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ince its inception in 1997, the International Consen-
sus Group on Depression and Anxiety has hosted 7
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S
meetings, where experts in the field have met with us to
develop consensus views on the recognition and manage-
ment of specific anxiety disorders (panic disorder,1 social
anxiety disorder,2 generalized anxiety disorder,3 and
posttraumatic stress disorder4); depression in primary
care5; depression and anxiety in gastroenterology,6 cardi-
ology,7 and oncology8; and on transcultural issues in de-
pression and anxiety.9

In January 2001, we met as a group to reflect on
advances in the field and formulate our views on how to
improve the recognition, diagnosis, and management of
what is called the spectrum of depressive and anxiety dis-
orders. We began by reviewing the evidence to support
serotonergic involvement in these disorders across the
spectrum. We went on to discuss diagnostic scales and
consider the most appropriate approach for the recogni-
tion and diagnosis of spectrum disorders in primary care,
and we ended by developing management guidelines that
can be applied across the spectrum of depressive and anx-
iety disorders. This article covers these aspects of the
meeting and, in addition, proposes a simple diagnostic
screening questionnaire and treatment algorithm suitable
for use by primary care physicians.

EVIDENCE FOR A COMMON NEUROBIOLOGY
ACROSS THE SPECTRUM OF DEPRESSION

AND ANXIETY DISORDERS

The clinical use of the selective serotonin reuptake
inhibitors (SSRIs) has expanded over the past decade to
include the treatment of not only depression but also all of
the anxiety disorders.10,11 Clinical efficacy in obsessive-
compulsive disorder (OCD),12–14 panic disorder,15–20 social
anxiety disorder,21–24 and most recently generalized anxi-
ety disorder (GAD)25,26 and posttraumatic stress disor-
der27–32 has been demonstrated for members of this drug
class, most notably paroxetine, which is licensed for all
these disorders. Given the wide spectrum of disorders that
are effectively treated with SSRIs, considerable interest
has centered on understanding how the single action of
inhibiting serotonin reuptake can improve such diverse
psychiatric conditions. Furthermore, it has led some clini-
cians to question whether anxiety disorders are indeed
distinct from depression or simply different expressions
of major depressive disorder.

We recognize that significant overlap in the symptom-
atology of the anxiety disorders and depression is evident.
For example, sleep disturbances such as insomnia and
alterations in appetite and libido are common in both anx-
iety and depression. However, there are also symptoms
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specific to anxiety disorders (e.g., hypervigilance) and
others particular to depression (e.g., anhedonia and low
mood). This suggests that anxiety disorders and depres-
sion are distinct diagnostic entities.

Further support for the latter view is obtained by com-
paring differences in biological findings between the dis-
orders (e.g., sleep patterns). Patients with depression or
GAD have reductions in total sleep time,33–36 reduced
sleep efficiency, and insomnia.33,34 However, while pa-
tients with depression have shortened REM latency and as
a consequence a higher percentage of REM sleep time
than normal,35,36 this is not the case in patients with GAD
and other anxiety disorders.34,35

There are also important differences in the development
of the therapeutic effect of SSRIs across the disorders.
Firstly, the response to treatment is faster in depression
(3–4 weeks) than in some of the anxiety disorders (up to
12 weeks in OCD). Secondly, the therapeutic dose require-
ments seem to vary between the disorders at least for some
drugs. For instance, in the case of paroxetine, efficacy in
both panic disorder17 and OCD37 was found at doses above
that generally needed for depression; this finding may
reflect differential sensitivity of the serotonin reuptake
transporter in the different brain circuits. Finally, in the
treatment of panic disorder, an initial worsening of symp-
toms during the first few weeks of treatment has been
noted with all antidepressants. This “onset-worsening” is
not seen in depression, OCD, or social anxiety disorder.
These observations underscore the view that different path-
ways may be involved in mediating the therapeutic actions
of antidepressants such as the SSRIs.

In order to explain how a single mode of action can lead
to improvement across the spectrum of disorders, it is nec-
essary to consider where serotonin acts in the pathogenic
process underlying depression and the various anxiety dis-
orders. Attention has focused on the 2 main serotonergic
pathways in the brain: ascending projections from the me-
dial and dorsal raphe and descending projections from the
caudal raphe into the spinal cord. The ascending pathways
are particularly diverse in nature, and projection areas in-
clude the frontal cortex, striatum, thalamus, amygdala, hy-
pothalamus, and hippocampus. It would seem plausible
that various central nervous system (CNS) disorders me-
diated at least in part by serotonin may involve various
pathways as well as different serotonin receptor subtypes.
Serotonergic neurons arising from the median raphe
nucleus, which innervate the 5-HT1A receptors in the tem-
poral lobe and hippocampus, are thought to be implicated
in depression, whereas serotonergic connections between
the dorsal raphe and amygdala that innervate 5-HT2 recep-
tors may play an important role in regulating anxiety.

At the level of the serotonergic synapse, the SSRIs act
by inhibiting the reuptake of serotonin into the presynap-
tic nerve terminal, thus increasing the level of serotonin
available to interact with either postsynaptic or presynap-

tic autoreceptors. The role of 5-HT receptors and receptor
desensitization in depression and anxiety disorders has
been investigated in a number of studies. The receptors
that are thought to be most involved in the efficacy of
SSRIs in these disorders are the 5-HT1A receptors. Using a
selective 5-HT1A receptor agonist ([11C]-WAY-100635),
positron emission tomography (PET) has shown that in
depression there is down-regulation of presynaptic and
postsynaptic receptors. In major depressive disorder, PET
has shown reduced 5-HT1A receptor binding across most
cortical areas of the brain and the raphe nuclei.38 This re-
duction in 5-HT1A receptor binding was not changed fol-
lowing chronic SSRI treatment.38

Statistical Parametric Map (SPM) analysis of the bind-
ing potential in paroxetine-treated panic disorder patients
compared with controls has shown that there is reduced
5-HT1A receptor binding in a number of brain regions.39

This reduction in binding potential in panic disorder oc-
curs in areas of the brain similar to those seen in depres-
sion.38 While this observation could be considered evi-
dence of a linked etiology between depression and panic
disorder, until we can compare binding data in untreated
panic disorder and depressed patients, we will not know
whether this is related to drug treatment or an effect of the
illness per se.

A further approach to the investigation of the SSRI
mechanism of action has involved assessing whether in-
creased synaptic levels of serotonin are required for the
SSRIs to produce their therapeutic effects. The brain syn-
thesizes serotonin from the precursor tryptophan, which
comes mainly from the diet. If the dietary availability of
tryptophan is reduced, a decrease in serotonin synthesis
occurs and brain levels of serotonin are reduced. It has
been shown that depletion of serotonin in the brain may
cause a relapse in depressed patients receiving SSRIs.40,41

However, tryptophan depletion does not result in relapse
in patients with OCD who have responded to SSRI treat-
ment.42,43

More recently, patients with panic disorder, who had
recovered following paroxetine treatment, participated in
a tryptophan-depletion study. When plasma tryptophan
was depleted, 3 of the 8 patients became depressed when
given a flumazenil challenge and, more importantly, 5 of
the 8 suffered anxiety and essentially relapsed.44 The re-
lapse observed in previously recovered depression and
panic disorder patients following tryptophan depletion
suggests that increased levels of serotonin must be present
in the synapse for SSRIs to be effective in these condi-
tions. Since no change is seen in OCD symptoms follow-
ing tryptophan depletion, receptor adaptation may be
more important than serotonin levels in mediating the
efficacy of SSRIs in this disorder, and this may also ex-
plain the delayed onset of therapeutic effect. Tryptophan
depletion studies following SSRI treatment are ongoing
for social anxiety disorder and GAD.
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DIAGNOSTIC INSTRUMENTS
FOR DEPRESSION AND ANXIETY

A number of diagnostic instruments
have been proposed for use in primary
care, including the Primary Care Evalu-
ation of Mental Disorders (PRIME-
MD),45 the Symptom-Driven Diagnos-
tic System for Primary Care
(SDDS-PC),46 the General Healthcare
Questionnaire (GHQ),47 the Center for
Epidemiologic Studies Depressed
Mood Scale (CES-D),48 and more re-
cently the Mini-International Neuro-
psychiatric Interview (MINI).49–51

The PRIME-MD questionnaire con-
sists of 2 parts: a screening question-
naire that is completed by the patient
and a categorical diagnostic checklist
that is completed by the physician. Di-
agnostic categories are checked ac-
cording to the orientation indicated by
the patient’s answers. PRIME-MD ex-
plores only a limited spectrum of disor-
ders: major depression, anxiety, so-
matoform disorders, eating disorders,
and alcohol abuse. It is a self-assess-
ment form, and symptoms need to have
been present for 1 month. A degree of
validation of this questionnaire has taken place by both
primary care physicians and health care professionals who
have shown it to be an acceptable instrument for the diag-
nosis of mood disorders but unacceptable for the diagnosis
of other psychological disorders by a primary care physi-
cian.45 The SDDS-PC is also a patient-administered ques-
tionnaire, which explores 16 symptoms covering 6 diag-
nostic areas; this instrument has been developed from a
more extensive (62 symptom) version. If the patient has a
positive response in 1 area, a specific physician-adminis-
tered module is then used. The criteria in the SDDS-PC are
more precise than those in the PRIME-MD and include
symptom duration and impairments caused by the symp-
toms. The possible existence of physical illness must be
ruled out. The SDDS-PC is a longitudinal tracking form
that explores the diagnosis of a limited number of disor-
ders—major depression, GAD, OCD, panic disorder, alco-
hol abuse, and suicidal behavior. Validation of this instru-
ment has again raised questions regarding its suitability for
use in primary care due to the difficulties in collecting the
correct information.46

The General Healthcare Questionnaire (GHQ)47 as-
sesses symptoms and the general distress caused by de-
pression and/or anxiety disorders. It is not a diagnostic tool
but a list of either 12 (GHQ-12) or 28 (GHQ-28) questions.
As part of the World Health Organization (WHO) Collabo-

rative Study on Psychological Problems in General Health
Care (PPGHC), the GHQ was administered to 5269 con-
secutive primary care patients.52 The data showed a linear
relationship between GHQ-12 score and percentage recog-
nition by general practitioners; however, the GHQ appears
to be most useful in identifying those patients most se-
verely affected, and a disadvantage of the questionnaire is
that it is not diagnosis-specific.

Many diagnostic instruments have limitations that make
them unsuitable for use in primary care; for example, either
they are time consuming to complete and to score, not all
disorders are covered, sensitivity and validity have not been
fully explored, or only limited language translations are
available. This was the background to the development of
the MINI, which was developed jointly by psychiatrists and
clinicians in the United States and Europe, for DSM-IV and
ICD-10 psychiatric disorders. In a validation study versus
the Composite International Diagnostic Interview (CIDI),53

which was considered the gold standard, the MINI had high
specificity, sensitivity, and positive predictive values for all
the depressive and anxiety disorders tested with the excep-
tion of GAD. However, following amendments to the ques-
tions asked, results equivalent to those seen with the other
disorders can now be achieved for GAD.54,55 Similar results
were observed against the Structured Clinical Interview for
DSM-III-R in the United States.49

aAdapted with permission from Mini-International Neuropsychiatric Interview Version 5.0.049–51

and DSM-IV screening questions.

Table 1A. Core Screening Questions to Identify Patients With Possible Psychiatric
Diagnosis in the Primary Care Settinga

PATIENT NAME: ____________________ DATE OF BIRTH: _____________________

DATE OF INTERVIEW: _________________ If YES, go to the confirmatory module

A1 Have you been consistently depressed or down, most of the day , nearly every day,
for the past two weeks?

NO YES →  A

A2 In the past two weeks, have you been less interested in most things or less able to enjoy
the things you used to enjoy most of the time?

NO YES →  A

B1 In the past month, did you think that you would be better off dead or wish you were dead? NO YES →  B

C 1 Have you, on more than one occasion, had spells or attacks when you suddenly felt
anxious, frightened, uncomfortable or uneasy, even in situations where most people would
not feel that way? Did the spells peak within 10 minutes?
CODE YES ONLY IF THE SPELLS PEAK WITHIN 10 MINUTES.

NO YES →  C

C 2 Do you feel anxious or uneasy in places or situations where you might have a panic attack
or panic-like symptoms we just spoke about, or where help might not be available or
escape might be difficult: like being in a crowd, standing in a line (queue), when you are
away from home or alone at home, or when crossing a bridge, traveling in a bus, train or
car?

NO YES →  C

D 1 In the past month, were you fearful or embarrassed being watched, being the focus of
attention, or fearful of being humiliated? This includes things like speaking in public, eating
in public or with others, writing while someone watches, or being in social situations.

NO YES →  D

E1 Have you ever experienced or witnessed or had to deal with an extremely traumatic
event that included actual or threatened death or serious injury to you or someone else?

E2 During the past month, have you re-experienced the event in a distressing way (such as,
dreams, intense recollections, flashbacks or physical reactions)?

NO

NO

YES

YES

→ E

→ E

F1 In the past 12 months, have you had 3 or more alcoholic drinks within a 3 hour period on
3 or more occasions?

NO YES →  F

G1 Have you worried excessively or been anxious about several th ings over the past 6
months? If YES, are these worries present most days? NO YES →  G
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The diagnoses made by primary care physicians using
the MINI have been compared with the diagnoses made
by a specialist. When the MINI was used, diagnostic con-
cordance with the specialist was high for almost all disor-
ders (positive predictive values of approximately 70%), a
finding that was all the more notable given that in the ab-
sence of a structured interview an accurate diagnosis is
achieved in only 15% of cases.52 The results of this study
suggest that with the use of this short structured diagnos-
tic interview there is an increased rate of recognition of
depressive and anxiety disorders in primary care.55

    A further investigation in primary care patients in
France has examined the positive predictive value of us-
ing only the screening questions that are contained at the

beginning of each diagnostic
module in the MINI. Consecu-
tive primary care patients com-
pleted a questionnaire contain-
ing the 17 screening questions,
and the “self-report” diagnosis
was compared with that
reached by a specialist follow-
ing a telephone interview; the
positive predictive value of the
screening questions was found
to be 68.5%. This shortened
screening form of the MINI
takes only 5 to 10 minutes to
complete; nevertheless, in two
thirds of cases where the pres-
ence of a psychiatric disorder
was identified, this would be
confirmed by further investi-
gation.

CONSENSUS VIEWS
ON RECOGNITION
AND DIAGNOSIS

Our objective was to define
ways of recognizing and diag-
nosing depression and anxiety
disorders more effectively and
accurately, leading to improve-
ments in the management of
these prevalent conditions. We
support a 2-stage approach to
recognition and diagnosis.
Stage 1 is the alerting process
with the application of a
screening questionnaire to as-
sess the need for further psy-
chological testing. Stage 2 is
the diagnostic process to con-
firm the physician’s increased

suspicion about the presence of a psychiatric condition
from the answers to the questionnaire.

Stage 1: Screening
The issue is what screening questions to ask and when

to ask them. As we are working in an international con-
text, we need to recommend questions that have been val-
idated in multiple languages, and so we turned to the
MINI, which is the only diagnostic tool with multiple lan-
guage validation. Our consensus recommendation is to
use 10 of the 17 screening questions contained in the di-
agnostic modules of the MINI (Table 1A) as a core ques-
tionnaire. These would effectively screen for the most
prevalent conditions: depression, panic disorder, social

(continued on next page)

Table 1B. Diagnostic Confirmatory Questions for Use by the Physician in Conjunction With
the Core Screening Questionnairea

*i.e., by ± 5% of body weight or± 8 lb. or 3.5 kg. for a 160 lb./70 kg. person in a month.

TO BE COMPLETED BY THE PHYSICIAN

PATIENT NAME_________________       DATE OF BIRTH_________________

DATE OF INTERVIEW_________________
(→ MEANS: THE DIAGNOSIS CANNOT BE REACHED)

A MAJOR DEPRESSIVE EPISODE
A3 Over the past two weeks, when you felt depressed or uninterested:
•  Was your appetite decreased or increased nearly every day?  Did your weight decrease or increase without trying

intentionally?* IF YES TO EITHER, CODE YES
No Yes

•  Did you have trouble sleeping nearly every night (difficulty falling asleep, waking up in the middle of the night, early
morning wakening or sleeping excessively)?

No Yes

•  Did you talk or move more slowly than normal or were you fidgety, restless or having trouble sitting still almost every
day?

No Yes

•  Did you feel tired or without energy almost every day? No Yes
•  Did you feel worthless or guilty almost every day? No Yes
•  Did you have difficulty concentrating or making decisions almost every day? No Yes
•  Did you repeatedly consider hurting yourself, feel suicidal, or wish that you were dead? No Yes
ARE 5 OR MORE ANSWERS (A1–A3)  CODED YES?
If YES, DIAGNOSIS MAJOR DEPRESSIVE EPISODE, CURRENT

No Yes

B SUICIDALITY
In the past month did you:
•  Want to harm yourself? No Yes •  Have a suicide plan? No Yes
•  Think about suicide? No Yes •  Attempt suicide? No Yes

In your lifetime:
•  Did you ever make a suicide attempt? No Yes

IS AT LEAST 1 OF THE ABOVE CODED YES?
(FOR A MORE DETAILED EVALUATION OF SUICIDE RISK REFER TO THE ORIGINAL MINI)

No Yes

C PANIC DISORDER                                  →
C3  At any time in the past, did any of

those spells or attacks come on
unexpectedly or occur in an unpredictable
or unprovoked manner?

No Yes C4  In the past month, did you have such attacks
repeatedly (2 or more) followed by persistent
fear of having another attack?

No Yes

C5   During the worst spell that you can remember:
•  Did you have skipping, racing or

pounding of your heart?
No Yes •  Did you feel dizzy, unsteady, lightheaded or

faint?
No Yes

•  Did you have sweating or clammy
hands?

•  Were you trembling or shaking?
•  Did you have shortness of breath or

difficulty breathing ?
•  Did you have a choking sensation or a

lump in your throat?

No

No
No

No

Yes

Yes
Yes

Yes

•  Did things around you feel strange, unreal,
detached or unfamiliar, or did you feel
outside of or detached from part or all of your
body?

•  Did you feel that you were losing control or
going crazy?

•  Did you fear that you were dying?

No

No

No

Yes

Yes

Yes
•  Did you have chest pain, pressure or

discomfort?
No Yes •  Did you have tingling or numbness in parts

of your body?
No Yes

•  Did you have nausea, stomach
problems or sudden diarrhea?

No Yes •  Did you have hot flushes or chills? No Yes

C6    ARE C3, C4, and 4 OR MORE C5 ANSWERS CODED YES?
          If YES, DIAGNOSIS PANIC DISORDER, CURRENT

No Yes
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anxiety disorder, GAD, and posttraumatic stress disorder.
These short, high-yield questions would be presented to
the patient on a single sheet, with the instruction to circle
the ones that affect them. The patient would present the
form to the physician, who will ask confirmatory ques-
tions (see Stage 2: Diagnosis [Table 1B]) if the answers
prompt an index of suspicion for depression or an anxi-
ety or substance abuse disorder. A second sheet contain-
ing additional questions that would document more rare
diagnoses, e.g., OCD and includes screening questions
for dysthymia and bipolar disorder, is also provided
(Table 2A). These “optional” questions would allow the
primary care physician to explore further diagnoses, e.g.,
dysthymia in situations where the patient has symptoms
of depression but does not meet diagnostic criteria for
major depression, or where all the other diagnoses are
negative.

    The most difficult problem
for the physician would be
when to apply the screening
questionnaire. One option
would be to ask every patient
entering primary care to com-
plete a form at their first visit
and then once a year. Screen-
ing for psychiatric disorders
could then become as routine
as blood pressure monitoring.
We would argue that this
would be appropriate since the
disorders are even more
prevalent, yet are not diag-
nosed in the majority of pa-
tients. Nonetheless, we must
recognize that this is a multi-
national and multilanguage
issue, and it will be difficult
to get a single paradigm with
regard to when to apply
the screening questionnaire.
Some physicians may be com-
fortable with screening all el-
derly patients coming into the
surgery. Others may want a
patient to fill out a question-
naire when they suspect the
presence of any psychiatric
problem.
    The most common symp-
toms of depression or anxiety,
the most commonly associ-
ated physical illnesses, and
functional impairment could
act as guides to the patient
groups to target for screening.

The screening questionnaire should be completed when
the physician suspects that the patient has a psychological
illness such as depression or anxiety (for example, the pa-
tient has had a panic attack); when the patient has symp-
toms indicative of anxiety and depression, such as insom-
nia or pain; when there is psychological distress (for
example, loss of interest or pleasure, distress, or tearful-
ness), persistent unexplained physical symptoms, or a re-
cent decrease in functional ability. The ability to function
normally at work or socially is compromised by psychiat-
ric problems, which is why the physician should question
whether patients have experienced a recent problem with
work performance or significant change in their ability to
manage their responsibilities in their personal, social, or
family lives. The aim is not to discover whether there is a
reason for a psychiatric problem, but rather to use de-
creased functionality as an indicator of psychiatric illness.

 aAdapted with permission from Mini-International Neuropsychiatric Interview Version 5.0.049–51 and
DSM-IV screening questions.

Table 1B. Continued

(→ MEANS: THE DIAGNOSIS CANNOT BE REACHED)

D SOCIAL ANXIETY DISORDER

D2  Is this fear excessive or unreasonable?
→
No Yes

D3  Do you fear these situations so much that you avoid them or suffer through them?
→
No Yes

D4  Does this fear disrupt your normal work or social functioning or cause you significant distress? No Yes
If D2, D3, and D4  CODED YES, DIAGNOSIS SOCIAL ANXIETY DISORDER, CURRENT

E POSTTRAUMATIC STRESS DISORDER
In the past month:                                                            In the past month:
E3 E4
•  Have you avoided thinking about the

event, or have you avoided things that
remind you of the event?

No Yes •  Have you had difficulty sleeping?
•  Were you especially irritable or did you have

outbursts of anger?

No
No

Yes
Yes

•  Have you had trouble recalling some
important part of what happened?

No Yes •  Have you had difficulty concentrating?
•  Were you nervous or constantly on your

No
No

Yes
Yes

•  Have you become less interested in
hobbies or social activities?

No Yes  guard?
•  Were you easily startled? No Yes

•  Have you felt detached or estranged
from others?

No Yes
→

•  Have you noticed that your feelings are
numbed?

No Yes ARE 2 OR MORE E4 ANSWERS CODED
YES?

No Yes

•  Have you felt that your life will be
shortened or that you will die sooner than
other people?

No

→

Yes

ARE 3 OR MORE E3 ANSWERS CODED
YES?

No Yes

E5  During the past month, have these problems significantly interfered with your work or social activities, or caused
significant distress?

No Yes

If E2, E3, E4, and E5 CODED YES,  DIAGNOSIS POSTTRAUMATIC STRESS DISORDER, CURRENT

F ALCOHOL ABUSE AND DEPENDENCE

IF NEGATIVE RESPONSE TO SCREENING QUESTION, DIAGNOSIS UNLIKELY;

IF POSITIVE RESPONSE, DIAGNOSIS IS POSSIBLE. (FOR A DETAILED EVALUATION REFER TO THE ORIGINAL MINI)

G GENERALIZED ANXIETY DISORDER →
G2  Do you find it difficult to control the worries or do they interfere with your ability to focus on what you are doing? No Yes

G3  FOR THE FOLLOWING, CODE NO IF THE SYMPTOMS ARE CONFINED TO FEATURES OF ANY DISORDER EXPLORED
PRIOR TO THIS POINT

When you were anxious over the past 6 months, did you, most of the time:
•  Feel restless, keyed up or on edge?
•  Feel tense?

No
No

Yes
Yes

•  H a v e  d i f f i c u l t y  c o n c e n t r a t i n g  o r  f i n d  yo u r 
m i n d  g o i n g  b l a n k ? 

No Yes

•  Feel tired, weak or exhausted easily? No Yes •  F e e l  i r r i t a b l e ? No Yes
•  H a v e  d i f f i c u l t y  s l e e p i n g  ( d i f f i c u l t y  f a l l i n g 

a s l e e p ,  wa k i n g  u p  i n  t h e  m i d d l e  of  t h e 
n i g h t ,  e a r l y  m o r n i n g  w a k e n i n g  o r 
s l e e p i n g  e x c e s s i v e l y ) ? 

No Yes

IF 3 OR MORE G3 ANSWERS CODED YES,  DIAGNOSIS GENERALIZED ANXIETY DISORDER, CURRENT
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Stage 2: Diagnosis
After the initial screening, the physician can use diag-

nostic confirmatory questions for each disorder to estab-
lish the extent and degree of interference with functional-
ity (severity measures) and provide rapid confirmation of
a diagnosis (Tables 1B and 2B). In defining the confirma-
tory questions for depression, we reached consensus that
the physician should also investigate the risk of suicide
with 1 screening question.

Many primary care physicians will move from screen-
ing directly to treatment, though they may want to con-
sider a specific diagnosis. The consensus view is to go
from the screening questionnaire, to confirmation, and
then to treatment. The diagnosis is important to patients’
understanding of their condition. Without an explanation
for the basis of their anxiety, for example, they have no
framework for understanding what has happened to them.
Not only will patients’ fears vary with the particular anxi-
ety disorder, but also the frequency of medical consulta-
tion, the patient-physician relationship, family interac-
tions, and appropriate use of support groups. There are
also important differences in management considerations.
The prognosis differs from one anxiety disorder to an-
other, with consequent differences in the appropriate du-
ration of treatment, what clinical features can be expected
to improve with treatment, and the rate of recovery. The
appropriate form of psychotherapy will vary, as will the
response to secondary therapies such as benzodiazepines
and other antidepressants.
   We believe that our 2-stage approach of recognition and
diagnosis with the core questionnaire will allow primary

care physicians to identify at least
90% of the psychiatric disorders in
primary care. The use of the additional
“optional” questions will allow identi-
fication of many of the remaining di-
agnoses including dysthymia, bipolar
disorder, and OCD.

CONSENSUS VIEWS
ON MANAGEMENT

OF DEPRESSION AND ANXIETY

     Our approach has been to establish
general principles for disease manage-
ment across the spectrum of anxiety
and depressive disorders (Figure 1). In
establishing these guidelines, we want
to emphasize that the appropriate goal
for management is complete remis-
sion of symptoms, and treatment
should be continued appropriately to
try to achieve this target.

Primary Care Guidelines
At this point, we can recommend SSRIs as first-line

therapy for the treatment of all depression and anxiety
disorders. For example, in panic disorder, treatment
should be started with a low dose and that dose increased
gradually to the recommended therapeutic level. Benzo-
diazepine cover may be needed during initiation of treat-
ment of panic disorder. Higher doses of SSRIs (e.g.,
paroxetine 40 mg) may be needed to achieve a therapeutic
effect in panic disorder than in the other anxiety disor-
ders.

Psychotherapy that is proven and specific to the psy-
chiatric disorder may be used instead of, or in addition to,
first-line treatment with an SSRI. Cognitive-behavioral
therapy and interpersonal therapy are the most effective
forms of psychotherapy for depression. Cognitive-behav-
ioral therapies with exposure are useful in all the anxiety
disorders and are the principal psychotherapies demon-
strated to be effective in controlled trials. These psycho-
logical treatments are sophisticated techniques and re-
quire referral to trained personnel to apply them.

If the response to a trial of first-line therapy is inad-
equate, we recommend switching to a second SSRI. There
is no single alternative second-line treatment applicable
to all the anxiety disorders and depression. Disorder-spe-
cific alternatives are presented in Table 3.

Depression is commonly comorbid with anxiety disor-
ders. The depressed patient with, for example, comorbid
social anxiety disorder can be treated with an SSRI and
managed in primary care. Where psychiatric disorders are
comorbid with certain other conditions, their care can be
quite difficult. When depression co-occurs with alcohol-

Table 2A. Additional “Optional” Screening Questions to Identify Patients With
Further Psychiatric Diagnosis in the Primary Care Settinga

aAdapted with permission from Mini-International Neuropsychiatric Interview Version 5.0.049–51

and DSM-IV screening questions.

PATIENT NAME: ____________________ DATE OF BIRTH: _____________________

DATE OF INTERVIEW: _________________ If YES, go to the confirmatory module

H1 Have you felt  sad, low or depressed most of the time for the last two years? NO YES → H

I1 Have you ever had a period of time when you were feeling ‘up’ or ‘high’ or so full of energy or
full of yourself that you got into trouble, or that other people thought you were not your usual
self? (Do not consider times when you were intoxicated on drugs or alcohol.)

I2 Have you ever been persistently irritable, for several days, so that you had arguments or
verbal or physical fights, or shouted at people outside your family? Have you or others noticed
that you have been more irritable or over reacted, compared to other people, even in situations
that you felt were justified?

NO

NO

YES

YES

→ I

→ I

J1 In the past month, have you been bothered by recurrent thoughts, impulses, or images that
were unwanted, distasteful, inappropriate, intrusive, or distressing? (For example, the idea that
you were dirty, contaminated or had germs, or fear of contaminating others, or fear of harming
someone even though you didn’t want to, or fearing you would act on some impulse, or fear or
superstitions that you would be responsible for things going wrong, or obsessions with sexual
thoughts, images or impulses, or hoarding, collecting, or religious obsessions.)

NO YES → J

J2 In the past month, did you do something repeatedly without being able to resist doing it, like
washing or cleaning excessively, counting or checking things over and over, or repeating,
collecting, arranging things, or other superstitious rituals?

NO YES → J
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ism, for example, the primary care physician should con-
sider referral.

Referral Guidelines
Not all cases are appropriate for treatment in a primary

care setting, and we would like to draw attention to the
situations where there should be referral to specialist psy-
chiatric care or consultation with a specialist.
     When screening and initial assessment indicate a high
suicide risk, severe depression, melancholia, bipolar dis-
order, or marked OCD, we recommend immediate referral
to specialist care.

  When treatment has been initiated in primary care
but there is a poor response to therapy, with a failure to at-

tain remission status, or the
clinical picture is rapidly dete-
riorating, we recommend con-
sultation with a psychiatrist or
referral to secondary care. Co-
morbidity that significantly
complicates treatment and the
need for a complex regimen
involving high doses, multiple
medications, or therapy with
monoamine oxidase inhibi-
tors, for example, are other
situations in which the pri-
mary care physician should
consider inviting specialist
opinion. When the patient
requires cognitive-behavioral
therapy or other specialized
psychotherapy not available in
primary care, the patient
should be referred to a quali-
fied mental health specialist,
while control is retained by
the general practitioner. Com-
bination therapy may be effec-
tive, but there is some evi-
dence that it may be a reason
for consultation.56

CONCLUSIONS

Improved recognition and
diagnosis of psychiatric dis-
orders is the first step toward
an enhanced management of
mental health disorders in
the primary care setting. We
support the use of a simple 2-
step procedure consisting of
an initial self-report question-
naire, followed by the applica-

tion of physician-administered diagnostic confirmatory
questions.

After diagnosis, we recommend first-line treatment
with an SSRI for depression or any of the anxiety disor-
ders. If there is an inadequate response to first-line treat-
ment, we recommend switching to another SSRI. If these
are ineffective, there are further effective treatments spe-
cific to the various disorders. Combination of first-line or
second-line pharmacotherapy with appropriate psycho-
therapy is recommended, although this must rely on
the availability of trained personnel to undertake psycho-
therapy sessions. Referral and/or consultation with a
specialist for diagnostic dilemmas, refractory status, and
issues of severity and acuity is recommended.

Table 2B. Diagnostic Confirmatory Questions for Use by the Physician in Conjunction With
the Additional “Optional” Questionnairea

aAdapted with permission from Mini-International Neuropsychiatric Interview Version 5.0.049–51 and
DSM-IV screening questions.

TO BE COMPLETED BY THE PHYSICIAN

PATIENT NAME_________________       DATE OF BIRTH_________________

DATE OF INTERVIEW_________________
(→ MEANS: THE DIAGNOSIS CANNOT BE REACHED)

H DYSTHYMIA
H2  Was this period interrupted by your feeling OK for two months or more? No

→
Yes

H3  During this period of feeling depressed most of the time:

•  Did your appetite change significantly? No Yes •  Did you lose your self-confidence? No Yes

•  Did you have trouble sleeping or sleep
excessively?

No Yes •  Did you have trouble concentrating or
making decisions?

No Yes

•  Did you feel tired or without energy? No Yes •  Did you feel hopeless? No Yes

ARE 2 OR MORE H3 ANSWERS CODED YES?
→
No Yes

H4   Did the symptoms of depression cause you significant distress or impair your ability to function at work, socially,
         or in some other important way?

→
No Yes

IF H4 CODED YES, THEN DIAGNOSIS DYSTHYMIA, CURRENT

I (HYPO) MANIC EPISODE
I3 During the times when you felt high, full of energy, or irritable did you:
Feel that you could do things others couldn’t do, or that you were an especially important person? No Yes

Need less sleep (for example, feel rested after only a few hours sleep)? No Yes

Talk too much without stopping, or so fast that people had difficulty understanding? No Yes

Have racing thoughts? No Yes

Become easily distracted so that any little interruption could distract you? No Yes

Become so active or physically restless that others were worried about you? No Yes

Want so much to engage in pleasurable activities that you ignored the risks or
consequences (for example, spending sprees, reckless driving, or sexual indiscretions)?

No Yes

ARE 3 OR MORE I3 ANSWERS CODED YES (OR 4 OR MORE IF I1 IS NO)?
→
No Yes

I4  Did these symptoms last at least a week and cause significant problems at home, at work, socially, or at school, or
were you hospitalized for these problems?

No Yes

If I4 CODED NO THEN HYPOMANIC EPISODE , IF I4 CODED YES THEN MANIC EPISODE

J OBSESSIVE-COMPULSIVE DISORDER
J3  Did they keep coming back into your mind even when you tried to ignore or get rid of them? No Yes
J4  Do you think that these obsessions are the product of your own mind and that they are not imposed from the outside? No Yes

ARE J2 OR J4 CODED YES?
→
No

→

Yes

J5  Did you recognize that either these obsessive thoughts or these compulsive behaviors were excessive or
unreasonable?

No Yes

J6  Did these obsessive thoughts and/or compulsive behaviors significantly interfere with your normal routine,
occupational functioning, usual social activities, or relationships, or did they take more than one hour a day?

No Yes

IF J6 CODED YES, THEN DIAGNOSIS OCD, CURRENT
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Drug names: buspirone (BuSpar), clonazepam (Klonopin and others),
flumazenil (Romazicon), hydroxyzine (Atarax and others), paroxetine
(Paxil), venlafaxine (Effexor).

REFERENCES

  1. Ballenger JC, Davidson JRT, Lecrubier Y, et al. Consensus statement on
panic disorder from the International Consensus Group on Depression and
Anxiety. J Clin Psychiatry 1998;59(suppl 8):47–54

  2. Ballenger JC, Davidson JRT, Lecrubier Y, et al. Consensus statement
on social anxiety disorder from the International Consensus Group on
Depression and Anxiety. J Clin Psychiatry 1998;59(suppl 17):54–60

  3. Ballenger JC, Davidson JRT, Lecrubier Y, et al. Consensus statement
on generalized anxiety disorder from the International Consensus Group
on Depression and Anxiety. J Clin Psychiatry 2001;62(suppl 11):53–58

  4. Ballenger JC, Davidson JRT, Lecrubier Y, et al. Consensus statement on
posttraumatic stress disorder from the International Consensus Group on
Depression and Anxiety. J Clin Psychiatry 2000;61(suppl 5):60–66

  5. Ballenger JC, Davidson JRT, Lecrubier Y, et al. Consensus statement
on the primary care management of depression from the International
Consensus Group on Depression and Anxiety. J Clin Psychiatry 1999;
60(suppl 7):54–61

  6. Ballenger JC, Davidson JRT, Lecrubier Y, et al. Consensus statement on
depression, anxiety, and functional gastrointestinal disorders from the
International Consensus Group on Depression and Anxiety. J Clin Psychi-
atry 2001;62(suppl 8):48–51

  7. Ballenger JC, Davidson JRT, Lecrubier Y, et al. Consensus statement on
depression, anxiety, and cardiovascular disease from the International
Consensus Group on Depression and Anxiety. J Clin Psychiatry
2001;62(suppl 8):24–27

  8. Ballenger JC, Davidson JRT, Lecrubier Y, et al. Consensus statement on
depression, anxiety, and oncology from the International Consensus
Group on Depression and Anxiety. J Clin Psychiatry 2001;62(suppl 8):64–67

  9. Ballenger JC, Davidson JRT, Lecrubier Y, et al. Consensus statement on
transcultural issues in depression and anxiety from the International Con-
sensus Group on Depression and Anxiety. J Clin Psychiatry 2001;62
(suppl 13):47–55

10. Ballenger JC. Treatment of panic disorder with serotonin uptake inhibitors
(SSRIs). In: Montgomery SA, den Boer JA, eds. SSRIs in Depression and
Anxiety. Chichester, England: John Wiley & Sons; 1998:115–134

11. Feighner JP. Overview of antidepressants currently used to treat anxiety
disorders. J Clin Psychiatry 1999;60(suppl 22):18–22

12.  Goodman WK, Price LH, Rasmussen SA, et al. Efficacy  of fluvoxamine
in obsessive-compulsive disorder: a double-blind comparison with pla-
cebo. Arch Gen Psychiatry 1989;46:36–44

13. Chouinard G. Sertraline in the treatment of obsessive
compulsive disorder: two double-blind, placebo-
controlled studies. Int Clin Psychopharmacol 1992;7:
37–41

14. Zohar J, Judge R. Paroxetine versus clomipramine in the
treatment of obsessive-compulsive disorder. Br J Psychi-
atry 1996;169:468–474

15. Lecrubier Y, Bakker A, Dunbar G, et al, for the Collabo-
rative Paroxetine Panic Study Investigators. A compari-
son of paroxetine, clomipramine and placebo in the treat-
ment of panic disorder. Acta Psychiatr Scand 1997;95:
145–152

16. Lecrubier Y, Judge R, for the Collaborative Paroxetine
Panic Study Investigators. Long-term evaluation of
paroxetine, clomipramine and placebo in panic disorder.
Acta Psychiatr Scand 1997;95:153–160

17. Ballenger JC, Wheadon DE, Steiner M, et al. Double-
blind, fixed-dose, placebo-controlled study of paroxetine
in the treatment of panic disorder. Am J Psychiatry 1998;
155:36–42

18. Pollack MH, Otto MW, Worthington JJ, et al. Sertraline
in the treatment of panic disorder: a flexible-dose multi-
center trial. Arch Gen Psychiatry 1998;55:1010–1016

19. Lepola UM, Wade AG, Leinonen EV, et al. A controlled
prospective, 1-year trial of citalopram in the treatment of
panic disorder. J Clin Psychiatry 1998;59:528–534

Figure 1. Treatment Algorithm Detailing General Principles
for Disease Management Across the Spectrum of Anxiety and
Depressive Disorders

Need for further
psychological
assessment

Continue treatment
for 12 months then

consider slow
discontinuation

No

No

Yes

No

Yes

Yes

No

Yes

No

No

No

Yes

Yes

Refer to specialist care

Continue treatment

Continue treatment

Meets diagnostic criteria

Bipolar disorder
Severe depression

Melancholia
High suicide risk

Obsessive-compulsive disorder
Substance abuse

Apply initial screening
questionnaire

Patient reassessed
at regular intervals

Apply confirmatory
diagnostic questions

1st-line treatment
with an SSRI

Patient shows initial
response to treatment

Treat with
another SSRI

Patient shows initial
response to treatment

Patient reaches
remission

Patient shows initial
response to treatment

Patient reaches
remission

Disorder-specific alternative
see Table 3

Depression
Panic disorder

Social anxiety disorder
Posttraumatic stress disorder
Generalized anxiety disorder

Yes

Table 3. Disorder-Specific Treatment Alternativesa

First-Line Disorder-Specific
Disorder Treatment Treatment Specialist Treatment

Depression SSRI Venlafaxine Augmentation strategy
Another SSRI TCA  (via referral)

MAOI
Panic disorder SSRIb TCA MAOI

Another SSRI Benzodiazepine

Social anxiety SSRI Benzodiazepine MAOI
disorder Another SSRI (clonazepam) Anticonvulsant

Posttraumatic SSRI Mood stabilizer Anticonvulsant
stress Another SSRI TCA MAOI
disorder

Generalized SSRI Buspirone
anxiety SNRI (venlafaxine) Hydroxyzine
disorder Another SSRI TCA (nonsedating)

aAbbreviations: MAOI = monoamine oxidase inhibitor, SNRI = serotonin-norepinephrine
reuptake inhibitor, SSRI = selective serotonin reuptake inhibitor, TCA = tricyclic
antidepressant.
bPossibly include short-term benzodiazepine cover.
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