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ARTICLE INFO ABSTRACT
Published: 30 Jun 2026 Anxiety disorders are among the most prevalent mental health conditions globally and
Keywords: have a major impact on people’s emotional, psychological, and social well-being. These
Anxiety Disorders, Herbal disorders encompass generalized anxiety disorder, panic disorder, social anxiety
Medicines, Phytotherapy, disorder, phobias, obsessive-compulsive disorder, and post-traumatic stress disorder.
Anxiolytic Activity, Anxiety-related conditions can arise due to a combination of factors, including genetic
Neurotransmitter vulnerability, environmental pressures, imbalances in brain chemistry, past trauma, and
Modulation shifts in lifestyle. Standard treatments such as benzodiazepines, antidepressants, and
DOIL: cognitive behavioral therapy are frequently employed for management; yet, prolonged
10.5281/zenodo.21096422 use of medications can lead to side effects, dependency, tolerance, and withdrawal

symptoms. In recent years, herbal medicines have attracted growing interest as
alternative and complementary treatments for anxiety, thanks to their natural source,
reduced side effects, and potential therapeutic benefits. Medicinal plants including
Lavandula angustifolia (lavender), Valeriana officinalis (valerian), Melissa officinalis
(lemon balm), Matricaria chamomilla (chamomile), Rosmarinus officinalis (rosemary),
and Ocimum basilicum (basil) contain bioactive compounds with anxiolytic, sedative,
antioxidant, and neuroprotective effects. These herbal agents primarily work by
influencing neurotransmitter systems such as those involving gamma-aminobutyric acid
(GABA), serotonin, dopamine, and norepinephrine. This review examines the
classification, epidemiology, pathophysiology, clinical features, diagnosis, and
treatment of anxiety disorders, with particular attention to the use of herbal medicines
in managing anxiety. The discussion covers the pharmacological activities, chemical
components, modes of action, therapeutic advantages, and drawbacks of key herbal
drugs. The review also underscores the increasing interest in evidence-based herbal
treatments and the potential future role of phytomedicine in neuropsychiatric disorders.
Herbal medicines could offer a safer and more affordable option for managing anxiety,
but additional clinical research and standardization are needed to confirm their
effectiveness, safety, and consistency.
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INTRODUCTION
What is anxiety?

Anxiety is a multifaceted neuropsychological
condition marked by excessive worry, ongoing
fear, and elevated emotional and physical
responses to stress or expected negative
outcomes.[1] It entails disruptions in cognitive,
behavioral, autonomic,
systems, potentially severely affecting a person’s
daily routines and general quality of life.[2] In
clinical terms, it manifests through symptoms like
restlessness, irritability, difficulty concentrating,
tension, rapid heartbeat,

and neuroendocrine

muscle sweating,
trembling, palpitations, digestive issues, and sleep
problems.[3] Neurobiological changes involving
neurotransmitters such as gamma-aminobutyric
(GABA), serotonin, dopamine,
norepinephrine are believed to be central to the
development of anxiety disorders.[4] If left
unchecked, adversely impact

emotional interactions, job

acid and

anxiety can
balance, social
performance, and overall psychological health.[5]

Classification of Anxiety Disorders
1. Generalized Anxiety Disorder (GAD)

Generalized Anxiety Disorder is a long-term
anxiety condition marked by ongoing, excessive,
and difficult-to-control worry about routine daily
activities and events.[6] This anxiety is typically
out of proportion to the actual circumstances and
lasts for at least six months.[7] Typical symptoms
include  restlessness, tiredness,  difficulty
concentrating, irritability, muscle tension, and
trouble sleeping.[8] The disorder substantially
impacts social, work, and mental functioning and
is often linked with depression and other anxiety-
related conditions.[9]

2. Panic Disorder (PD)
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Panic Disorder is marked by recurring, unexpected
panic attacks, which trigger intense fear and
physical symptoms of arousal.[10] These attacks
include sudden episodes of chest pain, rapid
heartbeat, shaking,
breathlessness, and a fear of death or losing
control.[11] Many patients experience anticipatory
anxiety and avoid certain situations out of fear of
future attacks.[12] The condition frequently occurs
alongside agoraphobia and significantly disrupts
daily life.[13]

dizziness, = sweating,

3. Social Phobia (Social Anxiety Disorder)

Social Anxiety Disorder is characterized by an
intense and enduring fear of social or performance
settings might criticism,
embarrassment, or negative judgment.[14] Being
in such situations can trigger significant anxiety
symptoms, including trembling, blushing, rapid
heartbeat, and sweating.[15] The condition often
leads to avoidance, social withdrawal, decreased
work performance, and strained personal

where one face

relationships.[16] It typically emerges during
adolescence and may persist long-term if not
addressed.[17]

4. Obsessive-Compulsive Disorder (OCD)

Obsessive-Compulsive Disorder is marked by
recurring obsessions and compulsions.[18]
Obsessions are unwanted,
thoughts, images, or urges, while compulsions are
repetitive actions carried out to ease anxiety or

anxiety-inducing

avoid perceived danger.[19] Typical obsessions
include fears of contamination, a need for
symmetry, and unwanted aggressive thoughts,
while common compulsions involve over-washing
hands, checking things repeatedly, counting, and
engaging in ritualistic behaviors.[20] The
condition can significantly disrupt personal,
social, and work-related functioning.[21]
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5. Post-Traumatic Stress Disorder (PTSD)

Post-Traumatic Stress Disorder arises after
experiencing traumatic or life-threatening events,
including violence, war, accidents, or natural
disasters.[22] It is marked by intrusive memories,
nightmares, flashbacks, emotional detachment,
avoidance of triggers,
hypervigilance, and sleep problems.[23] PTSD is
linked to significant psychological suffering,
reduced quality of life, and a high prevalence of
co-occurring psychiatric conditions, especially
depression and other anxiety disorders.[24]

trauma-related

Risk Factors of Anxiety

Anxiety disorders are complex psychiatric

conditions resulting from the interplay of
biological, psychological, environmental, and
social factors.[25] These elements affect

emotional regulation, neurochemical processes,
stress reactivity, and behavioral adjustment,
thereby heightening vulnerability to anxiety
disorders.[26]

1. Biological Factors

Genetic predisposition is widely regarded as a key
factor in the onset of anxiety disorders.[27] People
with a family history of anxiety, depression, or
other mental health conditions are at substantially
greater risk of developing pathological
anxiety.[28] Imbalances in  neurochemical
systems, particularly those involving gamma-
aminobutyric acid (GABA), serotonin, dopamine,

and norepinephrine can disrupt neuronal
communication and lead to heightened autonomic
activity.[29] Additionally, chronic illnesses,

hormonal imbalances, neurological conditions,
sleep disruptions, and age-related physiological
shifts may further heighten susceptibility to
anxiety symptoms.[30]
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2. Psychological Factors

Psychological vulnerability is a key factor in the
development of anxiety.[31] Persistent negative
thinking, poor coping strategies, an overblown
sense of fear, emotional instability, and
maladaptive behaviors are closely linked to
anxiety disorders.[32] Prior psychiatric diagnoses,
unprocessed trauma, long-term
psychological stress, and negative childhood
experiences can greatly increase the risk of
anxiety-related conditions.[33] Personality traits
including neuroticism, hypersensitivity, low self-
esteem, and poor stress resilience are also regarded

emotional

as major psychological risk factors.[34]
3. Social and Environmental Factors

Environmental and psychosocial stressors play a
major role in triggering and worsening anxiety
disorders.[35] Commonly linked to increased
psychological distress are social isolation,
financial hardship, job-related stress, academic
pressure, interpersonal conflicts, and lack of social
support.[36] Experiencing traumatic events such
as violence, abuse, accidents, natural
disasters, or emotional loss can substantially raise
the risk of severe anxiety disorders, especially
Post-Traumatic Stress Disorder (PTSD).[37]
Additionally, lifestyle factors like smoking,
alcohol use, substance abuse, and physical

war,

inactivity may worsen anxiety symptoms and
impair daily functioning.[38]

4. Demographic Factors

Several demographic factors are linked to a higher
prevalence of anxiety disorders.[39]
Epidemiological research shows that anxiety
disorders are more frequently seen in women,
older adults, and individuals with chronic medical
conditions or  disabilities.[40]  Additional
contributors to the onset and continuation of
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anxiety disorders may include low socioeconomic
status, cognitive impairment, decreased social
engagement, and diminished quality of life.[41]

Epidemiology of Anxiety

Anxiety disorders are among the most common
psychiatric conditions globally and pose a major
public health challenge because of their long-term
nature, early onset, and considerable psychosocial
impact.[42] Research across diverse populations
reveals that anxiety disorders often occur
alongside mood disorders, substance use
disorders, and other mental health conditions,
which worsens functional impairment and lowers
quality of life.[43]

Anxiety disorders typically begin in childhood,
adolescence, or early adulthood, with a
particularly elevated risk between the ages of 10
and 35.[44] Specific phobias and social anxiety
disorder usually emerge during childhood or
adolescence, while generalized anxiety disorder
and panic disorder may appear later in
adulthood.[45] Without proper treatment, many
anxiety disorders tend to be persistent and
recurrent.[46] Epidemiological data consistently
show that anxiety disorders are more common in
women than in men.[47] Higher rates are also
linked to individuals who are widowed, divorced,
socially isolated, or

disadvantaged.[48] Differences
across countries and cultures may stem from

economically
in prevalence

variations in diagnostic standards, environmental
stressors, socioeconomic factors, and access to
healthcare.[49]

Comorbidity is a key feature of anxiety disorders.
Many individuals affected by these conditions also
suffer from co-occurring psychiatric disorders
such as depression,
disorder, post-traumatic

obsessive-compulsive
stress disorder, and
substance dependence.[50] The presence of
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multiple psychiatric conditions markedly worsens
disease severity, increases healthcare demands,
and impairs occupational functioning.[51]

Genetic vulnerability, environmental stressors,
traumatic maladaptive coping
mechanisms, and neurobiological changes are
regarded as key epidemiological factors linked to
anxiety disorders.[52] Given the rising prevalence
and socioeconomic consequences of anxiety
disorders, early detection, and
effective treatment remain critical priorities in
contemporary mental health care systems.[53]

events,

prevention,

Pathophysiology of Anxiety

The development of anxiety disorders stems from

intricate interactions among neurobiological,
genetic, neurochemical, endocrine, and
environmental factors that together shape

emotional regulation and the body’s response to
stress.[54] Central to the onset of these disorders
is the malfunction of specific brain areas that
govern fear processing and behavioral control.[55]
The amygdala is among the key neural structures
implicated in the emergence of anxiety.[56]
Overactivity in the amygdala can lead to
heightened fear perception, emotional sensitivity,
and amplified reactions to stressful or threatening
situations.[57] Dysfunction in regions such as the
hippocampus, orbitofrontal cortex, insular cortex,
and prefrontal cortex may further compromise
emotional control, memory consolidation, and the
ability to respond adaptively to challenges.[58]

Imbalances in neurotransmitters are a major
contributor to anxiety disorders.[59] A decrease in
the inhibitory effects of gamma-aminobutyric acid

(GABA) 1is linked to increased neuronal
excitability and heightened autonomic
activity.[60]  Disruptions in  serotonergic,

dopaminergic, and noradrenergic signaling may
also contribute to ongoing anxiety, panic episodes,
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mood fluctuations, and reduced resilience to
stress.[61]

Another critical mechanism involves
dysregulation of the hypothalamic-pituitary-
adrenal (HPA) axis, which is often implicated in
anxiety disorders.[62] Persistent psychological
stress can trigger excessive cortisol release,
leading to prolonged autonomic arousal, sleep
disruption, emotional volatility, and diminished

cognitive performance.[63]

Genetic predisposition and environmental factors
together play a role in the development of
anxiety.[64] People who inherit traits such as
behavioral inhibition, an anxious temperament, or
have a family history of psychiatric conditions are
more likely to develop anxiety disorders.[65]
Prolonged stress, childhood trauma,
hardship, neglect, or exposure to traumatic events
can modify brain circuitry and neuroplasticity,

social

raising the risk for enduring anxiety
symptoms.[66]
New neuroscientific research suggests that

disrupted communication between the amygdala,
hippocampus, and prefrontal cortex may lead to
difficulties in extinguishing fear and heightened
anticipatory anxiety.[67] Additionally,
neuroinflammation, reduced synaptic plasticity,
and problems in emotional learning processes have
been linked to the progression of anxiety
disorders.[68]

Clinical manifestation of Anxiety Disorders

Anxiety disorders involve a wide range of
psychological, cognitive, behavioral, and physical
symptoms that substantially disrupt daily activities
and overall quality of life.[69] The intensity and
nature of symptoms can differ based on the
particular type of anxiety disorder, how long the
illness has lasted, individual susceptibility, and
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related psychosocial stressors.[70] Ongoing
anxiety symptoms frequently hinder work
performance, academic engagement, personal

relationships, and social participation.[71]
1. Psychological Manifestations

Psychological symptoms are among the most
noticeable anxiety
disorders.[72] People often report ongoing,
excessive worry, fear, apprehension, irritability,
nervousness, emotional discomfort, and a
persistent feeling of imminent danger.[73]
Increased vigilance, restlessness, and difficulty
thoughts are

clinical indicators of

managing anxious commonly
seen.[74] Many patients also describe a sense of
helplessness, volatility,
overestimation of the likelthood of negative

events.[75]

emotional and an

2. Cognitive Symptoms

Cognitive dysfunction is commonly linked to
anxiety disorders and can manifest as difficulty
concentrating, short attention spans, racing
thoughts, indecisiveness, memory problems, and a
skewed perception of threat.[76] Patients
frequently display catastrophic thinking, an
exaggerated sense of danger, and ongoing negative
predictions about future events.[77] These
unhelpful cognitive patterns intensify anxiety
reactions and fuel long-term psychological
suffering.[78]

3. Behavioral Manifestations

Common behavioral signs include avoiding
anxiety-triggering situations, withdrawing
socially, seeking constant reassurance, and cutting
back on regular activities.[79] People with social
anxiety disorder or specific phobias
deliberately steer clear of social contact, public
settings, or the objects or scenarios they fear.[80]

may
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Repeated safety behaviors, meant to lessen
perceived danger, may briefly ease anxiety but
often perpetuate and intensify symptoms in the
long run.[81]

4. Physical and Bodily Symptoms

Anxiety disorders are often linked to autonomic
and somatic symptoms caused by overactivity of
the sympathetic nervous system.[82] Typical
physical signs palpitations, rapid
heartbeat, sweating, shaking, chest pressure,
breathlessness, lightheadedness, dry
mouth, digestive headaches, muscle
tightness, exhaustion, and disrupted sleep.[83] In

include

nausea,
issues,

more severe instances, panic attacks may arise,
marked by abrupt, overwhelming fear along with
cardiovascular and respiratory symptoms.[84]
These physical symptoms can resemble serious
medical conditions and may lead to higher
healthcare use and diagnostic uncertainty.[85]

5. Disorder-Specific Manifestations

Each anxiety disorder exhibits unique clinical
features.[86] Generalized Anxiety Disorder is
defined by uncontrollable worry,
restlessness, irritability, and muscle tension.[87]
Panic Disorder involves frequent, unexpected
panic attacks and a persistent dread of future
episodes.[88] Social Anxiety Disorder features an
overwhelming fear of being judged, embarrassed,
or humiliated in social settings, often leading to
avoidance.[89] Specific Phobias entail
disproportionate and irrational fear of certain
objects, animals, activities, or environments.[90]
Post-Traumatic Stress Disorder is linked to
recurring memories and nightmares, emotional
detachment, heightened alertness, and avoidance
of reminders of the traumatic event.[91]

ongoing,

6. Functional Impairment
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Persistent anxiety symptoms can severely disrupt
social, occupational, academic, and personal
functioning.[92] If left untreated, anxiety disorders
may lead to social isolation, decreased
productivity, diminished quality of life, sleep
problems, and a higher likelihood of developing
other health conditions, including
depression and substance wuse disorders.[93]
Identifying these symptoms early is crucial for
proper diagnosis, prompt treatment, and effective
management of anxiety disorders.[94]

mental

Diagnosis of Anxiety Disorders

Diagnosing anxiety disorders requires a thorough
clinical evaluation that considers psychological
symptoms, behavioral tendencies, physical signs,
and the extent to which the individual’s daily
functioning is affected.[95] Precise diagnosis is
crucial for distinguishing anxiety disorders from
typical stress reactions, medical conditions, and
other mental health disorders, which in turn
supports effective treatment and care.[96]

1. Clinical Evaluation

Clinical evaluation continues to be the primary
method for diagnosing anxiety disorders.[97] A
comprehensive psychiatric history is gathered to
evaluate the onset, duration, frequency, intensity,
and course of anxiety symptoms.[98] Clinicians
also examine related psychological symptoms,
including fear, chronic worry,
irritability, restlessness, panic attacks, sleep issues,

excessive

and avoidance behaviors.[99] Evaluating how
anxiety affects occupational, academic, and social
functioning is essential for understanding its
overall impact on daily life.[100]

2. Diagnostic Criteria

The diagnosis of anxiety disorders mainly relies on
standardized criteria from the Diagnostic and
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Statistical Manual of Mental Disorders (DSM-5)
and the International Classification of Diseases
(ICD-11).[101] Under DSM-5, anxiety symptoms
must be ongoing, excessive, and mismatched with
the situation, leading to noticeable distress or
functional impairment.[102] Generally, symptoms
need to last at least six months to confirm a
diagnosis for most anxiety disorders.[103]

3. Mental Status Examination

The mental status examination is crucial for
detecting the specific psychological and cognitive
abnormalities linked to anxiety disorders.[104]
During clinical evaluation, patients may display
mood, heightened worry, difficulty
concentrating, hypervigilance, rapid speech,
restlessness, and physical signs of anxiety.[105]
Assessing thought content, emotional regulation,
perception, insight, and judgment helps
distinguish anxiety disorders from psychotic,
depressive, and personality disorders.[106]

anxious

4. Tools for Psychological Assessment

A range of standardized screening and assessment
tools are employed to evaluate the severity and
characteristics of anxiety symptoms.[107]
Frequently used instruments include the Hamilton
Anxiety Rating Scale (HAM-A), Generalized
Anxiety Disorder-7 (GAD-7), Beck Anxiety
Inventory (BAI), and Hospital Anxiety and
Depression Scale (HADS).[108] These measures
help quantify guide treatment
planning, and track progress over time.[109]

symptoms,

5. Physical Examination and Laboratory
Investigations

A thorough physical exam and laboratory testing
are crucial for ruling out medical conditions that
can resemble anxiety symptoms.[110] Conditions
like hyperthyroidism, heart disease, respiratory
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issues, neurological  disorders,  hormonal
imbalances, and substance-related illnesses may
produce symptoms indistinguishable from anxiety
disorders.[111] Laboratory tests might involve
thyroid function assessments, complete blood
counts, blood glucose levels, toxicology screens,
and other appropriate diagnostic measures based

on the patient’s clinical presentation.[112]
6. Differential Diagnosis

Differential diagnosis is crucial because anxiety
symptoms often mimic those of other psychiatric
and medical conditions.[113] Common conditions
evaluated during this process include depressive
disorders, bipolar disorder,
obsessive-compulsive disorder,
disorders, panic attacks triggered by medical
illnesses, and personality disorders.[114] A
thorough assessment is essential to correctly
identify the root cause and avoid misdirected
treatment strategies.[115]

schizophrenia,
substance use

7. Importance of Early Diagnosis

Identifying anxiety disorders early is crucial to
avoid long-term psychological damage and to
enhance treatment effectiveness.[116] If left
undetected, symptoms may intensify, leading to
social difficulties, diminished quality of life, and a
higher likelihood of developing additional mental
or physical health conditions.[117] Thus, a
thorough diagnostic evaluation is vital for enabling
prompt intervention, personalized treatment
strategies, and sustained management of anxiety
disorders.[118]

Herbal Drugs in Anxiety Management

Herbal remedies have long been employed to
address anxiety, insomnia, nervousness, and other
stress-related conditions. These medicinal plants
include bioactive compounds like flavonoids,
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alkaloids, terpenoids, and essential oils, which
have anxiolytic and sedative effects.

1. Hops (Humulus lupulus)

Hops are commonly employed in traditional
medicine to address sleep issues and anxiety. The
plant includes bitter acids, flavonoids, and
essential oils that contribute to its sedative effects.
Research indicates that hops could enhance sleep
quality and soothe the nervous system. Hops are
frequently paired with valerian in herbal remedies

aimed at managing insomnia [119-121].
2. Bay Laurel (Laurus nobilis)

Laurus nobilis contains essential oils that are rich
in eugenol and cineole. The herb has anti-
inflammatory pain-relieving, antioxidant,
soothing properties. Bay leaves are used in
traditional medicine to help relieve stress and
nervous tension [122-125].

and

3. Lavender (Lavandula angustifolia)

Lavender is among the most widely researched
medicinal plants for managing anxiety. Its
essential oil includes linalool and linalyl acetate,
known for their calming and sedative properties.
Clinical studies have shown that lavender
aromatherapy and oral formulations help reduce
anxiety symptoms and enhance sleep quality [126-
133].

4. Common Mallow (Malva sylvestris)

Malva sylvestris contains a high concentration of
flavonoids, = anthocyanins, = and  phenolic
compounds. The plant exhibits antioxidant and
anti-inflammatory properties that could help
protect the nervous system and reduce stress [134-
140].

5. Chamomile (Matricaria chamomilla)
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Chamomile has been traditionally used as a
soothing herbal tea for a long time. It includes
flavonoids and terpenoids that have sedative and
anxiolytic properties. Chamomile is frequently
used to address anxiety, insomnia, stress, and
gastrointestinal issues linked to nervousness [141-
150].

6. Lemon Balm (Melissa officinalis)

Melissa officinalis has soothing and anxiety-
reducing effects. The plant includes citral,
rosmarinic acid, and flavonoids, which are
responsible for its neuroprotective and sedative
effects. Studies involving experimental models
have demonstrated a reduction in anxiety-like
behavior following the administration of lemon
balm extracts [151-157].

7. Basil (Ocimum basilicum)

Basil is a fragrant medicinal herb that contains
linalool, eugenol, and methyl chavicol. It exhibits
antioxidant, anti-inflammatory, sedative, and
hypnotic effects. Extracts from basil have
demonstrated positive effects on reducing stress
and improving sleep [158-164].

8. Rosemary (Rosmarinus officinalis)

Rosemary includes bioactive compounds like
rosmarinic acid and essential oils, which show
antioxidant  and effects.
Aromatherapy and rosemary tea have been linked
to lower anxiety, better mood, and improved
cognitive function [165-173].

neuroprotective

9. Linden (Tilia cordata / Tilia americana)

Tilia species have traditionally been used to make
calming herbal teas. The flowers include
flavonoids and volatile compounds that have
anxiolytic and sedative effects. Research suggests
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positive outcomes for nervous disorders and
insomnia [174-180].

10. Valerian (Valeriana officinalis)

Valerian is one of the most frequently used herbal
remedies for insomnia and anxiety. The plant

includes  valerenic acid, alkaloids, and
valepotriates, which exert effects on the
GABAergic system to induce calming and

sedative properties. Multiple clinical studies and
meta-analyses have assessed valerian for its
effectiveness as a sleep aid and anxiolytic [181-
190].

Advantages and Limitations of Herbal Drugs

Herbal medicines are commonly employed in
treating anxiety disorders because they are derived
from natural sources, enjoy cultural acceptance,
and generally cause fewer side effects. Herbs like
valerian, lavender, chamomile, lemon balm, and
rosemary have  demonstrated
anxiolytic and sedative effects in both traditional
healing practices and contemporary scientific
research. Nevertheless, while herbal medicines

encouraging

have therapeutic potential, they also have certain
limitations that hinder their widespread clinical
use.

Benefits of Herbal Medicines
1. Natural Origin

Herbal medicines come from natural plant sources
and are commonly seen as safer options compared
to synthetic drugs. Their natural composition
enhances patient acceptance and promotes long-
term use [191].

2. Less Side Effects

In comparison to traditional anxiolytic drugs like
benzodiazepines, many herbal remedies tend to
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cause fewer side effects, such as a lower likelihood
of dependence, tolerance, and withdrawal
symptoms [192].

3. Cost-Effectiveness

Most medicinal plants are cheap and readily
accessible, particularly in developing countries.
This renders herbal therapy a cost-effective option
for the long-term management of anxiety disorders
[193].

4. Multiple Pharmacological Effects

Many herbal drugs have several therapeutic
effects, including anxiolytic, sedative, antioxidant,
anti-inflammatory, and neuroprotective actions.
These combined effects may enhance overall
mental health and wellbeing [194].

5. Cultural and Traditional Acceptance

Medicinal plants have been used for centuries in
traditional healing systems like Ayurveda, Unani,
and Traditional Chinese Medicine. Their historical
use enhances public trust and acceptance across
various populations [195].

6. Improved Patient Adherence

Herbal remedies including teas, oils, capsules, and
aromatherapy products are typically well accepted
and favored by patients pursuing natural therapies
for anxiety and sleep issues [196].

Constraints of Herbal Medicines
1. Lack of Standardization

A significant drawback of herbal medicines is the
inconsistency in their chemical makeup, which
stems from variations in plant species, growing
conditions, harvesting practices, and extraction
methods. This impacts the consistency and
effectiveness of herbal products [197].
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2. Lack of Adequate Clinical Evidence

While medicinal plants show
encouraging outcomes in experimental research,
large-scale clinical trials remain scarce for many
herbal remedies employed in managing anxiety
[198].

numerous

3. Gradual Onset of Action

Herbal medicines typically need extended use
before noticeable therapeutic benefits appear, in
contrast to synthetic anxiolytic drugs, which can
take effect quickly [199].

4. Potential for Drug Interactions

Some herbal remedies can interfere with
prescription medications and change how they
work in the body. These interactions may result in

decreased effectiveness or harmful effects [200].
5. Problems with Quality Control

Contamination, tampering, and inadequate storage
can compromise the safety and efficacy of herbal
products. In some regions, the absence of stringent
regulatory oversight continues to be a major
concern [201].

6. Limited Awareness and Scientific Validation

Many healthcare professionals and patients do not
have sufficient understanding of the correct
dosage, safety, and mechanisms of action of herbal
medicines. Many traditional claims still need
scientific validation [202].

Future Scope

The application of herbal drugs in managing
anxiety has attracted considerable attention, driven
by growing interest in natural and safer treatment
options. While many medicinal plants have shown
encouraging anxiolytic and sedative properties,
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additional scientific investigation is needed to
confirm their effectiveness, safety, and suitability
for clinical use [203].

Future research should concentrate on isolating
and identifying the active phytochemical
compounds that contribute to anxiolytic effects.
Advanced analytical and pharmacological
methods could aid in elucidating the precise
mechanisms by which herbal compounds affect

the central nervous system [204].

Large-scale randomized clinical trials are
necessary to confirm the therapeutic potential of
herbal medicines for anxiety disorders. These
studies may offer scientific evidence on the ideal
dosage, treatment duration, long-term safety, and
effectiveness compared to traditional anxiolytic
medications [205].

Another key area for future development is the
standardization =~ of  herbal = formulations.
Differences in cultivation conditions, harvesting,
processing, and extraction techniques frequently
influence the quality and uniformity of herbal
products. Implementing standardized
manufacturing processes and quality control
protocols could enhance reliability and therapeutic
efficacy [206].

Advanced drug delivery methods, including
nanoformulations, encapsulation, and controlled-
release systems, can improve the bioavailability
and stability of herbal compounds. These
advanced technologies may enhance the clinical
application of herbal medicines in psychiatric
disorders [207].

Future studies should also explore potential herb-
drug interactions and toxicological profiles to
guarantee safe use in combination with standard
medications. Effective pharmacovigilance
systems and regulatory structures are essential to
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safely incorporate herbal therapies into
contemporary healthcare systems [208].
Moreover, raising public awareness and

incorporating evidence-based herbal medicine into
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