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Tervishoiukorralduslik küsimus nr 3
 Kas on mõni ärevushäirega patsientide alarühm, keda peaks ravima ja jälgima psühhiaater?

Tõendusmaterjal põhineb  ravijuhendite eksperthinnangutel ja kliinilisel kogemusel. 
Ravijuhendid

Kokkuvõte ravijuhendites leiduvast
Kokku hinnatud üheksat ravijuhist. Infot käesoleva küsimuse kohta sisaldus kaheksas  ravijuhises (BAP, CPA, NICE, APA, UoSH, NHS, BCCPG, NGC) ja on paljuski kattuv tervishoiuküsimusega nr 2. APA ravijuhises (psühhiaatritele) on ära toodud 4 spetsiifilist alarühma, mis mõjutavad raviplaani:

1. Suitsidaalsus
APA: lk 40 Early studies, summarized in a meta-analysis by Harris and Barraclough (358), demonstrated that panic disorder was associated with a 10-fold increase in mortality due to suicide. In summary, the evidence is mixed as to whether panic disorder and panic attacks are associ-ated with an increased risk of suicide in and of themselves or whether the apparent increase in associated risk is re-lated to co-occurring mood and substance use disorders.
2. Kaasuv psühhoaktiivsete ainete tarvitamisest tingitud psüühikahäire
APA: Lk 41 Approximately 50% of people with panic disorder and substance use disorder have the onset of the substance use disorder prior to the onset of panic symptoms (378, G). When the patient reports both problematic substance use and panic symptoms, treatment of the substance use disorder is essential. A controlled trial suggested that combined CBT and SSRI treatment significantly reduced anxiety symptoms in patients with co-occurring anxiety disorders (including agoraphobia) and alcohol dependence (401 A-).
3. Kaasuv meeleoluhäire
APA: lk 42 Substantial evidence from clinical and epidemiological studies demonstrates that panic disorder and panic attacks frequently co-occur with unipolar and bipolar mood dis-orders (14, 17, 33).  In treating patients with co-occurring panic disorder and mood dis-order, the psychiatrist should select treatments that can target both disorders (e.g., psychosocial treatment and/or antidepressants rather than benzodiazepines alone for a patient with panic disorder and major depressive disorder). When panic disorder co-occurs with bipolar ill-ness, the psychiatrist should consider that antidepressants commonly used for treating panic disorder might exacer-bate the bipolar disorder. Patients with co-occurring panic disorder and bipolar disorder should generally be treated with a mood stabilizing medication before the ad-dition of an antidepressant is considered for treatment of the panic disorder. Careful monitoring is required when-ever an antidepressant is added to the treatment regimenof an individual with bipolar disorder (407, F). 
3. Teised kaasuvad ärevushäired 

APA: lk 42 Although spontaneous or unexpected panic attacks are a hallmark of panic disorder, panic attacks can occur in other anxiety disorders. Treatment with SSRIs, SNRIs, or CBT is appropriate for most individuals with co-occurring anxiety disorders.
4. Kaasuv isiksushäire
APA lk 42: Studies have shown that 40%–50% of patients with panic disorder additionally meet the criteria for one or more Axis II disorders (410–413 C,D,F,G). The personality disorders most frequently observed in panic disorder patients are three from the anxious cluster: avoidant, obsessive-com-pulsive, and dependent (414–416 B,A,F). 
Lisaks on mõnedes ravijuhistes (BAP, NHS, UoSH, CPA, NICE) mainitud farmakoteraapiast tingitud juhud, mil ravi peaks juhtima psühhiaater: 

Ravi venlafaksiiniga 
BAP lk 573: Due to concerns about its potential safety in overdose, the CSM currently recommends that venlafax-ine treatment should only be initiated by specialist mental health practitioners, requires pre-treatment ECG and blood pressure measurement, and is avoided in patients with cardiac disease, elec-trolyte imbalances or hypertension (IV) (The United Kingdom Committee on Safety of Medicines CSM, 2004).
NHS lk 78: The prescription of venlafaxine is not recommended to patients at high risk of cardiac arrhythmia or recent myocardial infarct, and will only be used in patients with hypertension when the hypertension is controlled.
UoSH lk 127: The EWG recommended that treatment with venlafaxine should only be initiated by specialist  mental health practitioners, including GPs with a  special interest, and ther e should be arrangements in place for continuing supervision of the patient.   Venlafaxine should not be used in patients with heart disease, (e.g. cardiac failure, coronary artery disease, ECG abnormalities including pre-existing QT prolongation), patients with electrolyte  imbalance or in patients who are hypertensive.
Ravi kolmanda rea ravimitega 
CPA lk 28: Third-Line Agents:
1.MAOIs and RIMAs. (phenelzine, moclobemide)
2.Atypical Antipsychotics. Open-label studies suggest that the

atypical antipsychotics olanzapine (215,216), quetiapine (217),

and risperidone (217) (all Level 3) may have some benefits for

the treatment of patients with refractory PD.

3.Other Therapies. In RCTs, pindolol added to fluoxetine therapy

in patients with treatment-resistant PD was associated with sig -nificant improvement in PD symptoms, compared with

fluoxetine plus placebo (Level 2) (221). In an RCT, gabapentin

was not superior to placebo overa ll but demonstrated significant

benefits in patients who were more severely ill (Level 2) (222).

Divalproex (223–226) and bupropion sustained release (230) have shown some efficacy in open trials. However, until more data become available, these agents should only be tried as third-line therapy in patients with refractory PD. Referral to an anxiety disorders specialist should be considered.
NICE lk 268: Antipsychotics: the GDG judged that such treatment should not be routinely used and should only be provided in specialist settings. In addition, it was the judgment of the GDG that antipsychotics should not be offered in primary care as stand-alone or augmentation treatment, as this would require specialist expertise.

NHS lk 74 ja lk 81: The use of other drugs such as pregabline, hydroxicine, atypical anti-psychotics, and others, either due to their limited  clinical experience or indication for refractory GAD, should be prescribed after the patient has been evaluated in a Centre  specializing in Mental Health. The use of other drugs such as pindolol, gabapentine, sodium valproate, and slow-release bupriopion, due to their  indication for refractory PD should be prescribed after the patient has been evaluated by a Centre specialized in Mental health.
Ravijuhistest jäi kõlama ikkagi ravirefraktaarsed patsiendid, vt.NICE lk: 84 Step 4 -  Complex, treatment-refractory GAD and very marked functionalimpairment or high risk of self-harm
lk 178: Consider referral to step 4 if the person with GAD has severe anxiety withmarked functional impairment in conjunction with:
● a risk of self-harm or suicide or
● significant comorbidity, such as substance misuse, personality disorder or complex physical health problems o
r● self-neglect or
● an inadequate response to step 3 interventions
