Diagnosis of Persistent Anxiety
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Anxiety disorders, which include generalized anxiety disorder, panic disorder, posttraumatic stress
disorder, obsessive-compulsive disorder, and phobic disorders, are the psychiatric disorders most
commonly found in the community, according to the results of recent epidemiologic studies. However, failure to diagnose these disorders occurs in up to 50% of patients with an anxiety disorder. This
failure to correctly diagnose and appropriately treat anxiety disorders can result in overutilization of
health care services and increased morbidity and mortality rates from either the anxiety disorder or
comorbid medical conditions. Reliable diagnostic tools to improve the early recognition of anxiety
disorders can subsequently result in more effective treatment.
(J Clin Psychiatry 1997;58[suppl 3]:9–13)
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previous recognition and treatment of their disorder. An
analysis of a group of 647 screen-positive patients found
that 52% met criteria for one or more anxiety disorder, and
28% met criteria for multiple diagnoses, including high
rates of comorbid anxiety and depression. Patients with
anxiety symptoms had significant impairment in psychosocial functioning, even if they did not meet full DSM-III
criteria for a specific disorder. Shear and Schulberg11 systematically assessed 330 patients at four primary care sites
by utilizing the Primary Care Evaluation of Mental Disorders (PRIME-MD) and found prevalence rates of 11% for
panic disorder and 10% for generalized anxiety disorder.
Similar to the patients in the Fifer et al. study,10 these patients had high rates of other comorbid anxiety disorders
and depression, as well as significant psychosocial impairment.
Despite the fact that anxiety disorders are prevalent in
primary care settings, these disorders are often erroneously
approached as “diagnoses of exclusion,” which can result
in unnecessary medical workups and delay of symptom improvement, even when anxiety disorders exist concomitantly with another medical disorder. Clancy and Noyes12
reported on 71 patients with “anxiety neurosis” who were
referred for psychiatric consultation after medical workup
showed no “physical reason” for their symptoms. Prior to
their referral and appropriate diagnosis, 20 categories of
tests were performed, 358 tests and procedures were performed (an average of five per patient), and 135 specialty
referrals made (an average of two per patient) often to neurology, cardiology, and gastroenterology.
Several patient- and/or clinician-related obstacles contribute to the inadequate diagnosis of anxiety disorders in
primary care. Patient-related obstacles to accurate diagnosis include frequent unwillingness of patients to disclose
anxiety symptoms and/or to accept having a psychiatric

a
du
ra ted
stgprin
Po be
ns ay
ia y m
ic op
ys nal c
Pherso
97 ne p

ecent epidemiologic studies show that anxiety disorders are the most common psychiatric disorders in
the community.1,2 The results from the National Comorbidity Study indicate 24.9% lifetime and 17.2% 12-month prevalence rates for any anxiety disorder.2 The anxiety disorders
include generalized anxiety disorder, panic disorder, posttraumatic stress disorder, obsessive-compulsive disorder,
and phobic disorders. Despite the fact that 27% to 48% of
patients in a primary care setting have a diagnosable psychiatric disorder, studies suggest that failure to diagnose these
disorders occurs in up to 50% of these patients.3–9 Failure to
appropriately diagnose and treat anxiety disorders can result in significant negative outcomes such as overutilization
of health care services and increased morbidity and mortality rates for either the anxiety disorder or other comorbid
medical conditions. Early recognition of anxiety disorders
by utilizing reliable diagnostic approaches can subsequently lead toward using effective treatments that correlate
positively with outcome to treat these disorders.
Several studies have systematically studied the prevalence of anxiety disorders in primary care populations. Fifer
et al.10 found that 33% of patients met screen criteria for an
anxiety disorder in a group of 6307 outpatients who were
systematically screened for psychiatric disorders. Fifty-six
percent of these screen-positive patients had reported no
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illness. Patients often feel they may be stigmatized if they
report such symptoms and often erroneously attribute anxiety and depression to being a “weakness of character” or a
“normal reaction” to life events, including coping with
other medical conditions. Additionally, patients may fear
that their primary care physician will perceive them as not
having a “real medical problem” and that the physician will
subsequently refer the patient for psychiatric treatment,
leaving the patient feeling abandoned or misunderstood.
The primary care physician needs to be alert for such resistance and appropriately convey the message to the patient
that anxiety and depression are common, treatable medical
conditions.
Several clinician-related obstacles may also contribute to
inadequate diagnosis and subsequent treatment of anxiety
disorders. Clinicians may erroneously perceive patients
with anxiety as “time-consuming,” minimize the potential
negative impact of these symptoms, or not know what to do
once the diagnosis is made. The diagnosis of anxiety disorders—similar to the diagnosis of other medical disorders—
can be approached in a systematic way and results in appropriate interventions that actually save time for the clinician
and simplify the diagnosis and management of patients who
otherwise appear to be more complicated.
Even when the clinician is well informed of the diagnostic criteria for the various anxiety disorders, the diagnosis
can be complicated when the patient presents with
“subsyndromal” symptoms, with comorbid disorders including substance abuse, or with somatic symptoms with or
without other comorbid medical illness. Major depression
is among the most common comorbid disorders associated
with all of the anxiety disorders. The comorbidity of anxiety and depression can clinically present in a variety of
ways, including subsyndromal features of either or both
disorders. Subsyndromal anxiety and/or depression is extremely common in the primary care setting and is often
associated with as much, and sometimes more, psychosocial impairment and distress than an anxiety disorder meeting full syndromal criteria.10 In the appendix of the Diagnostic and Statistical Manual of Mental Disorders, Fourth
Edition (DSM-IV),13 and the text of the tenth edition of the
International Classification of Disease (ICD-10),14 a newly
defined syndrome called mixed anxiety-depression is characterized by subsyndromal depressive and anxiety symptoms that are present for at least 1 month. The prevalence of
mixed anxiety-depression in primary care settings has been
reported to be 6.6%.15 In the Fifer et al. study,10 26% of the
screen-positive group had anxiety and depressive symptoms that failed to meet full syndromal criteria, yet reported levels of distress and impairment greater than anxiety disorders.
One of the greatest challenges of making an accurate diagnosis of anxiety disorders in primary care is separating the
somatic symptoms from other potential medical conditions.
Thirty percent to 60% of patients in primary care have so-
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matic symptoms lacking an underlying nonpsychiatric
medical illness.16 Van Hemert et al.17 assessed 191 newly referred patients in a general medical practice, who presented
with somatic complaints unexplained by another medical
illness, and reported that 38% had a psychiatric disorder
(mostly anxiety [12%] and depression [19%]), and 15% had
a psychiatric disorder even when the somatic symptoms
could be explained by another medical illness. Common somatic symptoms of anxiety include fatigue, headaches,
musculoskeletal pain, gastrointestinal symptoms, dizziness,
chest pain, palpitations, breathlessness, and weight loss.
Furthermore, anxiety disorders have high comorbidity rates
with other medical disorders, including depression, irritable
bowel syndrome, arthritis, cardiovascular disease, chronic
medical illness, and acute medical illness.
The relationship between anxiety and comorbid medical illness was evaluated in the Harvard/Brown Anxiety
Disorders Research Program (HARP), a long-term naturalistic follow-up project, which evaluated 711 patients
with anxiety disorders.18 The results of this study further
confirm that anxiety may present with somatic symptoms
in the absence of another diagnosable medical condition,
anxiety states may be associated with an increased prevalence of other physical illness, and if left untreated, comorbidity can prolong or worsen the outcome of either illness. The clinician should avoid two potential pitfalls in
approaching the patient who has anxiety symptoms accompanied by another medical disorder. First, do not
falsely attribute the somatic symptoms of anxiety to the
other medical condition, and, second, while it may be appropriate for the patient to be anxious about having a particular medical illness, it is not “normal” for the patient to
have persistent symptoms of anxiety or depression associated with any acute, chronic, and even terminal illnesses.
While it may be common to think that the medical illness
can cause anxiety symptoms, studies suggest that anxiety
may also provoke or maintain other medical disorders.
Katon19 found a 13.6% prevalence of hypertension in primary care patients diagnosed with panic attacks compared
with 4.4% of controls without panic attacks. Appropriate
diagnosis of and intervention into both anxiety and other
comorbid medical disorders may prevent worsening the
course of either disorder.
Improving the recognition of anxiety in primary care
can be enhanced through utilizing specific diagnostic or
interviewing skills and by routinely using diagnostic/
screening instruments for anxiety and depression. Stuart
and Lieberman, in their book, The Fifteen Minute Hour:
Applied Psychotherapy for the Primary Care Physician,20
propose an interviewing technique that can be used when
assessing primary care patients for anxiety and depression.
This system of inquiry is known as the BATHE technique;
it asks about psychosocial issues in a sequential, logical,
and brief approach, which enables the clinician to gather
and record information in a typical medical model format.
J Clin Psychiatry 1997;58 (suppl 3)
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An increasing number of psychiatric screening instruments are available for primary care physicians to aid in the
screening and accurate diagnosis of anxiety disorders and
depression. Systematized screening instruments can significantly improve the diagnoses of anxiety and depression.
The routine screening and follow-up of anxiety disorders
and depression should be a part of every patient visit in primary care, and the use of systematized screening and follow-up instruments can help establish such a practice. Advantages associated with the use of screening and follow-up
instruments include assuring that anxiety and depressive
symptoms are routinely assessed in a consistent and systematized manner. Additionally, they can be a time-saving
method for the physician and ancillary staff to address issues that patients may not spontaneously report or the clinician fails to ask about (such as information about substance
abuse) and can help decrease the misperceived dichotomy
between anxiety/depression and other medical disorders.
Some of the commonly used instruments for the primary
care physician to use to screen for anxiety and/or depression
include the Zung Self-Rating Anxiety and Depression
Scales, the Hamilton Rating Scales for Anxiety and Depression, the Beck Anxiety and Depression Inventories, the
Symptom-Driven Diagnostic System for Primary Care
(SDDS-PC), and the Primary Care Evaluation of Mental
Disorders (PRIME-MD). Despite the potential advantages
associated with the use of these instruments, drawbacks to
most of the currently available screening tools include lack
of being user-friendly, lack of follow-up instruments for
some screening tools, separation of psychiatric symptoms
from a general review of systems, and minimal assessment
of quality of life and psychosocial issues.
The Well-Being Life Chart (WBLC) is a recently developed screening instrument for psychiatric disorders in primary care settings to aid in the screening, diagnosis, and
follow-up of anxiety, depression, and other medical disorders. The WBLC is a one-page (two-sided) patient-rated
form that provides a succinct and comprehensive past and
current history of medical illness, psychiatric disorders,
substance use, and psychosocial and functional capacity, as
well as a quality of life assessment. The retrospective version (Appendix 1) is designed to be used at baseline, and
the identical prospective version is for follow-up. It
includes a complete review of systems via a symptom
checklist (122 items for men, 126 items for women), with
psychiatric symptoms incorporated into the general review
of systems. The clinician and/or ancillary staff can place a
number of different templates over the symptom checklist
that “shade over” a cluster of symptoms common for a particular anxiety disorder or depression. Patients do not feel
they are being asked only psychiatric screening questions
and, therefore, may not minimize acknowledgment of such
symptoms. The WBLC also helps the clinician isolate somatic anxiety and depressive symptoms that may otherwise
be erroneously attributed solely to other medical conditions.

Anxiety disorders, either full syndromal or subsyndromal, are common and treatable medical disorders in a
primary care setting. Optimal evaluation of patients in primary care settings should involve a routine assessment of
anxiety and depressive symptoms and should not be approached as diagnoses of exclusion. Overcoming patientand clinician-related obstacles to adequate diagnosis, as
well as training new clinicians and retraining experienced
clinicians on diagnostic and screening techniques, can enhance the accuracy of diagnosing anxiety and depression
in primary care. Early recognition and treatment of anxiety and other comorbid medical disorders are important
for optimal outcome.

ht

rig

py

Co

REFERENCES

O

s,
es

Pr

c.

In

J Clin Psychiatry 1997;58 (suppl 3)

te

a
du
ra ted
stgprin
Po be
ns ay
ia y m
ic op
ys nal c
Pherso
97 ne p

19

1. Regier DA, Narrow WE, Rae DS, et al. The de facto US mental and addictive disorders service system. Arch Gen Psychiatry 1993;50:85–94
2. Kessler RC, McGonagle KA, Zhao S, et al. Lifetime and 12-month prevalence of DSM-III-R psychiatric disorders in the United States: results from
the National Comorbidity Study. Arch Gen Psychiatry 1994;51:8–19
3. Ormel J, Koeter MWJ, van den Brink W, et al. Recognition, management,
and course of anxiety and depression in general practice. Arch Gen Psychiatry 1991;48:700–706
4. Kessler LG, Cleary PD, Burke JD Jr. Psychiatric disorders in primary care:
results of a follow-up study. Arch Gen Psychiatry 1985;42:583–587
5. Klerman GL, Budman S, Berwick D, et al. Efficacy of a brief psychosocial
intervention for symptoms of stress and distress among patients in primary
care. Med Care 1987;25:1078–1088
6. Zung WWK, Magill M, Moore JT, et al. Recognition and treatment of depression in a family medicine practice. J Clin Psychiatry 1983;44:3–6
7. DelVecchio Good MJ, Good BJ, Cleary PD. Do patient attitudes influence
physician recognition of psychosocial problems in primary care? J Fam
Pract 1987;25:53–59
8. Magruder-Habib K, Zung WWK, Feussner JR. Improving your physicians’
recognition and treatment of depression in general medical care: results
from a randomized clinical trial. Med Care 1990;28:239–250
9. Shapiro S, Skinner EA, Kessler LG, et al. Utilization of health and mental
health services: three Epidemiologic Catchment Area sites. Arch Gen Psychiatry 1984;41:971–978
10. Fifer SK, Mathias SD, Patrick DL, et al. Untreated anxiety among adult primary care patients in a health maintenance organization. Arch Gen Psychiatry 1994;51:740–750
11. Shear KM, Schulberg HC. Anxiety disorders in primary care. Bull
Menninger Clin 1995;59(2):A73–A85
12. Clancy J, Noyes R Jr. Anxiety neurosis: a disease for the medical model.
Psychosomatics 1976;17:90–93
13. American Psychiatric Association. Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition. Washington, DC: American Psychiatric
Press; 1994
14. World Health Organization. International Classification of Diseases, Tenth
Revision. Geneva, Switzerland: World Health Organization; 1992
15. Zinbarg RE, Barlow DH, Liebowitz M, et al. The DSM-IV field trial for
mixed anxiety-depression. Am J Psychiatry 1994;151:1153–1162
16. Vasquez-Barquero JL, Wilkinson G, Williams P, et al. Mental health and
medical consultation in primary care settings. Psychol Med 1990;20:
681–694
17. Van Hemert AM, Hengeveld MW, Bolk JH, et al. Psychiatric disorders in
relation to medical illness among patients of a general medical outpatient
clinic. Psychol Med 1993;23:167–173
18. Rogers MP, White K, Warshaw MG, et al. Prevalence of medical illness in
patients with anxiety disorders. Int J Psychiatry Med 1994;24:83–96
19. Katon W. Panic disorder: epidemiology, diagnosis, and treatment in primary care. J Clin Psychiatry 1986;47(10, suppl):21–27
20. Stuart MR, Lieberman JA III. The Fifteen Minute Hour: Applied Psychotherapy for the Primary Care Physician. 2nd ed. Westport, Conn: Praeger
Publications; 1993

11

John Zajecka,
Zajecka Appendix 1

©

ht
rig
py
Co

O

te

a
du
ra ted
stgprin
Po be
ns ay
ia y m
ic op
ys nal c
Pherso
97 ne p
19

s,
es
Pr

c.

In

J Clin Psychiatry 1997;58 (suppl 3)

12

JohnofZajecka,
Appendix
Diagnosis
Persistent
Anxiety1

©
ht

rig

py

Co
O

a
du
ra ted
stgprin
Po be
ns ay
ia y m
ic op
ys nal c
Pherso
97 ne p

19
te
s,
es

Pr
c.

In

J Clin Psychiatry 1997;58 (suppl 3)

13

