Kliiniline küsimus nr 2

Kas kõigil ärevushäire kahtlusega patsientidel (sugu, vanus, haridus)  kasutada diagnoosimisel anamneesile lisaks diagnostilised intervjuud vs enesehinnangulised testid/küsimustikud  vs muu?

Tulemusnaitajad

CPA – recognition rate (using Sheehan disability scale in diagnostic process)

degree of everyday impairment, medical servise costs, treatment outcome, risc of  relapse (if comorbid disorders)
UoSH – outcome of consultation (using ROM routine outcome measure instrument in waiting room)

NGC – QALY and total costs (using ROM in diagnostic process)

APA – course, treatment and prognosis of disease (if sreen for other psychiatruc conditions)

Gilbody et al (2001) - rate of recognition of anxiety disorder, rate of following intervention

Gilbody at al (2002) – rate of recognition of mental disorders, psychosocial outcomes.
Ravijuhendid
Kokku oli hinnatud 9 ravijuhendit. Diagnoosimise kohta oli infot 7 ravijuhendis (CPA, NICE, NHS, UoSH, NGC, APA, BAP)

Neljas  ravijuhendis (CPA, NHS, UoSH, APA)  lisaks anamneesile ärevushäire diagnoosi soovitatakse täpsustada muu meetodiga (lab. Analuusid dif. diagnoosimise eesmargil, kliiniline intervjuu, enesehinnangulised testid/küsimustikud).

· Kliiniline intervjuu

Ühes ravijuhendis (NHS)  diagnoosi püstitamiseks soovitatakse kasutada poolstruktureeritud kliinilist intervjuud.

· Enesehinnangulised testid/küsimustikud

CPA - The Sheehan Disability Scale võib kasutada selleks, et hinnata kuivõrd häiritud on inimese sotsiaal-, töö- ja pereelu sümptomite tõttu. Skaala kasutamine võib parandada äratundmise määra ja seda võib kasutada ka ravitulemuste hindamisel.

NICE - soovitab mitte kasutada küsimustikke/teste diagnoosimise protsessis, sest nende kasutamise kohta ei ole piisavalt tõendeid. Diagnoosimine baseerub kas DSM-IV või ICD kriteeriumitel

NHS - diagnoosimine DSM-IV kriteeriumite alusel, enesehinnangulisi teste/küsimustikke kindlalt ei soovitata kasutata diagnoosi püstitamiseks, nad mingil juhul ei tohi asendada kliinilist intervjuud, kuid neid võib kasutada abivahendina intervjuu läbiviimisel, samuti nad võivad toetada kliinilist otsust, aidata hinnata sümptomite raskust ja progressiooni (Hospital  Anxiety and Depression, Clinical Anxiety Scale and Physician Questionnaire , GADS).

UoSH - Pole piisavalt tõendeid selleks, et soovitada mõnda head valideeritud enesehinnangulist küsimustikku kasutamiseks diagnostilises protsessis. Põhiline on ikka arsti enda konsultatsioonioskus. Viimasel ajal aga üha rohkem tõendeid ilmub selle kohta, et küsimustikke administreerimine ooteruumis enne konsultatsiooni parandab konsultatsiooni tulemust.

NGC – arevushaire diagnoosimisel soovitatakse kasutada GAD-/GAD 7 küsimustikku (+lisaküsimus juhul, kui skoor jääb alla kolme.) , sest see tostab haiguse aratundmise maara ja toob kaasa QUALY skori suurenemist, samuti see on kulutohus.  

Erijuhtudel (häiritud keele- või kõnemvõime patsiendil) võib  kasutada Distress Thermometer  skaalat.
BAP – enesehinnangulised testid on sensitiivsed, kuid mittespetsiifilised, mis seab kahtluse alla nende kasutamist ärevushäirete skriinimiseks. The Hospital Anxiety and Depression Scale võib kasutada kõrge riskiga populatsiooni skriinimiseks ärevushäire suhtes. 
Üheski ravijuhenditest ei soovitata kasutada enesehinnangulisi teste/küsimustikke diagnoosi püstitamiseks, küll aga räägitakse kolmes ravijuhendis (NHS, NGC, CPA), et neid (küsimustikke) võib kasutada abivahendina kliinilise intervjuu läbiviimisel, nad aitavad hinnata sümptomite raskust ja progressiooni ning võivad toetada arstliku otsuse.
· Dif.diagnoos

Kuues ravijuhendis (CPA, NHS, UoSH, APA, BAP, NICE) sialdus infot selle kohta mis haigusi tuleb kahtlustada diff. diagnostiliselt ärevusega patsiendi uurimisel. Viies ravijuhendis (CPA, NHS, APA, BAP, NICE) märgitakse, et diff. diagnostiliselt tuleks kahtlustada mõnda muud psühhiaatrilist haigust (nt. depressioon, muu ärevushäire, somatoformne häire, psühhootilised häired, alkoholism, muud sõltuvushäired, düstüümia, bipolaarhäire, isiksusehäired). Neljas ravijuhendis (CPA, APA, NHS, UoSH ) räägitakse, et diff. diagnostiliselt tuleb kahtlustada mõnda somaatilist haigust, nt. hüpo- ja hüpertüreoidism, hüpoglükeemia, neerupealisepuudulikkus, hüperkortitsism, feokromotsütoom,menopaus, kongestiivne südamepuudulikkus,KATE,  arütmia,mitraalklapi prolaps, stenokardia, MI, hüpertensioon, hüpotensioontransitoorne isheemiline atakk, astma, KOK,kopsupõletik, diabeet, porfüüria, vestibulaardüsfunktsioon, temporaalne epilepsia, migreen, kasvaja, entsefaliit, varajane dementsus, plii mürgistus, peptiline haavand,  ärritunud soole sündroom , Vit. B12 defitsiit, aneemia, urotrakti infektsioon (eriti vanemaealistel, krooniline väsimus/roidumus. Kolmes ravijuhendis (CPA, NHS, APA ) pakutakse läbi viia diff. diagnoosimise ravimitest tingitud ärevusega (nii käsimüügi kui ka retseptiravimid).

Kuues ravijuhendis (CPA, NICE, NHS, UoSH, APA, BAP) sisaldus info selle kohta mis haigused esinevad sagedamini koos ärevushäiretega. CPA-s märgitakse, et Kuni 75% -l nendest kellel sai diagnoositud ärevushäire sellega kaasneb vähemalt veel üks muu psüühikahäire, koige sagedamini on see moni muu arevushaire. Kuni uhel kolmandikul arevushairega patsientidel esineb ka depressiooni.  Samuti CPA-s rõhutatakse, et kõiki vanemaealisi arevusega  patsiente soovitatakse kindlasti kontrollida võimaliku kaasneva depressiooni, kehalise haiguse või ravimite kõrvaltoimete suhtes ja et komorbiidsusega tuleb arvestada, sest sellest sõltub patsiendi edasine käsitlus ja ravi edukus.    Viies ravijuhendis (CPA, NICE, UoSH, APA, BAP) märgitakse, et ärevushäirega sageli kaasneb depressioon. Neljas ravijuhendis (CPA, NICE, APA,  UoSH ) sisaldub info selle kohta, et ärevushäirega koos võivad esineda sõltuvushäired (k.a alkoholism), kusjuures NICE-s märgitakse, et sõltuvushäired võivad olla GAD-i tagajärjeks. Neljas ravijuhendis märgitakse, et koos ärevushäirega võivad esineda ka somaatilised haigused (CPA, NICE, NHS, APA), kusjuures NHS-i andmeil ärevushäiretega patsiendid põevad sagedamini järgmiseid haigusi võrreldes ärevushäiret mittepõdevate patsientidega:  gastrointestinaaltrakti haigused, genitourinaartrakti haigused, osteomuskulaarsed haigused, migreenid, allergilised haigused, liigeste hüpermobiilsus, kilpnäärmehaigused, kardiopaatia. Kolme ravijuhendi  (CPA, NICE, APA)  andmeil ärevusega patsiendil võib esineda mitu ärevushäire tüüpi koos. 

Vt. Lisafail – dif. diagnoos
· Lisauuringud

Neljas ravijuhendis (CPA, NHS, UoSH, APA) diagnoosi püstitamisel lisaks anamneesile pakutakse kasutada  muid täpsustavaid meetodeid, nt. lab. analüüse, muid täiendavaid uuringuid ja  algoritme, mille eesmärgiks on välja lülitada muud haigused (dif. diagnoosimise eesmärkidel).

CPA – arevushaire kahtlusega patsiendi uuringuplaani paks kuuluma uldine labivaatus, kasutatavate  ravimite kontroll (k.a kasimuugiravimid), kusitlemine alkoholi ja koffeiini tarbimise kohta, fuusikaline organsusteemide  uurimine  soltuvalt kaebustest. Lisauuringuid korraldatakse vastavalt kliinilise leiu ja anamneesi andmetele.  
NHS – korralda lisauuringud vastavalt kahtlustatud seisundile, võttes arvesse kahtlustatud seisundi kriitilisust ja lähtudes sumptomitest ja kliinilisest leiust.  
UoSH - juhul, kui patsient pöördub EMO-sse või muu üksusesse ägeda rindkerevaluga, talle peaksid olema tehtud lab. baastestid ja muud uuringud ägeda somaatilise  haiguse välistamiseks.
APA  - vajadusel lisauuringud muude somaatiliste haiguste välja lülitamiseks
Süstemaatilised ülevaated

Gilbody et al (2001).Routinely administered questionnaires for depression and anxiety: systematic review. This systematic review examined the effect of routinely administered psychiatric questionnaires on the recognition, management and outcome of psychiatric disorders in non-psychiatric settings. Nine randomised studies were identified that examined the use of common psychiatric instruments in primary care and general hospital settings. Studies compared the effect of the administration of these instruments followed by the feedback of the results to clinicians, with administration with no feedback. Meta-analytic pooling was possible for four of these studies (2457 participants), which measured the effect of feedback on the recognition of depressive disorders. Routine administration and feedback of scores for all patients (irrespective of score) did not increase the overall rate of recognition of mental disorders such as anxiety and depression (relative risk of detection of depression by clinician after feedback 0.95, 95% confidence interval 0.83 to 1.09). Two studies showed that routine administration followed by selective feedback for only high scorers increased the rate of recognition of depression (relative risk of detection of depression after feedback 2.64, 1.62 to 4.31). This increased recognition, however, did not translate into an increased rate of intervention. Overall, studies of routine administration of psychiatric measures did not show an effect on patient outcome. There is little evidence to show that routine measurement of outcome is of benefit in improving psychosocial outcomes of those with psychiatric disorder managed in non-psychiatric settings.
Gilbody, S.M., House, A.O., and Sheldon, T. (2002) Routine administration of Health Related Quality of Life (HRQoL) and needs assessment instruments to improve psychological outcome--a systematic review.[
In a systematic review of nine studies on the addition of routine outcome measurement to care in both psychiatric and non-psychiatric settings, the results showed that the routine feedback of instruments had little impact on the recognition of mental disorders or on longer term psychosocial functioning. While clinicians

welcomed the information imparted from the instruments, they rarely incorporated the results into routine clinical decision-making. Routine outcome measurement can be a costly exercise and the authors conclude that there is no robust evidence to suggest that it is of benefit in improving psychosocial outcomes in non-psychiatric settings
Uuringud diagnostika teemal väljaspool ravijuhendites pakutuid allikaid. 
Sait Gönen M, Kisakol G, Savas Cilli A, Dikbas O, Gungor K, Inal A, Kaya A., Endocr J. 2004 Jun;51(3):311-5, Assessment of anxiety in subclinical thyroid disorders.

Eighty-five outpatients were enrolled into the study. In the presence of normal fT(3) and fT(4), patients were grouped as subclinical hyperthyroid with TSH lower than 0.1 mU/L (n = 24), subclinical hypothyroid with TSH higher than 4.5 mU/L (n = 32) and euthyroid subjects (n = 29). Beck's Anxiety Inventory (BAI) was administered to all patients. There was no any statistically significant difference between euthyroid and study groups in terms of age, gender, weight and height (p<0.05). One-way ANOVA showed that both of the subclinical hypothyroid and subclinical hyperthyroid groups had significantly higher anxiety scores than euthyroid group (F: 11.4, p<0.001). Manifest hypothyroidism and hyperthyroidism, as causes of mental and neurological dysfunction have been known for a long time, but the relation between subclinical thyroid dysfunction and anxiety is less well studied. We have found that subclinical thyroid dysfunction increases the anxiety of patients whether hyperthyroid or hypothyroid. Overlap of symptoms common to both thyroid dysfunction and anxiety is an important limitation in this study. Mood changes especially anxiety due to subclinical thyroid dysfunction may have an important impact on the patient's quality of life.

Kikuchi M, Komuro R, Oka H, Kidani T, Hanaoka A, Koshino Y. Prog Neuropsychopharmacol Biol Psychiatry. 2005 Jan;29(1):77-81. Relationship between anxiety and thyroid function in patients with panic disorder.

The aim of this study was to investigate correlations between thyroid function and severity of anxiety or panic attacks in patients with panic disorder. The authors examined 66 out-patients with panic disorder (medicated, n=41; non-medicated, n=25), and measured their free thriiodothyronine (T3), free thyroxine (T4) and thyroid-stimulating hormone (TSH) levels. Significant correlations between the thyroid hormone levels and clinical features were observed in the non-medicated patients. The more severe current panic attacks were, the higher the TSH levels were. In addition, severity of anxiety correlated negatively with free T4 levels. In this study, we discuss relationship between thyroid function and the clinical severity or features of panic disorder.

Hall at al. Physical illness presenting as psychiatric disease. Archives of general Psychiatru, 1978 a, volume 35
A study of 658 consecutive psychiatric outpatients receiving careful medical and biochemical evaluation, defined an incidence of medical disorders productive of psychiatric symptoms in 9,1 % cases. The most frequent presentations were of depression, confusion, anxiety, and speech or memory disorders. Major illnesses presenting with psychiatric symptoms in order of frequency were infectious, pulmonary, thyroid, diabetic, hematopoietic, hepatic and CNS diseases. Forty-six percent of these patients suffered from medical illnesses previously unknown to either them or their physician. 

Six hundred fifty-eight consecutive outpatients coming to a surburban community mental health center underwent a detailed initial evaluation consisting of a thorought medical and psuchiatric history, mental status examination, physical examination and physical symptom checklist. The study continued until 100 patients showed four or more symptoms on the symptom checklist. This 100 symptom-positive patients and the first 100 symptom-negative controls underwent a biochemical screening. Previous medical records, current illness and treatment data were requested for all patients. Patients with laboratory and physical evidence of disease continued to be followed up at the center as well as being referred to appropriate medical specialists for further evaluation and treatment. Data concerning improvement of initial psychiatric symptoms with medical treatment was obtained and analyzed. Patients underwent reevaluation for the presense of initial psuchiatric symptoms two weeks after the treating physician believed maximal medical improvement had occured.Medical disorder was cinsidered causative of psychiatric symptoms if (1) psychiatric symptoms was abated significally  with medical treatment; (2) medical symptoms seemed clearly related tothe onset of psychiatric symptoms;(3) the presence of a medical disorder , even though untreatable (ie , progressive arteriosclerotic  cardiovasculare  disease with cerebral impairment) explained the patients symptom pattern. 
Results: of the patients having four or more positive responses on the symptome checklist (9,1% of the total sample of 658) 60% showed significant laboratory evidence of disease, as compared to only 3 % (0,4 5of the total sample of 658) of those patients who were symptom-negative. Twenty-three percent of the symptom-positive patients with laboratory indication of disease had medical illnesses known to their physician, while 77% of that group had illnesses that were previously unrecognized. 
655 of the index group and 68% of the control group reported that they had a family physician whom they saw regularly. 72% of all patients with a family physician had not been physically examined during the preceding year. No meaningful sex, race or age differences were apparent between the index and control groups. The percentage of the patients with a medical condition that was thought to be definitely or probably causal of their psychiatric symptoms was 9.1. Cardiovascular and endocrine disorders were the most frequent causes of psychiatric symptoms, followed by infection, pulmonary disease, gastrointestinal disorders, hemopoietic disease, CNS disease, and malignancy. The most frequent specific diagnoses made in patients with a medically induced psychiatric disorder were psychoneurotic depression, organic brain syndrome and anxiety neurosis. 
Assessing psychiatric impairment in primary care with the Sheehan Disability Scale. Leon AC, Olfson M, Portera L, Farber L, Sheehan DV
In the study of 1,001 patients mentioned in the preceding section, the construct validity was substantiated in two ways. Overall, more than 80% of the patients with mental disorder diagnoses had an elevated Sheehan Disability Scale score, and nearly 50% of those with elevated scale scores had at least one disorder. Also, patients with any of six mental disorders (alcohol dependence, drug dependence, generalized anxiety disorder, major depressive disorder, obsessive-compulsive disorder, and panic disorder) had significantly higher impairment scores than those who did not have the disorders. An elevated Sheehan Disability Scale score (³5) was also found to be associated with increased risk of mental disorder. Using any of the six mental disorders listed earlier as the standard, the sensitivity (0.83), specificity (0.69), positive predictive value (0.47), and negative predictive value (0.92) were respectable for helping to identify psychiatrically impaired patients with the three-item scale. The Sheehan Disability Scale appears to reflect change over time with effective  treatment.

Sanderson WC, DiNardo PA, Rapee RM, Barlow DH. J Abnorm Psychol. 1990 Aug;99(3):308-12. Syndrome comorbidity in patients diagnosed with a DSM-III-R anxiety disorder.

One hundred thirty patients presenting at an anxiety disorders research clinic were administered a structured interview (i.e., Anxiety Disorders Interview Schedule-Revised). Diagnoses were made in accordance with Diagnostic and Statistical Manual (rev. 3rd ed.) criteria. Seventy percent of patients received at least one additional but secondary Axis I diagnosis. The most common additional diagnoses were simple and social phobia, which were assigned to nearly one third of all patients. In addition, 33% of anxiety disorder patients received an additional diagnosis of a depressive mood disorder (i.e., dysthymia or major depression). Percentages of individuals who met criteria for one or more additional disorder(s) were 83% for OCD, 81% for GAD, 69% for PD/PDA, 58% for social phobia, and 53% for specific phobias.

Cox, B. J., Norton, G. R., Swinson, R. P., & Endler, N. S. (1990). Substance abuse and panic-related anxiety: A critical review

Studies indicate that approx. 10-40% of alcoholics have a panic-related anxiety disorder, and about 10-20% of anxiety disorder patients abuse alcohol or other drugs. The majority of patients with both an anxiety and alcohol disorder report that anxiety problems preceded alcohol problems. In some cases substance abuse (e.g. cocaine) triggers the onset of panic attacks. Most patients believe that self-medication is efficacious despite the fact that they appear to have a more serious clinical condition (e.g. higher rates of depression)
Lewinsohn PM, Zinbarg R, Seeley JR, Lewinsohn M, Sack WH. Lifetime comorbidity among anxiety disorders and between anxiety disorders and other mental disorders in adolescents. J Anxiety Disord. 1997 Jul-Aug;11(4):377-94.
There were examined the lifetime comorbidity among anxiety disorders, and between anxiety disorders and other mental disorders, in a large (n = 1,507) community sample of high school students on whom extensive diagnostic data were available. Three diagnostic groups were formed: those with a lifetime anxiety disorder (n = 134); those with a nonanxiety disorder (n = 510); and those who had never met criteria for a mental disorder (n = 863). The intra-anxiety comorbidity rate was relatively low (18.7%), and was strongly associated with being female (92%). The lifetime comorbidity between anxiety and other mental disorders (primarily MDD – major depressive disorder) was substantial (73.1%) and was not associated with being female.

Tania Moerenhout, Liesbeth Borgermans, Sandrina Schol, Johan Vansintejan, Erwin Van De Vijver, Dirk Devroey, Vrije Universiteit Brussel, Department of Family Practice, Brussels, Belgium Patient health information materials in waiting rooms of family physicians: do patients care? 

We included 903 questionnaires taken from ten practices. Ninety-four percent of respondents stated they read PHIMs (leaflets), 45% took the leaflets home, and 78% indicated they understood the content of the leaflets. Thirty-four percent indicated that leaflets had previously helped them to improve their health-related knowledge and self-management. Forty-two per​cent reportedly discussed the content of the leaflets with others. Patient characteristics are of significant influence on the perceived impact of PHIMS in physician interaction, health-related knowledge, and self-management. This study suggests that patients value health information materials in the waiting rooms of family physicians and that they perceive such materials as being helpful in improving patient–physician interaction, health-related knowledge, and self-management
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	Lk.10
Most patients with anxiety disorders experience the onset of anxiety in childhood or adolescence; however, PD, GAD, PTSD, and certain specific phobias (for example, phobias regarding driving and enclosed places) can begin in early adulthood (2).
Therefore, a patient older than age 45 years who presents with anxiety for the first time and has no childhood history of significant shyness, separation fears, or anxiety disorder; no personal or family history of anxiety disorder until adulthood; and no recent experience of a significant life event should be assessed for the possibility of an underlying medical condition or medicationrelated problem. Consider that late-onset anxiety disorders may be related to a medical illness as a stressor. Comorbid anxiety disorders can negatively affect the treatment outcome of the other target disorders

Lk.10

· The Sheehan Disability Scale can be used to inquire about work or school, social life, family life, and home responsibilities (38)

Lk.11 up to 75% of those who are diagnosed with an anxiety disorder have at least one other comorbid psychiatric condition (39). Common comorbid conditions include another anxiety disorder, depressive mood disorder (for example, major depression or dysthymic disorder), alcohol and substance abuse, personality disorders, and bipolar disorder (4,40) The main physical conditions associated with PD are respiratory disease such as asthma, vestibular dysfunction, hypothyroidism and hyperthyroidism, and cardiovascular disease (37).

Lk.12 (kohe alguses)

· Assessment of the patient with anxiety should include a review of systems, prescribed medications, over-the-counter agents, alcohol use, caffeine intake, and illicit drug use, together with a focused evaluation of the anxiety symptoms, a physical examination focusing on areas of symptomatology, and a functional inquiry.The appropriate investigations will follow from the findings of the history and physical examination.

Table 2.4 lists a

range of general medical conditions that mimic anxiety disorders, and Table 2.5 lists potential investigations to be considered depending on the patient’s presentation and specific symptoms (for example, breathlessness or vertigo)   (34)

Lk.13  - algoritm

Figure 2.1 Key decision points in the management of anxiety disorders

A. Identify anxiety symptoms

_ Determine whether anxiety causing distress or functional impairment

_ Assess suicidality

B. Differential diagnosis

_ Is anxiety due to another medical or psychiatric condition?

_ Is anxiety comorbid with another medical or psychiatric condition?

_ Is anxiety medication-induced or drug-related?

_ Perform physical examination and baseline laboratory assessment?

C. Identify specific anxiety disorder

_ PD, specific phobia, SAD, OCD, GAD, PTSD

Lk 23. Patients with PD often have very specific and dramatic cardiac and nervous system symptoms that are worrisome to them as well as to their physicians (124).

Lk.24

· Interview questions that may be helpful in diagnosing PD in patients presenting with anxiety are shown in Table 3.3.

Table 3.3 Interview questions to screen for PD (with

or without agoraphobia)

PD

Do you have times when you experience a sudden rush of symptoms or uncomfortable physical feelings such as racing heart or dizziness?

Do you have feelings of fear or panic at these times?

Have these spells ever occurred out of the blue, without any obvious trigger or cause?

Agoraphobia

Do you avoid any situations because you might experience these spells of symptoms or feelings of fear or anxiety?

Crowds, enclosed places, driving, leaving the house alone, or other situations
Lk.51

· Table 7.2 lists interview questions that may help to screen for GAD in patients presenting with multiple unexplained somatic symptoms, intense illness worries, depressed mood, and (or) sleep difficulties. Diagnosis for these patients can easily be confused with hypochondriasis or major depression if one fails to ask about worries other than those about healt

Table 7.2 Interview questions to screen for GAD

What kinds of things do you worry about?

Do you worry excessively about everyday things such as your family, health, work, or finances?

Do friends or loved ones tell you that you worry too much?

· Do you have difficulty controlling your worry, such that the worry keeps you from sleeping or makes you feel physically ill with headaches, stomach troubles or fatigue
Lk.70

· Older adults have a high prevalence of medical conditions and prescription medication use. However, late-onset anxiety disorders are quite rare, and a full investigation of potential causes, including depressive disorder, physical illness, or side effects of medications, should be done in any first presentation in late life (2,770) (see Table 2.4).
Medical comorbidity, difficulty differentiating anxiety from depression, falsely high anxiety scores caused by overendorsement of cardiac and respiratory problems, and the tendency of older patients to resist psychiatric evaluation confound diagnosis of anxiety disorders in older patients (769). Social phobias may be attributed to diminished physical abilities, including visual problems, which may make elderly adults afraid to go out at night. New-onset agoraphobia may be difficult to diagnosis in elderly individuals who are less mobile and who tend to leave their houses less frequently
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	Lk 26

· There is insufficient evidence on which to recommend a well-validated, self-reporting screening instrument to use in the diagnostic process, and so consultation skills should be relied upon to elicit all necessary information 

Lk 17.

In line with the previous guideline on GAD (NICE, 2004a) and other NICE guidelines on anxiety disorders and depression (NICE, 2005a, b; 2009b) the GDG used DSM-IV, rather than ICD-10 to define the diagnosis of GAD, because the evidence base for treatments nearly always uses DSM-IV.
	Generalized anxiety disorder and panic disorder (with and without agoraphobia) in adults, NICE, 2011 - NICE

Generalised anxiety disorder in adults,  NICE , 2011 (sammastega)

	
	

	Lk. 33

Based on all of these factors, determine the additional tests that should be carried out, depending on the level of suspicion and the immediacy with which the tests must be carried out, depending on the symptoms and the evaluation.

Lk 34

In the case of patients with diagnosed anxiety disorders, several studies have shown a higher prevalence of gastrointestinal, genitourinary, osteomuscular, thyroid, and allergic disorders, as well as migraines, cardipathy, and hyperlaxitude in joints, in comparison with patients without anxiety disorders 44-47.

Lk.45

To achieve an overall understanding of the patient and to be able to establish a diagnosis of anxiety disorders, the ideal instrument is the clinical interview. (53, 54) By attempting to systematize the technique, between a guided interview and an open interview, the semi-structured interview combines both types, adapting to the characteristics of the doctor-patient encounter that takes place in the Primary Care environment (it combines time management, bio-psychosocial approach, and focuses on the patient as the expert on him or herself. It begins with more open questions (the content of which is partially pre-determined by the healthcare professional), supports the patient’s narrative, and later directs the encounter with more specific or closed questions that avoid leaving unanswered questions that are essential to identify and treat the problem. The different parts of a semi-structured interview are described in the table below (55-58) (Table 8 – lk.46)

Lk.46

The scales in and of themselves do not generate diagnoses, but rather make it possible to select people with high scores who are suspected of suffering a mental pathology, which justifies the later execution of a more in-depth study (62)

Lk.47

· It is therefore neither feasible nor advisable to use the scales routinely in Primary Care for clinical purposes, and under no circumstances should they substitute the clinical interview, even though they are useful as a guideline for the interview and to support the clinical judgment, and they have also become essential tools in clinical research, and also serve to verify the effect that the different therapeutic interventions have on the evolution of the illness  (62,63)

Lk.47 – SCALES

Goldberg Anxiety and Depression Scale (GADS) - It can be used as a guideline for the interview, as well as an indicator of the prevalence, gravity, and evolution of these disorders (66) Hospital, Anxiety, and Depression (HAD) - One of the main virtues is the suppression of somatic symptoms so that it is possible to independently evaluate the underlying somatic illness. This is a useful instrument validated in our system and is especially interesting and useful in the context of Primary Care (67) HARS-Hamilton Anxiety Rating Scale (Chamorro) - This scale evaluates anxiety intensity Clinical Anxiety Scale (CAS) and Physician Questionnaire (PQ) - These are externally-administered scales that evaluate the gravity of the symptoms in diagnosed anxiety patients. 
Lk.48

· The appendices include two scales, one self-administered (HAD) and the other externallyadministered (GADS) (Appendix 2), since they are easy to handle and interpret within the scope of PC, and are useful to provide key questions to guideline the clinical interview and to evaluate

the changes achieved with the different interventions, but not to filter the population.

· Another appendix also includes a series of key questions to be asked during the interview with the patient to assist healthcare professionals to detect anxiety disorders, specifically Generalized Anxiety Disorder and Panic Disorder ( 70 ) (Appendix 3 – lk.112). 
Lk.49

· The following diagnostic algorithm provides some initial guidelines when faced with a patient with anxiety symptoms.
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	Lk 25

· There is insufficient evidence on which to recommend a well-validated, self-reporting screening instrument to use in the diagnostic process, and so consultation skills should be relied upon to elicit all necessary information. (D)

Lk.29

· There are a number of questionnaires that are used in research papers to clarify the diagnosis of

GAD or PD, but there are no simple questionnaires that can be used routinely during the primary

care consultation. However there is increasing evidence (Freedman 2003) from the United States of America that administering a questionnaire in the waiting room prior to the consultation is both acceptable to the person, and improves the outcome of the consultation.

Lk.28

· It is the skill of the primary health care professional, to whom the person first presents, to be able

to disentangle “the chaos of the first presentation” into a clinical syndrome that allows a management plan to be developed.

Lk 30

· If a patient presents in A&E, or other settings, with a panic attack, they should:

♦ be asked if they are already receiving treatment for panic disorder

♦ undergo the minimum investigations necessary to exclude acute physical problems

It has been estimated that between 18% and 25% of patients who present to emergency or outpatient cardiology settings meet the criteria for panic disorder

Lk.28

· The diagnosis of both of these conditions is dependent on the presence or absence of certain symptoms and signs. However the clinical picture at presentation can be extremely variable, and the question of the presence of GAD or PD may only become an issue after several other medical conditions have been excluded, or that the management of other medical conditions have been unsuccessful.

	Clinical Guidelines for the management of anxiety (panic disorder, with or without agoraphobia,and generalised anxiety disorder) in adults in primary, secondary and community care, University of Sheffield/London: National Collaborating Centre for Primary Care, 2004  - UoSh



	Lk 121 

With regard to ultra brief instruments (defined as those with 1 to 3 items), for the identification of any anxiety disorder or GAD in adults, the GAD-2 had the best diagnostic accuracy for use in primary care. For the identification of GAD in older adults, the 3-item version of the ADS-GA had the best accuracy. With regard to longer instruments (defined as those with 4 to 12 items), for the identification of GAD in adults, the GAD-7 had the best diagnostic accuracy for use in primary care. For the identification of GAD in older adults, the 4-item version of the ADS GA had the best accuracy for use in primary care. In secondary care, the GAI-SF has adequate accuracy for the identification of GAD in older people. In a community sample, the GAD-Q-IV had good accuracy for the identification of GAD in adults. No other instruments had adequate accuracy, including the HADS-A, although as can be seen in Figure 9, the HADS-A may have better diagnostic accuracy when used with older adults.

Lk 131

the use of formal identification tools (GAD-2 followed by GAD-7) comprises a cost-effective option when compared to GP assessment alone (without using formal identification tools) for people with GAD (as a proxy for the anxiety

disorders), as it appears to result in better outcomes (more people identified

and higher number of QALYs) and lower total costs.

· Consider asking the person about their feelings of anxiety and their ability to stop or control worry, using the 2-item Generalized Anxiety Disorder scale (GAD-2;).

If the person scores three or more on the GAD-2 scale, consider an anxiety disorder and follow the recommendations for assessment (see section 5.3.8).

If the person scores less than three on the GAD-2 scale, but you are still concerned they may have an anxiety disorder, ask the following: 'Do you find yourself avoiding places or activities and does this cause you problems?'. If the person answers 'yes' to

this question consider an anxiety disorder and follow the recommendations for assessment (see section 5.3.8).

Lk 132

The GDG concluded that although

some of the longer instruments had good diagnostic accuracy, these

instruments would not be feasible in the context of primary care. The GDG

therefore decided to adopt the GAD-2 as the recommended measure

Lk.134

· For people with significant language or communication difficulties,

for example people with sensory impairments or a learning disability, consider using the Distress Thermometer16 and/or asking a family

member or carer about the person's symptoms to identify a possible common mental health disorder. If a significant level of distress is identified, offer further assessment or seek the advice of a specialist.

Lk.147

· When assessing a person with a suspected common mental health disorder, consider using:

· a diagnostic or problem identification tool or algorithm, for example, the Improving Access to Psychological Therapies

(IAPT) screening prompts tool21

· a validated measure relevant to the disorder or problem being assessed, for example, the 9-item Patient Health Questionnaire ), the Hospital Anxiety and Depression Scale (HADS) or the 7-item Generalized Anxiety Disorder scale (GAD-7) to inform the assessment and support the evaluation of any intervention. 

· If the identification questions (see 5.2.11) indicate a possible common mental health disorder, a practitioner who is competent to perform a mental health assessment should review the person's mental state and associated functional, interpersonal and social difficulties.


	Common mental health disorders: identification and pathways to care, National Guideline Clearinghouse, 2011 – NGC

Cross sectional study of a total of 20 studies (N=15,344) was conducted to To determine whether there are any case identification instruments that

could be recommended for use in primary care. All studies were published in journals between 1999 and 2010. A number of studies did not meet one or more eligibility criteria (112 were about depression only; 30 did not use an appropriate gold standard; 74 were about an instrument with more than 12 items; 294 because they reported data for a non-English language instrument) or could not be evaluated (438 reported insufficient data; 53 were not available as full text). To maximise the available data, the most consistently reported and recommended cut-off points for each of the scales were extracted. Only three instruments were evaluated for diagnostic accuracy by more than

one study (HADS-A, 8 studies; GHQ-12, 2 studies; GAD-Q-IV, 2 studies), but

only the HADS-A studies could be meta-analysed. Only the HADS-A had enough evidence to synthesise the results using metaanalysis,  although it should be noted that no studies were conducted in primary care. With regard to ultra brief instruments (defined as those with 1 to 3 items), for the identification of any anxiety disorder or GAD in adults, the GAD-2 had the best diagnostic accuracy for use in primary care ((cut off ≥3: tundlikkus 86%, spetsiifilisus 83%, KROENKE20 07)  For the identification of

GAD in older adults, the 3-item version of the ADS-GA  (3 items for GAD, tundlikkus 77%, spetsiifilisus 83% KRASUCKI1 999, ) had the best accuracy. With regard to longer instruments (defined as those with 4 to 12 items), for the identification of GAD in adults, the GAD-7 had the best diagnostic accuracy for use in primary care ((cut off ≥8: tundlikkus 92%, spetsiifilisus 76%, KROENKE2007 )  For the identification of GAD in older adults, the 4-item version of the ADS GA (4 items for GAD) (tundlikkus 77% ja spetsiifilisus 83%, KRASUCKI1999)  had the best accuracy for use in

primary care.  No other

instruments had adequate accuracy, including the HADS-A (tundlikkus 77%, spetsiifilisus 72%, DENNIS2007, HALL1999, HAWORTH2007, LOVE2002 POOLE2006, SMITH2005 STARK2002, WHELANGOODINSON2009), although  the HADS-A may have better diagnostic accuracy when used with older adults. Sensitivity and specificity of the two formal identification methods were obtained from KROENKE2007, while the sensitivity of the GP assessment was obtained from Wittchen and colleagues (2002) and Davidson and colleagues (2010), where GP assessment has had sensitivity of 34% and spcifity of 90%. 

An economic model was constructed to assess the relative cost effectiveness of identification methods for people with anxiety disorders in the UK . Costs associated with the identification methods were calculated by combining resource-use estimates (GP time) with respective national unit costs (Curtis, 2009). It was assumed that administration of GAD-2 and GAD-7 required 10 and 15 minutes respectively, whereas routine GP assessment required one average GP visit. GAD2/GAD 7 use vs GP assessment as usual Using GAD2/GAD 7: QALY – 513,29; Mean total costs – 65,439 GP assessment alone: QALY – 511,25; Mean total costs – 67,812

Mitchell, 2007 J Clin Oncol 2007; 25:4670-4681
Distress thermometer have sensitivity of 77.3% and specificity 56.6% (PPV of 55.2% and NPV of 80.25%) for anxiety 

	Lk.9

· Patients should receive a thorough diagnostic evaluation both to establish the diagnosis of panic disorder and to identify other psychiatric or general medical conditions This evaluation will generally include a history of the present illness and current symptoms; past psychiatric history; general medical history and history of substance use; personal history (e.g., major life events); social, occupational (including military), and family history; review of the patient’s medications; review of previous treatments; review of systems; mental status examination; physical examination; and diagnostic tests (to rule out possible general medical causes of panic symptoms) as indicated.

· The psychiatrist also should evaluate other psychiatric disorders, as co-occurring conditions may affect the course, treatment, and prognosis of panic disorder 

Lk.16

· In addition to a full assessment of the features of panic disorder and agoraphobia, a comprehensive psychiatric assessment is essential to identify other anxiety disorders, mood disorders, substance use disorders, personality disorders, and other disorders that often co-occur with panic disorder 
	Practice Guideline for the treatment of patients with panic disorder, American Psychiatric Association, 2009 - APA

	Lk 572. 

Screening questions and self-report questionnaires are fairly sensitive but not very specific, making the value of routine screening for anxiety disorders questionable

The Hospital Anxiety and Depression Scale (Zigmond and Snaith, 1983) is a widely used brief self-report scale with anxiety and depression sub-scales (seven items each): it has sensitivity and specificity of about 0.8 for both sub-scales using a cut-off of eight or above (Bjelland et al., 2002) making it reasonable for use in high risk populations.

A simple algorithm for initial delineation of anxiety disorder subtypes is suggested in Fig. 1. (lk 572)


	Evidence-based guidelines for the pharmacological treatment of anxiety disorders: recommendations from the British Association for Psychopharmacology

(Goldberg and Bridges, 1987; Dowell et al., 1990; Lewis and Wessely, 1990; Parkerson and Broadhead, 1997; Wittchen and Boyer, 1998; Bjelland et al., 2002).

DENNIS2007, HALL1999 HAWORTH2007, LOVE2002 POOLE2006, SMITH2005 STARK2002 WHELANGOODINSON2009 HADS-A : Tundlikkus 0.77 (0.62– 0.88), spetsiifilisus 0.72 (0.65– 0.78)
Bjelland et al 2002

With regard to identifying cases of anxiety and depression, the sensitivity and specificity of both HADS-A and HADS-D were both approximately 0.80, with 8+ as the optimal cut off point. This threshold was found in the general population samples as well as in the somatic patient samples.


