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This article describes the current bur-
den of anxiety disorders and provides
a synthesis of relevant findings in re-

cent scientific literature to assist managed
care decision makers in better understand-
ing the importance and impact of anxiety
disorders. The authors provide an overview
of anxiety disorders with a focus on evi-
dence-based medication management prin-

ciples in the general population. These com-
ments should help provide insight into spe-
cial challenges and opportunities in
managed care populations. In light of the
Medicare Modernization Act (MMA), special
attention is focused on unique treatment
considerations in the elderly. The remainder
of this supplement presents important
results from retrospective database studies
conducted in large managed care settings.
These studies were designed to provide deci-
sion makers and clinicians with real-world
data to support anxiety and depression
treatment decisions and offer a glimpse of
what benefits may accrue in comparable
treatment settings.

CURRENT STATUS

Epidemiology

The lifetime prevalence of anxiety disor-
ders is approximately 28.8% in the United
States, with more than 1 of every 4 adults
experiencing at least 1 anxiety disorder in
their lifetime.1 Accordingly, anxiety disor-
ders place a significant economic impact on
the US healthcare system. The total annual
cost of anxiety disorders has been estimat-
ed to be between $42.3 billion and $46.6
billion, of which more than 75% can be
attributed to morbidity, mortality, lost pro-
ductivity, and other indirect costs.2,3 In com-
parison, the total economic burden of
coronary artery disease may be as high as
$133.2 billion, whereas that of asthma may
be as high as $16.1 billion.4 Even more com-
pelling is that the total cost estimate for
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Abstract
Anxiety disorders are highly prevalent in adults

and often coexist with depression. Patients with anx-
iety commonly present to their primary care doctors,
or in other medical settings, reflecting a high utiliza-
tion of medical services. Furthermore, some patients
initially complain of only somatic symptoms before
they are ultimately diagnosed with a primary anxiety
disorder. Approaches to management include both
nondrug and drug treatments, and pharmacotherapy
has substantial evidence-based support for efficacy.
Of the drugs available for use, an antidepressant, and
in particular a selective serotonin reuptake inhibitor,
is the preferred initial treatment for most patients.
This choice is based on the drug’s proven efficacy,
favorable adverse event profile, relative safety in
overdose, and better management of comorbid
depression. The treatment of anxiety disorders has
multiple potential benefits in systems of managed
care. These include the ability to maintain remission
or prevent relapse, a decrease in comorbid depres-
sion, promotion of adherence with improvement in
quality of life, and reduction in claims for medical
care. This overview of the anxiety disorders sets the
stage for subsequent discussions of managed care
datasets highlighting the opportunities for making
informed decisions about access to care and treat-
ment that can lead to economic benefits, especially
in light of the Medicare Modernization Act.
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anxiety disorders comprises more than
30% of the total expenditures for mental ill-
nesses; the cost of anxiety drug therapy
accounts for 53% of the drug expenditures
for mental illnesses.3,5

Of special significance to managed care
organizations, a majority of frequent users of
medical resources have symptoms of anxiety
and/or depression. Schmitz and Kruse found
that patients with a single anxiety disorder
were 56% more likely to be a frequent user of
medical services compared with patients with
no anxiety disorder, and patients with comor-
bid anxiety and other psychiatric disorders
were more than 3 times more likely to be a
frequent user.6 Remarkably, only 10% of fre-
quent users with anxiety account for almost
30% of office visits, more than 50% of outpa-
tient specialist visits, and 48% of days spent in
a hospital.7 Given the high resource con-
sumption by this patient population and the
significant economic impact they have on the
healthcare system, further investigation is
warranted into the most clinically appropri-
ate yet cost-effective therapy for patients with
significant anxiety and anxiety disorders.

Clinical Presentation of Anxiety Disorders

The clinical manifestation of anxiety can
vary widely from nonspecific somatic symp-
toms to severely debilitating illness. The
diagnosis of chronic anxiety disorders can
be difficult, because nonspecific or vague
symptoms can be masked by other comor-
bid conditions or may be inadequately de-
scribed or expressed by the patient. Physical
symptoms, such as chest pain, fatigue,
headache, insomnia, shortness of breath,
dizziness, nausea, palpitations, and numb-
ness, are often nonspecific and may mimic
the patient’s existing comorbid conditions,5

further complicating the differential diag-
nosis of an anxiety disorder. Anxiety can
also be triggered by underlying medical
conditions, such as hypoparathyroidism,
pheochromocytoma, or even coronary artery
disease.8 Another common precipitant of
symptoms of anxiety is the initiation or
withdrawal of various drugs, including anti-
psychotics, corticosteroids, thyroid hor-
mones, and stimulants.5 Comorbidity with
psychiatric disorders is common, especially
major depressive disorder, but others in-

clude multiple anxiety disorders (panic
disorder, social anxiety disorder [SAD],
post-traumatic stress disorder [PTSD],
generalized anxiety disorder [GAD]), and
dementia.9 It is important to differentiate
chronic anxiety disorders from acute anxi-
ety triggered by life events or stressors or
anxiety from other psychiatric conditions.

The majority of patients with anxiety dis-
order (83%) present to their physician with
somatic symptoms, although studies have
shown that physicians are less likely to rec-
ognize psychiatric illness if presented with
physical symptoms alone.5,8 However, the
number of physical symptoms reported by
the patient may be an indication of an
anxiety disorder, with a higher number of
symptoms being associated with a higher
likelihood of an anxiety disorder.5 Other
clues may also help distinguish anxiety dis-
orders from underlying medical conditions.
For instance, patients suddenly developing
new-onset anxiety symptoms after the age of
35 who have otherwise been in good physi-
cal health with no previous symptoms of anx-
iety should be evaluated for underlying
medical conditions. Generally, adult patients
experiencing an anxiety disorder are likely to
have had an anxious childhood or adoles-
cence.8 Diagnosis of anxiety disorders can be
further complicated if patients do not report
symptoms associated with anxiety to their
physician. This situation can occur when a
patient feels there is a negative stigma asso-
ciated with a mental disorder diagnosis.

Because of the difficulty in recognizing
and properly diagnosing anxiety disorders,
epidemiological prevalence rates may
underestimate the true number of people
experiencing an anxiety disorder, which is
particularly true in the elderly. For example,
Mulsant et al conducted a retrospective
cohort study and found that one third to one
half of elderly inpatient subjects had severe
anxiety symptoms, whereas only 8% had a
Diagnostic and Statistical Manual of
Mental Disorders, 4th Edition (DSM-IV)-
diagnosed anxiety disorder.10,11

Classification of Anxiety Disorders

The term “anxiety disorder” encompass-
es 5 major disorders defined by the National
Institutes of Mental Health. These are GAD,
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obsessive-compulsive disorder (OCD), panic
disorder, phobias, including SAD, and
PTSD.12 Additional subtypes are identified
by the DSM-IV.13 The most common anxiety
disorders are SAD (lifetime prevalence
12.1%), PTSD (6.8%), and GAD (5.7%).1,14 A
brief description of the 5 major anxiety dis-
orders is provided in Table 1.

Comorbid Anxiety and Depression

Comorbid anxiety disorders and major
depressive disorder (depression) are fre-
quently encountered concurrently; an esti-
mated 85% of patients with depression have
symptoms of anxiety, and 58% have a diag-
nosis for an anxiety disorder during their
lifetime.11 The prevalence of comorbid GAD
and depression, the most common combina-
tion, has been reported in as high as 60% to
90% of patients with GAD in community

populations.9 Comorbid anxiety and depres-
sion is especially common in the elderly18

and has been associated with significantly
greater severity of somatic symptoms and
significantly poorer social functioning com-
pared with elderly patients with depression
alone.11 These patients also tend to have
lower Global Assessment Scale scores and
more severe symptoms of depression.11

Additionally, patients with comorbid condi-
tions are more frequent users of medical
resources, as demonstrated by Sheehan et al
in this supplement and others.6,19

APPROACHES TO TREATMENT

Drug and Nondrug Treatment

In general, 2 types of treatment are avail-
able for anxiety disorders—psychotherapy
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Table 1. Major Types of Anxiety Disorders by NIMH Classification

Lifetime
Anxiety disorder prevalence* Characteristics

Social anxiety disorder 12.1% ± 0.4% A fear of negative evaluation in social or performance 
situations, resulting in distress of functional impairment; 
distress may be generalized or specific†‡

Post-traumatic stress disorder 6.8% ± 0.4% Persistent symptoms of anxiety which occur after an 
extremely traumatic or life-threatening event, persisting
for at least 4 weeks; patients often relive the triggering
event†§

Generalized anxiety disorder 5.7% ± 0.3% Pervasive and uncontrollable worrying and anxious
feelings that persist for at least 6 months, accompanied
by at least 3 of the following: restlessness, difficulty
concentrating, easy fatigability, irritability, muscle
tension, disturbed sleep†§||

Panic disorder 4.7% ± 0.2% Recurring panic attacks (sudden and unprovoked 
episodes of fear and discomfort), which may be
accompanied by somatic symptoms, such as
palpitations, increased heart rate, chest pain, nausea,
trembling, shortness of breath, or sweating†§

Obsessive-compulsive disorder 1.6% ± 0.3% Uncontrollable obsessive thoughts (obsessions) and 
feelings that result in ritualistic actions (compulsions)
that may relieve symptoms of anxiety†¶

NIMH indicates National Institutes of Mental Health.
*Source: Reference 1.
†Source: Reference 14.
‡Source: Reference 15.
§Source: Reference 5.
||Source: Reference 16.
¶Source: Reference 17.



and pharmacotherapy. One or both approach-
es can be effective depending on the specific
anxiety disorder being treated. Psycho-
therapy, which includes cognitive behavioral
therapy (CBT) and collaborative care, has
been effective for specific phobias, whereas
pharmacotherapy alone or in combination
with psychotherapy is generally considered
the treatment standard for most anxiety dis-
orders. CBT involves training patients to rec-
ognize internal or external stimuli that are
associated with feelings of anxiety, altering
maladaptive patterns of response to such
stimuli, thus allowing patients to reduce
their anxiety. Collaborative care, a method
of disease management that involves close
collaboration between the patient, primary
care provider, and behavioral care special-
ist, has been shown to improve the quality
of care and clinical outcomes in certain
anxiety disorders, such as panic disorder,
although studies are conflicting.20,21

Pharmacotherapy treatment algorithms
for anxiety disorders vary based on the spe-
cific diagnosis. Anxiolytic agents, of which
benzodiazepines and buspirone are the prin-
cipal members, may be used for acute anxi-
ety relief for a limited period,8 but, in
general, patients should begin treatment for
chronic anxiety disorder with an antidepres-

sant (either a selective serotonin reuptake
inhibitor [SSRI] or a mixed-mechanism
antidepressant). A summary of the most
recent consensus treatment guidelines is
found in Table 2.

Anxiolytics. Anxiolytics have historically
been the mainstay of treatment for anxiety
disorders. Given their relatively high side
effect burden and inconsistent results in
reducing symptoms or inducing remission,
these agents are no longer recommended as
first-line treatment.

Benzodiazepines have been the most
widely studied and utilized class of drugs for
anxiety disorders and were the treatment of
choice for many years.15,16 Their efficacy in
reducing somatic symptoms has been docu-
mented, but they produce little improvement
in the psychic symptoms of anxiety and have
questionable efficacy in long-term treatment;
studies have shown a reduction in Hamilton
Anxiety Scale scores similar to placebo.23

Additionally, benzodiazepines are associat-
ed with a higher burden of central nervous
system side effects, such as cognitive impair-
ment, psychomotor impairment, and day-
time sedation, than other therapeutic
options,11 as well as a risk of dependence and
producing a discontinuation syndrome.22,24
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Table 2. Summary of Recent Guidelines for Treatment of Anxiety Disorders

Recommended
Summary of minimum

Anxiety disorder Expert panel recommendations duration of therapy

Panic disorder APA CBT or pharmacotherapy 12 to 18 months

ICGDA SSRIs 12 to 24 months

GAD ICGDA SSRIs, SNRIs, TCA, and CBT 12 months to lifelong*

SAD ICGDA SSRIs 12 months

PTSD ICGDA SSRIs, CBT 12 to 24 months

OCD Expert consensus CBT or SSRIs ± clomipramine 12 to 24 months
for OCD, AACAP CBT ± SSRIs 12 to 18 months

APA indicates American Psychiatric Association; ICGDA, International Consensus Group on Depression and Anxiety;
AACAP, American Academy of Child and Adolescent Psychiatry; GAD, generalized anxiety disorder; SAD, social anxi-
ety disorder; PTSD, post-traumatic stress disorder; OCD, obsessive-compulsive disorder; CBT, cognitive behavioral
therapy; SSRIs, selective serotonin reuptake inhibitors; SNRI, serotonin norepinephrine reuptake inhibitor; TCA, tri-
cyclic antidepressant.
*Source: Reference 10.
Source: Adapted from Reference 22, except where noted.



The negative effects of benzodiazepines
may be increased significantly in the elderly.
Elderly patients demonstrate impaired phar-
macokinetics for a variety of drugs.25 This
population has a slowed drug metabolism
compared with younger adults due to
decreases in the activity of hepatic
cytochrome P450 enzymes that metabolize
these drugs.26 The elimination half-life of a
benzodiazepine, such as diazepam, may be
increased 4- to 5-fold, increasing the severi-
ty and duration of side effects.27 Although
some controversy remains, benzodiazepines
have been repeatedly associated with a risk
of hip fractures in the elderly.28,29 Elderly
patients receiving long-term benzodi-
azepines have a significantly higher risk of
decline on cognitive function tests over a 4-
year period than nonusers.30 For instance,
benzodiazepines have been shown to be a
risk factor for cognitive impairment in the
elderly. Long-term users of benzodiazepines
had a significantly higher risk of cognitive
decline in the global cognitive test (Mini
Mental State Examination) than nonusers.30 

Because of these risks, benzodiazepines
are not recommended as the mainstay of
therapy and should be limited to only the
acute phase of anxiety treatment for up to
2 to 4 weeks or to manage breakthrough
symptoms during the initiation of an anti-
depressant or other long-term therapy.31

The continued use of benzodiazepines in
patients who show no response after 2 weeks
is contraindicated.31

Buspirone, a 5-HT1A partial agonist, is
another anxiolytic historically used in anxi-
ety. Buspirone has only been shown to be
effective in GAD and comparable with place-
bo in acute anxiety and panic disorder, but
does have an improved tolerability profile
and decreased drug interactions compared
with benzodiazepines.5,15 Like benzodi-
azepines, however, buspirone is not effective
in managing symptoms of depression that
are frequently comorbid in patients with
GAD.9 The relative complexity of a buspi-
rone regimen (multiple daily dosing) in-
creases the risk of nonadherence and makes
it less favorable as primary therapy.

Antidepressants. More recently, practice
patterns have shifted to the antidepressant
class as the most commonly prescribed for
anxiety disorders. This is due to their proven
efficacy in anxiety as well as in commonly
comorbid depressive symptoms. Although
efficacy between the SSRIs and the tricyclic
antidepressants (TCAs) is similar, the SSRIs
have an enhanced safety and tolerability
profile, making them the preferred agent for
all anxiety disorders.22 The considerable side
effect burden, the possibility of producing
anticholinergic delirium, and their contribu-
tion to promoting falls and hip fractures,
make TCAs especially unsuitable for the eld-
erly and no longer recommended.

SSRIs have been proved to relieve many of
the anxiety and/or depressive symptoms
associated with anxiety disorders, such as
GAD, SAD, panic disorder, OCD, and PTSD.
They are effective, well tolerated, and rela-
tively safe in overdose situations, making
them an ideal choice for the treatment of
anxiety, particularly for the elderly popula-
tion.32,33 Although the majority of SSRIs have
gained US Food and Drug Administration
(FDA) approval for major depressive disor-
der, they may not be interchangeable in the
treatment of anxiety disorders, because each
SSRI has different FDA approvals for the anx-
iety disorders (Table 3). For example, a
recent request to extend escitalopram’s indi-
cations to SAD and panic disorder was
recently denied by the FDA,34 citing lack of
efficacy. In addition to efficacy differences,
dissimilarities in tolerability have also been
described and may be the leading cause of
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Table 3. SSRI FDA-approved Indications for Anxiety Disorders

SSRI agent FDA-approved anxiety indication

Fluoxetine/Fluoxetine weekly OCD, PD (weekly, not approved 
for anxiety)

Sertraline OCD, PD, PTSD, SAD

Paroxetine IR/Paroxetine CR* OCD, PD,* SAD,* GAD, PTSD

Citalopram No approval for anxiety

Escitalopram GAD

Fluvoxamine OCD

*Indications for which paroxetine CR is approved.
SSRI indicates selective serotonin reuptake inhibitor; FDA, US Food and Drug
Administration; OCD, obsessive-compulsive disorder; PD, panic disorder;
PTSD, post-traumatic stress disorder; SAD, social anxiety disorder; IR, imme-
diate release; CR, controlled release; GAD, generalized anxiety disorder.



therapy change and patient nonadherence
with many of the immediate-release SSRIs,
especially in patients with anxiety disorders
with or without comorbid depression.35

Other Agents. Venlafaxine and extended-
release venlafaxine are antidepressant agents
that have also shown efficacy in treating
anxiety disorders. Classified as serotonin
norepinephrine reuptake inhibitors, they
are generally well tolerated and have been
effective in the treatment of GAD, panic dis-
order, and SAD.5 The efficacy of venlafaxine
has been maintained during long-term
treatment courses. The side effect profile
for venlafaxine includes nausea, dizziness,
somnolence, and dry mouth; however, these
events usually decline with long-term use of
the agent.36

Monoamine oxidase inhibitors (MAOIs)
have been shown to be effective in relieving
anxiety in some patients; however, these
drugs have significant drug interactions and
a high side-effect burden. The dietary
restrictions necessary for use of an oral
MAOI37 make these drugs a poor treatment
option, particularly in the elderly.5

As seen in Table 2, regardless of the type
of anxiety disorder, treatment should be
maintained for at least 12 months, high-
lighting the fact that anxiety disorders, like
depression, tend to relapse and remit, and
long-term, continuous treatment should be
started to prevent relapse. Even with long-
term therapy, less than 50% of patients
with GAD have achieved full remission
after 5 years, and of patients with full or
partial remission, 27% and 39%, respec-
tively, relapsed within 3 years.38 The
nature and cause of high rates of relapse
have not been fully investigated, but pos-
sible factors are comorbid disorders, poor
adherence, and the initial choice of an
anti-anxiety agent. Work by Melfi et al and
Claxton et al, for example, have demon-
strated a significantly increased risk of
relapse of depression in patients who are
only partially adherent with antidepres-
sant therapy or discontinue therapy early
compared with those who are adherent
for a minimum duration.39,40 Similarly,
Eaddy et al clearly demonstrate the rela-
tionship between treatment duration and

all-cause hospitalizations in depression,
finding a 14% reduced risk of all-cause
hospitalization for every 30-day increase
in antidepressant treatment duration up to
90 days.41

Thus, the key issues regarding pharma-
cotherapy for anxiety disorders are efficacy,
safety, and the ability to maintain remission
or prevent relapse. However, drug treatment
is only effective when it is taken appropri-
ately, therefore, factors such as tolerability
and enhanced adherence profile have a sig-
nificant impact on a drug’s ability to main-
tain remission or prevent relapse. These
factors are clearly not equivalent between
the classes of medications or within the drug
classes. Previous work has demonstrated
that tolerability, and subsequently adher-
ence, among the SSRI class is not equiva-
lent.35,42 Retrospective claims analyses in
large commercial managed care datasets
have found that improved adherence has
also been associated with reduced medical
costs,43,44 primarily thought to be driven by a
reduction in acute medical care required for
relapse in depression. Additional compara-
tive SSRI adherence and economic results
are presented in this supplement.

CHALLENGES 

Special Populations: Comorbid Anxiety 
and Depression

Patients presenting with depression and
comorbid anxiety disorders offer a special
challenge in treatment, because they often
have more severe clinical outcomes and
require additional or more intense manage-
ment; older depressed patients with symp-
toms of GAD have a worse outcome than
those without anxiety.45 Avoiding the use of
an agent that may potentially worsen either
condition or may lead to greater risk of re-
lapse and poor outcomes are important
treatment considerations in this comorbid
population. Benzodiazepines are not includ-
ed in the American Psychiatric Association’s
guidelines for treatment of major depressive
disorder and should not be used in anxiety
patients with comorbid depression. An agent
that is effective and tolerable for both disor-
ders is the most desirable. Pertaining to this
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very prevalent and challenging mental
health comorbidity, additional adherence
and economic data differentiating the avail-
able SSRIs are featured in this supplement.

Special Populations: The Elderly

Considering the ever-increasing number
of patients eligible for Medicare, expected to
near 80 million enrollees in 2030, and the
anticipated coverage of prescription drugs
under the MMA in 2006, treatment consid-
erations for anxiety disorders in the elderly
deserve special attention. Anxiety disorders
and comorbid anxiety and depression,
although not as prevalent as in a younger
population, are still common among the eld-
erly; prevalence estimates have ranged from
14% to 17%.46,47 The presence of anxiety dis-
orders has also been associated with an 87%
greater risk of mortality over 7 years in eld-
erly men compared with elderly men without
anxiety, which may be due to an increased
sensitivity to the autonomic activity induced
by symptoms of anxiety or psychosocial
implications, such as stress-related cardio-
vascular dysfunction or suicidal ideology.47

Given the heightened sensitivity to anxi-
ety that may be present in the elderly and
understanding that the elderly may also be
more sensitive to medication effects, such as
an increased sensitivity to anticholinergic
effects, careful attention should be given to
treating psychiatric disorders in this popula-
tion. The Beers criteria, initially published
in 1991, provide guidelines and recommen-
dations for medications that should not be
prescribed to the elderly in a nursing home
setting. The criteria have since been applied
to a variety of settings and have been recent-
ly updated to include medications that gen-
erally should be avoided in elderly patients,
regardless of the setting.48 Included on the
most updated criteria are long-acting benzo-
diazepines, independent of diagnosis or
conditions.48 Even though benzodiazepines
are considered an inappropriate therapy for
use in the elderly, they are the most fre-
quently prescribed anti-anxiety agents in
the elderly.27,49,50 Although benzodiazepines
are efficacious with regards to acute anxiety
and onset,51 side effects, such as sedation,
drowsiness, and central nervous system
depression, have been linked to cognitive

dysfunction, falls, immobility, and hip frac-
tures in the elderly.52 The long-acting benzo-
diazepines or those prescribed at higher
than recommended doses pose an even
greater risk to the elderly population
because of a reduced capacity for hepatic or
renal clearance of drugs.27,53

Of particular interest to health plans, the
National Committee for Quality Assurance
introduced a new measure on drugs to be
avoided in the elderly to the 2006 Health
Employer Data and Information Set
(HEDIS). The measure evaluates the fre-
quency of inappropriate drug utilization in
Medicare members, of which the long-acting
benzodiazepines are included.54 Similarly,
the Centers for Medicare and Medicaid
Services (CMS) have declared that the ben-
zodiazepines will not be covered under
Medicare’s new prescription program, Part
D, of the MMA.55 As such, SSRIs will likely
become the primary agents used in this
population. With the introduction of newer
SSRIs and the number of SSRIs that are
available generically, clinicians must con-
tinue to evaluate which SSRI provides the
highest likelihood of therapeutic success in
elderly patients with anxiety disorders.
Recent evidence,35 along with additional
research presented in this supplement,
may provide managed care decision mak-
ers with important data differentiating
among the available SSRIs in treating
depression and/or anxiety disorders in the
elderly population.

OPPORTUNITIES

Although the elderly present a unique set
of challenges in treatment of anxiety and
depression, managed care decision makers
will have multiple opportunities to provide
quality, cost-effective care in this popula-
tion. For example, the MMA will provide
access to prescription medications for mil-
lions of Medicare beneficiaries who had no
coverage before, considerably expanding the
treatable population. In addition to CMS, the
prescription drug program will also be man-
aged by private managed care companies
through stand-alone prescription drug plans
or Medicare Advantage plans, which replace

REPORTS

S350 THE AMERICAN JOURNAL OF MANAGED CARE OCTOBER 2005



the traditional Medicare+Choice program.
As such, health plans will face a growing
number of members seeking treatment for
anxiety and depression. This presents an
opportunity for plan decision makers to
enhance care in elderly populations for a
greater number of patients through targeted
quality improvement initiatives, such as
those seen in the HEDIS 2006 measures in
the elderly (eg, improving adherence to
pharmacotherapy or decreasing inappropri-
ate therapy).

The development of drug formularies
unique to each plan sponsor, mandated by
the MMA, clearly also has implications for
managed care decision makers. The MMA
requires a minimum of 2 chemically distinct
drugs in each therapeutic class for the for-
mulary but does not limit the number of cov-
ered agents or mandate open access. This
presents an opportunity for decision makers
to develop a cost-effective drug formulary for
anxiety and depressive disorders while pro-
viding good clinical outcomes. As has been
discussed above, therapy should not only
address efficacy but should also address
patient-level issues, such as tolerability and
adherence. There is a need, then, to differ-
entiate the therapeutic alternatives,
because these issues are not equivalent
across the agents. In this supplement, Keene
et al demonstrate adherence differences
among the SSRIs in a treated elderly popula-
tion,56 whereas Sheehan et al present the
economic differences among these agents.19

Managed care decision makers also have
the opportunity to affect provider and
patient treatment decisions through wide-
spread implementation of their own drug
benefit policies. However, careful and
informed consideration should go into for-
mulary design or policy implementation to
provide the best quality of care. As Panzer et
al demonstrate in this supplement through
an economic impact model, SSRIs do not
result in similar treatment outcomes, but
ultimately result in an overall cost increase
rather than a cost savings from a generic
step therapy program.57 Clearly, the initial
choice of therapy in the treatment of
patients with anxiety and depression may
affect the need for therapy change, early
treatment discontinuation, or other less de-

sired medication utilization patterns. There-
fore, considerations for a prescription plan
design should account not only for drug cost
but also for clinical efficacy, safety and tol-
erability, and effects on adherence, as these
all significantly impact treatment success
in patients with anxiety disorders and/or
depression.

SUMMARY

Anxiety disorders are prevalent in the
United States in both a younger population
and in the elderly. These disorders encom-
pass a number of conditions with various
symptomatologies and, as such, are often
undiagnosed or misdiagnosed and under-
treated. SSRIs are recommended as a first-
line treatment in the pharmacological
management of anxiety disorders due to
their proven efficacy, safety and tolerability,
and effectiveness in both anxiety disorders
and commonly comorbid depression.
Correctly identifying a patient’s anxiety
disorder and choosing an appropriate ini-
tial therapy with proven outcomes and
improved patient-related factors is essen-
tial in the management of these disorders.
With the implementation of the MMA, treat-
ing the elderly with anxiety disorders and/or
depression appropriately will continue to be
a challenge, but also an opportunity, for
managed care plans. This supplement will
provide managed care decision makers and
clinicians with real-world data to support
anxiety and depression treatment and poli-
cy decisions.
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