Consensus Statement on Generalized Anxiety Disorder
From the International Consensus Group on
Depression and Anxiety

James C. Ballenger, M.D.; Jonathan R. T. Davidson, M.D.; Yves Lecrubier, M.D.;
and David J. Nutt, M.D., Ph.D. (International Consensus Group on Depression
and Anxiety); and Thomas D. Borkovec, M.D.; Karl Rickels, M.D.;

Dan J. Stein, M.B.; and Hans-Ulrich Wittchen, Ph.D.

Objective: To provide primary care clinicians with a better understanding of management issuesin
generalized anxiety disorder (GAD) and guide clinical practice with recommendations on the appro-
priate treatment strategy. Participants: The 4 members of the International Consensus Group on De-
pression and Anxiety were James C. Ballenger (chair), Jonathan R.T. Davidson, Yves Lecrubier, and
David J. Nutt: Four-additional faculty members invited by the chair were Karl Rickels, Hans-Ulrich
Wittchen, Dan J. Stein, and Thomas D. Borkovec. Evidence: The consensus statement is based on the
6 review articles that are published in this supplement and the scientific literature relevant to the
issues reviewed in these articles. Consensus process. Group meetings were held over a 2-day period.
On day 1, the group discussed the review articles and the chair identified key issues for further debate.
On day 2, the group discussed these issues to arrive at a consensus view. After the group meetings,
the consensus statement was drafted by the chair and approved by all attendees. Conclusions: GAD is
the most common anxiety disorder in primary care and is highly debilitating. Furthermore, it is fre-
quently comorbid with depression and other anxiety disorders, which exacerbates functional impair-
ment. Antidepressants (serotonin reuptake inhibitors, serotonin-norepinephrine reuptake inhibitors,
and nonsedating tricyclic antidepressants) are-generally the most appropriate first-line pharmaco-
therapy for GAD, since they are also effective against comorbid psychiatric disorders and are suitable
for long-term use. Cognitive-behavioral therapy ‘is the preferred form of psychotherapy for GAD,

although when GAD is comorbid with depression, pharmacotherapy is increasingly indicated.

eneralized anxiety disorder (GAD) is a chronic,

prevalent, and disabling anxiety disorder, but it is
responsive to treatment. It is a pure disorder in some 25%
to 33% of cases.* However, recent data suggest that
comorbidity is no more frequent for GAD than for other
anxiety disorders, although the spectrum of comorbidity is
wider.*

For decades, there was skepticism about the diagnosis
of GAD, probably more among psychiatrists than among
primary care physicians, with aclinical view that it was a
residual disorder, only to be diagnosed in the absence of
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other mental disorders. Studies of the life course of GAD
have proved useful, in defining the specificity and reality
of the disorder. GAD is now accepted as a specific anxiety
disorder, defined by chronic worrying or free-floating anx-
iety about the future, and as an impairing disorder in itself,
not simply impairing as aresult of comorbid conditions.
GAD causes psychosocial disability at |east comparableto
that of chronic somatic diseases® and depression.®’

GAD was the subject of the sixth meeting of the Inter-
national Consensus Group on Depression and Anxiety.
Our objective, asin earlier meetings, was to provide clini-
cians with a better understanding of the condition by iden-
tifying what is known in the field and what requires fur-
ther research. Thisarticle represents our views and clinical
recommendations on the management of GAD, based on
our assessment of the current clinical evidence.

CLINICAL PRESENTATION

GAD is the most common anxiety disorder in primary
care,® and physicianswill often identify it among the prob-
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lem population of high health care utilizers and high com-
plainersin their clinical practice.

Chronic worrying and the effects of chronic tension
(reports of restlessness, fatigue, difficulty concentrating,
irritability, muscle tension, and sleep disturbance) are the
specific features that define GAD, athough patients may
only emphasize or report either the worrying or the ten-
sion. Yet, fewer than 20% of GAD patients present in pri-
mary care with psychological complaints. The majority
have a somatic presentation, with muscle pain or headache
(as a result of chronic tension), irritability, insomnia,
fatigue, and restlessness as the most significant presenting
symptoms.’ Some GAD sufferers may complain about
feeling under stress, and the physician should react to the
mention of stress-related problems by probing for chronic
worry. Around 90% of those diagnosed with GAD will say
“yes’ to the question “During the past 4 weeks, have you
been bothered by feeling worried, tense, or anxious most
of thetime?’ compared with very few of those without the
condition.

Around two thirds of GAD patients will be found to
have other conditions at the time of presentation or later in
their course, including physical illness and depressive
symptoms or even full-blown depressive episodes. We
recommend careful probing for a constellation of both
psychic and somatic symptoms to elicit the true clinical
picture. The physician needs to probe for both chronic ten-
sion and chronic worrying, since different patients will
emphasize either one or the other of these.

RECOGNIZING GAD

Duration of symptoms is an important focus in recog-
nizing GAD. One distinguishing factor from other anxiety
disorders is that the symptoms of anxiety and worry have
been present for months, and this long duration may in-
crease the likelihood of association with other conditions.
Although a diagnosis of GAD using DSM-IV requires a
6-month duration of symptoms, most patients have amuch
longer duration of evolution of the disorder. Typically, the
GAD patient suffers from symptoms for 5 to 10 years
before diagnosis and treatment.

We accept that DSM-1V criteria represent a significant
advance in the diagnosis of GAD. These criteria, which
emphasize the symptom of worry, are relatively easy to
apply and also make descriptors much more specific than
“free-floating anxiety,” and so make it easier to correctly
recognize GAD.

GAD is commonly associated with chronic physical
conditions, but the existence of a physical diagnosis sig-
nificantly reduces the likelihood that GAD will be cor-
rectly recognized. When physicians make a diagnosis of
diabetes, for example, they may consider the presence of
anxiety as normal and explicable (and justified) by the
physical illness. In thisway, they may missthe psychiatric
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diagnosis. If GAD coexists with a chronic physical condi-
tion, it will worsen the patient’s prognosis, and it should
be detected, diagnosed, and treated.” A similar phenom-
enon exists in the tendency to discount the possibility of
major depression when it is comorbid with cancer™ or
other seriousillnesses.

We are in agreement that primary care physicians
should consider the presence of GAD in patients with
unexplained symptoms such as insomnia, headaches, or
sleeping disorders. As afirst step, they should screen their
population of problem patients with frustrating unex-
plained symptoms. GAD will not explain al the psycho-
logical problems seen, since this population also includes
a high percentage of subjects with panic disorder and
depression. It should be remembered that subjects who
fulfill diagnostic criteria for GAD might still have sub-
threshold depressive symptoms of some significance or
other syndromes that might flare up as amain problem.

We endorse the concept of asking 2 screening questions,
for example, “ During the past 4 weeks, have you been both-
ered by feeling worried, tense, or anxious most of the
time?’ and “ Areyou frequently tense, irritable, and having
trouble sleeping?’ If the patient answers “yes’ to either
guestion, then the physician can explore further symptoms.
There are many good and extremely sensitive screening
instruments, including screening questionnaires that focus
on 1 or 2 questions and can be completed in the physicians
waiting room. Exampl es of self-report measuresincludethe
Penn State Worry Questionnaire'**® and a validated diag-
nostic instrument for GAD using DSM criteria.’®

Although GAD istypically adisorder of adulthood, the
physician should not rule out the possibility of its occur-
ring in younger patients. Another group in which GAD is
commonly overlooked is women aged 40 to 50 years.
Given the high rate of coexistence of GAD and depressive
disorders, the physician should not exclude probing for
GAD in the patient with depression.

ONSET AND COURSE OF GAD

The pattern of onset of GAD-is different from those of
the other anxiety disorders in that although some cases
occur before the age of 25 years, there is a strong increase
in the incidence of GAD later in life, at around 35 to 45
years. GAD is aso the most prevalent of the pervasive
anxiety disorders diagnosed in later life.” GAD has alife
course that is waxing and waning, with intervening symp-
toms or syndromes of other disorders, such as depression
or medical conditions. Patients with GAD can be de-
scribed as having periods of worsening disease alternating
with periods of remission. The spontaneous remission rate
isaround 20% to 25%.

In contrast to other anxiety disorders, which typically
occur a long time before secondary conditions develop,
GAD is frequently associated with a wide range of other
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conditions, some of which are primary and some second-
ary. In around 50% of GAD cases, simple phobia, social
phobia, panic disorder, or agoraphobia precede GAD. In
50% or more of cases, major depression, dysthymia, and
alcohol abuse are secondary to GAD.*®

Although GAD is not arisk factor for the first onset of
depression, a history of GAD increases the subsequent
number and duration of depressive episodes, so itisarisk
factor for longer episodes and less likely remission of
depression.

Research Needs:

1. Further studies are needed on the relationship be-
tween GAD and physical illness and whether GAD
increases morbidity, and even mortality, associated
with physical iliness and thus has a negative impact
on prognosis.

2. Detailed examination is needed of the diagnoses
preceding or following GAD.

Burden of GAD

The pattern of excessive use of medical services that
has been well documented for patients with_panic disor-
der®® also exists for patients with GAD. GAD'itself is asso-
ciated with ahigh rate of health care utilization.?>#* Around
one third of GAD patients seek medical help-for. their
symptoms,? most commonly from family doctors. Those
most likely to seek help are women and those aged less
than 45 years. GAD ranks third among anxiety disorders
(after posttraumatic stress disorder and panic disorder) in
the rate of use of primary care physicians time.®

The burden of GAD is increased by comorbidity.?
Comorbidity isreported to increase the rate of help seeking
associated with GAD by more than 50%.%* Hospitalization
is more prevalent in patients with comorbidity, with par-
ticular emphasis on the emergency room and internal
medicine.??

The medical specialists consulted most frequently by
GAD patients are gastroenterol ogists.?®In this respect, it is
important to remember that more than 50% of patientswith
irritable bowel syndrome also suffer from GAD. Physi-
cians, particularly gastroenterol ogists, need to be aware that
both conditions may coexist and require effective treatment.

Remarkably, GAD istheleading cause of workplacedis-
ability (in the United States).* Also, the costs associated
withwork dayslost toillness are reported to be significantly
higher in GAD patients with comorbid conditions than in
those with the noncomplicated form of the disorder.?

Comorbidity

Asin other anxiety disorders, comorbidity isacommon
and characteristic feature of the nature and course of GAD.
An estimated 80% of subjectswith lifetime GAD will have
acomorbid mood disorder during their lifetime.”** Depres-
sion is one of the most common and important conditions
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comorbid with GAD. As many as 80% of patients with
GAD have symptoms of depression,® and when depression
and GAD occur together, patients experience significantly
increased disability and dysfunction and a worse progno-
sis. If a patient with depressive disorder also has GAD, he
or sheislikely to experience longer episodes of depression
and islesslikely to remit. In 50% or more of cases of GAD
and comorbid depression, GAD precedes the first episode
of major depression.®

Asisthe case for social anxiety disorder and panic dis-
order, when GAD is comorbid with other conditions, the
rate of attempted suicide increases.?®

MANAGEMENT OF GAD

Over thelast decade, there has been atrend to adecrease
in the prescription of benzodiazepines and an increase in
the prescription of antidepressants for GAD. Some very
important treatment findings are emerging, with the poten-
tial to do more for GAD than we ever considered possible.
The recent demonstration of the effectiveness of anti-
depressants in GAD, particularly the selective serotonin
reuptake inhibitors (SSRIs) and serotonin-norepinephrine
reuptake inhibitors (SNRIs), and the advent of specific psy-
chotherapies are changing clinical thinking and are start-
ing to change clinical practice.

In general health care, physicians tend to overdiagnose
patients as anxious rather than as depressed. However,
they would use the term depression in 26% of depressed
and 15% of GAD patients, the term anxious disorder
in22% of depressed and 12% of GAD patients, and the
term anxious depressed in 5% of both groups.?? Thisis
consistent: with the fact that diagnosis is often related to
the global ‘symptomatic severity rather than to a specific
symptom pattern.® As a consequence of a relatively low
recognition rate and the absence of specificity, only about
15% of patientswith GAD are treated with antidepressants
and 15% with-anxiolytics. In addition, hypnotics are pre-
scribed in almost 10% of patients.

A nonspecific supportive relationship with the physi-
cian is an important aspect of overall clinical management
in the primary care setting. We'identify the need to de-
velop support materials—validated packages and self-help
manuals—for physicians to give to GAD sufferers (see
Psychotherapy section).

Psychotherapy

Thelow profile of GAD has meant that less attention has
been paid to the study of psychotherapy for this disorder
than for any other anxiety disorder. Cognitive-behavioral
therapy (CBT) has now reached astage of devel opment that
demonstratesit isthe only consistent and empirically vali-
dated form of psychotherapy for GAD.

One of the practical problems facing physicians is a
lack of information about good cognitive-behavioral
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therapists to whom they can refer their patients. Good
therapists who have been certified in behavioral, cog-
nitive, and cognitive-behavioral therapies by rigorous
competency examinations can be identified through The
American Board of Professional Psychology Web site
(www.abpp.org) and through The Academy of Cognitive
Therapy Web site (www.academyofct.org). Even if such a
contacted clinician isunableto provide therapy for agiven
patient, he or she would be able to recommend other qual-
ity psychotherapists. We believe physicians should have
educational packages and self-help manualsto hand out to
their patients. We fedl that educational material for pa-
tients is helpful, although the degree of helpfulness will
vary with theindividual patient. Asyet, however, there are
no research data supporting the use of educational materi-
als, and it would be valuable to assess the approach of
using self-help manualsin alarge clinical practice.

Exposure techniques are not ordinarily useful in GAD,
asthey arein other anxiety disorders, although if thereisa
feared situation associated with GAD, exposure through
imagery or in rea life may become part of the treatment
procedure. Exposure can also be used as away of rehears-
ing both the relaxation strategy, which isanimportant ele-
ment in most CBT techniques in GAD, and the cognitive
perspective changes that grow out of cognitive therapy. In
imagery exposure, patients practice either a situation in
which they are frequently anxious or an internal situation.
They are instructed to close their eyes and start worrying
and then to consider the situation from another point of
view, letting go of the tension and the anxiety. Imagery 'is
not used as an extinction technique; it helps patientsto re-
member that when they notice any incipient anxiety cues
or begin to enter a stress situation, they have various cog-
nitive and relaxation responses they can choose to make
rather than their habitual response.

Although the CBT package has not been found to be
superior to conditions containing only its behavioral or
cognitive therapy elements in the majority of such com-
parison studies, CBT has generated the greatest overall
improvement averaged across studies, especialy at 1-year
follow-up.

CBT techniques appear to hold considerable promisein
GAD, and we recommend them as the preferred form of
psychotherapy for the disorder. However, when GAD is
comorbid with depression, as it commonly is, medication
is increasingly indicated. As yet, there is a lack of trials
assessing the effect of combining psychotherapy with
medication.

Pharmacotherapy

There are 4 classes of therapy with randomized con-
trolled data in GAD: benzodiazepines, buspirone, hy-
droxyzine, and antidepressants. There are few controlled
data to support the effectiveness of neurolepticsin GAD,*
and where they have been studied, it is in mixed popula-
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tions rather than in GAD. We recognize that neuroleptics
are prescribed in GAD, often to avoid benzodiazepines, but
there is no clinical evidence to support their use, and they
can be associated with tardive dyskinesia even in low
doses.

Benzodiazepinestend to be given preference in treating
anxiety, but they are not appropriate for first-line treat-
ment of GAD, whichisachronic condition needing appro-
priate long-term treatment. GAD is also frequently comor-
bid with depressive disorders, for which benzodiazepine
therapy is not generally desirable, or the other anxiety dis-
orders, including panic disorder, social anxiety disorder,
and obsessive-compulsive disorder (OCD), for which
benzodiazepine therapy is not usually favored as a first
choice. Benzodiazepines can be aproblem in the long term
(because of the problem of withdrawal reactions) or in
patients with previous drug abuse or a coholism.

Theonly indication for the first-line use of benzodiaze-
pines is an acute anxiety reaction, as distinct from GAD,
in which their speed of onset is appropriate to the desired
aim of producing rapid symptomatic relief. Benzodiaze-
pines are appropriate for intermittent or episodic use and
may have arole as adjunctive therapy in acute exacerba-
tion of GAD or in sleep disturbance during the initiation of
antidepressant therapy. When benzodiazepines are admin-
istered concomitantly during initiation of treatment with
antidepressants, the GAD patient should be stabilized on
antidepressant therapy for at least 4 weeks before benzo-
diazepines are slowly tapered over 4 to 8 weeks.

Physicians should appreciate, however, that sedative
drugs are not always needed to deal with the sleep distur-
bance symptom of hyperarousal. Although they acutely
dampen the abnormal circuitry causing hyperarousal, they
may not be effective in the longer term, whereas an SSRI
should 'reduce ‘and control this problem. For example,
there are research data showing that the SSRI paroxetine
treats chronicinsomnia with some success.®

General physicians may fail to distinguish between an
acute anxiety state and the ongoing anxiety disorder of
GAD and overprescribe benzodiazepines. Acute use can
become long-term use because patients experience arapid
return of well-being when they start taking benzodiaze-
pines, like the effect, and want to continue treatment. We
certainly would not argue against the acute use of benzo-
diazepines, but we do argue against their inappropriate
first-line use in GAD, which may impede the prescription
of appropriate antidepressant therapy. In our experience,
physicians sometimes prescribe 2 or 3 benzodiazepinesfor
GAD, which raises the question of the quality of current
treatment.

Buspirone is effective in most (but not al) studies of
GAD, but itslack of efficacy against comorbid conditions
is the main reason for our not recommending it as afirst-
line treatment for GAD. More studies are needed to com-
pare buspirone with antidepressantsin GAD.
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Hydroxyzine lacks abroad profilein that it has no dem-
onstrated efficacy in depression, panic disorder, social
phobia, or OCD. The use of hydroxyzine is similar to that
of benzodiazepines, although while hydroxyzine does not
cause dependence, it may have asedating effect at the start
of treatment. It is indicated for acute anxiety states, in
which it is targeting the symptoms rather than treating the
condition.

There is increasing evidence that antidepressants are
effectivein GAD, with particul ar effects on psychic symp-
toms. An important advantage of the SSRIsistheir proven
efficacy in treating depression and anxiety disorders fre-
guently comorbid with GAD, such as panic disorder, so-
cial anxiety disorder, or OCD, although some antidepres-
sants such as the tricyclic antidepressants (TCAS), e.g.,
imipramine and clomipramine, have also shown efficacy
in some disorders (panic disorder and OCD) but not all
conditions. As yet, there are no studies of efficacy of even
the SSRIs in comorbid GAD, and this research is needed.

On the basis of current evidence, we recommend an
SSRI, SNRI (e.g., venlafaxine), ‘or nonsedating TCA as
the first-line treatment for GAD. For apatient with along-
term condition or who presents with several comorbid
conditions and in whom there may be an increased suicide
risk, an SSRI or SNRI is indicated. With theincreasing
clinical recognition of GAD as a chronic condition, regu-
latory authorities are beginning to require evidence of
long-term efficacy and safety. We feel that antidepressants
are the appropriate long-term treatment for GAD because
of their safety, tolerability, and effectiveness, particularly
given the high rate of comorbidity.

In summary, when the patient is suffering from an acute
anxiety reaction, with an expected duration of 2 to 6
weeks, the use of benzodiazepines is appropriate. How-
ever, when the patient has chronic GAD, particularly with
comorbid conditions, antidepressants should be the first-
line treatment. Other therapeutic options are buspirone
and hydroxyzine. Neuroleptics are an inappropriate choice
of therapy for GAD, with ailmost no clinical evidence for
their effectiveness and risk of serious side effects.

Research Needs:

1. There is a paucity of good longitudinal data on
GAD. Thisisachronic disorder with awaxing and
waning course during which other disorders occur.
Given its high prevalence and associated high
disahility, there should be a worldwide focus on
GAD, with cross-cultural studies on recognition,
presentation, disease course, subtypes, and treat-
ment outcome. The important question is whether
early treatment intervention can prevent either a
recurrence of the disorder or the development of
depression or other comorbid conditions. Research
is also needed on the effectiveness of combination
treatment with CBT and pharmacotherapy.
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2. How long should treatment be continued? There is
aresearch need for large studiesin which GAD pa-
tients are treated for different periods of time (6,
12, or 18 months) and then switched to placebo to
assess the percentage who will remain illness-free
and the duration of remission. Appropriate defini-
tion of the study population isacritical issue.

3. Inthe GAD population, there are some people who
respond well in the short term and may not need
further treatment until their next crisis. There is
a research need to identify this subgroup, which
may be the appropriate target for a short treatment
(6 weeks) with benzodiazepines. Research is also
needed to determine whether the short-term use of
sedative treatment options such as benzodiaze-
pines or hydroxyzine to control acute phases of
anxiety or longer-term treatment with antidepres-
sants will better prevent disease progression over
the longer term.

4, Since patients with concurrent disorders have been
routinely eliminated from clinical trials of GAD,
thereis aneed for studies that reflect clinical prac-
tice, in which GAD is frequently comorbid with
major depression, anxiety disorders such as panic
disorder, or alcohol abuse. More information is
needed on the outcome of comorbid physical con-
ditionswhen GAD isor is not treated.

Drug names: buspirone (BuSpar), clomipramine (Anafranil and others),
hydroxyzine (Vistaril and others), paroxetine (Paxil), venlafaxine
(Effexor).

REFERENCES

1. Blazer DG, Hughes D, George LK, et a. Generalized anxiety disorder. In:
Robins LN, Regier DA, eds. Psychiatric Disordersin America. New York,
NY: The Free Press, Macmillan;1991:180-203

2. Wittchen H-U, Zhao S, Kesser RC, et al. DSM-I11-R generalized anxiety
disorder in-the National Comorbidity Survey. Arch Gen Psychiatry
1994;51:355-364

3. Maier W, Gansicke M, Freyberger HJ, et al. Generdized anxiety disorder
(ICD-10) in primary care from across-cultural perspective: a valid diag-
nostic entity? Acta Psychiatr Scand 2000;101:29-36

4. Kessder RC. The epidemiology of pure and comorbid generaized anxiety
disorder: areview and evaluation of recent research. Acta Psychiatr Scand
2000;102(suppl 406):7-13

5. Orme J, VonKorff M, Ustun TB, et a. Common mental disorders and
disability across cultures: results from the WHO Collaborative Study on
Psychosociad Problems in General Hedth Care. JAMA 1994;272:
17411748

6. Kesder RC, DuPont RL, Berglund P, et a. Impairment in-pure and comor-
bid generalized anxiety disorder and major depression a 12 monthsin two
national surveys. Am J Psychiatry 1999;156:1915-1923

7. Wittchen H-U, Carter RM, Pfister H, et d. Disabilitiesand quality of lifein
pure and comorbid generalized anxiety disorder and major depressionin a
national survey. Int Clin Psychopharmacol ogy 2000;15:319-328

8. Goldberg DP, Lecrubier Y. Form and frequency of mental disorders across
centres. In: Ustun TB, Sartorius N, eds. Mental Iliness in General Hedlth
Care: An Internationa Study. New York, NY: John Wiley & Sons; 1995:
323-334

9. Lydiard RB. An overview of generalised anxiety disorder: disease state—
appropriate therapy. Clin Ther 2000;22(suppl A):A3-A19; discussion
A20-A24

57



Ballenger et al.

10.

11.

12.

13.

15.

16.

17.

18.

19.

58

Wittchen H-U, Boyer P. Screening for anxiety disorders: sensitivity and
specificity of the anxiety screening questionnaire (ASQ-15). Br J Psychi-
atry Suppl 1998;34:10-17

Borkovec TD, Shadick R, Hopkins M. The nature of normal and pathologi-
cal worry. In Rapee R, Barlow DH, eds. Chronic Anxiety: Generalized
Anxiety Disorder and Mixed Anxiety-Depression. New York, NY: Guil-
ford Press; 1991:29-51

Simon G, Lecrubier Y, Ustun TB. Somatic symptoms and psychiatric disor-
der: an international primary care study. Rev Contemp Pharmacotherapy
1996;7:279-285

Spiegel D. Cancer and depression. Br J Psychiatry Suppl 1996;30:109-116

. Meyer TJ, Miller ML, Metzger RL, et al. Development and validation of

the Penn State Worry Questionnaire. Behav Res Ther 1990;28:487-495
MolinaS, Borkovec TD. The Penn State Worry Questionnaire: psychomet-
ric properties and associated characteristics. In: Davey G, Tallis F, eds.
Worrying: Perspectives on Theory, Assessment, and Treatment. Sussex,
England: JohnWiley & Sons; 1994:265-283

Roemer L, Borkovec M, Posa S, et d. A self-report diagnostic measure of
generalized anxiety disorder. J Behav Ther Exp Psychiatry 1995;26:
345-350

Stanley MA, Novy DM. Cognitive-behaviour therapy for generalized anx-
iety inlatelife: an evauative overview. JAnxiety Disord 2000;14:191-207
Carter RM, Wittchen H-U, Pfister H, et a. One-year prevaence of sub-
threshold and threshold DSM-IV generaized anxiety disorder in anation-
ally representative sample. DepressAnxiety. In press

Barbee JG, Todorov AA, Kuczmierczyk AR, et a. Explained and unex-
plained medical symptomsin generalized anxiety and panic disorder: rela-

20.

21

22.

23.

24.

25.

26.

27.

28.

29.

tionship to the somatoform disorders. Ann Clin Psychiatry 1997;9:149-155
Greenberg PE, Sisitsky T, Kesder RC, et al. The economic burden of anxi-
ety disordersin the 1990s. J Clin Psychiatry 1999;60:427-435

Bland RC, Newman SC, Orn H. Help-seeking for psychiatric disorders.
Can J Psychiatry 1997;42:935-942

Souetre E, Lozet H, Cimarodti |, et a. Cost of anxiety disorders: impact of
comorbidity. J Psychosom Res 1994;38:151-160

Kennedy BL, Schwab JJ. Utilization of medical specidists by anxiety dis-
order patients. Psychosomatics 1997;38:109-112

Judd LL, Kesser RC, Paulus MP, et al. Comorbidity as afundamental fea-
ture of generalised anxiety disorders: results from the National Comor-
bidity Study (NCS). Acta Psychiatr Scand Suppl 1998;393:6-11

FavaM, Rankin MA, Wright EC, et al. Anxiety disordersin mgjor depres-
sion. Compr Psychiatry 2000;41:97-102

Lecrubier Y. Risk factors for suicide attempts: epidemiological evidence
[abstract]. Eur Neuropsychopharmacol 1998;8(suppl 1):S114

Lecrubier Y, Weiffer E. GAD: Current trestment and costs. Eur
Neuropsychopharmacol 2000;10(suppl 5):170-171

Wittchen H-U, Hufler M, Krause P, et a. Recognition rates of GAD and
depression in primary care. Fortschritte der Medezin. In press

Lecrubier Y, Hergueta T. Differences between prescription and consump-
tion of antidepressants and anxiolytics. Int Clin Psychopharmacol
1998;13(suppl 2):S7-S11

. Gale C, Oakley-Browne M. Anxiety disorder. BMJ 2000;321:1204-1207
. Nowell PD, Reynolds CF I1, Buysse DJ, et al. Paroxetine in the treatment

of primary insomnia: preliminary clinical and electroencephalogram seep
data. J Clin Psychiatry 1999;60:89-95

J Clin Psychiatry 2001;62 (suppl 11)



	Table of Contents

