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pointers to the diagnosis, see table 3,
above.

Generalised anxiety disorder
Persistent anxiety which is not restricted
to any situation or topic, said to be 
free-floating, leads to a state of internal
tension and inability to relax. 

Physical symptoms and catastrophising
(fear of dying, ‘going mad’, or losing
control) are often prominent (as in panic
disorder), but anxiety is pervasive rather
than the discrete episodes of panic
disorder. 

It is useful to distinguish anxiety state
(a current experience) from trait anxiety,
a lifelong and habitual tendency to an
excessive degree of anxiety which the
individual has learned to adapt to.20

Panic disorder
Recurrent discrete episodes (panic
attacks) of unpredictable severe anxiety,
involving physical symptoms of anxiety
(though not necessarily recognised as
such) and often associated with
catastrophising thoughts. 

Social anxiety disorder (social phobia)
Fear of social situations, involving fear 
of criticism, and associated with low 
self-esteem.

Agoraphobia
A group of phobias involving fear of
leaving home or being in public places
with perceived poor escape options. 
If avoidance of such situations is
maintained, patients may experience
little, if any, anxiety. These are often
chronic and embedded through
avoidance, making it a challenge to treat. 

Specific phobia
Excessive anxiety about a specific
situation or object. Despite the fact that

Table 3
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Nature/setting of anxiety

•Persistent or free-floating
•Discrete unpredictable episodes
•Social situations 
•Leaving home, being in situations 
where there are perceived to be few 
escape options (such as public places)
•A specific situation or object
•Obsessions (intrusive, repetitive 
thoughts) and/or compulsions 
(repetitive actions)
•Nightmares, flashbacks and 
hypervigilance

•Blood tests: FBC; U&Es; LFTs; glucose;
TSH 
•Urinalysis
•ECG if the patient is starting
medication which could impact on
cardiac conduction, especially if there is
a cardiac history
•Review of known chronic health
conditions and their management

Medication review
The use of medications which may
contribute to anxiety should be
rationalised. Common culprits include:
sympathomimetics, antihistamines,
corticosteroids, interferon/TNF-alpha,
oestrogen and thyroid hormones.

Substance use
Ask patients about their current
substance use, including alcohol,
nicotine, cannabis, herbal supplements,
benzodiazepines, and the oft forgotten
caffeine. 

Sensory impairment
Hearing and visual impairment can
contribute to the severity of anxiety
symptoms.18

Cognition may be affected by both
anxiety and any associated depressive
symptoms. There may also be
preexisting cognitive impairment or
dementia, making history taking more
challenging. 

Patients may answer negatively to
general questions about anxiety but
later voice their worries. Careful history
taking with both open questions and
narrowed questioning (re family,
finances, etc.) is essential. 

DIAGNOSIS
The nature of anxiety and the setting in
which it is experienced can provide »

Diagnosis

Generalised anxiety disorder
Panic disorder
Social anxiety disorder
Agoraphobia

Specific phobia
Obsessive compulsive disorder

Post traumatic stress disorder

specific phobias are common most
people do not seek treatment and
simply avoid the situations that induce
fear and anxiety. 

Many phobias can be treated with
basic psychotherapy approaches of
exposure and desensitisation; others,
such as fear of falling with its associated
implications for independent mobility
(see below), may require more complex
formulations and interventions. 

Fear of falling
High levels of physiological arousal
occur when confronted with walking
with subsequent avoidance of walking
or confinement to home. It is often
difficult to delineate the abnormal nature
of fear, as it is commonly seen in people
who are frail and may have a history of
falling. Assessing the excessiveness 
of fear relative to the threat posed can
help.21

As well as formulating the
excessiveness of fear with the patient,
treatment requires exposure and
desensitisation; given there may
genuinely be an increased risk of falls,
this often requires input from
physiotherapy to facilitate physical
activity.22

Obsessive compulsive disorder
As first-time presentation of obsessive
compulsive disorder (OCD) is rare in
older adults, be mindful of a primary
depressive illness. OCD has two
components, either or both of which
may be present:
•Obsessions: repetitive, intrusive
thoughts (can be ideas or images), often
distressing and resisted
•Compulsions: repetitive actions made
to prevent something from happening,
usually unpleasant, not useful and
resisted
— Associated anxiety related to the
above is almost always present
— Not to be confused with obsessive-
compulsive personality disorder traits,
which include perfectionism, excessive
preoccupation with details, and
conscientiousness. These are lifelong,
not distressing, and do not severely
impact function.

Post traumatic stress disorder (PTSD)
Initial potentially threatening event(s),
such as hospitalisation in the elderly
(especially in the intensive care setting)
and delirium, may eventually (after a few
weeks to months) give rise to flashbacks
(vivid intrusive reliving of events, not just
memories), nightmares, avoidance, and
hypervigilance. Depressive and anxiety
symptoms are also common.


