
The prescriber should be mindful that
while not all SSRIs are licensed in the UK
for all anxiety disorders they are
commonly used interchangeably as a
class of drugs. This is reflected in the
NICE guidelines as well as the British
Association of Psychopharmacology
guidelines.23,31

The second line of treatments can be
a switch to a selective noradrenergic
reuptake inhibitor (SNRI) such as
venlafaxine (75-225 mg) or duloxetine
(30-120 mg). These are recommended
for generalised anxiety disorder, panic
disorder, social phobia, and PTSD. 

Mirtazapine with its hypnotic effects is
generally well tolerated and often used,
commonly in primary care, especially if
there is insomnia. 

Duloxetine is especially useful if there
is concomitant neuropathic pain and has
a better tolerance profile than
venlafaxine. 

There is increased bleeding risk with
SSRIs, especially if the patient is on
anticoagulation.32 Prescribing a
gastroprotective medication as well
should be considered. Mirtazapine is a
recommended alternative. 

All of the above medications are
associated with hyponatraemia (due to
SIADH). Older people are prone to this,
especially if they have otherrisk factors. 
It is advisable to check sodium levels 
2-3 weeks after initiation of therapy.

Tricyclic antidepressants are not
recommended owing to their strong
anticholinergic side effect profile. 
The exception is in OCD where
clomipramine is considered second line. 

Antidepressants will take longer to
work for anxiety than depressive
symptoms. An initial increase in anxiety
or insomnia is common. Patients should
be warned of this and that it will settle.
Sometimes a short course of
benzodiazepines, such as diazepam 
2 mg BD will help with this.

Benzodiazepines although effective in
the short term for anxiety disorders and
insomnia, carry a risk of dependence
and falls, and are associated with
cognitive decline. Their use is therefore
strongly discouraged except in
exceptional circumstances. Pregabalin
has similar long-term risks and is not
recommended as first- or second-line
treatment. 

Propranolol can be helpful when
physiological symptoms of anxiety are
prominent.  

Setting realistic expectations when
prescribing is crucial in maintaining a
therapeutic relationship and improving
medication compliance. Consider a
blister pack to minimise risk of overdose. 
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MANAGEMENT
A stepped care model guided by
symptom severity and functional
impairment is recommended by NICE
(see table4, below).23

Few studies have specifically
addressed management of anxiety in
older adults. Difficulties with compliance
may be more common, because of
frailty, mobility problems, sensory or
cognitive impairment. 

Psychological approaches are
generally well received by older adults,
once a formulation of the problem is
agreed between the patient and GP.26

However, there may be problems with
access to such services. 

Involving the multidisciplinary team
(MDT) at a primary care level may help
facilitate psychological approaches. 
The MDT may include physiotherapy,
occupational therapy, support workers,
community-based mental health nurses,
district nurses, counsellors, psychologists,
and social workers. Family and friends
may also be involved.

Psychoeducation
Discuss the diagnosis with the patient,
including an explanation about the link
between anxiety and physical symptoms
if these are present (see box 1, p18).
Explaining any medical workup findings,
rationalising existing medications, and
addressing any substance misuse can
also help provide reassurance that
potential organic causes for symptoms
have been taken into consideration and
excluded. 

Physical activity
Studies have shown that exercise can
reduce anxiety.27,28 Consider referral to
physiotherapy and occupational therapy
to facilitate this if there are any problems
with mobility or function. This may be
useful when addressing fear of falling.22

Sleep hygiene advice
If the patient has insomnia, prior to
considering medication, provide sleep
hygiene advice. This should include
minimising caffeine intake and avoiding
caffeine altogether later in the day;
establishing a bedtime routine; ensuring
a comfortable environment
(temperature, textures, noise level);
avoiding stimulating activities before
bedtime; associating the bedroom with
sleeping rather than activities.

Psychological interventions 
It is crucial to remember the distinction
between generalised and phobic
anxiety disorders. 

Relaxation training together with
cognitive restructuring and problem
solving will be central in the
management of the former, whereas
exposure and desensitisation is crucial to
remission of the latter. 

Cognitive behaviour therapy (CBT)
provides the structure for delivery of
these interventions and can treat anxiety
disorders either alone or as an adjunct to
medication. Variants include trauma-
focused therapy for PTSD and exposure
and response prevention for OCD.

Medication 23,29

For any anxiety disorder, a selective
serotonin reuptake inhibitor (SSRI) is
recommended first line, up to the
maximum dose for a full trial of six
weeks.30 Treatment should continue for
at least 6-12 months after resolution of
symptoms to prevent relapse. 

Commonly used SSRIs are sertraline
(50-200 mg) which is the best 
tolerated; citalopram (10-20 mg); and
escitalopram (5-10 mg). 

Although fluoxetine (maximum dose
40 mg), which has the longest half-life,
has some evidence base in adults of
working age, it is not well tolerated in
older patients and therefore not
commonly used.

Paroxetine should be avoided
because of its strong anticholinergic side
effect profile and shorter half-life leading
to withdrawal symptoms. 

The maximum licensed doses of
citalopram and escitalopram were
restricted due to concerns about cardiac
conduction, specifically prolongation of
QTc interval. 

Table 4

Stepped care model guided by symptom severity and
functional impairment

Step one: Education and active monitoring
If there is marked functional impairment, go to step three 
but include step one 
•Psychoeducation 
•Encourage physical activity
•Sleep hygiene advice
•Review medical workup and rationalise existing
medications and substance use

Step two: Low-intensity psychological interventions19,20

• Individual self-help (including mindfulness and relaxation
training)
•Guided self-help such as online programmes  (see Useful
information box, p21)
•Psychoeducational groups

Step three: High-intensity psychological intervention 
and/or medication
•Cognitive behaviour therapy
•Medication: Selective serotonin reuptake inhibitors are first line


