blunted.

TREATMENT	

Stress Disorders

Acute stress reactions are usually self-limited, and treatment typically involves the short-term use of benzodiazepines and supportive/expressive psychotherapy. The chronic and recurrent nature of
PTSD, however, requires a more complex approach using drug and
behavioral treatments. PTSD is highly correlated with peritraumatic
dissociative symptoms and the development of an acute stress disorder at the time of the trauma. The SSRIs (paroxetine and sertraline
are FDA approved for PTSD), venlafaxine, and topiramate can all
reduce anxiety, symptoms of intrusion, and avoidance behaviors,
as can prazosin, an α1 antagonist. Propranolol and opiates such as
morphine, given during the acute stress period, may have beneficial effects in preventing the development of PTSD, and adjunctive
naltrexone can be effective when comorbid alcoholism is present.
Trazodone, a sedating antidepressant, is frequently used at night

2/9/15 5:11 PM

