8. Diagnostic and therapeutic strategies

This chapter will answer the following questions:

e What are the steps to be followed in response to an anxiety disorder (GAD, PD, and panic attack)?
e What are the criteria for referral from Primary Care to Mental Health?

The answers to these questions are included in the following treatment algorithms presented in
the following pages:

* Treatment of Generalized Anxiety Disorder

Treatment algorithm for Generalized Anxiety Disorder (GAD)
* Treatment of Panic Disorder

Treatment algorithm for Panic Disorder (PD)
* Treatment of Panic Attack

Treatment algorithm for Panic Attack (see the following page)

CLINICAL PRACTICE GUIDELINES IN THE SPANISH NHS 96



8.1. Generalized Anxiety Disorder (GAD)

< Generalized Anxiety Disorder (GAD)

e |nform and support the patient (Appendix 4)

© BDZ (2 to 4 weeks)

e Brief psychological interventions'

o Self-help

o Evaluate referral to Specialized Mental

Health Care?

Does the
patient require
immediate
treatment?

Selecting treatment®
I

v

v

Psychological
interventions*
e Relaxation
and breathing
techniques
e Training in social
skills
e Training to handle
anxiety
© Resolving problems
e |nterpersonal
therapy
*Structured, brief, with
specified times and
specific objectives,
and provided by
trained professionals.

Pharmacological treatment*

Anti-depressants:

e SSRIs (paroxetine, sertraline, or escitalopram)

© SNSRIs (slow-release venlafaxine®)

© TADs (imipramine)

If the response to optimum doses of SSRIs is inadequate or the
medication is not tolerated well, switch to another SSRI. If there is no
improvement after 8-12 weeks, consider another drug with a different
action mechanism (SNSRIs, TADs).

Benzodiazepines:

e Alprazolam, bromazepam, lorazepam, diazepam

Short-term use recommended (not more than 4 weeks) when fast
control of the symptoms is crucial or until there is a response to Ads
or CBT.

*The prescription of venlafaxine to patients with a high risk of
cardiac arrhythmia or recent heart attack is not advisable, and in the
case of patients with hypertension, it should only be used when the
hypertension is controlled.

Self-help
e Bibliotherapy™
based on the
principles of CBT
 Reference
books, patient
associations, and
internet resources
(Appendix 4)
*Guided by trained
professionals, using
self-help manuals and
with brief office visits
or phone contact.

If appropriate, continue with
care and monitoring depending
on the treatment

Monitoring

e Check compliance/adherence

 Reevaluate the dosage and side effects

e Evaluate the evolution and use scales (Appendix 3) whenever
possible

Have
the symptoms
improved after 12 weeks
of treatment?

e Reevaluate the patient and try another treatment (another SSRI,

venlafaxine, TADs, psychological intervention or self-help techniques)
e Evaluate the possibility of referral to Specialized Mental Health Care?
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1. Brief psychological interventions

Done by trained professionals:
e Relaxation and breathing

e Self-control

e Training in social skills

e Training to handle anxiety

2. Referral criteria

e Difficult or uncertain diagnosis (non-specific physical symptoms, somatizations, etc.)

e Psychiatric or organic comorbidity (major depression, alcohol dependence and/or substance abuse)

e Suicidal tendencies (urgent referral)

e |n case of persistent elevated anxiety for more than 12 weeks of pharmacological treatment and/or psychotherapy support
e Highly incapacitating symptoms (social and/or work adaptation)

3. Treatment selection

e Evaluate the severity of the symptoms and criteria for referral to Specialized Mental Health Care?
e |nform the patient regarding therapeutic objectives and options depending on the available resources
e Evaluate the patient’s preferences and beliefs/expectations regarding the treatment

4. Pharmacological treatment

Consider the following before prescribing:

° Age

e Previous treatment

e Risk of autolytic attempts or occasional overdose
e Tolerance

e Possible interactions with other medications

e Possible pregnancy

e Patient’s preference

Inform the patient regarding the following:

e Possible side effects™

e Possible withdrawal symptoms after interruption of treatment
e Non-immediacy of the effect

e Duration

 Need for compliance

Make written information available to the patient (Appendix 4).
*To reduce side effects, begin with a lower dosage and increase until the satisfactory therapeutic dosage is reached.
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8.2. Panic Disorder (PD)

< Panicdisorder(P)) >

Panic attack
algorithm

Isthisa
panic attack?

© BDZ (2 to 4 weeks)
o Self-help

Health Care?

e |nform and support the patient (Appendix 4)
e Brief psychological interventions’

o Evaluate referral to Specialized Mental

Does the
patient require
immediate
treatment?

------------ >| Selecting treatment*
I

v

v

Psychological

interventions*

e Relaxation
and breathing
techniques

e Training in social
skills

e Training to handle
anxiety

e Cognitive
distraction and
thought stopping

© Resolving problems

e |nterpersonal
therapy

*Structured, brief, with

specified times and

specific objectives,

and provided by

trained professionals.

Pharmacological treatment*

Anti-depressants:

o SSRIs (citalopram, fluoxetine, fluvoxamine, paroxetine, and
sertraline)

o SNSRIs (slow-release venlafaxing®)

o TADs (chlorimipramine, imipramine)

If the response to optimum doses of SSRIs is inadequate or the

medication is not tolerated well, switch to another SSRI. If there is no

improvement after 8-12 weeks, consider another drug with a different

action mechanism (SNSRIs, TADSs).

Interruption of the treatment poses a risk of relapse, so in many cases,

patients receive long-term treatment (at least 12 months).

Benzodiazepines:

e Alprazolam, clonazepam, lorazepam, diazepam

Short-term use recommended (not more than 4 weeks) when fast

control of the symptoms is crucial or until there is a response to Ads

or CBT.

*The prescription of venlafaxine to patients with a high risk of

cardiac arrhythmia or recent heart attack is not advisable, and in the

case of patients with hypertension, it should only be used when the

hypertension is controlled.

Self-help
e Bibliotherapy™
based on the
principles of CBT
® Reference
books, patient
associations, and
internet resources
(Appendix 4)
*Guided by trained
professionals, using
self-help manuals and
with brief office visits
or phone contact.

If appropriate, continue with
care and monitoring depending
on the treatment

Monitoring

e Check compliance/adherence

 Reevaluate the dosage and side effects

e Fvaluate the evolution and use scales (Appendix 3) whenever
possible

Have
the symptoms
improved after 12 weeks
of treatment?

o Reevaluate the patient and try another treatment (another SSRI,

venlafaxine, TADs, psychological intervention or self-help techniques)
e Fvaluate the possibility of referral to Specialized Mental Health Care®
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1. Diagnostic criteria for panic attack (DSM-I1V-TR-AP)

Temporary or isolated appearance of intense discomfort or fear, accompanies by four (or more) of the following symptoms, which
appear suddenly and achieve their maximum intensity within the first 10 minutes:

1. Chest discomfort or tightness

2. Feeling of suffocation or lack of breath

3. Palpitations, heart pounding, or elevation of heart rate

4. Sweating

5. Shivering or suffocation

6. Feeling of choking

7. Nausea or abdominal discomfort

8. Shaking or trembling

9. Paresthesia (feeling of numbness or tingling)

10. Instability, dizziness, or fainting

11. Derealization (feeling of unreality) or depersonalization (being separated from one’s self)
12. Fear of losing control or going crazy

13. Fear of dying

2. Brief psychological interventions

Done by trained professionals:

e Relaxation and breathing

e Self-control

e Training in social skills

e Training in the handling of anxiety symptoms

3. Referral criteria

e Difficult or questionable diagnosis

e Organic or psychiatric comorbidity (major depression, alcohol dependency and/or substance abuse)

e Suicidal tendencies (urgent referral)

e |f intense anxiety persists for more than 12 weeks of pharmacological treatment and/or support psychotherapy
e Highly incapacitating symptoms (social and/or work adaptation)

4. Selecting treatment

e Evaluate the seriousness of the symptoms and criteria for referral to Specialized Mental Health Care®
e |nform the patient regarding the options and therapeutic objectives depending on the available resources
e Evaluate the patient's preferences and beliefs/expectations regarding the treatment

5. Pharmacological treatment

Consider the following before prescribing:

° Age

e Previous treatment

e Risk of autolytic attempts or occasional overdose
e Tolerance

e Possible interactions with other medications

e Possible pregnancy

e Patient’s preference

Inform the patient regarding the following:

® Possible side effects™

® Possible withdrawal symptoms after interruption of treatment
e Non-immediacy of the effect

e Duration

 Need for compliance

Make written information available to the patient (Appendix 4).
*To reduce side effects, begin with a lower dosage and increase until the satisfactory therapeutic dosage is reached.
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1. Diagnostic criteria for panic attack (DSM-1V-TR-AP)

Temporary or isolated appearance of intense discomfort or fear, accompanies by four (or more) of the following symptoms, which
appear suddenly and achieve their maximum intensity within the first 10 minutes:

1. Chest discomfort or tightness

2. Feeling of suffocation or lack of breath

3. Palpitations, heart pounding, or elevation of heart rate

4. Sweating

5. Shivering or suffocation

6. Feeling of choking

7. Nausea or abdominal discomfort

8. Shaking or trembling

9. Paresthesia (feeling of numbness or tingling)

10. Instability, dizziness, or fainting

11. Derealization (feeling of unreality) or depersonalization (being separated from one’s self)
12. Fear of losing control or going crazy

13. Fear of dying
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