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ELDER ANXIETY DISORDERS 
 

 

 

Last Fall, JNLA focused on drug abuse in the older population. “Baby Boomers” are now clearly 

in this category of elders. Assessment and treatment of people in the older phase of life are 

hallmarked by some serious misinformation and misconceptions carried over from earlier 

generations and no longer applicable to today’s over-65 population. The purpose of this month’s 

article is to focus on some of the challenges posed by anxiety disorders and their management in 

the elder population.  

 

Late-life anxiety disorders may not present in the same manner as in younger patients. For one 

thing, there tends to be a reluctance to admit to mental problems; it is more common to report 

physical symptoms than to discuss emotions.
1
 A frequent complaint may be some kind of pain 

syndrome rather than psychological distress. Unless the primary care physician is thinking 

beyond the presenting somatic problems, he’ll miss the underlying anxiety or depression.  

 

In fact, late-life anxiety is frequently comorbid with major depressive disorder and vice versa. 

Most anxiety syndromes typically start in the late teens or early adulthood; they continue on a 

chronic course and tend to improve over time. The most common anxiety disorder, generalized 

anxiety disorder (GAD), follows this course for 2/3 of patients. However, 1/3 of patients develop 

anxiety symptoms for the first time after age 50. This latter subset of patients tends to be female, 

have lower education levels, and have three or more chronic conditions. Prevalence rates for 

anxiety syndromes range up to 10% for older adults. Comorbidity of anxiety syndromes and 

major depression was studied in the  “Longitudinal Aging Study – Amsterdam” research in 

patients 55 to 85: 48% of patients with primary major depression also suffered with a comorbid 

anxiety disorder; ¼ of those with primary anxiety also had comorbid major depression. 

Additionally, it was found that rates of comorbid anxiety and depression increase with age.
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The combination of late-life major depression with generalized anxiety disorder or panic disorder 

features greater memory loss than with only depression. Also, all the presenting symptoms in the 
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comorbid situation tend to be more severe, associated with significant substance abuse, lower 

treatment response, poorer compliance, greater functional impairment, increased suicidal 

ideation, especially in men, and generally much poorer prognosis. Perhaps it is not surprising 

that patients over 65, who have a diagnosis of anxiety disorder, are 3 to 10 times more likely to 

be hospitalized than the younger population. This sub-set of patients engage in a disproportionate 

use of health care resources, overall, tend to have a physical disability, a variety of chronic 

illnesses, a large proportion of medically unexplained symptoms and a lowered quality of life.
3
 

These patients tend to be less independent, have increased complaints of loneliness and are at 

increased risk of admission to a nursing home. 

 

The most common anxiety diagnosis is generalized anxiety disorder (GAD). This diagnostic 

category occurs in up to 9% of the over-55 population, and it tends to be associated with elevated 

blood pressure. Their topics of worry tend to cluster around memory problems, physical illness 

and fear of falling.
4
 

 

PTSD (post-traumatic stress disorder) is another common geriatric anxiety diagnosis, in that a 

previously well-managed condition may exacerbate with life events, such as a chronic pain 

condition, other physical disabilities, death of a spouse, financial reverses, or mental decline. 

Occasionally, the delayed form of PTSD may present with anxiety symptoms for the first time, 

precipitated by life changes, yet referable to earlier traumatic events.  

 

Phobias constitute another common diagnostic category. The general trajectory of specific 

phobias that begin earlier in life tends to fade as the person ages. One of the most prominent 

phobias in the elderly is fear of falling: 30% of the patients with this phobia have never had a 

fall; however, 60% of the anxiety patients with a history of a fall will report this fear. It is more 

common in females and tends to worsen as they get older. The resulting risk-avoidant behavior 

can lead to a pathological restriction of activity, social isolation, and a decline in their activities 

of daily living with attendant loss of independence.  

 

Social phobia is more likely seen in men, who may have difficulty eating food with others; 

another presentation is discomfort to the point of inhibition in the use of a public restroom. These 

clearly present difficulties in the typical nursing home environment.  

 

Treatment Options: 

The basic treatment options include a careful combination of pharmacotherapy, psychotherapy 

(usually some form of CBT – cognitive behavioral therapy), and alternative approaches. 

 

Pharmacotherapy in this population immediately poses several challenges that can make or break 

the success of this treatment.  
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1. Anxiety diagnoses are usually comorbid with at least one other significant diagnosis and 

frequently several: mental, such as depression; medical, such as cardiac or elevated blood 

pressure; cognitive, such as declining memory; substance abuse.  

2. All of the comobidities usually are treated with medication, leading to the challenges of 

polypharmacy. 

3. Medications tend to have a longer half-life in older persons; therefore, not only is 

choosing the proper combination of drugs important, but also the proper dosing – usually 

on the much lower side.  

4. Compliance is an especially important area for careful follow-ups as elder patients may 

skip doses because of cost or take extra medicine resulting from problems with memory. 

Anticholinergic side effects may be particularly harmful. Any side effect may cause the 

patient to stop taking the medication without informing his doctor.  

 

The SSRI’s and SSNI’s: 

The selective serotonin reuptake inhibitors are first-line drugs for the treatment of anxiety in 

older adults. There is thought to be an imbalance of the brain chemical serotonin, which this 

class of medications corrects (as well as depression). Each one of the many medicines in this 

group (such as Prozac, Lexapro, Celexa) has its own unwanted side effects and drug-drug 

interactions. The SSNI’s (serotonin-norepinephrine reuptake inhibitor, i.e. Effexor, Cymbalta) 

are newer than the SSRI’s and in some research show slightly better efficacy and tolerability. 

The older antidepressants, the tricyclics (TCA) which may find a use in the younger population, 

have serious side effects and unwanted properties that make them not reliable in the elder 

population. Likewise, benzodiazepines are not good for use on a long-term basis because of 

cognitive impairment and the danger of falls.  

 

Psychotherapy, usually in the CBT model
5
, shows improvement in the severity of worries, 

decrease in social phobia, and generalized anxiety and overall improvement in mental health and 

sense of well-being. Interpersonal therapy and exposure therapy for PTSD and phobias have also 

found utility.  

 

Complementary therapies have also been found useful: biofeedback, acupuncture, yoga, 

massage, art therapy, tai chi, and spiritual counseling, especially around losses and health 

decline.  

 

Anxiety disorders tend to present differently in the older population than in younger adults. 

Because there may be a variety of coexisting medical problems, substance abuse, or side effects 

from necessary medications, it may be easy to overlook or under diagnose an evolving anxiety 

disorder. Once the diagnosis is made, it is important for treaters to know that effective treatments 

are available, usually with some combination of pharmacotherapy, psychotherapy, and 

complementary therapies.  

 

 

 

 

                                                 
5
  



 

 
References: 

1. Lenze EJ, Karp JF, et al. Somatic symptoms in late-life anxiety: treatment issues. J 

Geriatric Psychiatry Neurol. 2005; 18: 89 – 96. 

2. Beekman AT, et al. Anxiety disorders in later life: a report from the Longitudinal Aging 

Study Amsterdam. Int J Geriatr Psychiatry. 1998; 13: 717 – 726. 

3. Porensky EK, Dew MA, et al. The burden of late-life generalized anxiety disorder: 

effects on disability, health-related quality of life, and healthcare utilization. Am J Geriatr 

Psychiatry. 2009; 17 (6): 473 – 482. 

4. Alcalde Tirado P. Fear of Falling. Rev Esp Geriatr Gerontol. 2010; 45 (1): 38 – 44. 

5. Stanley MA, Wilson NL, et al. Cognitive behavior therapy for generalized anxiety 

disorder among older adults in primary care: a randomized clinical trial. JAMA. 2009; 

301 (14): 1460 – 1467. 

 

 

 

  


