
Psychepedia psychepedia.arabpsychology.com

Anxiety Disorders in Adults:
Symptoms & Treatment

Authored by

mohammed looti

November 6, 2025

RECOMMENDED CITATION

mohammed looti (2025). Anxiety Disorders in Adults: Symptoms & Treatment. Psychepedia.

Retrieved from https://psychepedia.arabpsychology.com/?p=19808

ARABPSYCHOLOGY.C
OM

https://psychepedia.arabpsychology.com/?p=19808
https://psychepedia.arabpsychology.com/?p=19808
https://psychepedia.arabpsychology.com/?p=19808
https://psychepedia.arabpsychology.com
https://psychepedia.arabpsychology.com


Anxiety Disorders in Adults: Symptoms & Treatment 2

Psychepedia psychepedia.arabpsychology.com

Introduction and Definition

Adult Anxiety Related Emotional Disorders represent a broad category of psychopathology

characterized fundamentally by excessive fear, worry, or anxiety that is persistent, pervasive, and

disproportionate to the actual threat posed by circumstances. This group of disorders differs

significantly from normative, transient anxiety--a natural and often adaptive response to danger--by

becoming chronic, debilitating, and interfering substantially with daily functioning, occupational

performance, and interpersonal relationships. The core emotional disturbance involves a future-

oriented apprehension and avoidance behavior, often stemming from an overestimation of risk and

an underestimation of coping resources. Understanding these disorders requires recognizing the

interplay between cognitive distortions, physiological hyperarousal, and behavioral avoidance

patterns that serve to maintain the cycle of anxiety, thereby cementing the disorder within the

individual's psychological framework and necessitating clinical intervention for remediation.

The psychological distress experienced by individuals suffering from these conditions is profound,

moving beyond mere nervousness into realms of intense dread, panic, and physical discomfort.

Symptoms frequently manifest somatically, including but not limited to palpitations, shortness of

breath, dizziness, muscle tension, and gastrointestinal distress, often leading sufferers to initially

seek medical attention for presumed physical ailments before a psychiatric diagnosis is

considered. These disorders are among the most common mental health conditions globally,

affecting a significant portion of the adult population across the lifespan, and often presenting early

in adolescence or young adulthood. Recognizing the complexity of the symptom presentation--

which frequently masks underlying emotional avoidance--is crucial for accurate assessment and

the development of targeted therapeutic strategies designed to challenge entrenched patterns of

worry and fear.

Furthermore, the concept of "emotional disorders" emphasizes the affective dysregulation

inherent in these conditions, distinguishing them from purely cognitive or behavioral disorders.

While cognitive restructuring and exposure are critical treatment components, the primary struggle

involves managing intense, unwanted emotional states. These disorders are defined not only by

the presence of anxiety but also by the impairment they cause, which can range from mild

restriction of activities to complete functional incapacity, such as being housebound due to severe

agoraphobia or unable to maintain employment due to chronic social anxiety. The severity and

chronicity mandate a clear diagnostic framework, such as that provided by the Diagnostic and

Statistical Manual of Mental Disorders, Fifth Edition (DSM-5), to differentiate between specific

anxiety diagnoses and to guide effective, evidence-based care.

Classification and Diagnostic Criteria (DSM-5 Context)

Prior to the publication of the DSM-5, the classification of anxiety disorders was often intertwined
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with conditions now recognized as distinct categories, particularly Obsessive-Compulsive Disorder

(OCD) and Posttraumatic Stress Disorder (PTSD). The DSM-5 introduced a significant

restructuring, creating separate chapters for Anxiety Disorders, Obsessive-Compulsive and

Related Disorders, and Trauma- and Stressor-Related Disorders. This shift refined the

understanding of anxiety disorders as conditions centrally defined by the experience of excessive

fear and anxiety, along with related behavioral disturbances, excluding those where the primary

pathology is intrusive thoughts (OCD) or re-experiencing trauma (PTSD). The DSM-5 classification

includes diagnoses such as Separation Anxiety Disorder, Selective Mutism, Specific Phobia, Social

Anxiety Disorder, Panic Disorder, Agoraphobia, Generalized Anxiety Disorder (GAD), and

Substance/Medication-Induced Anxiety Disorder, each possessing unique diagnostic criteria

regarding symptom duration, context, and required impairment.

The diagnostic standard for most adult anxiety disorders mandates that the symptoms must persist

for a specified minimum duration--typically six months for GAD and Specific Phobias, though

shorter for Panic Disorder--and must not be attributable to the physiological effects of a substance

or another medical condition. Crucially, the anxiety, fear, or avoidance behavior must cause

clinically significant distress or impairment in social, occupational, or other important areas of

functioning. For instance, a diagnosis of Panic Disorder requires recurrent, unexpected panic

attacks, followed by at least one month of persistent worry about additional attacks or significant

maladaptive change in behavior related to the attacks. This focus on the secondary impairment

caused by the attacks highlights the functional definition of the disorder, moving beyond the mere

occurrence of acute symptoms.

Furthermore, the DSM-5 places emphasis on specifying whether the anxiety is situationally bound

or cued versus uncued or unexpected, which is particularly relevant in differentiating Panic

Disorder from other anxiety manifestations. For example, in Specific Phobia, the fear and anxiety

are tightly circumscribed to a particular object or situation, while in GAD, the worry is global,

excessive, and difficult to control, spanning multiple domains of life (e.g., health, finances, work,

family). This careful delineation ensures that clinicians can apply the most appropriate differential

diagnosis, recognizing that while all these disorders share the element of pathological anxiety, their

underlying mechanisms and required therapeutic exposures differ substantially. The rigorous

criteria help avoid misdiagnosis, especially distinguishing anxiety from depressive disorders, which

frequently co-occur but require distinct primary treatment targets.

Etiological Factors: Biological and Environmental Contributions

The etiology of adult anxiety disorders is complex and multifactorial, best understood through a

biopsychosocial model that integrates genetic predisposition, neurobiological functioning,

psychological vulnerabilities, and environmental stressors. Genetically, anxiety disorders

demonstrate moderate heritability, suggesting that individuals inherit a general vulnerability to
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anxiety rather than a specific disorder. Studies involving twin and family analyses have indicated

that approximately 30-40% of the variance in anxiety traits can be attributed to genetic factors.

These inherited vulnerabilities often manifest as traits like behavioral inhibition, neuroticism, and

heightened sensitivity to threat, which predispose an individual to developing a full-blown anxiety

disorder when confronted with significant life stressors or adverse environmental conditions later in

life.

Neurobiologically, dysregulation within specific neural circuits is strongly implicated. The central

role is often assigned to the amygdala, the brain structure crucial for processing fear and

emotional memory, and its connectivity with the prefrontal cortex (PFC), which regulates emotional

responses. In individuals with chronic anxiety, there is often evidence of an overactive amygdala

response to perceived threats and an insufficient inhibitory control exerted by the PFC, leading to

heightened vigilance and exaggerated fight-or-flight responses. Key neurotransmitters, including

gamma-aminobutyric acid (GABA), serotonin, and norepinephrine, are also centrally involved. For

instance, GABA, the primary inhibitory neurotransmitter, plays a critical role in calming neural

activity; dysfunction in GABAergic systems is a major target for anxiolytic medications like

benzodiazepines, underscoring its importance in modulating anxiety states.

Environmental and psychological factors are equally critical in the development and maintenance

of these disorders. Early life experiences, such as parental overprotection, exposure to traumatic

events, or chronic stress, can shape cognitive schemas that promote anxiety. The cognitive model

of anxiety suggests that sufferers possess biased information processing, specifically attending to

threat cues, interpreting ambiguous information negatively, and catastrophizing potential

outcomes. Furthermore, learning theories, particularly classical and operant conditioning, explain

how fears are acquired (e.g., through a traumatic event) and maintained (e.g., through avoidance

behavior that negatively reinforces the fear). The avoidance cycle is a powerful maintaining factor,

as it prevents the individual from learning that the feared situation is actually safe, thus preserving

the catastrophic belief and solidifying the disorder.

Specific Manifestations: Generalized Anxiety Disorder (GAD) and Social

Anxiety Disorder (SAD)

Generalized Anxiety Disorder (GAD) is characterized by persistent, excessive, and uncontrollable

worry concerning a number of events or activities, such as work performance, health, or financial

matters, occurring more days than not for at least six months. The worry associated with GAD is

typically pervasive and difficult to manage, often described as "free-floating" or a constant mental

churning that the individual finds exhausting. Accompanying symptoms include restlessness or

feeling keyed up, being easily fatigued, difficulty concentrating, irritability, muscle tension, and

sleep disturbance. Unlike the episodic panic attacks of Panic Disorder, GAD is a chronic state of

low-level, high-impact anxiety that significantly reduces quality of life and often co-occurs with
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major depressive disorder, complicating both diagnosis and treatment planning due to the

overlapping nature of fatigue and concentration difficulties.

In contrast, Social Anxiety Disorder (SAD), previously known as social phobia, involves marked

fear or anxiety about one or more social situations in which the individual is exposed to possible

scrutiny by others. The core fear is centered on being negatively evaluated, judged,

embarrassed, or humiliated. Common feared situations include public speaking, eating in public,

initiating conversations, or attending social gatherings. The social situation almost invariably

provokes anxiety, which may take the form of a situationally bound panic attack, and the situations

are actively avoided or endured with intense dread. For a diagnosis to be met, the fear must be out

of proportion to the actual threat posed by the situation and must persist for six months or more.

The severity of SAD can range from performance-only anxiety (e.g., fear limited to speaking or

performing in public) to generalized SAD, where fear encompasses most social interactions,

leading to severe social isolation and occupational limitations.

The primary difference between GAD and SAD lies in the focus of the anxiety. GAD involves

global, non-specific worry about future events and competence, whereas SAD is focused

specifically on the fear of negative social judgment and performance failure in front of others.

Treatment approaches reflect this distinction: GAD often benefits from cognitive restructuring

focused on challenging the utility and content of the worry itself, while SAD requires targeted

exposure therapy involving systematic confrontation of feared social situations to dismantle the

avoidance cycle and correct distorted beliefs about social competence and acceptance. Both

disorders, however, share the common mechanism of avoidance, which, while providing immediate

relief, serves to maintain the long-term pathology and must be systematically addressed for

recovery.

Specific Manifestations: Panic Disorder and Agoraphobia

Panic Disorder is defined by recurrent, unexpected panic attacks, which are abrupt surges of

intense fear or discomfort that peak within minutes and are accompanied by four or more specific

physical and cognitive symptoms. These somatic manifestations often include heart palpitations,

sweating, trembling, sensations of shortness of breath, chest pain, nausea, dizziness, chills or heat

sensations, paresthesias, derealization or depersonalization, fear of losing control, or fear of dying.

The unexpected nature of these attacks--meaning they occur without an obvious trigger--is crucial

for the diagnosis, distinguishing them from cued attacks common in Specific Phobias or SAD.

Following the initial attack, the diagnosis requires at least one month of persistent worry about

having additional attacks or their consequences, or a significant maladaptive change in behavior

related to the attacks, such as adopting safety behaviors or avoidance.

Agoraphobia, which is now classified as a distinct disorder in the DSM-5 but frequently co-occurs
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with Panic Disorder, involves marked fear or anxiety about two or more specific situations: using

public transportation, being in open spaces (e.g., parking lots, bridges), being in enclosed places

(e.g., theaters, shops), standing in line or being in a crowd, or being outside of the home alone.

The individual fears these situations because escape might be difficult or unavailable, or help

might not be accessible should they develop panic-like symptoms or other incapacitating or

embarrassing symptoms. This fear leads to extensive avoidance, sometimes rendering the

individual completely homebound, or requiring the presence of a trusted companion to venture out.

The severity of agoraphobia is measured by the degree of avoidance and the resulting functional

impairment, which can be catastrophic for independence and quality of life.

The relationship between Panic Disorder and Agoraphobia is historically and clinically significant.

While many individuals with Agoraphobia have a history of Panic Disorder, Agoraphobia can

develop independently, particularly in response to other forms of incapacitating fear or physical

illness. The avoidance behavior inherent in Agoraphobia is a direct consequence of the fear of

bodily sensations and the subsequent catastrophic interpretation that those sensations signal

immediate danger (e.g., a heart attack or fainting). Treatment for both conditions heavily relies on

interoceptive exposure (for panic disorder) and in vivo exposure (for agoraphobia), aimed at

habituating the individual to feared bodily sensations and environmental cues, thereby challenging

the catastrophic misinterpretations and demonstrating that the feared outcomes do not materialize.

Obsessive-Compulsive and Trauma-Related Considerations

As noted in the discussion of classification, the DSM-5 recognized the distinct phenomenology of

Obsessive-Compulsive Disorder (OCD) and Trauma- and Stressor-Related Disorders, moving

them out of the primary Anxiety Disorders category. However, these conditions remain critically

related to anxiety and emotional dysregulation. OCD is characterized by the presence of

obsessions (recurrent and persistent thoughts, urges, or images that are intrusive and unwanted)

and/or compulsions (repetitive behaviors or mental acts aimed at reducing anxiety or preventing a

dreaded event). While the driving force behind the compulsion is often the reduction of anxiety

generated by the obsession, the primary pathology is the intrusive thought process itself,

differentiating it from the generalized worry of GAD or the environmental fear of phobias.

Similarly, Posttraumatic Stress Disorder (PTSD) and Acute Stress Disorder (ASD) involve intense

fear and anxiety, but these emotional responses are clearly linked to exposure to actual or

threatened death, serious injury, or sexual violence. The symptoms of PTSD--re-experiencing the

trauma, avoidance of associated stimuli, negative alterations in cognitions and mood, and

alterations in arousal and reactivity--are reactions specifically tied to the traumatic event. While the

resulting hyperarousal and exaggerated startle response mimic general anxiety symptoms, the

etiology and the requirement for trauma-focused interventions (such as Prolonged Exposure or

Eye Movement Desensitization and Reprocessing, EMDR) distinguish it from the disorders where
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anxiety arises from internal, spontaneous processes or generalized life worries.

Clinicians must carefully differentiate between these related but separate categories, particularly

because high comorbidity exists. For example, severe panic attacks can be triggered by trauma

reminders, blurring the lines between Panic Disorder and PTSD. Likewise, excessive worry in GAD

can sometimes take on obsessive qualities, necessitating careful assessment to determine

whether the symptoms meet the threshold for OCD. The distinction is paramount because the first-

line treatments vary significantly; for instance, Exposure and Response Prevention (ERP) is the

gold standard for OCD, while Cognitive Behavioral Therapy (CBT) and medication management

targeting serotonin reuptake are standard for GAD and SAD, illustrating the need for precise

diagnostic specificity despite the shared affective component of anxiety.

Comorbidity and Differential Diagnosis

A defining characteristic of adult anxiety related emotional disorders is their high rate of

comorbidity, both within the anxiety spectrum and with other major psychiatric conditions. It is

estimated that a majority of individuals who meet criteria for one anxiety disorder will meet criteria

for at least one other anxiety disorder during their lifetime. For example, Panic Disorder frequently

co-occurs with Agoraphobia and Specific Phobias. Furthermore, the lifetime comorbidity between

anxiety disorders and Major Depressive Disorder (MDD) is exceptionally high, often exceeding

50%. This high overlap suggests shared underlying genetic or environmental vulnerabilities,

sometimes referred to as the "p factor" of psychopathology, or that chronic anxiety leads to

secondary depression due to the functional limitations and constant distress imposed by the

disorder.

Differential diagnosis requires careful exclusion of medical conditions that can mimic anxiety

symptoms, such as hyperthyroidism, cardiac arrhythmias, pheochromocytoma, and certain

neurological conditions. A thorough medical workup is therefore essential before confirming a

primary psychiatric diagnosis, especially when symptoms include prominent somatic

manifestations like heart palpitations or tremors. Furthermore, the clinician must distinguish

between anxiety disorders and substance-induced anxiety, which can arise from intoxication or

withdrawal from substances such as caffeine, stimulants, or alcohol. The timing and context of the

anxiety relative to substance use are key discriminators in this process.

When differentiating anxiety disorders from mood disorders, the clinician focuses on the temporal

sequence and the primary emotional state. While both share symptoms like fatigue and

concentration problems, anxiety disorders are fundamentally driven by worry, fear, and

hyperarousal, whereas depression is characterized by anhedonia, low mood, and vegetative

symptoms. If anxiety symptoms occur only during a depressive episode, the anxiety may be

considered an associated feature of the depression rather than a separate anxiety disorder.
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However, if the anxiety precedes the depression or occurs independently, both diagnoses should

be assigned, recognizing that treating the anxiety often improves the depressive symptoms,

highlighting the need for a comprehensive, integrated treatment plan.

Comprehensive Treatment Approaches

Effective treatment for adult anxiety disorders is typically multimodal, integrating pharmacological

interventions, evidence-based psychotherapy, and lifestyle modifications. The undisputed gold

standard psychological treatment for nearly all anxiety disorders is Cognitive Behavioral Therapy

(CBT), often specifically tailored to the disorder. CBT components include psychoeducation,

cognitive restructuring to challenge distorted threat appraisals, and, critically, exposure therapy.

Exposure involves systematic and gradual confrontation with the feared object, situation, or internal

sensation, allowing for habituation and corrective learning, thereby extinguishing the fear response.

For instance, Specific Phobia requires in vivo exposure, while Panic Disorder necessitates

interoceptive exposure.

Pharmacological management often utilizes Selective Serotonin Reuptake Inhibitors (SSRIs)

and Serotonin-Norepinephrine Reuptake Inhibitors (SNRIs) as first-line agents. These medications

work by modulating key neurotransmitter systems implicated in anxiety regulation and have

demonstrated efficacy across GAD, SAD, and Panic Disorder. While benzodiazepines provide

rapid anxiolytic relief, their use is generally limited to short-term intervention due to the risk of

dependence, withdrawal symptoms, and interference with the learning processes necessary for

effective exposure therapy. The choice of medication is tailored to the specific disorder profile,

patient tolerance, and consideration of potential side effects, often requiring several weeks to

achieve full therapeutic effect.

Beyond traditional CBT and pharmacotherapy, adjunctive treatments play an important role.

Mindfulness-Based Stress Reduction (MBSR) and Acceptance and Commitment Therapy (ACT)

offer alternatives or complements to traditional cognitive restructuring, focusing on reducing

experiential avoidance and increasing psychological flexibility--the ability to remain in contact

with the present moment regardless of unpleasant thoughts or feelings, while still pursuing value-

driven actions. Furthermore, lifestyle adjustments, including regular physical exercise, adequate

sleep hygiene, and reduction of caffeine and alcohol intake, are essential supportive measures, as

they directly impact the physiological arousal and distress that characterize anxiety disorders,

fostering resilience and supporting long-term recovery.
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