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Abstract: Generalized Anxiety Disorder (GAD) and Panic Disorder (PD) share underlying neurobio-
logical mechanisms and several clinical features which, with medical comorbidities, may increase
misdiagnosis and delay proper treatment. The aim of the study was to evaluate the association
between clinical/socio-demographic markers and GAD/PD diagnosis. Outpatients (N = 290) with
PD or GAD were identified in mental health services in Monza and Milan (Italy). Descriptive analyses
and a binary logistic regression model were performed. Post-onset psychiatric (p = 0.05) and medical
(p = 0.02) multiple co-morbidities were associated with GAD; treatment with selective serotonin reup-
take inhibitors (SSRIs) was associated with PD, while GAD diagnosis was associated with treatment
with atypical antipsychotics or GABAergic drugs (p = 0.03), as well as psychodynamic psychotherapy
(p < 0.01). Discontinuation of the last pharmacological treatment was associated with GAD diagnosis
rather than the PD one (p = 0.02). GAD patients may have a worse prognosis than PD patients because
of more frequent multiple co-morbidities, relapses and poorer treatment compliance. The different
treatment approaches were consistent with the available literature, while the association between
GAD and psychodynamic psychotherapy is an original finding of our study. Further studies on larger
samples are necessary to better characterize clinical factors associated with GAD or PD.

Keywords: generalized anxiety disorder; panic disorder; comorbidities; chronicity; outcome; anxiety
disorders

1. Introduction

According to epidemiological surveys, anxiety disorders affect roughly one-third
of the global population [1] in their lifetime and are the most common mental illnesses
worldwide [2]. From an economic point of view, anxiety disorders are associated with
immense health care costs as a result of medical assistance and social impairment including
workday loss [3]. For instance, some authors have demonstrated that the work loss days for
these conditions are higher than for common somatic diseases such as diabetes [4]. Anxiety
disorders are characterized by high chronicity, which significantly affects quality of life as
well as familiar, social and occupational functioning [2].

The group of anxiety disorders includes generalized anxiety disorder (GAD), panic
disorder (PD), phobic disorders and two disorders that are commonly confined to childhood
(separation anxiety disorder and selective mutism). GAD and PD are prevalent conditions
with a 12-month prevalence of about 4% for the first condition and 2% for the second [1,5].
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The diagnostic criteria of GAD and PD first appeared in 1980 with the publication of the
third edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM), where
the previously defined anxiety neurosis was split into these two disorders [6]. The question
of the clinical differences between GAD and PD has always been a topic of interest in
the literature, supporting the diagnostic separation of these two disorders. According to
DSM-5 criteria, the hallmark of GAD is an excessive, out-of-control anxiety and worry
(apprehensive expectation) whilst PD is characterized by recurrent and unexpected panic
attacks [7]. However, even though core symptoms of these two conditions are clearly
defined, the comorbidity with mood disorders [4], the co-occurrence of medical conditions
mimicking anxiety symptoms (e.g., thyroid diseases) [8] or even the presence of patients
affected by both GAD and PD hamper correct diagnosis and can delay the prescription of
proper treatment [1,9,10]. On the other hand, biomarkers could be helpful in differentiating
anxiety disorders and predicting the clinical path of patients affected by these conditions,
but research on this topic is very limited with regard to GAD and PD [11].

As mentioned above, GAD shares clinical features with PD (e.g., somatic manifesta-
tions of anxiety) and the available literature indicates high rates of comorbidity between the
two conditions. More than 20% of patients with GAD would also be affected by PD [12–15].
Regarding neurobiology, both GAD and PD may be the result of dysfunction of specific
brain areas such as the amygdala, albeit each of these disorders is clearly the result of
complex gene–environment interactions [16].

On the other hand, differences in clinical predictors of prognosis were identified in
patients affected by GAD compared to those with PD [17]. Individuals with GAD were
reported to be older, have an earlier age at onset, longer duration of illness and more
psychiatric comorbidity than the patients affected by PD [17,18]. In contrast, individuals
with PD seem to be more prone to show substance use disorders compared to patients
affected by GAD [17,18]. Despite these preliminary findings, the studies regarding the
differences in the clinical path of the two disorders are limited in number [19], even
though these data would be useful for personalized medicine and proper management
of patients [10,20]. This aspect is complicated by the fact that most available treatments
are labelled for both the conditions, without clear evidence of efficacy in one or the other
disorder; this is the case, for example, with antidepressants or cognitive behavioral therapy
(CBT) [21,22].

In the light of these considerations, the purpose of this study was to identify clinical/
socio-demographic differences between GAD and PD and evaluate the association between
statistically significant variables and GAD/PD diagnosis. We hypothesize that the identifi-
cation of potential clinical predictors for GAD or PD may favor an early diagnostic process
and may promote personalized medicine.

2. Materials and Methods
2.1. Sample and Study Design

This is an observational retrospective study. Outpatients suffering from PD or GAD
were identified from medical records in the pre-pandemic period (2016–2019) at two mental
health services—Fondazione IRCCS San Gerardo dei Tintori (Monza) and Fondazione IR-
CCS Ca’ Granda, Ospedale Maggiore Policlinico (Milan). Study procedures were reviewed
and approved by the local accredited Medical Ethics Review Committee (Area 2 Ethic
Committee) of Fondazione IRCCS San Gerardo dei Tintori (Monza). The research project
conformed to the provisions of the Declaration of Helsinki regarding medical research in
humans in line with good clinical practice requirements.

Inclusion criteria were (1) age 18–65 years; (2) ability and willing to give informed
consent; (3) fluency in Italian; (4) diagnosis of GAD or PD according to the criteria of the
Diagnostic and Statistical Manual of Mental Disorder, 5th edition [7]. Exclusion criteria
were (1) intellectual disability; (2) lack of clinical and socio-demographic information;
(3) patients treated for less than three months in the outpatient clinics for the impossibility
of a comprehensive collection of clinical variables. In the case of psychiatric comorbidity



J. Pers. Med. 2023, 13, 491 3 of 14

(e.g., with unipolar depression), GAD or PD was the disorder that affected patients for a
longer time and/or was responsible for more current severe symptoms or disability.

The following variables were collected: age, gender, occupation and marital status,
age at onset, duration of illness, duration of untreated illness (DUI), family history of
psychiatric disorders, multiple family history of psychiatric disorders (yes/no), pre-onset
psychiatric comorbidity, pre- and post-onset psychiatric multiple co-morbidities (yes/no),
presence and type of personality disorder, pre- and post-onset substance misuse, pre-
and post-onset poly-substance misuse (yes/no), pre- and post-onset medical comorbidity,
pre- and post-onset medical multiple co-morbidities (yes/no), suicide attempts (yes/no),
hospitalizations (yes/no), the presence and type of obstetric complications, main type
of pharmacological treatment, duration of treatment, poly-therapy (yes/no), side effects,
presence of poly-side effects (yes/no), reason for discontinuation of therapy (rather than
for long-term treatment effectiveness), the presence of lifetime psychotherapy (yes/no) and
type of psychotherapy.

In the case of multiple visits, the last one was taken into account for the collection of
data. DUI was considered as the time between the onset of GAD/PD and the prescription
of a proper pharmacological/psychological treatment (labelled antidepressants, pregabalin
for GAD, CBT) [9,23]. Suicide attempt was defined as self-harm combined with the intent
to die. Self-harm without intent was not taken into account [24].

2.2. Statistical Analyses

Descriptive analyses on the total sample were performed. Continuous and qualitative
variables were compared between the groups identified according to the diagnosis (GAD or
PD) by multivariate analyses of variance (MANOVAs) and χ2 tests, respectively. In the case
of co-presence of GAD and PD (25 subjects), a patient was assigned to a group according to
the current most severe disorder. A binary logistic regression model was then performed
considering statistically significant factors from univariate analyses as independent vari-
ables and the GAD/PD diagnosis as a dependent one. The goodness of fit of the model was
assessed by Omnibus and Hosmer–Lemeshow tests. The significance was set at p ≤ 0.05,
and confidence intervals at 95% for odds ratios were calculated where applicable.

Statistical Package for Social Sciences (SPSS) for Windows (version 26.0) was used as
the statistical program.

3. Results
3.1. Descriptive Analyses and Diagnostic Group Comparisons

The total sample of patients (N = 290) included 105 males and 185 females; in total, 131
(45.2%) patients were affected by GAD and 159 (54.8%) by PD. The mean age of patients
was 45.10 years (±15.39). Demographic and clinical data of the total sample and groups of
patients identified by a diagnosis of GAD or PD are summarized in Table 1.

Table 1. Descriptive and univariate analyses: comparison between GAD and PD in terms of sociode-
mographic and clinical variables.

Variables GAD
N = 131

PD
N = 159

Total
Sample N = 290 F or χ2 p Value (OR)

Age (years) 48.2 (±15.6) 42.4 (±14.6) 45.1
(±15.4) 10.37 <0.01

Age at onset (years) 40.0 (±16.0) 35.6 (±14.4) 37.6
(±15.3) 5.92 0.02

Duration of illness (months) 106.4 (±116.5) 85.5 (±88.8) 95.8 (±103.1) 2.96 0.09

DUI (months) 39.7 (±77.0) 27.3 (±50.6) 32.7
(±63.8) 2.66 0.10
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Table 1. Cont.

Variables GAD
N = 131

PD
N = 159

Total
Sample N = 290 F or χ2 p Value (OR)

Treatment duration (months) 42.3 (±60.4) 37.8 (±61.7) 40.6
(±62.8) 0.38 0.54

Gender

Male 40
(30.5%)

65
(40.9%)

105
(36.2%)

3.33
0.08

(0.64)
Female 91

(69.5%)
94

(59.1%)
185

(63.8%)

Family history of
psychiatric disorders

None 72
(55.0%) 81 (50.9%) 153

(52.8%)

12.83 0.15

SKZ 9
(6.9%)

5
(3.1%)

14
(4.8%)

BD 8
(6.1%)

6
(3.8%)

14
(4.8%)

Unipolar
depression

25
(19.1%) 30 (18.9%) 55

(19.0%)

GAD 12
(9.2%) 24 (15.1%) 36

(12.4%)

PD 1
(0.7%)

5
(3.1%)

6
(2.1%)

Social phobia 0
(0.0%)

3
(1.9%)

3
(1.0%)

OCD 0
(0.0%)

2
(1.3%)

2
(0.7%)

Eating disorder 1
(0.7%)

2
(1.3%)

3
(1.0%)

Substance abuse 3
(2.3%)

1
(0.6%)

4
(1.4%)

Multiple family history
of psychiatric disorders

No 117 (89.3%) 135 (84.9%) 252
(86.9%)

1.22
0.30

(1.49)
Yes 14

(10.7%) 24 (15.1%) 38
(13.1%)

Work status

Employed 110 (84.0%) 123 (77.4%) 233
(80.3%)

1.99 0.18 (0.65)
Unemployed 21

(16.0%) 36 (22.6%) 57
(19.7%)

Marital Status

Single 40
(30.5%) 65 (40.9%) 105

(36.2%)

3.34 0.20Married 77
(58.8%)

80
(50.3%)

157
(54.1%)

Divorced 14
(10.7%)

14
(8.8%)

28
(9.7%)

Pre-onset psychiatric
comorbidity

None 92
(70.2%) 122 (76.7%) 214

(73.8%)

13.85 0.07

Unipolar
depression

18
(13.7%)

14
(8.8%)

32
(11.0%)

GAD 2
(1.5%) •

9
(5.7%)

11
(3.9%)

PD 8
(6.1%)

2
(1.3%) •

10
(3.4%)

Social phobia 1
(0.8%)

3
(1.9%)

4
(1.4%)

OCD 2
(1.5%)

1
(0.6%)

3
(1.0%)
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Table 1. Cont.

Variables GAD
N = 131

PD
N = 159

Total
Sample N = 290 F or χ2 p Value (OR)

PTSD 1
(0.8%)

2
(1.2%)

3
(1.0%)

Eating disorders 6
(4.6%)

3
(1.9%)

9
(3.1%)

Others (ADHD/BD/
Hypochondria/
SLD)

1
(0.8%)

3
(1.9%)

4
(1.4%)

Pre-onset psychiatric
multiple co-morbidities

No 121 (92.4%) 151 (95.0%) 272
(93.8%)

0.83
0.46

(0.64)
Yes 10

(7.6%)
8

(5.0%)
18

(6.2%)

Post-onset psychiatric
comorbidity

None 83
(63.4%) 122 (76.7%) 205

(70.7%)

10.57 0.22

Unipolar
depression

28
(21.4%) 20 (12.7%) 48

(16.6%)

GAD 1
(0.8%) •

3
(1.9%)

4
(1.4%)

PD 5
(3.8%)

6
(3.8%) •

11
(3.8%)

Social phobia 2
(1.5%)

1
(0.6%)

3
(1.0%)

OCD 2
(1.5%)

1
(0.6%)

3
(1.0%)

PTSD 1
(0.8%)

1
(0.6%)

2
(0.7%)

Eating disorders 5
(3.8%)

1
(0.6%)

6
(2.1%)

Others (ADHD/BD/
Hypochondria/
SLD)

4
(3.0%)

4
(2.5%)

8
(2.7%)

Post-onset psychiatric
multiple co-morbidities

No 113 (86.3%) 150 (94.3%) 263
(90.7%)

5.55
0.02

(0.38)Yes 18
(13.7%)

9
(5.7%)

27
(9.3%)

Personality disorder

None 115 (87.7%) 149 (93.7%) 264
(91.0%)

8.20 0.74

Schizoid 1
(0.8%)

1
(0.6%)

2
(0.7%)

Schizotypal 1
(0.8%)

0
(0.0%)

1
(0.3%)

Paranoid 1
(0.8%)

0
(0.0%)

1
(0.3%)

Histrionic 2
(1.5%)

0
(0.0%)

2
(0.7%)

Narcissistic 1
(0.8%)

0
(0.0%)

1
(0.3%)

Borderline 4
(3.0%)

5
(3.2%)

9
(3.2%)

Avoidant 1
(0.8%)

1
(0.6%)

2
(0.7%)

Obsessive-
compulsive

2
(1.5%)

1
(0.6%)

3
(1.1%)
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Table 1. Cont.

Variables GAD
N = 131

PD
N = 159

Total
Sample N = 290 F or χ2 p Value (OR)

Dependent 1
(0.8%)

0
(0.0%)

1
(0.3%)

NOS 2
(1.5%)

2
(1.3%)

4
(1.4%)

Pre-onset substance
misuse

None 119 (90.7%) 141 (88.7%) 260
(89.7%)

4.54 0.66

Alcohol 7
(5.3%)

6
(3.7%)

13
(4.3%)

Cannabis 1
(0.8%)

4
(2.5%)

5
(1.7%)

Cocaine 1
(0.8%)

4
(2.5%)

5
(1.7%)

Heroin 1
(0.8%)

2
(1.3%)

3
(1.0%)

Benzodiazepine 1
(0.8%)

2
(1.3%)

3
(1.0%)

Other 1
(0.8%)

0
(0.0%)

1
(0.3%)

Pre-onset
poly-substance misuse

No 126 (96.2%) 153 (96.2%) 279
(96.2%)

0.00
1.00

(0.99)Yes 5
(3.8%)

6
(3.8%)

11
(3.8%)

Pre-onset substance
misuse

None 121 (92.4%) 146 (91.8%) 267 (92.2%)

4.82 0.62

Alcohol 6
(4.5%)

6
(3.9%)

12
(4.1%)

Cannabis 1
(0.8%)

4
(2.5%)

5
(1.8%)

Cocaine 0
(0.0%)

1
(0.6%)

1
(0.3%)

Heroin 0
(0.0%)

1
(0.6%)

1
(0.3%)

Benzodiazepine 2
(1.5%)

1
(0.6%)

3
(1.0%)

Other 1
(0.8%)

0
(0.0%)

1
(0.3%)

Post-onset substance
misuse

No 130 (99.2%) 155 (97.5%) 285
(98.3%)

1.30
0.38

(3.35)Yes 1
(0.8%)

4
(2.5%)

5
(1.7%)

Pre-onset medical
comorbidity

None 79
(60.3%) 108 (67.9%) 187

(64.5%)

9.64 0.68

Obesity 4
(3.1%)

3
(1.9%)

7
(2.4%)

Hypercholesterolemia 4
(3.1%)

2
(1.3%)

6
(2.1%)

Hypertension 14
(10.7%) 13 (8.2%) 27

(9.3%)

Diabetes 3
(2.3%)

2
(1.3%)

5
(1.7%)

Hyperthyroidism 2
(1.5%)

2
(1.3%)

4
(1.4%)

Hypothyroidism 4
(3.1%)

4
(2.5%)

8
(2.8%)
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Table 1. Cont.

Variables GAD
N = 131

PD
N = 159

Total
Sample N = 290 F or χ2 p Value (OR)

Stroke 2
(1.5%)

0
(0.0%)

2
(0.7%)

Epilepsy 2
(1.5%)

1
(0.6%)

3
(1.0%)

Migraine 5
(3.8%)

4
(2.5%)

9
(3.1%)

Gastrointestinal
diseases

8
(6.1%)

8
(5.0%)

16
(5.5%)

Cancer 2
(1.5%)

8
(5.0%)

10
(3.4%)

Other (AMI
or Asthma)

2
(1.5%)

4
(2.5%)

6
(2.1%)

Pre-onset medical
multiple co-morbidities

No 99
(75.6%) 138 (86.8%) 237

(81.7%)
6.05

0.01
(0.47)Yes 32

(24.4%) 21 (13.2%) 53
(18.3%)

Post-onset medical
comorbidity

None 70
(53.4%) 109 (68.7%) 179

(61.8%)

11.90 0.46

Obesity 5
(3.8%)

3
(1.9%)

8
(2.8%)

Hypercholesterolemia 5
(3.8%)

3
(1.9%)

8
(2.8%)

Hypertension 19
(14.5%)

11
(6.9%)

30
(10.3%)

Diabetes 4
(3.0%)

3
(1.9%)

7
(2.4%)

Hyperthyroidism 1
(0.8%)

0
(0.0%)

1
(0.3%)

Hypothyroidism 6
(4.6%)

5
(3.1%)

11
(3.8%)

Stroke 0
(0.0%)

1
(0.6%)

1
(0.3%)

Epilepsy 1
(0.8%)

1
(0.6%)

2
(0.7%)

Migraine 6
(4.6%)

5
(3.1%)

11
(3.8%)

Gastrointestinal
diseases

8
(6.2%)

10
(6.3%)

18
(6.2%)

Cancer 4
(3.0%)

5
(3.1%)

9
(3.1%)

Other (AMI
or Asthma)

2
(1.5%)

3
(1.9%)

5
(1.7%)

Post-onset medical
multiple co-morbidities

No 92
(70.2%) 138 (86.8%) 230

(79.3%)
12.01

<0.01
(0.36)Yes 39

(29.8%) 21 (13.2%) 60
(20.7%)

Suicide attempts

No 127 (96.9%) 158 (99.4%) 285
(98.3%)

2.49
0.18

(0.20)Yes 4
(3.1%)

1
(0.6%)

5
(1.7%)

Hospitalizations

No 115 (87.8%) 148 (93.1%) 263
(90.7%)

2.38 0.15 (0.53)
Yes 16

(12.2%)
11

(6.9%)
27

(9.3%)
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Table 1. Cont.

Variables GAD
N = 131

PD
N = 159

Total
Sample N = 290 F or χ2 p Value (OR)

Obstetric complications

No 129 (98.5%) 158 (99.4%) 287
(99.0%)

0.56
0.59

(0.41)Yes 2
(1.5%)

1
(0.6%)

3
(1.0%)

Type of obstetric
complications

None 129 (98.6%) 158 (99.4%) 287
(99.1%)

2.43 0.21

Low birth weight
(<2.5 kg)

1
(0.7%)

0
(0.0%)

1
(0.3%)

Preterm
(<32 weeks)

1
(0.7%)

0
(0.0%)

1
(0.3%)

Unknown 0
(0.0%)

1
(0.6%)

1
(0.3%)

Treatment

None 11
(8.4%)

10
(6.2%)

21
(7.2%)

19.09 0.01

Multimodal
antidepressant *

4
(3.0%)

4
(2.5%)

8
2.8%)

SNRI 9
(6.9%)

9
(5.7%)

18
(6.2%)

SSRI 77
(58.8%) 118 (74.2%) 195

(67.2%)

TCA 3
(2.3%)

3
(1.9%)

6
(2.1%)

Other ADs 0 2
(1.5%)

4
(2.5%)

6
(2.1%)

GABAergic drugs 9
(6.9%)

1
(0.6%)

10
(3.4%)

SGAs 8
(6.1%)

2
(1.3%)

10
(3.4%)

Mood stabilizer � 0
(0.0%)

2
(1.3%)

2
(0.7%)

Benzodiazepines 8
(6.1%)

6
(3.8%)

14
(4.9%)

Poly-therapy

No 52
(39.7%) 71 (44.7%) 123

(42.4%)
0.72

0.41
(0.82)Yes 79

(60.3%) 88 (55.3%) 167
(57.6%)

Side effects

None 117 (89.3%) 137 (86.1%) 254
(87.6%)

5.15 0.70

Gain weight 4
(3.0%)

6
(3.8%)

10
(3.4%)

Somnolence 5
(3.8%)

3
(1.9%)

8
(2.8%)

Sexual dysfunction 2
(1.5%)

6
(3.8%)

8
(2.8%)

Motor disturbances 0
(0.0%)

3
(1.9%)

3
(1.0%)

Nausea 1
(0.8%)

1
(0.6%)

2
(0.7%)

Tension 1
(0.8%)

1
(0.6%)

2
(0.7%)

Others ** 1
(0.8%)

2
(1.3%)

3
(1.0%)
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Table 1. Cont.

Variables GAD
N = 131

PD
N = 159

Total
Sample N = 290 F or χ2 p Value (OR)

Multiple side effects

No 128 (97.7%) 154 (96.9%) 282
(97.2%)

0.20
0.73

(1.38)Yes 3
(2.3%)

5
(3.1%)

8
(2.8%)

Reason for
discontinuation

No discontinuation
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No compliance 
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Lifetime psychotherapy No 
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113 (86.3%) 148 (93.1%) 261
(90.1%)

10.10 0.01
Side effects 2

(1.5%)
5

(3.1%)
7

(2.4%)

Relapse/Hospitalizations 9
(6.9%)

1
(0.7%)

10
(2.4%)

No compliance 7
(5.3%)

5
(3.1%)

12
(4.1%)

Lifetime psychotherapy

No 81
(61.8%) 108 (67.9%) 189

(65.2%)
1.17

0.32
(0.76)Yes 50

(38.2%) 51 (32.1%) 101
(34.8%)

Type of psychotherapy

None 81
(61.8%) 107 (67.3%) 188

(64.8%)

8.13 0.04

Psychoeducational/
Supportive

8
(6.1%)

7
(4.4%)

15
(5.2%)

CBT 24
(18.3%) 24 (15.1%) 48

(16.6%)

Psychodynamic 12
(9.2%)

3
(1.9%)

15
(5.2%)

Unknown 6
(4.6%) 18 (11.3%) 24

(8.2%)

Legend: * vortioxetine; 0 trazodone, agomelatine, mirtazapine; � valproic acid or lithium; ** tachycardia, dizzi-
ness, headache, constipation, diarrhea;
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patients who discontinued for long-term treatment effectiveness are
included in this group; • patients who had previously another main diagnosis; AD, antidepressant; ADHD,
attention deficit hyperactivity disorder; AMI, acute myocardial infarction; BD, bipolar disorder; CBT, cognitive
behavioral therapy; DUI, duration of untreated illness; GAD, generalized anxiety disorder; MDMA, methylene-
dioxymethamphetamine; NOS, not otherwise specified; OCD, obsessive compulsive disorder; OR, odds ratio
(GAD/PD); PD, panic disorder; PTSD, post-traumatic stress disorder; SGA, second generation antipsychotic;
SKZ, schizophrenia; SLD, specific learning disorder; SNRI, serotonin and noradrenalin reuptake inhibitor; SSRI,
selective serotonin reuptake inhibitor; TCA, tricyclic antidepressant. Mean (±standard deviation) for quantitative
variables; frequencies (percentage) for qualitative variables. In bold statistically significant differences (p < 0.05).

The two groups of patients were statistically different for age (F = 10.37, p < 0.01) and
age at onset (F = 5.92, p = 0.02). GAD patients were older (p < 0.01) and had a higher age
at onset (p = 0.02) than PD ones. Moreover, the two groups of patients showed significant
differences in terms of pre-onset medical multiple co-morbidities (χ2 = 6.05, OR = 0.47,
p = 0.01) and post-onset psychiatric (χ2 = 5.55, OR = 0.38, p = 0.02) and medical (χ2 = 12.01,
OR = 0.36, p < 0.01) multiple co-morbidities (PD < GAD).

Regarding psychopharmacological treatment, PD patients were more frequently
treated with selective serotonin reuptake inhibitors (SSRIs) while GAD patients with second
generation antipsychotics (SGAs) and GABAergic drugs (χ2 = 19.09, p = 0.01). Furthermore,
patients in the GAD group discontinued treatment more frequently for poor compliance or
relapse compared to PD patients (χ2 = 10.10, p = 0.01). Finally, GAD patients had received
lifetime dynamic psychotherapy more frequently than PD ones (χ2 = 8.13, p = 0.04). No
other statistically significant differences were found between the two diagnoses (Table 1).

3.2. Binary Logistic Regression Analysis

The goodness-of-fit test (Hosmer and Lemeshow Test: χ2 = 2.89, p = 0.94) showed
that the model including age, age at onset, the presence of post-onset psychiatric multiple
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co-morbidities, the presence of pre- and post-onset medical multiple co-morbidities, type of
main pharmacological treatment, type of psychotherapy and reason for treatment discon-
tinuation (rather than for long-term effectiveness) as independent variables and GAD/PD
diagnosis as a dependent one was reliable, allowing for a correct classification of 65.0% of
the cases. In addition, the model was overall significant (Omnibus test: χ2 = 38.30, p < 0.01).

Post-onset psychiatric multiple co-morbidities (p = 0.05), post-onset medical multiple
co-morbidities (p = 0.02) and discontinuation of treatment (rather than for long-term
effectiveness) (p = 0.02) were associated with GAD diagnosis. Moreover, SSRIs were
more frequently prescribed in PD while SGAs or GABAergic drugs (p = 0.03) in GAD.
Psychodynamic psychotherapy (p < 0.01) was more frequently administered in GAD versus
PD patients (Table 2).

Table 2. Association between significant variables and GAD/PD diagnosis: logistic regression
model analysis.

Variables p Value OR
95% C.I.

Inferior Superior

Age 0.20 0.98 0.94 1.01

Age at onset 0.94 1.00 0.96 1.03

Post-onset psychiatric multiple co-morbidities 0.05 0.38 0.16 0.87

Pre-onset medical multiple co-morbidities 0.13 0.47 0.26 0.86

Post-onset medical multiple co-morbidities 0.02 0.36 0.20 0.65

Main treatment 0.03 NA NA NA

Type of psychotherapy <0.01 NA NA NA

Reason for discontinuation 0.02 NA NA NA
Legend: B, regression coefficient; C.I., confidence interval; df, degrees of freedom; NA, not applicable; OR, odds
ratio; S.E., standard error. In bold statistically significant differences (p < 0.05).

4. Discussion

In this naturalistic retrospective study, we investigated potential clinical and socio-
demographic differences between GAD and PD in a sample of 290 outpatients. The present
research produced three main results.

The first interesting finding is that patients with GAD were older and had a higher age
at onset than those suffering from PD. This result appears consistent with most literature,
which reports a later onset of GAD as compared with other anxiety disorders [25]. This
observation is supported by the fact that while PD is characterized by a substantial acute
autonomic hyperactivity, GAD patients would present a milder and chronic autonomic
nervous system dysregulation [26,27].

Second, post-onset psychiatric and medical multiple co-morbidities were associated
with GAD diagnosis, while pre-onset medical multiple co-morbidities were more frequent
in GAD patients than PD ones only in the univariate analyses. Many medical conditions
can precede the onset of GAD for a number of reasons and patterns of comorbidity between
GAD and PD have already been distinguished [26]. Underlying biological mechanisms such
as inflammatory over-reactivity can be shared by medical diseases and anxiety disorders as
in the case of cardiovascular diseases [8]. In this regard, some authors demonstrated that
both GAD and PD patients presented higher interleukin (IL)-6 than healthy subjects and
that PD patients had higher IL-6 plasma levels than GAD ones [28]. Moreover, while pre-
treatment IL-6 levels negatively correlated with treatment response in PD in one study [29],
other authors demonstrated that higher IL-6 levels were related to a better response to
escitalopram treatment in PD [28]. In addition, worries linked to the prognosis of medical
conditions (e.g., cancer) can favor the onset of GAD in biologically predisposed subjects [30].
Finally, sub-threshold somatic anxiety concerning a specific organ/system may trigger
medical conditions as happens for example for atopic dermatitis [31] or irritable bowel
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syndrome [32]. Similarly, chronic dysfunction in different biological systems coupled with
an unhealthy lifestyle (e.g., unbalanced diet or absence of physical activity) may increase
the risk of different medical conditions in GAD patients [33,34]. On the other hand, the
resistance of patients with GAD to seeking medical help, and the consequent progressive
social deterioration and biological alterations shared by affective disorders predispose to
the development of comorbid psychiatric disorders, particularly unipolar depression.

Third, regarding psychopharmacological treatment, we found that PD patients were
largely treated with SSRIs, while GAD patients with SGAs (in particular quetiapine) and
GABAergic drugs. These results are in line with available literature [35–37] and reflect the
fact that only 50% of patients affected by GAD respond to a first-line treatment with SSRIs
or selective serotonin-noradrenalin reuptake inhibitors (SNRIs) [22]. This aspect implies
that most subjects affected by GAD are treated with second-line options or combined
treatments [38]. Furthermore, we found that GAD patients discontinued treatment more
frequently than those affected by PD as a result of poor compliance and re-exacerbations
in line with literature about the path of GAD [17,39–42]. Patients affected by anxiety
disorders and particularly GAD frequently report a fear of pharmacotherapy side effects;
so, the choice of a specific compound should take into account its tolerability profile
and speed of action. These are essential elements to obtain a good adherence to medical
prescriptions [43,44].

Finally, patients affected by GAD were more frequently treated with psychodynamic
psychotherapy than subjects suffering from PD. Psychodynamic psychotherapy is an
insight-oriented form of therapy that aims to resolve unconscious conflicts linked to early-
life relationships by using techniques such as clarifications, interpretations and confronta-
tions [45]. This result is an original finding since most of the available literature highlights
the efficacy of CBT for anxiety disorders [35,45–47], although evidence of the effectiveness
of intensive short-term dynamic psychotherapy is emerging [48,49]. There are only a few
studies comparing CBT and other techniques in the literature, suggesting more effectiveness
of the first approach in GAD patients [50–53]. In addition, some reports showed that com-
bining medication with psychotherapy may be more effective for patients with moderate
to severe anxiety disorders with respect to pharmacotherapy alone [35,54]. In our sample,
the patients with GAD might have been more preferentially referred to psychotherapy, as a
result of less response to pharmacotherapy, in comparison with patients affected by PD.
Alternatively, patients suffering from GAD may have simply preferred the psychodynamic
psychotherapy approach of all the available therapeutic options. A review underlined
how people with mental disorders who received their preferred treatment may have lower
dropout rates and a higher therapeutic alliance [55], in line with the recent notion of a
multi-disciplinary approach for the management of mental disorders, including a combina-
tion of pharmacologic and behavioral strategies [56]. Another plausible hypothesis is that
there is a need to face and potentially solve problems related to an insecure attachment.
Childhood trauma and neglect are early life stressors potentially underlying the increased
risk of developing GAD or PD [57–59]. Moreover, insecure attachment, as a consequence of
adverse childhood experiences, is also associated with anxiety disorders, especially GAD
and emotional dysregulation [60]. While angry-dismissive style was associated only with
GAD onset during adulthood and attachment style was unrelated to the development of
PD [61], more recently it has been demonstrated that higher levels of subscales reflecting
maternal insecure avoidant attachment (e.g., no memory of early childhood experiences
and balancing/forgiving current state of mind) were more predictive of GAD relative to
PD during adulthood [18].

The study presents several limitations. One main aspect is missing the psychosocial
factors that may play a role in the enteropathogenesis of both anxiety disorders. Other
limits related to the retrospective naturalistic design of the study are that (1) the sample size
was relatively small; (2) the data were collected in two hospitals from the same geographic
area so that the findings of the present article cannot be totally representative of other
contexts; (3) diagnoses of anxiety disorders were made by a team of various psychiatrists;
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(4) no specific rating scales were used to assess symptom severity and side effects of
pharmacological treatments. Moreover, no subjective questionnaires regarding satisfaction
or quality of life were provided to patients, as reported by other studies [62]. Finally, a
large part of the data are based on self-report, increasing the risk of recall bias and skewed
self-presentation.

5. Conclusions

This study investigated the clinical differences between GAD and PD to optimize
the management of patients with anxiety disorders in a framework of precision medicine.
Our results seem to suggest a worse prognosis in GAD versus PD patients. More frequent
multiple co-morbidities and relapses as well as poor compliance to treatment are aspects
that seem to characterize patients affected by GAD, with respect to those suffering from
PD. Further studies on larger samples are necessary to confirm our findings and shed
light on the clinical differences between GAD and PD to ameliorate clinical practice and
patients’ prognosis.

Author Contributions: Conceptualization, A.C. and M.B.; methodology, A.C. and M.B.; validation,
F.C., A.D. and M.C. (Massimo Clerici); formal analysis, A.C.; investigation, L.C., S.R., M.C. (Mauro
Capettiand), S.L., A.T. and F.Z.Q.; resources, D.L.T. and T.S.; data curation, E.C., C.Q. and M.M.;
writing—original draft preparation, A.C., L.C. and C.Q.; writing—review and editing, A.C., E.C. and
M.B.; visualization, A.D.; supervision, M.B. and M.C. (Massimo Clerici); project administration, M.B.
and F.C. All authors have read and agreed to the published version of the manuscript.

Funding: This research did not receive any specific grant from funding agencies in the public,
commercial, or not-for-profit sectors.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki, and approved by the Institutional Review Board (or Ethics Committee) of Fondazione
IRCCS San Gerardo dei Tintori (Monza) (protocol code 3955, 07/04/2022).

Informed Consent Statement: Informed consent was obtained from all patients involved in the study.

Data Availability Statement: Data sharing is not applicable to this article.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Bandelow, B.; Michaelis, S. Epidemiology of Anxiety Disorders in the 21st Century. Dialogues Clin. Neurosci. 2015, 17, 327–335.

[CrossRef] [PubMed]
2. Zimmermann, M.; Chong, A.K.; Vechiu, C.; Papa, A. Modifiable Risk and Protective Factors for Anxiety Disorders among Adults:

A Systematic Review. Psychiatry Res. 2020, 285, 112705. [CrossRef]
3. Leon, A.C.; Portera, L.; Weissman, M.M. The Social Costs of Anxiety Disorders. Br. J. Psychiatry Suppl. 1995, 166 (Suppl. S27),

19–22. [CrossRef]
4. Craske, M.G.; Stein, M.B.; Eley, T.C.; Milad, M.R.; Holmes, A.; Rapee, R.M.; Wittchen, H.-U. Anxiety Disorders. Nat. Rev. Dis.

Primers 2017, 3, 17024. [CrossRef]
5. Wittchen, H.U.; Jacobi, F.; Rehm, J.; Gustavsson, A.; Svensson, M.; Jönsson, B.; Olesen, J.; Allgulander, C.; Alonso, J.;

Faravelli, C.; et al. The Size and Burden of Mental Disorders and Other Disorders of the Brain in Europe 2010. Eur. Neu-
ropsychopharmacol. 2011, 21, 655–679. [CrossRef]

6. Crocq, M.-A. The History of Generalized Anxiety Disorder as a Diagnostic Category. Dialogues Clin. Neurosci. 2017, 19, 107–116.
[CrossRef] [PubMed]

7. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, 5th ed.; American Psychiatric Publishing:
Washington, DC, USA, 2013; (DSM-5®).

8. Celano, C.M.; Daunis, D.J.; Lokko, H.N.; Campbell, K.A.; Huffman, J.C. Anxiety Disorders and Cardiovascular Disease. Curr.
Psychiatry Rep. 2016, 18, 101. [CrossRef]

9. Altamura, A.C.; Buoli, M.; Albano, A.; Dell’Osso, B. Age at Onset and Latency to Treatment (Duration of Untreated Illness) in
Patients with Mood and Anxiety Disorders: A Naturalistic Study. Int. Clin. Psychopharmacol. 2010, 25, 172–179. [CrossRef]

10. Locke, A.B.; Kirst, N.; Shultz, C.G. Diagnosis and Management of Generalized Anxiety Disorder and Panic Disorder in Adults.
Am. Fam. Physician 2015, 91, 617–624.

11. Tretiakov, A.; Malakhova, A.; Naumova, E.; Rudko, O.; Klimov, E. Genetic Biomarkers of Panic Disorder: A Systematic Review.
Genes 2020, 11, 1310. [CrossRef] [PubMed]

http://doi.org/10.31887/DCNS.2015.17.3/bbandelow
http://www.ncbi.nlm.nih.gov/pubmed/26487813
http://doi.org/10.1016/j.psychres.2019.112705
http://doi.org/10.1192/S0007125000293355
http://doi.org/10.1038/nrdp.2017.24
http://doi.org/10.1016/j.euroneuro.2011.07.018
http://doi.org/10.31887/DCNS.2017.19.2/macrocq
http://www.ncbi.nlm.nih.gov/pubmed/28867935
http://doi.org/10.1007/s11920-016-0739-5
http://doi.org/10.1097/YIC.0b013e3283384c74
http://doi.org/10.3390/genes11111310
http://www.ncbi.nlm.nih.gov/pubmed/33158196


J. Pers. Med. 2023, 13, 491 13 of 14

12. Grant, B.F.; Goldstein, R.B.; Chou, S.P.; Huang, B.; Stinson, F.S.; Dawson, D.A.; Saha, T.D.; Smith, S.M.; Pulay, A.J.;
Pickering, R.P.; et al. Sociodemographic and Psychopathologic Predictors of First Incidence of DSM-IV Substance Use, Mood and
Anxiety Disorders: Results from the Wave 2 National Epidemiologic Survey on Alcohol and Related Conditions. Mol. Psychiatry
2009, 14, 1051–1066. [CrossRef]

13. Park, S.-C.; Kim, Y.-K. Anxiety Disorders in the DSM-5: Changes, Controversies, and Future Directions. In Anxiety Disorders;
Advances in Experimental Medicine and Biology; Kim, Y.-K., Ed.; Springer: Singapore, 2020; Volume 1191, pp. 187–196.

14. Simon, N.M. Generalized Anxiety Disorder and Psychiatric Comorbidities Such as Depression, Bipolar Disorder, and Substance
Abuse. J. Clin. Psychiatry 2009, 70, 10–14. [CrossRef] [PubMed]

15. Showraki, M.; Showraki, T.; Brown, K. Generalized Anxiety Disorder: Revisited. Psychiatr. Q. 2020, 91, 905–914. [CrossRef]
[PubMed]

16. Quagliato, L.A.; Nardi, A.E. Cytokine Alterations in Panic Disorder: A Systematic Review. J. Affect. Disord. 2018, 228, 91–96.
[CrossRef] [PubMed]

17. Schat, A.; van Noorden, M.S.; Noom, M.J.; Giltay, E.J.; van der Wee, N.J.A.; Vermeiren, R.R.J.M.; Zitman, F.G. Predictors of
Outcome in Outpatients with Anxiety Disorders: The Leiden Routine Outcome Monitoring Study. J. Psychiatr. Res. 2013, 47,
1876–1885. [CrossRef] [PubMed]

18. Newman, M.G.; Shin, K.E.; Zuellig, A.R. Developmental Risk Factors in Generalized Anxiety Disorder and Panic Disorder.
J. Affect. Disord. 2016, 206, 94–102. [CrossRef] [PubMed]

19. Woodman, C.L.; Noyes, R.; Black, D.W.; Schlosser, S.; Yagla, S.J. A 5-Year Follow-up Study of Generalized Anxiety Disorder and
Panic Disorder. J. Nerv. Ment. Dis. 1999, 187, 3–9. [CrossRef]

20. Love, A.S.; Love, R. Anxiety Disorders in Primary Care Settings. Nurs. Clin. N. Am. 2019, 54, 473–493. [CrossRef]
21. Strawn, J.R.; Geracioti, L.; Rajdev, N.; Clemenza, K.; Levine, A. Pharmacotherapy for Generalized Anxiety Disorder in Adult and

Pediatric Patients: An Evidence-Based Treatment Review. Expert Opin. Pharmacother. 2018, 19, 1057–1070. [CrossRef]
22. Garakani, A.; Murrough, J.W.; Freire, R.C.; Thom, R.P.; Larkin, K.; Buono, F.D.; Iosifescu, D.V. Pharmacotherapy of Anxiety

Disorders: Current and Emerging Treatment Options. Front. Psychiatry 2020, 11, 595584. [CrossRef]
23. Buoli, M.; Caldiroli, A.; Serati, M. Pharmacokinetic Evaluation of Pregabalin for the Treatment of Generalized Anxiety Disorder.

Expert Opin. Drug Metab. Toxicol. 2017, 13, 351–359. [CrossRef]
24. Buoli, M.; Cesana, B.M.; Bolognesi, S.; Fagiolini, A.; Albert, U.; Di Salvo, G.; Maina, G.; de Bartolomeis, A.; Pompili, M.;

Palumbo, C.; et al. Factors Associated with Lifetime Suicide Attempts in Bipolar Disorder: Results from an Italian Nationwide
Study. Eur. Arch. Psychiatry Clin. Neurosci. 2022, 272, 359–370. [CrossRef]

25. Zhang, X.; Norton, J.; Carrière, I.; Ritchie, K.; Chaudieu, I.; Ancelin, M.-L. Risk Factors for Late-Onset Generalized Anxiety
Disorder: Results from a 12-Year Prospective Cohort (The ESPRIT Study). Transl. Psychiatry 2015, 5, e536. [CrossRef]

26. Noyes, R., Jr.; Woodman, C.; Garvey, M.J.; Cook, B.L.; Suelzer, M.; Clancy, J.; Anderson, D.J. Generalized anxiety disorder vs.
panic disorder. Distinguishing characteristics and patterns of comorbidity. J. Nerv. Ment. Dis. 1992, 180, 369–379. [CrossRef]

27. Sullivan, G.M.; Coplan, J.D.; Kent, J.M.; Gorman, J.M. The Noradrenergic System in Pathological Anxiety: A Focus on Panic with
Relevance to Generalized Anxiety and Phobias. Biol. Psychiatry 1999, 46, 1205–1218. [CrossRef]

28. Zou, Z.; Zhou, B.; Huang, Y.; Wang, J.; Min, W.; Li, T. Differences in cytokines between patients with generalised anxiety disorder
and panic disorder. J. Psychosom. Res. 2020, 133, 109975. [CrossRef]

29. Kim, K.; Jang, E.H.; Kim, A.Y.; Fava, M.; Mischoulon, D.; Papakostas, G.I.; Kim, H.; Na, E.J.; Yu, H.Y.; Jeon, H.J. Pre-treatment
peripheral biomarkers associated with treatment response in panic symptoms in patients with major depressive disorder and
panic disorder: A 12-week follow-up study. Compr. Psychiatry 2019, 95, 152140. [CrossRef]

30. Custers, J.A.E.; Gielissen, M.F.M.; Janssen, S.H.V.; de Wilt, J.H.W.; Prins, J.B. Fear of Cancer Recurrence in Colorectal Cancer
Survivors. Support Care Cancer 2016, 24, 555–562. [CrossRef]

31. Ferrucci, S.M.; Tavecchio, S.; Angileri, L.; Surace, T.; Berti, E.; Buoli, M. Factors Associated with Affective Symptoms and Quality
of Life in Patients with Atopic Dermatitis. Acta Derm. Venereol. 2021, 101, adv00590. [CrossRef]

32. Lee, S.; Wu, J.; Ma, Y.L.; Tsang, A.; Guo, W.-J.; Sung, J. Irritable Bowel Syndrome Is Strongly Associated with Generalized Anxiety
Disorder: A Community Study. Aliment. Pharmacol. Ther. 2009, 30, 643–651. [CrossRef]

33. Kandola, A.; Vancampfort, D.; Herring, M.; Rebar, A.; Hallgren, M.; Firth, J.; Stubbs, B. Moving to Beat Anxiety: Epidemiology
and Therapeutic Issues with Physical Activity for Anxiety. Curr. Psychiatry Rep. 2018, 20, 63. [CrossRef] [PubMed]

34. Aucoin, M.; LaChance, L.; Naidoo, U.; Remy, D.; Shekdar, T.; Sayar, N.; Cardozo, V.; Rawana, T.; Chan, I.; Cooley, K. Diet and
Anxiety: A Scoping Review. Nutrients 2021, 13, 4418. [CrossRef]

35. Bandelow, B.; Reitt, M.; Röver, C.; Michaelis, S.; Görlich, Y.; Wedekind, D. Efficacy of Treatments for Anxiety Disorders:
A Meta-Analysis. Int. Clin. Psychopharmacol. 2015, 30, 183–192. [CrossRef] [PubMed]

36. Bandelow, B. Current and Novel Psychopharmacological Drugs for Anxiety Disorders. In Anxiety Disorders; Advances in
Experimental Medicine and, Biology; Kim, Y.-K., Ed.; Springer: Singapore, 2020; Volume 1191, pp. 347–365.

37. Pignon, B.; Tezenas du Montcel, C.; Carton, L.; Pelissolo, A. The Place of Antipsychotics in the Therapy of Anxiety Disorders and
Obsessive-Compulsive Disorders. Curr. Psychiatry Rep. 2017, 19, 103. [CrossRef] [PubMed]

38. Buoli, M.; Caldiroli, A.; Caletti, E.; Paoli, R.A.; Altamura, A.C. New Approaches to the Pharmacological Management of
Generalized Anxiety Disorder. Expert Opin. Pharmacother. 2013, 14, 175–184. [CrossRef]

http://doi.org/10.1038/mp.2008.41
http://doi.org/10.4088/JCP.s.7002.02
http://www.ncbi.nlm.nih.gov/pubmed/19371501
http://doi.org/10.1007/s11126-020-09747-0
http://www.ncbi.nlm.nih.gov/pubmed/32383134
http://doi.org/10.1016/j.jad.2017.11.094
http://www.ncbi.nlm.nih.gov/pubmed/29241050
http://doi.org/10.1016/j.jpsychires.2013.09.005
http://www.ncbi.nlm.nih.gov/pubmed/24074517
http://doi.org/10.1016/j.jad.2016.07.008
http://www.ncbi.nlm.nih.gov/pubmed/27466747
http://doi.org/10.1097/00005053-199901000-00002
http://doi.org/10.1016/j.cnur.2019.07.002
http://doi.org/10.1080/14656566.2018.1491966
http://doi.org/10.3389/fpsyt.2020.595584
http://doi.org/10.1080/17425255.2017.1281247
http://doi.org/10.1007/s00406-021-01343-y
http://doi.org/10.1038/tp.2015.31
http://doi.org/10.1097/00005053-199206000-00006
http://doi.org/10.1016/S0006-3223(99)00246-2
http://doi.org/10.1016/j.jpsychores.2020.109975
http://doi.org/10.1016/j.comppsych.2019.152140
http://doi.org/10.1007/s00520-015-2808-4
http://doi.org/10.2340/00015555-3922
http://doi.org/10.1111/j.1365-2036.2009.04074.x
http://doi.org/10.1007/s11920-018-0923-x
http://www.ncbi.nlm.nih.gov/pubmed/30043270
http://doi.org/10.3390/nu13124418
http://doi.org/10.1097/YIC.0000000000000078
http://www.ncbi.nlm.nih.gov/pubmed/25932596
http://doi.org/10.1007/s11920-017-0847-x
http://www.ncbi.nlm.nih.gov/pubmed/29110139
http://doi.org/10.1517/14656566.2013.759559


J. Pers. Med. 2023, 13, 491 14 of 14

39. Bruce, S.E.; Yonkers, K.A.; Otto, M.W.; Eisen, J.L.; Weisberg, R.B.; Pagano, M.; Shea, M.T.; Keller, M.B. Influence of Psychiatric
Comorbidity on Recovery and Recurrence in Generalized Anxiety Disorder, Social Phobia, and Panic Disorder: A 12-Year
Prospective Study. Am. J. Psychiatry 2005, 162, 1179–1187. [CrossRef]

40. Sibrava, N.J.; Beard, C.; Bjornsson, A.S.; Moitra, E.; Weisberg, R.B.; Keller, M.B. Two-Year Course of Generalized Anxiety Disorder,
Social Anxiety Disorder, and Panic Disorder in a Longitudinal Sample of African American Adults. J. Consult. Clin. Psychol. 2013,
81, 1052–1062, Erratum in J. Consult. Clin. Psychol. 2014, 82, 274. [CrossRef] [PubMed]

41. Jakubovski, E.; Bloch, M.H. Anxiety Disorder-Specific Predictors of Treatment Outcome in the Coordinated Anxiety Learning and
Management (CALM) Trial. Psychiatr. Q. 2016, 87, 445–464. [CrossRef]

42. Bjornsson, A.S.; Sibrava, N.J.; Beard, C.; Moitra, E.; Weisberg, R.B.; Benítez, C.I.P.; Keller, M.B. Two-Year Course of Generalized
Anxiety Disorder, Social Anxiety Disorder, and Panic Disorder with Agoraphobia in a Sample of Latino Adults. J. Consult. Clin.
Psychol. 2014, 82, 1186–1192. [CrossRef]

43. Buoli, M.; Grassi, S.; Serati, M.; Altamura, A.C. Agomelatine for the Treatment of Generalized Anxiety Disorder. Expert Opin.
Pharmacother. 2017, 18, 1373–1379. [CrossRef]

44. Millan, M.J. Agomelatine for the Treatment of Generalized Anxiety Disorder: Focus on Its Distinctive Mechanism of Action. Ther.
Adv. Psychopharmacol. 2022, 12, 204512532211051. [CrossRef] [PubMed]

45. DeMartini, J.; Patel, G.; Fancher, T.L. Generalized Anxiety Disorder. Ann. Intern. Med. 2019, 170, ITC49. [CrossRef] [PubMed]
46. Cuijpers, P.; Sijbrandij, M.; Koole, S.; Huibers, M.; Berking, M.; Andersson, G. Psychological Treatment of Generalized Anxiety

Disorder: A Meta-Analysis. Clin. Psychol. Rev. 2014, 34, 130–140. [CrossRef] [PubMed]
47. Bandelow, B.; Werner, A.M.; Kopp, I.; Rudolf, S.; Wiltink, J.; Beutel, M.E. The German Guidelines for the Treatment of Anxiety

Disorders: First Revision. Eur. Arch. Psychiatry Clin. Neurosci. 2022, 272, 571–582. [CrossRef] [PubMed]
48. Gonon, F.; Keller, P.-H. Efficacy of psychodynamic therapies: A systematic review of the recent literature. Enchephale 2021, 47,

49–57. [CrossRef] [PubMed]
49. Rocco, D.; Calvo, V.; Agrosì, V.; Bergami, F.; Busetto, L.M.; Marin, S.; Pezzetta, G.; Rossi, L.; Zuccotti, L.; Abbass, A. Intensive

Short-Term Dynamic Psychotherapy Provided by Novice Psychotherapists: Effects on Symptomatology and Psychological
Structure in Patients with Anxiety Disorders. Res. Psychother. 2021, 24, 503. [CrossRef]

50. Borkovec, T.D.; Costello, E. Efficacy of Applied Relaxation and Cognitive-Behavioral Therapy in the Treatment of Generalized
Anxiety Disorder. J. Consult. Clin. Psychol. 1993, 61, 611–619. [CrossRef]

51. Durham, R.C.; Murphy, T.; Allan, T.; Richard, K.; Treliving, L.R.; Fenton, G.W. Cognitive Therapy, Analytic Psychotherapy and
Anxiety Management Training for Generalised Anxiety Disorder. Br. J. Psychiatry 1994, 165, 315–323. [CrossRef]

52. Leichsenring, F.; Salzer, S.; Jaeger, U.; Kachele, H.; Kreische, R.; Leweke, F.; Ruger, U.; Winkelbach, C.; Leibing, E. Short-Term
Psychodynamic Psychotherapy and Cognitive-Behavioral Therapy in Generalized Anxiety Disorder: A Randomized, Controlled
Trial. Am. J. Psychiatry 2009, 166, 875–881. [CrossRef]

53. Brenes, G.A.; Danhauer, S.C.; Lyles, M.F.; Hogan, P.E.; Miller, M.E. Telephone-Delivered Cognitive Behavioral Therapy and
Telephone-Delivered Nondirective Supportive Therapy for Rural Older Adults With Generalized Anxiety Disorder: A Random-
ized Clinical Trial. JAMA Psychiatry 2015, 72, 1012. [CrossRef]

54. Van Apeldoorn, F.J.; Van Hout, W.J.P.J.; Timmerman, M.E.; Mersch, P.P.A.; den Boer, J.A. Rate of Improvement during and across
Three Treatments for Panic Disorder with or without Agoraphobia: Cognitive Behavioral Therapy, Selective Serotonin Reuptake
Inhibitor or Both Combined. J. Affect. Disord. 2013, 150, 313–319. [CrossRef] [PubMed]

55. Windle, E.; Tee, H.; Sabitova, A.; Jovanovic, N.; Priebe, S.; Carr, C. Association of Patient Treatment Preference With Dropout
and Clinical Outcomes in Adult Psychosocial Mental Health Interventions: A Systematic Review and Meta-Analysis. JAMA
Psychiatry 2020, 77, 294. [CrossRef] [PubMed]

56. Metzler, D.H.; Mahoney, D.; Freedy, J.R. Anxiety Disorders in Primary Care. Prim. Care 2016, 43, 245–261. [CrossRef]
57. Heim, C.; Nemeroff, C.B. The role of childhood trauma in the neurobiology of mood and anxiety disorders: Preclinical and

clinical studies. Biol. Psychiatry 2001, 49, 1023–1039. [CrossRef] [PubMed]
58. Safren, S.A.; Gershuny, B.S.; Marzol, P.; Otto, M.W.; Pollack, M.H. History of childhood abuse in panic disorder, social phobia,

and generalized anxiety disorder. J. Nerv. Ment. Dis. 2002, 190, 453–456. [CrossRef]
59. Kuzminskaite, E.; Penninx, B.W.J.H.; van Harmelen, A.L.; Elzinga, B.M.; Hovens, J.G.F.M.; Vinkers, C.H. Childhood Trauma in

Adult Depressive and Anxiety Disorders: An Integrated Review on Psychological and Biological Mechanisms in the NESDA
Cohort. J. Affect. Dis. 2021, 283, 179–191. [CrossRef] [PubMed]

60. Marganska, A.; Gallagher, M.; Miranda, R. Adult attachment, emotion dysregulation, and symptoms of depression and general-
ized anxiety disorder. Am. J. Orthopsychiatry 2013, 83, 131–141. [CrossRef]

61. Bifulco, A.; Kwon, J.; Jacobs, C.; Moran, P.M.; Bunn, A.; Beer, N. Adult attachment style as mediator between childhood
neglect/abuse and adult depression and anxiety. Soc. Psychiatry Psychiatr. Epidemiol. 2006, 41, 796–805. [CrossRef]

62. Barrera, T.L.; Norton, P.J. Quality of Life Impairment in Generalized Anxiety Disorder, Social Phobia, and Panic Disorder.
J. Anxiety Disord. 2009, 23, 1086–1090. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.1176/appi.ajp.162.6.1179
http://doi.org/10.1037/a0034382
http://www.ncbi.nlm.nih.gov/pubmed/24041233
http://doi.org/10.1007/s11126-015-9399-6
http://doi.org/10.1037/a0036565
http://doi.org/10.1080/14656566.2017.1359257
http://doi.org/10.1177/20451253221105128
http://www.ncbi.nlm.nih.gov/pubmed/35795687
http://doi.org/10.7326/AITC201904020
http://www.ncbi.nlm.nih.gov/pubmed/30934083
http://doi.org/10.1016/j.cpr.2014.01.002
http://www.ncbi.nlm.nih.gov/pubmed/24487344
http://doi.org/10.1007/s00406-021-01324-1
http://www.ncbi.nlm.nih.gov/pubmed/34609587
http://doi.org/10.1016/j.encep.2020.04.020
http://www.ncbi.nlm.nih.gov/pubmed/32928529
http://doi.org/10.4081/ripppo.2021.503
http://doi.org/10.1037/0022-006X.61.4.611
http://doi.org/10.1192/bjp.165.3.315
http://doi.org/10.1176/appi.ajp.2009.09030441
http://doi.org/10.1001/jamapsychiatry.2015.1154
http://doi.org/10.1016/j.jad.2013.04.012
http://www.ncbi.nlm.nih.gov/pubmed/23676529
http://doi.org/10.1001/jamapsychiatry.2019.3750
http://www.ncbi.nlm.nih.gov/pubmed/31799994
http://doi.org/10.1016/j.pop.2016.02.002
http://doi.org/10.1016/S0006-3223(01)01157-X
http://www.ncbi.nlm.nih.gov/pubmed/11430844
http://doi.org/10.1097/00005053-200207000-00005
http://doi.org/10.1016/j.jad.2021.01.054
http://www.ncbi.nlm.nih.gov/pubmed/33561798
http://doi.org/10.1111/ajop.12001
http://doi.org/10.1007/s00127-006-0101-z
http://doi.org/10.1016/j.janxdis.2009.07.011

	Introduction 
	Materials and Methods 
	Sample and Study Design 
	Statistical Analyses 

	Results 
	Descriptive Analyses and Diagnostic Group Comparisons 
	Binary Logistic Regression Analysis 

	Discussion 
	Conclusions 
	References

