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The Effects of Anti-Anxiety and Anti-Depressant  

Medication on Coping Mechanisms 

 In 2018 the American College Health Association found that 63% of college students in 

the United States had been suffering from anxiety and 23% had diagnosable anxiety (ACHA, 

2018); not only are college students suffering from anxiety, but 19.5% of all adults aged 18-29 

years old are as well (CDC, 2020). Evidently, anxiety is a wide-reaching problem in the United 

States. A person suffering from anxiety will experience unmanageable amounts of worry 

(Kapczinski, 2010). This worry then causes symptoms including problems concentrating, 

problems sleeping (inability to fall asleep or stay asleep), restlessness, irritability, and becoming 

fatigued quickly (SAMSA, 2016). More symptoms include muscle tension, xerostomia (dry 

mouth), perspiration, and diarrhea (Kapczinski, et al., 2010).  

 Despite the prevalence of anxiety, few who suffer from symptoms seek treatment 

(Bandelow, 2020). Without treatment, anxiety can lead to the development of symptoms to 

physical illnesses (Crits-Christoph, et al., 2011). There are multiple forms of treatments, with the 

most common being medications and therapy, occasionally used in combination (Walsh, 2008; 

Chambless, 1993; Cramer, 1998).  

Medications 

Benzodiazepines 

 Benzodiazepines strengthen the operation of gamma-aminobutyric acid (GABA). GABA 

itself is a common neurotransmitter found within the central nervous system that reduces the 

sensitivity of neurons (Griffin, et al., 2013).  This reduction in sensitivity lessons the feeling of 

anxiety. Benzodiazepines help with this reduction of anxiety by enhancing the binding of GABA 
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to the receivers (Griffin, et al. 2013). Popular benzodiazepines include Lorazepam (Ativan) and 

Alprazolam (Xanax) (screening.mhanational.org).  

Within the United States, 55-94% of those with anxiety disorders are given 

benzodiazepines and it has been found that general physicians are more likely to prescribe this 

medication than psychiatrists (Bandelow, 2020; Olfson, et al., 2015). In 2007 alone, 85 million 

prescriptions for this medication were filled in the United States (Olfson, et al., 2015). This 

popularity is due to the drugs lack of interactions with other medications, as well as their lack of 

overdose potential compared to barbiturates (Lader, et al., 1999). Further benefits come in the 

form of benzodiazepines short-term effects: the calm given by the medication is fast acting 

following ingestion. In addition, benzodiazepines lack the initial negative effects seen with 

SSRIs and SNRIs, such as heightened nervousness and sleeplessness (Bandelow, 2020). Despite 

their positive effects and lack of certain side-effects, benzodiazepines still have their own 

detriments (Lader, et al., 1999). 

 Minor side effects can include sleepiness, fatigue, and lethargy, which are typically seen 

with lower doses of the medication. Higher doses are associated with more impairing effects, 

including blurred vision, dizziness, diminished hand-eye coordination, unsteady moods, slurred 

speech, and unstable, hostile behavior (Griffin, et al., 2013). The longer a benzodiazepine is 

being taken, the greater the risk of severe side effects, addiction, and withdrawal (Lader, et al. 

1999; Griffin et al., 2013). These risks emanate from the inability of benzodiazepines to be 

eliminated from the body quickly, allowing doses to accumulate in fat tissue over long-periods of 

use (Griffin, et al., 2013). Thus, it is recommended that benzodiazepines are slowly discontinued 

over time (Walsh, 2008). Due to the side effects associated with usage of benzodiazepines, a 

controversy is ongoing about the use of this medication for anxiety (Stacevic, 2014).  
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Selective Serotonin Reuptake Inhibitors (SSRI) 

 SSRIs are known to increase the levels of serotonin present in the brain. Serotonin itself 

is a neurotransmitter that has been observed to increase positive moods and emotions (nhs.uk). 

The increase of serotonin found in the brain when using SSRI’s is due to the inhibition of 

serotonin reuptake. More specifically, after serotonin is released and spread throughout the brain, 

it is reabsorbed into the nerves, but with SSRIs the serotonin stays within the brain longer, 

allowing for levels to rise (nhs.uk). With higher levels of serotonin, the transmission of messages 

neuron to neuron improves, allowing for depressive symptoms to decline. Common SSRI’s 

include Lexapro, Prozac, and Zoloft (mayoclinic.org).  

 SSRIs are incredibly popular antidepressants and are one of the most prescribed 

antidepressant medications within the United States. Wide usage of SSRIs come from the ability 

of the medication to be used over long periods of time and the lack of overdose potential 

typically seen in pre-existing anti-depressants (Lorman, 2018). With the ability to be used over 

long-periods of time to maintain improvements, SSRIs can also be used to treat immediate 

symptoms (Lochman, 2018). With this, SSRIs are safe for children and older adults, unlike older 

anti-depressants and benzodiazepines (Ferguson, 2001). Further popularity comes from the 

ability of SSRIs to be used for both anxiety and depression, allowing doctors to prescribe only 

one medication and not multiple (Lochman, 2018). Positive effects and convenience are evident 

when using SSRIs, but there are prominent negative side-effects as well (Lorman, 2018).  

 Typical adverse effects at the beginning of use consist of diarrhea, dizziness, headaches, 

nausea, trouble sleeping, restiveness, sweating, and anxiety (Lochman, 2018). In addition, SSRIs 

can interact with other medications used for mental illnesses causing problems (Bandelow, 

2020). Adverse effects including nausea and diarrhea can be reduced when the dose levels are 
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lessened for a time. Further negative effects take the forms of sexual dysfunction, the grinding of 

teeth, involuntary jerking of twitching, and the feeling of burning or tingling in the arms, hands, 

legs, and feet (Lochman, 2018). These effects typically occur earlier in treatment, except for 

sexual dysfunction which can occur months into treatment and can affect up to 30% of those 

taking SSRI’s. Due to the prevalence, many different medical treatments exist to treat sexual 

dysfunction caused by SSRI’s. When SSRI treatment is abruptly ended withdraw symptoms 

including headaches, flu-like symptoms, dizziness, and restlessness can occur (Lochman, 2018). 

Therapeutic Treatment   

Cognitive Behavioral Therapy (CBT)  

 CBT is a psychotherapy used to treat a number of issues and mental health disorders, 

including anxiety disorders, depression, sleep disorders, PTSD, and more (mayoclinic.org). Core 

principles within CBT include the understanding that psychological problems can occur due to 

hurtful and unhelpful ways of thinking and problematic learned behaviors (apa.org). To remedy 

this, CBT aims to identify and improve these thinking patterns and learned behaviors. Unlike 

other psychological therapies, scientific evidence has been produced showing CBT does creates 

changes (apa.org).   

 Another aspect of CBT is the development of coping mechanisms such as muscle 

relaxation and personal observation of one’s own anxiety and typical triggers (Borkovec, et al., 

2001). These mechanisms can be used in advance of a stressful event in hopes to prevent stress 

or used after a stressful event has occurred (Zarei, 2016). Further examples of coping 

mechanisms include regulated breathing and mindfulness (Rosenzweig, et al., 2003; Jerath, et al., 

2015).  



MEDICATION, THERAPY, AND COPING MECHANISMS 6 

Compared to certain medications, including diazepam and lorazepam, CBT has been 

found to have better treatment outcomes (Beck, 1993). Furthermore, when used in conjunction 

with diazepam, CBT can be more effective in the treatment of generalized anxiety disorder 

(Beck, 1993).  In addition, CBT has the ability to be used for more than one disorder as there are 

different cognitive models for the different disorders (Beck, 1993). While CBT is seen as an 

effective therapy, the various models of therapy and therapeutic strategies used within CBT 

make it difficult to study. There are many studies done on CBT, but with different therapists 

using CBT differently it can be difficult to receive valid results (Stephan, et al., 2018). This lack 

of structure can be positive despite the difficulties it creates. For example, it allows clients and 

therapists to collaborate and create a personalized treatment strategy (apa.org). Risks involved 

with CBT usually involve emotional discomfort, typically caused by reliving stressful 

experiences or participation in exposure therapy (apa.org).   

Current Study 

 While there is a plethora of information on the effects of anti-anxiety, anti-depressant 

medications and CBT therapy on anxiety, there is a lack of information surrounding the 

prescribing of anti-anxiety or anti-depressant medications early in life and if this effects the 

knowledge of other coping mechanisms. This study aims to look further into this issue and 

discover whether there is any type of correlation between age of prescription and knowledge of 

other anxiety relief methods, such as CBT therapy and coping mechanisms.  

Hypotheses  

1) The younger the participant was at the prescribing of their medication, the less 

knowledge they will have of therapy or coping mechanisms.  
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2) More participants will have been prescribed anti-anxiety or anti-depressant 

medications by a physician rather than by a psychiatrist.  

Methodology 

 Participants 

 A total of 253 participants were recruited from Oklahoma State University through 

SONA systems to participate in this study. The participants included 183 females, 65 males, and 

6 participants who identified as transgender or gender queer. The mean age of the participants 

was 20.6 years old with a range 18-44 years old. The sample included 73% Caucasian or white, 

7.8% Hispanic or Latino, 5.5% African American, 7.8% American Indian, .8% Pacific Islander, 

.4% Asian, and 1.6% other.  

Measures 

 Demographic Questionnaire. At the beginning of the survey participants were asked to 

complete a demographic questionnaire. This collected gender, age, and ethnicity of the 

participants.  

Brief COPE Inventory. The Brief COPE Inventory (Carver, 1997) was given to the 

participants. The inventory used is a shortened version of Carver et al. (1989) the COPE 

Inventory and measures how participants cope with stressors using twenty-four questions in 

total. Fourteen types of coping are measured with two questions being used per type (Carver, 

1997). For every question the participant is asked to rate their usage of a specific coping activity 

on a 1-4 scale. One being “I haven’t been doing this at all” and four being “I’ve been doing this a 

lot”. The higher the rating, the more the participant uses that type of coping (Carver, 1997).  

Open Ended Questions. There is a total of four strictly open-ended questions within the 

study. Of the four open ended questions, two are asking about age, one is asking what types of 
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medications were prescribed for anxiety, and one is asking what types of coping mechanisms the 

participant is likely to use in an anxious situation. In addition to these, certain multiple-choice 

questions were given an ‘other’ option for the participants to type in a personalized answer if 

none of the provided answers correctly represented what they were trying to portray. These were 

rarely used, but accounted for when necessary.  

Procedure. Once approval from Oklahoma State Institutional Review Board (IRB) was 

obtained, a survey was sent to SONA for distribution to Oklahoma State University students. 

Students who were willing to participate read through the consent form and instructions first. 

Once the consent form was electronically signed the participants were sent directly to the survey, 

which lasted approximately 30 minutes. From January 2021 to October 2021, the study was 

given. All responses were voluntary and anonymous. Once the study was completed all 

participants received the debriefing form.  

Results 

 A Pearson correlation coefficient was conducted to examine the relationship between age 

at time of prescription and knowledge of therapy or coping mechanisms (hypothesis 1). .05 

significance was used, meaning any significance level under .05 is considered significant. The 

results of the study indicated no significant results between age of prescription and knowledge of 

therapy or coping mechanisms. There was no correlation, negative or positive, between the two 

variables, r = -.074, N=119, and the relationship was not significant (p=.426). The age at which 

one was prescribed anti-anxiety or anti-depressant medication did not appear to be associated 

with one’s knowledge of therapy or coping mechanisms.  

 When looking into the results of hypothesis 2, it was found that a greater number of 

participants received their medication from general physicians than from psychiatrists. More 
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specifically, out of the 119 participants who had been prescribed an anti-anxiety or anti-

depressant medication 62.2%, or 74 participants, received their medication from a general 

physician, while 36.1%, or 43 participants received their medication from a psychiatrist.  

Discussion 

 The primary purpose of this study was to examine the relationship between age at time of 

prescription and lack of knowledge of therapy and coping mechanisms. Previous research has 

found anxiety to be extremely prevalent in the United States and research on how to best deal 

with anxiety disorders has found CBT and certain medications to be incredibly helpful (CDC, 

2020; Beck, 1993), but very little has been done to understand the impact of age at the time of 

prescription on knowledge of therapies and coping mechanisms. Understanding if there is a 

correlation between younger age at time of prescription and a lack of knowledge about CBT and 

coping mechanisms could change how and when medication is given to those suffering from 

diagnosable anxiety at young ages. The study hypothesized a positive correlation between the 

two due to the assumption that when relief is found, further exploration for comforting activities 

is ceased. Simply, when a person finds something that works for them, they lack the drive to look 

for alternative methods of relief.  

Despite what was expected, this study showed no correlation between age at the time of 

prescription and knowledge of therapies and coping skills. There were no significant results 

correlating the two factors, but further research should still be considered. While this specific 

study failed to find a correlation, a positive or negative correlation is still possible. 

 In addition to the primary hypothesis, this study examined where participants received 

their medication from. It was found that an overwhelming number of participants who reported 

receiving anti-anxiety or anti-depression medication received the medication from a general 
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physician. Similarly, Olfson et al., tells us that benzodiazepines are one of the most common 

psychotropic drugs to be prescribed and most prescriptions for these medications come from 

general physicians (2015) It would be interesting for this to be looked further into. First, is this 

the same for all psychotropic drugs or are benzodiazepines the exception? Due to the results of 

the current study, this is doubtful, but further research is necessary. A second question that would 

be interesting to discuss is how long the patient was experiencing anxiety symptoms and how 

severe they were before a general physician prescribed an anti-anxiety or anti-depressant drug 

compared to when a psychiatrist prescribed the drug. This could reveal if an over prescription of 

anti-anxiety or anti-depressant drugs is occurring at the general physician level.  

The current study asked the ages of participants at the time of prescription and found that 

the most common ages at time of prescription were 17, 18, and 19. Out of the 119 participants 

who had been prescribed medication 15.1%, were prescribed medication at 17, 17.6% at 18, and 

15.1% at 19 years of age. The limitation of only college students having access to the study 

could have influenced the statistics. If a further study was conducted comparing the age of 

prescription between college students and non-college students perhaps the common ages of 

prescription would change.      

There were limitations in how the study was run and further research could possibly find 

different results. These limitations include the usage of only Oklahoma State students in the 

study. Meaning, only students registered at Oklahoma State University actively taking classes 

participated in the study. Furthermore, due to the fact the participants were enrolled in college, 

the age range is very limited, with only a few exceptions. This requirement to be enrolled not 

only in college, but specifically at Oklahoma State University, in addition to the age limitation 

greatly cuts the population down. Meaning, the data is limited to this specific population and 
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cannot be considered generalizable until further studies expanding the tested population are 

done. Another limitation of the study is that the data was collected from a self-report 

questionnaire over the internet. Meaning, the participants did not take this study in a controlled 

environment. Outside influences including pets, friends, roommates, etc., could have caused 

distraction and limited the validity of the study.  

 Overall, this study showed no correlation between age of prescription and lack of 

knowledge about therapy and coping mechanisms. In contrast, there was an interesting find in 

terms of who prescribed the participants with their anti-anxiety or anti-depressant medication. It 

was found that general physicians prescribed more medication than psychiatrists, opening the 

door for further questioning of why this is so and if there is a difference in when the medication 

is given by the different professions.  
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