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INTRODUCTION TO ANXIETY 
DISORDERS AND THEIR 

PSYCHOPHARMACOLOGY

Dr. Valerie Primeau, MD FRCPC, NOSM Psychiatry Residency Program Curriculum

SECTION A: INTRODUCTION TO ANXIETY 
DISORDERS OBJECTIVES

•Discuss the history of anxiety disorders, evolutionary concepts, classification, anxious 
traits, and temperaments of anxiety disorders

•Describe the neural circuits in fear and anxiety, the cognitive-behavioural concepts, 
neuropsychology of anxiety disorders, and the psychodynamic concepts of anxiety

•Differentiate between normal anxiety and specific anxiety disorders and distinguish 
the essential features of various types of anxiety disorder according to DSM 5 
including specific phobias, social anxiety disorder, panic disorder, agoraphobia, and 
generalized anxiety disorder

•Explain why mood disorders and some anxiety disorders are twice as common in 
women as men

•Find and use commonly used diagnostic and symptom related rating scales for anxiety 
disorders
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1. HISTORY OF ANXIETY DISORDERS

The understanding of anxiety disorders has evolved over centuries. Early 
conceptualizations, dating back to Hippocrates and Galen, viewed excessive 
fear or worry as a disturbance of bodily “humours.” 

In the 19th and early 20th centuries, clinicians began describing panic, 
phobias, and generalized worry as discrete conditions. 

Sigmund Freud conceptualized anxiety as a signal of unconscious conflict, 
giving rise to psychodynamic models that dominated until the mid-20th 
century. 

Modern psychiatry, particularly after the publication of DSM-III in 1980, 
began classifying anxiety disorders as distinct diagnostic entities with 
operational criteria, paving the way for standardized research and 
treatment.

Barlow DH. Anxiety and Its Disorders: The Nature and Treatment of Anxiety and Panic. 2nd ed. Guilford Press; 2002.

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

2. EVOLUTIONARY CONCEPTS

From an evolutionary perspective, anxiety is an adaptive 
response that enhances survival. 

Fear and worry functioned historically to alert individuals to 
danger, promote vigilance, and facilitate avoidance of harm. 

Evolutionary theorists propose that some anxiety disorders 
represent maladaptive exaggerations of these survival 
mechanisms.
 For example, excessive social anxiety may have evolved to prevent 

social exclusion, which historically had life-threatening consequences, 
while specific phobias may reflect ancestral threats such as snakes, 
heights, or predatory animals.

Nesse RM. Anxiety and the adaptive function of fear. Ann NY Acad Sci. 1990; 60:66–75. 

Öhman A, Mineka S. Fears, phobias, and preparedness: Toward an evolved module of fear 
and fear learning. Psychol Rev. 2001; 108(3):483–522.
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THE NEURAL C IRCUITS  IN  FEAR  AND ANXIETY,  THE COGNITIVE -
BEHAVIOURAL CONCEPTS,  NEUROPSYCHOLOGY OF ANXIETY  

DISORDERS,  AND THE PSYCHODYNAMIC  CONCEPTS OF ANXIETY

NEURAL CIRCUITS 
IN FEAR AND 

ANXIETY

Research has established that the amygdala is central in detecting 
threat and triggering fear responses. 

In healthy functioning, the medial prefrontal cortex regulates 
amygdala activity and helps suppress fear when it is no longer 
appropriate. 

In anxiety disorders, this regulatory control is often impaired, leading 
to persistent overactivation of fear responses.

The hippocampus contributes contextual memory, helping the brain 
distinguish safe from dangerous environments. 

Dysfunction in this region contributes to overgeneralization of fear, 
where anxiety spreads beyond the original threat. 

Another key structure, the bed nucleus of the stria terminalis (BNST), is 
associated with sustained states of anxiety, as opposed to the rapid, 
phasic fear mediated by the amygdala.

LeDoux JE, Pine DS. Using neuroscience to help understand fear and anxiety: a two-system framework. 
Am J Psychiatry. 2016;173(11):1083–1093.

Bangasser DA, Cuarenta A. Sex differences in anxiety and depression: circuits and mechanisms. Nat Rev 
Neurosci. 2021;22:674–684.
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COGNITIVE-
BEHAVIOURAL 
CONCEPTS OF 

ANXIETY

Cognitive-behavioural theory conceptualizes anxiety as 
arising from a combination of distorted thinking patterns 
and maladaptive behaviours. 

Individuals with anxiety often overestimate the likelihood or 
severity of threat while simultaneously underestimating their 
ability to cope with these threats. 

They frequently engage in catastrophic interpretations of 
bodily sensations or environmental cues, such as believing 
that a racing heart signals an impending heart attack or 
that a minor mistake at work will lead to humiliation.

From a behavioural perspective, anxious individuals engage 
in avoidance behaviours or safety strategies to reduce 
immediate distress. 

Beck AT, Emery G, Greenberg RL. Anxiety Disorders and Phobias: A Cognitive Perspective. Basic 
Books; 1985.

Clark DM. A cognitive approach to panic. Behav Res Ther. 1986;24(4):461-470.
Wells A. Meta-cognition and worry: A cognitive model of generalized anxiety disorder. Behav Cogn 

Psychother. 1995;23(3):301-320.

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

COGNITIVE-
BEHAVIOURAL AND 

NEUROPSYCHOLOGICAL 
CONCEPTS OF ANXIETY

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

Anxious individuals display attentional biases 
toward threat: hypervigilance, scanning for danger, 
and difficulty disengaging once a stimulus is 
perceived as threatening.

These biases interfere with working memory and 
executive function, as worry consumes attentional 
resources.

Avoidance and safety behaviours give short-term 
relief but reinforce anxiety in the long term.

Together, these patterns create a self-perpetuating 
cycle of anxiety, sustaining symptoms despite 
rational recognition of safety.
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COMMON 
COGNITIVE 

DISTORTIONS AND 
ASSUMPTIONS

•Catastrophizing – expecting the worst-case scenario.

•Overestimation of threat – exaggerating danger.

•Intolerance of uncertainty – needing absolute certainty to 
feel safe.

•All-or-nothing thinking – viewing situations in extremes.

•Selective attention – focusing only on threat-related cues.

•Mind reading – assuming others are judging negatively.

•Overgeneralization – drawing broad conclusions from a 
single event.

•Safety assumptions – “If I don’t avoid, something bad will 
happen.”

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

PSYCHODYNAMIC CONCEPTS OF ANXIETY

Psychodynamic theory understands anxiety as a signal of internal conflict. 

It arises when unconscious impulses or wishes come into conflict with prohibitions or 
defenses. 

In this framework, symptoms such as avoidance or phobias are seen as defensive 
strategies that protect the individual from intolerable feelings or conflicts.

Modern psychodynamic approaches also focus on attachment relationships. 

Anxiety may reflect unconscious fears of abandonment, loss, or dependency, which 
are replayed in adult relationships. 

Therapy aims to bring these unconscious conflicts into awareness, explore the 
underlying meanings of symptoms, and help patients develop more adaptive coping 
mechanisms.

Busch FN, Milrod BL, Singer MB, Aronson A. Psychodynamic Treatment of Panic Disorder: A Guide for Clinicians. American 
Psychiatric Publishing, 1997.

Shedler J. The efficacy of psychodynamic psychotherapy. Am Psychol. 2010;65(2):98–109.
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NORMAL ANXIETY VS. ANXIETY DISORDERS

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

Normal Anxiety
Anxiety is a universal, adaptive response to 

threat or stress.

It mobilizes attention, energy, and problem-
solving in proportion to the situation (e.g., feeling 

nervous before an exam).

It is time-limited and resolves once the stressor 
passes.

It does not cause significant impairment in social, 
occupational, or daily functioning.

Anxiety Disorders
Anxiety becomes disordered when it is excessive, 

persistent, and out of proportion to the actual 
threat.

Symptoms occur more days than not and often 
last for months.

The anxiety leads to avoidance behaviours, 
distress, and impairment in important areas of 

life.

Instead of being protective, the anxiety becomes 
disabling.

3. CLASSIFICATION OF ANXIETY DISORDERS

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

OCD and PTSD have been removed from anxiety disorders
Obsessive-Compulsive and related disorders and their Psychopharmacology

Trauma- and Stressor- Related Disorders and their Psychopharmacology

These disorders share the hallmark feature of excessive fear or worry, but differ in triggers, duration, and associated behaviours.

Classification allows clinicians and researchers to define diagnostic criteria, guide treatment decisions, and study epidemiology. 

Anxiety disorders are classified in the DSM-5 into several categories, including:

Specific phobias
Social anxiety 

disorder
Panic disorder Agoraphobia

Generalized 
anxiety disorder 

(GAD)

Separation 
anxiety disorder

Selective mutism
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4. ANXIOUS 
TRAITS AND 

TEMPERAMENT

Certain traits and temperaments increase susceptibility to 
anxiety disorders. 

Behavioral inhibition, a temperament characterized by 
wariness in novel situations, is a strong predictor of social 
anxiety and other anxiety disorders. 

High neuroticism, the tendency to experience negative 
emotions intensely and frequently, is another well-
established risk factor. 

Additionally, sensitivity to threat and stress reactivity 
influence how individuals respond to environmental 
challenges, shaping vulnerability to persistent anxiety. 

Understanding these traits helps clinicians identify at-risk 
populations and tailor preventive or early interventions.

Kagan J. The Nature of the Child. Basic Books; 1984.
Barlow DH, Durand VM. Abnormal Psychology: An Integrative Approach. 7th ed. Cengage; 2015.

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

EPIDEMIOLOGY

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM
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PREVALENCE AND IMPACT

Anxiety and related disorders are among the most common 
mental disorders, with lifetime prevalence rates as high as 
31% and 12-month prevalence rates of about 18%. 

Rates for individual disorders vary widely. 

Women generally have higher prevalence rates for most 
anxiety disorders, compared with men. 

Anxiety and related disorders are associated with an 
increased risk of developing a comorbid major depressive 
disorder.

Unfortunately, anxiety disorders are under-diagnosed and 
under-treated.

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

PREVALENCE AND 
IMPACT

Anxiety and related disorders put a significant burden on 
patients and their family members. 

They are associated with substantial functional impairment, 
which increases as the severity of anxiety or the number of 
comorbid anxiety disorders increases. 

In addition, studies have demonstrated quality of life 
impairments in patients with various anxiety and related 
disorders. 

Anxiety has a considerable economic impact on society as 
well, being associated with greater use of health care 
services and decreased work productivity. 

Importantly, studies report that about 40% of patients 
diagnosed with anxiety and related disorder are 
untreated.

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM
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HYPOTHESES FOR HIGHER FEMALE-TO-MALE 
PREVALENCE RATIO

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

Biological Factors

• Hormonal fluctuations 
(menstrual cycle, pregnancy, 
menopause) affect serotonin 
& GABA

• Heightened HPA-axis 
reactivity → stronger cortisol 
stress response

• Genetic vulnerabilities 
interact with female hormonal 
environment

• Sex differences in fear 
neurocircuitry (amygdala–
prefrontal regulation)

Psychosocial Factors

• Greater exposure to trauma 
(e.g., sexual assault, IPV)

• Gender roles: unpaid labor, 
caregiving, chronic stress

• Socioeconomic stressors: 
poverty, wage gap, single 
parenting

• Internalizing vs. externalizing 
coping styles (rumination vs. 
substance use/aggression)

Diagnostic & Health System 
Factors

• Women more likely to seek 
help & report symptoms

• Clinician bias toward 
diagnosing internalizing 
disorders in women

• DSM criteria capture 
internalizing symptoms more 
readily

INTEGRATED 
UNDERSTANDING

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

The prevalence difference is not the result of a single cause, but 
rather an intersection of multiple forces:

Biology sets the stage with hormones, stress reactivity, and 
genetics.

Society piles on the weight through trauma exposure, social 
roles, and chronic stressors.

Diagnostics tilt the lens by shaping which symptoms are 
recognized, reported, and labeled as disorders.

Together, these factors create the observed reality that women 
are about twice as likely as men to be diagnosed with anxiety 
and mood disorders.
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de Lijster, J. M., Dierckx, B., Utens, E. M. W. J., Verhulst, F. C., Zieldorff, C., Dieleman, G. C., & Legerstee, J. S. (2016). The age of onset of anxiety 

disorders: A meta-analysis. Psychological Medicine, 46(12), 2533–2546. https://doi.org/10.1017/S0033291716000532
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McLean, C. P., Asnaani, A., Litz, B. T., & Hofmann, S. G. (2011). Gender differences in anxiety disorders: Prevalence, course of illness, 

comorbidity and burden of illness. Journal of Psychiatric Research, 45(8), 1027–1035. https://doi.org/10.1016/j.jpsychires.2011.03.006

SUICIDE RISK 

In large surveys, anxiety and related disorders were 
independently associated with a significant 1.7-2.5 
times increased risk of suicide attempts; however, data 
are conflicting as to whether the risk is moderated by 
gender. 

Increased risk of suicide attempts or completed suicide 
has been reported for patients with panic disorder, 
PTSD, and GAD, even in the absence of a comorbid 
mood disorder. 

These data indicate that patients with an anxiety 
disorder warrant explicit evaluation for suicide risk. 

The presence of a comorbid mood disorder 
significantly increases the risk of suicidal behavior.

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM
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INITIAL ASSESSMENT OF PATIENTS WITH ANXIETY 
The management of patients presenting with anxiety symptoms should initially follow the 
flow of the five main components outlined in Table 3.

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

SCREEN FOR 
ANXIETY AND 

RELATED 
SYMPTOMS 

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

Anxiety and related disorders are generally characterized 
by the features of excessive anxiety, fear, worry, and 
avoidance. 

While anxiety can be a normal part of everyday life, 
anxiety disorders are associated with functional 
impairment; as part of the key diagnostic criteria for 
anxiety disorders is the requirement that the symptoms 
cause clinically significant distress or impairment in social, 
occupational, or other important areas of functioning

Asking patients if they are feeling nervous, anxious or on 
edge, or whether they have uncontrollable worry, can be 
useful to detect anxiety in patients in whom the clinician 
suspects an anxiety or related disorder
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SCREEN FOR ANXIETY AND 
RELATED SYMPTOMS 

The DSM-5 suggests the questions shown 
in Table 4 for the identification of 
anxiety-related symptoms; items scored 
as mild or greater may warrant further 
assessment. 

If anxiety symptoms are endorsed, they 
should be explored in more detail by 
including questions about the onset of the 
anxiety symptoms, associations with life 
events or trauma, the nature of the 
anxiety, and the impact they have had on 
the patient’s current functioning.

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

SCREEN FOR ANXIETY AND RELATED SYMPTOMS 
Table 5 presents suggested screening questions for individual anxiety and related disorders, from 

various validated screening tools

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM
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SCALES

General Anxiety / GAD

 GAD-7 (Generalized Anxiety Disorder-7) – 7-item self-report scale; measures severity and tracks change over time.

 Hamilton Anxiety Rating Scale (HAM-A) – Clinician-administered; widely used in trials and clinical monitoring.

 Zung Self-Rating Anxiety Scale (SAS) – 20-item self-report scale; assesses the level of anxiety in adults and helps track 
treatment progress.

 Anxiety Symptoms Questionnaire (ASQ) – Self-report measure; evaluates a broad range of anxiety symptoms and can be 
used to monitor symptom changes over time.

Panic Disorder

 Panic Disorder Severity Scale (PDSS) – Clinician-administered; measures panic frequency, distress, and avoidance.

 Sheehan Panic Disorder Scale – Sometimes used as a patient-reported version.

Social Anxiety Disorder

 Liebowitz Social Anxiety Scale (LSAS) – Clinician-administered or self-report; assesses fear and avoidance in social 
situations.

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM
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GAD-7 
(GENERALIZED 

ANXIETY 
DISORDER-7)

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

HAMILTON 
ANXIETY 
RATING 
SCALE 

(HAM-A)

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

31

32



2025-10-08

17

NOSM SUPPORTIVE THERAPY CORE SERIES - VALERIE PRIMEAU, MD FRCPC

ANXIETY 
SYMPTOMS 

QUESTIONNAIRE 
(ASQ)
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ZUNG SELF-
RATING 

ANXIETY SCALE
(SAS)
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PANIC 
DISORDER 
SEVERITY 

SCALE (PDSS)
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PANIC 
DISORDER 
SEVERITY 

SCALE (PDSS)
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SHEEHAN 
PANIC 

DISORDER 
SCALE

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

SHEEHAN 
PANIC 

DISORDER 
SCALE

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM
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LIEBOWITZ 
SOCIAL ANXIETY 

SCALE (LSAS)

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

DSM-5 CRITERIA REVIEW

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM
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CONDUCT 
DIFFERENTIAL 

DIAGNOSIS 

The differential diagnosis of anxiety and related disorders 
should consider whether the anxiety is due to another 
medical or psychiatric condition, is comorbid with another 
medical or psychiatric condition, or is medication-induced or 
drug-related. 

When a patient presents with excessive or uncontrollable 
anxiety it is important to identify other potential causes of 
the symptoms, including direct effects of a substance (e.g., 
drug abuse or medication) or medical condition (e.g., 
hyperthyroidism, cardiopulmonary disorders, traumatic 
brain injury), or another mental disorder. 

However, since comorbid conditions are common, the 
presence of some of these other conditions may not 
preclude the diagnosis of an anxiety or related disorder.

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

RISK FACTORS

Certain risk factors have been associated with anxiety and related 
disorders and should increase the clinician’s index of suspicion (Table 
6). 

A family or personal history of mood or anxiety disorders is an 
important predictor of anxiety symptoms. 

In addition, family history is associated with a more recurrent course, 
greater impairment, and greater service use. 

A personal history of stressful life events is also associated the 
development of anxiety and related disorders, in particular, childhood 
abuse. 

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM
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RISK FACTORS

Women generally have higher prevalence rates across all anxiety and 
related disorders, compared with men. 

The median of age of onset is very early for some phobias and for 
separation anxiety disorder (seven to 14 years), but later for GAD, 
panic disorder, and PTSD (24-50 years). 

Loneliness, low education, and adverse parenting, as well as chronic 
somatic illnesses, such as cardiovascular disease, diabetes, asthma, 
and obesity may increase the risk for a lifetime diagnosis of anxiety. 

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

CONDUCT DIFFERENTIAL DIAGNOSIS 

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM
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COMORBID 
MEDICAL AND 
PSYCHIATRIC 
DISORDERS 

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

Anxiety and related disorders frequently co-occur with 
other psychiatric disorders. 

More than half of patients with an anxiety disorder have 
multiple anxiety disorders, and almost 30% will have three 
or more comorbid anxiety or related disorders. 

Anxiety is often comorbid with substance use and mood 
disorders. 

An estimated 52% of patients with bipolar disorder, 60% 
of patients with MDD, and 47% of those with ADHD will 
have a comorbid anxiety or related disorder. 

Therefore, anxiety disorders should be considered in these 
patients.

COMORBID 
MEDICAL AND 
PSYCHIATRIC 
DISORDERS 

The high frequency of comorbidity must be 
considered when diagnosing anxiety and related 
disorders since this can have important implications 
for diagnosis and treatment. 

Anxiety disorders comorbid with other anxiety or 
depressive disorders are associated with poorer 
treatment outcomes, greater severity and chronicity, 
more impaired functioning, increased health service 
use, and higher treatment costs. 

The impact tends to increase with an increasing 
number of comorbid conditions. 

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM
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COMORBID MEDICAL AND 
PSYCHIATRIC DISORDERS 

Patients with anxiety disorders have a higher 
prevalence of hypertension and other cardiovascular 
conditions, gastrointestinal disease, arthritis, thyroid 
disease, respiratory disease, migraine headaches, 
and allergic conditions compared to those without 
anxiety disorders. 

Comorbid anxiety and related disorders have a 
significant impact on quality of life (QoL) in patients 
with medical conditions.

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

BASELINE ASSESSMENT

Baseline assessment should include a review of systems, prescribed medications, over-the 
counter agents, alcohol use, caffeine intake, and illicit drug use, in addition to evaluation of the 
anxiety symptoms and functioning. 

Table 7 lists potential investigations that can be considered based on an individual patient’s 
presentation and specific symptoms (e.g., dizziness or tachycardia). 

Ideally, a physical examination and baseline laboratory investigations should be performed 
before pharmacotherapy is initiated, with repeat assessments according to best practice 
guidelines. 

Patients with anxiety and related disorders should be monitored initially every one to two 
weeks and then every four weeks for weight changes and adverse effects of medications, as 
this is a major factor contributing to discontinuation of medication. 

Closer monitoring may be required in children younger than 10 years of age, older or 
medically ill patients, patients on medications associated with metabolic changes, and those on 
multiple medications.

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM
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BASELINE 
ASSESSMENT

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

PSYCHOLOGICAL 
AND 

PHARMACOLOGICAL 
TREATMENT 

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

All patients should receive education about their disorder, efficacy 
(including expected time to onset of therapeutic effects) and 
tolerability of treatment choices, aggravating factors, and signs of 
relapse. 

Information on self-help materials such as books or websites may 
also be helpful.

The choice of psychological or pharmacological treatment 
depends on factors such as patient preference and motivation, 
ability of the patient to engage in the treatment, severity of 
illness, clinicians’ skills and experience, availability of 
psychological treatments, patient’s prior response to treatment, 
and the presence of comorbid medical or psychiatric disorders.
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OVERVIEW OF PSYCHOLOGICAL 
TREATMENT

Psychological treatments play an important role in the management of 
anxiety and related disorders. 

Regardless of whether formal psychological treatment is undertaken, patients 
should receive education and be encouraged to face their fears. 

Meta-analyses have demonstrated the efficacy of psychological treatments in 
group and individual formats in patients with panic disorder, specific phobia, 
SAD, OCD, GAD, or PTSD, particularly exposure-based and other cognitive 
behavioral therapy (CBT) protocols, as well as mindfulness-based cognitive 
therapy (MBCT). 

When choosing psychological treatments for individual patients, the forms of 
therapy that have been most thoroughly evaluated in the particular anxiety 
or related disorder should be used first.

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

OVERVIEW OF 
PSYCHOLOGICAL 

TREATMENT

CBT is not a single approach to treatment, but rather 
a process that focuses on addressing the factors that 
caused and maintain the individual patient’s anxiety 
symptoms. 

Some of the core components of CBT are shown in 
Table 9. 

CBT can be effectively delivered as individual or 
group therapy for most anxiety and related 
disorders. 
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OVERVIEW OF PSYCHOLOGICAL TREATMENT
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In addition, a variety of self-directed or minimal intervention formats (e.g., 
bibliotherapy/self-help books, or internet/ computer-based programs with or without 
minimal therapist contact) have demonstrated significant improvements in anxiety symptoms. 

Meta-analyses have also shown that exposure therapy can be effectively administered in a 
virtual reality format. 

These strategies may be particularly useful in cases where real-life exposure is difficult due 
to inconvenience, expense, or patient reluctance. 
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OVERVIEW OF PSYCHOLOGICAL 
TREATMENT

Psychotherapy and pharmacotherapy generally demonstrate about equivalent efficacy for 
the treatment of most anxiety and related disorders. 

Results with combination therapy vary for the different anxiety disorders, and results have 
been conflicting.

Therefore, current evidence does not support the routine combination of CBT and 
pharmacotherapy as initial treatment. 

However, when patients do not benefit from CBT or have a limited response, a trial of 
pharmacotherapy is advisable. 

Similarly, patients who show limited benefit from pharmacotherapy may benefit from CBT. 

All patients being treated with pharmacotherapy should be instructed to gradually face 
their fears (exposure to decrease avoidance).

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

SECTION B: PSYCHOPHARMACOLOGY FOR 
ANXIETY DISORDERS

• Tricyclics, tetracyclics, and monoamine oxidase inhibitors

• Antidepressants

• Benzodiazepines

• Anticonvulsants

• Atypical antipsychotics

• Other treatments

Discuss the pharmacological interventions for anxiety disorders 
including:

Develop a monitoring system to evaluate the effectiveness and tolerance 
of pharmacotherapy and strategies for minimizing adverse reactions.
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OVERVIEW OF 
PHARMACOLOGICAL 

TREATMENT

Table 10 shows medications that have Health 
Canada approved indications for use in different 
anxiety and related disorders.

Various antidepressants including selective serotonin 
reuptake inhibitors (SSRIs), serotonin norepinephrine 
reuptake inhibitors (SNRIs), noradrenergic and 
specific serotonergic antidepressants (NaSSAs), 
tricyclic antidepressants (TCAs), monoamine oxidase 
inhibitors (MAOIs), and reversible inhibitors of 
monoamine oxidase A (RIMAs) have demonstrated 
some efficacy in the treatment of anxiety and 
related disorders. 

SSRIs and SNRIs are usually preferred as initial 
treatments, since they are generally safer and better 
tolerated than TCAs or MAOIs.
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OVERVIEW OF 
PHARMACOLOGICAL TREATMENT

Benzodiazepines may be useful as adjunctive therapy early in treatment, 
particularly for acute anxiety or agitation, to help patients in times of acute 
crises, or while waiting for onset of adequate efficacy of SSRIs or other 
antidepressants. 

Due to concerns about possible dependency, sedation, cognitive impairment, 
and other side effects, benzodiazepines should usually be restricted to short-
term use, and generally dosed regularly rather than as-needed. 

Several anticonvulsants and atypical antipsychotics have demonstrated 
efficacy in some anxiety and related disorders, but for various reasons, 
including side effects, as well as limited randomized controlled trial (RCT) 
data and clinical experience, these agents are generally recommended as 
second-line, third-line, or adjunctive therapies.
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OVERVIEW OF 
PHARMACOLOGICAL TREATMENT

The choice of medication should take into 
consideration the evidence for its efficacy and 
safety/tolerability for the treatment of the specific 
anxiety and related disorder, as well as for any 
comorbid conditions the patient might have, in both 
acute and long-term use.
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ANTIDEPRESSANTS

Antidepressants are the cornerstone of pharmacological 
treatment for anxiety disorders. 

The guidelines recommend SSRIs and SNRIs as first-line agents 
across most anxiety disorders because of their strong 
evidence for efficacy, tolerability, and safety. 

These include medications such as escitalopram, (paroxetine), 
sertraline, venlafaxine XR, and duloxetine.

Tricyclic antidepressants (TCAs) such as clomipramine and 
imipramine are effective but considered second-line due to 
their side-effect burden and lower tolerability. 

Clomipramine remains an important option in obsessive-
compulsive disorder. 

Tetracyclics (e.g., mirtazapine) and monoamine oxidase 
inhibitors (MAOIs) are also effective for some patients but are 
generally reserved for second- or third-line use because of 
dietary restrictions, drug interactions, and tolerability issues.
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BENZODIAZEPINES

Benzodiazepines have well-established anxiolytic efficacy and are 
recommended as second-line treatments for most anxiety disorders. 

They may be considered in patients who cannot tolerate or have not 
responded to first-line agents. 

However, they are not recommended as first-line due to the risks of 
sedation, dependence, withdrawal, and cognitive impairment. 

In posttraumatic stress disorder, benzodiazepines are explicitly not 
recommended because of lack of efficacy and potential harm.

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

71

72



2025-10-08

37

ANTICONVULSANTS

Certain anticonvulsants have demonstrated 
efficacy in anxiety disorders, though evidence 
is more limited compared to antidepressants. 

According to the 2014 Canadian Clinical 
Practice Guidelines, pregabalin is 
recommended as a first-line treatment for 
generalized anxiety disorder (GAD) and 
Social Anxiety Disorder (SAD) due to its 
demonstrated efficacy and tolerability.
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ATYPICAL ANTIPSYCHOTICS

Atypical antipsychotics are not recommended as first-line treatments 
for any anxiety disorder. 

Instead, they are considered adjunctive or third-line options for 
treatment-resistant cases when standard treatments have failed. 

Agents such as quetiapine XR have the strongest evidence, particularly 
in generalized anxiety disorder, but they should be used cautiously 
due to potential risks. 

Their use is limited by adverse effects such as sedation, weight gain, 
and metabolic syndrome, so careful monitoring is required.
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OTHER AGENTS

The guidelines also discuss a range of other pharmacological 
agents with varying levels of evidence. 

Buspirone may be useful in generalized anxiety disorder and 
is generally considered a second-line treatment. 

Hydroxyzine has demonstrated some efficacy in reducing 
acute anxiety symptoms, but it is not recommended for long-
term management. 

Beta-blockers such as propranolol can help reduce peripheral 
autonomic symptoms, particularly in performance anxiety, but 
they do not address the core features of most anxiety 
disorders.
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CANADIAN TREATMENT 
GUIDELINES REVIEW
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PHARMACOLOGICAL TREATMENTS – 
GENERALIZED ANXIETY DISORDER (GAD)
Pharmacotherapeutic approaches should begin with one of the first-line options 
including an SSRI such as escitalopram, paroxetine, or sertraline, an SNRI such as 
duloxetine or venlafaxine XR, or other antidepressant such as agomelatine. 

The anticonvulsant pregabalin is also a recommended first-line therapy. If response to 
optimal doses is inadequate or the agent is not tolerated, therapy should be switched 
to another firstline agent before considering second-line medications. 

Second-line choices include bupropion XL, buspirone, hydroxyzine, imipramine, 
quetiapine XR, vortioxetine, as well as the benzodiazepines, alprazolam, brom

Third-line agents, adjunctive therapies, as well as biological and alternative therapies 
may be useful when patients fail to respond to an optimal treatment trial of first- and 
second-line therapies used alone and in combinationazepam, diazepam, and 
lorazepam.
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PHARMACOLOGICAL TREATMENTS – 
PANIC DISORDER (PD) AND AGORAPHOBIA

First-line options for the treatment of panic disorder include citalopram, 
fluoxetine, fluvoxamine, paroxetine, sertraline, venlafaxine XR, escitalopram, 
or paroxetine CR. 

Second-line choices include the TCAs (clomipramine and imipramine), 
mirtazapine, reboxetine, or benzodiazepines (alprazolam, clonazepam, 
lorazepam, and diazepam). 

Third-line agents, adjunctive therapies, as well as biological and alternative 
therapies may be useful when patients fail to respond to an optimal 
treatment trial of first- and second-line therapies used alone and in 
combination.
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PHARMACOLOGICAL TREATMENTS – 
SOCIAL ANXIETY DISORDER (SAD)

Pharmacotherapeutic approaches should begin with a first-line 
antidepressant such as escitalopram, fluvoxamine, fluvoxamine CR, 
paroxetine, paroxetine CR, sertraline, or venlafaxine XR, or the 
anticonvulsant pregabalin.

Second-line choices include the benzodiazepines alprazolam, 
bromazepam, and clonazepam, as well as citalopram, gabapentin, 
and phenelzine. Pregabalin has also been shown to maintain benefits 
and prevent relapse in a six-month study.

Third-line agents and adjunctive therapies may be useful when 
patients fail to respond to optimal treatment trials of first- and 
second-line therapies used alone and in combination.

Integration with CBT is strongly recommended to optimize outcomes.
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SPECIFIC PHOBIAS – PHARMACOLOGY
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Pharmacotherapy is rarely the first-line treatment for specific 
phobias. 

SSRIs may be considered in severe or disabling cases, particularly 
when comorbid anxiety exists. 

However, exposure-based cognitive-behavioral therapy remains 
the treatment of choice, with the most robust evidence for long-
term symptom reduction.

85

86



2025-10-08

44

CHILDREN AND 
ADOLESCENTS 
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SAFETY AND SIDE EFFECTS
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MONITORING 
ADVERSE 

REACTIONS

Each medication class has specific adverse effects 
that require monitoring:

 SSRIs and SNRIs: gastrointestinal symptoms, sexual dysfunction, 
insomnia.

 Benzodiazepines: sedation, psychomotor slowing, dependence.

 Atypical antipsychotics: metabolic syndrome, weight gain, 
extrapyramidal effects.

 Anticonvulsants: hepatic and hematological side effects (drug-
specific).

 Start medications at low doses, titrate slowly, and adjust 
based on age, comorbidities, or concurrent substance use.
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SELECTIVE 
SEROTONIN 
REUPTAKE 

INHIBITORS (SSRI) 
ADVERSE EFFECTS

NOSM PGY3-4 CORE SERIES- DR. VALERIE PRIMEAU, MD FRCPC

THE NEW AGE

Tremor

Headache

Euphoria

Nervousness 

(dizziness, insomnia, agitation, akathisia, discontinuation 

symptoms, serotonin syndrome)

Endocrine (SiADH, galactorrhea), osteoporosis

Weight changes

Anorgasmia

GI upset, GI bleeding

Excretions (diaphoresis, rhinitis)

SEROTONIN-
NOREPINEPHRINE 

REUPTAKE 
INHIBITOR (SNRI) 
ADVERSE EFFECTS

NOSM PGY3-4 CORE SERIES- DR. VALERIE PRIMEAU, MD FRCPC

DAD SINGS

Diastolic increase in BP

Anorexia

Dry mouth

Sexual dysfunction

Insomnia

Nervousness

GI side effects

Sweating
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TRICYCLIC 
ANTIDEPRESSANTS 

(TCA) ADVERSE 
EFFECTS

NOSM PGY3-4 CORE SERIES- DR. VALERIE PRIMEAU, MD FRCPC

NO BOWEL SOUNDS

Nausea and vomiting

Obesity

Blurred vision

Orthostatic hypotension

Widening QRS, increased QTc 

(also reported increased PR, decreased ST and blunted T wave)

Ejaculatory disturbances

Lethargy

Sinus tachycardia

Overdose

Urinary hesitance

Narrow angle glaucoma precipitation

Dry mucous membranes

Seizure threshold decrease

ANXIOLYTICS

The most common side effects associated with benzodiazepines include primarily sedation, 
fatigue, ataxia, slurred speech, memory impairment, and weakness. 

Benzodiazepines are associated with withdrawal reactions, rebound, and dependence, 
with the risk being greater with short- and intermediate-acting compared to long-acting 
agents. 

These agents should be used with caution in patients with SUDs. 

Older patients (generally over 65 years of age) may be at high risk for falls and fractures 
due to psychomotor impairment associated with benzodiazepines. Cognitive impairment 
has been reported, some of which may persist after cessation of therapy. 

In particular, memory impairment has been associated with high-dose or high-potency 
benzodiazepines, particularly in older people. 

Reported side effects of azapirones (buspirone) include dizziness, drowsiness, and nausea.
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ANTIPSYCHOTIC 
ADVERSE EFFECTS

(MORE D2)

NOSM PGY3-4 CORE SERIES- DR. VALERIE PRIMEAU, MD FRCPC

RESHAPE

Rhinitis

EPS

Sedation

Headache, hyperlipidemia

Appetite/weight changes, agitation

PRL increase

Edema

ANTIPSYCHOTIC 
ADVERSE EFFECTS

(LESS D2)

NOSM PGY3-4 CORE SERIES- DR. VALERIE PRIMEAU, MD FRCPC

SAD COST

Sedation

Appetite/weight changes

Diabetes, DKA, dry mouth

Constipation

Orthostatic hypotension

Seizure

Triglyceride increase, ALT 

increase
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ANTICONVULSANTS

Anticonvulsants are associated with gastrointestinal 
side effects, somnolence, weight gain, tremor, as well 
as dermatologic and hematologic side effects. 

In addition, several anticonvulsants have a potential 
risk of serious rash, erythema multiforme, Stevens-
Johnson syndrome, or toxic epidermal necrolysis. 

Regular monitoring of serum medication levels and 
liver function is required for patients on divalproex.

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

FOLLOW-UP
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Anxiety and related disorders are often chronic and a 
systematic approach to treatment should include patient 
education, assessment of comorbidities, and evidence based 
pharmacological and psychological interventions with adequate 
monitoring and duration. 

Pharmacological treatment is often associated with a delay of 
about two to eight weeks in onset of symptom relief, with full 
response taking up to 12 weeks or more. 

Longer-term therapy has been associated with continued 
symptomatic improvement and the prevention of relapse, and 
therapy should be continued for at least 12-24 months for most 
patients.

It is imperative to be mindful of drug-drug interactions and 
metabolism considerations, as significant level changes or 
adverse effects can be challenging to manage in a patient with 
already heightened vigilance to physical sensations
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FOLLOW-UP

Medication should be initiated at low doses and titrated to the recommended 
dosage range at one- to two-week intervals over four to six weeks. 

Once the therapeutic range has been achieved, improvement is usually seen over 
the next four to eight weeks.

Follow up should occur at two-week intervals for the first six weeks and monthly 
thereafter. 

For a patient undergoing psychotherapy, the treatment schedule is structured 
around weekly contact with a therapist for about 12-20 weeks, although shorter 
protocols and minimal intervention programs have also proven effective. 

A follow up appointment four weeks later and then every two to three months is 
usually sufficient.

DR. VALERIE PRIMEAU, MD FRCPC, NOSM PSYCHIATRY RESIDENCY PROGRAM CURRICULUM

ASSESSING 
RESPONSE TO 
TREATMENT 

Therapy should seek to improve symptoms and distress. 

The optimal goal is full remission of symptoms and return to 
a premorbid level of functioning. 

However, goals may need to be individualized for some 
patients with disorders that have been present since 
childhood as they may never have had adequate 
premorbid functioning. 

A response to therapy is often defined as a percentage 
reduction in symptoms (usually 25-50%) on an appropriate 
scale. 

Remission is often defined as loss of diagnostic status, a pre-
specified low score on an appropriate disorder-specific 
scale, and no functional impairment in fully recovered 
patients as measured by a scale such as the Sheehan 
Disability Scale or SF-36.

Effectiveness should be evaluated regularly using 
standardized scales as shown earlier
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