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to older adults, because of reliance on
somatic symptoms and questions
having multiple possible answers. 

The Geriatric Anxiety Inventory was
developed specifically for the older 
adult population and is relatively brief
(20 items), provides only dichotomous
choices (agree or disagree) and probes
a very limited number of somatic
symptoms.30 A score of 11 indicates a
high  likelihood of GAD, identifying 83%
of GAD patients correctly (sensitivity
75%, specificity 84%), while a score of 9
confers a high likelihood of any anxiety
disorder (correctly classifies 78% of
patients; sensitivity 73%, specificity 80%).

The four-item FEAR questionnaire has
been developed specifically for
assessment of elderly primary care
attenders, see table 1, opposite.31 It can
be used to clarify the diagnosis in a
clinical consultation, exploring dimensions
that may not be covered in a routine
interview. It is a shortened version of the
Anxiety Disorder Scale (ADS), which
had good validity and inter-rater
reliability in detecting anxiety disorders
in a community sample aged over 
65 years.32

The FEAR questionnaire includes four
items of the ADS probing:
•Frequency of anxiety
•The enduring nature of anxiety
•Use of alcohol or sedatives to reduce
anxiety
•Presence of restlessness or fidgeting 

A score of 2 or more predicts a high
likelihood of an anxiety disorder
(sensitivity 77% and specificity 83%). 

MANAGEMENT
Most patients are effectively treated
within primary care, using primary care
access to psychological therapy, such as
Improved Access to Psychological
Therapies (IAPT). 

Referral to secondary services,
community mental health teams, may
be appropriate if the first or second line
of treatment fails, there is comorbid
major depression, which worsens the
treatment prospects, or if there are
significant concurrent medications with
the risk of interactions (e.g. inhibition of
cytochrome P450 by SSRIs leading to
increased plasma levels of drugs
metabolised by P450, such as phenytoin,
warfarin, steroids, theophylline and
methadone; risk of exacerbating upper
GI bleeds with SSRIs). 

Psychiatric teams manage anxiety
patients generally in an outpatient
setting with hospital admissions
confined to instances where there is
acute suicidality or risk of self-neglect.  

The evidence for treatment in older

adults is limited because randomised
controlled trials largely exclude people
over the age of 65. Recommendations
are frequently derived from working age
adults with mainly general applicability
to older adults. The principles of
pharmacotherapy in this age group are
to start in doses of half or a quarter of
the normal adult starting dose and
titrate slowly.27

Frequent follow-up for reassurance is
crucial, particularly in the group of
anxiety patients who tend to be more
vigilant of side effects and have a low
threshold for treatment discontinuation.
Benzodiazepines are still relatively
frequently prescribed,33 but come with
serious side effects such as worsening 
of cognitive function and risk of 
life-threatening falls. 

A meta-analysis of the available
studies in older adults found that CBT
and pharmacotherapy had large effects
on treating anxiety relative to placebo
with improvement still present at 
37 weeks.34

The evidence-based treatments for
GAD based on studies in older adults are
SSRIs, with best evidence for citalopram
and sertraline,35,36 and venlafaxine.37

While pregabalin has gained a place as
first-line treatment in general anxiety
disorder38 the evidence in older patients
is promising, but limited.39 Evidence for
age-specific options in GAD treatment
resistance is lacking,40 as is evidence for
efficacy in the other disorders in older
people. Therefore first-line treatments
are based on experience from working
age adults (SSRIs and SNRIs).
Clomipramine and other tricyclic
antidepressants have traditionally had
good effects in the treatment of OCD
but they should be used with caution in
older adults because of cardiac and
severe anticholinergic side effects.    

Cognitive behaviour therapy (CBT) is
an important treatment option, but
there is no evidence that combining
pharmacotherapy with CBT leads to an
augmented response.38

CBT and also relaxation training and
supportive therapy have been shown 
to have independent positive effects 
on anxiety in older adults, as well as on
limiting the use of benzodiazepines.5,41,42

CBT models that account for the
difficulties in comprehension and
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Anxiety disorder in the elderly is twice as common
as dementia and four to six times more common than
major depression. Anxiety is associated with poorer
quality of life, significant distress and contributes to the
onset of disability. Mortality risks are also increased,
through physical causes, especially cardiovascular
disease, and suicide. 

Diagnosing anxiety disorders in older adults remains a   
challenge because of the significant overlap in symptoms
between physical disorders (shortness of breath;
abdominal and chest pain; palpitations) and depression
(disturbed sleep; poor attention, concentration and
memory; restlessness). 

Good history taking is crucial in elucidating whether 
the complaint is of new onset or whether it is a recurrence
of a previous disorder. The presence of comorbid
depression should be clarified. If present, its temporal
relationship with the anxiety symptoms will indicate
whether there is an independent anxiety disorder.

A medication review is warranted, as a number of 
drugs may be causative (calcium channel blockers, alpha-
and beta-blockers, digoxin, L-thyroxine, bronchodilators,
steroids, theophylline, antihistamines) or may cause anxiety
in withdrawal (e.g. benzodiazepines). Substance and
alcohol abuse should be excluded, as withdrawal from
either may cause anxiety. A new or exacerbated physical
illness may be related to anxiety. Medical investigations will
help clarify the extent to which a particular somatic
symptom is the result of anxiety.

The evidence-based treatments for generalised anxiety 
disorder (GAD) based on studies in older adults are SSRIs.
While pregabalin has gained a place as first-line treatment
in GAD the evidence in older patients is promising, but
limited. Cognitive behaviour therapy (CBT) is an important
treatment option, but there is no evidence that combining
pharmacotherapy with CBT leads to an augmented
response. CBT and also relaxation training and supportive
therapy have been shown to have independent positive
effects on anxiety in older adults, as well as on limiting the
use of benzodiazepines.

Referral to secondary services, community mental  
health teams, may be appropriate if the first or second line
of treatment fails, there is comorbid major depression,
which worsens the treatment prospects, or if there are
significant concurrent medications with the risk of
interactions.
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‘Primary care plays
a crucial role 
in initiating 
timely treatment’


