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1. Describe diagnostic criteria for major Anxiety Disorders along with their 
etiology, epidemiology, and differentials.

2. Perform an evidence based assessment of patients presenting with the 
symptom of anxiety.

3. Choose among therapeutic options for patients who meet criteria for 
select Anxiety Disorders and those with subclinical symptoms of anxiety 
and worry.

Learning Objectives
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DSM-5 Anxiety & Related Disorders
• Anxiety Disorders

– Separation Anxiety Disorder

– Selective Mutism

– Specific Phobia

– Social Anxiety Disorder (Social 
Phobia)

– Panic Disorder

– Agoraphobia

– Generalized Anxiety Disorder

– Substance/Medication-Induced 
Anxiety Disorder

– Anxiety Disorder Due to….

– Other Specified Anxiety Disorder

– Unspecified Anxiety Disorder

• Trauma and Stressor-Related 
Disorders

– Reactive Attachment Disorder

– Disinhibited Social Engagement 
Disorder

– Posttraumatic Stress Disorder

– Acute Stress Disorder

– Adjustment Disorders

• Obsessive-Compulsive and 
Related Disorders

– Obsessive-Compulsive Disorder

– Reactive Attachment Disorder

– Body Dysmorphic Disorder

– Hoarding Disorder

– Trichotillomania

– Excoriation Disorder...

...
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• 7.3% (5.3% – 10.4%) Global 12-month prevalence
• 28% lifetime prevalence (> than Depressive Disorders)
• Primary and comorbid anxiety - 75% of all psychiatric disorders
• 3 fold increase in use of medical services by pts with Anxiety Disorders
• On average 10 health care visits before correct Dx made
• Mean time to tx 10 years
• Of those with anxiety disorder and depressive symptoms in last 12 mos

– 25.4% reported work loss in last 30 days

– 48% reported they cut back on work in last 30 days

– 4.5 “impaired” work days in last 30 days

Baxter, A. J., et al. (2014). Psych Med, 44(11), 2363-2374.
Janssen, E. H., et al. (2012). General Hosp Psych, 34(5), 460-467.
Kessler, R. C., et. al. (2005). Arch Gen Psychiat, 62(6), 593-602.
Roy-Byrne, P. (2015). Dialogues Clin Neurosci, 17(2), 191.

Epidemiology
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The Problem of Anxiety in Primary Care

• 19.5% had > 1 Anxiety Disorder
• 7.6% GAD
• 6.8% Panic Disorder
• 3.0% Adjustment Disorders

• 14-36% w/ Anxiety Disorders are recognized
• 42% received Rx only
• 25% receive an adequate trial of Rx
• 4% receive counseling/therapy only
• 13% combined Rx and counseling/therapy
• 41% reported no current treatment

Fernández, A., et al. (2012). Brit J Psychiat. 201(2), 137-142.
Kroenke, K., et al. (2007). Ann Intern Med. 146(5), 317-325.
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Differentials and Comorbidities

ARDS Body Dysmorphic Disorder
Addison’s Disease Brief Psychotic Disorder
Adjustment Disorder Bulimia
Adrenal Crisis Caffeine-Related Disorders
Alcohol Related Psychosis Cannabis abuse
Alcoholism Cardiogenic Shock
Amphetamine- Related Delirium

Disorders DTs
Anaphylaxis Delusional Disorder
Androgen Excess Depression
Anorexia Nervosa DM I
Asthma Diabetic Ketoacidosis
A-Fib Dig toxicity
Atrial Tach Dissociative Disorders

Yates, W.R.(2011). http://emedicine.medscape.com/article/286227-overview.
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Dysthymic Disorder Hyperaldosteronism
Encephalopathy Hypercalcemia
Epilepsy Hyperparathyroidsm
Esophageal Motility Disorders Hyperprolactinemia
Esophageal Spasm Hypersensitivity Reactions
Euthyroid Hyperthyroxinemia Inhalant-Related Disorders
Factitious Disorder Injectable Drug Use
Fibromylagia Insomnia
Folic Acid Deficiency IBS
Food Poisoning Lyme Disease
Gastritis Malingering
Goiter Meningitis
Hallucinogens Multifocal atrial tach

Differentials and Comorbidities

Yates, W.R.(2011). http://emedicine.medscape.com/article/286227-overview.
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Personality Disorders Tourettes
PMDD Undifferentiated Connective
Prescription drug reaction Tissue Disease
Primary Hypersomnia Unstable Angina
Primary Insomnia More……….
Schizoaffective Disorder
Schizophrenia
Schizophreniform Disorder
Sleep Apnea
Somatoform Disorders
Stimulants
SIADH
Thyroiditis

YIKES!!!

Differentials and Comorbidities

Yates, W.R.(2011). http://emedicine.medscape.com/article/286227-overview.
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DIVINE MD TEST

Khouzam, H.R. (2009). Consultant. 49(3), 169-169.
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Differential Diagnosis
• Medical

– Cardiovascular ─ Neurologic
– Endocrine ─ Respiratory
– Metabolic ─ Others

• Psychiatric
– Other Anxiety Disorders
– Major Depressive Disorder
– Psychotic Disorders

• Substances
– Iatrogenic·
– Recreational drugs
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Common Rx used in Primary Care

• Asthma
– beta-2 agonists

– theophylline

• Hormonals
– OCPs

• Amphetamines

• Steroids

• Thyroid medications
– levothyroxine

– liothyronine

• Others
– Antidepressants

 bupropion
 SNRIs
 fluoxetine

– Metoclopramide
– Decongestants
– Caffeine additives

 Cafergot/Ergotamine
 Excedrin Migraine

– Nicotine Replacement
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Etiology

• Neurotransmitter hypothesis

• Genetic hypothesis

• Cognitive explanation
– Faulty beliefs, expectations, assumptions

– Misattribution of internal sensations

• Behavioral explanation
– Anxiety leads to altered behaviors (avoidance)

– Reinforcement

– Spiraling symptoms

• Biopsychosocial interaction (genetic vulnerability, 
environmental situations, stress, trauma)
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DSM-5 Criteria

Panic Disorder

American Psychiatric Association. (2013). Diagnostic and Statistical Manual of Mental Disorders (DSM-5®). American Psychiatric Pub.

• Recurrent, unexpected Panic Attacks
– Discrete period of intense fear or discomfort
– Abrupt surge of intense fear or discomfort reaching a 

peak w/in minutes
– >4/13 clinical symptoms (STUDENTS FEAR THE 3Cs)·

• At least one attack followed by >1 month
– persistent concern about recurrence, and/or
– significant maladaptive change in behavior (avoidance)

• Not attributable to substances, a general medical 
condition, or another mental disorder
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• S weating

• T rembling

• U nsteadiness/dizziness

• D erealization/depersonalization

• E levated heart rate (tachycardia, palpitations)

• N ausea, numbness

• T ingling 

• S hortness of breath

• Fear: of death, loss of control, going crazy

• 3Cs: choking, chest pain, chills

STUDENTS FEAR THE 3Cs

Panic Attack Mnemonic

American Psychiatric Association. (2013). Diagnostic and Statistical Manual of Mental Disorders (DSM-5®). American Psychiatric Pub.
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• Epidemiology
– 11.2% 1-year prevalence
– 22.7% lifetime prevalence of an isolated panic 

attack
– Lower rates from European countries (2.7-3.3%)
– Females>Males although more so w/ the Disorder
– Age of onset (22-23 years)
– Likely influenced by a co-occurring mental disorder 

or stressful life event
– Rare in children until puberty
– Declines in older individuals

Panic Attack

American Psychiatric Association. (2013). Diagnostic and Statistical Manual of Mental Disorders (DSM-5®). American Psychiatric Pub.
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• Epidemiology
– 2-3% 1-year prevalence
– 3-4% lifetime prevalence
– Lower among US Latinos, African Americans, Caribbean 

blacks & Asian Americans
– Higher rates among American Indians
– 10% of pts referred for mental health evaluation
– 20-25% of pts presenting to the ED
– Up to 60% of pts in general med settings
– 1-6% point prevalence in primary care
– Variable age of onset (late adolesc - mid 30s)
– 2:1  Female:Male

Panic Disorder

American Psychiatric Association. (2013). Diagnostic and Statistical Manual of Mental Disorders (DSM-5®). American Psychiatric Pub.
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• Epidemiology
– 8x more likely in first degree relatives
– 90% will have >1 other lifetime psychiatric disorder
– Childhood abuse common (relative to other anx disorders)
– Smoking is a risk factor
– Identifiable stressors linked to first attack
– Asthma association
– Increased suicide (ideation, attempt, rates)

Panic Disorder

American Psychiatric Association. (2013). Diagnostic and Statistical Manual of Mental Disorders (DSM-5®). American Psychiatric Pub.
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• >6 months of excessive anxiety and worry, more 
days than not, about a number of events or activities

• Difficulty controlling the worry

• 3/6 clinical symptoms (AND IC REST)·

• Clinically significant distress or impairment….

• Not attributable to substances, a general medical 
condition, or another mental disorder

DSM-5 Criteria

Generalized Anxiety Disorder

American Psychiatric Association. (2013). Diagnostic and Statistical Manual of Mental Disorders (DSM-5®). American Psychiatric Pub.
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• A nxious, constantly worried
• N o control over the worry
• D uration of 6 months
• I  rritability
• C oncentration impairment
• R estlessness
• E nergy decreases
• S leep impairment
• T ension in muscles

AND IC REST

Generalized Anxiety Disorder
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• Epidemiology
– 9% lifetime prevalence

– 2.9% (adults) 1-year prevalence, 0.9% (adolescents) 

– Roughly identical rate in other countries

– Higher lifetime prevalence in those living in the Northeast US

– 2:1 Females:Males

– Age of onset: 30 years (earlier onset = more comorbidity and 
impairment)

– Peaks in middle age and declines thereafter

– > in those of European descent, those from developed countries

– Psychiatric comorbidities common

Generalized Anxiety Disorder

American Psychiatric Association. (2013). Diagnostic and Statistical Manual of Mental Disorders (DSM-5®). American Psychiatric Pub.
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• Emotional symptoms w/ onset within 3 months of 
identifiable stressor

• Clinically significant symptoms/behaviors with either:
– Marked distress that is out of proportion

– Significant impact on social, occupational or other…..

• Not normal bereavement

• Once stressor is terminated, symptoms do not 
persist for more than an additional 6 months.

DSM-5 Criteria

Adjustment Disorder with Anxiety

American Psychiatric Association. (2013). Diagnostic and Statistical Manual of Mental Disorders (DSM-5®). American Psychiatric Pub.
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• Epidemiology
– 5-20% point prevalence in o/p mental health

– Prevalence varies widely by setting (up to 19% in onc/hemat)

– Estimates up to 18% in Primary Care

– Up to 35% in Consultation Liaison Psychiatry

– Younger

– Life events in relation to work, most frequent cause (43%)

– Unstable family environ, divorce, military service, natural disasters

– Psychiatric comorbidities

– Low perceived QOL

Adjustment Disorders

American Psychiatric Association. (2013). Diagnostic and Statistical Manual of Mental Disorders (DSM-5®). American Psychiatric Pub.
Casey, P. (2009). CNS Drugs, 23(11), 927-938.
Fernández, A., et al. (2012). Brit J Psychiat. 201(2), 137-142.
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Subclinical Worries/Subsyndromal 
Anxiety

• No formal DSM-5 diagnosis(es)

• Estimates 3.6% (12-mo), 8% (lifetime) overall

• 6-11% in Primary Care

• Worsens course of concurrent somatic disease(s)

• High functional impairment

• Low QOL

• Higher number of disability days

• Greater healthcare utilization 

Haller, H., et. al., (2014). BMC psychiatry, 14(1), 128.

Somatic Symptom and Related Disorders
- Somatic Symptom Disorder
- Illness Anxiety Disorder
- Conversion Disorder
- Psychological Factors Affecting other Medical

Conditions
- Factitious Disorder
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• Common and Practical Assessment Approach
– DSM-5 clinical criteria

– Screening questions: GAD-2 (Sen. 86% Sp. 83%)·

– Rating Scales (Zung, Hamilton-A, Beck AI, Fear Questionnaire, 
GAD-7, OASIS)

– R/O differentials and comorbidities (labs, imaging, etc. PRN)

– Safety evaluation

Assessment Strategies
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GAD-2

Hallgren, J. D., & Morton, J. R. (2007). J Fam Pract, 56(7), 579-580.
Plummer, F., Manea, L., Trepel, D., & McMillan, D. (2016). Gen Hosp Psychiat, 39, 24-31.
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GAD-7

Plummer, F., Manea, L., Trepel, D., & McMillan, D. (2016). Gen Hosp Psychiat, 39, 24-31.
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• In the past week:
– how often have you felt anxious?
– when you felt anxious, how intense or severe was 

your anxiety?
– how often did you avoid situations, places, objects, 

or activities because of anxiety or fear?
– how much did your anxiety interfere with your ability 

to do the things you needed to do at work, at school, 
or at home?

– how much has anxiety interfered with your social life 
and relationships? 

Overall Anxiety Severity and 
Impairment Scale (OASIS)

Norman, S. B., et al. (2011). J Psychiatr Res, 45(2), 262-268.
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Anxiety Treatment
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• Availability, access

• Affordability

• Patients prefer it

• Patients more likely to receive MH care when identified 
and treated in primary care

• Better integration of care

• Reduce the stigma of mental illness

Treating Mental Health Problems in 
Primary Care (Integrated Care)

Richlie D. (2011) Anxiety Disorders in the Primary Care Setting.  
http://www.ucdenver.edu/academics/colleges/medicalschool/departments/medicine/GIM/education/ContinuingEducation/Documents/TMC%20201
1-2012/11-1-2011_RichlieD.pdf
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Adapted from: Roy-Byrne, P., et al. (2009). J Am Board Fam Med, 22(2), 175-186.

HEALTH HABITS
Poor diet

Inadequate sleep
Caffeine & ETOH
Lack of exercise

GENETIC FACTORS
Family history of anxiety

STRESSORS
Medical illness

Pain
Family or Marital Problems

Work Problems

ANXIETY – The Biopsychosocial Model

THOUGHTS & FEELINGS
Something is wrong w/ my body

Worry about everything
Can’t cope

“I’m out of control”
Depression

PHYSICAL RESPONSE
Muscle Tension

SOB
Flushing/Chills

Palpitations
Chest Pain
Dizziness

BEHAVIOR
↑ Med visits 2o illness worries

↓ Health habits
Avoidance

+/- Anxiety or ANXIETY DISORDER
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Therapeutic Options

• Treat comorbidities

• Nonpharmacological
– Cognitive Behavioral Interventions·

• Pharmacological

• Combination treatment

• Referral
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Cognitive-Behavioral Intervention
Anxiety Disorders & esp. Subsyndromal Anxiety

• Psychoeducation
• Physical symptom management

– relaxation techniques, biofeedback

• Social skills training
• Cognitive restructuring (ABCs)
• Gradual exposure to feared situations

(systematic desensitization)
• Telemedicine

Coffey, S. F., Banducci, A. N., & Vinci, C. (2015). Am Fam Physician, 92(9), 807-812.
Olthuis, J. V., et. al. (2016). Therapist‐supported Internet cognitive behavioural therapy for anxiety disorders in adults. Cochrane Database of Systematic Reviews, (3).

Thoughts/
Feelings

Physical
Response

Behaviors
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Adapted from: Roy-Byrne, P., et al. (2009). J Am Board Fam Med, 22(2), 175-186.

Cognitive Behavioral
Interventions

Medications

HEALTH HABITS
Poor diet

Inadequate sleep
Caffeine & ETOH
Lack of exercise

GENETIC FACTORS
Family history of anxiety

STRESSORS
Medical illness

Pain
Family or Marital Problems

Work Problems

THOUGHTS & FEELINGS
Something is wrong w/ my body

Worry about everything
Can’t cope

“I’m out of control”
Depression

PHYSICAL RESPONSE
Muscle Tension

SOB
Flushing/Chills

Palpitations
Chest Pain
Dizziness

BEHAVIOR
↑ med visits 2o illness worries

↓ Health habits
Avoidance

+/- Anxiety or ANXIETY DISORDER

ANXIETY – The Biopsychosocial Model
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Therapeutic Options

• Treat comorbidities

• Nonpharmacological
– Cognitive Behavioral Interventions

• Pharmacological·

• Combination treatment

• Referral
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Psychopharmacology

* Used but not FDA approved

Panic GAD Adjustment 
Disorder

“Anxiety”

SSRI FDA FDA

SNRI FDA FDA

TCA (Anafranil) - OCD Used* FDA/Used*

Benzodiazepine· FDA Used* FDA

ß-Blocker (Inderal)

buspirone Used* FDA

hydroxyzine (Vistaril) Used* Used* FDA

quetiapine (Seroquel) Used*

Anticonvulsant Used* Used*

meprobamate FDA

prochlorperazine
maleate

FDA

pregabalin (Lyrica) Used*
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Dose (mg/d) Equivalent Dose (mg)

Alprazolam (Xanax) 0.75-4 (4-10)* 0.5

Lorazepam (Ativan) 0.5-10 1.0

Clonazepam (Klonopin) 1-4* 0.25

Oxazepam (Serax) 30-120 15

Diazepam (Valium) 2-40 5

Clorazepate (Tranxene) 7.5-60 7.5

Chlordiazepoxide (Librium) 25-100 10

HIGH POTENCY

LONG

SHORT

SHORT

LONG

*Panic dosing

Benzodiazepines

LOW POTENCY
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• Cautions
 Elderly (AGS Beers Criteria)

 Sedation, confusion, accidents

 Impairment of memory and recall

 Depression/emotional blunting

 Rebound anxiety and withdrawal

 Abuse

 Dependence (physical & psychological)

Benzodiazepines
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 Patient education

 Treat comorbid depression and/or alcoholism

 Patient education

 Use other medication options (alone or in 
combination with benzodiazepines) – titrate one 
while you taper the other

 Patient education

 Use BZDs with less reinforcing properties

Benzodiazepines –
Avoiding Dependence
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Dose (mg/d) Equivalent Dose (mg)

Alprazolam (Xanax) 0.75-4 (4-10)* 0.5

Lorazepam (Ativan) 0.5-10 1.0

Clonazepam (Klonopin) 1-4* 0.25

Oxazepam (Serax) 30-120 15

Diazepam (Valium) 2-40 5

Clorazepate (Tranxene) 7.5-60 7.5

Chlordiazepoxide (Librium) 25-100 10

HIGH POTENCY

LONG

SHORT

SHORT

LONG

*Panic dosing

Benzodiazepines

LOW POTENCY
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 When to taper
 Continuous use >3-4 weeks

 Older patients (>65 yo)

 Supratherapeutic doses

 Concomitant controlled substances or recreational drugs

 Active alcoholism

 Comorbid cognitive disorder (dementia, TBI)

Benzodiazepines – Tapering

Ogbonna, C. I., & Lembke, A. (2017). Am Fam Physician, 96(9), 606-610.
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• Tapering strategies
 Use same drug and taper

 Switch to a long half-life agent and taper·

 Use adjunctive medications

  10-25% current dose/week

 Slow, over extended time if necessary

• Discontinuation Withdrawal symptoms
 Within 1-2 days with short half-life BZs

 Within 3-8 days with long half-life BZs

Benzodiazepines – Tapering

Ashton, H. (2005). Curr Opin Psychiatry, 18(3), 249-255.     Lader, M., Tylee, A., & Donoghue, J. (2009). CNS drugs, 23(1), 19-34.
National Center for PTSD (2013). https://www.va.gov/painmanagement/docs/osi_6_toolkit_taper_benzodiazepines_clinicians.pdf
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Benzodiazepines – Tapering

Ashton, H. (2005). Curr Opin Psychiatry, 18(3), 249-255.
Lader, M., Tylee, A., & Donoghue, J. (2009). CNS drugs, 23(1), 19-34.
National Center for PTSD (2013). https://www.va.gov/painmanagement/docs/osi_6_toolkit_taper_benzodiazepines_clinicians.pdf

• Tapering strategies
 Use same drug and taper

 Switch to a long half-life agent and taper

 Use adjunctive medications

  10-25% current dose/week

 Slow, over extended time if necessary

• Discontinuation Withdrawal symptoms
 Within 1-2 days with short half-life BZs

 Within 3-8 days with long half-life agents
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 Predictive factors for difficult tapers
 Previous failed attempts

 Comorbid psychiatric or physical illness

 Personality Disorders

 Hx of alcohol or drug use

 Lack of family or social support

 Older age

 Poor or conflictual rapport w/ prescriber

Benzodiazepines – Tapering
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Psychopharmacology

* Used but not FDA approved

Panic GAD Adjustment 
Disorder

“Anxiety”

SSRI FDA FDA

SNRI FDA FDA

TCA (Anafranil) - OCD Used* FDA/Used*

Benzodiazepine FDA Used* FDA

ß-Blocker (Inderal)

buspirone Used* FDA

hydroxyzine (Vistaril) Used* Used* FDA

quetiapine (Seroquel) Used*

Anticonvulsant Used* Used*

meprobamate FDA

prochlorperazine
maleate

FDA

pregabalin (Lyrica) Used*
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Initiate Treatment

Partial Response 
(50%)

•Change dose

•Change drug

•Augment therapy

4-6 weeks later: 
assess response

Remission (30%)

Continuation

Failure

•Change drug

Treatment Algorithm

2 week follow-up

Maintenance

Batelaan, N. M., et al. (2017). BMJ, 358, j3927.
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Rx Augmentation Strategies
• Buspirone

• Antipsychotics*

• Lithium*

• Pregabalin, gabapentin*

• Hydroxyzine pamoate

• Beta Blocker

• Long term BZD use

• 2 SSRIs/SNRIs

• Antiepileptics*

• Meprobamate

• Prochlorperazine maleate
* Used but not FDA approved for “anxiety” or Anxiety Disorders
Patterson, B. & Van Ameringen, M. (2016). Depress Anxiety, 33(8), 728-736.

Other Novel Strategies
- THC?
- CBD & other herbals?
- Ketamine?
- rTMS, VNS, DBS?
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Therapeutic Options

• Treat comorbidities

• Nonpharmacological
– Cognitive Behavioral Interventions

• Pharmacological

• Combination treatment·

• Referral

Archer, J., et al. (2012). Collaborative care for depression and anxiety problems. Cochrane Database of Systematic Reviews, 10..
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Treatment Resistant Anxiety
(Pseudo and True Resistance)

Roy-Byrne, P. (2015). Dialogues Clin Neurosci, 17(2), 191.

• Pseudo-resistance (insufficient treatment)
- Type of treatment is wrong
- Dose is wrong
- Manner of treatment delivery is wrong
- Non-adherence

• True resistance

Anxiety Recurrence
• Initial remission: 25-35% with treatment
• Relapse after remission

- 10% at 1 year
- 20% at 5 years
- 30% at 10 years
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Treatment Resistance or Recurrence

• Risk Factors
– Incorrect diagnosis

– Comorbid disorders (medical & psychiatric)

– Medications (sub therapeutic 20%, adequate 
trial, nonadherence)

– Severe intensity of anxiety symptoms, 
avoidance

– Suicidal thoughts or behavior

– New or recurring stressors (environ. factors)

– CBI (nonadherence, recalcitrant, clinician 
factors)

– Uninformed/unrealistic/unmotivated patients

– Enzyme inducers, rapid metabolizers?

Bystritsky, A. (2006). Mol Psychiatr, 11(9), 805.
Lorenz, R. A., Jackson, C. W., & Saitz, M. (2010). J Hum Pharm and Drug Ther, 30(9), 942-951.

• Responses & Options
– Reassess for alternate dx

– Reassess, tx or refer

– Identify reason(s) and address

– Refer to psychiatric provider

– Assess and treat/refer appropriately

– Reassess, Pt education, CBI

– Identify reason(s), address, refer

– Pt education, motivational interviewing tech.

– Pharmacogenetic testing

– THC?

– CBD & other herbals?

– Ketamine?

– rTMS, VNS, DBS?
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Therapeutic Options

• Treat comorbidities

• Nonpharmacological
– Cognitive Behavioral Interventions

• Pharmacological

• Combination treatment

• Referral

Archer, J., et al. (2012). Collaborative care for depression and anxiety problems. Cochrane Database of Systematic Reviews, 10..
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• Seek More Urgent Mental Health Consultation
− Serious risk of suicide
− Diagnosis is uncertain
− Psychotic symptoms are present
− Comorbid illicit drug or alcohol use is present
− Anxiety symptoms are chronic, severe, and disabling
− Patient is elderly or is a child or adolescent
− Patient refuses to adhere to the recommended treatment
− Difficult Rx taper
− No improvement is evident after a period of initial treatment 

and follow-up

Referral

Adapted from: Khouzam, H. R. (2009). Consultant, 49(4), 841.
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Thanks for Listening!
(Oliver.Oyama@Baycare.org)
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