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Abstract

Background and Methods: Anthroposophic treatment for anxiety disorders includes special artistic and physical therapies and special
medications. We conducted a prospective cohort study of 64 consecutive adult outpatients starting anthroposophic treatment for anxiety
disorders under routine conditions. Main outcomes were Anxiety Severity (physician and patient ratings 0–10), Self-rating Anxiety
Scale (0–100), Center for Epidemiological Studies Depression Scale, German version (CES-D, 0–60), and SF-36 Mental Component
Summary.
Results: Mean age was 42.3 years. Most frequent diagnoses were generalized anxiety disorder (44% of patients, n = 28/64) and panic
disorder (39%). Median disease duration was 4.5 years. The anthroposophic treatment modalities used were medications (56% of
patients), eurythmy therapy (41%), art therapy (30%), and rhythmical massage therapy (3%). Median number of eurythmy/art/massage
sessions was 12, median therapy duration was 120 days.
From baseline to six-month follow-up, all outcomes improved significantly; average improvements were: Physician-rated Anxiety
Severity 3.60 points (95% confidence interval 2.97–4.22, p  0.001), patient-rated Anxiety Severity 3.50 (2.88–4.12, p  0.001),
Self-rating Anxiety Scale 11.88 (7.70–16.05, p  0.001), CES-D 8.79 (5.61–11.98, p  0.001), and SF-36 Mental Component 9.53
(5.98–13.08, p  0.001). All improvements were maintained until last follow-up after 24 months.
Conclusions: Patients with anxiety disorders under anthroposophic treatment had long-term improvements of symptoms and quality
of life.
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Background

Anxiety disorders affect 6%–19% of adults in the
Western world every year1,2 and are associated
with substantial disability, reduced quality of life,
reduced work capacity, and increased healthcare
use.3–8 Not all patients with anxiety disorders benefit
from conventional therapy; even under the optimum
conditions of a clinical trial 20%–60% of patients
will not respond to psychotherapy or anti-anxiety
medications.9–13 Up to one-half of patients with
anxiety symptoms use complementary therapies,14,15
sometimes provided by their physicians.
Anthroposophic medicine (AM) is a complementary
therapy system founded by Rudolf Steiner and Ita
Wegman16 and provided by specially trained physicians
in 56 countries worldwide.17 AM acknowledges
a spiritual-existential dimension in man, which is
assumed to interact with psychological and somatic
levels in health and disease. AM therapy for anxiety
disorders aims to counteract constitutional vulnerability,
stimulate salutogenetic self-healing capacities, and
strengthen patient autonomy.18–20 The AM approach
differs from conventional treatment in the use of
special therapies (eurythmy movement exercises, art
therapy, rhythmical massage therapy)19,21 and special
medications.18
Eurythmy therapy is an artistic exercise therapy
involving cognitive, emotional and volitional elements.22
In eurythmy therapy sessions the patients are instructed
to exercise specific movements with the hands, the feet
or the whole body. Eurythmy movements are related to
the sounds of vowels and consonants, to music intervals
or to affective gestures, e.g. sympathy-antipathy.
Between therapy sessions the patients exercise
eurythmy movements daily. In AM art therapy the
patients engage in painting, drawing, clay modelling,
music or speech exercises. Rhythmical massage
therapy was developed from Swedish massage; special
techniques include lifting movements, rhythmically
undulating gliding movements, and complex
movement patterns like lemniscates. AM medications
are prepared from plants, minerals, animals and from
chemically defined substances. A key concept of AM
medication therapy is typological correspondences
between pathophysiological processes in man
and formative forces working in minerals, plants,
and animals, reflecting a common evolution of man
and nature.19,23 AM therapy is provided by physicians
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(counselling, AM medication) and non-medical
therapists (art, rhythmical massage, and eurythmy
therapy). For patients with anxiety disorders the
physician will choose among the available AM therapy
modalities in order to tailor the treatment to individual
disease features and the patient’s constitution. AM
treatments can be administered alone or combined
with conventional psychotherapy and/or anti-anxiety
medications.
To date AM therapy for anxiety disorders has been
evaluated in case reports.18,24,25 Here we present a preplanned subgroup analysis of patients with anxiety
disorders from a prospective cohort study of AM
therapy.26

Methods
Study design and objective

This is a prospective two-year cohort study in a
real-world medical setting. The study was initiated
by a health insurance company as part of a research
project on the effectiveness, costs, and safety of
AM therapies in outpatients with chronic disease
(Anthroposophic Medicine Outcomes Study, AMOS).26
The present pre-planned analysis concerned the
subgroup of adult patients with anxiety disorders.
Since this was the first prospective analysis of AM
therapy for this indication, the primary objective
was to describe AM therapy for anxiety disorders
(spectrum of anxiety indications and of AM therapy
modalities used for them, extent of combination
with conventional anti-anxiety therapy) as well as
outcome of anxiety symptoms under AM treatment.
Further research questions addressed quality of life,
use of health services, adverse reactions, and therapy
satisfaction.

Setting, participants, and therapy

All physicians certified by the Physicians’ Association
for Anthroposophical Medicine in Germany and
working in an office-based practice or outpatient
clinic were invited to participate in the AMOS study.
Certification as an AM physician required a completed
medical degree and a three-year structured postgraduate
training. The participating physicians recruited
consecutive patients starting AM therapy under routine
clinical conditions. Patients enrolled from 1 January
1999 to 31 December 2005 were included in the present
analysis if they fulfilled the eligibility criteria.
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Inclusion criteria were:
1. Age 17–75 years.
2. A physician’s clinical diagnosis of an anxiety
disorder (International Statistical Classification
of Diseases and Related Health Problems, 10th
Revision [ICD-10] F40–F42 or F43.1) of at least
30 days duration.
3. Starting AM therapy for the anxiety disorder:
3a. AM-related consultation of at least 30 minutes
followed by new prescription of AM
medication, or
3b. new referral to AM therapy (art, eurythmy or
rhythmical massage).
Exclusion criteria were:
1. The main indication for AM therapy is depression
(only one main indication was permitted; adult
AMOS patients with anxiety symptoms but with
depression as main treatment indication were
analysed separately).27
2. Previous use of the AM therapy in question (see
inclusion criteria No 3) for the anxiety disorder.
The physicians’ diagnostic assessment of anxiety
disorders was assisted by brief written clinical
descriptions of the ICD-10 diagnoses F40
Phobic anxiety disorder, F41.0 Panic disorder,
F41.1 Generalized anxiety disorder (GAD),
F42 Obsessive-compulsive disorder, and F43.1
Post-traumatic stress disorder. The patients were
treated according to the physician’s discretion. AM
therapy was evaluated as a whole system.28

Clinical outcomes

Primary outcomes were physician- and patient-rated
Anxiety Severity, assessed on numerical rating scales
from 0 (“not present”) to 10 (“worst possible”),
at six-month follow-up. Anxiety symptoms were
also assessed by the Self-Rating Anxiety Scale,
German version (SAS, 0–100).29,30 A patient self-report
instrument was chosen for logistical reasons, and to
avoid potential observation bias from physicians with
an interest in AM having favorable outcomes. The
SAS was selected among four self-report instruments
available in the German language and recommended
for clinical anxiety research31 (reasons for discarding
the other three instruments: Symptom-Check-List32
because it is not specific to anxiety; Beck Anxiety
Clinical Medicine: Psychiatry 2009:2

Inventory33 because it reportedly measures panic
attacks rather than anxiety in general;34 State-Trait
Anxiety Inventory30 because of the perceived lower
utility of the “state” items for the present longitudinal
study).
Depressive symptoms were assessed by the Center
for Epidemiological Studies Depression Scale,
German version (CES-D, 0–60).35,36 Symptom Score,
the severity of one to six most relevant symptoms
present at baseline, was assessed by patients on
numerical rating scales from 0 (“not present”) to 10
(“worst possible”). Quality of life was assessed by
the SF-36 Health Survey37 (Physical and Mental
Component summary measures, eight scales, Health
Change item).
SAS was documented by patients enrolled after
March 2001. CES-D was documented at baseline
by all patients and documented during follow-up
by patients enrolled after September 1999. Physicianrated Anxiety Severity was documented after 0
and 6 months, while all other clinical outcomes were
documented after 0, 3, 6, 12, 18, and 24 months.

Other outcomes

Therapy outcome rating (0–10), satisfaction with
therapy (0–10) and therapy effectiveness rating (“very
effective, “effective”, “less effective”, “ineffective”
or “not evaluable”) were documented by the patients
after 6 and 12 months.
Adverse reactions to medications or therapies
were documented by the patients after 6, 12, 18 and
24 months and by the physicians after 6 months.
The documentation included cause, intensity (mild
/moderate/severe = no/some/complete impairment
of normal daily activities), and therapy withdrawal
because of adverse reactions. Serious adverse events
(death, life-threatening condition, acute in-patient
hospitalization, new disease or accident causing
permanent disability, congenital anomaly, new
malignancy) were documented by the physicians
throughout the study.
Use of adjunctive therapies and health services
in the pre-study year was documented at study
entry, use in the first study year was documented
after six and 12 months, and use in the second study
year was documented after 18 and 24 months. The
following items were documented: physician visits
(any physician or dentist, psychiatrists), diagnostic
19
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imaging (x-rays, computer tomography, magnetic
resonance
imaging,
scintigrams),
non-AM
medications, physiotherapy, psychotherapy, inpatient
hospital and rehabilitation treatment, surgery, and
sick leave. Use of psychotherapy and conventional
anti-anxiety medication (Anatomical Therapeutic
Chemical Classification Index N05A Antipsychotics,
N05B Anxiolytics, N05C Hypnotics and sedatives,
N06 Antidepressants) in months 0–6 was analysed
separately. Patients were classified as users if they
had at least six psychotherapy sessions or used antianxiety medication for at least one day per month.

Data collection

All data were documented with questionnaires
returned in sealed envelopes to the study office.
The physicians documented eligibility criteria; the
therapists documented AM therapy administration;
all other items were documented by the patients,
unless otherwise stated. The patient responses were
not made available to the physicians. The physicians
were compensated 40 Euro (after March 2001:
60 Euro) per included and fully documented patient,
while the patients received no compensation.
The data were entered twice by two different
persons into Microsoft® Access 97. The two datasets
were compared and discrepancies resolved by
checking with the original data.

Quality assurance, adherence
to regulations

The study was approved by the Ethics Committee
of the Faculty of Medicine Charité, Humboldt
University Berlin, and was conducted according to
the Helsinki Declaration and largely following the
ICH Guideline for Good Clinical Practice E6. Written
informed consent was obtained from all patients
before enrolment.

Data analysis

The data analysis was performed on all patients
fulfilling the eligibility criteria, using SPSS® 14.0.1
(SPSS Inc., Chicago, Ill, USA) and StatXact®
5.0.3 (Cytel Software Corporation, Cambridge,
MA, USA). T-test was used for continuous data with
normal distribution; Wilcoxon Signed-Rank test was
used for paired continuous data with non-normal
distribution; McNemar test and Fisher’s exact test
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were used for dichotomous data. All tests were
two-tailed. Significance criterion was p  0.05.
Since this was a descriptive study, no adjustment
for multiple comparisons was performed.38 Pre-post
effect sizes were calculated as Standardised Response
Mean (= mean change score divided by the standard
deviation of the change score) and classified as
minimal (0.20), small (0.20–0.49), medium
(0.50–0.79), and large (0.80).39,40 In the main
analysis, clinical outcomes were analysed in patients
with evaluable data for each follow-up, without
replacement of missing values.
Three pre-planned sensitivity analyses (SA1–SA3)
were performed to assess the influence of patient
attrition, natural recovery, and conventional
anti-anxiety therapies on the 0–6-month outcome of
physician- and patient-rated Anxiety Severity. SA1
concerned attrition bias: Missing values after six
months were replaced with the last value carried
forward. SA2 concerned natural recovery, which
was assumed to be unlikely in patients with disease
duration of at least one year:41 The sample was
restricted to patients with disease duration of at least
12 months prior to study enrolment. SA3 concerned
the effects of conventional anti-anxiety therapies
(see Other Outcomes, above, for details). The sample
was restricted to patients not using conventional antianxiety therapies during the first six study months.
Post-hoc subgroup analyses were performed on
evaluable diagnostic groups and AM therapy modality
groups.

Results
Participating physicians and therapists

The patients were enrolled by 29 physicians with four
different qualifications (22 general practitioners, three
psychiatrists, two internists, and two gynaecologists).
Comparing these physicians toAM-certified physicians
in Germany with the same four qualifications but
without study patients (n = 237), no significant
differences were found regarding gender (48.3% vs.
60.3% males), age (48.5 ± 7.7 vs. 47.9 ± 7.9), number
of years in practice (19.9 ± 8.1 vs. 19.2 ± 9.1), and
the proportion of physicians working in primary care
(82.8% vs. 86.2%).
The patients were treated by 36 different AM
therapists (eurythmy, art, rhythmical massage).
Comparing these therapists to certified therapists
Clinical Medicine: Psychiatry 2009:2
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without study patients (n = 1131), no significant
differences were found regarding gender (86.1%
vs. 80.8% women), age (mean 50.1 ± 9.6 vs.
50.2 ± 9.4 years) or the number of years since therapist
qualification (11.7 ± 7.4 vs. 13.1 ± 8.7 years).

dropout analysis for the 24-month follow also
showed no significant differences between
respondents (n = 51) and non-respondents (n = 13).
The physician six-month follow-up documentation
was available for 94% (60/64) of patients.

Patient recruitment and follow-up

Baseline characteristics

A total of 75 patients starting AM therapies for
anxiety disorders were screened for inclusion. Of
these patients, 64 fulfilled all eligibility criteria
and were included in the analysis. Eleven patients
were not included; in two of these patients the
eligibility criteria were not fulfilled (previous study
participation: n = 1; ongoing use of AM therapy in
question: n = 1). The remaining nine patients were
potentially eligible but not included for the following
reasons: no informed consent (n = 4), physician’s
baseline documentation incomplete (n = 3),
patients’ and physicians’ baseline questionnaire
dated 30 days apart (n = 1), administrative reasons
(n = 1). Included patients (n = 64) and potentially
eligible but not included patients (n = 9) did not
differ significantly regarding age, gender, duration
of anxiety disorder or evaluable baseline scores
(physician and patient-rated Anxiety Severity,
Symptom Score).
A total of 78% of patients (n = 50/64) were enrolled
by general practitioners, 13% (n = 8) by psychiatrists,
6% (n = 4) by internists, and 3% (n = 2) by
gynaecologists. The physicians’ settings were primary
care practices (84% of patients, n = 54/64), referral
practice (14%, n = 9), and outpatient clinics (2%,
n = 1). Each physician enrolled 1–2 patients (69%,
n = 20/29 physicians), 3–4 patients (21%, n = 6), or
5–6 patients (10%, n = 3).
The last patient follow-up ensued on 21 November
2007. A total of 94% (60/64) of patients returned
at least one follow-up questionnaire. The patients
were administered a total of 320 follow-up
questionnaires, out of which 252 (79%) were
returned. Follow-up rates were 88% (n = 56/64),
80%, 78%, 77%, and 80% after 3, 6, 12, 18, and
24 months, respectively. Respondents (n = 50)
and non-respondents (n = 14) of the six-month
follow-up questionnaire did not differ significantly
regarding age, gender, disease duration or baseline
parameters (physician- and patient-rated Anxiety
Severity, SAS, Symptom Score). Corresponding
Clinical Medicine: Psychiatry 2009:2

The patients were recruited from 9 of 16 German
federal states. Age groups were 19–29 years
(16%, n = 10/64), 30–49 years (58%, n = 37),
and 50–69 years (27%, n = 17) with a mean age
of 42.3 ± 11.4 years (range 19–68 years). A total
of 86% (n = 55/64) of the patients were women.
Compared with the German population, patients
had higher educational and occupational levels and
were less frequently regular smokers, daily alcohol
consumers, and overweight. Socio-demographic
status was similar to the population regarding
unemployment, severe disability status, sports
activities, and the proportion of patients living alone
and less favourable for work disability pension and
sick-leave (Table 1).
A total of 36% (n = 23/64) of patients had more
than one anxiety diagnosis, while 55% (n = 35/64)
had more than one mental diagnosis (ICD-10
F00–F99). Most frequent anxiety diagnoses were
GAD (44% of patients) and panic disorder (39%)
(Table 2). Median duration of the anxiety disorder
was 4.5 years (interquartile range [IQR] 1.0–20.0
years, range 6 weeks to 40 years, mean 9.5 ± 10.4
years).
A current comorbid non-anxiety disease was
present in 81% (52/64) of patients, with a median
of 2 (IQR 1–3) comorbid diseases per patient. Most
common comorbid diseases, classified by ICD-10,
were musculoskeletal, gastrointestinal and circulatory
diseases (Table 2). Most common comorbid nonanxiety mental disorders (ICD-10 three-digit codes)
were F32 Depressive episode (8% of patients,
n = 5/64) and F48 Other neurotic disorder (3%, n = 2).
A total of 74% (45/61) of evaluable patients had
clinically relevant depressive symptoms (CES-D  24
points.42) In the pre-study year the patients had had an
average of 7.1 ± 12.2 visits to psychiatrists (0 visits:
n = 27/61 evaluable patients; 1–7 visits: n = 15/61;
8 visits: n = 19/61) and 7.8 ± 14.2 psychotherapy
sessions (0 sessions: n = 35/63 evaluable patients,
1–7 sessions: n = 6/63, 8 sessions: n = 22/63).
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Table 1. Socio-demographic data.
Item

Study patients

German
adult
population

N

%

%

Low (level 1)

17/64

27%

43%

Intermediate (level 2)

38/64

59%

43%

High (level 3)

9/64

14%

14%

4/41

10%

18%

55

4/41

10%

10%

55

Living alone

14/64

22%

21%

55

Net family income  900 € per
month

14/50

28%

16%

55

56

Education

Subgroup

53

Wage earners
Unemployed during last 12 months

Economically active
patients

Source

54

Alcohol use daily (patients) vs.
almost daily (Germany)

Male

1/9

11%

28%

Female

1/55

2%

11%

Regular smoking

Male

1/9

11%

37%

Female

6/55

11%

28%

Sports activity 1 hour weekly

Age 25–69

25/57

44%

39%

58

Body mass index 25 (overweight)

Male

2/8

22%

56%

55

Female

14/55

26%

39%

Permanent work disability pension

5/64

8%

3%

59

Severe disability status

6/64

9%

12%

60

17.0%

61

Sick leave days in the last 12 months
(mean ± SD)

Therapy

Economically active
patients

At study enrolment, the duration of the consultation with
the AM physician was 30 min in 53% (n = 34/64) of
patients, 30–44 min in 23% (n = 15), 45–59 min in 5%
(n = 3), and 60 min in 19% (n = 12). At enrolment
9% (n = 6/64) of patients fulfilled Inclusion Criterion
3a (AM-related consultation of 30 minutes
followed by new prescription of AM medication),
80% (n = 51) fulfilled Inclusion Criterion 3b (referrall
to AM eurythmy/art/massage therapy), and 11%
(n = 7) fulfilled Inclusion Criteria 3a and 3b. Of the
58 patients referred to AM eurythmy/art/massage
therapy, 81% (n = 47) had the planned AM therapy,
3% (n = 2) did not have AM therapy, and for 16%
(n = 9) the AM therapy documentation is incomplete.
AM therapies used were eurythmy therapy (n = 26
patients), rhythmical massage therapy (n = 2), and art
therapy (n = 19) with the therapy modalities painting/
drawing/clay (n = 13), speech exercises (n = 4), and
22

45,5 ± 84,47

57

music (n = 2). The AM therapy started median 5 (IQR
0–36) days after enrolment. Median therapy duration
was 120 days (IQR 92–175 days, mean 153.2 ± 96.7
days), median number of therapy sessions was
12 (IQR 10–19, mean 15.1 ± 8.2 sessions). During the
24-month follow-up, 56% (n = 36/64) of patients used
AM medications for anxiety or other indications.
The use of adjunctive therapies, health services, and
sick leave was compared between the pre-study
year and the first and second years, respectively.
Two significant changes were found: The number
of psychotherapy sessions increased from average
7.8 ± 14.3 sessions in the pre-study year to 12.1 ± 17.5
sessions in the first year (p = 0.026), and the number
of inpatient rehabilitation days decreased from
3.8 ± 12.4 days in the pre-study year to 0.0 ± 0.0
days in the second year (p = 0.024). The number of
evaluable patients receiving inpatient rehabilitation
was n = 8/64 in the pre-study year, n = 1/49 in the first
Clinical Medicine: Psychiatry 2009:2
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Table 2. Disease status at baseline.
ICD-10

Diagnosis of anxiety disorder (n = 64 patients,
multiple responses possible)

N

%

F41.1

Generalized anxiety disorder

28

44%

F41.0

Panic disorder

25

39%

F40

Phobic anxiety disorder

15

23%

F42

Obsessive-compulsive disorder

7

11%

F43.1

Post-traumatic stress disorder

5

8%

F41.9

Anxiety disorder, unspecified

4

6%

F41.8

Other specified anxiety disorders

3

5%

1–5 months

4

6%

6–11 months

7

11%

1–4 years

21

33%

5 years

32

50%

Duration of anxiety disorder (n = 64 patients)

ICD-10

Non-anxiety comorbid diseases (n = 122 diagnoses)

M00-M99

Diseases of the musculoskeletal system and connective tissue

25

20%

K00-K93

Diseases of the digestive system

17

14%

I00-I99

Diseases of the circulatory system

15

12%

F00-F99

Mental and behavioural disorders

13

11%

E00-E90

Endocrine, nutritional and metabolic diseases

11

9%

Other diagnoses

41

34%

ICD-10: International statistical classification of diseases and related health problems, 10th revision.

study year, and n = 0/46 in the second year. No other
items (number of physician/dentist or psychiatrist
visits, diagnostic imaging, non-AM medications,
physiotherapy, inpatient hospitalisation, surgery, sick
leave) changed significantly in any period.
The use of psychotherapy and conventional
anti-anxiety medications in months 0–6 was analysed
separately. A total of 33% (n = 17/51) of evaluable
patients had psychotherapy, 24% (n = 12/51) used
conventional anti-anxiety medications (see Methods
for definition), while 55% (n = 28/51) used neither
psychotherapy nor anti-anxiety medications.

Clinical outcomes

All clinical outcomes were improved from baseline at
all subsequent follow-ups (Figs. 1–5). For 12 of the
16 outcomes (physician- and patient-rated Anxiety
Severity, SAS, CES-D, Symptom Score, and seven
SF-36 scores) all improvements from baseline
were significant at all follow-ups. The SF-36 scales
Clinical Medicine: Psychiatry 2009:2

Physical Function and Role Physical did not improve
significantly in months 0–3, but at subsequent followups all improvements from baseline were significant
(except Physical Function in months 0–24). SF-36
Physical Component summary and the SF-36 scale
Bodily Pain did not improve significantly at any
follow-ups (except Bodily Pain in months 0–12).
At six-month follow-up an improvement of 50%
of baseline Anxiety Severity was observed in 57%
(n = 25/44) of evaluable patients for patient rating
and in 58% (n = 33/57) for physician rating. Effect
sizes for the 0–6-month comparison were large
for nine outcomes (physician- and patient-rated
Anxiety Severity, Symptom Score, SAS, CES-D,
and four SF-36 scores), medium for one outcome,
and small for six outcomes (Table 2). Subgroup
analyses showed similar improvement in evaluable
diagnostic groups (GAD, panic disorder) and
therapy modality groups (eurythmy therapy, AM art
therapy) (Table 3).
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Anxiety severity
(physician)

Anxiety severity (patient)
10

10

8
score (Mean + sD)

score (Mean + sD)

8

6

4

2

6

4

2

0

0

6
Months

0

0

3

6

12
Months

18

24

Figure 1. Anxiety Severity. Range: 0 “not present”, 10 “worst possible”. Physician rating, n = 63. Patient rating, n = 56.

We performed three sensitivity analyses of the
0–6-month outcome of physician- and patient-rated
Anxiety Severity (Table 4: SA1–SA3; see Methods
for further description). For physician rating, the

individual analyses resulted in a reduction of the
average 0–6 month improvement of maximum
11% (3.60→3.22 points). Combining all three
analyses, the improvement was reduced by 12%

symptom score

self-rating Anxiety scale
10

80

8
score (Mean + sD)

score (Mean + sD)

70

60

50

0

0

3

6

12

18

24

Months
Figure 2. Self-rating Anxiety Scale. Range 0–100, higher scores indicate
more anxiety symptoms. Patients enrolled after March 2001, n = 38.

24

4

2

40

30

6

0

3

6

12

18

24

Months
Figure 3. Symptom Score. Range: 0 “not present”, 10 “worst possible”.
Patient rating, n = 63.
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non-AM medications: n = 3), while medication
was stopped due to reported adverse reactions in
eight patients (AM medications: n = 5, non-AM
medications: n = 3). Adverse reactions from nonmedication therapies were reported in four patients
(eurythmy therapy: n = 2, psychotherapy: n = 1, Dorn
therapy: n = 1). Two serious adverse events occurred:
One patient was acutely hospitalized for 34 days for
panic disorder, and one patient died from Acquired
Immunodeficiency Syndrome (AIDS). None of these
events were related to any therapy or medication.

10

Discussion

ces-D
50

score (Mean + sD)

40

30

0
0

3

6

12

18

24

Months
Figure 4. Center for Epidemiological Studies Depression Scale, German
version (CES-D). Range: 0–60, higher scores indicate more depressive
symptoms. Patients enrolled after September 1999, n = 55.

(3.60→3.17 points). For patient rating, the individual
analyses resulted in a reduction of the improvement
of maximum 14% (3.50→3.00 points). Combining
all three analyses, the improvement was increased by
3% (3.50→3.59 points).

Other outcomes

At six-month follow-up, patients’ average therapy
outcome rating (numeric scale from 0 “no help at all”
to 10 “helped very well”) was 6.82 ± 2.74 and patient
satisfaction with therapy (from 0 “very dissatisfied”
to 10 “very satisfied”) was 7.61 ± 2.65. The patients’
effectiveness rating of eurythmy, art or rhythmical
massage therapy was positive (“very effective” or
“effective”) in 86% (37/43) of evaluable patients who
had started therapy, and negative (“less effective”,
“ineffective” or “not evaluable”) in 14%. The ratings
of therapy outcome, satisfaction, and effectiveness
did not change significantly between 6- and 12-month
follow-up.
The frequency of reported adverse drug reactions
was 14% (n = 5 of 36 users) for AM medications and
14% (n = 7 of 50 users) for non-AM medications.
Adverse drug reactions of severe intensity were
reported in six patients (AM medications: n = 3,
Clinical Medicine: Psychiatry 2009:2

This is the first prospective evaluation of AM
treatment for anxiety disorders. We aimed to obtain
information on AM therapy for this indication under
routine outpatient conditions in Germany and studied
adults starting AM therapy for anxiety disorders. Most
frequent anxiety diagnoses were GAD, panic disorder,
and phobic disorders. Two-third of patients engaged
in eurythmy movement exercises or artistic therapies;
half of patients used AM medications; one-fourth used
conventional anti-anxiety medications. Under AM
treatment, significant and sustained improvements of
anxiety symptoms, other symptoms, and quality of
life were observed.
Strengths of this study include a detailed assessment
of the therapy setting and therapy-related factors, a
long follow-up period, and a high representativeness:
11% of all AM-certified physicians seeing anxiety
patients in Germany participated, the participating
AM physicians and therapists resembled all eligible
physicians and therapists with respect to sociodemographic characteristics, and 88% of screened and
eligible patients were enrolled. These features suggest
that the study to a high degree mirrors contemporary
AM practice.
Because the frequency of individual anxiety
diagnoses in AM outpatient care was largely unknown
prior to the study, we included patients with a range
of anxiety diagnoses. Also, to mirror clinical practice,
where the selection of AM therapy options will vary
according to individual features, we assessed AM as
a whole system.28 Supplementary subgroup analyses
were possible and showed similar improvements in
patients with GAD and panic disorder, and in patients
receiving eurythmy therapy and AM art therapy.
However, the sample size for other anxiety diagnoses
25
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Table 3. Clinical outcomes (0–6 months).
Outcome (range)

N

0 months

6 months

0–6 month difference*

Mean (SD)

Mean (SD)

Mean (95%-CI)

SRM
P-value

Score values
in adult
population
Mean (SD)

Anxiety Severity,
Physician (0–10)

No data

• All diagnoses and
therapies

57

7.16 (1.18)

3.56 (1.80)

3.60 (2.97 to 4.22)

0.001

1.52

• Generalized
anxiety disorder

23

6.96 (1.22)

3.43 (1.38)

3.52 (2.70 to 4.35)

0.001

1.85

• Panic disorder

22

7.27 (1.12)

3.18 (1.76)

4.09 (3.06 to 5.12)

0.001

1.76

• Eurythmy therapy

32

7.09 (1.17)

3.44 (1.81)

3.66 (2.78 to 4.53)

0.001

1.51

• AM art therapy

16

7.06 (1.39)

3.75 (1.95)

3.31 (1.90 to 4.73)

0.001

1.25
No data

Anxiety Severity,
Patient (0–10)
• All diagnoses and
therapies

44

7.09 (1.72)

3.59 (2.08)

3.50 (2.88 to 4.12)

0.001

1.71

• Generalized
anxiety disorder

19

7.42 (1.26)

3.63 (1.83)

3.79 (2.98 to 4.60)

0.001

2.25

• Panic disorder

17

7.06 (1.52)

3.29 (1.83)

3.76 (2.79 to 4.74)

0.001

1.99

• Eurythmy therapy

24

6.75 (1.82)

3.42 (1.79)

3.33 (2.43 to 4.24)

0.001

1.56

• AM art therapy

14

7.64 (1.34)

3.93 (2.64)

3.71 (2.40 to 5.02)

0.001

1.64

Symptom Score
(0–10)

49

6.35 (1.70)

3.52 (2.09)

2.83 (2.30 to 3.37)

0.001

1.52

No data

SAS (0–100)

26

60.91 (13.12)

49.04 (13.52)

11.88 (7.70 to 16.05)

0.001

1.15

27.0 (4.7)30

CES-D (0–60)

41

31.04 (11.87)

22.24 (11.94)

8.79 (5.61 to 11.98)

0.001

0.87

14.33 (9.66)36

SF-36 Physical
Component

50

47.64 (10.87)

49.01 (9.86)

1.36 (-1.29 to 4.02)

0.306

0.15

50.44 (10.08)62

SF-36 Mental
Component

50

28.71 (10.31)

38.24 (11.37)

9.53 (5.98 to 13.08)

0.001

0.76

50.84 (8.70)62

• Physical Function

50

76.88 (25.24)

83.92 (21.15)

7.04 (1.54 to 12.55)

0.013

0.36

87.09 (20.65)62

• Role Physical

50

51.50 (39.58)

65.00 (40.72)

13.50 (0.97 to 26.03)

0.035

0.31

82.94 (32.58)62

• Role Emotional

50

34.00 (37.19)

56.00 (42.29)

22.00 (8.12 to 35.88)

0.003

0.45

88.49 (27.80)62

• Social Functioning

50

47.00 (26.07)

65.50 (26.19)

18.50 (12.36 to 24.64)

0.001

0.86

88.27 (18.90)62

• Mental Health

50

36.96 (17.31)

53.20 (17.84)

16.24 (11.24 to 21.24)

0.001

0.92

73.15 (17.28)62

• Bodily Pain

50

60.84 (31.42)

68.52 (28.64)

7.68 (-0.87 to 16.23)

0.077

0.26

78.85 (27.79)62

• Vitality

50

33.50 (18.41)

47.70 (19.95)

14.20 (9.18 to 19.22)

0.001

0.80

62.89 (18.36)62

• General Health

50

47.84 (18.86)

53.98 (22.42)

6.14 (0.92 to 11.36)

0.022

0.33

67.46 (20.33)62

SF-36 Health
Change**

50

3.42 (1.14)

2.24 (1.08)

1.18 (0.80 to 1.56)

0.001

0.89

2.92 (0.99)62

SF-36 Scales (0–100)

SAS: Self-rating Anxiety Scale, documented in patient enrolled after March 2001. CES-D: Center for Epidemiological Studies Depression Scale, German
version. *Positive differences indicate improvement. **SF-36 Health Change: range from 1 (“much better now than one year ago”) to 5 (“much worse now
than one year ago”). SRM: Standardised Response Mean effect size (minimal: 0.20, small: 0.20–0.49, medium: 0.50–0.79, large: 0.80)
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Table 4. Anxiety Severity 0–6 months: sensitivity analyses.
Outcome/Analysis

N

0 months

6 months

0–6 month difference

Mean (SD)

Mean (SD)

Mean (95%-CI)

P-value

Physician rating
Main analysis: Patients with
evaluable data at 0 and 6 months

57

7.16 (1.18)

3.56 (1.80)

3.60 (2.97–4.22)

0.001

SA1: Last value carried forward

63

7.06 (1.26)

3.81(1.94)

3.25 (2.63–3.88)

0.001

SA2: Patients with a disease
duration of 12 months

50

6.98 (1.19)

3.74 (1.80)

3.22 (2.57–3.88)

0.001

SA3: Patients not using
conventional anti-anxiety therapy
in months 0–6

27

7.07 (1.38)

3.48 (1.65)

3.59 (2.71–4.48)

0.001

SA1 + SA2 + SA3

23

6.83 (1.34)

3.65 (1.70)

3.17 (2.26–4.08)

0.001

Main analysis: Patients with
evaluable data at 0 and 6 months

44

7.09 (1.72)

3.59 (2.08)

3.50 (2.88–4.12)

0.001

SA1: Last value carried forward

61

7.08 (1.82)

4.08 (2.47)

3.00 (2.42–3.58)

0.001

SA2: Patients with a disease
duration of 12 months

39

7.23 (1.84)

3.77 (2.25)

3.46 (2.82–4.10)

0.001

SA3: Patients not using
conventional anti-anxiety therapy
in months 0–6

27

6.89 (1.85)

3.21 (1.97)

3.63 (2.84–4.42)

0.001

SA1 + SA2 + SA3

22

7.09 (1.80)

3.50 (2.11)

3.59 (2.73–4.45)

0.001

Patient rating

and other AM therapy modality subgroups (medical,
rhythmical massage) did not allow for subgroup
analysis. Diagnosis, therapy modality, and other
predictors of clinical outcome will also be addressed
in a multivariate analysis of a larger dataset from the
AMOS study (submitted for publication).
To accommodate the study documentation to any
anxiety disorder, clinical outcomes did not include
a diagnosis-specific instrument for panic disorder,31
while the SAS, a recommended instrument for GAD,31
was only documented in a subset of patients.
Since the study had a long recruitment period,
the study physicians were not able to participate
throughout the period and to screen and enrol all
eligible patients (criteria: see Methods section). For
a different subset of patients from the AMOS project
(patients referred to AM therapies for any chronic
indication and enrolled before 1 April 2001), it was
estimated that physicians enrolled every fourth
eligible patient.27 This selection could bias results
if physicians were able to predict therapy response
and if they preferentially screened and enrolled
such patients for whom they expected a particularly
Clinical Medicine: Psychiatry 2009:2

favourable outcome. In this case one would expect the
degree of selection (= the proportion of eligible vs.
enrolled patients) to correlate positively with clinical
outcomes. That was not the case, the correlation was
almost zero (-0.04). This analysis27 does not suggest
that physicians’ screening of eligible patients was
affected by selection bias.
A limitation of the study is the absence of a
comparison group receiving conventional treatment
or no therapy. Accordingly, for the observed
improvements one has to consider several other causes
apart from the AM treatment. We therefore conducted
a sensitivity analysis of physician- and patient-rated
Anxiety Severity, estimating the influence of attrition
bias, natural recovery, and adjunctive therapies.
These three factors together explained up till 12% of
the 0–6 month improvement. According to a previous
analysis from this research program,41 regression to
the mean due to symptom fluctuation with preferential
self-selection to therapy and study inclusion at
symptom peaks explained up till 0.43 points (12%)
of the improvement of an outcome corresponding
to physician-rated Anxiety Severity in this analysis.
27
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Figure 5. SF-36 Physical and Mental Component summary measures. Higher scores indicate better health, n = 63.

Other possible confounders are psychological factors
and non-specific effects. However, since AM therapy
was evaluated as a whole system,28 the question
of specific therapy effects vs. non-specific effects
(placebo effects, context effects, physician-patient
interactions, patient expectations etc.) was not an
issue of the present analysis.
Because 16 clinical outcomes were analysed with
a total of 20 comparisons at six-month follow-up
(Table 2), the issue of multiple hypothesis-testing
arises.38 However, 18 of the 20 comparisons showed
significant improvements and 14 comparisons
had p-values  0.001.
This study provides the first data on the treatment
of anxiety disorders in AM settings. The female/
male ratio in this predominantly primary care
sample (6.1/1.0) was higher than in German primary
care patients with GAD (2.1/1.0)43 or in German
population samples with GAD (2.1/1.0)44 or any
anxiety disorder (2.2/1.0).45 The higher proportion
of women in this sample is in accordance with other
studies of AM patients with chronic disease.19,46,47
This finding might possibly reflect that women are
more likely than men to engage in creative therapies
such as AM art therapy and eurythmy therapy. Most
frequent diagnoses were GAD, panic disorders,
and phobic disorders, which is in accordance with
28

data from German primary care.48 The proportion
of patients with more than one mental diagnosis
(55%) was similar to the proportion among adults
with anxiety disorders in the German population
(62%).45 However, these diagnostic comparisons
should be treated with caution, since the diagnosis
of mental disorders in our study was based
on physicians’ clinical diagnosis and not on a
criteria-based assessment, apart from brief clinical
descriptors of anxiety diagnoses. This feature may
have lead to an underestimation of comorbid mental
diagnoses in our study, as suggested by the low
frequency of a physician’s diagnosis of depression
(8% of patients) compared to the high proportion
of patients with clinically relevant depressive
symptoms (74%).
Baseline anxiety symptom severity, assessed by
the SAS, was one-half to one standard deviation
higher than baseline scores in clinical trials of
anxiety patients from German primary care.49,50
Mental quality of life at baseline, assessed with the
SF-36 Mental Component summary (28 points in
all patients, 29 points in patients with GAD), was
one-third standard deviation worse than in German
adults with GAD.44 Other anxiety-related baseline
data such as number of anxiety episodes, recent
crises or psychiatric inpatient hospitalizations were
Clinical Medicine: Psychiatry 2009:2
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not documented and can therefore not be compared
to other studies. The proportion of responders
at six-month follow-up (patients with 50%
improvement of Anxiety Severity from baseline:
57%–58%) was of the same order of magnitude as
responder rates in trials of anti-anxiety medications
or psychotherapy.9,10,13
Previous studies have found beneficial effects
of AM therapies on anxiety in cancer patients.51,52
The present study is the first to demonstrate
improvement of patients with anxiety disorders under
AM treatment.
In the first six months after enrolment, 55% of study
patients had no standard therapy (psychotherapy,
anti-anxiety medication). Some patients with anxiety
disorders will not profit from standard therapies;
other patients discontinue standard therapies due to
adverse reactions or reject them because they are
passive (medication) or can be felt as intrusive or
too verbal (psychotherapy). In this context, the AM
non-verbal and artistic exercising therapies offer a
different approach or even a bridge to opening up
communication on a verbal level.19

Conclusions

In this study, adults with anxiety disorders under AM
treatment had long-term reduction of symptoms and
improvement of quality of life. Improvements were
similar in patients not using anti-anxiety medications
or psychotherapy. Although the pre-post design of the
present study does not allow for conclusions about
comparative effectiveness, study findings suggest that
AM therapies may be useful in the long-term care of
patients with anxiety disorders.

List of Abbreviations

±, standard deviation; AM, Anthroposophic Medicine;
AMOS, Anthroposophic Medicine Outcomes Study;
CES-D, Center for Epidemiological Studies Depression
Scale, German version; GAD, Generalized anxiety
disorder; ICD-10, International Statistical Classification
of Diseases and Related Health Problems, 10th
Revision; IQR, interquartile range; SA, Sensitivity
analysis; SAS, Self-Rating Anxiety Scale.

Competing Interests

Within the last five years HJH and GSK have received
restricted research grants from the pharmaceutical
Clinical Medicine: Psychiatry 2009:2

companies Weleda and Wala, who produce AM
medications. Otherwise all authors declare that they
have no competing interests.

Authors’ Contributions

HJH, CMW, GSK, SNW, and HK contributed to
study design. HJH, AG, and HK contributed to data
collection. HJH, RZ, and HK wrote the analysis
plan, HJH and AG analysed data. HJH was principal
author of the paper, had full access to all data, and
is guarantor. All authors contributed to manuscript
drafting and revision and approved the final
manuscript.

Acknowledgements

This study was funded by the Software-AG
Stiftung and the Innungskrankenkasse Hamburg, with
supplementary grants from the Helixor Stiftung, the
Mahle Stiftung, and the Zukunftsstiftung Gesundheit.
The sponsors had no influence on design and conduct
of the study; collection, management, analysis
or interpretation of the data; or preparation, review or
approval of the manuscript. We thank Wilfried Tröger
for helpful discussions. We also thank two anonymous
reviewers for detailed and constructive comments on
an earlier draft of this paper. Our special thanks go
to the study physicians, therapists, and patients for
participating.

References

1. Michael T, Zetsche U, Margraf J. Epidemiology of anxiety disorders.
Psychiatry. 2007;6(4):136–42.
2. Baumeister H, Harter M. Prevalence of mental disorders based on
general population surveys. Soc Psychiatry Psychiatr Epidemiol. 2007;
42(7):537–46.
3. Mendlowicz MV, Stein MB. Quality of life in individuals with anxiety
disorders. Am J Psychiatry. 2000;157(5):669–82.
4. Alonso J, Angermeyer MC, Bernert S, et al. Disability and quality of life
impact of mental disorders in Europe: results from the European Study of
the Epidemiology of Mental Disorders (ESEMeD) project. Acta Psychiatr
Scand Suppl. 2004;(420):38–46.
5. Olatunji BO, Cisler JM, Tolin DF. Quality of life in the anxiety disorders: a
meta-analytic review. Clin Psychol Rev. 2007;27(5):572–81.
6. Ormel J, Petukhova M, Chatterji S, et al. Disability and treatment of
specific mental and physical disorders across the world. Br J Psychiatry.
2008;192(5):368–75.
7. Katon W. Panic disorder: relationship to high medical utilization,
unexplained physical symptoms, and medical costs. J Clin Psychiatry.
1996;57 Suppl 10(2):11–18.
8. Hoffman DL, Dukes EM, Wittchen HU. Human and economic burden of
generalized anxiety disorder. Depress Anxiety. 2008;25(1):72–90.
9. Westen D, Morrison K. A multidimensional meta-analysis of treatments
for depression, panic, and generalized anxiety disorder: an empirical
examination of the status of empirically supported therapies. J Consult Clin
Psychol. 2001;69(6):875–99.

29

Hamre et al
10. Katon WJ. Clinical practice. Panic disorder. N Engl J Med. 2006;354(22):
2360–7.
11. Mitte K, Noack P, Steil R, Hautzinger M. A meta-analytic review of
the efficacy of drug treatment in generalized anxiety disorder. J Clin
Psychopharmacol. 2005;25(2):141–50.
12. Heyman I, Mataix-Cols D, Fineberg NA. Obsessive-compulsive disorder.
BMJ. 2006;333(7565):424–9.
13. Stein MB, Stein DJ. Social anxiety disorder. Lancet. 2008;371(9618):1115–25.
14. Kessler RC, Soukup J, Davis RB, et al. The use of complementary and
alternative therapies to treat anxiety and depression in the United States.
Am J Psychiatry. 2001;158(2):289–94.
15. Wahlstrom M, Sihvo S, Haukkala A, Kiviruusu O, Pirkola S, Isometsa E. Use
of mental health services and complementary and alternative medicine
in persons with common mental disorders. Acta Psychiatr Scand.
2008;118(1):73–80.
16. Steiner R, Wegman I. Extending practical medicine. Fundamental principles
based on the science of the spirit. [GA 27] [First published 1925]. Bristol:
Rudolf Steiner Press; 2000.
17. Derzeitige Ausbreitung der Anthroposophisch-Medizinischen Bewegung
[Current dissemination of the anthroposophic medical movement].
1924–2004 Sektion für Anthroposophische Medizin. Standortbestimmung/
Arbeitsperspektiven. [1924–2004 Section for Anthroposophic Medicine.
Current status and future perspectives].Dornach: Free Academy of Spiritual
Science; 2004. 7–9.
18. Lauer H. Angstanfälle: Entstehung, Behandlung, Verlauf; Anwendung
anthroposophisch-medizinischer Erkenntnisse in Diagnostik und Therapie.
Stuttgart: Verlag Urachhaus; 1991.
19. Ritchie J, Wilkinson J, Gantley M, Feder G, Carter Y, Formby J. A model of
integrated primary care: anthroposophic medicine. London: Department
of General Practice and Primary Care, St Bartholomew’s and the Royal
London School of Medicine, Queen Mary, University of London; 2001.
20. Roediger E. Phänomene der Angsterkrankung und Ansatzpunkte für eine
psychotherapeutische Behandlung aus anthroposopohischer Sicht. Der
Merkurstab. 2002;55(3):187–95.
21. von der Heide P. Therapie mit geistig-seelischen Mitteln. Kunsttherapie,
Psychotherapie, Psychosomatik. Dornach: Verlag am Goetheanum; 1997.
22. Majorek M, Tüchelmann T, Heusser P. Therapeutic Eurythmy-movement
therapy for children with attention deficit hyperactivity disorder (ADHD):
a pilot study. Complement Ther Nurs Midwifery. 2004;10(1):46–53.
23. Kienle GS, Kiene H, Albonico HU. Anthroposophic medicine: effectiveness,
utility, costs, safety. Stuttgart, New York: Schattauer Verlag; 2006.
24. Denjean-von Stryk B, von Bonin D. Therapeutische Sprachgestaltung.
Stuttgart: Verlag Freies Geistesleben and Urachhaus; 2000.
25. Sommer M. Pallasitsalbe bei Panikstörung. Der Merkurstab. 2003;56(1):28–30.
26. Hamre HJ, Becker-Witt C, Glockmann A, Ziegler R, Willich SN, Kiene H.
Anthroposophic therapies in chronic disease: The Anthroposophic Medicine
Outcomes Study (AMOS). Eur J Med Res. 2004;9(7):351–60.
27. Hamre HJ, Witt CM, Glockmann A, Ziegler R, Willich SN, Kiene H.
Anthroposophic therapy for chronic depression: a four-year prospective
cohort study. BMC Psychiatry 2006;6(57):doi:10.1186/1471-244X-6-57.
28. Boon H, MacPherson H, Fleishman S, et al. Evaluating complex healthcare
systems: a critique of four approaches. eCAM. 2007;4(3):279–85.
29. Zung WW. A rating instrument for anxiety disorders. Psychosomatics.
1971;12(6):371–9.
30. Internationale skalen für Psychiatrie. 4. ed. Göttingen: Beltz; 1996.
31. Bandelow B, Margraf J. Empfehlungen fur die Verwendung von
Messinstrumenten in der klinischen Angstforschung. Fortschr Neurol
Psychiatr. 1994;62(10):361–5.
32. Franke G. SCL-90-R. Die Symptom-Checkliste con Derogatis—Deutsche
Version. Göttingen: Beltz Test; 1995.
33. Beck AT, Epstein N, Brown G, Steer RA. An inventory for measuring
clinical anxiety: psychometric properties. J Consult Clin Psychol.
1988;56(6):893–7.
34. Cox BJ, Cohen E, Direnfeld DM, Swinson RP. Does the Beck Anxiety
Inventory measure anything beyond panic attack symptoms? Behav Res
Ther. 1996;34(11–12):949–954.

30

35. Radloff LS. The CES-D scale: A self-report depression scale for research in
the general population. Appl Psych Meas. 1977;3:385–401.
36. Hautzinger M, Bailer M. ADS, Allgemeine Depressions Skala. Manual.
Weinheim: Beltz Test; 1993.
37. Bullinger M, Kirchberger I. SF-36 Fragebogen zum Gesundheitszustand.
Handanweisung. [SF-36 Health Survey, German Version: Handbook].
Göttingen: Hogrefe-Verlag; 1998.
38. Feise RJ. Do multiple outcome measures require p-value adjustment? BMC
Med Res Methodol. 2002;2(8):doi:10.1186/1471-2288-2-8.
39. Cohen J. Statistical power analysis for the behavioral sciences. 2. ed.
Hillsdale, NJ: Lawrence Erlbaum; 1988.
40. McDowell I, Newell C. Measuring health. A guide to rating scales and
questionnaires. 2. ed. New York–Oxford: Oxford University Press; 1996.
41. Hamre HJ, Glockmann A, Kienle GS, Kiene H. Combined bias suppression
in single-arm therapy studies. J Eval Clin Pract. 2008;14(5):923–9.
42. Hautzinger M, Bailer M. ADS, Allgemeine Depressions Skala. Manual.
[Center for Epidemiological Studies Depression Scale, German Version.
Manual]. Weinheim: Beltz Test; 1993.
43. Maier W, Linden M, Sartorius N. Psychische Erkrankungen in der
Allgemeinpraxis. Ergebnisse und Schlußfolgerungen einer WHO-Studie.
Dt Ärzteblatt. 1996;93(18):A1202–A6.
44. Wittchen HU, Carter RM, Pfister H, Montgomery SA, Kessler RC.
Disabilities and quality of life in pure and comorbid generalized anxiety
disorder and major depression in a national survey. Int Clin Psychopharmacol.
2000;15(6):319–28.
45. Jacobi F, Wittchen HU, Holting C, et al. Prevalence, co-morbidity and
correlates of mental disorders in the general population: results from the
German Health Interview and Examination Survey (GHS). Psychol Med.
2004;34(4):597–611.
46. Pampallona S, von Rohr E, van Wegberg B, et al. Socio-demographic and
medical characteristics of advanced cancer patients using conventional or
complementary medicine. Onkologie. 2002;25(2):165–70.
47. Unkelbach R, Abholz HH. Unterschiede zwischen Patienten
schulmedizinischer und anthroposophischer Hausärzte. Forsch
Komplementärmed. 2006;13(6):349–55.
48. Linden M, Maier W, Achberger M, Herr R, Helmchen H, Benkert O.
Psychische Erkrankungen und ihre Behandlung in Allgemeinarztpraxen in
Deutschland: Ergebnisse aus einer Studie der Weltgesundheitsorganisation
(WHO). Der Nervenarzt. 1996;67(3):205–15.
49. Lindenberg D, Pitule-Schodel H. D,L-Kavain im Vergleich zu Oxazepam
bei Angstzustanden. Doppelblindstudie zur Klinischen Wirksamkeit.
Fortschr Med. 1990;108(2):49–4.
50. Boerner RJ, Sommer H, Berger W, Kuhn U, Schmidt U, Mannel M.
Kava-Kava extract LI 150 is as effective as Opipramol and Buspirone
in Generalised Anxiety Disorder—an 8-week randomized, double-blind
multi-centre clinical trial in 129 out-patients. Phytomedicine. 2003;
10 Suppl 4:38–49.
51. Stähle S. Pilotstudie zur Evaluation gestaltungstherapeutischer Intervention
bei hämatologisch-onkologischen Erkrankungen. Dissertation. Ulm:
Universität Ulm; 2001.
52. Heusser P, Braun SB, Bertschy M, et al. Palliative in-patient cancer treatment
in an anthroposophic hospital: II. Quality of life during and after stationary
treatment, and subjective treatment benefits. Forsch Komplementarmed.
2006;13(3):156–66.
53. Brauns H, Steinmann H. Educational Reform in France, West-Germany
and the United Kingdom: updating the CASMIN educational classification.
Mannheim: Mannheimer Zentrum für Europäische Sozialforschung; 1997.
54. Bundesgesundheitssurvey 1998. Public Use File [Federal Health Survey
1998. Public Use File]. Berlin: Robert Koch Institute; 2000.
55. Federal Statistical Office. Statistical Yearbook for the Federal Republic of
Germany. Stuttgart: Metzler-Poeschel Verlag; 2001.
56. Hoffmeister H, Schelp FP, Mensink GB, Dietz E, Bohning D. The
relationship between alcohol consumption, health indicators and mortality
in the German population. Int J Epidemiol. 1999;28(6):1066–72.
57. Junge B, Nagel M. Das Rauchverhalten in Deutschland. [Smoking behavior
in Germany]. Gesundheitswesen. 1999;61(Sonderheft 2):S121–S5.

Clinical Medicine: Psychiatry 2009:2

Anthroposophic therapy for anxiety disorders
58. Breckenkamp J, Laaser U, Danell T. Freizeitinteressen und subjektive
Gesundheit. [Hobbies and Subjective Health]. Wiesbaden: Federal Institute
for Population research at the Federal Statistical Office; 2001.
59. VDR Statistik Rentenbestand am 31. Dezember 2000. [VDR-Statistics of
Pensioners on December 31, 2000]. Berlin: Association of German Pension
Insurance Companies; 2005.
60. Bergmann E, Ellert U. Sehhilfen, Hörhilfen und Schwerbehinderung.
[Seeing aids, hearing aids, and disabilities]. Bundesgesundheitsblatt.
2000;(6):432.

61. Ministry of Health and Social Welfare. Arbeitsunfähigkeits-,
Krankengeld- und Krankenhausfälle und -tage nach der GKV-Statistik
KG2 1996 bis 2002. [Number of cases and days with sick leave and with
inpatient hospitalisation, according to the statistics of the Statutory Health
Insurance KG2, 1996 to 2002]. Bonn: 2003.
62. Bullinger M, Kirchberger I. SF-36 Fragebogen zum Gesundheitszustand.
Handanweisung. Göttingen: Hogrefe-Verlag; 1998.

Publish with Libertas Academica and
every scientist working in your field can
read your article
“I would like to say that this is the most author-friendly
editing process I have experienced in over 150
publications. Thank you most sincerely.”
“The communication between your staff and me has
been terrific. Whenever progress is made with the
manuscript, I receive notice. Quite honestly, I’ve
never had such complete communication with a
journal.”
“LA is different, and hopefully represents a kind of
scientific publication machinery that removes the
hurdles from free flow of scientific thought.”

Your paper will be:
•
Available to your entire community
free of charge
•
Fairly and quickly peer reviewed
•
Yours! You retain copyright
http://www.la-press.com

Clinical Medicine: Psychiatry 2009:2

31

