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Learn about the symptoms and treatment
options, and cultivate a referral network.

By Allison Gregory, FNP-BC, RN, CNE, and Lyons Hardy, PMHNP-BC, RN, PMHCNS-BC

AMANDA, a 45-year-old woman, visits her pri-
mary care office with trouble sleeping, heart rac-
ing, and a tingling sensation around her mouth.
She reports frequent headaches and GI discomfort.
Despite a normal physical exam and diagnostic
test results, the patient continues to have symp-
toms. The advanced practice RN (APRN) notes
that Amanda’s symptoms, which disrupt her home
and work life, seem to increase during stressful life
events. The APRN wonders how to help relieve
this patient’s distress and reduce her anxiety.

Many primary care APRNs may recognize
patients like Amanda in their difficulty provid-
ing relief. Anxiety disorders, some of the most
common mental health conditions seen in pri-
mary care, frequently manifest with physical
symptoms (including chronic headaches, mus-
cle tension and pain, GI upset, heart palpita-
tions, chest pain and tightness, fatigue, trem-
bling or shaking, sweating/sweaty palms,
shortness of breath, dizziness, chills or heat sen-
sation, and sleep disturbances). Anxiety may be
the predominant disorder or it may be a symp-
tom of other disorders.

APRNSs working in primary care should be
prepared to discuss anxiety with their adult pa-
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tients and offer appropriate treatments. Anxiety
in children is beyond the scope of this article.

Etiology

Distress, uncertain circumstances, and even
positive-yet-stressful situations (such as an up-
coming wedding) can trigger anxiety. Intact
coping skills aid spontaneous anxiety resolu-
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tion with time. Anxiety disorders are diagnosed
when symptoms persist for a specified length of
time, depending on the diagnosis. Anxiety be-
comes clinically relevant when it causes signifi-
cant distress or interferes with an individual’s
social, work, or academic functioning.

Most psychiatric disorders are multifactori-
al and multifaceted. For example, an individ-
ual’s genetic predisposition for psychiatric dis-
orders can be triggered by stressors in the
environment that cause changes in the brain’s
function. The Adverse Childhood Experiences
Study demonstrated an association between ear-
ly childhood trauma and physical and mental
health conditions in adulthood.

Screening tools

All patients who report physical symptoms
(such as pain, shortness of breath, and fatigue)
should be screened for depression and anxiety.
Screening for depression starts with the Patient
Health Questionnaire (PHQ)-2, a validated
two-item tool that can be integrated into in-
take forms and nursing triage during primary
care appointments. Patients who score more
than 3 should then be screened with the PHQ-
9. Another tool specific for anxiety disorders
but less widely known is the Generalized Anx-
iety Disorder (GAD)-2 tool, which if positive
(score >3) is followed by the GAD-7.

Diagnostic criteria
The Diagnostic and Statistical Manual of Men-
tal Disorders Sth Edition (DSM-5) categorizes
anxiety as either a predominant symptom in a
condition identified as an anxiety disorder or
a symptom of another mental health disor-
der. Anxiety diagnoses include (those most
commonly treated in primary care are noted
in green)
e agoraphobia
e anxiety disorder due to another medical
condition
generalized anxiety disorder
other specified anxiety disorder
panic disorder
selective mutism
separation anxiety disorder
social anxiety disorder
specific phobia
substance/medication-induced anxiety dis-
order
e unspecified anxiety disorder

Primary care APRNSs can assess and treat sev-
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eral of the anxiety disorders described in the
DSM-5. However, patients with symptoms of
more complex problems, such as mutism, pho-
bias, bipolar disorder, psychotic disorders, obses-
sive—compulsive disorder (OCD), and post-
traumatic stress disorder (PTSD), should be
referred to a mental health professional (psychi-
atric mental health nurse practitioner, clinical
nurse specialist, psychiatrist, or psychiatric physi-
cian’s assistant) for further evaluation and treat-
ment. Patients may present with symptoms of
anxiety due to other diagnoses such as adjust-
ment disorder with anxiety, autism, and atten-
tion deficit and hyperactivity disorder.

Patient assessment
Evaluate anxiety symptoms beginning with a
clear understanding of the history and course
of illness. Some patients experience primarily
cognitive anxiety-related symptoms (excessive
worry, difficulty controlling worry, trouble
concentrating), whereas others experience
physical symptoms (jittery, keyed-up, or on-
edge; fatigue; rapid heart rate; shortness of
breath). Other patients may have a combina-
tion of both cognitive and physical symptoms.
Determine whether the symptoms are con-
stant or intermittent, and ask about aggravat-
ing and alleviating factors. Start with open-
ended questions such as, “Tell me more about
what’s going on?” After obtaining a general de-
scription of the symptoms, narrow down the
assessment with closed questions such as “How
many days per week do you experience the anxi-
ety?” To gauge severity, consider the level of
functional impairment. (See Anxiety assessment.)

Trauma assessment

Anxiety symptoms may be associated with past
trauma and can be understood as hypervigilance
to perceived external threats. People who've ex-
perienced trauma have a heightened response to
threat due to its effect on their nervous systems.
Patients may describe these symptoms as “para-
noia” or “anxiety.” Further assessment can help
you determine whether these symptoms meet
the medical definition of paranoia or are more
closely aligned with a trauma response. Consid-
er asking, “Some people experience thoughts
that the government or the FBI is watching
them or out to get them. Is that what you're ex-
periencing? Or do you have the feeling that you
need to constantly look over your shoulder and
are easily on edge when you're around other
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people?” Patients experiencing hypervigilance
as a response to trauma will typically agree that
the latter best describes their symptoms.

Medical assessment

Rule out medical conditions that might cause
or contribute to anxiety. Hyperthyroidism can
cause a jittery, anxious feeling, and anxiety is a
symptom of pheochromocytoma. Start with a
careful physical exam and assessment of vital
signs, and evaluate the patient’s thyroid stimu-
lating hormone levels, complete blood count,
and comprehensive metabolic panel to rule out
potential differential diagnoses.

Medication assessment
Ask the patient about substance use including il-
licit drugs, alcohol, caffeine, nicotine, and over-
the-counter (OTC) medications. Some drugs
can contribute to anxiety symptoms when
they’re being actively used (cocaine, metham-
phetamine, or other stimulants) or when the pa-
tient is experiencing withdrawal (nicotine, alco-
hol, opiates, or marijuana). Patients who use
alcohol, even in moderate amounts, can wake up
with mild alcohol withdrawal symptoms in-
cluding feeling shaky and anxious. Some pa-
tients find that their anxiety symptoms resolve
when they reduce or eliminate caffeine intake.
OTC medications, such as pseudoephedrine
and dietary supplements marketed to boost en-
ergy or aid weight loss, can produce side effects
that resemble anxiety. The same is true of pre-
scription drugs such as corticosteroids and
bupropion. Complete a thorough medication
reconciliation and substance-use assessment.
Also consider a urine drug screen.

Safety assessment

Don't hesitate to ask patients about suicidal
thoughts. No evidence indicates that asking
these questions contributes to a higher risk for
self-harm or worsens thoughts the patient may
already be having. Use a straightforward ap-
proach with a mix of open-ended and closed
questions. Consider starting with: “Sometimes
when people are depressed (or anxious) they
contemplate taking their own life. Is this a part of
your experience?” Passive suicidal thoughts such
as “T feel like life isn’t worth living anymore”
should be distinguished from active thoughts
with a plan or intent. Patients with active
thoughts of suicide should be treated as a med-
ical emergency that requires expert evaluation.
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Anxiety assessment

Take a systematic approach to assessing patients for anxiety.

History and course of illness

Aggravating and alleviating factors
Constant vs. intermittent

Duration

Level of impairment

Suicide risk

Symptom quality (cognitive vs. physical)

Rule out medical conditions
e Cardiac conditions

e Hyperthyroidism

e Hypoglycemia

® Pheochromocytoma (rare)

Consider substance use

Caffeine

Cocaine or other stimulants

Marijuana

ETOH withdrawal

Opiates

Prescription or over-the-counter medications

Assessment tools
® Anxiety screening

® Generalized Anxiety Disorder (GAD)-2 (bit.ly/3JfKQSd) and GAD-7

(bit.ly/3JjmbvT)

e Primary Care Post-Traumatic Stress Disorder Screen
(bit.ly/3Jm5eRC)

e Suicide screening

e Suicide Assessment Five-Step Evaluation and Triage
(bit.ly/3z0lsLw)

e Columbia-Suicide Severity Rating Scale (bit.ly/3gnk9Cm)

o Ask Suicide-Screening Questions (bit.ly/3zaxCS8)

In addition, distinguish nonsuicidal self-
harm from suicidal behavior. Some patients en-
gage in superficial cutting, scratching, or burn-
ing with no intent to die. These behaviors
frequently occur when the person is experienc-
ing heightened emotions such as a depressed
mood or severe anxiety. To identify patients
who may be having suicidal thoughts, use a
comprehensive tool that assesses for both risk
and protective factors.

Treatment

Nonpharmacologic approaches comprise the
foundation of anxiety treatment. They include
providing education about how anxiety occurs,
the mind-body connection, and trigger recog-
nition. To improve patient resilience during
times of stress, support healthy coping strate-
gies and behaviors—nutritious diet, regular
sleep patterns, physical activity, socialization,
participation in meaningful activities, and
mindfulness (including meditation or prayer).
Approach patient follow up and support treat-
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https://www.hiv.uw.edu/page/mental-health-screening/gad-2
https://www.hiv.uw.edu/page/mental-health-screening/gad-7
https://www.ptsd.va.gov/professional/assessment/documents/PCL5_Standard_form.PDF
https://store.samhsa.gov/product/SAFE-T-Pocket-Card-Suicide-Assessment-Five-Step-Evaluation-and-Triage-for-Clinicians/sma09-4432
https://suicidepreventionlifeline.org/wp-content/uploads/2016/09/Suicide-Risk-Assessment-C-SSRS-Lifeline-Version-2014.pdf
https://www.nimh.nih.gov/sites/default/files/documents/research/research-conducted-at-nimh/asq-toolkit-materials/asq-tool/screening_tool_asq_nimh_toolkit.pdf
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ment adherence as you would other chronic
conditions. Also provide resources to commu-
nity groups, books, apps, and YouTube videos
that teach mindfulness and meditation skills.
Nonpharmacologic treatment also includes
psychotherapy, so develop a referral network of
mental health professionals. Cognitive behav-
ioral therapy (CBT) has the best evidence for
effectiveness. Other modalities also are sup-
ported by evidence, and some patients may pre-
fer a different approach. Interpersonal therapy
is based on developing a therapeutic relation-
ship between therapist and client and is less
structured than CBT. Psychodynamic therapy
addresses developmental experiences and their
impact on current functioning. In both alterna-
tives, patient and therapist rapport may be
more important than the specific modality.
Other therapies may be indicated for specific
conditions. For instance, trauma-focused thera-
py for patients with PTSD and exposure-and-
response prevention therapy for those with
OCD. Make referrals to your mental health col-
leagues to evaluate patients for these therapies.

Pharmacologic approaches

Pharmacologic anxiety treatment typically
starts with selective serotonin reuptake in-
hibitors (SSRI) and serotonin norepinephrine
reuptake inhibitors. These medication classes
are widely prescribed for both anxiety and de-
pression in primary care settings. They have
few contraindications, a low risk profile, and
are well tolerated by most patients. One draw-
back is their relatively slow onset of action (up
to 8 weeks for the full effect). An adequate tri-
al of a medication consists of 4 to 8 weeks at a
therapeutic dose. Some patients may require
higher doses for symptom remission. If the
medication is well-tolerated, slowly titrate the
dose to the maximum range. If the patient
can’t tolerate the medication, try another. To
determine effectiveness, look for symptom
improvement and overall functioning. To ob-
tain measurable data, consider repeating the
PHQ-9 and GAD-7 screening tools.

For patients with acute symptoms, a short-
term prescription of a fast-acting agent may be
needed. Benzodiazepines have several risks. Pa-
tients can develop tolerance and dependency
and may have adverse outcomes from sedative
effects. Tolerance can develop quickly, within 2
to 4 weeks, especially in patients who use these
medications daily. Educate patients about ben-
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zodiazepines potential harmful effects, and lim-
it the medication’s use to short-term symptom
relief while waiting for SSRI effects. Prescribe
the minimum quantity of pills, and don’t ap-
prove refills without seeing the patient.

Another option for acute anxiety relief is
hydroxyzine pamoate or hydroxyzine hy-
drochloride. Early studies indicate that these
sedating antihistamines can be effective for
anxiety. They’re commonly prescribed as an al-
ternative to benzodiazepines. These medica-
tions have anticholinergic effects, so exercise
caution when prescribing them to older adults.

Evidence supports using pregabalin as need-
ed or scheduled to treat anxiety symptoms, and
the beta-blocker propranolol can be used as
scheduled or as needed for panic disorder and
social anxiety disorders, especially performance
anxiety. Both medications target physical anxi-
ety symptoms, including shakiness, tremors,
headaches, and racing heart. (See Pharmacolog-
ic treatment options.)

Maintain competency

Primary care APRNGs frequently see patients
with anxiety symptoms and must maintain
their competency in the diagnosis and evi-
dence-based treatment of anxiety disorders.
Maintain a strong referral network to connect
patients with psychotherapy providers, moni-
tor patients long-term, and provide ongoing ed-
ucation and support.

Amanda’s primary care APRN refers her to a
therapist for weekly counseling sessions to learn
coping skills to manage feeling overwhelmed and
anxious. Her APRN also prescribes escitalopram
(10 mg daily) and hydroxyzine pamoate (25
mg as needed) for breakthrough anxiety. Aman-
da reports nausea when starting escitalopram,
but the APRN helps her manage the temporary
side effects and continues to monitor her and
provide education and support. Several months
later, Amanda reports feeling “like herself
again” and finds occasional headaches and mi-
nor illnesses less disruptive to her daily routine.
After Amanda remains symptom-free for 10
months, the escitalopram is tapered off and she
continues to see a therapist. AN

The authors are clinical assistant professors at Virginia Common-
wealth University School of Nursing in Richmond.

Access references and patient resources at myamericannurse.com/
2p=317241.
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Pharmacologic treatment options

Use medications to treat anxiety based on symptom severity and functional impairment.

Medication name

Typical adult dosing range Notes and side effects

Selective serotonin reuptake inhibitors

Citalopram 20-40 mg daily » Sexual dysfunction
Escitalopram 10-20 mg daily o Lowest risk of sexual dysfunction
Fluoxetine 20-60 mg daily « Avoid in older patients
« Long half-life
» Nausea
» Sexual dysfunction (anorgasmia, decreased libido)
Sertraline 50-200 mg daily » Nausea

Sexual dysfunction

Serotonin norepinephrine reuptake inhibitor

Desvenlafaxine

50-100 mg daily

Sexual dysfunction

Duloxetine

30-90 mg daily

Sexual dysfunction

Venlafaxine

75-150 mg daily

Highest risk for serotonin discontinuation symptoms
Sexual dysfunction

Serotonin agonist

Buspirone

10-30 mg twice daily

Dizziness at higher doses

Alpha-2 adrenergic antagonist, serotonin and histamine antagonist

Mirtazapine

15-45 mg at bedtime

Sedation
Weight gain

Antihistamine

hydroxyzine pamoate
or HCL

25-100 mg as needed for
insomnia or anxiety

Avoid in older adults due to anticholinergic side effects
Sedation

Beta blocker

Propranolol

10-20 mg as needed for anxiety

Hypotension (use caution in patients with hypertension who may be
taking antihypertensive medication)

Dizziness

No Food and Drug Administration (FDA) indication, but widely accepted
as a first-line treatment for physical anxiety symptoms

Anticonvulsant

Pregabalin

50-300 mg in divided doses
two or three times per day

Potential for tolerance or dependence

Alternative agent for augmentation (Add-on therapy if symptoms
aren’t controlled with daily SSRI)

No FDA indication for anxiety

Sedation and dizziness

Benzodiazepines

Alprazolam 0.5-1 mg as needed for anxiety « Highest risk for euphoria and dependence
or insomnia » Not a preferred drug
» Respiratory depression
= Sedation
Clonazepam 0.5-1 mg as needed for anxiety « Avoid in older adults
or insomnia « Long half-life
= Respiratory depression
» Sedation
Diazepam 5-10 mg as needed for anxiety < Avoid in older adults
or insomnia « Long half-life
» Respiratory depression
= Sedation
Lorazepam 0.5-1 mg as needed for anxiety e« Respiratory depression
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or insomnia

Sedation
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Please mark the correct answer
online.

1. Screening for anxiety disorder
starts with which tool?

a. Generalized Anxiety
Disorder (GAD)-2 tool

b. GAD-7 tool

c. Patient Health Questionnaire
(PHQ)-2 tool

d. PHQ-9 tool

2. APRNs can assess and treat
patients with which of the
following disorders without
referral to a mental health
professional?

a. Obsessive-compulsive
disorder

b. Panic disorder

c. Post-traumatic stress
disorder

d. Phobias

3. Which of the following can
produce side effects that resemble
anxiety?

a. Pregabalin

b. Dietary supplements that
aid in weight loss

¢. Benzodiazepine
d. Propranolol

4. Which nonpharmacologic
therapy is best supported by
evidence as a treatment for
anxiety?
a. Psychodynamic therapy
b. Trauma-focused therapy
c. Interpersonal therapy

d. Cognitive behavioral
therapy

5. Which of the following
medications is an option for
treating performance anxiety?

a. Propranolol

b. Selective serotonin reuptake

inhibitors (SSRIs)
¢. Benzodiazepine
d. Antihistamine

6. Which of the following
conditions should be ruled out
when assessing patients with
anxiety symptoms? Select all that
apply.

a. Hyperthyroidism

b. Pheochromocytoma

¢. Hypertension

d. Hypoglycemia

7. An adequate trial of an SSRI
to treat anxiety should begin with
a therapeutic dose for

a. 1 week.

b. 2 to 3 weeks.
C. 4 to 8 weeks.
d. 8 to 16 weeks.

8. Jane* a 60-year-old woman,
visits her primary care office
with heart palpitations, chronic
headache, and fatigue. Her
symptoms increase during times
of stress. You'll assess Jane’s use
of medications and substances
that could be contributing to her
symptoms. Describe what to
include in this assessment.

9. After a thorough assessment,
Jane is diagnosed with anxiety.
Describe possible
nonpharmacologic interventions
to manage Jane’s anxiety.

10. Patients with an anxiety
diagnosis also should be assessed
for safety concerns. Describe
safety assessment methods.

11. Patients may be diagnosed
with disorders that include
anxiety as a symptom. What are
some of these diagnoses?

12. Patients with acute symptoms
may need which of the following
medications on a short-term
basis.

a. Diazepam
b. Fluoxetine
c. Sertraline
d. Citalopram
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