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Abstract Anxiety disorders are a major clinical problem in
late life; estimated prevalence rates vary from 6% to 10%,
and the disease impact is considerable and equal to that of
depression. However, anxiety disorders often remain
undetected and untreated in older adults. This discrepancy
may be accounted for by a combination of patient variables
(eg, a lack of help-seeking behavior and long duration of
illness) and variables related to current clinical practice (eg,
a lack of knowledge regarding late-life anxiety and ageism).
Because anxiety disorders usually have an age at onset
earlier in life, patients and mental health professionals may
be inclined to attribute the anxiety and avoidance symptoms
to personality factors instead of a treatable syndrome.
Comorbidity with other psychiatric disorders, such as
depressive disorder, may complicate the appropriate diag-
nosis. Identification may be further obscured because the
phenomenology of anxiety disorders in older adults tends to
differ from the phenomenology in younger adults. Ran-
domized controlled trials have yielded support for the
effectiveness of cognitive-behavioral therapy and seroto-
nergic antidepressants. However, both treatments seem
hampered by relatively high dropout rates, and the available
data are based primarily on a relatively healthy, well-
educated, and “young” older population. The dissemination
of knowledge regarding late-life anxiety disorders is vital,

as evidence-based treatments are available but are still
rarely implemented.
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Introduction

Until recently, the concept of anxiety in late life had been
disregarded in clinical practice and the scientific commu-
nity. This disregard is still often thought to be justified by
the fact that older adults with anxiety disorders rarely
present to mental health care settings. In light of these
circumstances, it is understandable that clinicians and
researchers alike used to believe that anxiety disorders
were not very prevalent in late life. However, recent
epidemiologic studies have shown that prevalence rates of
late-life anxiety disorders are equal to or may even exceed
prevalence rates of depressive disorders in late life.
Estimates of prevalence rates vary widely due to conceptual
and methodologic differences between studies, but most
estimates of current (6-month to 1-year) prevalence rates
fall within the range of 6% to 10% (Table 1) [1].

When examining prevalence rates for specific types of
anxiety disorders, generalized anxiety disorder (GAD) is
often referred to as the most common late-life anxiety
disorder [2]. When reviewing the literature, one might get
the idea that GAD is the only late-life anxiety disorder
worthy of discussion. However, a closer look at the
available research data shows considerable variation in the
prevalence estimates of this disorder, ranging from 1% [3]
to 7.3% [2]. Which of these numbers is closer to the truth is
a question that has yet to be answered. It has been
suggested that due to the diffuse nature of the DSM-IV
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criteria for GAD, it serves as a convenient miscellaneous
category for other more specific anxiety disorders that may
simply be overlooked in older adults.

As for other types of anxiety disorders, the current state of
knowledge indicates that panic disorder, agoraphobia, hypo-
chondriasis, and obsessive–compulsive disorder are probably
equally prevalent in older adults as in the general population
of adults younger than 65 years of age. Specific phobias and
social phobia appear to be less prevalent in older adults, but as
prevalence rates in epidemiologic studies are always an
estimate, no firm conclusions can be drawn.

Burden of Disease

Clinical opinion used to proclaim that anxiety disorders in
late life were not very serious or incapacitating. In fact,
recent studies show that the opposite is true: late-life
anxiety has been proven to be just as disabling as late-life
depression [4, 5]. Use of somatic health care services (visits
to the general practitioner and to medical specialists,
hospital admissions) is increased in anxious older adults,
while the appropriate use of mental health care services is
low [5]. Furthermore, findings from recent studies suggest
that anxiety is associated with an increased mortality rate in
older men [6] and in frail or chronically ill older adults [7,
8]. Among older adults who have suffered a myocardial
infarction, anxiety has been found to be predictive of
recurrent cardiac events and increased use of health care
services [8, 9]. Anxiety disorders also have been found to
be more prevalent in chronically ill older adults [10].

Comorbidity with Depression

Anxiety in late life has been thought to be comorbid with
depression or a symptom of mixed anxiety/depression.
Indeed, comorbidity between anxiety and depression is

high in mixed-age and older populations. However, recent
findings indicate that most older adults (74%) with an
anxiety disorder do not suffer from comorbid depression,
while depression without comorbid anxiety is much less
common in late life [11]. Furthermore, mixed anxiety/
depression seems to be less prevalent in late life than major
depression or anxiety disorders [12]. Comorbidity between
anxiety and depression appears to be higher among older
adults living in residential care facilities [13]. This study
reported a prevalence rate of 4.8% for pure anxiety
disorders without comorbid depression, 17.1% for pure
depression without comorbid anxiety, and 5.1% for comor-
bid anxiety disorders with depression. The higher incidence
of depression in this group may be explained by several
factors, including adaptation to a new residential environ-
ment and experiences of loss, which are more common in
very old adults and frail older adults (eg, loss of loved ones,
loss of control of bodily functions, loss of autonomy).

Anxiety and Dementia in Late Life

Anxiety symptoms, especially late-onset anxiety disorders,
often have been labeled as a prelude to or a sign of
dementia. This is a seemingly plausible hypothesis, but
anxiety disorders and symptoms do not seem to be
predictive of cognitive decline in longitudinal studies [14].
Although symptoms of agitation and anxiety frequently
accompany dementia, the prevalence of anxiety disorders
among individuals with dementia is comparable to the
prevalence of anxiety disorders in the general older adult
population [15]. In a report on the comorbidity of anxiety
disorders in older adults in The Netherlands, no significant
association was found between the presence of an anxiety
disorder and the presence of cognitive impairment [16]. A
recent study of the association between dementia and
anxiety even reported that symptoms of generalized anxiety
are less common in older adults suffering from dementia

Table 1 The 6-month prevalence of anxiety disorders in mixed-age populations vs older adults

Diagnosis Mixed-age populations (age <65 years), % Older adults (age >55 years), %

All anxiety disorders 12.4 6–10

Panic disorder 2.2 1–2

Agoraphobia 0.8–1.6 0.65

Simple phobia 7.1 4

Social phobia 4.8 1.3

Generalized anxiety disorder 1.2 1–7.3

Obsessive–compulsive disorder 0.9 0.6

Post-traumatic stress disorder 0.4 0.9

Hypochondriasis 4.2–6.3 4.2–6.3

Data from Beekman et al. [2], Kessler et al. [18], and Bijl et al. [48]
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[17]. On a different note, one may wonder whether it is
appropriate to diagnose anxiety disorders according to the
DSM-IV criteria in those who have passed the initial stages
of a dementia process. To put it differently, the symptoms
accompanying or preceding the onset of dementia are
presumably very different in nature than anxiety disorders
classified according to the DSM-IV criteria. When trying to
establish whether anxiety symptoms could be a sign of
cognitive decline, it is important to investigate closely the
etiology of the anxiety symptoms. Most anxiety disorders
in late life have an onset in early or middle adulthood [18],
which makes it highly unlikely that there is any connection
with dementia.

Age at Onset

There has been some debate over age at onset in late-life
anxiety disorders. In some studies, GAD in late life is
presumed to have a bimodal distribution, with equal rates of
early onset (before age 50 years) and late onset (after age
50 years) [19, 20]. However, these studies established age
at onset in patients who participated in intervention studies
of late-life anxiety. Those with a shorter duration of anxiety
symptoms are probably more inclined to seek help, and
these data may not be representative of late-life anxiety
disorders in general. In a recent large-scale epidemiologic
survey, a late onset of anxiety was found to be much less
common [18]. Seventy-five percent of all anxiety disorders
are said to have an onset before the age of 21 years, and
95% of all anxiety disorders have an onset before age
51 years. Late onset does appear to be more common for
GAD than for other anxiety disorders, with 10% of GAD
cases commencing after age 58 years.

Identification of and Referral for Late-life Anxiety
Disorders

In light of the high prevalence of anxiety in late life, it is
puzzling that only a very small minority of older adults who
are referred to mental health care settings are diagnosed
with an anxiety disorder. Several factors may contribute to
the fact that anxiety disorders are not easily identified in
older adults.

One factor that may contribute to the lack of appropriate
identification and referral is a lack of help-seeking behavior
in older anxiety patients. Because most anxiety disorders
appear to have an onset before the age of 21 years [18], one
may conclude that most patients have been struggling with
anxiety symptoms for decades. Because effective treat-
ments for anxiety have only been developed in the past 20
to 30 years, it is understandable that older adults with a long

duration of symptoms who have never been (adequately)
treated may not be suddenly inclined to start demanding
treatment for their ailment. This is particularly relevant
because older adults are probably less informed on the
existence of appropriate treatments.

Anxiety in late life also may go unnoticed through
effective avoidance behavior. It is probably easier for older
adults to avoid certain activities because they have fewer
obligations than younger adults, and society readily accepts
that older adults may be incapable of physical exercise or of
doing their own shopping. People surrounding an older
individual (eg, children, neighbors) are probably more
likely to relieve the older adult of the burden of certain
tasks than they would be when confronted with a younger
adult with similar problems. Although it may be well-
intended, this helpfulness may contribute to the onset and
persistence of avoidance behavior and the camouflaging of
anxiety symptoms.

Another related factor contributing to the lack of appropri-
ate identification of and referral for anxiety in late life lies
within the (mental) health care profession rather than within
the anxious older adult. Ageism is probably involved in the
fact that anxiety and avoidance behavior in late life is often
interpreted as “normal” or “realistic” and therefore deemed
untreatable [21]. For example, when an older person’s
mobility is affected by arthritis or other age-related ailments,
or when an older person trips and falls in the street, it is often
considered an appropriate response for that person to be too
anxious to leave the house or to travel by bus, train, or tram.
On the same note, when we are confronted with an older
person who obsesses over the possibility of becoming
seriously ill or cognitively impaired, our own fears of what
might happen when we grow old may hinder the correct
appraisal of such obsessive thoughts as symptoms of an
anxiety disorder. Physical conditions and symptoms often
play a role in the etiology or worsening of anxiety symptoms
in older adults. Because medical comorbidity is more
common in late life, the physician is inclined to assign a
high priority to the appropriate diagnosis of possible somatic
disorders. However, after excluding a somatic condition, the
diagnostic enquiry often stops.

Furthermore, the phenomenology of anxiety in late life
may be different from that of anxiety in early adulthood:
older adults may fear different stimuli or situations or may
have a different reason for fearing certain stimuli or
situations than younger adults [22]. For example, older
adults may show agoraphobic avoidance behavior that is
driven by the fear of falling. Similarly, avoidance of social
situations may arise from the fear that other people will
label one’s forgetfulness as a symptom of dementia. Current
diagnostic instruments and the DSM-IV classification
system may not be cut out to identify the specific age-
related content of late-life anxiety disorders.
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Feasibility and Effectiveness of Treatment

Psychological Interventions

Despite the prevalence and impact of anxiety in late life, the
belief that it is not sensible or feasible to undertake a
psychological intervention in anxious older adults is still
common among general practitioners and mental health
care professionals. This belief dates back to the early days
of psychoanalytic theory. Freud proclaimed that psycho-
therapy would not be feasible for an older individual
because an individual’s psychological flexibility was
supposed to diminish through the years, and the amount
of material that had to be addressed in the analysis would
have become too expansive [23].

In response to this reluctance to treat anxious older
adults, a counter movement has been set in motion that
holds that the same treatments that have been found to be
effective in younger adults can and should be applied to
older adults. Research efforts that stem from this counter
movement have focused on establishing the effectiveness of
cognitive-behavioral therapy (CBT) for late-life anxiety, as
empiric evidence suggests that CBT is the most effective
form of psychotherapy for anxiety disorders in mixed-age
populations [24]. Several studies and several meta-analyses
have been published, and they all provide modest support
for the effectiveness of CBT for late-life anxiety [25, 26].

However, a few comments must be made. Although late-
life anxiety is more often the topic of scientific study in recent
years, most available randomized controlled trials (RCTs) still
focus on late-life GAD, and very few studies have included
other anxiety disorders [27•, 28, 29]. Effect sizes tend to be
somewhat smaller than those found in mixed-age popula-
tions, but due to the focus on GAD, which is not as
responsive to treatment as some of the other anxiety
disorders, these results are difficult to interpret. A recent
RCT of late-life panic disorder reports similar effect sizes as
those reported in mixed-age populations [27•]. However, this
is just one small study that needs to be replicated.

Another major point of concern is that intervention
studies to date are primarily based on relatively healthy,
cognitively unimpaired, and “young” older adults who live
independently in their own homes. Therefore, results
cannot be extrapolated to the frail, cognitively impaired,
and “older” old. Some exceptions exist. Mohlman and
Gorman [30] have done some pioneering and successful
work in the area of adapting CBT to (mildly) cognitively
impaired older adults. Stanley et al. [31•] have adapted
CBT for use in primary care facilities to render it more
accessible to a wider range of older adults. Veer-Tazelaar
and colleagues [32••] have achieved amazing success in
implementing and testing a stepped-care model to prevent
anxiety and depression in adults older than 75 years of age.

Another point of concern regards the fact that late-life
anxiety intervention studies are characterized by an arduous
recruitment process and a relatively high early dropout rate.
This phenomenon is only partially explained by a lack of
appropriate referrals. Treatment refusal and dropout are
both important in evaluating the feasibility and effective-
ness of a certain type of treatment [33], and the fact that
dropout and refusal rates tend to be high suggests that a
large proportion of anxious older adults are not readily
motivated for treatment at a specialized mental health care
facility. Recent intervention studies focus on providing care
closer to home—in primary care or in the home environ-
ment—with the hope of resolving this issue.

Apart from reflecting on the feasibility of treatment, high
dropout rates may lead to a bias in research findings, as
dropouts have been found to differ from those who
complete treatment in several studies [34]. Finally, because
older adults do not readily apply for referral to a mental
health care setting, recruitment for late-life anxiety treat-
ment studies is primarily accomplished through media
announcements [35, 36]. Media recruitment of participants
also carries the risk of biased research findings, as has been
put forward by several publications on media recruitment in
mixed-age populations [37].

It is often stated that CBT should be modified to
accommodate the needs of older adults. This is why CBT
in studies of older adults is often provided in a group
format [38, 39] rather than the individual format in which it
is usually provided to younger adults. The rationale behind
this approach is that older adults may be more socially
isolated than younger adults and will benefit more from
treatment in a group [38]. It is unclear if this rationale is
justified or whether it reflects another well-intended form of
ageism. In younger populations, group treatment is still
often deemed less effective for anxiety disorders than
individual treatment. Other recommended modifications
for older adults involve a greater emphasis on psycho-
education, increasing patient motivation, and repeating the
explanation of new coping strategies. It is often suggested
that psychoeducation is more important in older adults
because the present older cohort may have unrealistic views
of what psychotherapy entails and may also have more
trouble identifying and talking about psychological prob-
lems. More emphasis on increasing the motivation of
patients is presumed to be needed because people often
have been living with their symptoms for decades and are
reluctant to believe that recovery is possible. Treatment
studies all claim to have incorporated some or all of these
modifications into their CBT protocols, but no systematic
study has been performed to establish if modifications are
necessary, and if so, which modifications are needed to
improve the effectiveness of CBT for late-life anxiety
disorders. Recently, a published study comparing standard
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CBT with an adapted CBT protocol for older adults in the
treatment of GAD provided some indication that the
adapted protocol may yield better results [40]. Adaptations
involved the use of learning and memory aids, more
attention to the (repeated) explanation of the rationale of
treatment, and weekly calls from the therapist to help
participants with any problems they may have encountered
in doing the homework assignments.

In conclusion, CBT appears to be effective for the
treatment of anxiety in older adults, and the state of
knowledge does not justify an attitude of therapeutic
nihilism. However, the evidence is still mostly limited to
specific subgroups of patients (GAD, relatively healthy,
well-educated, cognitively unimpaired, relatively young).

Pharmacologic Interventions

The paucity of data on the effectiveness of existing treatments
for late-life anxiety is even greater for pharmacologic
interventions. Common practice still entails the prescription
of benzodiazepines. This is a troubling phenomenon, as the
long-term use of benzodiazepines is associated with serious
adverse effects, especially in older adults (eg, heightened risk
of accidents and falls, heightened risk of cognitive impair-
ment, development of tolerance and addiction) [41].

Furthermore, benzodiazepines are indicated for incidental
use when individuals are confronted with infrequent anxiety
symptoms, whereas in older adults, anxiety disorders tend to
be chronic in nature. In trying to reverse the wide distribution
of benzodiazepines among anxious older adults, several
authors have warned against pharmacologic treatments of
late-life anxiety in general because even the prescription of
safer psychotropic drugs, such as selective serotonin reuptake
inhibitors (SSRIs), may be problematic in older adults [42].
Recent studies indicate that SSRIs and tricyclic antidepres-
sants may also induce a heightened risk of falls, fractures,
and cognitive impairment [43]. On the other hand, a
psychological intervention may not always be feasible or
successful. In seriously incapacitating cases, when comorbid
severe depression is present, and in older adults reluctant to
start a psychological treatment, SSRIs can be a suitable
alternative. The available data imply that SSRIs are as
effective in older adults as in mixed-age populations in
reducing anxiety, and that they are generally well-tolerated
[20, 44]. One recent meta-analysis even suggests that SSRIs
may be more effective in reducing late-life anxiety than
psychological interventions [26], but as the available
research data are scarce and hampered by various methodo-
logic shortcomings, this conclusion is premature.

From the limited available research data on this topic, no
firm conclusions can be drawn with regard to heightened
effectiveness or better tolerability for a certain type of SSRI.
Older adults generally report that they prefer a psychological

intervention, although dropout rates in intervention studies
tend to be similar in both conditions. Severely anxious older
adults may refuse pharmacologic treatment due to an
excessive fear of side effects and addiction. CBT intervention
techniques may be used to counter this anxiety [45].

Conclusions

In 2005, the guest editors of the Acta Psychiatrica
Scandinavica made an appeal for more systematic research
into anxiety disorders in older adults [46]. In the meantime,
the number of published papers on anxiety disorders in
older adults has increased rapidly. More and more has
become known regarding the epidemiology, recognition,
diagnosis, and treatment of anxiety disorders in late life.
These developments have given rise to the creation of
evidence-based multidisciplinary guidelines for anxiety
disorders in late life [45]. However, data are still scarce
and focused on late-life GAD, without much consideration
for any of the other anxiety disorders. Research findings to
date are also primarily based on the relatively healthy, the
well-educated, and the “young.” More knowledge is needed
with regard to the phenomenology of anxiety syndromes in
older people, as well as long-term treatment outcomes. In
addition, no data are available on the implementation of
these research findings or on the implementation of guide-
lines in everyday clinical practice. It is common knowledge
that adherence rates to guidelines in clinical practice are
relatively low and that adherence yields superior results
compared with nonadherence [47]. In 2005, it was
concluded that “implementation can only succeed when
the gap between researchers and clinicians is bridged
successfully” [46]. This conclusion still holds and is a
major challenge for both groups of professionals dealing
with older patients with anxiety disorders.
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