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ANXIETY IS UNDER-DIAGNOSED IN
PRIMARYCARE
There has been considerable emphasis on
encouraging GPs to improve their skills in
the diagnosis and management of
depression, yet anxiety disorders have been
relatively neglected. Anxiety symptoms are
more common than those of depression in
the community, and may be accompanied
by significant morbidity. The 2007 UK Adult
Psychiatric Morbidity Survey reported a 9%
prevalence of mixed anxiety and depression
in their doorstep community survey, while
generalised anxiety disorder (GAD) affected
4.4% of the population, other anxiety
disorders 3.6%, and only 2.3% reported
depressive disorders.1

Despite this, there has been much less
research to assess outcomes in anxiety
than depressive disorders, and most of the
research comes from the US or Europe.
Studies suggests that anxiety disorders are
often more chronic than other common
mental disorders, presumably because
anxiety is often left untreated and it is
frequently comorbid with depressive
disorders or chronic physical health
problems.2,3 Such comorbidity is associated
with poor quality of life, substance misuse,
disability, and high health and social costs.4

GP rates of diagnosis and treatment of
anxiety disorders are much lower than
expected, given their prevalence.5 This may
be due to both patient and practitioner
factors. Patients may have symptoms of
anxiety, worry, tension, irritability, or
tiredness, which they are unsure about
presenting to their GP; whereas GPs may
dismiss such symptoms or attribute them
to general malaise or a potentially physical
condition requiring investigation, and not
specifically consider or ask about anxiety
symptoms. In addition, many people
present with the somatic symptoms
associated with their anxiety, possibly
thinking that these are more medically
legitimate.
Those with anxiety disorders may be

frequent users of both primary and
secondary care services, but if their anxiety
is not detected they may not receive
appropriate treatment and can also
undergo unnecessary, potentially
dangerous, and costly investigations. Some
patients with anxiety symptoms may have
an underlying problemwith alcohol use that

can obscure the presentation.
Both patients and primary care

practitioners may consider anxiety
symptoms to be ‘part of normal living’ and
be concerned about medicalising this
problem. It is important to recognise that,
when persistent, these symptoms can
cause significant distress and limitation to
daily activities. Self-help groups, such as
Anxiety UK, are keen to raise the profile of
these disorders among GPs and to improve
both their detection and management in
primary care.6
Some clinicians consider both anxiety

and depression to be part of a continuum of
common mental disorders, and that
identifying people as having one or other
disorder is less important than assessing
the severity of symptoms and their impact
on people’s lives. This may be a valid
perspective, particularly in primary care
where people often present with mixed or
comorbid disorders, but it is important to
distinguish which symptoms are most
prominent or severe in order to knowhow to
focus any explanations, treatments offered,
or referrals made.

ARE THEREEFFECTIVE TREATMENTS
FORANXIETY?
One of the arguments given for low
detection rates for anxiety disorders in
primary care has been the poor availability
in many areas of psychological therapies,
such as cognitive behavioural therapy
(CBT), and the reluctance of many patients
to take, and practitioners to prescribe,
antidepressant medication such as
selective serotonin receptor inhibitors for
the treatment of anxiety disorders. The
Improving Access to Psychological
Therapies initiative7 has greatly improved
national availability of talking treatments,
and this should improve further following
the UK government’s October 2010
Spending Review if commissioners agree
this is an important provision.
A recent meta-analysis indicated that

brief CBT administered in primary care for
anxiety (mostly GADandpanic disorder) had
an equivalent impact to longer-length
treatments, unlike for depression where
brief CBT had a smaller effect on clinical
outcomes.8
In previous guidelines for depression and

GAD from the National Institute for Health
and Clinical Excellence, the advice was
always to focus initially on treating any
depression if it co-existed with an anxiety
disorder, but both guidelines now state that
the more severe problem should be treated
first. Both also advocate a stepped-care
approach to the management of these
disorders, aiming to find the least intrusive
but effective intervention.9,10
The steps are not dissimilar across both

guidelines, with initial education about the
disorder and ‘active monitoring’ as the first
step. If patients remain symptomatic, the
step 2 recommendation is for a low-
intensity intervention which could be non-
facilitated self-help, guided self-help, or
psycho-educational groups. Interestingly,
unlike in depression, non-facilitated self-
help (providing patients with written, audio-
recorded, or computerised self-help
materials based on CBT to make use of
themselves without further guidance) does
appear to be effective for GAD, and is
recommended for this level of stepped
care.10 Reasons for this difference are not
clear, but it may be difficult for people who
are significantly depressed to motivate
themselves to use self-help materials on
their own.
If someone still has significant symptoms

after receiving an appropriate low-intensity
intervention, they should be stepped up to a
high-intensity one. Step 3may involve one of
the psychological therapies with a good
evidence base in this condition (CBT,
applied relaxation, or pharmacotherapy).
Where evidence is similar for different
interventions at the same step (for example,
between CBT and pharmacological
treatment at step 3), patient choice should
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“Primary care clinicians should be aware of the
possibility of anxiety symptoms causing physical
distress or being comorbid with depression or chronic
physical disease.”



determine which is offered, providing that
the intervention is available and not
contraindicated. If people don’t respond to
the first step 3 intervention offered, another
may be tried before considering referral to a
specialist step 4 service.
Although GAD is the most common

anxiety disorder found in the community, it
is important for GPs to be able to identify
and know how to treat other anxiety
disorders, such as panic disorder, social
phobia, and post-traumatic stress disorder
(PTSD). There is no formal stepped-care
approach formulated for these conditions,
and the evidence is probably strongest for
psychological therapies in all of these,
although the components may vary.

HOWCANDETECTIONOFANXIETY BE
IMPROVED IN PRIMARYCARE?
The Patient Health Questionnaire (PHQ-9)
has become part of routine primary care
practice at initial assessment and in the
follow-up of patients diagnosed as
depressed, not least because its use is
rewarded under the Quality and Outcomes
Framework (QOF). Recent studies indicate
that patients do not object to completing
such questionnaires nearly asmuch as was
initially feared by many GPs, so this may be
one way of improving detection rates of
anxiety disorders; although there is some
evidence that GPs may find using such
schedules problematic within a
consultation.11 The equivalent questionnaire
for GAD— the Generalised Anxiety Disorder
Assessment, or ‘GAD-7’ — is not rewarded
underQOFand ismuch less frequently used
in UK primary care. Using the threshold
score of 10, the GAD-7 has a sensitivity of
89% and specificity of 82% for GAD, but
these rates are lower if screening for panic
disorder, social phobia, and PTSD.12
Suggesting the use of another case-

finding measure does not negate the fact
that primary care clinicians should be
aware of the possibility of anxiety
symptoms causing physical distress or
being comorbid with depression or chronic
physical disease. The importance of taking
a careful history, exploring the patient’s
views of their problem, and preferred
management cannot be under-estimated.
Third sector groups, such as Anxiety UK
(http://www.anxietyuk.org.uk/), also provide
services for patients with anxiety and
should be part of the discussion about
treatment options.
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