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ABSTRACT 
Anxiety disorders are highly prevalent in primary care

settings and are associated with a great deal of functional
impairment and societal costs. Patients with anxiety
disorders are more likely to present for treatment in general
medical practices than in mental health care settings.
Primary care providers may serve as gatekeepers to
specialized mental health care, or may be the sole providers
of such treatment. However, a number of barriers exist to
the identification and treatment of anxiety disorders in
primary care. A discussion of these obstacles is presented, as
well as some recommendations for assessment tools and
treatment options. Mental Fitness. 2003;2(4):54-61

INTRODUCTION 

Anxiety disorders are the most prevalent class of
psychiatric disorders in the United States1,2 and are
among the most common mental health problems seen
in the primary care setting.3,4 Rates of current anxiety
disorder prevalence in primary care have been esti-
mated at 15%.3 Approximately 11% of all visits to
primary care physicians are prompted by complaints of
anxiety and nervousness.5

The majority of patients with psychiatric disorders
initially present in general medical settings6 and a
general medical practitioner sees 70% to 90% of those
patients who develop a mental disorder within 1 year of
its onset.7 Not only are primary care physicians the first
health care professionals seen by many patients with
anxiety disorders, but these physicians are often the only

providers from whom patients seek and receive
treatment. Individuals with a psychiatric disorder are
more likely to seek help from a general medical
physician than from a mental health specialist8 and the
plurality of individuals with an anxiety disorder receive
mental health treatment from a general medical practi-
tioner rather than a mental health specialist.9,10 For
example, one study of a national sample of 1636 adults
found that 84% of those with an anxiety disorder saw a
primary care provider, as opposed to just 13% who had
a visit with a mental health specialist.11 Therefore, in
order to reach and treat the most patients with anxiety
problems, it is essential to target primary care providers
with information about the presentation, diagnosis, and
treatment of these disorders. Unfortunately, rates of
recognition and treatment of anxiety disorders are low
in the primary care setting.

DEFINITION OF THE PROBLEM

Anxiety disorders, as specified in the Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition
(DSM-IV)12 are a class of mental health problems
including panic disorder with agoraphobia, panic
disorder without agoraphobia, generalized anxiety
disorder (GAD), social phobia (or social anxiety
disorder), posttraumatic stress disorder (PTSD),
obsessive-compulsive disorder (OCD), and specific
phobias. Though each of these diagnoses has its own
set of symptoms and criteria, the disorders share
certain key elements including anxious apprehension,
somatic symptoms of hyperarousal, and often
avoidance of anxiety-producing stimuli.

Anxiety disorders are associated with great func-
tional impairment and cost. In the United States, these
disorders were estimated to toll approximately $63.1
billion in 1998.13 In primary care, anxiety disorders
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have been found to be associated with significantly
poorer social, family, and work functioning,14,15 as well
as with increased utilization of medical care from
specialists and primary care providers.15-17

Even more concerning is the fact that anxiety
disorders may present a significant risk factor for
suicidal ideation and suicide attempts. A recent study
of panic disorder among primary care patients
concluded that suicidal ideation is highly associated
with panic disorder and comorbid major depression
(odds ration [OR]= 15.4).18 In our own unpublished
work from the Primary Care Anxiety Project (PCAP),
an ongoing, naturalistic, longitudinal study of anxiety
disorders in primary care patients, we found that
primary care patients with anxiety disorders were more
likely to report a history of suicide attempts (20%) than
the general population (4%).19 Further, we found that
among our sample of primary care patients, the
presence of PTSD was a greater predictor of having
attempted suicide than was major depressive disorder.

RECOGNITION OF ANXIETY

Unfortunately, anxiety disorders are often unrecog-
nized in primary care patients. For example, one study
found that only 10% of family medicine patients with an
anxiety disorder were accurately identified and diag-
nosed.20 The task of identifying and accurately
diagnosing an anxiety disorder can be difficult in any
setting. Factors particular to the primary care practice
often create greater obstacles. Setting variables include
an extremely limited amount of time allotted for each
office visit. Provider variables may include a lack of in-
depth, specialized, psychiatric training and /or a lack of
comfort with psychiatric diagnoses. Further, a number of
patient variables may interfere with anxiety disorder
identification. Whereas patients presenting to a mental
health setting have typically already come to view their
problems as, at least in part, psychological, primary care
patients often do not think of their difficulties in this
manner. For example, Kessler et al21 found that 48% of
primary care patients with anxiety or depression used a
normalizing attribution (eg, pressure at work) while
describing their symptoms, whereas only 23% attributed
their symptoms to psychological problems. Primary care
patients may also focus on the somatic elements of their
symptoms, a presentation that has been found to be
associated with lower rates of recognition.20 Katon22

found that 89% of primary care patients with panic
disorder who initially presented to their general practi-
tioners with somatic complaints had been misdiagnosed
with physical problems. The most common somatic

complaints reported by these patients were cardiac
symptoms, gastrointestinal symptoms, and neurological
symptoms. Other physical manifestations frequently
associated with anxiety include dizziness, joint and
muscle pain, breathlessness, and difficulty sleeping.

Comorbidity 

Comorbidity also complicates the diagnosis of
anxiety disorders. Psychiatric comorbidity rates are
high among primary care patients with anxiety
disorders. Over 60% of participants in the PCAP were
found to have more than 1 concurrent anxiety disorder,
and over 40% were found to have concurrent major
depressive disorder.23 A complicated and comorbid
psychiatric picture may lead to difficulties in making an
accurate diagnosis.

Nonpsychiatric medical comorbidities often also
coexist with anxiety disorders. Particularly high rates
of medical comorbidity have been found in primary
care patients with PTSD.24 This can create difficulties
in recognition of an anxiety disorder, especially when
the focus of the patient’s presentation and treatment
is on a major medical illness. However, recognition in
these cases is often even more important, as anxiety
may exacerbate or maintain a number of chronic
physical conditions. For example, gastric ulcers,
hypertension, migraines, coronary artery disease,
asthma, and many pain conditions often co-occur
with and are influenced by anxiety disorders.25 It is
possible that the identification and treatment of the
anxiety disorder may improve the status of the
medical condition as well.

Identification and accurate diagnosis of anxiety
disorders in medical patients is also complicated by the
fact that many medical conditions and various
substances may create symptoms that mimic those of
anxiety disorders. For example, patients with endocrine
disorders, cardiovascular disorders, neurological
disorders, and perimenopausal women may all present
with anxiety-like symptoms. Therefore, a careful
screening for medical conditions is necessary in the
patient who complains of anxiety symptoms. A number
of drugs and substances may exacerbate or produce
anxiety symptoms. These include anticholinergic drugs,
marijuana and other drugs that alter perception, stim-
ulant drugs of abuse, sympathomimetic drugs (eg,
decongestants, β2-bronchodialators, weight reduction
agents), thyroid hormone, xathine-containing drugs
(bronchodialators with theophylline, over-the-counter
cold and arthritis remedies, caffeine), and withdrawal
symptoms of sedatives, hypnotics, alcohol, caffeine, and
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tobacco.26 A careful examination of the medications and
substances taken by patients who present with anxiety
symptoms is thus an important first step in diagnosis
and designing a treatment plan.

Differential Diagnosis 
of Anxiety Disorders

For the reasons discussed above, the task of accu-
rately diagnosing an anxiety disorder in the primary
care setting can be difficult. Differentiating among the
many different anxiety disorders can be even more
problematic. In part, this is due to a high degree of
overlap between symptoms and features of the
disorders. For example, panic attacks are now under-
stood to no longer be central only to panic disorder,
but also often occur in patients with social phobia 
and GAD.12 This can lead to very similar symptom
profiles. For example, a patient with panic disorder
with agoraphobia and a patient with social phobia may 
both present with complaints of panic attacks and
avoidance of attending meetings or other crowded
social gatherings. An in-depth interview and thorough
knowledge of the criteria is often necessary to
determine the specific diagnosis. This is typically not
feasible in the primary care setting, in which many
providers have not had expert-level training in 
psychiatric assessment. Further, it is made almost
impossible by a system in which most providers have
just 10 to 15 minutes to thoroughly evaluate all bodily
systems and devise any necessary treatment plans.
Thus, primary care providers who recognize anxiety
problems in their patients typically do not differen-
tiate between the specific disorders. For example,
Harman and colleagues9 found that in a nationally
representative sample of primary care office-based
practices, the overwhelming majority of recorded
anxiety disorder diagnoses were not for specific
disorders. Seventy percent of anxiety disorder visits 
to primary care physicians were coded as “anxiety
state, unspecified.”

Assignment of a specific diagnosis may possibly be
unnecessary in the care of primary care patients with
anxiety disorders. As we will discuss in more detail
below, similar (or identical) pharmacological options
can be utilized for many of the anxiety disorders.
Psychotherapeutic treatments with proven efficacy do
differ somewhat for each disorder, but many of the key
features of these therapies are similar. Work in our lab
and other research centers is currently underway to
devise protocols that can be utilized for multiple
anxiety disorders (eg, Barlow et al, 200227).

Assessment Tools

Though many barriers to recognition are difficult to
overcome, assistance in identifying primary care
patients with anxiety is available. Screening measures
have been designed specifically to aid those who are
not mental health specialists in the detection of anxiety
problems. One such instrument is the Primary Care
Evaluation of Mental Disorders (PRIME-MD).28 This
measure consists of a 1-page questionnaire completed
by the patients and a brief clinical evaluation. It has
good validity and takes just a few minutes of the clin-
ician’s time to complete. Another option is the
Goldberg Anxiety and Depression scales.29 The anxiety
scale consists of only 9 questions. The first 4 are asked
of all patients, the remaining 5 are asked only if at least
1 of the first 4 is endorsed. According to the authors,
patients with 5 “yes” responses have a 50% chance of
having a clinically significant anxiety problem and
those with more positive responses have even greater
probability. The Hospital Anxiety and Depression
Scale (HADS)30 is a self-report measure consisting of
just 14 items, and designed to assess symptoms in
medically ill individuals. Though it does not provide a
potential diagnosis, it does give an idea of overall level
of anxiety. Those patients who score high on this scale
can then be targeted for further assessment. When
uncertain about the presence of an anxiety disorder, a
referral should be made to a mental health specialist.

TREATMENT

In part due to underrecognition, anxiety disorders
are undertreated in primary care patients. In the PCAP
we found that approximately 50% of primary care
patients with an anxiety disorder were not receiving
any mental health treatment.31 Underrecognition is
only one barrier to treatment, however. Additionally,
many patients with a recognized anxiety disorder may
be reluctant to accept treatment or a referral. In PCAP,
we interviewed a sample of primary care patients with
anxiety disorders who were not receiving treatment.
The most common reasons given for not receiving
pharmacotherapy were: (1) lack of physician recom-
mendation; (2) not believing in taking medications;
and (3) not recognizing that they had a treatable
disorder.31 Similarly, those who were not receiving
psychosocial treatments reported that the most
common reasons were: (1) not believing in psycho-
therapy; (2) not recognizing that they had a treatable
disorder; and (3) not having therapy recommended by
their physician.32 Clearly, as has already been addressed,
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one implication of the data is that there is a need for
increased recognition of anxiety disorders in the
primary care setting. However, the fact that many in
our sample had concerns about side effects or “did not
believe” in medications or therapy suggests an addi-
tional need for a clinician-patient dialogue aimed at
dispelling misconceptions about treatment.

Despite the fact that anxiety disorders continue to
be an underrecognized and undertreated phenomenon
in the primary care setting, efficacious treatments do
exist for these disorders. Some of these treatments may
be possible within primary care; others will likely
require a referral to mental health specialist.

Pharmacotherapy. Treatment with pharmaco-
logical agents such as benzodiazepines, monoamine
oxidase inhibitors (MAOIs), tricyclic antidepressants
(TCAs), selective serotonin reuptake inhibitors
(SSRIs), and serotonin-norepinephrine reuptake
inhibitor (SNRI) venlafaxine has been shown in a
number of studies to be efficacious for anxiety
disorders.33-36 Traditionally, benzodiazepines have been
a staple in the treatment of anxiety disorders. These
agents have the advantage of a rapid onset of effect and
can be used on an as-needed (prn) basis for situational
anxiety. However, they are commonly associated with
such side effects as sedation, impaired coordination,
dizziness, and headache. This class of medications is
also more likely to cause physiological dependence and
withdrawal effects (including rebound anxiety) upon
discontinuation. Therefore, these agents should be
avoided in patients with known or suspected substance
abuse and medical supervision should be provided for
discontinuation of these agents. Controlled treatment
trials of benzodiazepines for anxiety disorders (other
than PTSD37) show high efficacy in acute treatment
phases; however, it appears that many of those treated
remain at least somewhat symptomatic over follow-up
or remit when the medication is discontinued.38-40

Although there is considerable evidence attesting to
the efficacy of TCAs for panic disorder, PTSD, and
GAD, in general, these agents have been relegated to
second-line treatments due to their poor side effect
profile relative to the SSRIs.36 The one exception is
OCD, where clomipramine, a TCA that also inhibits
serotonin uptake, is still considered a first-line
treatment.41 MAOIs have demonstrated efficacy for
OCD and social phobia;38,42 however, the utility of these
agents is limited by their need for dietary proscriptions.

SSRIs and the SNRI venlafaxine have become the
first-line treatment for anxiety disorders due to their
safety and tolerability. In panic disorder, members of
the SSRI class have been shown to reduce panic attack

frequency to 0 in 36% to 86% of patients.43 Similarly,
controlled studies have established the efficacy of
SSRIs in PTSD,44 OCD,45 social phobia,46 and GAD.47

Many of the SSRIs have garnered Food and Drug
Administration (FDA) indications for the treatment of
individual anxiety disorders (see Table ). In general, the
SSRIs have a more favorable side effect profile than the
TCAs and MAOIs, which means that they can be
administered over long-term periods with fewer
concerns about patient compliance. Moreover, their
antidepressant effects are an added benefit given the
high rates of comorbid mood disturbances in patients
with anxiety disorders. However, these agents are often
still associated with side effects such as insomnia,
agitation, weight gain, and sexual dysfunction, all of
which may necessitate switching to an alternative SSRI
or augmentation with another agent. In addition, there
have been a number of case reports of symptoms asso-
ciated with discontinuation from the SSRIs, most
commonly dizziness, nausea or emesis, fatigue,
headache, gait instability, and insomnia.48 In rare cases,
these symptoms have necessitated reinstitution of the
drug. Thus, discontinuation of the SSRIs should be
achieved via slow taper and under medical supervision.
In addition, some recent studies have suggested that
cognitive-behavioral therapy (CBT), which has been
found to be useful in helping individuals discontinue 
benzodiazepines,49 may also be beneficial in aiding the
discontinuation of SSRIs.50

Psychosocial Treatment. Many patients express
a preference for nonpharmacological treatments for
their anxiety disorders due to fears about the real or
perceived risks of taking a medication. In one study of
259 primary care patients, 60% indicated psychological
treatment (CBT) as their first choice of treatment for
an anxiety problem, whereas 31% indicated medication
as their first choice, and 9% did not state a preference.51

Because patient preferences and expectations regarding
treatment have the potential to influence the patient’s
outcome, it is important for the clinician to engage in
a frank discussion with the patient about such issues.

Of the psychosocial treatment options for the
anxiety disorders, CBT is currently considered to be
the gold-standard. In 1995, a task force was formed by
the American Psychological Association, with the aim
of evaluating the status of empirical support for
psychological interventions. Their reports suggest that
CBT has garnered more empirical support than any
other psychosocial treatment for anxiety disorders.52

The overall goal of CBT is to alter the maladaptive
cognitions and behaviors that underlie and serve to
maintain the patient’s primary fear. Generally, this is
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achieved both through verbal discourse aimed at chal-
lenging the patient’s misperceptions of reality and
behavioral exercises prompting the patient to confront
a feared object, situation, thought, or bodily sensation.
Although the specific aims of CBT may vary with
respect to its application to the individual anxiety
disorders, the underlying theory regarding its efficacy
and its repertoire of techniques is essentially the same.

In the case of panic disorder, a crucial component of
CBT is exposure to feared interoceptive cues (bodily
sensations) experienced during an attack (eg, shortness
of breath, dizziness, or rapid heart rate). Panic Control
Treatment, a multi-component treatment that incor-
porates interoceptive exposure, cognitive restructuring,
and breathing retraining, has considerable data
attesting to its effectiveness for panic disorder with and
without agoraphobia.53,54

From a cognitive-behavioral standpoint, GAD is
conceptualized as a disorder of excessive worry that
manifests itself in cognitive, behavioral, and physio-
logic domains.55 Treatment of GAD involves
identifying and challenging anxious thoughts and
improving self-efficacy by generating adaptive alterna-
tives to worry and testing these alternatives with
behavioral exercises. Some CBT treatments for GAD
also include an applied relaxation component
consisting of progressive muscle relaxation and

breathing retraining. Both versions have been proven
superior to a credible control treatment in reducing
symptoms of anxiety and depression.56,57

Exposure with response prevention (ERP) is the
psychosocial treatment of choice for obsessive-
compulsive disorder.58 During ERP, the patient is
exposed to a situation that triggers obsessive thoughts,
while being prevented from engaging the ritualistic
response, or compulsion, that is thought to maintain
the obsessions. For example, a patient with concerns
about contamination from germs might be asked to
touch the inside of a trash can without performing the
hand-washing ritual that reduces his/her anxiety. With
repeated exposure and response prevention, a process
of habituation occurs, wherein once feared activities
lose their ability to elicit anxiety for the patient.

In the treatment of PTSD, both exposure therapy59

and stress inoculation training (SIT)60 produce bene-
ficial results. In exposure therapy, confrontation of the
trauma material may be in the form of evoking
memories of the traumatic event by having the patient
imagine he/she is in the trauma situation, or through in
vivo exposure to people, places, or objects associated
with the trauma. SIT is a treatment package consisting
of relaxation techniques, cognitive restructuring, and
exposure to trauma-related cues, but not the trauma
memories themselves.
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SSRI/SNRI INDICATIONS, WITH STARTING AND MAXIMUM 
RECOMMENDED DOSAGES, FOR THE TREATMENT OF ANXIETY
DISORDERS (AS OF MARCH 2003)

SSRI=selective serotonin reuptake inhibitor; SNRI= serotonin-norepinephrine reuptake inhibitor;
OCD=obsessive-compulsive disorder; PD/PDA=panic disorder/panic disorder with agoraphobia;

PTSD=posttraumatic stress disorder; SP=social phobia; GAD=generalized anxiety disorder.

Weisberg RB and Maki KM. Mental Fitness. Vol 2, No 4. 2003.

ANXIETY DISORDER

SSRI/SNRI OCD PD/PDA PTSD SP GAD

PAROXETINE 20-60 MG/DAY 10-60 MG/DAY 20-50 MG/DAY 20-60 MG/DAY 20 MG/DAY

SERTRALINE 50-200 MG/DAY 25-200 MG/DAY 50-200 MG/DAY 25-200 MG/DAY

FLUOXETINE 20-80 MG/DAY 10-60 MG/DAY

FLUVOXAMINE 50-300 MG/DAY

VENLAFAXINE 75-225 MG/DAY 75-225 MG/DAY
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There is also evidence to suggest that CBT
approaches both with and without the cognitive
restructuring component are effective for social
phobia.61,62 In social phobia, the goal of CBT is to chal-
lenge the patient’s belief in his/her inability to perform
effectively in social situations both through cognitive
restructuring and practical exposure to feared situations.
CBT for social phobia is frequently provided in a group
format, which allows a ready-made audience and role
players to complete exposure exercises in-session.63

Most CBT consists of 10-14 sessions, lasting at
least 50 minutes each. Further, specialized training is
needed in the conduct of these therapies. Therefore,
this treatment will typically require a referral to a
specialist outside of the primary care office. Though
CBT has evidence of its efficacy in anxiety disorders,
all mental health providers do not utilize this type of
treatment. The Association for Advancement of
Behavior Therapy is a useful resource for finding a
therapist who specializes in CBT.

A full course of CBT conducted by an expert ther-
apist is the ideal recommendation for anxious primary
care patients seeking non-medication treatment
options or requiring adjunctive treatment. However,
this is not always possible. As discussed above, many
patients are reluctant to enter treatment and to accept
a referral to a mental health specialist. One option for
these patients is bibliotherapy, which has some
empirical support for its ability to reduce anxiety
symptoms.64,65 A number of self-help manuals, based
on cognitive-behavioral techniques, are readily
available.66-69 In addition to providing information to
assist the patient in self-help, these manuals may also
help to increase patients’ comfort with therapeutic
techniques and ready them for acceptance of a mental
health referral.

Increasing Accessibility and Adherence to
Treatment. Unfortunately, a scarcity of time and
resources often precludes the comprehensive
assessment and treatment of mental health concerns in
the primary care setting. When mental health diffi-
culties are identified in this setting, many patients are
noncompliant with treatment delivered by the primary
care provider or fail to follow through with referrals to
outside mental health specialists. However, recent years
have seen the emergence of innovative collaborative
care models that are specifically designed to address
these barriers to successful mental health treatment. In
these models, primary care physicians and mental
health providers work in tangent to provide and closely
monitor adherence to treatment. Such models have
been tested for depression and anxiety and have been

found to increase adherence to treatment and improve
symptomatic outcome.70,71

CONCLUSION

Identifying and treating anxiety disorders in primary
care patients is of critical importance due to the high
prevalence of these problems and the significant 
associated impairment. In many ways, primary care is
the ideal setting in which to identify and assist patients
in need of this help. Patients with anxiety disorders are
more likely to present to primary care providers than
mental health specialists and primary care providers
often have an established history and trusting 
relationship with the patient. However, a great number
of obstacles exist in the recognition and treatment of
anxiety in primary care. Perhaps the greatest of these
obstacles is the one that is least easily overcome—the
fact that so little time is allotted for each primary care
visit. Fortunately, brief assessment measures have been
developed with the goal of quickly identifying anxiety
disorders. Also fortunate is the fact that highly effica-
cious treatments for anxiety disorders are available.
Pharmacotherapy can often be carried out by the
primary care provider. CBT will typically require a
referral to an expert provider. For patients reluctant to
accept such a referral, bibliotherapy may be a good
initial option. The best strategy for treatment may be
close collaboration between primary care and mental
health providers. Some practices are integrated, with
providers of both disciplines working under the same
roof. Unfortunately, this situation is rare. Therefore,
primary care providers should work to establish a few
close relationships with mental health providers in their
community, who may accept referrals and provide
consultation.
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