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N_IETY IS A COMMON, IMPOR-

A *tant, and challenging prob-
lem that confronts every
family physician. Workload
surveys have demonstrated

that anxiety and depression are two of the
five most common practice problems,
occurring in between 3% and 5% of all
practice encounters.1 Population-based
surveys have found that between 25% and
30% of adults complain of at least one
important life stress that causes symptoms
of anxiety each year.2'3 One practice sur-
vey found that 29% of middle-aged
patients, who visited their family physi-
cians during 1 year, had anxiety recorded
as one of their presenting symptoms;
another survey found 20% of all patients
reported anxiety symptoms.4'5

Part ofa family physician's ambivalence
about dealing with anxiety symptoms aris-
es from the perception that everyone expe-
riences signs and symptoms of anxiety
almost daily and that anxiety should be
accepted as part of normal living. Thus,
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anxiety might not require the attention
that "serious" health problems require.
However, the importance ofsevere anxiety
disorder is illustrated by an individual's
deteriorating ability to function when suf-
fering from unresolved grief, uncontrolled
panic disorders, socially paralyzing agora-
phobia or social phobias, or totally con-
suming obsessive-compulsive behaviour.
More difficult to recognize, but possibly
more common, are alcoholic or addicted
individuals whose addiction can be attrib-
uted to self-medication as a means of con-
trolling social phobia or panic disorder.

Even less easily quantified are the neg-
ative effects on the lives of spouses, chil-
dren, or families in close contact with
those suffering serious anxiety disorders.
Few people are likely to pass through life
without either personally suffering from a
serious anxiety disorder or being in close
contact with someone who is.

Diagnosis
Both family medicine and psychiatric
diagnostic classification systems provide a
framework to help physicians decide when
and how to intervene. The most common
form of anxiety seen by family physicians
has been called "acute situational distur-
bance."6 This term is also found in the
third edition of the American Psychiatric
Association's Diagnostic and Statistical
Manual ofMental Disorders (DSM 3-R)7 but
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is not considered an anxiety disorder. The
International Classification ofPrimary Care
(ICPC)6 defines acute situational distur-
bance as anxiety emerging from problems
of living, including acute grief reaction
brought on by a great loss or anxiety
brought on by problem relationships with
spouses, children, friends, relatives, and
fellow workers.

The DSM 3-R defines problems at the
extreme end of the continuum of anxiety
where symptoms are the most severe and
infrequently seen in family practice.7
However, understanding the extreme
forms of anxiety disorders assists family
physicians to determine the therapeutic
threshold for each individual. This should
bring more precision to diagnosing anxi-
ety disorders and should lead to more
appropriate therapy.

Panic disorder. Panic disorder is char-
acterized by discrete periods of intense
fear or discomfort, usually lasting minutes
and occurring unexpectedly. The onset of
an attack is described as a feeling of sud-
den, intense fear or apprehension accom-
panied by many of the physical signs and
symptoms of anxiety, such as shortness of
breath, faintness, choking, dry mouth,
sweating, nausea, flushing, palpitations,
fear of dying, fear of losing self-control,
and fear of losing bowel or bladder con-
trol. These symptoms often bring patients
to the emergency room. Physicians must
assess how much the fear of these episodes
impairs an individual's function and qual-
ity of life, as well as how long and how
often the episodes occur, so that they can
judge when intervention is required.

Agoraphobia. Agoraphobia is fear of
being in a place or situation from which
escape might be difficult or embarrassing
in the event of an anxiety attack. Fear
leads patients to avoid or suffer anxiety
symptoms while in the dreaded place or
situation. Agoraphobia most commonly
develops in 20- to 30-year-old women and
leads to poor quality of life and imnpaired
social function.

Panic disorder without agorapho-
bia. This disorder is less disabling than
panic disorder with agoraphobia, which
often devastates social and work functions.

Panic is equally prevalent among men and
women. The longer the symptoms last, the
greater the risk of depression. Several
years ofpanic attacks puts sufferers at high
risk for alcohol and drug abuse and
increased risk for suicide. Family physi-
cians should be very sensitive to the use of
self-medication to mask the symptoms of
panic.

Minor social phobias. Such phobias,
relatively common in the general popula-
tion, involve fear ofacting in a humiliating
or embarrassing way in public. The pho-
bia leads to avoidance behaviour and vari-
ous forms ofself-medication, characterized
by the "stiff drink" before carrying out
some dreaded social task. Individuals who
suffer social phobias are at risk for alcohol
or benzodiazepine abuse because both
provide socially acceptable ways of con-
trolling discomfort.

Simplephobias. Simple phobias involve
the fear of an object or situation. Objects
are usually animals, insects, or reptiles,
and the fear could extend to buildings or
places where encounters with the object
might occur. This disorder is more com-
mon among women than men and is usu-
ally minimally disabling unless the feared
object is very common.

Obsessive-compulsive disorder.
This disorder involves an obsession with
persistent ideas, thoughts, or impulses that
are intrusive or senseless. Thoughts ofvio-
lence, fear of bacterial contamination, or
doubts as to one's own behaviour are char-
acteristic of this disorder. A compulsion is
a purposeful repetitive behaviour usually
performed in response to an obsession.
The behaviour is designed to neutralize
the dreaded obsession. Depression is often
present with these behaviours, and func-
tional impairment can become quite
severe. Sufferers are at high risk for alco-
hol and benzodiazepine abuse. Minimally
disabling presentations of obsessive-com-
pulsive disorder are commonly seen in
family practice.

Posttraumatic stress disorder. This
usually occurs after a violent or life-threat-
ening trauma. The disorder is character-
ized by recurrent episodes of severe
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anxiety symptoms when the individual
recalls or is reminded of the trauma.
Depression often accompanies posttrau-
matic stress disorder.

Generalized anxiety disorders.
Generalized anxiety disorders are

defined in the DSM 3-R as definite anxi-
ety symptoms during most of each day
for more than 6 months in response to
irrational concerns. None of the previ-
ously defined anxiety disorders are pre-

sent. Although one might expect
generalized anxiety disorder to be com-

mon, it is rarely seen in family practice or

psychiatry in the way it is described in the
DSM 3-R. Acute situational disturbances
are often mislabeled as generalized anxi-
ety disorders.

Although not officially acknowledged
in any classification, concurrent anxiety
and depression are commonly seen by
family physicians. Mixed anxiety and
depression often exist in persons suffering
from serious disease or chronic physical ill-
ness, or in individuals who feel trapped in
an imnpossible situation.

Determining the type of therapy is a

judgment ideally made by both physician
and patient. To determine the threshold
for therapy, physicians must consider the
effect of anxiety on the patient's physical,
emotional, social, and psychological
function; the patient's quality of life, as

perceived by the patient; and the dura-
tion and frequency of the episodes of
anxiety.

Assessment of severity
It is important for family physicians to
consider the severity of anxiety symptoms
(Table 1) on a continuum. At one end are

most people (more than half of the popu-

lation) who experience signs and symp-

toms of anxiety from time to time but are

able to cope with life stresses in ways that
do not really affect their function or qual-
ity oflife. The further one moves along the
continuum, the more disabled physically,
emotionally, socially, and psychologically
the patient is, and the poorer his or her
quality of life (Figure 1).

The challenge for family physicians is
to assess the functional status and quality
of life of each patient and to determine
when he or she has deteriorated to the
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Table 1. Assessment ofseverity: Physical, emotional, pgychological,
and social effects ofthe anxiev must be considered.

SEVERITY QUALITY OF UFE

Mild Patient can recall incidents in the past when,
because of anxiety-related symptoms, some aspect
of function was impaired.

.............I.........................................................................................................................

Moderate Function important to the individual was noticeably
impaired on several occasions in the previous few
months.

Severe Several aspects offunction important to the
individual were seriously impaired each week
during the last 3 months.

4
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point where intervention is needed to
control signs and symptoms.8 Once the
decision to intervene has been made,
physicians must decide which therapy will
potentially provide more benefit than
harm.

The threshold for therapeutic interven-
tion is influenced by each individual's val-
ues and life situation. Every diagnostic and
therapeutic boundary is blurred by an
individual's past and present circum-
stances and the social supports available.
The quality of the physician-patient rela-
tionship also influences the decision as to
when therapeutic intervention is indicated.

Managing anxiety with
psychotherapy
The Ontario Health Insurance Plan fee
schedule defines psychotherapy as:
any form of treatment for mental illness, behaviour-
al maladaptions that are assumed to be of an emo-
tional nature, in which a physician deliberately
establishes a professional relationship with a patient
for the purposes of removing, modifying, or retard-
ing existing symptoms, or attenuating or reversing
disturbed patterns of behaviour, and of promoting
positive personality growth and development."

Before starting psychotherapy, physi-
cians should carry out appropriate physi-
cal examinations and blood tests to rule
out organic causes of anxiety symptoms.
These might include hyperthyroidism,
caffeine and drug abuse, drug withdrawal
states, and side effects of medical drugs. If
more than a few sessions are planned, a
detailed psychiatric history should be
taken, including details of physical and
sexual abuse, abandonment, family dis-
ruptions, loss of loved ones, accidents and
operations, mental health problems
among family members, and other rele-
vant psychosocial, family, and personal
history.

Pathophysiology. There are many
schools of psychotherapy, each with its
own philosophies and techniques.'I No
matter what the approach, patients need
to have the pathophysiology of anxiety
explained to them. Stresses, traumas, and
life events affect the body through the
autonomic nervous system via hormones
and neurotransmitters. Each feeling has a
subsequent biochemical and physiological
effect on the body. If these feelings are
repressed, they can cause symptoms

through the autonomic nervous system.
Explaining the pathophysiology helps
patients understand the connection
between mind and body.

Relaxation. All family physicians should
be able to teach a progressive relaxation
exercise to their patients. This could be
tape-recorded during a session tailored to
the patient's problem. The patient should
be encouraged to rehearse relaxation at
each visit and to practise daily at home.'"
The relaxation exercise might include
breathing awareness and progressive mus-
cle relaxation, as well as a visualization or
guided imagery of a comfortable, relaxing
scene from the past with visual, auditory,
and kinesthetic aspects.'2 This visualiza-
tion could then be used as a hypnotic
induction for desensitization for phobias,
ego strengthening to build self-esteem, or
age regression to reframe serious traumas
of the past.

Creative listening. Many patients need
someone to listen to them in a nonjudg-
mental, supportive, empathetic way. Even
without any formal postgraduate training
in psychotherapy, family physicians can
still help patients deal with acute situation-
al disturbances like the death of a loved
one, marital break-up, loss of employ-
ment, or life's other transitions. You can
be a good creative listener, "a big ear"
playing back to the patient the essence of
what is said, reflecting content and affect.
Rogers and Stevens postulated "empa-
thy", "unconditional regard", and "gen-
uineness" as necessary conditions for
psychotherapy." Dr Stan Greben in his
book, Love's Labours. Twenty-five Years of
Experience in the Practice of Psychotherapy,'4
talks about six attributes that are impor-
tant for a therapist: empathetic concern,
respectfulness, realistic hopefulness, self-
awareness, reliability, and strength. Asking
sensitive questions, dealing with negative
self-esteem, removing guilt, helping
patients express feelings in constructive
ways, uncovering past traumas, and help-
ing patients to mobilize their own
resources can help them over a crisis and
strengthen them after the crisis has passed.

Behaviour therapy. Behaviour therapy
suggests that anxiety is a learned habit that
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has been environmentally reinforced.
Through education, practical advice,
problem solving, desensitization, progres-
sive relaxation, and positive and negative
reinforcements, symptoms are removed. A
cognitive version is the technique of
thought stopping. The patient is taught to
identify and put into words the anxiety-
producing thoughts and belief systems that
create the anxious feelings. The false
beliefs are then attacked and disputed, and
new, more positive, sensible, and affirma-
tive beliefs are practised. Encouragement,
assertiveness, eliminating "shoulds," and
reframing are emphasized. Biofeedback is
still used in specialized centres to teach
patients how to modify their symptoms
physiologically. Asking patients to keep a
journal of thoughts, feelings, and dreams
can provide insight and awareness.

Experiential therapy. Experiential
therapies develop the patient's own aware-
ness of bodily sensations, postures, ten-
sions, and movements with an emphasis
on somatic processes. 15 Performing
dreams, psychodrama, acting out fan-
tasies, and entering into dialogues with
parts of oneself are some of the techniques
used to bring patients into moment-to-
moment awareness of the here and now.
Emphasis is on feelings, spontaneity, and
getting patients to stop intellectualizing,
which is often seen as a defence against
feeling and experiencing.

Negative thinking. Sometimes catastro-
phizing is a habitual way of thinking
passed on from a parent. Patients internal-
ize their parent's critical, self-defeating,
self-deprecating, severe, judgmental voice.
Because they carry around this internal-
ized degrading voice, they feel chronically
anxious. Negative self-esteem is often cen-
tral to anxiety disorders. Resolution of this
persistent, negative self-image allows peo-
ple to feel positive about themselves and
the future.

Practical matters. A patient's motiva-
tion, resistance to intervention, and the
transference and countertransference
aspects of therapy are most important.
Sometimes, working on his or her own
psychological issues helps a clinician bet-
ter understand and help someone else.

Further training in the techniques of psy-
chotherapy is often helpful.

Agoraphobia and obsessive-compulsive
disorders often need longer-term special-
ized treatment. Phobias, panic disorders,
and posttraumatic stress disorder can be
managed well with hypnosis and behav-
iour therapy. Situational and generalized
anxiety respond to relaxation, psychody-
namic, and experiential therapy, as well as
to creative listening. "Talking therapy" can
be a rewarding and important part of
treating anxiety.

Diet manipulation and exercise often
assist in removing symptoms. A progres-
sive exercise program involving brisk
walking, cycling, swimming, dancing, aer-
obics, or racquet sports gets patients out of
the house and helps release internalized
frustrations. Eliminating alcohol, coffee,
chocolates, colas, and sugar and eating
regularly spaced meals sometimes
improves symptoms.

Pharmacologic intervention
Effective drug treatment is available for
anxiety. Anxiolytics in their primary role
(benzodiazepines and buspirone) or anti-
depressants with anxiolytic properties in
specific applications (monoamine oxidase
inhibitors, tricyclic antidepressants, and
serotonin reuptake inhibitors) can be
given. The latter are not discussed here.

Primary anxiolytics. In animal studies,
the basic evidence that a drug has anxi-
olytic properties is shown in its ability to
inhibit avoidance response to conflict
stimuli (normal anxiety response). These
drugs are then tested on humans in con-
trolled trials for specific disorders that rep-
resent what we consider "pathologic
anxiety." It is useful to keep these seem-
ingly opposite models in mind when
choosing a drug for anxiety in family med-
icine. Sometimes, a distressing reaction to
a life event or an acute situational distur-
bance justifies pharmacotherapy, even
though the anxiety does not fit the classic
criteria of a specific disorder.

Remember, too, that anxiolysis need
not mean sedation. With the older drugs,
such as barbiturates, small amounts of
anxiolysis called for large amounts ofseda-
tion, if not toxicity. It is now possible to
obtain a selective anxiolysis if sedation is
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not wanted, although sedation is useful
when anxiolytics are used to help sleep.

Benzodiazepines. Benzodiazepines, as
a class, share myorelaxant and anticon-
vulsant properties. Onset of action is fast
and drowsiness is the most noticeable
side effect. Concerns exist about toler-
ance, physical dependence, and abuse.
Tolerance to the effects of benzodi-
azepines is not supported by scientific
evidence, except for the side effect of
drowsiness (which lasts only a few
weeks).'6 Physical dependence is likely to
develop in proportion to the dose, poten-
cy, and length of time a particular benzo-
diazepine is used. Abuse, although not
frequent, is a risk. Benzodiazepines cross-
react with alcohol and should not be pre-
scribed for patients with a personal or
family history of alcohol or substance
abuse. 17-19
Common observations suggest that

benzodiazepines have depressant proper-
ties. But researchers currently argue
rather that they unveil underlying depres-
sion, if already present. On the other
hand, alprazolam and adinazolam (not
available in Canada) have antidepressant
properties of their own. A distinction must
be made between short-, intermediate-,
and long-acting benzodiazepines because
different advantages and disadvantages
are linked to their kinetic patterns.

Short- and intermediate-acting benzo-
diazepines must be given three or four
times daily if a steady state is desirable.
Rebound anxiety and withdrawal symp-
toms appear early. Because they do not
accumulate, they are safer for elderly
patients. Long-acting benzodiazepines
can be given once or twice daily. Accumu-
lation of active metabolites could lead to
subtle motor and cognitive impairment,
but makes withdrawal easier to handle.

Buspirone. Buspirone, first of the aza-
pirone family, has no sedative, myorelaxant,
or anticonvulsant properties. Its very slow
and subtle onset ofaction favours its use for
more chronic anxiety. There is no cross-
reaction with benzodiazepines or alcohol.
No tapering is needed at the end of treat-
ment, and antidepressant properties
appear only in the higher dosage range.
However, it cannot block panic attacks, and

patient selection is critical because not
everyone responds.

Preseribing. After the diagnosis is made,
assessing the following will help decide
whether drug treatment is appropriate
and which drug should be used. Consider
and discuss with the patient the severity of
anxiety; toxicity and acceptability of side
effects; other diagnoses (eg, personality
disorder); expected duration of known
stressors and planned duration of treat-
ment; expectations about the goals of
treatment; prior experience; and personal
attitude about medication.

Panic disorder (with or without agoraphobia):
Before prescribing any drug, give informa-
tion on panic disorder and stop agents that
cause panic, such as caffeine. Then advise
the patient of the goal (suppression of
attacks) and duration (longer than
6 months) of treatment.

If a patient's function is severely
impaired, or if there is strong anticipatory
anxiety or agoraphobia, you might imme-
diately begin alprazolam or clonazepam,
1 to 8 mg daily until attacks cease. Try
tapering, very slowly, after 6 or more
months of treatment at the full dose.

If patients are willing to wait for bene-
fit, or if depression is present, first-genera-
tion monoamine oxidase inhibitors are
very effective, but are unpopular because
of dietary restrictions. Tricyclics, usually
imipramine, clomipramine, and desipra-
mine, are well documented as being effec-
tive for controlling panic disorder.20 Warn
patients that they might feel more anxious
in the first 2 or 3 weeks and that side
effects of some tricyclics can be confused
with panic symptoms.2' Tricyclics should
commence with very small doses, as little
as 10 mg daily). Attacks are usually sup-
pressed with doses between 50 mg and
150 mg daily. The controlling dose should
be maintained for at least 6 months with
reduction and monitoring for recurrence.
Serotonin reuptake inhibitors are safe and
effective, but have a different profile ofside
effects and are more expensive.

Social phobia: Monoamine oxidase
inhibitors are effective for managing social
phobias. Concern over dietary restrictions
make it tempting to try ,-blockers, such
as propranolol and atenolol. Because
3-blockers are not considered psychotropic

86 Canadian Famiy Physician VOL 40:,Januagy 1994



agents, patients accept them readily.
Benzodiazepines are sometimes taken as
required.

Obsessive-compulsive disorder Clomipra-
mine is currently the drug of choice for
managing obsessive-compulsive disorder.
Serotonin reuptake inhibitors have also
been demonstrated effective.

Posttraumatic stress disorder Every anxi-
olytic and antidepressant has been tried
with various degrees ofsuccess for manag-
ing posttraumatic stress disorder. Using a
case-by-case approach, you have to rely on
your personal experience and clinical
judgment.

Generalized anxiey disorder. Generalized
anxiety disorder is best managed in the
short term with benzodiazepines and in
the longer term (more than 4 to 6 months)
with buspirone. Tricyclic antidepressants,
beginning with imipramine, have also
been found effective.22

Adjustment disorders: Adjustment disor-
ders, with anxious or depressed moods,
are classified apart from anxiety disorders
in the DSM 3-R. If the perceived stressor
cannot be modified, it is reasonable to
treat the actual mood ofthe patient, know-
ing that anxiety is usually the precursor of
depression.

Mixed anxiety and depression: Although
anxiety and depression as a rubric does
not appear in either general practice or
psychiatric classifications, we expect it to
be classified in the fourth edition of the
DSM..This is congruent with the links
between anxiety and depression already
observed in both clinical and pharmaco-
logic practice. Anxiolytics with antide-
pressant properties (alprazolam and
buspirone) or antidepressants with anxi-
olytic properties are useful and effective
for managing this common problem.

Acute situational disturbances: Benzo-
diazepines have been used for up to
6 weeks for this unclassified problem.
Buspirone should be considered if the
reaction to a situation becomes chronic.

Drugsfor the future: Drugs under devel-
opment will act either selectively on par-
ticular benzodiazepine receptors or on the
serotonin pathway ofanxiety, as the search
for selective anxiolysis without the risks of
sedation and dependence intensifies.
Selective agonists of the Col (limbic) ben-
zodiazepine receptor and partial agonists

have been developed (alpidem, bretaze-
nil). Following buspirone, new agents
include gepirone and ipsapirone in the
azapirone family. Moclobemide, a
reversible monoamine oxidase inhibitor,
became available in Canada in October
1992 and could prove useful for treating
panic disorders and social phobias; it does
not require unpopular dietary restrictions.
These new treatments hold promise, but
require further evaluation.

Conclusion
Anxiety is one of the most common prob-
lems detected in family practice. Neither
family medicine nor psychiatric classifica-
tion systems have taken into account the
spectrum ofanxiety disorders seen by fam-
ily physicians. Precision in both diagnosis
and determination of adverse effects on
function and quality of life provides clini-
cians with the information required for
appropriate therapy.
When therapy is required, many psy-

chotherapeutic and pharmacotherapeutic
agents can be used. Specific psycho-
therapeutic and pharmacotherapeutic
approaches are best used only for specific
conditions. Psychotherapy alone can offer
relief from most anxiety disorders. Both
pharmacotherapy and psychotherapy
should be used concurrently when more
intensive treatment is required.
New pharmacologic agents currently

being developed promise more specific
therapeutic effects with fewer side effects
and a lower risk of addiction. More preci-
sion in diagnosis, and resulting specificity
in the management ofanxiety disorders in
family practice, should result in improved
outcomes for the many people suffering
from anxiety disorders. H
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