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General: The most prevalent of the psychiatric disorders, anxiety disorders are commonly first seen in primary care clinics.  This discussion offers a brief overview of their diagnosis and treatment.  Specific criteria have been omitted from this discussion, though when in doubt providers are advised to consult the DSM IV for diagnostic clarification. 

Anxiety Disorder Due to a General Medical Condition: This should be the first illness in the differential when evaluating anxiety.   Illnesses that cause anxiety are legion but at minimum clinicians should perform a thorough history and physical exam, as well as check vital signs, oxygenation, thyroid function, and calcium.  Also consider B12, glucose, urine catecholamines, cortisol, EKG, EEG, and MRI if clinically indicated.  Treatment is to address the underlying disorder when possible.

Substance-Induced Anxiety Disorder: Alcohol and drug use, intoxication, and withdrawal may present with both acute and chronic anxiety.  Clinicians should maintain a low threshold to obtain an observed urine drug screen and alcohol level.  A person may have anxiety from substance use even in the absence of active intoxication or withdrawal.  A non-judgmental offer for detox and treatment should be encouraged for all affected individuals. 

Panic Disorder and Agoraphobia: Lifetime prevalence of 1.5-3% with 8 times greater risk of illness in those with a family member with the disorder.  This illness is manifested by recurring bouts of acute attacks of intense fear, somatic complaints (tachycardia, palpitations, shortness of breath, tremor, sweating nausea, etc), and a concern or change in behavior because of the attacks.  Some patients with panic disorder develop agoraphobia, defined as anxiety about being in situations where escape or obtaining help may be difficult.   Attacks typically last minutes and usually start in the second or third decade of life.  

Classic treatments included the tricyclic antidepressants (i.e. imipramine), benzodiazepines (specifically Xanax and Klonopin) and MAOIs.  More recently the SSRI’s (Prozac, Paxil, and Zoloft) have become first line given improved tolerability and safety profile, though slow titration to therapeutic doses is recommended given a risk of aggravating attacks with aggressive dosing regimens.  Some providers advocate using Klonopin when starting an SSRI and then tapering it after a few weeks once the SSRI takes effect. There are several psychotherapeutic techniques including biofeedback and cognitive therapy, which may be used. 

This disorder is usually chronic but about 80-90% obtain improvement with treatment.  Providers should wait at least 3-4 weeks to allow for an adequate medication trial before choosing another agent.  Patients not responsive to SSRI’s or patients with agoraphobia should be considered for referral to mental health.

*Note:  If providers wish to prescribe Xanax, please also provide patients with a consult to addiction medicine for treatment of their iatrogenic drug dependence.  There is no role for Ativan or Buspar in the treatment of panic disorder.

Specific Phobia and Social Phobia: A phobia is an irrational fear resulting in conscious avoidance of the feared object, activity, or situation.  This is the most common psychiatric disorder with a prevalence of 5 to 10%, occurring in females more than males at a 2:1 ratio.  

Common specific phobias (animals, storms, heights, illness, injury, death) can be treated with novel psychotherapeutic techniques such as systematic desensitization (gradually exposing the patient to the feared object) and flooding (best example is to throw someone afraid of water into a lake).

A subset of phobia is Social Phobia, which has its own DSM IV classification.  It is characterized by anxiety associated with fear of unfamiliar people or scrutiny of others.  Paroxetine (Paxil) has received the FDA indication for social phobia.  Other treatments with beta-blockers (for performance anxiety) and MAOIs have been tried.  Providers should not use benzodiazepines, Buspar, or tricyclics for this disorder.

Obsessive-Compulsive Disorder: An under-diagnosed and treatment responsive disorder, OCD is characterized by obsessions (recurring intrusive thoughts, feelings, or sensations) and/or compulsions (standardized, conscious, recurrent thoughts or behavior, such as counting, checking, or avoiding).  Though associated with, it should be differentiated from, obsessive compulsive personality disorder, which is characterized by a rigid, perfectionistic personality style.  The personality disorder usually does not bother the patient while OCD is usually distressing.  Patients may be reluctant to discuss the details of their symptoms, so a strong therapeutic relationship is often needed.

Prior to SSRI’s, clomipramine (Anafranil) was widely used.  Now Prozac, Paxil, or Zoloft all have efficacy for this disorder.  A fourth SSRI fluvoxamine (Luvox) has received the FDA indication for OCD but is no better than more standard SSRI’s.  Of note, higher doses than used for depression are required (Prozac 60-80mg, Zoloft 150mg, Paxil 40mg), so slow titration and a several week trial maybe necessary before improvement is noted.  Cognitive therapy has efficacy for this disorder as well.  Treatment resistant patients or those who cannot tolerate medication, should be referred to mental health.

About 60% respond to treatment, and remissions and relapses characterize the illness.  It is usually chronic though lasting techniques learned with psychotherapy may eliminate the need for medication.

Post Traumatic Stress Disorder and Acute Stress Disorder: Entire texts have been written on the treatment of this disorder.  It is characterized by 1)exposure to a traumatic/life-threatening event 2) the event is reexperienced 3)avoidance of stimuli associated with the trauma and 4)symptoms of hyperauousal.   Symptoms for less than 1 month and more than 2 days is considered Acute Stress Disorder.  More than 1 month of symptoms is considered PTSD.  Clinicians should also screen patients for comorbid mood and substance use disorders.

Treatment is complex and when diagnosed in a primary care clinic there should be a low threshold for referral to mental health.  Insomnia associated with nightmares may improve with sedating tricyclics at antidepressant doses (amitriptyline 300mg  QHS).  SSRIs, MAOIs, anticonvulsants, benzodiazepines, Clonidine, and Inderal have all been used in attempts to help those with this tenacious syndrome.  Of those mentioned, SSRIs remain the obvious first line choice because of their enhanced safety profile.  (Zoloft has just received the FDA indication for PTSD)

There is a higher incidence of somatic symptoms in those diagnosed with PTSD.  Clinicians should treat this with hands on physical exam, routine periodic clinic visits without the prerequisite for symptoms (about 4-6 weeks with a slow taper over a period of years), and cautious use of invasive testing.

*Note:  Do not prescribe benzodiazepines to this population of patients unless illicit drug trafficking is a second profession.

Generalized Anxiety Disorder: As many as 50% of patients with this disorder also suffer from another psychiatric disorder.  Prevalence is 3-8%, with a ratio of women to men of 2:1.  This disorder is characterized by worry with everyday events, somatic complaints, sleep disturbance, ease of fatigue, and difficulty with concentration.  Patients will often describe a lifelong worry about “everything”.

Buspirone is a 5HT1 agonist, which is effective for this illness and is a viable alternative to long acting benzodiazapines.  Meditation, self-hypnosis, progressive relaxation, and stress management have also been used.  Venlafaxine XR (Effexor XR) has received the FDA indication for GAD.

A Final Word about Benzodiazepines: For chronic anxiety, providers should consider sticking to clonazepam (Klonopin) which has a gradual onset of action and produces a more steady serum level when dosed BID or TID.  The ever-popular lorazepam (Ativan) should not be used for the treatment of anxiety disorders or sleep disturbance.  It may be effective if a patient is anxious about a procedure such as a MRI, but outside of this scenario its use should be avoided.  Alprazolam (Xanax) should not be prescribed given its exceedingly high abuse and dependence potential.  When a patient presents on these agents, a taper over several weeks should be initiated as life threatening withdrawal may occur in a longer window than that seen with alcohol.

References

American Psychiatric Association (1997). Diagnostic Criteria from DSM-IV. Washington D.C.:American Psychiatric Association

Barker, Randol L (1995). Principles of Ambulatory Medicine. Baltimore:Williams & Wilkins

Grammans, R.E. et al. (1992) . Use of Buspirone in Patients with Generalized Anxiety Disorder and Coexisting Depressive Symptoms. Psychopharmacology,  25:193-201

Kaplan, Harold I. And Sadock, Benjamin J (1995). Concise Textbook of Clinical Psychiatry. Baltimore:Williams & Wilkins

Keltner, Normal L. and Folks, David G. (1997). Psychotropic Drugs.  Baltimore: Mosby 

