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OBJECTIVES

1. Describe Anxiety Disorders

2. First, second, and third-line treatment

3. PRN options

4. Alternative options
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PREVALENCE OF ANXIETY

• Anxiety disorders are the world's most common mental health disorder (1)

• Anxiety increased from 2008 to 2018 among American adults (2)

• Nearly 7% of adults and 15% (1 in 6) of young adults reported anxiety in 2018 
(2, 3)

• Anxiety increased most rapidly among young adults ages 18–25 years old (2)

• More women are affected by anxiety disorders than men (3)
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IMPACT OF ANXIETY DISORDERS

• Anxiety causes frequent school and work absence resulting in high 
cost burden, but is difficult to study.

• Although highly effective treatments for anxiety disorders exist, only about 1 
in 4 people in need (27.6%) receive any treatment (1)

• Barriers to care include lack of awareness that this is a treatable health 
condition, lack of investment in mental health services, lack of trained health 
care providers, and social stigma.

• There are limited novel medication treatments.
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ANXIETY DISORDERS
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CASE: WHAT ARE WE TREATING?

CC: "I think I have OCD"

22 yo female, reports

• Difficulty with sleep

• "Easily irritated" if things aren't in their spot

• "I have ADHD and tics."

• History of trauma

• Attending community college and has a part time job

• "I've only been treated for depression; I've never been given something for my anxiety."

• What are we treating? What is on your differential?
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CO-OCCURRING ANXIETY DISORDERS

• Generalized Anxiety 
Disorders

• Social Anxiety 
Disorder

• Panic Disorder

• Specific phobia

• Separation anxiety 

• Personality disorder

• PTSD

• OCD

• ADHD

• Eating Disorders

• Bipolar

• Schizophrenia

• Substance use (caffiene, 

cannabis, alcohol, stimulants, 

benzo rebound)

o does not need to be substantial

• Insomnia

• Medical causes: anemia 

(restless legs), low vitamin 

D, hypo/hyperthyroid, 

pheochromocytoma, Irritable bowel 

syndrome, migraines, 

chronic pain, cardiac disorder, canc

er, respiratory disease

• Somatic Symptom Disorder

• Functional Neurological Disorder

• Illness Anxiety Disorder

• Agorophobia

• Trichotillomania or tic disorder
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ASSESSING ANXIETY

• Current stressors

• Prescribed Medications

• Substances

• Comorbid medical issues

• History of past stressful/traumatic events

• Screening for comorbind psychiatric issues

• Assess current coping strategies
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VALIDATED SCREENING TOOLS FOR ANXIETY:

SCARED- Screen for Child Anxiety-related Emotional Disorders'.
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ANXIETY TREATMENT ALGORITHM
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FIRST LINE TREATMENT IN ALL AGES

• SSRI/SNRI

• Cogntive Behavior Therapy

WHO GETS TREATED WITH MEDICATIONS?

• Severity of symptoms

• Level of distress and impairment on functioning

• Patient preference*

• R/O hypomania/mania
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FIRST LINE MEDICATIONS

Selective serotonin reuptake inhibitor (SSRI) and Serotonin 
Norepiphrine Retupdate inhibitor (SNRI):

o Both are equally effective and first line for PD, GAD, SAD, 
PTSD (7)

o SSRI are better tolerated than SNRIs (7)
o Continue treatment for 6-12 months once stable

Side effects:
o Sexual side effects are the #1 reason for patients 

discontinuing these medications
o Withdrawal syndrome ("brain zaps", flu-like symptoms, 

mood and sleep changes)
▪ More common in SNRIs

▪ Slow taper to prevent withdrawal
o Drug-drug interactions:

▪ Fluoxetine, Bupropion, Paroxetine: Strong 2D6 
inhibitors

▪ Do not combine due to serotonin syndrome risk
• Risk of incresed suicidal thoughts < 25 years old, not attempts

https://www.ocduk.org/overcoming-
ocd/medication/how-ssri-work/
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TITRATION PLAN

• Start at low dose and go slow

• Most article describe onset of effect between 2-
4 weeks with symptom improvement up to 8-12 
weeks (7, 8, 10)

• Response rate up to 60-70% (8)

• If no response but medication is tolerated after 
4-6 weeks at starting dose AND patient is 
willing, titrate further over another 4-6 
weeks with potential of reaching FDA maximum 
dose

Montgomery SA, et al 2001
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TYPICAL MAXIMUM THERAPEUTIC DOSES (MG/DAY):

SSRI:

• Paroxetine (Paxil) 60 mg*
• Sertraline (Zoloft) 200 mg*
• Citalopram (Celexa) 40 mg
• Escitalopram (Lexapro) 30 mg
• Fluoxetine (Prozac) 80 mg

• Fluvoxamine (Luvox) 300mg
• Vilazodone (Viibryd) 40mg
• Vortioxetine (Trintellix) 20mg

SNRI:
• Venlafaxine ER (Effexor) 225 mg*
• Duloxetine (Cymbalta) 120 mg
• Desvenlafaxine (Pristique) 100mg

OCD: Often require higher doses
Eating Disorders: weight neutral for best response
PTSD: Trauma therapy is gold standard
SUD: Treat simultaneously
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COMMON SIDE EFFECTS IN SSRI

• GI Side Effects
o Sertraline

• Drowsiness
o Paroxetine and fluvoxamine

• Orthostatic Hypotension
o All can but especially Paroxetine

• All can cause sexual sdie effects
o All can but especially Paroxetine

• QTc Prolongation
o Citalopram and (escitalopram)

• Insomia/agitation
o Fluoxetine, then sertraline

• Weight
o Least likely to cause weight gain --> Fluoxetine
o Most likely to cuase weight gain --> Paroxetine

Up to date and Rickels, K et al. 2019
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SECOND LINE OR AUGMENTATION OPTIONS

• Buspirone (Buspar) 60mg/ day

o DX: GAD only

o Augmentation to SSRI 

o Generally well tolerated (common SE: dizziness, nausea, headaches)

o Similar response to benzodiazepine for GAD

o Lack of sexual side effects and may reduce sexual side effects associated with SSRIs/SNRIs

o BID/TID dosing due to short half life

o Schedule dosing for best efficay

11, 12
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SECOND LINE OPTIONS CONTINUED

• Mirtazapine (Remeron), 60mg at bedtime

o Dx: GAD, PD, SAD, OCD, PTSD

o Sedation side effects

o Appetite stimulator

o Less likely to have sexual side effects

o Less likely to have GI side effects

• Gabapentin (Neurontin), 2400mg (TID dosing)

o Limited studies in GAD, some in SAD and PD

o Side effects: Dry mouth, constipation, weight gain

o Approved for neuropathic pain

o Not approved by FDA for GAD

o Off label for alcohol withdrawal

• Pregabalin (Lyrica), 300mg (BID dosing)

o SAD and GAD

o Expensive

o Schedule V Medication

• Prazosin for PTSD nightmares (1-15mg 

QHS)

o Monitor for dizziness and hypotension

• TCAs have more side effects than SSRIs, are 

lethal on overdose

o Clomipramine is approved for OCD and may out-

perform in studies but more side effects

o Bupropion is ineffective for Anxiety Disorders

5,11, 16
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MEDICATION MANAGEMENT CASE

25 year old person history of anxiety on fluoxetine 30 mg daily, reports initial benefit 
however reports difficulty falling asleep for 1-2 hours.

What questions do you have?

What would you suggest as next step?

• Move dose to QAM

• Increase fluoxetine to 40mg

• Discuss sleep hygiene

• Clarify when patient is taking dose

• Switch to another SRRI if not tolerating
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VERY THIRD LINE: NEUROLEPTICS/ ANTIPSYCHOTICS

• Strongest data support adjunctive use, added to SSRI, in OCD (Quetiapine, Olanzapine, 
Risperidone)
o FDA denied apporal quetiapine for anxiety due to metabolic side effects.

o Reserve for severe and refactory cases

o Consult psychiatrist for input as able

• The adverse effects on lipids, glucose and weight are much better established than clinical 
benefits.
o Also risk for movement disorders such as tardive dyskinesia and extrapyramidal symptoms

• Lamotrigine has anxiolytic properties, but still being studied.

5,11, 16
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BUT I GET PANIC ATTACKS!

• What are panic attacks? 

• Panic Attack:
– A discrete period of intense fear or discomfort, in which four (or more) phsycial 

symptom developed abruptly and reached a peak within 10 minutes and resolve within 
an hour.
▪ Triggered or untriggered

• Panic Disorder:
– Recurrent UNTRIGGERED panic attacks with one month or more of worry about future attacks 

or maladaptive change in behavior related to the attacks.



UW PACC
©2024 University of Washington

NON ADDICTIVE PRN ("AS NEEDED") MEDICATOINS 

Hydroxyzine (Visteril)
DX: GAD and early insomnia

• 10-25mg PRN TID
• Sedating
• Nonaddictive
• Antihistamine 
• SE: sedation, fall risk especially in elderly

Propranolol:
– Beta-blockers are only indicated and studied for Performance Anxiety.

– Do not combine with hdyroxyzine and other blood pressure medication

Goal is to treat anxiety with SSRI and not need PRN long-term

5,11
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WHEN TO USE A BENZODIAZEPINE?

• Diagnosis: Most justified for Panic and Social Anxiety Disorder;
oLess for GAD; no utility for PTSD or MDD

oCan worsen depression

o If Bipolar, hypomanic/manic, catatonic, acute settings

oAlcohol or benzodiazepine withdrawal

• Tried non-addictive options

• Short-term scheduled use only

• Prefer long half-life (clonazepam, diazepam)

• Discuss risks of co-administered w/CNS depressants leading to respiratory depression, 
cognitive and memory effects, fall risk in elderly

17,18
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OTHER CONSIDERATIONS

• Can impact benefit from psychotherapy

• Avoid PRN benzos. Patients give the benzo credit for relief of the panic attack

• Are they in therapy?

• Other contributing factors or diagnosis?
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MANAGING THE PATIENT WHO IS ALREADY ON A BENZO WHEN YOU MEET THEM

• Discuss risks and concerns for long-term benzodiazepine use

• Have agreement that the patient works exclusively with you

• Discuss reduction will be done AFTER other medication or behavioral treatments 
are initiated

• Tell them your aim is for a gradual reduction in dose over months

• Regular schedule, avoid PRN use

• Discuss and check Rx monitoring program

• Screen for substance abuse history (UTOX?)

16, 17
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NON-PHARM OPTIONS

• Physical Activity
• High-intensity interval training (HIT)

o Every other day for 12 dyas
o 20 minutes alternating one-minute bouts of 

elevated HR above and below 70% HR max
o 5- minute warm up and cool down.

• Yoga 
• Tai Chi
• Mindfulness-Based Stress Reduction (MBSR)
• Hypnosis
• Acupuncture
• DBT TIPP skills *ICE
• Therapy
• Sleepy hygiene, sleep study, CBT-I
• Phone Apps
• Support versus emotional support animals

5, 14,15,
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NATURAL SUPPLEMENTS

• Ashwaganda

• Magnesium

• Lavender

• Cannabis*

o Induce psychosis and cyclic vomitting

Mixed data, not regulated, unknown and potential side effects
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SUMMARY 

• Clarify diagnosis and provide education when possible

• SSRI/SNRIs are first line options for anxiety disorders

• Avoid PRN use, but rather scheduled preventative medications and work on 
behavioral changes.

• Engaged in discussions about sleep, substances and exercise

• Therapy, Therapy, Therapy
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THANK YOU!


