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Table 1

Common symptoms of anxiety

Mental symptoms
•Worry
•Ruminations (excessive
preoccupations)
•Poor concentration
•Depersonalisation (the person or
part of them does not feel real)
•Derealisation (the world does not
feel real)
•Memory impairment 

Physical symptoms 
•Pain/tension
•Tremor
•Dry mouth
•Blurred vision 
•Paraesthesia
•Dizziness
•Palpitations
•Nausea/vomiting
•Change in bowel habits
•Sweating/feeling flushed
•Choking sensation
•Swallowing difficulties 

Emotional symptoms 
•Fear
• Irritability/anger
•Numbness
•Sadness/low mood

Behavioural responses 
•Avoidance 
•Repeating tasks 

Box 1

Cognitive behavioural formulation of an anxiety presentation

A 70-year-old woman had suffered a stroke four months ago and had made a
good recovery. She made repeated presentations to A&E with headaches, light
headedness and facial tingling expressing concerns about a further stroke.
Standard medical workup and imaging and hospital discharge letters attributed
her symptoms to anxiety. She had reported frequent episodes beginning with a
headache which she believed were a recurrent stroke.

Table 2

Examples of interplay between medical conditions and anxiety symptoms

Medical disorders which can be mistaken 
for anxiety disorders (and vice versa)
•Arrhythmias mistaken for anxiety 
driven palpitations
•Anxiety driven dizziness 
mistaken for vertigo

an anxiety disorder.15 These comorbid
physical disorders can mimic symptoms
of, predispose to, or even directly
precipitate an anxiety disorder, and may
colour its symptomatology or limit
treatment options,see table 2, below.16

ASSESSMENT
Although it is desirable to have a specific
anxiety disorder diagnosis, in primary
care it may be more important to elicit
the nature and severity of anxiety

symptoms, their impact on day to day
functioning, and how they interact with
other health conditions. 

Questionnaires
There is no single primary care
assessment scale for all anxiety
disorders, and even anxiety-specific
questionnaires show substantial overlap
with depression.17 Nonetheless, the
Geriatric Anxiety Inventory (GAI), which
has a five-item screening version (short
form), and the Geriatric Anxiety Scale
(GAS), which has ten items, can be
useful screening tools. The Generalised
Anxiety Disorder-7 (GAD-7)
questionnaire may also be used. 

History taking
Ask about worries, preoccupations,
ability to relax, and physical symptoms.
Enquire about health concerns and
activities which are avoided. 

Often older adults will not volunteer
concerns about their mental state and
instead present with physical symptoms.
This may reflect misinterpretation of
physiological processes as pathological

processes, especially if a major health
event has occurred. An example of how
this can occur, and how a basic cognitive
behavioural cross-sectional formulation
can assist both patient and clinician in
understanding how symptom-
perpetuating vicious cycles can 
develop, is detailed in the case in box 1,
below.

It is always important to consider the
level of distress, including suicide risk,
and functional impairment, rather than
solely relying on number, severity or
duration of symptoms.

An informant history can clarify the
extent of day to day functional
impairment and avoidance and identify
potential therapeutic allies.

Medical workup
A medical workup is recommended if
this is the patient’s first presentation of
anxiety, or the patient is presenting 
after an extended symptom-free period.6
It should include:
•Systematic review including, ideally,
cardiovascular and neurological
examination

Medical disorders as precipitants for
anxiety disorders
•Agoraphobia secondary to fear of
stroke recurrence
•PTSD following serious illness and
treatment in ICU
•Fear of falling following vasovagal
episode and falls

Medical disorders as maintaining
factors for anxiety disorders
•Unstable asthma or COPD promoting
vigilance re breathing and
panic/hyperventilation
•Gait disorders promoting vigilance re
falling

Recurrent presentations to A&E: brief reassurance but
reinforces idea of a concerning event 
Stops going out alone in case she has a stroke 
(with loss of distractions/rewarding activities) 
Increased symptom vigilance/body scanning/recurrent
checking in mirror for facial drooping 

Headache
Hyperventilation
and tingling
Light headedness

I am having a stroke
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