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IMPORTANCE Anxiety disorders are commonly occurring mental health conditions. They are
often unrecognized in primary care settings and substantial delays in treatment initiation occur.

OBJECTIVE The US Preventive Services Task Force (USPSTF) commissioned a systematic
review to evaluate the benefits and harms of screening for anxiety disorders in
asymptomatic adults.

POPULATION Asymptomatic adults 19 years or older, including pregnant and postpartum
persons. Older adults are defined as those 65 years or older.

EVIDENCE ASSESSMENT The USPSTF concludes with moderate certainty that screening for
anxiety disorders in adults, including pregnant and postpartum persons, has a moderate net
benefit. The USPSTF concludes that the evidence is insufficient on screening for anxiety
disorders in older adults.

RECOMMENDATION The USPSTF recommends screening for anxiety disorders in adults,
including pregnant and postpartum persons. (B recommendation) The USPSTF concludes
that the current evidence is insufficient to assess the balance of benefits and harms of
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Summary of Recommendations

postpartum persons

Population Recommendation Grade
Adults 64 years or younger, The USPSTF recommends screening for anxiety disorders
including pregnant and in adults, including pregnant and postpartum persons. B

Older adults (65 years or older)

anxiety disorders in older adults.

The USPSTF concludes that the current evidence is insufficient
to assess the balance of benefits and harms of screening for |

USPSTF indicates US Preventive

Services Task Force.

See the Summary of Recommendations figure.

. |
Preamble

The US Preventive Services Task Force (USPSTF) makes recommen-
dations about the effectiveness of specific preventive care services
for patients without obvious related signs or symptoms to improve
the health of people nationwide.

It bases its recommendations on the evidence of both the benefits
and harms of the service and an assessment of the balance. The USPSTF
does not consider the costs of providing a service in this assessment.

The USPSTF recognizes that clinical decisions involve more con-
siderations than evidence alone. Clinicians should understand the
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evidence but individualize decision-making to the specific patient or
situation. Similarly, the USPSTF notes that policy and coverage deci-
sions involve considerations in addition to the evidence of clinical
benefits and harms.

The USPSTF is committed to mitigating the health inequities
that prevent many people from fully benefiting from preventive ser-
vices. Systemic or structural racism results in policies and practices,
including health care delivery, that can lead to inequities in health.
The USPSTF recognizes that race, ethnicity, and gender are all social
rather than biological constructs. However, they are also often im-
portant predictors of health risk. The USPSTF is committed to help-
ing reverse the negative impacts of systemic and structural racism,
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gender-based discrimination, bias, and other sources of health ineg-
uities, and their effects on health, throughout its work.

|
Importance

Anxiety disorders are commonly occurring mental health condi-
tions. They include generalized anxiety disorder, social anxiety dis-
order, panic disorder, separation anxiety disorder, phobias, selec-
tive mutism, and anxiety not otherwise specified.! Anxiety disorders
are often unrecognized in primary care settings and substantial de-
laysin treatment initiation occur.* Anxiety disorders can be chronic
conditions characterized by periods of remission and recurrence.
However, full recovery may occur.®

According to US data collected from 2001 to 2002, the life-
time prevalence of anxiety disorders in adults was 26.4% for men
and 40.4% for women.® Generalized anxiety disorder has an esti-
mated prevalence of 8.5% to 10.5% during pregnancy and 4.4% to
10.8% during the postpartum period.” Anxiety disorders typically
begin in childhood and early adulthood, and symptoms appear to
decline with age. Some community-based epidemiology studies in-
dicate that rates of anxiety disorders are lowest in adults aged 65
to 79 years, but these data are outdated."®

USPSTF Assessment of Magnitude of Net Benefit

The USPSTF concludes with moderate certainty that screening for
anxiety disordersin adults, including pregnant and postpartum per-
sons, has a moderate net benefit.

The USPSTF concludes that the evidence is insufficient on
screening for anxiety disorders in older adults, defined as 65 years
orolder. Evidence on the accuracy of screening tools, as well as the
relative benefits and harms of screening and treatment of screen-
detected older adults with anxiety disorders, is lacking. Therefore,
the balance of benefits and harms cannot be determined and more
research is necessary.

See the Table for more information on the USPSTF recommen-
dationrationale and assessment and the eFigure in the Supplement
for information on the recommendation grade. See the Figure fora
summary of the recommendation for clinicians. For more details on
the methods the USPSTF uses to determine the net benefit, see the
USPSTF Procedure Manual.®

. |
Practice Considerations

Patient Population Under Consideration

This recommendation applies to adults (19 years or older), includ-
ing pregnant and postpartum persons, who do not have a diag-
nosed mental health disorder and are not showing recognized signs
or symptoms of anxiety disorders. Older adults are defined as those
65 years or older.

Condition Definitions

Anxiety disorders are characterized by disproportionate and con-
stant fear over everyday events accompanied by behavioral and
somatic complaints (eg, restlessness, fatigue, problems concentrat-
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Pathway to Benefit

To achieve the benefit of screening for anxiety disorders and
reduce disparities in anxiety disorder-associated morbidity,

it is important that persons who screen positive are evaluated
further for diagnosis and, if appropriate, are provided or referred
for evidence-based care.

ing, irritability, or sleep problems).® The Diagnostic and Statistical
Manual of Mental Disorders (Fifth Edition) recognizes the following
types of anxiety disorders: generalized anxiety disorder, social anxi-
ety disorder, panic disorder, agoraphobia, specific phobias, separa-
tion anxiety disorder, selective mutism, substance/medication-
induced anxiety disorder, anxiety disorder due to another medical
condition, and anxiety not otherwise specified.®

Assessment of Risk

Risk factors for anxiety disorders include sociodemographic fac-
tors, psychosocial factors, and physical and mental health factors
such as marital status (widowed or divorced), stressful life events,
smoking and alcohol use, other mental health conditions, or a pa-
rental history of mental disorders."'® Demographic factors such as
low socioeconomic status and female sex are associated with higher
rates of anxiety disorders." Black persons and individuals of non-
Hispanic ethnicity are at increased risk of anxiety disorders due to
social, rather than biological, factors.! Anxiety and depressive dis-
orders often overlap. One cohort study found that 67% of individu-
als with a depressive disorder also had a current anxiety disorder,
and 75% had a lifetime comorbid anxiety disorder.™"

Screening Tests

Brief tools have been developed that screen for anxiety disorders
and are available for use in primary care. Selected screening tools
widely used in the US include versions of the Generalized Anxiety
Disorder (GAD) scale, Edinburgh Postnatal Depression Scale (EPDS)
anxiety subscale, Geriatric Anxiety Scale (GAS), and the Geriatric
Anxiety Inventory (GAI).' Some instruments that are used for screen-
ing for anxiety disorders were initially developed for purposes other
than screening, such as supporting diagnosis, assessing severity, or
evaluating response to treatment. Anxiety screening tools alone are
insufficient to diagnose anxiety disorders. If a screening test result
is positive for an anxiety disorder, a confirmatory diagnostic assess-
ment is needed.

Screening Intervals

There is little evidence regarding optimal timing for screening, or
screening interval, for both the perinatal and general adult popula-
tions; more evidence on both timing and screening interval is needed
foralladult populations. A pragmatic approach in the absence of evi-
dence mightinclude screeningall adults who have not been screened
previously and using clinical judgment in considering risk factors, co-
morbid conditions, and life events to determine if additional screen-
ing of high-risk patients is warranted. Ongoing assessment of risks
that may develop during pregnancy and the postpartum period is
also a reasonable approach.
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Table. Summary of USPSTF Rationale

Rationale

Adults, including pregnant and postpartum
persons

Older adults

Detection

Benefits of early
detection and
intervention

Harms of early
detection and
intervention

USPSTF assessment

Adequate evidence that screening tools can
accurately identify anxiety disorders in adults
and pregnant and postpartum persons.

¢ No direct evidence on benefits of screening
for anxiety disorders in primary care or
comparable settings on health outcomes such
as quality of life, functioning, or remission in
screened vs unscreened adults and pregnant
and postpartum persons.

Adequate evidence that psychological
interventions to treat anxiety disorders are
associated with a moderate magnitude of
benefit for reduced anxiety symptoms in
adults, including pregnant and postpartum
persons.

For pregnant persons, there is inadequate
evidence on pharmacotherapy.

For adults, there is adequate evidence that
pharmacotherapy provides a small to
moderate benefit in reducing anxiety
symptoms.

No direct evidence on the harms of screening
for anxiety disorders in adults, including
pregnant and postpartum persons.

Adequate evidence to bound the magnitude
of harms of psychotherapy as no greater than
small, based on the likely minimal harms of
using screening tools, limited evidence of
treatment harms, and the nature of the
intervention. (When direct evidence is
limited, absent, or restricted to select
populations or clinical scenarios, the USPSTF
may place conceptual upper or lower bounds
on the magnitude of benefit or harms.)

e The USPSTF found that the harms of
pharmacotherapy in general adults are no
greater than moderate.

The USPSTF concluded with moderate certainty
that screening for anxiety disorders in adults,
including pregnant and postpartum persons, has
a moderate net benefit in improving outcomes

Inadequate evidence on accuracy of screening
instruments for anxiety disorders in older adults.
Few studies reported accuracy of screening tools
in older adults. The USPSTF found the evidence
on screening tools in general adults to not be
applicable to older adults.

¢ No direct evidence on benefits of screening for
anxiety disorders in older adults in primary
care or comparable settings on health
outcomes such as quality of life, functioning,
or remission in screened vs unscreened
persons.

¢ Although there is adequate evidence that
psychological interventions may reduce
anxiety symptoms in older adults referred for
treatment, there is overall inadequate
evidence that treatment can improve
outcomes in screen-detected older adults.

Inadequate evidence on the harms of screening
for or treatment of anxiety disorders in older
adults. The few studies of harms of
pharmacotherapy reported in older adults were
from observational data and did not reflect
treatment in screen-detected persons.

Given the inadequate evidence on the accuracy of
screening tools in older adults, the benefits and
harms of screening and treatment of
screen-detected anxiety disorders in older adults

such as treatment response and disease

is uncertain, and the balance of benefits and
remission. harms cannot be determined.

Abbreviation: USPSTF, US Preventive
Services Task Force.

Treatment or Interventions

Treatment for anxiety disorders in adults can include psycho-
therapy (eg, cognitive behavioral, interpersonal, family, and accep-
tance and commitment therapy) and pharmacotherapy (eg, anti-
depressants, antihistamines, B-blockers, anticonvulsant medications,
and benzodiazepines). Anxiety treatment may also include relax-
ation and desensitization therapies. Transdiagnostic treatment ap-
proaches have also been developed for use with patients who have
anxiety disorders, depression, or both conditions because of the
overlap between depressive and anxiety disorders.! Clinicians are
encouraged to consider the unique balance of benefits and harms
in the perinatal period when deciding the best treatment for an anxi-
ety disorder for a pregnant or breastfeeding person.

Implementation

Adequate systems and clinical staff are needed to ensure that pa-
tients are screened with valid and reliable screening tools. For pa-
tients to benefit from screening, positive screening results should
be confirmed by diagnostic assessment and patients should be pro-
vided, or referred to, evidence-based care, which should be acces-
sible to all populations.
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Potential barriers to screening include clinician knowledge and
comfort level with screening, inadequate systems to support
screening or to manage positive screening results, and impact on
care flow, given the time constraints faced by primary care clini-
cians. Clinicians should be cognizant to stigma issues associated
with mental health diagnoses and should aim to develop trusting
relationships with patients, free of implicit bias, by being sensitive
to cultural issues.!

Clinicians should also be cognizant of the barriers that could keep
individuals with anxiety disorders, particularly those identified
through screening, from receiving adequate treatment. Less than
half of individuals who experience a mental illness will receive men-
tal health care.'? Systemic barriers, such as lack of connection be-
tween mental health and primary care, patient hesitation to initi-
ate treatment, and nonadherence to medication and therapy, also
exist.>'* Racism and structural policies have contributed to wealth
inequities in the US,"™ which also affects mental health in under-
served communities. For example, wealth inequities may result in
barriers to receiving mental health services, such as treatment costs
and lack of insurance, which tend to have a greaterimpact on Black
persons and other racial and ethnic groups than on White persons.'®
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Figure. Clinician Summary: Screening for Anxiety Disorders in Adults

What does the USPSTF
recommend?

Adults 64 years or younger, including pregnant and postpartum persons:
Screen for anxiety.
Grade: B

Older adults (65 years or older):
The evidence is insufficient to assess the balance of benefits and harms of screening for anxiety disorders.
Grade: | statement

To whom does this
recommendation apply?

This recommendation applies to adults (19 years or older), including pregnant and postpartum persons, and older
adults (65 years or older) who do not have a diagnosed mental health disorder and are not showing recognized signs
or symptoms of anxiety disorders.

What's new?

This is a new USPSTF recommendation.

How to implement this
recommendation?

* Treatment for anxiety disorders in adults can include psychotherapy or pharmacotherapy. Clinicians should be aware of the
risk factors, signs, and symptoms of anxiety; listen to any patient concerns; and make sure that persons who need help get it.

 To achieve the benefit of screening for anxiety disorders and reduce disparities in anxiety disorder-associated morbidity, it
is important that persons who screen positive are evaluated further for diagnosis and, if appropriate, are provided or referred
for evidence-based care.

e Clinicians are encouraged to consider the unique balance of benefits and harms in the perinatal period when deciding the best
treatment for anxiety disorders for a pregnant or breastfeeding person.

¢ The USPSTF found no evidence on the optimal frequency of screening for anxiety disorders. In the absence of evidence,
a pragmatic approach might include screening adults who have not been screened previously and using clinical judgment
while considering risk factors, comorbid conditions, and life events to determine if additional screening of patients at
increased risk is warranted. Ongoing assessment of risks that may develop during pregnancy and the postpartum period
is also a reasonable approach.

What additional
information should
clinicians know about
this recommendation?

¢ The USPSTF recommends screening for anxiety in adults 64 years or younger, including pregnant and postpartum persons,
regardless of risk factors. However, there are some factors that increase risk. These include family history of mental health
conditions, presence of other mental health conditions, a history of stressful life events, smoking or alcohol use, and marital
status (widowed or divorced).

¢ Women and black individuals are also at risk.
¢ Anxiety and depressive disorders often overlap.

« In the absence of evidence, health care professionals should use their judgment based on individual patient circumstances
when determining whether to screen for anxiety disorders in older adults (65 years or older).

Why is this
recommendation
and topic important?

Anxiety disorders are commonly occurring mental health conditions in the US. According to 2001-2002 US data, the lifetime
prevalence of anxiety disorders in adults was 26.4% for men and 40.4% for women. Anxiety disorders are often unrecognized
in primary care settings and substantial delays in treatment initiation occur.

What are other
relevant USPSTF
recommendations?

« Screening for depression and suicide risk in adults
¢ Preventive counseling interventions for perinatal depression

« Information on additional mental health recommendations for adults from the USPSTF are available at
https://www.uspreventiveservicestaskforce.org/

What are additional
tools and resources?

¢ The Community Preventive Services Task Force recommends mental health benefits legislation to increase appropriate
utilization of mental health services for persons with mental health conditions
(https://www.thecommunityguide.org/findings/mental-health-and-mental-illness-mental-health-benefits-legislation.html)

 The National Institute of Mental Health has information on anxiety disorders
(https://www.nimh.nih.gov/health/topics/anxiety-disorders?rf=32471)

¢ Perinatal Psychiatry Access Programs aim to increase access to perinatal mental health care
(https://www.umassmed.edu/lifeline4moms/Access-Programs/)

Where to read the full
recommendation
statement?

Visit the USPSTF website (https://www.uspreventiveservicestaskforce.org/) or the JAMA website
(https://jamanetwork.com/collections/44068/united-states-preventive-services-task-force) to read the full recommendation
statement. This includes more details on the rationale of the recommendation, including benefits and harms; supporting evidence;
and recommendations of others.

The USPSTF recognizes that clinical decisions involve more considerations than evidence alone. Clinicians should understand the evidence but individualize

decision-making to the specific patient or situation.

USPSTF indicates US Preventive Services Task Force.

The misdiagnosis of mental health conditions occurs more in Black
and Hispanic/Latino patients compared with White patients.”1°
Black and Hispanic/Latino patients are also less likely to receive men-
tal health services than Asian American or White patients.?%-?'
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Suggestions for Practice Regarding the | Statement

Potential Preventable Burden

Anxiety disorders often have onset during childhood and adoles-
cence (median age, 11 years). The prevalence of anxiety disorders

jama.com
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decreases in the middle and older adult years and is lowest among
adults aged 65 to 79 years.! Anxiety disorders have long-term effects
thatinclude impaired quality of life and functioning and sizeable eco-
nomic costs.

Potential Harms

Potential harms of screening include false-positive screening results
that lead to unnecessary referrals, the potential for overdiagnosis and
unnecessary treatment, labeling, and stigma. Furthermore, these
harms are likely to occur to varying degrees across different popula-
tions and in different practice settings. For example, some screening
instruments not specifically designed for older adults may more of-
ten misidentify older adults as having anxiety disorders than they do
inyounger adult populations, and diagnosing an anxiety disorder may
be more stigmatizing for some groups (based on culture or occupa-
tion) than for other groups. Additionally, whereas psychological in-
terventions are likely to have minimal harms,’ pharmacologic inter-
ventions may result in adverse events, even if they have proven
benefits. Evidence on harms of screening and treatment in older adults
is limited, and additional research is needed to identify effective
screening tools and treatments for older adults.

Current Practice

Thereis alack of evidence on screening rates for anxiety disorders.
Underdetection appears to be common. This may be because pa-
tients with anxiety disorders present with other concerns, such as
sleep disturbances or somatic issues.' One study found that only
13.3% of primary care patients with generalized anxiety disorder pre-
sented with anxiety as the chief concern; more common concerns
in these patients were somatic issues (47.8%), pain (34.7%), and
sleep disturbance (32.5%).22 Delays in treatment initiation also com-
monly occur. Only 11% of US adults with an anxiety disorder started
treatment within the first year of onset; the median time to treat-
ment initiation was 23 years.>* A US study of 965 primary care pa-
tients found that only 41% of patients with an anxiety disorder were
receiving treatment for their disorder."?3

Additional Tools and Resources

The Community Preventive Services Task Force recommends men-
tal health benefits legislation to increase appropriate utilization of
mental health services for persons with mental health conditions
(https://www.thecommunityguide.org/findings/mental-health-and-
mental-illness-mental-health-benefits-legislation.html).

The National Institute of Mental Health has information on anxi-
ety disorders (https://www.nimh.nih.gov/health/topics/anxiety-
disorders).

Perinatal Psychiatry Access Programs are population-based pro-
grams that aim to increase access to perinatal mental health care
(https://www.umassmed.edu/lifeline4moms/Access-Programs/).
These programs build the capacity of medical professionals to
address perinatal mental health and substance use disorders.

Other Related USPSTF Recommendations

The USPSTF has recommendations on mental health topics pertain-
ing to adults, including screening for depression and suicide risk,?*
preventive counseling interventions for perinatal depression,?
screening for unhealthy drug use,?® and screening and behavioral
counseling interventions for alcohol use.?”
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|
Supporting Evidence

Scope of Review

The USPSTF commissioned a systematic review"28 to evaluate the
benefits and harms of screening for anxiety disorders in asymptom-
atic adults. The USPSTF has not previously made a recommenda-
tion on this topic. Conditions reviewed included generalized anxi-
ety disorder, social anxiety disorder, panic disorder, and anxiety not
otherwise specified.

Accuracy of Screening Tests

Ten studies (n = 6463) evaluated the accuracy of screening for
anxiety disorders with the GAD, GAS, EPDS anxiety subscale, or
Patient Health Questionnaire-Panic Disorder instruments."?8 Two
studies were conducted in older adults (65 years or older), 3 stud-
ies in pregnant patients, and the remaining studies in adults from
primary care. In the 10 studies, the mean age ranged from 29 to 75
years and women were represented in higher proportions (57%-
100%) than men."?8 Race and/or ethnicity was reported in 6
studies; 3 studies were conducted in primarily White participants
(79% to 91%), 1 study in South Korean participants (100%), and 1
study in Hispanic/Latino participants (76%).'

The most commonly studied instruments were the GAD-2 and
GAD-7. There was limited evidence for other instruments and other
anxiety disorders. Only the GAD-2 and GAD-7 were reported by more
than 1study.

The GAD-2 and GAD-7 demonstrated adequate sensitivity and
specificity to detect generalized anxiety disorder."?® Three studies
among general adult populations reported the test accuracy of the
GAD-2 to detect generalized anxiety disorder."® At a cutoff of 2 or
greater, the pooled sensitivity of the GAD-2 to detect generalized
anxiety disorder was 0.94 (95% Cl, 0.90-0.98; I = 0%) and the
pooled specificity was 0.68 (95% Cl, 0.64-0.72; I = 94.5%). At a
cutoff of 3 or greater, the pooled sensitivity was 0.81(95% Cl, 0.73-
0.89; P = 28.8%) and the pooled specificity was 0.86 (95%Cl, 0.83-
0.90; P = 84.5%).">8

Three studies reported test accuracy for the GAD-7 at a cutoff
of 8 or greater, 9 or greater, and 10 or greater."?® At a cutoff of 10 or
greater, the pooled sensitivity to detect generalized anxiety disor-
derwas 0.79 (95% Cl, 0.65-0.94; I = 77.3%) and the pooled speci-
ficity was 0.89 (95% Cl, 0.83-0.94; I’ = 94.8%). Sensitivity among
the 3 studies ranged from 0.67 to 0.89 and specificity ranged from
0.82 to 0.95. At lower cutoffs (=8; =9), sensitivity increased and
specificity decreased. In general, the GAD-7 performed as well or bet-
ter than the GAD-2.'%®

In a study among pregnant persons (n = 9750), the sensitivity
of the GAD-2 to identify generalized anxiety disorder, using a cutoff
of 1or greater, was 1.0 (95% Cl, 0.99-1.0) and the specificity was
0.60 (95% Cl, 0.60-0.61). At a cutoff of 3 or greater, the sensitivity
to detect generalized anxiety disorder was 0.69 (95% Cl, 0.64-
0.73) and the specificity was 0.91 (95% Cl, 0.90-0.91)."28 The
screening instrument used in this large study of pregnant persons
had performance characteristics similar to those of the screening
instrument used in the general population of adults, predominantly
younger than 65 years. As a result, the USPSTF extrapolated the
evidence on accuracy of the GAD-2 in younger adults to pregnant
and postpartum persons.
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In contrast, the evidence on older adults is lacking. Few of the
studies provided accuracy data for screening tools in older adults.
A small study of older adults (n = 110) evaluated the GAS to detect
any anxiety disorder using cutoffs ranging from greater than 9 to
greater than 16. A cutoff of greater than 9 demonstrated the opti-
mal balance of sensitivity (0.60 [95% Cl, 0.31-0.83]) and specific-
ity (0.75 [(95% Cl, 0.66-0.82])."28

Benefits of Early Detection and Treatment
The USPSTF found 2 randomized clinical trials (RCTs) (n = 918) that
directly evaluated the benefits of screening for anxiety disorders in
adult populations in primary care settings. Neither trial found dif-
ferences between the randomized groups in anxiety or depressive
symptoms or general psychological symptom severity at 13 to 22
weeks of follow-up."2®

Twenty-four RCTs (n = 5307) and 8 existing systematic re-
views (=144 RCTs; n = 11030) assessed the benefits of treatment
for anxiety disorders with psychological interventions. Fourteen of
the trials were conducted in mixed populations of persons with anxi-
ety disorders or depression, and 10 trials were conducted in per-
sons with anxiety disorders or symptoms.2®

These psychological treatment trials included adults of all ages
and perinatal populations; 16 studies included general adult popu-
lations, 4 studies were limited to older adults, and 1 study was lim-
ited to perinatal patients."?® The mean age was 46.1 years, and
74% of participants were women. Seven trials were conducted in
the US and 14 trials were conducted outside of the US."*® Among
the 7 trials conducted in the US, 1.5% of participants were Asian
American or Native Hawaiian/Pacific Islander, 15.3% were Black,
16.3% were Hispanic/Latino, less than 1% were Native American/
Alaska Native, and 68.5% were White. In the remaining studies that
reported race and ethnicity, White adults comprised from 56.6% to
81.8% of participants.’?®

Studies of psychological interventions showed a small but sta-
tistically significant reduction in anxiety symptom severity in pri-
mary care patients with anxiety disorders (standardized mean dif-
ference [SMD], -0.41[95% Cl, -0.58 to -0.23]; 10 RCTs [n = 2075];
I? = 40.2%) but not among mixed populations of patients with anxi-
ety disorders or depression (SMD, -0.18 [95% Cl, -0.39 to 0.03];
12 RCTs [n = 1868]; I = 66.7%). In the existing systematic reviews
(which were not limited to primary care patients), psychological treat-
ment was associated with reduced anxiety symptoms. Standard-
ized mean differences at posttreatment among broad adult popu-
lations were -0.80 and larger, (eg, SMD among persons with
generalized anxiety disorder, -0.80 [95% Cl, -0.93 to -0.671]; 31
RCTs; Nand F not reported). Psychological treatment (cognitive be-
havioral therapy) in general adult populations was also associated
withimproved depressive symptom severity and quality of life. Find-
ings for perinatal persons were similar (eg, SMD, -0.63 [95% ClI,
-0.83t0-0.43]; 33 RCTs [n = 3063])."8

There was limited evidence to suggest a benefit of psychologi-
cal treatment in older adults. In older adults (among whom evi-
dence on the accuracy of screening tests is lacking), only 7 RCTs
were found (n = 215), with a pooled SMD of -0.66 (95% Cl, -0.94
to-0.38).

There were only 2 RCTs of pharmacotherapy in primary care
patients, addressing venlafaxine and escitalopram, and both
showed a benefit. Broad existing systematic reviews (ie, not limited
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to primary care patients) reported improved anxiety and other out-
comes for persons taking antidepressants compared with persons
taking placebo. For example, among patients with generalized anxi-
ety disorder, the SMD for change in anxiety symptom severity with
selective serotonin reuptake inhibitors was -0.66 (95% Cl, -0.90
to —0.43; 23 studies [n = 2142]; I not reported). For antidepres-
sants, benefits were seen for a variety of anxiety outcomes; for
example, generalized anxiety disorder, social anxiety disorder, and
panic disorder. Limited evidence suggested that antidepressants
may improve anxiety symptoms in older adults, but evidence in
perinatal patients was lacking. Improvements with pharmaco-
therapy were also seen for depressive symptoms and social func-
tioning outcomes.28

Overall, there was limited direct evidence on the benefits of anxi-
ety disorder screening programs. However, there was adequate in-
direct evidence of the benefit of screening for anxiety disorders in
adults younger than 65 years and perinatal persons, as screening
tools demonstrated accuracy in detecting generalized anxiety dis-
order and evidence supported treatment for adults with general-
ized anxiety disorder.

Harms of Screening and Treatment

The 2 trials (n = 918) that directly evaluated screening for anxiety
disorders did not report harms, and there was no pattern of effects
indicating harms."?® None of the RCTs or existing systematic
reviews of psychological treatment reported on adverse events.
Three RCTs (n = 669), 8 existing systematic reviews (=112 RCTs
[n =29 674]), and 2 case-control studies (n = 262 3780) addressed
the harms of pharmacologic treatment. Most evidence occurred in
general adult populations. Evidence demonstrated an increase in
nonserious harms (defined as any adverse events and withdrawals
due to adverse events). Serious adverse events were rare and data
were insufficient to determine whether pharmacotherapy
increased the risk of serious harm."?® Case-control studies found
an association between benzodiazepine use and suicide death;
however, the inability to fully match cases and controls on severity
of mental health symptoms and other health behaviors is a limita-
tion of these studies."?® There were very limited observational data
on specific serious harms in older adults and pregnant persons."2®
Although no eligible evidence on the risk of addiction or misuse of
benzodiazepines was identified, the US Food and Drug Administra-
tion has issued a warning for these potential harms, even when
taken at recommended dosages."?8

Response to Public Comment

A draft version of this recommendation statement was posted for
public comment on the USPSTF website from September 20,
2022, to October 17, 2022. In response to comments, the USPSTF
added text throughout the recommendation statement about the
lack of evidence in older adults and highlighted it as an evidence
gap in the Research Needs and Gaps section. The USPSTF added
text in the Practice Considerations section to address barriers to
screening, such as lack of clinician training, time constraints, and
lack of systems to ensure adequate follow-up. The USPSTF revised
the text to reflect that the recommendation statement addresses
"anxiety disorders.” The USPSTF added language about screening
harms to the Suggestions for Practice Regarding the | Statement
section. The USPSTF incorporated language regarding screening
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intervals into the Practice Considerations section and highlighted it
as an evidence gap. The USPSTF addressed the use of pharmaco-
therapy in pregnant and postpartum persons in the Practice Con-
siderations section. The USPSTF arrived at its recommendation
based on an indirect pathway; it incorporated clarifying language
throughout the recommendation statement to reflect this path-
way. Comments asked about the inclusion of persons with comor-
bid medical and mental health conditions. Assessing patients with
comorbid health conditions would be considered disease manage-
ment and out of scope for the USPSTF. Therefore, the evidence
review for the USPSTF excluded studies that only included indi-
viduals with comorbid conditions.

|
Research Needs and Gaps

There are several critical evidence gaps. Studies are needed on the

« Accuracy of screening tools in older adults.

- Effectiveness of anxiety disorder screening and treatment in
older adults.

« Screening and treatment in populations defined by sex, race and
ethnicity, sexual orientation, and gender identity.

« Direct benefits and harms of screening for anxiety disorders in pri-
mary care settings (or similar settings) compared with no screen-
ing or usual care. RCTs are needed for this topic.

« Diagnostic accuracy of screening tools that are feasible for use in pri-
mary care settings, tested among primary care patients or similar

US Preventive Services Task Force Clinical Review & Education

populations, using valid reference standards, and determining (and
replicating) optimal cutoffs for various anxiety disorders; research
is needed to identify optimal screening interval in all populations.

» Accuracy of screening tools in pregnant and postpartum persons.

« Effectiveness of anxiety disorder treatmentinin pregnant and post-
partum persons.

« Barriers to establishing adequate systems of care related to anxi-
ety disorders and how these barriers can be addressed.

« Prevalence of anxiety disorders. For this topic, large epidemio-
logic studies are needed.

.|
Recommendations of Others

The American College of Obstetricians and Gynecologists recom-
mends screening patients at least once during the perinatal period
for depression and anxiety symptoms using a standardized, vali-
dated tool.? It also recommends that clinicians complete a full as-
sessment of mood and emotional well-being (including screening
for postpartum depression and anxiety with a validated instru-
ment) during the comprehensive postpartum visit for each patient.?®
The Center of Perinatal Excellence recommends screening for anxi-
ety disorders in perinatal or postpartum persons.° The Women's
Preventive Services Initiative recommends that screening for anxi-
ety disorders should include all female patients 13 years or older not
currently diagnosed with an anxiety disorder, including pregnant and
postpartum women.>'
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