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Providing best care for anxiety disorders  
in general practice

Key messages •	 Use key symptoms to differentiate between types of anxiety 
disorders and determine effective treatment

•	 Trial non-drug therapy including psychological therapy as first line

•	 Consider an antidepressant for those who do not respond 
adequately to psychological therapies, selecting on the basis  
of evidence of efficacy in the diagnosed anxiety disorder

•	 Reserve benzodiazepines for short-term use in selected circumstances

Use key symptoms to differentiate between types of anxiety disorders

Anxiety disorders are characterised by various 
combinations of key symptoms — excessive  
anxiety, fear, worry, avoidance, compulsive rituals 
— that are associated with impaired function or 
significant distress (see NPS News 65 insert at 
www.nps.org.au/news_65).1–3 The essential feature 
of generalised anxiety disorder (GAD) is excessive 
anxiety and worry about a number of events and 
activities.2 Generalised social anxiety disorder* is 
characterised by a marked and persistent fear of 
social and performance situations.2

One type of anxiety disorder may co-exist with 
another or be present with other disorders (e.g. 
mood or substance use).1 Anxiety disorders are 
usually chronic. Symptoms may be primary or 
secondary to other physical or psychiatric disorders.

Anxiety may be caused by a general  
medical condition

A variety of general medical conditions can cause 
clinically significant anxiety symptoms.2 For example, 
people who have chronic obstructive pulmonary 
disease (COPD) often experience anxiety (and 
depression). Treat COPD symptoms as usual. Provide 
people with information about treatment for the 
anxiety disorder.4,5 Consider a multidisciplinary 

care plan to document the various medical, 
paramedical and non-medical services required.†

Other general medical conditions that can 
cause anxiety include hypoglycaemia, hyper- or 
hypothyroidism, heart failure, arrhythmia and 
vitamin B12 deficiency.2

Trial non-drug therapy including psychological 
therapy as first line

The benefits of psychological therapies (such as 
cognitive behavioural therapy [CBT]) for both 
GAD and generalised social anxiety disorder 
are maintained for ≥ 12 months after stopping 
treatment3, and could be expected to continue 
for as long as people apply the skills learned. 
Conversely, up to 40% of people relapse within 
6–12 months after stopping drug therapy.3

Where possible, start with psychological therapies 
and non-drug strategies for GAD and generalised 
social anxiety disorder (see NPS News 65 insert for 
more information).1,2,4 If choosing CBT, guidelines 
recommend starting with 8–20 hours.3,6 Choice 
of therapy may differ between anxiety disorders: 
people with generalised social anxiety disorder 
benefit from CBT, exposure-based interventions  
and social skills training.1,3
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* Sometimes called social phobia.

† �See www.health.gov.au/epc for more information about the Enhanced Primary Care program which provides a framework for a multidisciplinary approach  
to health for people with chronic conditions and/or complex care needs, and older Australians.
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Consider antidepressants if response to psychological therapies  
is inadequate

Table 1: Guideline recommendations for drug therapy for GAD and generalised social  
anxiety disorder†1,3,6,8

Anxiety 
disorder

If adding drug therapy,  
start with a 12 week trial of:

After 12 weeks of therapy

GAD •	 �an SSRI (escitalopram, paroxetine, 
sertraline) OR

•	 imipramine† OR
•	 venlafaxine

If there is improvement, continue for 
at least 6 months, then slowly taper 
the dose and stop.

If there is no 
improvement or the 
first antidepressant 
is not suitable, 
switch to another 
antidepressant

Generalised social 
anxiety disorder

•	 �an SSRI (escitalopram, fluvoxamine, 
paroxetine, sertraline) OR

•	 venlafaxine

If there is improvement, continue 
for at least 6 months (up to 12–24 
months), then slowly taper the dose 
and stop.

† In practice the use of imipramine for GAD is limited by its adverse effects and the risk of death in overdose.3

If psychological and other non-drug therapies  
are not sufficiently effective or are unsuitable,  
an antidepressant may be added (see Table 1). 
Assess efficacy of antidepressant therapy after  
at least 12 weeks (in contrast to 6–8 weeks for 
major depression).

Guidelines do not recommend starting with 
combined therapy (an antidepressant combined 
with psychological and other non-drug strategies) in 
adults because there is no evidence that combination 
therapies are more effective than either alone.3,6

Which antidepressants have efficacy for what 
anxiety disorder?

Not all antidepressants have been assessed for 
efficacy in all anxiety disorders, nor can efficacy be 
generalised across an antidepressant class. Choose 
an antidepressant shown to have benefit for the 
anxiety disorder diagnosed (see Table 1). Consider 
the adverse effect profile and concomitant 
medicines before prescribing.

Antidepressants are more effective than 
benzodiazepines for treating the uncontrollable 
worry associated with GAD and they do not 
produce tolerance or dependence.1,3

In short-term (12–24 weeks) trials in generalised 
social anxiety disorder, escitalopram, fluvoxamine, 
paroxetine, sertraline and venlafaxine appear to be 
similarly effective but differ in their adverse effects.7 
Long-term therapy with escitalopram, paroxetine 
or sertraline has been shown to prevent relapse in 
generalised social anxiety disorder.6

Antidepressants have a limited role for 
children and adolescents with anxiety

Anxiety disorders are the most common mental 
disorder in children: CBT is first-line.1,2,6 Consider 
adding an SSRI when there is severe functional 
impairment (e.g. social, academic) that does not 
respond to psychological therapies.1,3,6,9 

A systematic review found that CBT was more 
effective than placebo for treating childhood 
anxiety disorders (pooled odds ratio 3.3; 95% 
confidence interval 1.9 to 5.6). However, children 
with co-morbidities (e.g. other anxiety disorders, 
depression) were excluded from most trials so it is 
possible that this estimate may not reflect the ‘real 
life’ effects of CBT.10 

Evidence for antidepressants is mostly in children 
with obsessive–compulsive disorder for which 
fluoxetine, fluvoxamine, paroxetine and sertraline 
are subsidised on the PBS.1,11,12 Carefully monitor 
antidepressant therapy in children and consider  
a trial discontinuation within a year for those with 
markedly reduced symptoms.1,6

There are few data on the relative or combined 
efficacy of psychological therapies and/or drug 
therapy for anxiety disorders in children and 
adolescents. However, a recent 12-week, small 
(n = 488) placebo-controlled trial found that CBT 
combined with sertraline in children (aged 7–17 
years) with a diagnosis of generalised, social or 
separation anxiety disorder was significantly more 
effective than monotherapy with either CBT or 
sertraline (NNT* = 1.7). The trial also showed  
that monotherapy with either CBT or sertraline  
was significantly more effective than placebo  
(NNT = 2.8 and 3.2 respectively).13
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Concerns have been raised about the increased 
risk of suicidal ideation and behaviours in children 
and adolescents who take antidepressants.  
The Australian Adverse Drug Reactions Advisory 
Committee recommends case-by-case SSRI 
prescribing with careful monitoring.14 A British 
guideline suggests that children and adolescents 

with anxiety disorders are at lower risk of  
self-harm and gain more therapeutic benefit  
with SSRI therapy compared with children  
with depression.6 The main indications for 
SSRIs in children and adolescents include 
obsessive–compulsive disorder, GAD and 
generalised social anxiety disorder.15

Reserve benzodiazepines for short-term use in selected circumstances
In general, reserve benzodiazepine use to the 
short-term3 for people who have not responded 
to at least 2 therapies (e.g. psychological therapy, 
antidepressant).6 Short-term therapy may be useful 
for an acute exacerbation of GAD refractory to 
non-drug strategies and psychological therapies. 
Gradually reduce the dose to zero within 6 weeks.1 
Short-term therapy may also be useful before the 
social event or performance for people with  
non-generalised social anxiety disorder who 
cannot use propranolol (e.g. those with asthma, 
severe peripheral vascular disease).1 Use may 
be limited by adverse effects such as sedation, 
impaired coordination or disinhibition.1

Limitations of long-term benzodiazepine use

Benzodiazepines may cause dependence — 
particularly in those with a history of dependence 

on alcohol and/or other drugs — and a 
withdrawal syndrome. Up to a third of people 
taking a benzodiazepine long-term have difficulty 
withdrawing or stopping.1,3,6,16

For GAD, limit long-term use for people for whom 
non-drug strategies, psychological therapies and 
alternative drug therapies (e.g. SSRI) have failed to 
provide significant improvement.1 Try to wean every 
6–12 months by gradually reducing the dose and 
increasing the focus on psychological therapy  
(to manage symptom exacerbation).1 

For generalised social anxiety disorder, limit  
long-term use to people who have unsuccessfully 
trialled at least 2 antidepressants, and only when 
there is no history of alcohol and/or other drug 
abuse or depression (common co-morbidities).1,3

* �NNT = the number of children who needed to be treated for 1 child to benefit (rated as ’very much’ or ‘much’ improved on the Clinical Global Impressions  
– Improvement scale).

Diagnose premenstrual dysphoric disorder according to criteria 

A 	� Symptoms begin 1 week before menses and resolve in 
the first few days after menses (over most cycles in the 
past 12 months)

B	� Five of the following symptoms, one of which must be 
a mood symptom

	 Mood symptoms (at least 1 must be present)
	 –	� Depressed mood, feelings of hopelessness  

or self-deprecating thoughts
	 –	 Anxiety/tension
	 –	 Mood swings
	 –	 Irritability/anger or increased interpersonal conflict

	O ther symptoms
	 –	 Decreased interest in usual activities
	 –	 Difficulty concentrating
	 –	 Fatigue or lack of energy

	 –	 Appetite changes
	 –	 Hypersomnia or insomnia
	 –	 Feeling out of control or overwhelmed
	 –	� Somatic symptoms (e.g. bloating, mastalgia, 

headache)

C 	� Symptoms must be severe enough to interfere 
with work, school, usual activities or interpersonal 
relationships

D 	� Symptoms may be superimposed on an underlying 
psychiatric disorder, although they should not be  
an exacerbation of another condition

E 	� Criteria A, B, C, and D must be confirmed by 
prospective daily charting for ≥ 2 consecutive 
symptomatic menstrual cycles

Figure 1: Research criteria for premenstrual dysphoric disorder (PMDD)2
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Start with non-drug strategies  
and lifestyle changes

PMDD is a chronic condition, with symptoms 
lasting possibly until menopause. Start with  
non-drug strategies (e.g. CBT, relaxation training) 
and lifestyle changes (e.g. exercise)17: see the NPS 
RADAR review for more information.18 

Fluoxetine or sertraline may be beneficial  
for some women suffering from PMDD

Consider adding fluoxetine or sertraline for women 
who still have PMDD symptoms after 2–3 months 
of non-drug strategies and lifestyle changes.17,19 

Fluoxetine and sertraline are TGA-approved for 
PMDD as defined by DSM-IV research criteria (see 
Figure 1) but are not subsidised on the PBS for this 
indication.12,20,21 The efficacy of antidepressants for 
PMDD has not been directly compared with that of 
other drugs (e.g. oral contraceptives, gonadotrophin-
releasing hormone agonists). Uncertainties remain 
about the efficacy, tolerability and safety of long-term 
SSRI therapy because of a lack of long-term trials.

Oral contraceptives may be an option for women 
who only have physical symptoms17 but trials have 
conflicting results.19,22

Treating premenstrual dysphoric disorder


