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Based on a comprehensive review of the literature on late-life anxiety screens,
these authors identified several self-report assessments for anxiety valid for use in
older adult populations, which could be useful when working with older veterans.

espite routine screening in

the VHA for depression,

posttraumatic stress disor-

der (PTSD), and substance
abuse, anxiety (not due to PTSD)
has received little attention, particu-
larly for older veterans (defined as
aged 2 65 years). In this review, the
authors focus on the detection of
late-life anxiety disorders, primarily
generalized anxiety disorder (GAD),
anxiety symptoms that don’t meet
GAD criteria, and anxiety symp-
toms co-occurring in GAD. Forty-
five percent of veterans receiving
care in VHA are > aged 65 years;
identification of mental health prob-
lems in this population is crucial.!
Depression affects 15% to 40% of
older veteran primary care patients.
Anxiety disorders are also prevalent
among older veterans. Among VHA
primary care patients aged 18 to 79

years, the prevalence of anxiety dis-
orders was 10.6% for those without
PTSD and 73.3% for patients with
PTSD.? Anxiety disorders are one of
the most common classes of men-
tal disorders in late life, occurring
twice as often as depressive disor-
ders in the general population and
affecting about 7% of individuals
aged > 65 years in a 12-month pe-
riod.*

In comparison with young adults,
older adults are more likely to ex-
perience impairment from clinically
significant anxiety symptoms that do
not meet the criteria for any anxiety
disorder using current categorical
diagnostic systems.’ Anxiety symp-
toms are highly prevalent in patients
with chronic health problems such as
congestive heart failure, chronic ob-
structive pulmonary disease, and dia-
betes.®® Both anxiety disorders and

Dr. Gould is a postdoctoral fellow in advanced geriatrics at the VA Palo Alto Health Care System Geriat-
ric Research Education and Clinical Center (GRECC) in Palo Alto, California, and a postdoctoral scholar
(affiliated) in the Department of Psychiatry and Behavioral Sciences at Stanford University School of
Medicine in Stanford, California. Dr. Beaudreau is the National Associate Director of a VA Advanced
Fellowship Program and an investigator at the VA Palo Alto Health Care System and the Sierra Pacific
Mental lliness, Research Education and Clinical Center, both in Palo Alto, California. Dr. Beaudreau is
also a clinical associate professor (affiliated) in the Department of Psychiatry and Behavioral Sciences at
Stanford University School of Medicine in Stanford, California. Dr. Huh is the associate director of educa-
tion and evaluation at the VA Palo Alto Health Care System GRECC in Palo Alto, California, and a clinical
assistant professor (affiliated) in the Department of Psychiatry and Behavioral Sciences at Stanford Uni-

versity School of Medicine in Stanford, California.

clinically significant levels of anxiety
symptoms are associated with a poor
quality of life (QOL), greater dis-
ability, and increased health care use
among older adults.®!° In addition,
even mild anxiety is associated with
reduced cognitive performance.'! The
presence of one of the most common
anxiety disorders, GAD, is associ-
ated with an increased risk of suicide
among depressed older adults seen
in primary care and psychiatric clin-
ics.!? Detection of anxiety is a critical
first step in connecting patients with
treatments.

Efficacious treatments for reduc-
ing late-life anxiety symptoms may
minimize the negative effects of
anxiety on patients’ QOL and help
health care providers to address pa-
tients’ health problems. According
to a recent meta-analysis, compared
with placebo treatment, cognitive
behavioral therapy (CBT) and re-
laxation therapy are efficacious treat-
ments for late-life anxiety.”> In one
study of older nonveteran primary
care patients with GAD, CBT led to
greater improvements in wWorTy se-
verity, depressive symptoms, and
general mental health compared
with enhanced usual care.'* Cur-
rently, a CBT treatment manual
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Table 1. Summary of anxiety assessment measures examined in older adult samples.

Measure
Beck Anxiety Inventory (BAI)

Brief Symptoms Inventory
(BSI-18)°

Generalized Anxiety Disorder
Screening Questions (GAD-2)¢

Generalized Anxiety Disorder
Questionnaire-1V (GAD-Q-IV)
Geriatric Anxiety Scale (GAS)

Geriatric Anxiety Inventory (GAI)®

Hospital Anxiety and Depression
Scale (HADS)®

Penn State Worry Questionnaire
-Abbreviated (PSWQ-A)°

Assesses

Intensity of anxiety. Use to assess panic,

fear, somatic anxiety.

Anxiety (6 items), depression, and somatic

symptoms. One question for panic.

Screen for GAD only

Screen for GAD only

Anxiety symptoms. Three subscales: so-

matic, cognitive, affective.

Worry and general anxiety symptoms.

Simple, dichotomous response scale of-
fers potential for use with older adults with
mild cognitive impairment.

Anxiety and depression with separate

subscales (7 items each). Does not con-
tain somatic items.

Items Administration

time

21 < 3 min?

18 4 min®

2 1 min2

9 < 5 min?

30 <10 min

20 < 3 min?

14 5 min

8 < 5 min®

Worry. Not recommended for older adults

with mild cognitive impairment.

@ The administration time was based on oral administration, which was sometimes accompanied by presentation of a visual aid for the response categories
(eg, Likert-type scale) to older, homebound participants.?”
® Recommended measures based on our review findings.
° The administration time was for the completion of the measure with paper and pencil per manual.'® Administration time is not specific to older adults.

9 Recommended as best overall measure.

¢ The administration time for the PSWQ-A is estimated at < 5 minutes. The oral administration of the 16-item PSWQ was 5 minutes in duration for older,

homebound participants.?”

Availability is based on provider’s access to measures through the nationally available Mental Health Assistant in CPRS. Other proprietary measures
available in the VHA that may be purchased and used by local sites are not noted here.
CPRS = Computerized Patient Record System; GAD = generalized anxiety disorder.

was developed for providers treat-
ing older veterans with anxiety and
for the veterans themselves. This
manual can be used to guide CBT
treatment and is being disseminated
in VHA." Pharmacotherapy, specifi-
cally, selective serotonin reuptake in-
hibitors (SSRIs), is another effective
treatment for late-life anxiety disor-
ders.'®!" In order for older veterans
to access treatment for anxiety, better
assessment is needed to improve de-
tection within primary care.

IDENTIFICATION OF ANXIETY

It is important to obtain informa-
tion to facilitate detection of anxiety
in older adults. For example, symp-
toms differ in older adults compared
with younger adults. There are im-
portant factors to consider, such as
how medical and social contexts
might impact how older adults with
anxiety present. Therefore, informa-
tion should be gathered from several
sources, including a clinical inter-
view and a thorough review of the

patient’s medical records and medi-
cation lists. Recommendations for
how to obtain that information are
discussed below.

Anxiety can be grouped into
3 types of symptoms: cognitive, be-
havioral, and physiological or so-
matic. With cognitive symptoms,
older adults may present with
worry but characterize their worry
as “concerns.”” Adopting the pa-
tient’s language used during an in-
terview helps establish rapport and
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Clinical cutoff for any anxiety
disorder

> 7 suggests need for further
evaluation?”

T-score > 4934

Yes to both questions suggests
any anxiety disorder or GAD in
older adults?”

> 527

None

> 821,27
> 6 in patients with Parkinson
disease*?

Only reported for GAD

> 23%7

Clinical cutoff for

GAD

No recommended
cutoffs

No recommended
cutoffs

> 324

> 536

None

> 837
> 10%

Availability

CPRS Mental Health Assistant
CPRS Mental Health Assistant

Free http://www.phqgscreeners.com (select PHQ-4)

Published as an appendix in original paper?°
Contact the authors

Free for academic purposes
(eg, research and teaching)

Fee for other users http://www.gai.net.au/

> 835

> 22%

Licensed, must purchase

Free http://web.utk.edu/~dhopko/PSWQA.pdf

enables the provider to gather ac-
curate information while helping
older patients discuss their experi-
ence of anxiety symptoms.” Cogni-
tive symptoms, such as worry, are
found in patients with GAD and are
often present in older patients with
major depressive disorder (MDD)."?
Differentiating between GAD and
MDD is an important first step prior
to treatment planning, because psy-
chological treatments differ for late-
life depression and anxiety.
Assessment of behavioral symp-
toms is essential, because older
adults may engage in maladaptive
avoidance behaviors, defined as
any behaviors an individual does or
does not do in order to avoid anxi-
ety. Avoidance behaviors include
frequent checking of blood pressure

and avoiding social situations due to
sensory impairments.’> Older adults
may become overly engaged in ac-
tivities to distract from worry or to
avoid experiencing anxiety. Older
adults’ avoidance behaviors may not
be captured by current diagnostic
criteria, but these behaviors can be
detected during a clinical interview.
The somatic component of anxi-
ety, such as muscle tension or feel-
ing faint, can be difficult to interpret
in older veterans due to the over-
lap with symptoms of frequently
observed comorbid medical prob-
lems.” It is imperative that provid-
ers follow up on somatic anxiety
symptoms to determine whether
the symptom is due to coexisting
medical problems, anxiety, or both.
During an interview with a patient,

providers should determine whether
anxiety symptoms are preexisting
or whether they are a consequence
of medical conditions by inquiring
about when symptoms began and
whether they preceded, coincided
with, or followed the onset or wors-
ening of medical conditions.” Medi-
cal evaluation is essential, because
somatic anxiety symptoms overlap
with symptoms from potentially
life-threatening conditions. Somatic
symptoms associated with medical
issues and anxiety may be improved
with psychological interventions in
addition to needed medical treat-
ment. Additionally, in one study,
a SSRI improved somatic anxiety
symptoms. '’

In a busy clinic, a thorough inter-
view may not be possible, and using
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Older primary
care patient with
suspected anxiety
or worry

No cognitive
impairment

Mild cognitive
impairment

Dementia

Clinician has very
limited time
(<2 minutes)

If a clinician has >3
minutes, choose an
assessment based
on the symptom
presentation

Administer GAI

Interview caregiver
and observe
patient during
visit?

Administer
GAI-SF or GAD-2

If issue is primarily
worry, administer
GAI or PSWQ-A

If issue is primarily
panic or somatic
anxiety symptom,
administer
BAIl or BSI-18

If issue is anxiety,
depression, or both,
administer
BAI, BSI-18, GAI, or

HADS

Figure 1. Sample decision tree for assessing anxiety and worry in the older patient.
a Assessments that rely on caregiver observations are available, such as the Neuropsychiatric Inventory. However, these assessments are lengthy, which is a

barrier to their use in primary care settings.

BAI = Beck Anxiety Inventory; BSI-18 = Brief Symptoms Inventory 18; GAD-2 = Generalized Anxiety Disorder Screening Questions; GAIl = Geriatric Anxiety
Inventory; GAI-SF = 5-item GAIl; HADS = Hospital Anxiety and Depression Scale; PSWQ-A = Penn State Worry Questionnaire-Abbreviated.

brief screens can be a good alterna-
tive for detecting anxiety in older
adults. Screens can identify even
minimal anxiety symptoms, which
may not be freely reported by older
veterans. Using a brief questionnaire
is a time-efficient way to detect the
presence of minimal symptoms that
may affect older patients’ adherence
to medical treatments, functioning,
or QOL. For example, an older adult
who is fearful of falling may limit ac-
tivities, miss medical appointments,
and avoid social activities such as not
leaving one’s home. Symptoms not
meeting diagnostic criteria for an anx-
iety disorder, which herein is referred

to as clinically significant anxiety, may
also warrant treatment. Once a clini-
cally significant anxiety is detected,
a referral for pharmacologic treat-
ment, evidence-based psychotherapy
through mental or behavioral health,
or both, may be recommended.

METHODS

In order to evaluate the psychomet-
ric validity of anxiety and worry
self-report measures used in clini-
cal settings, the authors conducted
a comprehensive literature review.
Empirical studies examining reliabil-
ity and validity of measures and criti-
cal reviews that focused on anxiety

and worry measures used with older
adults were reviewed. In contrast to
previous reviews of late-life anxiety
measures, the authors only included
measures used to screen for anxiety
disorders and clinically significant
anxiety or worry. Lengthy diagnostic
measures (ie, Anxiety Disorders In-
terview Schedule) and measures used
in the context of research studies (ie,
Hamilton Anxiety Rating Scale) were
excluded, because the assessments
were interviewer-administered and
required intensive training for admin-
istration.

All potential measures that met
the inclusion criteria for the review
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were described. Following the pre-
sentation of reliability and validity
data for each measure, several mea-
sures that were psychometrically
sound and easy to administer to older
patients in the context of VHA were
highlighted. Measures were evalu-
ated on several criteria: time of ad-
ministration, clarity of instructions
and ease of administration, generality
and specificity of measures, and ac-
ceptance to older adults. Information
on administration time, cutoff scores,
and accessibility of the measures are
summarized in Table 1. The follow-
ing anxiety screens were reviewed:
Beck Anxiety Inventory (BAI), Brief
Symptoms Inventory 18 (BSI-18),
Generalized Anxiety Disorder Ques-
tionnaire-IV (GAD-Q-1V), Geriatric
Anxiety Inventory (GAI), Geriatric
Anxiety Scale (GAS), Hospital Anx-
iety and Depression Scale (HADS),
Patient Health Questionnaire (PHQ)
GAD Screening Questions, and Penn
State Worry Questionnaire-Abbrevi-
ated (PSWQ-A).1&%

MEASURES

Beck Anxiety Inventory

The Beck Anxiety Inventory (BAI)
is a psychometrically valid and reli-
able measure of anxiety in older adult
patients.'82¢8 Nevertheless, there are
limitations to using the BAI due to its
heavy focus on somatic items. Many
older adults have chronic health con-
ditions with symptoms overlapping
with somatic anxiety symptoms, such
as difficulty breathing, feelings of
wobbliness in one’s legs, and feeling
dizzy. Thus, providers should follow
up a positive BAI screen with a clini-
cal interview to determine whether
the somatic items on the BAI are bet-
ter accounted for by a medical condi-
tion. Using the recommended cutoff
for the BAI, the measure had a sen-
sitivity of .77 to .85 and specificity of
.25 to .49.27* However, the BAI has

limited ability to discriminate MDD
from GAD in older adults.*® Another
study found that the BAI was less
correlated with depression measures
compared with another anxiety mea-
sure, the General Anxiety Inventory
(GAI), described later.?! The BAI
is easy for older adults to complete
and was useful in identifying panic
and somatic anxiety symptoms, but
the BAI had low sensitivity and poor
specificity for the detection of any
anxiety disorder in older adults.”*

A brief, 7-item version of the BAI
was developed for use in primary care
(BAI-PC).>* The presence of anxiety
in a study of veterans was detected
using a cutoff of > 5 on the BAI-PC;
however, the screen was equally sen-
sitive in detecting anxiety and depres-
sion.*> More research on the utility of
the BAI-PC in differentiating anxiety
and depression is needed.

Brief Symptoms Inventory 18

The Brief Symptoms Inventory 18
(BSI-18) may be a preferred alterna-
tive to the BAI!® The BSI-18 produces
T-scores for 3 subscales—somatic,
anxiety, and depression—which can
be used to differentiate anxiety from
symptoms of a medical condition by
comparing somatic symptoms with
the anxiety subscale.'” The BSI-18
was valid for the detection of any
anxiety disorder in older adults re-
ceiving care in their homes.** The
sensitivity and specificity for iden-
tifying any anxiety disorder among
home care patients were .88 and .61,
respectively>* However, findings from
an earlier study by the same research
group demonstrated that the BSI-18
anxiety subscale was less effective
than the Hospital Anxiety and De-
pression Scale (HADS) in identify-
ing older medically ill patients with
GAD.*> The BSI-18 only correctly
classified 57% of patients with GAD,
which represents low precision.®

ANXIETY IN OLDER ADULTS

Thus, the BSI-18 is a psychometri-
cally sound choice for the identifi-
cation of anxiety, but not for the
identification of GAD.

Generalized Anxiety Disorder
Questionnaire-IV

The Generalized Anxiety Disorder
Questionnaire-IV (GAD-Q-IV) was
designed to be used as a diagnostic
screen for GAD.?® However, providers
do not administer each of the items
unless the patient acknowledges ex-
periencing specific symptoms. This
administration format limits the
GAD-Q-1V’ use in measuring anxiety
severity and change over time. The
GAD-Q-1V had a sensitivity of .82
and specificity of .88 for the detection
of any anxiety disorder and a sensi-
tivity of .68 and specificity of .72 for
the detection of GAD.?”*® The GAD-
Q-IV was found to have poor test-re-
test reliability and was more accurate
when used with highly educated
participants with high incomes.?”¢
The questionnaire was moderately
confusing and difficult to complete
for older home care patients based
on patient ratings of the ease of use
of the assessment measure.”” Further-
more, the frequent use of “excessive”
as a descriptor of worry on the GAD-
Q-1V is problematic for older adults.
Older adults are less likely to endorse
having excessive worry possibly due
to confusion over this clinical term.?
Modifications to the GAD-Q-IV are
needed to improve the acceptability
of the screen to older adults.

Geriatric Anxiety Inventory

The Geriatric Anxiety Inventory
(GAI) was specifically developed for
use in older adults and was mod-
eled after the frequently used Geri-
atric Depression Scale (GDS).*' The
GALI assesses somatic and cognitive
anxiety symptoms and can be used
for detecting any anxiety disorder
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or GAD specifically. It is reliable and
valid, but it is highly correlated with
self-report assessments of depression
and health conditions, which lim-
its its ability to discriminate among
these problems.?"?737 In 2 studies,
sensitivity for the detection of any
anxiety disorder was found to be .73
and .88, and specificity was .80 and
.96, respectively.*"*” For the detec-
tion of GAD, sensitivity was .75 and
specificity was .84.2!

A shorter version of the GAI is
available—the 5-item GAI-SE*® The
reliability and validity of this mea-
sure was comparable with the longer
form; thus use of the GAI-SF is rec-
ommended if a provider has limited
time.*® Scores of > 3 on the GAI-SF
indicate a positive screen for GAD.

Geriatric Anxiety Scale

The Geriatric Anxiety Scale (GAS) is
a recently developed 30-item mea-
sure of anxiety with 3 subscales: af-
fective, cognitive, and somatic.?> This
measure has high reliability, strong
convergent validity with other anxi-
ety measures, and discriminant valid-
ity with age, sex, processing speed,
reading ability, and education.??!
However, the clinical utility of the
GAS has not been established, and no
clinical cutoffs have been determined
to date. It is more highly correlated
with a measure of depression, such
as the GDS, than a measure of anxi-
ety, such as the BAL>! Before the use
of the GAS can be recommended to
screen for clinically significant anxi-
ety, research on its utility in identify-
ing the presence of late-life anxiety is
needed.

Hospital Anxiety and Depression
Scale

The Hospital Anxiety and Depression
Scale (HADS) is a 14-item measure
with 2 subscales: anxiety and depres-
sion.?> The HADS excludes somatic

items and has been validated for use
with older adults and medically ill
patients with GAD.?** A limitation
to using the HADS is the large corre-
lation between the 2 subscales, which
may make it difficult to differentiate
anxiety and depression.?® The sensi-
tivity and specificity for the detection
of any anxiety disorder were .80 and
.70, respectively.?® For the detection
of GAD, the sensitivity and specificity
were .97 and .67.% Thus, the HADS
seems to be a valid measure for the
detection of GAD in older adults.

Patient Health Questionnaire
Generalized Anxiety Disorder
Screening Questions

Two screening questions for GAD
on the Patient Health Questionnaire
(PHQ) Generalized Anxiety Disor-
der Screening Questions (GAD-2)
can be administered as a stand-alone
screen.”* A limitation to this screen is
that it was created to detect the pres-
ence of GAD. Interestingly, Diefen-
bach and colleagues used the GAD-2
to detect any anxiety disorder and
found good sensitivity of .94 and
specificity of .86.%” A longer screen
for GAD, the GAD-7, is now avail-
able and has preliminary support
in younger samples but needs to be
evaluated in older adults.* Scores
on the 7-item screen are measured
in terms of severity: A score of 5 to 9
is mild, 10 to 14 is moderate, and a
score of > 15 is considered severe.

Penn State Worry Questionnaire-
Abbreviated

The Penn State Worry Questionnaire-
Abbreviated (PSWQ-A) is a measure
of frequent worry that is difficult to
control.® Although the full version of
the PSWQ has support for use with
older adults, the reverse-scored items
can be confusing and contribute to a
problematic factor structure in which
1 factor represents all the reverse-

scored items.?2” The PSWQ was
modified into a briefer and easier-to
-complete measure of worry for older
adults (PSWQ-A) via the removal of
the poor performing reverse-scored
items.?> The PSWQ-A is an 8-item
measure of worry that is valid and re-
liable for use with older adults.?”°
When used to detect any anxiety dis-
order, the sensitivity and specificity
were .76 and .86, respectively.”” For
the detection of GAD, the sensitivity
was .79 and specificity was .69.3°

RECOMMENDED SCREENS FOR
ANXIETY AND WORRY

Based on the available data, the GAI
is the best overall screen to detect any
anxiety disorder or GAD in particu-
lar. The GAI has a dichotomous re-
sponse format, simple instructions,
and is brief, which minimizes the
burden on patients and providers.
In the case of mild cognitive impair-
ment, the GAI and GAI-SF are the
only questionnaires recommended
for use due to the simple response
scale, which is less confusing than
other measures’ response scales with
4 or 5 response choices. Among older
individuals with cognitive impair-
ment, a greater emphasis should be
placed on using behavioral observa-
tion, because impaired patients are
less likely to have accurate self-report
assessments.

If a provider, such as a mental
health professional, has more time
to tailor their assessment approach
to each patient, different screens
should be used based on the patient’s
presenting symptoms. In Figure 1,
a decision-tree is presented to help
guide providers in selecting mea-
sures to use. The figure includes the
GAI and GAI-SE, 4 additional anxiety
measures, and 1 brief screen. In ad-
dition to the GAI, 3 other measures
are also highly recommended: the
BSI-18, GAD-2, and PSWQ-A. Two
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are recommended with some res-
ervations: the BAI and HADS. The
highly recommended measures are
either free or available through the
Computerized Patient Record Sys-
tem (CPRS) Mental Health Assistant.
These measures are recommended
for older adults with mild or no cog-
nitive impairments based on data
gathered with patients in mostly non-
VHA settings. The HADS and BAI are
useful in some situations but are not
highly recommended measures for
the following reasons. The HADS is
valid for use with older adults, but
it is not as accessible or free to VHA
providers. The HADS is also more
frequently used in research than in
clinical settings. The BAI has poor
specificity for the detection of any
anxiety disorders in older adults.

Other measures show promise but
require further development (GAS),
validation (GAD-7), or both develop-
ment and validation (BAI-PC). The
GAD-Q-1V is not recommended for
use due to its poor reliability and ac-
ceptability to older adults.

SELECTING A SCREEN

If providers are able to tailor their as-
sessments, there are several factors to
consider when selecting one screen
over another. The sample decision
tree (Figure 1) will guide providers
in selecting a screen. The GAI and
PSWQ-A work best with older pa-
tients presenting with many concerns
or worries, because these question-
naires are focused primarily on the
assessment of worry. Moreover, be-
cause the PSWQ-A focuses exclu-
sively on the assessment of worry, it
should only be implemented when
assessing the severity of an older pa-
tient’s worry. If both depression and
anxiety are suspected, using a mea-
sure that includes separate depres-
sion and anxiety items may be best,
such as the BSI-18 or HADS. Al-

ternatively, if a provider were only
interested in assessing anxiety in de-
pressed individuals, the BAI is a good
choice, because the BAI has a low as-
sociation with depression measures;
however, this recommendation is
tempered by the poor specificity of
the BAL2"2%31

Among medically ill patients, the
BAI has been shown to be helpful in
identifying patients with panic and
somatic anxiety symptoms. Mixed
evidence exists supporting the use
of the BSI-18 as a screen for GAD in
homebound or medically ill older
adults.’** Although the HADS per-
formed better than the BSI-18 in
1 study for the detection of GAD,
the BSI-18 seems to be a useful
measure for the screening of any
anxiety disorder due to its assess-
ment of somatic, anxiety, and de-
pressive symptoms compared with
the HADS’s 2 subscales: anxiety
and depression.*®> Furthermore, the
BSI-18 is available for use through
the CPRS, whereas the HADS is
frequently used in research and is
available for a fee. The GAS may
prove useful when assessing medi-
cally ill older adults, but clini-
cal cutoffs for the GAS need to be
established.’! Providers with time
constraints should consider using
the GAI-SF or GAD-2.

Future empirical studies are
needed to compare the recom-
mended measures, including those
that show promise in a veteran sam-
ple. The interpretations that can be
drawn from this literature are limited
by the focus on identifying differ-
ent disorders, such as GAD or any
anxiety disorder. Further, no single
gold-standard measure is consistently
used in studies comparing validity of
these self-report anxiety measures.
With increased standardization of the
study methods, a meta-analysis of the
sensitivity and specificity for each

ANXIETY IN OLDER ADULTS

measure could be conducted as well.
Receiver operating characteristic
analysis could be used to identify cut-
offs on screens that optimally iden-
tify which older patients benefit most
from one treatment over another.

CONCLUSION

Anxiety disorders and clinically sig-
nificant anxiety symptoms among
older veterans are significant prob-
lems that are beginning to receive
attention and recognition as an im-
portant issue within VHA. Not only
is anxiety common in late life, but
these symptoms are also associated
with multiple negative health out-
comes, which may in turn lead to
significant burden and cost to VHA
primary care clinics. Interviewing
patients is the optimal method for
identifying anxiety in older adults.
However, incorporating anxiety
screens into clinic procedures is
a more time efficient and viable
method to improve the detection of
anxiety symptoms in primary care
clinics. Accurate detection of these
symptoms would allow for initiation
of pharmacotherapy or a behavioral
health/mental health referral to man-
age them.'>!*1® The aforementioned
self-report measures can also be used
to track treatment progress.

The VHA excels in providing
needed screening, diagnosis, treat-
ment, and follow-up care compared
with private facilities.*! With im-
proved screening and detection of
anxiety symptoms and disorders, the
VHA can continue to be a leader in
treating veterans. Better screening of
anxiety will help providers connect
older veterans with a VHA provider
who can provide empirically sup-
ported interventions. Screening and
detection is a necessary and critical
step toward providing the best pos-
sible care to older veteran patients in
primary care. @
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