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lthough interest in the prevalence, characteristics,
clinical/administrative, and economic impact of

Primary Care Perspectives on Generalized Anxiety Disorder
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Recently, there has been increased interest in the impact and treatment of anxiety disorders. How-
ever, one type of anxiety disorder, generalized anxiety disorder (GAD), has received less attention
than other disorders, such as panic disorder, despite the prevalence and amenability of this disorder to
treatment in the primary care setting. Rates of GAD have been found to be between 2.8% and 8.5%,
with a median prevalence of 5.8%—at least twice the rate reported in the National Comorbidity Sur-
vey. Up to one third of patients presenting to primary care clinics with somatic complaints had a mood
or anxiety disorder. Generalized anxiety disorder is linked to the overuse of medical services: emer-
gency department visits, hospitalizations, diagnostic and laboratory tests, pharmacy costs, and so on.
Recognition of anxiety and depression in primary care is poor, with only 23% of pure anxiety cases
being recognized compared with 56% of depression cases. The various stakeholders (patients, family
members, employers, and insurers) in a patient’s outcome often complicate treatment of anxiety. Bar-
riers to effective treatment include time constraints, acute disease orientation of most care systems,
lack of planned follow-up and monitoring, and relative unavailability of specialist access. The col-
laborative care approach is designed to overcome these barriers. With this approach, the patient is pro-
vided with additional educational materials, physicians are supported by physician extenders (nurses,
social workers, or expert consultants) who provide case-based feedback, follow-up, extra visits, and
telephone calls to patients. Providing efficacious treatment to primary care for GAD will require im-
proving knowledge of providers and increasing patient engagement.
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A
psychiatric disorders in primary care began over 2 decades
ago, most studies and reports have focused on the nature
and impact of depressive disorders in these medical set-
tings. More recently, interest has increased in the impact
and treatment of anxiety disorders, with the majority of
work centered on panic disorder because of its dramatic
and varied physical manifestations and the probability of
subsequent increases in overutilization of medical care
services. Far less attention has been given to generalized
anxiety disorder (GAD), despite the prevalence of this dis-
order and its amenability to treatment in primary care set-
tings. This lack of attention may be because the nosologic
validity of GAD has been controversial over the past 2 de-
cades, with GAD being variously conceptualized as a pro-

dromal or residual phase or severity marker of other mood
and anxiety disorders.1–3 However, recent studies have in-
dicated that GAD, without any major depression comor-
bidity, still produces disability greater than that seen in
psychiatrically well subjects.3 Thus, interest in the inde-
pendent impact and treatment of generalized anxiety dis-
order in primary care settings has been relatively recent.

This article will provide some perspectives on the
prevalence, characteristics, impact, and treatment of GAD
in primary care settings. We will review 5 major areas and
phenomena related to GAD in primary care: prevalence of
GAD; frequent somatic presentations and high health care
utilization in GAD; poor physician recognition of GAD;
determinants of general treatment effectiveness; and col-
laborative care treatment approaches. Because of the ab-
sence of studies of GAD treatment in primary care, these
last 2 topics will be reviewed more broadly and include
consideration of studies in panic disorder and concepts
drawn from the treatment of depression in primary care
literature.

PREVALENCE IN PRIMARY CARE

Eight studies, each with sample sizes in excess of 1000
patients, contain data on the prevalence of GAD in the
primary care setting (Figure 1).4–11 Many of these studies
also contain comparative data on the rates of panic dis-
order and major depression. As can be seen, rates of GAD
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have been found to vary between 2.8% and 8.5% with a
median prevalence of 5.8%. This point prevalence figure
for GAD is at least twice that reported in the community
by the National Comorbidity Survey (NCS),12 suggesting
a link between GAD and health-care seeking behavior.
For comparative purposes, the median rate of panic in
these studies4–11 is about 4%, and the median rate of major
depression is 14%—both approximately twice that re-
ported in the NCS survey. Hence, the significantly high
rate of panic and major depression among patients in pri-
mary care, well studied and described, appears to be mir-
rored by a correspondingly high rate of GAD.

SOMATIC PRESENTATIONS
AND HIGH HEALTH CARE UTILIZATION

Almost 2 decades ago, Bridges and Goldberg13 showed
that in primary care, 87% of anxious and depressed pa-
tients present with physical symptoms. Most subsequent
work has focused on somatic presentations of depression
in this setting, although some studies have also high-
lighted the strongly somatic presentations of panic dis-
order in the medical setting. More recently, studies have
confirmed that health and somatic concerns are par-
ticularly associated with GAD, which makes sense given
the physical symptoms and generalized worry characteris-
tic of the diagnosis. One survey14 of 500 consecutive pa-
tients presenting to primary care clinics with somatic
complaints showed that over a third had a mood or anxiety
disorder. Rates for GAD, very strictly diagnosed in this
study (i.e., subsyndromal forms of GAD were separately
coded), were 2%; panic disorder, 1.4%; and major depres-
sive disorder, 8.4%. However, 11.4% of patients had anxi-
ety disorder not otherwise specified (NOS), and 10% had
depressive disorder NOS. These findings suggest that,
in primary care, the prevalence of mixed anxiety and de-
pressive symptoms that do not meet diagnostic criteria is
quite high. More recently, Wittchen et al.11 have shown
that only 13% of GAD patients seen in primary care
present with anxiety as the primary complaint. Instead,

pain, insomnia, and other physical symptoms are the chief
presentations.

Cardiac and gastrointestinal presentations of anxiety
deserve separate mention because of the tremendous cost
of the potential medical screenings and tests necessary for
accurate diagnosis. Three separate studies15–17 in patients
with a variety of specific cardiologic complaints have
shown that GAD is just as common, if not more common,
than panic disorder and major depression as a primary
diagnosis. GAD was determined to be the primary diagno-
sis among 20% of patients with atypical chest pain,15 55%
of patients with chest pain and normal coronary arteries,16

and 50% of patients seeking a cardiac evaluation.17 Sim-
ilarly, 2 studies by Walker et al.18 and Lydiard et al.19

showed a relatively high lifetime (58% and 28%, respec-
tively) and current (25% and 13%, respectively) rate of
GAD in patients with irritable bowel syndrome.

A number of studies have also suggested that GAD is
associated with overuse of medical services. In one study20

of 431 primary care patients, those with GAD showed
greater emergency department use than those diagnosed
with other Axis I disorders. In a large-scale survey11 of
more than 20,000 patients, those with GAD had twice the
rate of primary care visits compared with other primary
care patients. Overutilization of medical services may cor-
respond to underutilization of psychiatric services, as a
study by Kennedy and Schwab21 found that twice as many
GAD patients in their sample were seeking treatment from
gastrointestinal specialists as psychiatrists.

Further, patients with GAD comorbid with other psy-
chiatric disorders may exact an even greater toll on the
health care system than individuals with GAD alone. A
French sample22 of 1042 primary care patients with GAD
comorbid with other Axis I disorders had more hospitaliza-
tions, diagnostic and laboratory tests, pharmacy costs, and
absenteeism from work in the past 3 months than patients
with pure GAD. However, severity of anxiety was the best
overall predictor of the use of diagnostic and laboratory
tests and outpatient services, irrespective of comorbidity.
This evidence suggests that while the comorbidity of GAD
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Figure 1. Primary Care Prevalence of Generalized Anxiety Disorder in 8 Studies (each N > 1000)
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with other Axis I disorders may be an important predictor
of health service utilization, this comorbidity may simply
be a marker for severity of anxiety.

The impact of GAD on health care costs is also evident
when examined from the perspective of “high utilizers.”
High utilizers are defined as that small proportion of pa-
tients who have many more ambulatory primary care visits
than others. In one particular study of 119 such patients,
Katon et al.23 found that GAD was the most common cur-
rent diagnosis, comparable in prevalence (over 20%) to
that of major depression.

High utilizers of primary care services are diagnosti-
cally and characteristically a heterogeneous group. One
study24 of primary care physicians found that the physi-
cians viewed some, but not all, high utilizing patients ex-
tremely frustrating to deal with. Interestingly, in this same
study, GAD was much more frequent in a group of “frus-
trating high health care utilizers,” than in nonfrustrating
patients. While panic disorder, major depression, and per-
sonality disorder were also overrepresented in this group,
GAD was the most frequent diagnosis. These results sug-
gest that generalized anxiety may be a marker associated
with patient behavior that is quite frustrating to deal with
in primary care practice, which may affect a physician’s
ability to adequately assess and treat these patients.

POOR PHYSICIAN RECOGNITION
IN PRIMARY CARE

Studies have shown, in general, that the recognition
of anxiety and depression in primary care is poor. How-
ever, recognition of “pure” anxiety (unaccompanied by a
comorbid disorder) is much poorer than recognition of
“pure” depression. Even relative to recognizing pure de-
pression, primary care physicians appear to be best at rec-
ognizing individuals with both comorbid anxiety and de-
pression. In one primary care study,25 only 23% of pure
anxiety cases were recognized, in contrast to 56% of pure
depressed cases and 65% of combined cases. In another
primary care study, diagnostic recognition of pure GAD
was also low, approximately 34%.11 One of the major
errors appears to be the misdiagnosis of anxiety as depres-
sion. Nisenson and colleagues26 examined the accuracy of
physician diagnosis of depression and anxiety by indepen-
dent assessment among primary care patients. Among pa-
tients classified as false positives for major depression, the
rate of anxiety disorders was much higher (27%) than
among those with true negative cases of major depression
(11%). Again, consistent with the study mentioned previ-
ously, accurate recognition of depression was much higher
when it co-occurred with anxiety than when it was stand-
ing alone. The tendency to misdiagnose anxiety as depres-
sion may relate to the clinician’s greater familiarity with
the concept and syndrome of depression as well as the
overlap in symptoms between the two.

INADEQUATE TREATMENT IN PRIMARY CARE

Inadequate recognition of anxiety certainly leads to in-
adequate treatment, although it is not the only factor that
contributes to inadequate treatment—many recognized
cases still do not receive appropriate treatment. Relatively
few studies have examined the rate and quality of treatment
for anxiety disorders in the primary care setting. Larger
community surveys27,28 have clearly established that care
for both anxiety and depressive disorders inadequately
serves the needs of individuals identified as having these
disorders. In primary care, few studies have examined
treatment of anxious patients, mostly those with panic dis-
order, and found low rates of quality treatment. These in-
clude 2 initial reports29,30 that used patient self-report and
found rates of adequate treatment with medication and psy-
chotherapy quite low, ranging from 20% to 30%. A more
systematic study31 over the course of the year showed that,
while almost half of primary care panic disorder patients
received antipanic medication, only half of those patients
(about one fourth of all primary care panic disorder pa-
tients) received a sufficient dose and duration of treatment
to qualify as an adequate trial. The rate of psychotherapy of
any kind was between 15% and 30%, although patients’ de-
scriptions of their therapy rarely discussed use of common
cognitive-behavioral therapy (CBT) techniques, such as di-
ary keeping, relaxation, evaluation and correction of be-
liefs, exposure, or practicing new beliefs. Thus, it is likely
that much of the therapy that was used was not evidence
based. No published data exist on rates of appropriate treat-
ment received by GAD patients seen in primary care.

STRATEGIES FOR IMPROVING
TREATMENT OF GAD IN PRIMARY CARE

Basic Considerations
Determining the overall effectiveness of any treatment

is a product of the actual efficacy of the treatment, which
must be delivered properly by the clinician, and the degree
to which the patient is involved or engaged in the treat-
ment. Duan et al.32 have noted recently that treatments vary
in how easy or hard they are to administer properly, an as-
pect of treatment that is termed its robustness (i.e., the de-
gree to which the treatment’s intrinsic efficacy is resistant
to provider variability). This aspect of treatment is one of
the most important determinants of whether clinician treat-
ment delivery will be problematic. Patient treatment en-
gagement or adherence has been discussed often, and it is
a product of numerous factors including the attitudes,
knowledge, and beliefs of the patient; the preference of the
patient for a specific kind of treatment as well as a specific
outcome target; motivation and readiness to change; the
patient’s social resources and context; and lastly, other
characteristics of the treatment, including side effects and
other inconveniences (e.g., travel time, missing work).
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Consideration of clinician and patient factors that facilitate
mental health treatment delivery provides a framework for
improving the quality of care for GAD patients seen in the
primary care setting.

Another important consideration in treatment delivery
and evaluation is the specific goal of the intervention,
which can vary depending on the stakeholder involved.
Patients are most interested in reducing their level of dis-
tress and improving their quality of life. Patients’ families
are much more interested in behavioral changes in the pa-
tient that will enhance family functioning. These changes
may involve reductions in the arousal, agitation, or avoid-
ance that interferes with interpersonal interactions or the
patient’s ability to perform important family functions.
Employers are most interested in a patient’s ability to
work, and therefore, treatment effects that reduce illness-
related absenteeism are most important. Finally, the payor
or insurer is most interested in cost. This diverse set of de-
sired outcomes from a diverse set of stakeholders may con-
tribute to conflicts between different stakeholders about
the appropriateness of a given treatment. Ambiguity about
the benefits of treatment for employer and insurer are
likely strongly related to the well-documented difficulty in
achieving mental-health–benefit parity. The treatment of
psychological disorders, like GAD, within primary care
settings has the potential to address many of these diverse
goals simultaneously. For example, the integration of
medical and mental health treatment can provide a more
comprehensive approach to assessment and treatment, thus
attending to the full range of effects of the disorder. As
such, integrated treatment in primary care is more acces-
sible to patients and likely to be more cost effective.

Assuring Adequate Treatment Delivery by Clinicians
An important issue in providing treatment of psycho-

logical disorders in primary care settings is determining
which treatment to deliver. Related to the concept of
robustness mentioned above, pharmacotherapeutic treat-
ments are clearly much more robust than psychotherapeu-
tic treatments, because it is easier to properly write a pre-
scription for a medication than to be trained to deliver an
evidence-based psychotherapeutic treatment with fidelity
and competence. Even among the pharmacotherapies, anti-
depressants may be viewed as more robust treatments than
benzodiazepines, given that they will work on a variety of
different possible comorbid conditions, thereby facilitating
treatment by clinicians who may not have state-of-the-art
differential diagnostic capabilities. Benzodiazepines can
be effective against anxious symptoms commonly seen in
patients with panic disorder, GAD, and social anxiety dis-
order, but if an individual has depression or an anxiety dis-
order such as posttraumatic stress disorder (PTSD), they
will work less efficiently.

Psychotherapy is thought to be less robust than pharma-
cotherapy because the outcome is more dependent on the

skill of the therapist. Within psychotherapies, there may
also be differences in robustness. For example, CBT may
be more robust than other therapies because it may be
easier to learn, more concrete in structure, and less vari-
able in its procedures. An important area for further study
is the development and evaluation of methods for increas-
ing the robustness of interventions. For example, specific
training methods may be particularly useful in facilitating
provider knowledge and subsequently increasing the reli-
ability of treatment delivery. Further, component analyses
of empirically supported psychotherapies would help de-
termine the active and necessary components of psycho-
therapies, potentially simplifying provider acquisition and
delivery and patient adherence to the treatment.

Balanced with robustness in the consideration of a
treatment is, of course, its evidence base. Numerous effi-
cacy studies have established the effectiveness of anti-
depressants, azapirones, and benzodiazepines in the treat-
ment of GAD. However, no effectiveness studies have
examined the treatment of GAD in any setting, specifi-
cally the primary care setting in which so many of these
patients present. However, numerous studies have re-
ported on  the pharmacotherapy for depression and panic
in primary care. We know from these that, although pro-
viders know the appropriate types and doses of medica-
tion, they are less well trained in stepped care (i.e., what to
do when a first- or second-line treatment does not succeed
and how to sequence treatments and treatment combina-
tions).33 One study31 of primary care pharmacotherapy for
panic disorder showed that patient factors were the major
determinant of variability in the provision of appropriate
medication, while provider factors were much less impor-
tant. Patients with more severe phobia and lower levels of
neuroticism were more likely to receive appropriate treat-
ment. Because neuroticism might be a marker for more
difficult patients, it may be that psychiatric consultation,
after failure of an initial pharmacotherapy trial for GAD in
primary care, would be a reasonable strategy to pursue to
increase the provision of appropriate medications.

Similarly, no studies examine psychotherapies for GAD
in primary care. The preponderance of efficacy studies
support CBT for GAD, including the components of
psychoeducation, cognitive restructuring, relaxation strat-
egies, and exposure. For the psychological or behavioral
management of GAD in primary care, the major question
that must be posed is whether primary care physicians
should attempt any kind of psychotherapeutic management
or instead refer all patients needing such care to specialty
mental health care. Some primary care experts feel that it
is possible for primary care physicians to provide not only
routine psychoeducation but also some minimal cognitive-
behavioral interventions. For example, Culpepper34 has
discussed the use of simple physician interventions to help
patients manage worry and correct cognitive distortions.
These simple procedures might work for mild cases of
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generalized anxiety, although this assumption needs to be
examined empirically. Referral to a cognitive-behavioral
therapist could then be the next step in a stepped care strat-
egy. Similarly, after CBT, primary care physicians may be
able to provide follow-up CBT “boosters” if patients are
relatively asymptomatic or only minimally symptomatic
after the initial course of CBT. However, substantial vari-
ability exists among primary care physicians regarding
their ability to provide or interest in providing such therapy.
Therefore, it should be left up to the individual practitioner
whether to offer such services, and it must be recognized
that only a minority of practitioners are likely to serve
in this role. Collaborative care approaches, as discussed
below, are designed to facilitate the provisions of compre-
hensive treatment of psychiatric disorders in primary care
settings.

Determinants of Patient Engagement in Treatment
Engagement is a complex concept that is determined

by multiple domains. These include beliefs and attitudes
about treatment, including knowledge about and experi-
ence with treatment; preference for both specific kinds of
treatment and specific outcomes that might be targeted by
treatment; motivation for treatment, commonly conceptu-
alized as stages of readiness to change; and finally, the
broader social context, which can include the income or
insurance that determines treatment access, the social sup-
port that may facilitate or impede engagement, and other
ethnic and cultural factors that may in turn be major deter-
minants of beliefs, attitudes, and values.

For mental disorders in the primary care setting, most
literature has focused on treatment preferences. Studies
clearly show that patients not offered the treatment they
prefer are less likely to enter treatment35 and that dropout/
attrition after treatment entry is greater in patients assigned
to a treatment they do not prefer.36 Few studies have exam-
ined whether treatment preferences can affect the outcome
of treatment in patients that adhere to a treatment program.
However, in a recent study,37 depressed patients were ran-
domly assigned to psychotherapy or medication, or they
were assigned to one of these modalities on the basis of
preference. Although a trend found at 12-month follow-up
indicated that psychotherapy was superior in those who
preferred this modality compared with those who were as-
signed to it randomly (this was not the case among those
receiving medication), no differences were found in mul-
tiple analyses at earlier time points.

Given the absence of studies of GAD in primary care
settings, little is known about the influence of treatment
preference on treatment outcome for patients with GAD in
primary care. The preponderance of evidence suggests,
however, that the majority of patients with depression who
are seen in primary care want treatment,38 that most of
these patients do not want to be referred to a mental health
specialty setting for this treatment,39 and that more patients

prefer counseling (rates of 60%–90%) rather than medi-
cation (rates of 30%–60%).38,40 In one large primary care
study,38 being wealthy and knowledgeable about antide-
pressants predicted medication preferences, while being
African American and knowledgeable about counseling
predicted psychotherapy preference.

In a recent study41 of over 1000 patients who screened
positive for panic symptoms in primary care settings, 64%
were willing to consider medications. These individuals
were older, less educated, of poorer health status, and
more likely to have PTSD and social phobia than those
who did not prefer medications. Sixty-seven percent were
willing to consider meeting with a specialist and learning
how to control attacks (note that this description is differ-
ent from counseling and is more consistent with cognitive-
behavioral therapeutic approaches). The only predictors of
this preference were PTSD and social phobia, which sug-
gests that psychotherapy of this type may be more broadly
acceptable to patients in general (i.e., there were no spe-
cific sociodemographic predictors).

Few studies have actually examined the uptake of treat-
ment following characterization of treatment preferences
for any disorder. An Australian study42 included 422 adults
in primary care settings who were distressed according to
score on the General Health Questionnaire. The investiga-
tors found that 83% preferred counseling and 69% pre-
ferred medication. At 6-month follow-up, only 14% had
entered counseling and only 20% had taken medication. A
history of treated depression and the number of depressive
symptoms predicted both counseling and antidepressant
use, while preference for medication predicted antidepres-
sant use. A variety of factors can influence whether or not
a treatment is pursued and followed, including the avail-
ability of treatment modality (access) and patient knowl-
edge about what a given treatment entails—for example,
patients often do not realize that psychotherapy requires
regular attendance and even, with behavioral approaches,
homework.

While a systematic approach to improve engagement
requires an overall change in the care process (see below),
some primary care–specific strategies can enhance patient
engagement and are useful to consider. Although the pri-
mary care physician’s time is limited, judicious use of time
can allow some education of the patient about GAD and
available treatment options, which could result in a change
in beliefs, including preferences, about treatment through
increases in patient knowledge.43,44 Simple motivational
interviewing techniques, developed initially for substance
abuse problems, may help patients become more ready to
change and more motivated for treatment.45 Because these
techniques focus primarily on identifying and quantifying
both the positive and negative aspects of substance abuse,
they would need to be modified to account for the fact
that little about GAD is positive and focus more on the
costs of anxiety and the possible benefits of treatment
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(M. G. Craske, Ph.D., personal communication, 2003).
Finally, primary care physicians can serve a central role in
facilitating collaborative approaches to treatment, which
are gaining increasing empirical support.

COLLABORATIVE CARE APPROACHES TO
IMPROVING TREATMENT EFFECTIVENESS

IN GAD

Collaborative care approaches have been used to im-
prove the effectiveness of treatment of primary care pa-
tients with both depression and panic disorder.46,47 These
approaches principally target patient engagement in treat-
ment by tracking patient progress using information
systems and care extenders (to improve delivery of
treatment), using expert consultation to make sure that
treatment choices are sensible and state-of-the-art, and us-
ing care-extender–delivered education to increase patient
activation and self-management.48 In a patient-centered
“chronic disease self-management approach,” the patient,
in collaboration with the health care provider or system,
takes day-to-day responsibility for managing his or her
illness by effectively incorporating adherence to recom-
mended medication management with the adoption of im-
proved health habits, improved coping skills, and ongoing
monitoring of illness status and changes.49

The collaborative approach is particularly helpful in
overcoming common barriers to obtaining mental health
treatment, many of which could effectively be addressed
in primary care settings. At the patient level, there is the
stigma of mental illness, lack of knowledge of psychiatric
disorders and options for treatment, a tendency toward
mind-body dualism (which may lead a patient with pri-
marily somatic symptoms to dismiss psychiatric interven-
tions), concurrent problems such as hopelessness (which
can interfere with seeking help), cultural differences be-
tween providers and patients that may inhibit patients
from discussing problems or physicians from recognizing
problems, and inadequate resources such as mental health
insurance. At the physician level, there is lack of knowl-
edge of psychiatric disorders and treatments and a ten-
dency toward excessive medical focus, due perhaps to
lack of awareness of anxiety symptoms and fear of over-
looking true medical problems. It is clear that somatic
symptoms will cause physicians to scrutinize patients for
medical illnesses, which may be dangerous and divert
attention from psychiatric etiologies. Furthermore, some
anxious patients may behave in a somewhat off-putting
and frustrating manner, which may result in inadequate
treatment. Barriers to effective treatment appear to be
greatest at the care process level. Factors here include
time constraints, the acute disease orientation of most
care systems, the lack of planned follow-up and monitor-
ing related to this later orientation, the relative unavail-
ability of access to specialists, and well-known problems

related to the separate systems of mental health care and
medical care.

The collaborative care approach is designed to over-
come these treatment barriers and has direct applications
to the treatment of GAD. At the patient level, the patient is
provided with additional educational materials and some
additional provider resources. With regard to GAD, spe-
cifically, patients could be presented with information on
the characteristics and nature of GAD, treatment options
(including expectations) for GAD, and initial, basic strate-
gies for managing worry and anxiety. The availability of
such information would also be helpful at the provider
level, by teaching physicians to accurately recognize, diag-
nose, and initiate treatment of GAD. In collaborative care,
physicians are supported by physician extenders, such as
nurses or social workers, or expert consultants, such as
psychiatrists or psychologists, who provide case-by-case
feedback as well as certain algorithmic approaches to treat
given disorders. Care process is enhanced in collaborative
care by the provision of extended care follow-up, extra vis-
its, and telephone calls provided by physician extenders;
these provisions allow for the assessment, in an ongoing
way, of treatment tolerance, treatment adherence, attitude
toward treatment, and disease status.

Given the evidence supporting specific interventions
for GAD, including cognitive-behavioral psychotherapy
and pharmacotherapy, as well as the successful implemen-
tation of CBT and algorithmic approaches by physician ex-
tenders within primary care settings for other disorders,
this approach has promise for the treatment of GAD. Re-
search is now clearly needed to evaluate the feasibility and
effectiveness of collaborative approaches to the treatment
of GAD within primary care settings.

CONCLUSION

In conclusion, this review has clearly documented that
GAD is prevalent in primary care and relatively poorly
recognized due to the somatic presentations of the illness,
the frustrating nature of some of the patients, and the com-
peting demands of the medical care system. Providing effi-
cacious treatment to primary care for GAD will require im-
proving provider-familiarity knowledge and increasing
patient engagement through care system alterations such
as the collaborative care approach noted above.

Disclosure of off-label usage: The authors have determined that, to the
best of their knowledge, no investigational information about pharma-
ceutical agents has been presented in this article that is outside U.S.
Food and Drug Administration–approved labeling.
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