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Introduction
Anxiety is one of the most common mental health disorders in human beings. Indeed, it has been shown that 18.1% of Americans (USA) aged over 18 have disorders related to anxiety (Facts & Statistics, n.d.). Although it differs from more apparent illnesses like depression, bipolarity or eating disorders, it is found in different forms and the symptoms of anxiety can vary greatly for everyone. Generally speaking, anxiety can be treated in two ways, either with pharmacology or cognitive-behavioural techniques. We can see in the Diagnostic and Statistical Manual of Mental Disorders (DSM) different types of anxiety such as panic disorder, social phobia, post-traumatic stress disorder and obsessive-compulsive disorder (Bystritsy et al., 2013). The DSM is a reference manual for healthcare workers in terms of mental health. Created by the American Psychiatric Association, this book contains information such as descriptions or main symptoms of several different disorders. Since 1952, there have been five different improved versions (DSM-5: Frequently Asked Questions, n.d.). Before the DSM-V was released in 2013, five axes served to improve and simplify the prognosis and treatment choices of a disorder. Previously, anxiety disorders were found in Axis I, clinical disorders, that is, those more commonly found in the population. Axis I brought together several mental disorders that were known to have precise information on their onset and on the time required for remission (Salters-Pedneault, 2011). In the present paper, two types of anxiety disorder will be presented. First, the generalized anxiety disorder will be addressed and then the social anxiety disorder. This analysis will address the origin, causes and risks, diagnosis, and treatment in addition to presenting a case study specific to each disorder.  






GENERALIZED ANXIETY DISORDER

A)   General Information about Generalized Anxiety Disorder (GAD)

History and Origin of the disorder
The first-time anxiety and worry were codified as disorders were back in the 1st century BC by the philosopher Cicero. Around that same time, Seneca suggested that the treatment of anxiety should be done by analyzing the present, and what is happening now, rather than anticipating the future and the plausible results. During the fifth century, Caelius Aurelianus proposed panophobia, including similar terms such as pantaphobia, panphobia, as a medical disorder that represents people who worry about everything in their surroundings. Later on, in the nineteenth century, Sigmund Freud came up with the concept of anxiety neurosis, a condition that manifests itself through four principal symptoms: “general irritability, chronic apprehension/anxious expectation, anxiety attacks and secondary avoidance” (Nilsson, 2019). Freud’s conception of anxious expectations put forward symptoms such as nervousness and angst that still appear today in the general definition of a generalized anxiety disorder (GAD). Since 1980, GAD has been added to the DSM III as a diagnostic category. As time passed, Freud’s anxiety neurosis was divided into two different disorders with the help of the Research Diagnostic Criteria, namely panic disorder, and generalized anxiety disorder (Crocq, 2017). One of the reasons for this separation was that both medical conditions had different responses to treatment with medication (Nilsson, 2019). At first, this was proved by Klein who conducted research that analyzed that contrary to panic disorder, generalized anxiety disorder was not responsive to antidepressant therapy. However, Kahn et al. contradicted Klein’s theory with research that aimed to demonstrate that antidepressant therapy was also efficient for treating GAD. Since this research, this type of treatment is accepted as an effective one for generalized anxiety disorder (Crocq, 2017). As of today, GAD is likely to have a prevalence rate of 4-7%. In a study in the United States conducted by Hoge et al., they found out that the highest prevalence rate was in the age bracket of 45-59-year-old and with a percentage of 7.7% (Hoge et al, 2012).
Demographic differences about GAD
Different studies have shown that women tend to develop this condition more than men. The lifetime prevalence of GAD for women is 7% and 4% for men (Hoge et al, 2004). Some explanations for this gender difference are psychosocial and hormonal factors such as puberty, gestation as well as menopause. Also, it has been shown that in addition to presenting symptoms of generalized anxiety disorder, women also develop mood disorders while men could become more addicted to substances. About the age, even though GAD can develop at any age, the median age of onset is set at 35 years old and often following a very stressful event (Nilsson, 2019). The countries in which a person lives can also greatly affect the prevalence of GAD. Hoge et al. showed that in Brazil the percentage is 26% for women and 14% for men in terms of prevalence compared to China for which it is 2.1% for females and 1.7% for males (Hoge et al, 2004). This can be explained by the fact that in some parts of the world the population is accustomed to psychological terms and therefore the symptoms experienced are more quickly associated with anxiety. For example, in Brazil, the stress that a person experienced is directly related to the word nervousness. Conversely, in places where spirituality dominates, people are more likely to seek help from religious or spiritual counsel than from health professionals (Martinez, 2019).
Some statistics about GAD in Canada
Pelletier et al. (2017) estimated in their research that 8.7% of the Canadian population aged 15-year-old and over had affirmed having some symptoms of generalized anxiety disorder over their life (Pelletier et al., 2017). A Canadian study informs that one out of twelve humans will develop GAD during their lifetime (“Psychology Works” […], 2021). 
 B)   Causes and risks factors of the disorder
Biological Causes
Genetic
One of the first causes of generalized anxiety disorder is genetic. An individual with a carrier in his family would be at risk for GAD to develop unlike those whose disorder is not part of their genetic background. Studies on families and twins carried out in 2001 showed that generalized anxiety disorder is largely transmitted through heritability, which is an estimate of the degree of influence of genetic factors for a given phenotype. Indeed, the heritability of GAD was 32% (Hoge et al, 2012). Another research found that 20% of people with a first-degree relation to a carrier (parent, sibling, offspring) developed the disorder. Conversely, for families in the control group, the rate was only 4% (Hoge et al, 2004). Studies have shown that one third of the risk leading to a diagnosis of GAD is linked to genetics (Generalized Anxiety Disorder, n.d.).
Brain Chemistry
With the help of research, anatomical changes in the brains of people with GAD have been confirmed. GAD would be in part created by a dysregulation of the limbic system, which plays a role in the sensation of fear and the emotional evaluation of the stimuli encountered. The limbic system brings together, among others, the amygdala, and the hippocampus, two elements affecting the risk of GAD. The first element behind symptoms of generalized anxiety disorder is that neurotransmitters change the volume of the amygdala. After analyzing GAD patients, the amygdala volume would have increased in the brain, leading to poor processing of the emotions felt (Patriquin & Mathew, 2017). Studies show that it is the dysregulation of GABA (gamma-aminobutyric acid), which is an inhibitory neurotransmitter, that causes the higher activity of the amygdala (Nuss, 2015; Sundaram, n.d.). 
Also, the prefrontal cortex (PFC) is essential for the proper functioning of the management and control of emotions. However, when the relationship between the PFC and the amygdala is disrupted, symptoms of GAD can develop. In fact, considering that inhibition acts as a major role of the PFC, if an individual was the victim of cognitive decline, the size of the amygdala would be changed, as the inhibition of PFC would have been affected downward. A hypothesis for such an alteration could be when there is a nervous dysregulation that impacts the well functioning of both structures (Sundaram, n.d.). 
Then, the hippocampus, which is used to process long-term memory, is affected as soon as the size of the amygdala increases. Indeed, a larger volume of the amygdala causes stress hormones to be secreted and this affects the functions of the hippocampus. Stress hormones tend to alter nerve cells in the hippocampus. Among the symptoms of GAD, it is possible to perceive problems with memory and concentration, and therefore it is the disruption of the functions of the hippocampus that can cause its symptoms (Sundaram, n.d.).
Finally, from a different perspective, studies have confirmed that the increase in gray matter in the right putamen could be linked to abuse suffered by an individual in childhood (Maron & Nutt, 2017). This being said, a stress factor experienced early in life can affect the functions of our brain and act as a risk factor for developing GAD.
Psychological and Social/Environmental Causes
One of the main causes of GAD is the experience of a traumatic event during childhood, such as abandonment, physical or psychological abuse, bereavement, or a divorce from one's parents. Phenomena such as those presented would expose affected people to several sources of anxiety during their lifetime. Moreover, researchers have shown that anxiety can be learned. For example, a child who has lived all his life with a parent who is hyper anxious and restrictive in several respects could develop behaviours similar to those around him (What Causes Generalized [...], n.d.). Also, an individual's temperament can affect anxiety. A person who is shy and who tends to avoid any situation that puts them in a position of discomfort is more likely to be confronted with GAD (Generalized Anxiety Disorder, n.d.). Other factors such as stress related to school or work are things to watch out for, as events such as fear of not being able to support the family or the loss of a job can amplify anxiety. Friendship, family, or romantic relationships as well as socio-economic status are also risk factors (Meek, 2021). The more generations advance, it is possible to perceive new causes that may lead to the development of GAD. This is the case with social networks. Indeed, people spend more time on their social platforms and new forms of anxiety appear, such as comparison, loneliness, humiliation, etc. These constant worries about the acceptance of others are a new factor that can influence the diagnosis of GAD (What Causes Generalized [...], n.d.).
C) Diagnostic & Treatments
Diagnostic
Considering that GAD can be difficult to diagnose as it has common symptoms with other types of anxiety, mental health professionals will look for signs of extreme and intense worry as well as physical symptoms. After evaluating these signs, one of the methods used is to rule out other possibilities of anxiety disorder and then observe if one of the last choices corresponds to GAD. To make a diagnosis, professionals, such as psychiatrists, will rely on the DSM-V criteria, similar previous cases and their judgment. Interviews or questionnaires are sometimes used to distinguish symptoms. The Structured Clinical Interview for DSM-5 or the Anxiety and Related Disorder Interview Schedule for DSM-5 are two tools commonly used to assess patients (Glasofer, 2014). However, it is important to note that GAD is a difficult disorder to identify. Indeed, according to a study, it was shown that professionals (physicians) had identified only 34% of the time a case of GAD (Hoge et al, 2012).
According to the DSM-V, a generalized anxiety disorder can be diagnosed if the patient’s symptoms correspond to the following criteria.
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 having been present for more days than not for the past 6 months): Note: Only one item is required in children.
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 physiological 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 medical 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).
	(Nilsson, 2019)

Symptoms
In terms of physical symptoms, people with GAD may notice several things like muscle tension, fatigue, including problems with insomnia, and be more irritable and restless than normal (Gliatto, 2000). According to the ICD-10 Classification of Mental and Behavioural Disorders, other symptoms such as palpitations, increased heart rate, sweating, breathing problems, derealization and feeling of choking are mentioned (World Health Organization, 1993). 
Concerning the psychological and social changes, we perceive problems of concentration, many stresses and worries as well as a bad analysis of the daily problems. In fact, people will tend to magnify the magnitude of a situation, and this can provoke irrational thoughts and lead to anxiety. In addition, people will often withdraw from people and be avoidant. Several issues of procrastination and difficulties related to problem-solving will be observed (Gliatto, 2000).
Comorbidity:
In 1994, the GAD psychiatric comorbidity rate was 66.3%. In the same year, lifetime comorbidity was high, at a percentage of 90.4, considering that psychiatric diseases already have a comorbidity rate of 50% (Hoge et al, 2004). As of 2019, of those with lifetime GAD, 80-90% of them will develop another psychiatric diagnosis during their life course (Nilsson, 2019).  In terms of cases of GAD without any comorbidity, the rate is 10 to 18% of people (Hoge et al, 2004). One of the major comorbidities associated with a generalized anxiety disorder is depression. Indeed, according to the National Comorbidity Survey, 62% of respondents with GAD also had symptoms related to depression (Hoge et al, 2004). It is 29 to 62% of people with GAD that will develop major depression. In addition to depression, there are several problems with alcohol consumption (38%) as well as another type of anxiety that develops, namely social anxiety disorder (34%) (Hoge et al, 2012). Dysthymia is also seen in 40% of patients as well as a simple phobia in 35% of them (Hoge et al, 2004). 
About medical comorbidity, a patient who already has a medical illness is more likely to develop GAD. According to Hoge et al (2004), people with the chronic obstructive pulmonary disease have a higher risk rate of having GAD. After 18 studies in diabetic patients, it was shown that 14% of people who had diabetes also developed a generalized anxiety disorder. Likewise, many people with thyroid also have GAD (Hoge et al, 2004).
Available Treatment
According to Nilsson (2019), the percentage of patients with a generalized anxiety disorder who receive treatments is 60%. One hypothesis could be that considering that GAD is a mental health disorder that is difficult to detect (only 34% of people affected are detected), people will usually mention to their doctor symptoms such as muscle tension, pain, or sleep difficulties rather than their excessive worries (Nilsson, 2019). Some specialists recommend trying nonpharmacological therapy first and then, if it does not work, to try medication (Gliatto, 2000). However, other physicians prefer using drugs over cognitive or behavioural therapy. In fact, it is unclear which one is more efficient, so decisions should be made on a case-by-case basis and correspond to the preferences of the patient. Upon receiving adequate treatment, it was found that in one study that 63% of patients had no symptoms for a year or more. Another study found that after 12 years, the remission rate was 58% (Hoge et al, 2012).
Psychological Treatments
One of the main types of treatment for regulating generalized anxiety disorder is psychological therapy. Several forms are available, such as cognitive therapy, behavioural therapy, relaxation sessions as well as mindfulness meditation sessions (Hoge et al, 2012). As for cognitive therapy, patients will learn to be more rational in the analysis of their emotions. The goal of cognitive therapy is to help the patient to discern patterns in his thought process as well as in his behaviours when the person is confronted with a stressful event (Hoge et al, 2012). For example, tips suggested by specialists are to record our anxiety-inducing thoughts and to realize that the concept of "worrying about worry" can generate an even greater source of anxiety (Gliatto, 2000). Specialists also used behavioural therapy, which aims to expose the person to elements or events that usually cause stress. To increase the effectiveness of treatments, Cognitive Behavioural Therapy (CBT) is a commonly used technique. The therapy process is usually given individually by a psychotherapist, and it requires between 6 to 12 one-hour sessions. A study conducted in the United Kingdom revealed that 42% of the patients that had received psychotherapy in the last six months had seen their GAD symptoms decrease either moderately or significantly (Hoge et al, 2012). 
Gliatto (2000) mentions that it is important that the family of a person with GAD also participates in the treatments. In addition to giving the doctor an external point of view on the situation, family participation would help the patient to come out of his isolation and develop better problem-solving techniques (Gliatto, 2000).
Pharmacologic Treatments
Pharmacological treatment is mainly in cases where the anxiety of the person with GAD becomes problematic in his daily life. For people who stop drug treatments, it has been noted that 25% relapse within the next month and 60% to 80% relapse within the same year. Also, the relapse rate is lower for those taking treatments for more than six months (Gliatto, 2000).
Several types of drugs can be used to treat generalized anxiety disorder.
First of all, antidepressants are a good medication, even if comorbid depression is diagnosed, to deal with generalized anxiety disorder, especially the SSRIs (Selective Serotonin Reuptake Inhibitors) and SNRIs (Serotonin-norepinephrine Reuptake Inhibitors) as first-line agents. In 2012, literature published response and remission rates following drug treatments of first-line and second-line therapy for GAD. Regarding the percentage of response for first-line therapies, the score was 67.7%. For remission, the percentage was 39.7%. 54.5% was the score of the response of second-line therapy, but no data were found to evaluate the response rate of second-line therapy. First-line therapies refer to treatment with antidepressants while second-line therapies relate to drugs such as benzodiazepines or buspirone (Hoge et al, 2012). One of the most well-known anxiolytics for GAD is benzodiazepines. One of its functions is to reduce anxiety by reducing muscle pain as well as reducing alertness to stressors. It is recommended that the benzodiazepine is first prescribed at a low dosage and increases over time. For example, an example of a dosage for a patient would be to prescribe 2mg of diazepam to be taken 3 times a day. Then it can be increased by 2mg per day every 2-3 days. However, the increase in dosage is stopped if 40 mg is reached, if there is a reduction in the intensity of the symptoms, or if the patient develops side effects to the drug. Benzodiazepine addiction is rare, except for drugs such as lorazepam (Ativan) or alprazolam (Xanax). In most cases, those who become addicted are people who have already had an addiction to other substances such as alcohol or drugs in the past. In addition, another good drug treatment is buspirone, which is used mainly on people who are addicted to different substances. The difference between the two previous treatments is that the benzodiazepine treats the somatic symptoms while the buspirone takes care of managing and alleviating the patient's worries. Among others, there is imipramine (Tofranil), desipramine (Norpramin) and nortriptyline (Pamelor) that are alternatives to buspirone (Gliatto, 2000). 
The optimal duration of drug treatment for generalized anxiety disorder is usually one year. In fact, a longer drug treatment raises the chances of remission (Hoge et al, 2012). 
D) Case Studies
This case study of 2013 featured Natalia, a 22-year-old woman who was diagnosed with generalized anxiety disorder and panic attacks with dysthymia. At the age of 17, following a big argument with her alcoholic father, Natalia had self-harmed, which led to her seeking help with psychotherapy. We see that within her family, several members also had anxiety disorders, including her father, grandmother and two of her cousins. Her great-grandfather would have even obtained support in psychiatry. Although Natalia had no medical history and claimed not to drink alcohol, she did mention that she consumed a considerable amount of Cannabis per week, before stopping in 2012. She described herself as a very anxious person since she was little, and who worries for nothing about several things. She would tend to imagine the worst in several circumstances. Among other things, she panicked about the future, her parents, her studies, her romantic relationship, her job, money, etc. She often asked herself questions like “What am I going to do with my life?”, “Will I stay single all my life?”. She expressed that she had anxiety attacks every day. Natalia also said that she often had trouble sleeping, she was rarely hungry, and she easily became impatient. She had muscle pain and tension, fatigue, and has difficulty concentrating. In general, Natalia had a lot of anxiety related to school and social events. At first, Natalia tried 13 cognitive-behavioural therapy sessions and identified more improvements in her worries. On the other hand, she still had trouble letting go and not being able to control certain things. Therefore, the specialists who accompanied her prescribed her Prozac 20 mg, which is an SSRI used as an antidepressant (‌Zidani, 2016).


SOCIAL ANXIETY DISORDER

A) General Information about Social Anxiety Disorder (SAD)

Social anxiety is related to the idea of feeling embarrassment, humiliation, rejection, or contempt during social interactions. It manifests itself in the extreme fear of speaking or eating in public, of meeting new people as well as in feeling great anxiety, blushing, and trembling when these situations cannot be avoided. The problems caused are daily (Inserm, 2021). 

History and Origin of the Social Anxiety Disorder (SAD)
The writings describing social anxiety are already old, but the pathology was not necessarily clearly identified. Hippocrates, for example, first described the phobia of a man named Nicanor: “Nicanor's affection, when he went to a drinking party, was fear of the flute girl. Whenever he heard the voice of the flute begin to play at a symposium, masses of terrors rose. He said that he could hardly bear it when it was night, but if he heard it in the daytime he was not affected. Such symptoms persisted over a long period of time” (Crocq, 2015). Hippocrates' description of Nicanor's behaviour already includes almost everything we can spontaneously say about a patient with social anxiety. It is labelled as a typical case of phobia, which is considered a medical disorder. Other classical authors will also refer to "social anxiety". However, they will all call it shyness. Observations of this disease have been mentioned very early in the history of our civilizations. This problem is not new and has existed since the dawn of time. However, it was not until the 19th century that a better scientific description of this disease was proposed. Indeed, in 1846, Casper made the first scientific description of the disease that he called: "erutophobia". Then, in 1903, Janet went further by recalling that it was necessary to distinguish the different phobias known at the time, which were similar to social anxiety. Then, in 1970, Marks, following Janet's recommendation, identified, and distinguished between agoraphobia, simple phobias, and social phobias (Trybou, 2018). This leads to the writing of the DSM- III (Diagnostic and Statistical Manual, third revision), which is a classification tool for mental disorders published in the United States in 1980 by a team led by Robert Spitzer for the American Psychiatric Association (APA). This publication declares social phobia as a separate entity in the scientific community (American Psychiatric Association, 2021.). This leap forward led to awareness within the scientific community. In the 1985 research of Liebowitz and colleagues, they emphasize the need to find new therapeutic treatments while further studying this pathology (Trybou, 2018). An increasingly refined understanding of this disease is emerging in the scientific community. New treatments are being invented, but they are not easily effective. In addition, the general public still has a poor understanding of this disease, which makes diagnosis more complicated and amplifies the risks and adverse effects of this disease.
Demographic differences about SAD 
Research shows two variables impacting the demographics of social anxiety disorder. Both age and gender impact the prevalence of this disorder. Some explanations for this gender/ age difference are psychosocial and hormonal factors such as puberty, gestation as well as menopause.
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(National Institute of Mental Health, n.d.)
Culture also has an impact on social anxiety disorders. In fact, Asian, Hispanic, male, and urban communities suffer less from this type of anxiety. People in cities see more people, so they are used to social contact. In Asia, the regional philosophy is based on Confucianism; people are much less individualistic and more collectivistic, which would lower social anxiety rates to about 0.5-1% in the far east as Japan, Korea, and China (Cuncic, 2020).
Some statistics about SAD in Canada 
In Canada, social anxiety is one of the most common anxiety disorders. Its prevalence rate varies from 3 to 13% over a lifetime on average. It is estimated that between 8 and 13% of the total Canadian population suffers from this type of illness. Furthermore, the annual prevalence rate is 6.7% while in the United States, by comparison, it is 7,1%, which is slightly higher but still quite similar (National Institute of Mental Health, n.d.). 50% of people suffering from this disease are afraid to express themselves in public and another half have various complex fears associated with the disease. Women in Canada are also more prone to social anxiety, which most often manifests itself in childhood or adolescence. It is rare to see this disease appear later in patients. The average duration of the disease is 20 years for those affected in Canada (Statistics Canada, 2012).
B)   Causes and risks factors of the disorder
Social phobias are among the psychiatric disorders that are triggered simultaneously by genetic and environmental factors. Sufferers avoid large groups and situations where they will be exposed to the judgment of others.
Genetic
First of all, if a first-degree relative has a social anxiety disorder, their child is 2 to 3 times more likely to develop the disorder. The genetic component of social anxiety disorder, also known as the heritability of the disorder, has been estimated to be between 30% and 40%, which means that about one third of the underlying causes of SAD comes from your genetics. So far, researchers have not found a specific genetic makeup linked to SAD. They have, however, found specific chromosomes linked to other anxiety disorders such as agoraphobia. Because SAD shares many characteristics with other anxiety disorders, it is likely that a specific chromosomal structure will eventually be linked to the illness. If you are diagnosed with SAD, you probably have specific genes that have made you more prone to developing the disorder (Cuncic, 2021).
Then, the presence of certain psychiatric morbidities in the parents also leads to a higher likelihood of transmission to the child, particularly anxiety disorders. For example, panic disorder, social anxiety disorder, generalized anxiety disorder and other severe neuroses present in a family member can be transmitted genetically or environmentally to the child. 
Finally, researchers at the University of Bonn provide evidence that a gene is indeed linked to this anxiety disorder. The gene in question codes as a serotonin transporter in the brain. The research team studied the DNA of 321 patients with social phobia and compared it with that of 804 control individuals. The scientists focused on single-nucleotide polymorphisms (SNPs), variable positions in DNA that can exist to varying degrees in different people and are the main cause of genetic diseases. The scientists studied a total of 24 SNPs already more or less suspected to be involved in the development of social phobias and other mental disorders. In addition, the patients provided information about their symptoms and the severity of their social phobia. The scientists then looked for links between these symptoms and the genes using statistical models. The evaluation of the data resulted in an SNP in the serotonin transporter gene SLC6A4. The SLC6A4 gene codes for a mechanism in the brain involved in the transport of serotonin, an important messenger that suppresses, among other things, feelings of fear and depressed mood. In short, serotonin plays an important role in social phobia, explains Dr. Rupert Conrad, lead author of the study (Forstner et al., 2017).
Brain Chemistry
With the help of research, anatomical changes in the brains of people with SAD have been confirmed. Just as X-rays are used to see inside the body, the same thing can be done for your brain. Medical researchers use a technique called "neuroimaging" to create a picture of the brain. For mental disorders, researchers typically look for differences in blood flow in specific areas of the brain for people who have a particular disorder.
We know that four areas of the brain are involved when someone experiences anxiety: the brainstem (controls your heart rate and breathing), the limbic system (affects your mood and anxiety level), the prefrontal cortex (helps you assess risk and danger), and the motor cortex (controls your muscles).
A study of blood flow in the brain found differences in the brains of patients with social phobic when speaking in public. For this study, they used a type of neuroimaging called "positron emission tomography". The PET images showed that people with a social anxiety disorder had increased blood flow in their amygdala, a part of the Limbic System associated with fear. In contrast, PET images of people without social anxiety disorder showed increased blood flow to the cerebral cortex, an area associated with thinking and evaluation. It appears that for people with social anxiety disorder, the brain reacts differently to social situations than people without the disorder (Cuncic, 2021).
With a social anxiety disorder, there are imbalances of certain chemicals in the brain, called neurotransmitters. These neurotransmitters are used by the brain to send signals from one cell to another. Four neurotransmitters may play a role in SAD: norepinephrine, serotonin, dopamine, and gamma-aminobutyric acid. People with social anxiety disorder have shown some of the same imbalances in these neurotransmitters as people with agoraphobia and panic disorder. Researchers are just beginning to understand exactly how these chemicals are linked to social anxiety disorder. Understanding how these brain chemicals relate to social anxiety disorder is important in determining the best medications for treatment (Cuncic, 2021).
Family Background
Traumatic childhood experiences are a major factor in the development of this disease in individuals. Many experiences related to the child's parents can contribute to the development of this disease. The separation of the mother and/or the father during childhood due to hospitalization, in particular (Bandelow et al., 2004). If the father is absent for a long time and often for work, the child may develop less and is more likely to develop social anxiety. This phenomenon is worsened if the child does not have biological parents to take care of him (Bandelow et al., 2004). Parental separation or divorce also increases the likelihood of developing social anxiety (Bandelow et al., 2004). If one of the parents is unemployed, this may also contribute to the development of the disease (Bandelow et al., 2004). Bruch and Heimberg (1989) provided evidence that patients with social anxiety disorder perceived their parents as more socially anxious, which may be supporting transmission through model learning. Caster et al. (1999), in contrast, noted that teenagers with increased social anxiety also reported perceiving their parents as being socially anxious. In terms of violence, if the parents, especially the father, were violent in the home, this has a great impact on the development of social anxiety. However, violence from others is not a causal factor in this disease. Indeed, in the study by Bandelow et al (2004) the patient group and the control group had similar rates of violence by others at some point in their lives. In addition, mothers who are not loving enough towards their children, who do not take enough care of them, and fathers who are too strict, repressing their children's autonomy, are also risk factors. According to this study, both parents must therefore play a complementary role by having a healthy relationship with each other, as this would also have an impact on the development of the disease. For example, if they love each other, if the children hear them having sexual activities, the disease is less likely to develop. (Bandelow et al., 2004)
Social Influence
People with social anxiety disorder have a much higher incidence of traumatic experiences. In fact, in the research by Bandelow et al (2004), 88% of patients with this illness claimed to have had traumatic experiences in the past. The post-traumatic stress that this implies, therefore, increases the chances of this disease developing. At the same time, the researchers report that only 46% of the test group had traumatic experiences. That's half as many as those affected by social anxiety. It is therefore a very influential factor in the development of this disease, in the field of the environment. Individuals' use of social networks can contribute to the development of SAD. In fact, users may idealize the lives of others by comparing themselves to the best of others' lives. This can cause them to develop a fear of being less socially successful than others (Shaw, 2015).
C) Diagnostic & Treatments
Diagnostic
According to the DSM-V, a social anxiety disorder can be diagnosed if the patient’s symptoms correspond to the following criteria.
A.  A persistent fear of one or more social or performance situations in which the person is exposed to unfamiliar people or to possible scrutiny by others. The individual fears that he or she will act in a way (or show anxiety symptoms) that will be embarrassing and humiliating.
B.  Situationally pre-disposed Panic Attack.  
C.  Unreasonable or excessive fear
D.  The feared situations are avoided or else are endured with intense anxiety and distress.
E.  The avoidance, anxious anticipation, or distress in the feared social or performance situation(s) interferes significantly with the person's normal routine, occupational (academic) functioning, or social activities or relationships, or there is marked distress about having the phobia.
F.  The fear, anxiety, or avoidance is persistent, typically lasting 6 or more months.
G. The fear or avoidance is not due to direct physiological effects of a substance (e.g., drugs, medications) or a general medical condition not better accounted for by another mental disorder… (DSM-5 Definition [...], n.d.)
Symptoms
People with social anxiety feel anxious whenever they face or anticipate facing something that frightens them. This anxiety is often accompanied by one or more of the following symptoms: heart palpitations or rapid heartbeat, trembling or twitching, which may be body-wide, excessive sweating, muscle aches and pains, stomach aches; diarrhea or abdominal discomfort; blushing; confusion (Gouvernement du Québec, n.d.). Furthermore, loneliness may be a potential symptom too because of the lack of social interaction (Lim et al, 2016).
‌Comorbidity
Social anxiety disorder is frequently associated with other pathologies, some of which can be considered as complications of the disorder. These associated pathologies are often at the origin of the first consultations (Anxiété.fr, n.d.). 15% of patients with social phobia have a substance-related disorder. Among the various substances, alcohol seems to be particularly incriminated. Social phobia, like other anxiety disorders, favours the appearance of alcohol abuse and dependence (Anxiété.fr, n.d.). Moreover, 45% of people with social phobia have at least one major depressive episode in their lifetime. Social phobia most often precedes the onset of depression and can be considered a risk factor for depression. It is easy to understand that isolation, relational deprivation, feelings of personal devaluation, and repeated shame attacks can be at the origin of real depressive episodes. Erectile dysfunction and premature ejaculation are also found more frequently in people affected with social phobia than in the general population (Anxiété.fr, n.d.). Various studies show a higher frequency of personality disorders in social phobia than in other anxiety disorders. Associations with dependent, obsessive-compulsive, and paranoid personality disorders have been reported, along with the most popular, avoidant personality disorder (Anxiété.fr, n.d.).
Available Treatments
Different types of treatments exist in research to treat social anxiety. Nevertheless, people who suffer from social phobia are often ashamed. They very rarely consult a doctor about this because they are afraid of the judgment that the doctor may have against them. In the face of any manifestation of intense stress linked to the judgment and gaze of others, one should not hesitate to consult a specialist.
Pharmacologic Treatments
Antidepressants are medications designed to fight depression. In the treatment of anxiety disorders, they are used to reduce the symptoms of anxiety and to help restore the chemical balance of the brain. They rebalance emotions, memory, concentration, and somatic symptoms (Santé Québec, n.d.).
Anxiolytics are medications designed to reduce the symptoms of anxiety. They also help reduce stress and promote good sleep. Examples of anti-anxiety medications include sleeping pills, which promote sleep, and tranquillizers, which reduce the physical symptoms of stress (Santé Québec, n.d.).
Psychological Treatments
Cognitive-behavioural therapies (CBT) have been shown to be effective in treating social phobia. The therapist will be able to help the person suffering from this phobia to face their fear of social situations. The psychotherapist gradually exposes the person to the feared situations. Through relaxation and parallel work on the thoughts and emotions felt by the phobic person, the therapist will establish a list of objectives to be reached throughout the therapy. The final objective is for the patient to be able to face his/her biggest fears without anxiety.
Assertiveness therapy is designed to help the person interact more effectively with others. They are very helpful and quite effective in combating social anxiety. The goal of these therapies is to get people to express and assert their opinions and feelings without anxiety. They often take place in a group setting and role-playing is one of the tools used to put people in situations that are close to real-life situations.

Case Study
Caroline, a 34 years-old single woman, who was diagnosed with severe social anxiety and depression. She was adopted at a very young age and knows very little about her biological family. However, she remains closest to her father, who died about 10 years ago, while her mother also suffers from social anxiety and has regular panic attacks. The death of her father and the fact that she lived with an axiomatic mother may have favoured the development of this disease in her. Caroline says she has felt the effects of her social anxiety since childhood. For example, she says she has always been very shy. In particular, she was bullied by her peers. Indeed, she would drop classes with oral presentations because of social anxiety. Social networks allowed her to meet her partner, David. He was a singer and the social life that this implies helped Caroline to see her anxiety decrease, out of habit. The attacks occurred 3 to 4 times a week in situations of social apprehension. All her social contacts, real or virtual, were causing this. She started taking citalopram, which reduced her seizures to about twice a month. However, this did not improve her condition. Her social contacts were limited to her spouse and a few phone calls with her mother. She had no friends and had not visited her family in six years. In October 2011, she started taking her treatment. Her depressive symptoms have largely decreased. She also began to regularly visit a psychiatrist. This allowed her to make progress with her social anxiety. The psychiatrist prescribed exposure and self-observation exercises. In addition, due to the intensity of her anxiety, she was referred to individual CBT which ran from June 2012 to October 2012. She then participated in group CBT from October 2012 to March 2013. The group experience allowed her to finally enjoy human contact. However, even though her situation has improved, she still suffers from the after-effects. Caroline still expresses significant feelings of anxiety and discomfort in social situations. (Zidani, 2016).
Conclusion
In conclusion, generalized anxiety and social anxiety disorder are two types of anxiety disorders that affect a large population of humans. First, both were added to DSM-III in 1980. Generally speaking, both disorders affect more women than men, for reasons such as hormonal changes, pregnancy or menopause. Among others, both anxiety disorders have causes linked to genetics, cerebral dysregulation and linked to environmental factors, such as trauma or the influence of those around them. In both cases, there are physical symptoms such as muscle tension, rapid heartbeat and breathing problems. However, psychological symptoms vary between the two. GAD exhibits signs like irritability, trouble concentrating while SAD causes confusion and a feeling of loneliness. Both pharmacological and psychological treatments are used to treat disorders. That said, research for the specific understanding of disorders is constantly evolving. Despite the knowledge acquired, this disease is still poorly recognized, and it is not uncommon to see individuals self-diagnose with anxiety disorders. It will therefore be essential to further research to avoid a craze in the face of the popularity of anxiety and that it becomes trivial.
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